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AMBULATORY DISCHARGE AFTER 
COLORECTAL RESECTION: HOW EARLY A 
DISCHARGE AFTER SURGERY IS FEASIBLE AND 
SAFE?

Abstract session Gs1

b. choi, K. Herman, J. church, P. Kiran
New York, NY

Purpose/Background: the feasibility and safety of 
ambulatory (23-hour stay) surgery and same-day discharge 
(<12-hour stay) in patients undergoing colorectal resection 
has recently been demonstrated by our group. We evaluate 
outcomes for patients discharged early from the post-anes-
thesia care unit (PAcU) at 6-8 hours post-surgery.

Methods/Interventions: between october 2020 and 
september 2022, suitable patients undergoing colorectal 
resection (excluding complex procedures such as ileoanal 
pouch, enterocutaneous fistula repair, reoperative pelvic 
surgery, multiple resections and/or ostomy creation) with 
predetermined criteria were offered discharge from the 
PAcU at 6-8 hours post-surgery or within 24 hours after 
surgery. All patients undergoing similar procedures over 
the two-year period were identified from a prospective 
institutional database, and characteristics and outcomes 
were compared for those discharged the same calendar day 
at 6-8 hours or less after surgery (early discharge or eaD), 
<24 hours after surgery (ambulatory or AMb), and >24 
hours after surgery (inpatient or inP). Data were analyzed 
using Kruskall-Wallis and AnoVA tests.

Results/Outcome(s): of 168 patients undergoing 
colorectal resection, 52 (31%) were discharged <24 hours: 
11 within 6-8 hours (eaD, 7%) and 41 within 8-24 hours 
(AMb, 24%). AMb included 7 patients (4%) who were 
discharged the same day at <12 hours (total same-day 
discharges: 18 patients (11%)). eaD, AMb, inP had 
similar age, gender, race, and bMi. inP had higher AsA 
class 3/4 (eaD 27%, AMb 27%, inP 47%, p=0.04). the 
most common operations were laparoscopic sigmoidec-
tomy (eaD 36%, AMb 49%, inP 38%) and laparoscopic 
right hemicolectomy (eaD 46%, AMb 17%, inP 20%). 
100% of eaD underwent laparoscopic surgery, compared 
to 95% of AMb and 88% of inP. operative time was 
significantly shorter for eaD (median 87 minutes [iQr 
67-106] vs. AMb 114 [90-135] vs. inP 122 [98-150], 
p=0.006) and estimated blood loss lower (mean 6 mL vs. 
AMb 53 vs. inP 96, p=0.002). Median length of stay was 
expectedly lower for eaD at 6.5 hours [3.6-6.9] vs. AMb 
21.9 [18.3-22.8] and inP 66.5 [44.3-105] (p<0.0001), 
while readmission rates were similar (eaD 9%, AMb 7%, 
inP 7%, p=0.9). there were no deaths while anastomotic 
leak, postoperative ileus and surgical site infection rates 
were similar. Four inP patients (3%) required reoperation. 
inP also had a higher rate of transfusion (14%) while 
no eaD or AMb patients required transfusion (p=0.02).  
A sub-analysis of eaD vs. patients discharged at 12 hours 

(same-day surgery) revealed that preoperative characteris-
tics and outcomes were similar.

Conclusions/Discussion: With preoperative coun-
selling, standardized perioperative care protocols and 
postoperative follow-up, selected patients can be safely 
discharged home from PAcU as early as 6-8 hours after 
colorectal resection without adversely influencing readmis-
sion or outcomes.

table 1. Patients characteristics and outcomes

IMPLEMENTATION OF ELECTRONIC SELF-
SCHEDULING OF COLONOSCOPY.

Abstract session Gs2

n. Ferrin1, s. chalasani2, s. shebrain1, K. Kelley1

1Kalamazoo, MI; 2Ann Arbor, MI

Purpose/Background: colorectal cancer (crc) is the 
second leading cause of cancer-related deaths in the 
United states and worldwide. colonoscopy remains the 
gold-standard screening test. to address staffing shortages, 
the increasing backlog of colonoscopies related to coViD-
19, and recently updated guidelines decreasing the age of 
crc screening, we have implemented an electronic colo-
noscopy self-scheduling system to address these needs. the 
primary endpoint was the utilization of the new system. 
secondary outcomes were cost-effectiveness and patient 
satisfaction.

Methods/Interventions: in this single institutional 
retrospective observational study, we analyzed the data of 
all patients referred to our institution for screening colo-
noscopy. Group A included those patients who underwent 
the process of scheduling and completing their colonoscopy 
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in the 6-months prior to implementation of the electronic 
system (January 2021 – June 2021). Group b were indi-
viduals who underwent the process in the 6-months after 
implementation (october 2021 – March 2022). Data from 
both groups were compared, the cost savings of the new 
system was evaluated, and the patients in group b were 
surveyed about their experience with this new system.

Results/Outcome(s): out of the 9,395 patients 
included in this study, 4,365 patients were in group A. 
seventy percent (n=3,079) of those were scheduled for 
colonoscopy, all by staff. of those scheduled, 1,715 (56%) 
underwent colonoscopy within six months. in group b, 
there were 5,030 patients, seventy-six percent (n=3,844) 
of whom were scheduled for colonoscopy. 2,326 (60.5%) 
were scheduled by staff and 1,518 (39.5%) electronically. 
colonoscopy was completed in 1242 (53%) of staff-sched-
uled patients and 768 (51%) of electronically scheduled 
patients (p=0.225). there was a significant decrease in 
the proportion of patients scheduled by staff before and 
after implementation of the new system (100% vs. 60.5%, 
p<0.001). in group b, the “no-show” rate was significantly 
lower in electronically scheduled patients compared to staff 
scheduled patients (142 [9.4%] vs. 449 [19.3%], p<0.001). 
electronic self-scheduling of colonoscopies demonstrated 
cost saving with an average of $15.42 saved per procedure 
for a total savings of $23,408 in the six-month post-im-
plementation period. the survey of patients in group b 
demonstrated that 64.7% preferred electronic self-sched-
uling, and 76.4% plan to do so in the future. Positive 
comments centered on efficacy and convenience. negative 
comments centered on colon preparation instructions.  
of those patients who performed electronic scheduling, 
27% were performed outside of business hours (9am-5pm).

Conclusions/Discussion: implementing an electronic 
self-scheduling colonoscopy system is an innovative 
approach that is convenient, cost-effective, efficient, and 
has high patient satisfaction. the transition from staff 
scheduling to this new system should be considered 
for patients requiring routine screening or surveillance 
colonoscopies.

COMPLICATIONS FOLLOWING RECENT AND 
DISTANT NEOADJUVANT RADIATION IN 
RECTAL CANCER.

Abstract session Gs3

K. Arndt, A. ore, A. Fabrizio, K. crowell, e. Messaris, 
t. cataldo
Boston, MA

Purpose/Background: neoadjuvant chemoradio-
therapy (ncrt) is standard of care in locally advanced 
rectal cancer. radiation therapy is known to induce 
fibrotic change in tissues which can make surgery more 
challenging. With adoption of total neoadjuvant therapy 
(tnt) protocols, time between completion of radiation 
and surgical resection are increasing which may lead to 
increased operative difficulty and complications.

Methods/Interventions: single institution retrospec-
tive review of rectal cancer database for patients with 
ncrt from 2015-2022. Patients were dichotomized into 
two cohorts: surgery <90 days from end of radiation, and 
≥90 days from radiation to surgery. institutional data 
was compared to the national nsQiP rectal cancer data 
from 2015-2020. Primary outcome was technical opera-
tive outcomes, secondary outcomes included: oncologic 
outcomes, and overall 30-day complications.

Results/Outcome(s): We identified 119 institutional 
patients, 96 ended radiation <90 days before surgery,  
23 ended radiation ≥90 days after surgery. baseline demo-
graphics, tumor stage, and operative characteristics did 
not differ among groups. 30-day complication rates, post-
operative outcomes, technical complications, and overall 
30-day complications did not differ among groups. there 
was no difference in margin positivity rates or number 
of lymph nodes harvested. there was greater percentage 
of a complete mesorectal envelope in the <90 day group 
(92% vs 65%, p=0.008), and more nearly complete enve-
lope in the ≥90 day group (23% vs 4%, p=0.036). When 
evaluating national data, 3059 patients were included in 
analysis, 2029 ended radiation <90 days before surgery 
and 1030 national patients ended radiation ≥90 days after 
surgery. there was an equal percent of patients with clin-
ical stage 2 disease between groups (49% vs 50%, p=0.56); 
more patients had stage 3a disease in the ≥90-day group 
(3.6% vs 9.5%) and 3b in the <90-day group (37% vs 
31%) p<0.001. operative time, conversion to open, and 
lymph node harvest did not differ between groups. Patients 
without radiation 90 days before surgery had higher radial 
margin positivity (9.2% vs 4.6%, p<0.001), greater rate of 
organ space infection (8.6% vs 6.4%, p=0.026) and pneu-
monia (2.2% vs 0.9%, p=0.01).

Conclusions/Discussion: in our institution there were 
no differences in rate of technical or short-term complica-
tions in patients with ≥90 days between ncrt and surgery. 
Lymph node harvest and margin positivity did not differ, 
but more patients had non-complete mesorectal envelopes 
in the ≥90-day group. in the national dataset there were 
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similar findings in technical outcomes, however there was 
increased rate of radial margin positivity in ≥90 day group. 
Despite increased pelvic tissue fibrosis following distant 
radiation, we did not find an increase in adverse technical 
outcomes. Prospective studies, evaluating type of neoadju-
vant treatment received, and impact in surgery is warranted 
as therapies change in rectal cancer management.

IMPLEMENTATION OF A MULTIMODAL 
ENHANCED RECOVERY PROTOCOL IN 
AMBULATORY ANORECTAL SURGERY: A 
RANDOMIZED TRIAL.

Abstract session Gs4

L. Yao1, A. Parrish2, P. Fleshner1, K. Zaghiyan1

1Los Angeles, CA; 2San Jose, CA

Purpose/Background: Few studies report outcomes 
for enhanced recovery pathways (erP) in ambulatory 
anorectal surgery. We hypothesize that an ambulatory 
anorectal erP with multimodal preoperative and post-
operative analgesia can reduce postoperative opioid use. 
Here we report the results of a randomized clinical 
trial comparing postoperative opioid use in ambulatory 
anorectal surgical patients receiving a multimodal erP vs. 
standard of care.

Methods/Interventions: A single center randomized 
trial of patients undergoing elective anal fistula or hemor-
rhoid surgery was conducted from september 2018 to 
May 2022. Patients were stratified by surgery type and 
randomized 1:1 to multimodal erP (Arm e) or no erP 
(Arm ne). Patient demographics, pain score, nausea, and 
urinary function using the international Prostate symptom 
score (i-Pss) were recorded pre- and postoperatively. All 
patients voided 30 minutes before surgery, underwent 
monitored anesthesia care, minimization of iV fluids, and 
received a standardized perianal and bilateral pudendal 
nerve block. Patients in Arm e received preoperative oral 
gabapentin 600mg, oral acetaminophen 1000mg and intra-
operative ketorolac iV 30mg. Postoperatively, patients 
in Arm e received oral gabapentin 300mg q8hr, oral 
acetaminophen 1,000mg q8hr, oral ketorolac 10mg q8hr, 
and Prn oral oxycodone 5mg q6hr. Patients in Arm ne 
received oxycodone 5mg q6hr Prn and could supplement 
with acetaminophen and ibuprofen as needed. Patients 
kept a daily log of pain, nausea, and medications. the 

primary endpoint was oral morphine milligram equivalents 
(MMe) use during the first postoperative week. secondary 
endpoints included maximum pain and nausea visual 
analogue scores, adverse events and emergency room or 
hospital admissions during the first 30 days postoperatively. 
Fisher’s exact test and Mann-Whitney U-test were used 
to compare outcomes.

Results/Outcome(s): of the 111 enrolled patients, 
22 were lost to follow-up. the remaining 89 patients had 
a median age of 38 (range, 20-67) years and included 
41 (46%) females. there were no significant differences 
between the e and ne arms in terms of preoperative 
and surgical characteristics (table). the study primary 
endpoint, oral MMe use during the first week, was signifi-
cantly higher among patients in the ne arm (79mg; range: 
0-600) than patients in the e arm (8mg; range: 0-390) 
(p=0.002). on subgroup analysis, both fistula and hemor-
rhoid surgery patients assigned to the ne arm took signifi-
cantly higher oral MMe in the first week than patients in 
the e arm. there was no significant difference in secondary 
endpoints.

Conclusions/Discussion: the results of our trial show 
that standardized multimodal analgesia decreases post-
operative opioid use with no impact on postoperative 
pain scores in ambulatory anorectal surgery patients. 
We support implementing an erP including multimodal 
analgesia for patients undergoing elective anal fistula and 
hemorrhoid surgery.
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MORE PROBLEMS, MORE MONEY: 
IDENTIFYING HIGH-COST RESCUE AFTER 
COLORECTAL SURGERY.

Abstract session Gs5

K. schultz, M. Moore, H. Pantel, A. Mongiu, V. reddy, 
e. schneider, i. Leeds
New Haven, CT

Purpose/Background: successful rescue after elective 
surgery is associated with increased healthcare costs, but 
costs after rescue events vary widely. treating all rescue 
events with a cost-agnostic perspective may overlook 
targeted opportunities for preventing or reducing the cost-
liest rescue events. the purpose of this study was to assess 
variability in the costs of rescue after elective colectomy 
and identify high-cost predictors.

Methods/Interventions: We identified adult patients 
from the national inpatient sample 2016-2019 who 
underwent elective colectomy or proctectomy within 48 
hours of admission using icD-10-Pcs codes. rescued 
patients were defined as those who underwent additional 
major procedures after index colorectal resection. Patients 
were stratified into three groups: 1) uneventful recovery 
(no additional procedures after index surgery); 2) Low-cost 
rescue (rescued patients whose total charges <75th percen-
tile of all rescued patients), 3) High-cost rescue (≥ the 
75th percentile). Patients who died prior to discharge were 
excluded. All data were weighted to be representative of 
the entire U.s. population. Multivariable Poisson regres-
sion was use to identify preoperative clinical predictors of 
high-cost versus low-cost rescue.

Results/Outcome(s): of 451,765 admissions for elec-
tive colorectal resection, 429,945 (95.2%) recovered 
uneventfully, while 21,280 (4.8%) underwent rescue proce-
dures. Median total costs of inpatient care were: $16,228  
(iQr: $12,204-22,427) in the uneventful recovery group, 
$33,618 ($23,878-45,565) in the low-cost rescue group, 
and $93,012 ($75,5120-128,129) in the high-cost rescue 
group (p<0.001). High-cost rescue was driven primarily 
by length of stay (median 25 days vs. 11 days for low-cost 
rescue, p<0.001) and additional subsequent procedures 
performed (median 3 vs. 1, p<0.001). High-cost rescue 
included more returns to the operating room (76.2% vs. 
54.9%, p<0.001) and icU-level critical care procedures 
(56.9% vs. 33.0%, p<0.001) compared with low-cost 
rescue. Preoperative characteristics independently asso-
ciated with higher cost of rescue included heart disease 
(congestive heart failure, irr [95% ci]: 1.53 [1.31-1.78]; 
atrial fibrillation, 1.36 [1.18-1.57]) and surgical indica-
tion (e.g. colorectal cancer vs. diverticular disease 1.33 
[1.10-1.60]).

Conclusions/Discussion: rescue after colorectal 
surgery is associated with a doubling of inpatient costs; 
the costliest patient quartile incurs total costs five times 
higher than those with uneventful recovery. Although 
rescue events are an important quality measure, high-cost 

rescue (returns to the operating room, icU-level care) may 
be a more relevant measure of value. therefore, high-cost 
rescue offers a target for healthcare value improvement.

FDXR IS A PREDICTIVE BIOMARKER OF 
RADIATION RESISTANCE IN RECTAL CANCER.

Abstract session rF1

M. Hlaing, s. Ferrandon, r. Aoun, J. Fedro, M. Kalady
Columbus, OH

Purpose/Background: neoadjuvant chemoradiation 
therapy (ncrt) is recommended for locally advanced 
rectal cancer. response to radiation is highly variable and 
correlates with oncologic outcomes. there are currently 
limited biomarkers or molecular targets to predict or 
improve radiation response, which could help develop 
personalized treatment and ideally targeted therapies. 
We identified the gene FDXr coding the adrenodoxin 
reductase, a protein involved in electron transport of 
mitochondrial P450 system, as a potential biomarker of 
radioresistance.

Methods/Interventions: FDXr gene expression was 
evaluated in a publicly available database (Gse87211) 
comparing levels in healthy and rectal cancer patients. 
mrnA was obtained from pretreatment rectal cancer 
biopsies from patients who then underwent long course 
ncrt and surgery. FDXr gene expression was measured 
from these samples and analyzed against the treatment 
response according to AJcc pathology tumor regression 
scores (trs). FDXr gene expression was measured in 
a panel of colorectal cancer cell lines by rt-qPcr and 
correlated with radiobiological indexes ic50 (dose in Gray 
to kill 50% of cells), D10 (dose in Gray to obtain 10% cell 
survival), and sF2 (surviving cell fraction after 2 Gy of 
irradiation), obtained using a clonogenic survival assay.

Results/Outcome(s): FDXr gene was significantly 
overexpressed in rectal tumors compared to healthy tissues 
in Gaedcke cohort of 243 patients (Gse87211; p<0.0001) 
[Figure 1A]. in our rectal cancer patient cohort, FDXr 
gene expression was consistently elevated in trs 2-3 
(poor responders) compared to trs 0-1 (good responders) 
(p=0.0003) [Figure 1b]. receiver operating characteristic 
analysis revealed that FDXr expression level had an AUc 
of 0.8577 (p=0.0006), indicating a strong predictive power 
for identifying responders from poor responders. FDXr 
expression was found to vary across 9 colorectal cancer cell 
lines. importantly, FDXr expression positively correlated 
to multiple radiosensitivity indexes ic50 (p<0.0001), sF2 
(p=0.0001) and D10 (p<0.0001) [Figure 1c].

Conclusions/Discussion: FDXr gene expression is a 
predictive biomarker for rectal cancer radiation sensitivity. 
Further work is needed to validate this in larger popula-
tions, and to determine the biological mechanisms through 
which it works and assess its potential as a druggable target.
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ANGIOGENIN-1 REGULATES INTESTINAL 
CARCINOGENESIS INDUCED BY TARGETED 
DELETION OF APC IN LGR5+ STEM CELLS.

Abstract session rF2

A. Hu, J. Yoo
Boston, MA

Purpose/Background: Angiogenin-1 (Ang1) is a 
14-kDa ribonuclease that was the first tumor-derived 
angiogenesis protein. the role of Ang1 on the develop-
ment of Apc-mediated colorectal cancer has not been well 
studied.

Methods/Interventions: experiments utilized Apc 
conditional knock-out mice ((Apcfl/fl;Lgr5 eGFP-creer/+), 
an inducible intestinal cancer mouse model using tamox-
ifen-dependent cre recombinase to block the expression 
of Apc in Lgr5+-expressing intestinal stem cells. Apcfl/fl; 
Lgr5 eGFP-creer/+ mice were crossed with Ang1 knock-out mice, 
a whole-body homozygous knockout strain, to create Apcfl/fl; 
Lgr5 eGFP-creer/+ mice that do not express Ang1. Apcfl/fl; 
Lgr5 eGFP-creer/+ mice on both a wild-type (Wt, n=8) and 
Ang1-Ko (n=9) background were then injected with 
tamoxifen (75mg/kg, i.P.) to activate cre recombinase. 
three weeks after injection of tamoxifen, a mouse colonos-
copy was performed using a Karl storz coloview minien-
doscopic system. small bowel (sb) and colon tissue was 
evaluated macroscopically and by immunohistochemistry.

Results/Outcome(s): on macroscopic evaluation, Wt 
mice developed significantly more tumors in the distal 
sb (367 tumors in 8 mice) compared to Ang1-Ko mice  
(10 tumors in 9 mice), mean=45.88 (Wt) vs 1.25 (Ang1-
Ko), P<0.05. similarly, in the colon Wt mice developed 
significantly more tumors (25 tumors in 8 mice) compared 
to Ang1-Ko mice (14 tumors in 9 mice), mean=3.13 
(Wt) vs 1.56 (Ang1-Ko), p<0.05. this difference in 
Apc-mediated tumor number was confirmed histologically 
in both sb [mean=32.25 (Wt) vs 8.50 (Ko), p<0.05] and 
colon [mean= 7.00 (Wt) vs 0.6 (Ko), p<0.05]. Wt mice 
also developed significantly larger tumors in the distal sb 
[microscopic tumors <0.5mm: mean 15.5 (Wt) vs 7 (Ko),  
p<0.05; 0.5-1mm tumors: 8.4 tumors (Wt) vs 1.5  
(Ang1-Ko), p<0.05; tumors >1mm: mean 8.2 tumors 
(Wt) vs 0 (Ko), p<0.05] and colon [large (3+ crypts):  
3 tumors (Wt) vs. 0 (Ang1-Ko), p<0.05).

Conclusions/Discussion: in a mouse model of intes-
tinal carcinogenesis induced by targeted deletion of Apc in 
Lgr5+ stem cells, Ang1-Ko mice developed significantly 
fewer and smaller tumors compared to Wt mice in both 

the small intestine and the colon. Ang1 appears to regulate 
both Apc-mediated tumor initiation and progression and 
may play an important role in intestinal carcinogenesis.

BENZOFURAN-ISATIN CONJUGATE (5D) 
PRESENTS ANTICANCER ACTIVITIES IN VITRO 
ASSOCIATED WITH CYCLIN, APOPTOTIC 
PROTEINS, P53, EMT ALTERATIONS, AND 
ENHANCES CHEMOSENSITIVITY IN HUMAN 
COLORECTAL CANCER CELL LINES.

Abstract session rF3

M. Abdulla1, M. Vaali-Mohammed1, s. Matou-nasri1, 
W. eldehna2, M. el-Watidy1, A. Zubaidi1, n. Alhassan1, 
M. Meeramaideen3, o. Al obeed1, t. tiriki1, 
K. Alkhayal1
1Riyadh, Saudi Arabia; 2Cairo, Egypt; 3Tiruchirappalli, India

Purpose/Background: colorectal cancer (crc) is one 
of the most common malignant tumors in the global 
health problem due to its high prevalence and mortality 
rate. new anticancer agents are needed to treat advanced 
stage crc and prevent cancer metastasis, the primary 
cause of morbidity and mortality. A novel synthesized 
benzofuran-isatin conjugate (3-methyl-n'-(2-oxoindolin-
3-ylidene) benzofuran-2-carbohydrazide) named as 5d 
has recently shown potent anticancer effect in vitro on 
human colon adenocarcinoma Ht29 and metastatic crc 
(mcrc) sW620 cell lines. However, the mechanism 
underlying the anticancer activities remain unknown.

Methods/Interventions: cytotoxicity was evaluated 
using Mtt assay. the real-time cell proliferation, migra-
tion and invasion were measured by xcelligence rtDP 
instrument. Flow cytometry was used for cell cycle anal-
ysis and apoptotic status determination. Western blot-
ting technology was employed to assess cyclins, tumor 
suppressor p53, apoptosis and epithelial-mesenchymal 
transition (eMt) marker protein expression levels.

Results/Outcome(s): the anticancer activities of the 
compound 5d were revealed by the inhibition of Ht29 and 
sW620 cell proliferation, migration, invasion, and colony 
formation in a dose-dependent manner, compared with 
the untreated control cells. both cell line exposure to the 
compound 5d resulted in a cell cycle arrest at the subG1 
phase, indicator of apoptotic status, and a downregulation 
of cyclin A1, b1 and D1 expression was monitored in 
the compound 5d-treated cells. Furthermore, compound 
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5d-induced apoptosis was associated with the downregu-
lation of the anti-apoptotic bcl-xl marker, upregulation 
of pro-apoptotic bax, p53 and cytochrome c markers, and 
increased mitochondrial outer membrane permeability, 
suggesting the involvement of mitochondria-dependent 
apoptosis pathway. the compound 5d also inhibited 
the colony formation ability of Ht29 and sW620 cells 
and reversed eMt markers e-cadherin and n-cadherin 
expression. in addition, the combination studies of the 
compound 5d with the main conventional chemother-
apeutic drugs 5-fluorouracil, irinotecan, and oxaliplatin 
showed a more potent cytotoxic effect in both crc cells 
compared to a single treatment. of note, the compound 
5d exhibited stronger anticancer effects on mcrc sW620 
cells than on colon adenocarcinoma Ht29 cells.

Conclusions/Discussion: our findings described the 
interesting in vitro anticancer properties of the compound 
5d, shown to have possible antitumor, antimetastatic, and 
pro-apoptotic activities, with the enhancement of the cyto-
toxic efficiency of conventional chemotherapeutic drugs. 
in vivo studies are requested to confirm the promising 
anticancer potential of the compound 5d for crc therapy.

LYRM1 PREDICTS NON-RESPONDERS TO 
RADIATION IN RECTAL CANCER PATIENTS.

Abstract session rF4

J. Fedro, s. Ferrandon, r. Aoun, M. Hlaing, M. Kalady
Columbus, OH

Purpose/Background: neoadjuvant chemoradiation 
therapy (ncrt) is recommended for locally advanced 
rectal cancer. Patients with poor response have worse 
outcomes and potentially do not benefit from current treat-
ment paradigms. Accurately identifying poor responders 
before treatment could avoid ineffective ncrt and favor 
proceeding directly to surgery or other treatment options. 
We sought to find such markers and identified the gene 
LYrM1 as a predictive biomarker for radiation non- 
responders in rectal cancer.

Methods/Interventions: We previously conducted 
mrnA microarrays for pretreatment rectal cancer biopsies 
from patients who underwent long course ncrt and then 
surgery. LYrM1 gene expression was identified as a poten-
tial target from that analysis. We then validated LYrM1 
gene expression by rt-qPcr from these samples and 
analyzed them against the treatment response according 
to AJcc pathology regression scores. LYrM1 gene expres-
sion was measured in different colorectal cancer cell lines 
and quantified through rt-qPcr and correlated with 
radiobiological indexes ic50 (dose in Gray to kill 50% 
of cells), D10 (dose in Gray to obtain 10% cell survival), 
and sF2 (surviving cell fraction after 2 Gy of irradiation), 
obtained using a clonogenic survival assay.

Results/Outcome(s): Using an initial cohort of  
33 patients on microarray analysis, LYrM1 gene expression 

was consistently elevated in patients with no response to 
ncrt (AJcc 3) compared to patients with a complete or 
partial response (AJcc 0-1-2); (p=0.0064). receiver oper-
ating characteristic (roc) analysis revealed that LYrM1 
expression level had an AUc of 0.8132 (p=0.0121), 
indicating a strong predictive power for identifying non-re-
sponders. LYMr1 expression in individual patients was 
validated in a cohort of 21 patients, demonstrating signif-
icant overexpression in patients with a AJcc 3 response 
compared to all others (AJcc 0-1-2); (p<0.0001); [Figure 
1A]. the validation cohort roc revealed LYrM1 expres-
sion had an AUc of 1.000 (p=0.0067), confirming 
LYrM1 as a strong predictor of non-responders. LYrM1 
expression varied across 9 colorectal cancer cell lines and 
levels directly correlated with radiosensitivity indexes 
D10 (p=0.0004), sF2 (p=0.0011) and ic50 (p<0.0001) 
[Figure 1b].

Conclusions/Discussion: LYrM1 expression is a 
predictive biomarker for rectal cancer patients who are 
non-responders to neoadjuvant radiation. Further work is 
needed to validate this in larger populations, to determine 
the biological mechanisms through which it works, and to 
assess its potential as a druggable target.

Figure 1: LYrM1 relative gene expression in (A) rectal cancer patients 
according to AJcc response score, and (b) in colorectal cancer cell 
lines with associated radiation sensitivity measured by ic50.

INFLAMMATORY ENHANCEMENT OF 
COLONIC ORGANOIDS TO STUDY THE ANTI-
INFLAMMATORY EFFECT OF MESENCHYMAL 
STEM CELLS.

Abstract session s1

n. Dadgar, a. adams, A. Lightner
Cleveland, United States Minor Outlying Islands

Purpose/Background: Mesenchymal stem cells (Mscs) 
have shown clinical efficacy in patients with crohn’s 
disease. However, little is understood about the underlying 
mechanism of action. this study aimed to investigate the 
underlying mechanism of Mscs’ effect on preventing and 
treating inflamed colonic tissue using a patient-derived 
organoid model.

Methods/Interventions: 3D intestinal organoids were 
cultured from healthy donor colonic tissue up to passage 
4, to mimic an inflammatory microenvironment, 20ng/ml 
of cytokines (tnF-α, iFn-γ, and iL-1β) were added to the 
organoid culture media for 24 hours; one organoid culture 
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was organoid alone, the second had cGMP manufactured 
bone marrow-derived Mscs (2*105/cm2) already present 
(injury prevention), and the third culture had Mscs added 
after 24 hours for an additional 72 hours at a concen-
tration of (2*105/cm2) for the treatment of inflamma-
tion. nGs analysis and proteomics assay were performed 
for studying the post-translational modification effect of 
Mscs. immunohistochemistry and immunofluorescent 
staining were performed for epithelial and inflammatory 
markers. the lysate and media of the co-cultured organoid 
with Mscs were analyzed for pro-inflammatory, cytokine, 
and chemokine panels with a V-plex human elisa kit, and 
significant differences were confirmed by western blot.

Results/Outcome(s): in the cohort of organoid + 
Msc after inflammation, there was significantly higher 
viability, proliferation, and epithelial cell markers, and 
has less inflammation compared to organoids alone and 
organoids + pre-Msc. in the cohort of organoid + Msc 
after inflammation, the organoid morphology showed 
a fetal-like shape indicating tissue repair as compared 
to budding morphology seen in the organoid alone and 
organoid _pre-Msc. the epithelial marker (epcam and 
e-cad) were significantly higher in the organoid +Msc 
cohort as well, comparatively. the results of cytokines 
showed that adding Mscs after organoid injury signifi-
cantly increased the chemokine involved in protecting 
the inflammatory response, and significantly higher VeGF 
showed injury repair activation. increased claudin-1and 
decreased claudin-2 gene and protein levels confirmed the 
injury repair on tissue effect of Mscs after injury.

Conclusions/Discussion: this organoid injury model 
shows that the Mscs therapy is not preventative, but has 
a promising effects in reducing inflammation and injury in 
colonic tissue

Figure 1- bright field and H&e images show the morphology changes 
after Mscs co-culture compared to mono-culture. Ki-67 expression in 
co-culture is increased compared to organoid only. After hpMsc trans-
plantation, the expression of tight junction protein claudin-1 at the gene 
and protein levels increased, while the expression of  
claudin-2 decreased after transplantation, indicating that cell  
transplantation can promote the recovery of the intestinal barrier.

COMBINING ANTAGONISM OF IL-23 ALONG 
WITH IMMUNOTHERAPY RESULTS IN LONG-
TERM REMISSION IN PRECLINICAL MODELS OF 
COLON CANCER.

Abstract session s2

b. Giri1, J. oleas1, K. Kodia1, s. Modi3, s. Khalafi1, 
M. Meece1, n. Paluvoi1, V. Dudeja2, s. ramakrishnan1

1Miami, FL; 2Birmingham, AL; 3Grand Rapids, MI

Purpose/Background: Patients with colorectal cancer 
who recieve immunotherapy suffer from low response rates 
and high remission despite promising early results. iL-23 in 
the tumor microenvironment is known to modulate tumor 
immune response. We sought to find out if combining 
iL-23 inhibition with PDL1 antagonism would lead to long 
term remission in murine models of colorectal cancer.

Methods/Interventions: For remission model, a murine 
colorectal cancer cell line (Mc-38) was implanted subcu-
taneously into c57/b6 mice and divided into following 
groups (i) isotype control (ii) immunotherapy (anti PD-L1) 
and (iii) anti-iL-23 antibody in combination of anti 
PDL1. After treatment for two weeks, only the mice 
that had complete tumor response were selected and 
followed for recurrence with periodic tumor measure-
ments. At endpoint, tumors were subjected to single cell 
flowcytometry.

Results/Outcome(s): At the end of two weeks of treat-
ment, a greater proportion of mice that were treated with 
combination of anti-il-23 and anti-PDL1 antibody showed 
tumor regression compared to anti-PDL1 alone (70% vs 
50%). Mice with only iL-23 inhibition had no difference 
in tumor growth compared to isotype control. When only 
the mice that had complete tumor regression were followed 
after end of planned treatment of two weeks, mice that 
recieved combination of anti-PDL1 and anti -iL23 had 
no tumor recurrence at 15 days of follow up versus 40% 
recurrence rate in mice who were treated with anti-PDL1 
alone. no gross toxicities were identified on combination 
treatment. Flowcytometry analysis of immune infiltrate 
to study the change in immune tumor microenvironment 
showed greater proportion of immune cell infiltration on 
combination treatment.

Conclusions/Discussion: combining iL-23 inhibition 
concurrently with immune check point inhibitor leads 
to long term remission in preclinical models of colorectal 
cancer and may hold promise in treatment of patients with 
advanced colorectal cancer.
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EVALUATING COMBINATORIAL INHIBITION 
OF COMPLEMENT AND BCL2 FOR EARLY-
ONSET COLORECTAL CANCER IN 
PRECLINICAL MODELS.

Abstract session s3

s. rahman, A. Affleck, s. Anand, V. tsikitis
Portland, OR

Purpose/Background: our group previously demon-
strated that the tumor immune microenvironment is 
distinct between early-onset and late-onset colorectal 
cancer (crc) which facilitates tumor progression. several 
genes, including complement factor D (cFD), complement 
component 7 (c7), and bcl2 were found to have increased 
expression in early-onset crc. in gain-of-function exper-
iments, cFD was associated with higher tumor volumes 
and impacted three genes in mice that were also found 
to be differentially expressed in early-onset crc (eGr1, 
PsMb9, and cXcL9). there is currently a cFD inhibitor 
(Danicopan) and bcl2 inhibitor (Venetoclax) approved by 
the FDA for other indications. We hypothesized that using 
both a cFD and bcl2 inhibitor, in combination, would 
slow growth of tumors and may possibly be used in the 
treatment paradigm for early-onset crc.

Methods/Interventions: ten female athymic nude mice 
were injected subcutaneously with tumor cells of the 
Hct-116 colon cancer cell line (derived from an early-
onset patient) in the bilateral flanks to allow for growth of 
two primary tumors per mouse. After allowing for 6-days of 
tumor growth, the mice were randomized into two groups: 
five mice were injected daily for 7-days with intraperitoneal 
combination Danicopan (500µg) and Venetoclax (250µg), 
while the other five mice were injected with vehicle 
controls. tumor volumes were recorded every other day. 
experiments were ended on study day 14 and the rates of 
tumor volume change were compared over time.

Results/Outcome(s): tumor volumes were calculated 
using length and width measurements obtained by a 
blinded member of the research team. by study end-point, 
the mean percent growth in tumor volumes compared to 
baseline in the control versus experimental groups were 
451% and 233% respectively (p=0.07), as depicted in 
Figure 1. the combination of these drugs also resulted 
in toxicity with a decrease in body weight. treatment 
with either drug alone did not result in significant tumor 
decrease in separate prior experiments.

Conclusions/Discussion: cFD and bcl2 have previously 
been shown to be significantly upregulated in early-onset 
crc. our results demonstrate that treatment with a cFD 
and bcl2 inhibitor, when used in combination, were able 
to slow the growth of tumors in a mouse model injected 
with a human early-onset derived colon cancer cell line. 
our study limitations include effects of drug toxicity which 
might have contributed to early death of two mice in the 
experimental group prior to study end-point. there was, 
however, a clear effect with the combination treatment 

which resulted in slower growth of the tumors. Future 
studies will include optimizing safe medication dosages 
and evaluating the combinations in patient-derived and 
orthotopic models of early-onset colon cancer.

Figure 1. Percent volume change of Hct-116-derived tumors depicted 
over time after allowing 6-days for tumor growth. by study end-point on 
day 14, the control group had an increase in tumor volume of 451% and 
the treatment group had an increase in tumor volume of 233%, p=0.07.

RARE CODING VARIANTS IN TCHH ARE 
ASSOCIATED WITH PILONIDAL DISEASE.

Abstract session s4

J. roberson, D. Lee, c. neylan, s. Damrauer, L. Maguire
Philadelphia, PA

Purpose/Background: surgeons have long appreciated 
the clinical connection between hair and the development 
of pilonidal disease, but the underlying biology remains 
unknown. trichohyalin is a structural protein of the hair 
follicle and is encoded by the gene tcHH. one known 
clinical manifestation of deleterious mutations in this gene 
is Uncombable Hair syndrome (UHs), a rare disorder of 
unruly and wiry, although not fragile, hair. it is possible 
that tcHH plays a role in other hair-related disorders. 
We hypothesize that rare coding variants in tcHH are 
associated with pilonidal disease.

Methods/Interventions: We queried whole exomic 
sequencing data from participants in the Penn Medicine 
biobank (PMbb, n = 43,731) for rare coding variants 
(mean allele frequency <0.1%) within tcHH associated 
with predicted loss of function (pLoF); specifically stop-
gain, stop-loss, frame-shift, or disruption of a canonical 
splice site. We identified patients with pilonidal disease 
through association of a diagnostic code for pilonidal 
disease (icD9 685, icD-10 L05) or procedural code for 
pilonidal surgery (cPt 11770, 11771, 11772). We then 
examined for an association of pLoF mutations in tcHH 
with pilonidal disease using Firth’s penalized logistic regres-
sion controlling for age, sex, and the first ten principal 
components of ancestry.

Results/Outcome(s): in the PMbb, neither pilon-
idal cysts nor pLoF tcHH varaints were common. 
Pilonidal cysts were found in 192 (0.4%) patients, and rare 
tcHH pLoF variants were found in 267 (0.6%) patients. 
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However, among rare variant carriers, pilonidal cyst was 
more common than among patients without rare variants, 
2.6% p < 0.0003. Younger age (p <0.001) and female sex 
(p =0.04) were also associated pilonidal disease. rare vari-
ants included two frameshift variants and three stop-gain 
variants in tcHH exons 2 and 3. one of the variants has 
been clinically associated with UHs. Logistic regression 
revealed that rare variant carriers had an elevated risk of 
pilonidal disease (or = 4.81 [95% ci 2.06-11.2]).

Conclusions/Discussion: this small pilot study reveals 
that carriers of rare, predicted loss-of-function coding vari-
ants in the hair structural protein trichohyalin are more 
likely to develop pilonidal cysts. these early findings help 
reveal the biological underpinnings behind the long-appre-
ciated connection between hair and the development of 
pilonidal disease.

THE IMPACT OF SARCOPENIA ON SURGICAL 
OUTCOMES IN COLORECTAL CANCER - THE 
INTERIM ANALYSIS OF TRANSLATIONAL 
STUDY EVALUATING CLINICAL OUTCOMES 
AND TRANSCRIPTOMIC REGULATORY 
ELEMENTS OF SARCOPENIA.

Abstract session s5

F. Koh, L. Ho, c. chong, D. Aw, J. Ladlad, J. chua, 
b. teh
Singapore, Singapore

Purpose/Background: sarcopenia, the loss of muscle 
mass, has been recognised to negatively influence surgical 
outcomes and reduce oncological survival. However, the 
regulatory process of sarcopenia is still poorly understood. 
We sought to study the impact of sarcopenia on surgical 
outcomes in patients undergoing colorectal cancer cura-
tive surgery and to explore the regulatory elements of 
sarcopenia pathogenesis.

Methods/Interventions: A prospective cohort study 
was conducted for colorectal cancer patients undergoing 
elective curative surgery in sengkang General Hospital 
since september 2020. Patients were assessed for sarco-
penia based on the Asia Workgroup for sarcopenia  
2019 diagnostic criteria. Details of their surgery and 
post-operative recovery were collected. Whole blood 
samples were collected immediately pre-operatively. 
rectus abdominis muscles were harvested during their 
surgery. satellite cells cell lines were isolated and estab-
lished. to determine the mechanisms behind sarcopenia 
pathogenesis, transcriptomic sequencing was performed 
with the muscle tissue.

Results/Outcome(s): between september 2020 to 
April 2022, 130 patients were recruited. the incidence of 
sarcopenia was 35.4% (46/130) with majority (71%, n=33) 
being male. sarcopenic patients experiences a marginally 
longer mean time to gastrointestinal recovery (3.1 vs 2.9 
days, p=0.253) and marginally longer mean length of 

hospitalization group (9.5 vs 9.2 days, p=0.284). the inci-
dence of post-operative complications, defined as clavien-
Dindo ≥3, was slightly higher in the sarcopenic group 
(6.5% vs 2.4%, p=0.25). satellite cells were successfully 
harvested and cell lines established in all patients. through 
transcriptomic analysis of the muscle tissue and cells, path-
ways involved in immune and development processes such 
as tnF signalling and inflammatory responses were found 
to be upregulated in sarcopenic samples.

Conclusions/Discussion: sarcopenia may result in 
increased surgical morbidity and lengthens hospitaliza-
tion. transcriptomics analysis have highlighted certain 
pathways implicated in the pathogenesis of sarcopenia. 
More multi-omics analysis would need to be conducted to 
fully map the process of sarcopenia to identify targetable 
regions.

DEVELOPMENT OF A NOVEL SYNGENEIC 
MODEL OF COLORECTAL LIVER METASTASES.

Abstract session s6

A. Dosch, i. de castro silva, s. singh, b. Giri, K. Kodia, 
s. Khalafi, M. Meece, n. Paluvoi, n. nagathihalli, 
n. Merchant
Miami, FL

Purpose/Background: With the success of immune 
checkpoint inhibition in the management of solid organ 
tumors, immunocompetent pre-clinical models that reca-
pitulate the characteristics of spontaneous colorectal liver 
metastases (crLM) are urgently needed to explore thera-
peutic combinations that invigorate the immune response 
and maximize the potential benefit of immunotherapy. in 
the present study, we develop a distinct murine cell line 
using in vivo selection of cMt-93 cells that reliably and 
reproducibly results in widespread liver metastases in a 
timely manner in immunocompetent c57bL/6 mice.

Methods/Interventions: cMt-93 cells were purchased 
from Atcc (passage <3). splenic injections were 
performed using cMt-93 cells in varying concentrations 
(1x103 to 1x106 cells) in c57bL/6 mice (6-10 weeks) 
and allowed to expand for 4 weeks before sacrifice. 
Metastatic lesions were harvested from the liver and 
single-cell suspensions were generated. Purification of 
epithelial tumor cells (1x107 total cells) was performed 
using MAcs separation kit (Miltenyi biotec) to exclude 
heterogenous lymphocyte, fibroblast, and endothelial cell 
populations from the purified sample. re-challenge of 
the established metastatic tumor cell line (metcMt-93) 
was performed by splenic injection into c57bL/6 mice  
(1x106 cells, n=3 mice) and compared to parent cMt-93 
cells (n=3) to determine differential uptake. Liver weights 
and presence of gross metastases were assessed at sacrifice. 
transcriptomic variations between parent and daughter 
cell lines were further explored using qPcr.
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Results/Outcome(s): injection of cMt-93 cells into 
the liver (n=12) of c57bL/6 mice produced only a single, 
solitary liver metastasis in one mouse after 4 weeks, consis-
tent with prior reports which show engraftment of these 
cells in c57bL/6 mice is highly inefficient. isolation of this 
solitary tumor was performed and free of non-epithelial 
cell contamination. re-challenge using splenic injection of 
metcMt-93 cells induced widespread, bilobar liver metas-
tases in all mice at 3 weeks, whereas cMt-93 cell re-chal-
lenge induced no detectable tumor (Fig. 1A). Liver weight 
was significantly increased in c57bL/6 mice injected with 
metcMt-93 cells compared to parent cMt-93 cells (1.9 g 
vs 1.0 g, p=0.045, Fig. 1b). qPcr characterization of this 
novel cell line demonstrated upregulation in diverse genes 
involved in epithelial-to-mesenchymal transition.

Conclusions/Discussion: through in vivo selection, 
we have developed a syngeneic tumor cell line that can 
reliably produce crLM in immunocompetent mice in  
3 weeks, enabling the timely evaluation of novel immu-
notherapeutic approaches in a pre-clinical model. Further 
downstream characterization of the genomic, transcrip-
tomic, and immunologic characteristics of this model are 
ongoing in our laboratory.

DIFFERENTIATION OF ADIPOSE-DERIVED 
STEM CELLS INTO SMOOTH MUSCLE CELLS IN 
AN INTERNAL ANAL SPHINCTER-TARGETING 
FECAL INCONTINENCE ANIMAL MODEL.

Abstract session s7

M. Kim1, b. oh1, J. Lee2, D. Yoon2, Y. Kim2, W. chun2, 
J. Kim3, i. son1

1Anyang, Korea (the Republic of); 2Seoul, Korea (the 
Republic of); 3Hwaseong, Korea (the Republic of)

Purpose/Background: Fecal incontinence models 
targeting smooth muscle cells of the internal anal sphincter 
have not been reported. Differentiation of implanted 
human adipose-derived stem cells into corresponding 
smooth muscle cells in an internal anal sphincter-tar-
geting incontinence model has not been demonstrated. 
to develop an internal anal sphincter-targeting inconti-
nence model and determine the differentiation of human 
adipose-derived stem cells into smooth muscle cells in the 
established model.

Methods/Interventions: ten sprague-Dawley rats 
randomly assigned to cryoinjury and control groups were 
used to develop an animal model by inducing cryoinjury 
at the inner muscular layer via posterior intersphincteric 
dissection. After in vitro confirmation of cell differentia-
tion, 30 rats were randomly assigned to normal, sham cryo-
injury, and stem cell-treated groups. Dil-stained stem cells 
were implanted at the injury site via microscopic needling. 
Multiple markers were analyzed before implantation and 
one and two weeks after implantation using hematox-
ylin and eosin, immunofluorescence, Masson’s trichrome 
staining, and polymerase chain reaction.

Results/Outcome(s): We observed stem cell differenti-
ation for smooth muscle cells in the internal anal sphinc-
ter-targeting fecal incontinence model. impaired smooth 
muscle layers accompanying intact layers were identified in 
the cryoinjury group. smooth muscle markers were signifi-
cantly decreased in the cryoinjury group versus the normal 
group. in the stem cell-treated group, higher marker levels 
were observed two weeks after implantation than at one 
week after implantation. stem cell tracking revealed that 
Dil-stained cells were located at the site of augmented 
smooth muscle bundles, with a diminished population of 
labelled cells after implantation.

Conclusions/Discussion: We established an internal 
anal sphincter-specific fecal incontinence model. this 
study demonstrated that implanted human adipose-de-
rived stem cells restored impaired smooth muscle cells at 
the injury site, showing stem cell fate corresponding to the 
established model.

RCT TO COMPARE STAPLED 
HEMORROIDOPEXY (PPH) PLUS 
LIGATION ANOPEXY (LA) WITH STAPLED 
HEMORROIDEPEXY (PPH) IN TREATMENT OF 
GRADE III AND IV HEMORRHOIDAL DISEASE.

Abstract session s8

W. elshazly, M. Abd elhalim, A. radwan, A. samir, 
o. elshazly
Alexandria, Egypt

Purpose/Background: Background: the potential 
benefits of procedure for Procedure for Prolapse and 
Hemorroids (PPH) include shorter operative time, less 
postoperative pain, less urinary retention, and more rapid 
return to normal activities. Despite these postoperative 
advantages, long-term results are insufficient, particularly 
regarding residual skin tags and recurrent prolapse so in 
the current study we add ligation anopexy (LA) to PPH 
technique to assess its value in improving short and long 
term results in the treatment of grade iii-iV hemorrhoids

Methods/Interventions: Methods: between January 
2018 and January 2020 we recruited 124 patients with 
grade iii-iV hemorrhoids. All patients did not previously 
undergo surgical treatment also fibrotic external irreducible 
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hemorrhoids, thrombosed hemorrhoids, inability to give 
informed consent, age < 18 years, pregnant women, history 
of inflammatory bowel disease; history of colon, rectal or 
anal cancer were excluded. Patients were blindly random-
ized into two surgical techniques Procedure for Prolapse 
and Hemorroids (PPH) group 62 patients and Procedure 
for Prolapse and Hemorroids (PPH) plus Ligation anopexy 
(LA) 62 patients. effectiveness of hemorrhoidal symptoms 
control were recorded (hemorrhoids symptoms score), 
operating time, need for analgesia, postoperative pain, time 
to return to work, postoperative complications, patient 
satisfaction and recurrence of symptoms. From the time of 
recruitment, for a period of at least two years follow up the 
patients evaluated for recurrence of symptoms.

Results/Outcome(s): Results: Postoperative pain at 
rest and during defecation, need for analgesia was less after 
PPH compared to PPH + LA but not statistically signifi-
cant. Mean operative time was shorter for PPH compared 
to PPH + LA (35 min; range, 25-45 vs 50 min; range, 
40 - 65 min; p < 0.001). Postoperative complications rate, 
use of laxatives, patient satisfaction, hemorrhoids symp-
toms score, return to work, and quality of life at 1 month 
after surgery were similar between groups. After a mean 
follow-up of 36 months (24-47), After PPH, 10 patients 
(16.12 %) complained of recurrent external swelling  
and/or prolapse compared to 3 patients (4.84 %) after PPH 
+ LA (P = 0.0368) requiring redo surgery in five of them, 
after 12, 16, 19, 20 and 24 months. no redo-surgery was 
required after PPH + LA. Long term patient satisfaction 
after PPH + LA was better than after PPH.

Conclusions/Discussion: Conclusions: PPH alone has 
shorter operative time compared to PPH + LA. both 
techniques were similar at 1 month after surgery as regard 
complications rate, use of laxatives, patient satisfaction, 
hemorrhoids symptoms score, return to work, and quality 
of life. Long term results were significantly better as regard 
recurrence of external swelling and/or prolapse and Long 
term patient satisfaction in PPH + LA group in the treat-
ment of grade iii-iV hemorrhoids

IMPACT OF INTERNAL ANAL SPHINCTER 
DIVISION ON THE CONTINENCE 
DISTURBANCE IN FEMALE PATIENT.

Abstract session s9

s. Murad-regadas1, F. regadas1, r. Mont’Alverne1, 
G. Fernandes2, M. de sousa1, n. Frrota1, D. Ferreira1

1Fortaleza, Brazil; 2Sao Luis, Brazil

Purpose/Background: A percentage of patients showing 
postoperative incontinence disturbance following internal 
of anal sphincter(iAs) division remain unclear. so, the 
aim was to assess the incidence of fecal incontinence(Fi) 
in patients previously submitted to iAs division to treat 
anal fissure and intersphincteric anal fistula and correlate 
the severity of symptoms with the percentage of divided 
muscle, anatomical measurements and anal pressures in 
both disorders.

Methods/Interventions: this prospective cohort 
study included female patients distributed in two groups 
according with the surgical technique used:G1=fistulo-
tomy; and Gii=sphincterotomy. After complete heal-
ing(about 2months), patients were assessed by symptoms 
of Fi and ccF score; 3D-Us measurements: angle, length 
and the percentage of iAs divided; the length of the 
anterior external anal sphincter(eAs); posterior eAs 
plus Pr(eAs-Pr); and gap length(the distance from the 
proximal edge of the anterior eAs to the proximal edge 
of the posterior Pr, which correspond to the weakest 
area of anterior anal canal; and anal sphincters pressure 
before and after surgery by anal manometry. the anatomic 
measurements were correlated with Fi score.

Results/Outcome(s): A total of 63 women were 
included, 30(48%) underwent fistulotomy(Gi) due to 
internal anal fistula and 33(52%) sphincterotomy due to 
chronic anal fissure with high anal resting pressure(rP)
(Gii). the mean age and parity were similar in both 
groups. the percentage and the length of divided iAs 
were significant higher in Gi. However the prevalence of 
Fi(40% vs 51%) and severity of symptoms by mean Fi score 
were similar. the angle of the iAs divided was similar. 
in Gi, the percentage of divided muscle was similar in 
patients with score=0 compared with score≥1 (45% vs. 
48%/ p<0.48). However, in Gii, the percentage of divided 
muscle was significant higher in patients with score≥1 
compared those with score=0(25% vs. 19%/ p<0.02). the 
length of eAs and eAs-Pr was similar in both groups. 
However, the gap length was significantly longer in Gii. 
the anal rP was significantly higher in Gii in the pre-op-
erative. However, the rP in the post-operative was similar 
in both groups. nonetheless, the rP decreased significantly 
comparing before and after surgery in both groups.

Conclusions/Discussion: in this population of female 
patient submitted to a division of the iAs, the symptoms of 
Fi was minor, present in about half of the patients. Despite 
of a higher percentage of divided muscle in patients 
submitted to fistulotomy, the prevalence of symptoms 
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and score of Fi were similar in both groups. on the other 
hands, the anatomic measurements showed longer gap 
in patients after sphincterotomy. this difference in the 
anatomic disposition of anal canal may potentially take 
on functional significance once the iAs has been divided, 
since there weren’t correlated between the extent of iAs 
division with Fi symptoms and severity in patients under-
went fistulotomy.

Data of patients submitted to iAs division by fistulotomy and sphinc-
terotomy. *(p<0.05). eAs=external anal sphincter/ iAs=internal anal 
sphincter/ Pr=puborectal

LASER HAEMORRHOIDOPLASTY FOR 
ADVANCED HAEMORRHOIDAL DISEASE – 
SHORT-TERM SEQUELAE.

Abstract session s10

s. ng, A. Mukherjee
Bothwell, United Kingdom

Purpose/Background: With an estimated prevalence 
of 10% quoted by the national institute for Health and 
care excellence, UK, haemorrhoids continue to be a 
benign anorectal condition that can significantly impact 
the quality of life of affected patients. Well-established 
treatments for advanced haemorrhoidal disease such as 
haemorrhoidectomy, stapled haemorrhoidopexy and tran-
sanal haemorrhoidal dearterialisation are not without 
complications like increased post-operative pain, symp-
tomatic recurrence, anal stenosis and sphincter dysfunc-
tion. Laser haemorrhoidoplasty (LHD) is a relatively new 
non-excisional surgical technique that has been acclaimed 
in european studies to provide better treatment outcomes.

Methods/Interventions: A retrospective study of all 
patients who received LHD for symptomatic Grade 3 and 
Grade 4 haemorrhoids from november 2017 to March 
2022 in the colorectal unit of a district general hospital 
was conducted with a view to assess short-term functional 
outcome. Patients were asked to report on the severity of 
pain on the Visual Analogue scale and frequency of symp-
toms based on the Haemorrhoidal severity score (Hss 
developed by nyströmsee image attached) 2 months before and 

after LHD. Participant consent and feedback was obtained 
either by a written questionnaire or a phone interview.

Results/Outcome(s): A total of 57 (n=57) patients 
were interviewed. the commonest symptom reported was 
bleeding (n=54), followed by prolapse needing reduc-
tion (n=45), then pain (n=43), itching and discomfort 
(n=28), and soiling (n=24). there was a significant 
improvement in severity of pain (p<0.0001) post-oper-
atively. Patients also reported an improvement of their 
pre-existing symptoms including pain (p<0.00001), itching 
and discomfort (p=0.0001), bleeding (P<0.00001), soiling 
(p=0.00007) and prolapse (P<0.00001) based on Hss.

Conclusions/Discussion: evidence from this study 
suggests that LHD provides significant short-term improve-
ment in severity of symptoms for patients with symptom-
atic third- and fourth-degree haemorrhoids. Whilst the 
results of this study are encouraging, prospective larger 
multicentre studies assessing long-term outcome will be 
desirable for proper evaluation of LHD with respect to its 
efficacy and cost-effectiveness.

AN AUTOLOGOUS WHOLE BLOOD CLOT 
TREATMENT IN PATIENTS WITH ANAL 
FISTULA.

Abstract session s11

e. ram, Y. Zager, D. carter, o. saukhat, r. Antibi, 
i. nachmany, n. Horesh
Ramat Gan, Israel

Purpose/Background: Ano-rectal fistula (AF) is a 
chronic inflammatory process that rarely heals sponta-
neously. surgery remains the standard treatment for AF. 
However, there is no consensus about which surgical 
intervention is preferable to achieve complete healing. in 
many cases repeated surgical interventions are needed, 
which increases the likelihood of sphincteric injury which 
may lead to fecal incontinence. rD2 Ver.02 is an autolo-
gous blood clot, created from the patient’s own peripheral 
blood forming a fibrin clot that was found to both possess, 
attract and signal growth factors to the wound area, thus 
promoting wound healing by accelerating the transition 
from the stagnant inflammatory phase to the proliferative 
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phase, and subsequently resulting in cellular prolifera-
tion, wound bed granulation tissue formation and wound 
closure in chronic wounds

Methods/Interventions: 42 patients with Magnetic 
resonance (Mri) confirmed trans sphincteric AF under-
went a surgical procedure including fistula debridement, 
cleaning, and suturing of the internal opening. A water 
leak test was performed to ensure sealing, followed by 
injection of rD2 Ver.02 into the AF tract. rD2 Ver.02, 
is a technology mixing of 15mL of blood, drawn from 
the patient with kaolin and calcium gluconate, applies to 
the fistula tract and allows the blood to coagulate inside, 
minimizing the fistulous tract and thus promoting wound 
healing. Fistula healing was defined as the absence of any 
anal symptom, with no discharge from the fistula and a 
closed external opening confirmed clinically and with Mri 
3- and 12-months post-application

Results/Outcome(s): At the time of this report,  
38 subjects completed the 3 months follow-up and were 
eligible for analysis. 34 have reached the 6-month follow 
up and 13 have reached the 1-year mark. At 3 months,  
15 patients reached complete healing (45.5% of the 
per-protocol (PP) population), 8 showed constant progres-
sion toward healing and 10 patients failed to heal or 
showed no improvement. two (2) patients were with-
drawn, and 3 were loss to follow up. thirty-four (34) 
patients have reached the 6 months follow-up time point 
with 18 patients achieving complete healing (58% of the 
PP), 2 patients in an ongoing healing process, 11 failed,  
1 patient LtFU, and 1 recurrence. thirteen (13) patients 
have reached the 1-year follow-up visit. eight (8) have 
reached complete healing (66.7% of the PP), 4 failed and 
1 was a LtFU.

Conclusions/Discussion: rD2 Ver.02 was found to be 
safe and effective in anal fistula patients with 45.5%, 58%, 
and 66.7% healing rates in the PP population at 3, 6, and  
1 year respectively. Further randomized studies are ongoing 
in order to compare rD2 application to traditional surgical 
methods. in anal fistula treatment, there’s an unmet need 
for new technologies promoting healing and preventing 
recurrence. the rD2 Ver.02 treatment is a promising 
technology, bringing a safe and effective, non-surgical, 
minimal invasive solution to the treatment of anal fistula.

AUTOLOGOUS ADIPOSE-DERIVED STEM 
CELLS: AN EMERGING TREATMENT OPTION 
FOR COMPLEX ANAL FISTULAS.

Abstract session s12

c. Arellano, e. Huang, s. eisenstein, L. Parry, 
s. ramamoorthy, b. Abbadessa, n. Lopez
La Jolla, CA

Purpose/Background: Anal fistulas continue to be 
troubled by frequent recurrence and complex treatment 
regimens, especially in patients suffering from Crohn’s 

Disease (CD). Mesenchymal stem cells (MSC’s) have 
been used for regenerative and immunomodulatory 
properties with trials reporting good healing rates in 
treatment of anal fistulas. The objective of this study 
was to evaluate the results of the use of abdominal stem 
cells (ASC’s) at a single institution.

Methods/Interventions: A retrospective review of a 
prospectively maintained IRB-approved database iden-
tified patients with and without Crohn’s Disease under-
going ASC treatment for anal fistula at a single academic 
institution. These patients had frequently failed more 
standardized treatments. Patients undergoing planned 
staged closure were excluded. Perianal Disease Activity 
Index (PDAI) scores were obtained before and after 
the procedure. Subcutaneous fat was harvested under 
general anesthesia and processed based on the oper-
ating surgeon’s preference. The fistula was debrided, 
the internal orifice was either closed with suture, with a 
fibrin plug, or left open; the external orifice was opened 
to allow for drainage and the ASC was injected around 
the internal orifice.

Results/Outcome(s): A total of 81 procedures were 
identified with 52 unique patients. Forty-one patients 
(80.4%) experienced improvement in their symptoms. 
The average pre-intervention Perianal Disease Activity 
Index (PDAI) was 8.4 and average post-intervention 
PDAI was 2.4 at 3 month follow up (p<0.0001). 
Twenty-nine (64.4%) experienced clinical closure of all 
fistula tracts. Recurrence rate was 31.8%. Eight patients 
(15.4%) experienced complications including 7 post-
operative abscesses requiring drainage and 1 bleeding 
episode which was ligated at bedside. Between patients 
with and without CD there was no difference in closure 
rate, symptom improvement or complications; nor were 
there any difference in patients with or without fecal 
diversion. Patients whose internal orifice was closed 
with suture had significantly more clinical improvement 
and fewer complications than patients treated with a 
fibrin plug or left open.

Conclusions/Discussion: We found autologous ASC 
treatment comparable to other current treatments for 
complex anal fistulas. ASC treatment can be done 
multiple times and doesn’t preclude the use of other 
procedures in the future, unlike the ligation of inter-
sphincteric fistula tract procedure and advancement 
flaps which can create scar tissue making repeat proce-
dures more difficult. This has emerged as a promising 
method to safely address complex fistulas.
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RISK FACTORS FOR THE RECURRENCE AND 
COMPLICATIONS OF PERIANAL ABSCESSES.

Abstract session s13

o. barkai, A. Harbi, r. Abramov, H. Gilshtein
Haifa, Israel

Purpose/Background: Perianal abscess is a very common 
disease among adults. the abscess is considered an acute 
presentation, with chronic fistula formation in up to 40% 
of cases. the treatment of choice is an early and efficient 
drainage. the data regarding the risk factors for abscess 
recurrence and its complications is limited and recent 
publications are mainly focused on patients with inflamma-
tory bowel disease. the aim of our study was to look into 
the risk factors for abscess recurrence and fistula formation 
with regard to patients’ and surgical characteristics.

Methods/Interventions: Patients at the age of 18 years 
or older, who presented to the emergency department and 
were diagnosed with perianal abscess according to icD 9 
between 2011-2020 were included. recurrence of a peri-
anal abscess was defined as a recurrence at the primary 
site after 4 or more weeks from the surgical intervention. 
shorter period was defined as inadequate drainage. the 
primary outcomes were recurrent or persistent abscess 
which may require repeat surgery. secondary outcomes 
were risk factors for abscess recurrence including patients’ 
comorbidities, symptom duration, laboratory findings, 
imaging, antibiotic treatment and the surgical intervention 
with ephasis on the surgeons’ level of expertise.

Results/Outcome(s): A total of 1000 patients were 
included in the study period with 749 men, and an average 
age of 43.6±15.1 years and 41.7±17.3 years for women. 
recurrence was documented in 392 cases with 291 men 
and 101 women with no statisctically significant difference. 
crohn’s was reported in 64 cases, 44 of whom with recur-
rent episodes (p<0.0001). 393 patients were smokers, 107 
of them had recurrence (p< 0.0363). Diabetes, colorectal 
malignancy, immunosuppression, pregnancy and pelvic radi-
ation were not found to impact recurrence. 8% of patients 
had a short symptom duration of less than 24 hours  
while 38.3% reported symptoms for more than 3 days. 
shorter symptom duration was found to be a predisposing 
factor for recurrence with a p<0.0001. Patients with primary 
presentation waited 2.53 hours less than those with a recur-
rent event (p=0.0005), with no impact on recurrence. the 
medial time for recurrent episode was 20.1± 35.29 months. 
22.6% were diagnosed with abscess formation at the same 
site. 815 abscesses were located perianally, 114 were peri-
rectal. A perianal location of an abscess has a relative risk of 
0.8 for protection against recurrence. Fistula was diagnosed 
in 10.2% of all cases, while 9.2% of those in a recurrent 
event. the surgical level of expertise did not have a signifi-
cant impact on recurrence rates.

Conclusions/Discussion: While many factors were 
analysed crohn’s disease and smoking were the only signif-
icant risk factors for recurrence of perianal abscess. Disease 

complexity and underlying pathology is more important 
than surgical expertise in the management of acute setting 
of the perianal abscess.

THE EFFECTS OF MICRONIZED PURIFIED 
FLAVONOID FRACTION IN POST-
HEMORRHOIDECTOMY PERIOD.

Abstract session s14

P. tsarkov, Y. Medkova, V. Yudina, r. Abdullaev, 
i. novikov, V. scherbakova, i. tulina
Moscow, Russian Federation

Purpose/Background: the most frequent early post-
operative complication of hemorrhoidectomy (He) is 
thrombosis and edema of mucocutaneous “bridges”. the 
micronized purified flavonoid fraction (MPFF) is effective 
and evidence based treatment for thrombosis and edema 
in acute hemorrhoids. We investigated the efficacy of 
MPFF in preventing complications following elective He 
for chronic hemorrhoids.

Methods/Interventions: Design: prospective mono-
central randomized controlled trial. Patients with grade 
iii-iV hemorrhoids, who underwent He, were randomly 
allocated either to standard postoperative conservative 
treatment with MPFF (1st group) or without MPFF  
(2nd group). open He of 2-3 piles was done under spinal or 
local anesthesia. standard postoperative therapy consisted 
of peroral non-steroid anti-inflammatory drugs and local 
anesthetics for the first 7 days and further if needed, topical 
steroids for 7 days, psyllium for 21 days, warm sitz baths for 
14 days, niphedipine gel for 21 days. Additionally, in 1st 
group MPFF were prescribed for 60 days. Main outcome 
measures: the patients were followed for minimum  
60 days after surgery. thrombosis or edema of mucocu-
taneous “bridges”after He on 1st -7th, 14th, 21st and 30th 
postop day; pain intensity (VAs) on 1st -7th, 14th, 21st and 
30th postop day; quality of life (sF-12 questionnaire) and 
patient-assessed treatment effect (cPGAs) on 1st, 3rd, 7th, 
21st and 30th postop day; presence of perianal skin tags on 
60th postop day.

Results/Outcome(s): initially, 70 patients were 
included. twenty were lost for follow-up or discon-
tinued treatment early. the data from 50 patients were 
analyzed (25 in each group). VAs and sF-12 demon-
strated no differences between groups in each follow-up 
point. compared to 2nd group, the patients in 1st group 
had significantly higher cPGAs level on 1st, 3rd, 7th, 21st 
and 30th postop days, significantly lower rate of thrombosis 
or edema of mucocutaneous “bridges” on 1st -7th, and 14th 
days, but not on 21st and 30th days (the rate of mucocuta-
neous “bridges” edema in 1st and 2nd groups on 1st day were 
52% and 96%, p<0.05; on 7th day – 36% and 76%, p<0.05; 
on 14th day – 12% and 48%, p<0.05; on 30th day – 0% and 
12%, p=0.235, respectively; the rate of mucocutaneous 
“bridges” thrombosis in 1st and 2nd groups on 1st day were 
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20% and 56%, p<0.05; on 7th day – 20% and 52%, p<0.05; 
on 14th day – 4% and 28%, p<0.05, respectively). Patients 
in 1st group had significantly lower rate of perianal skin 
tags on 60th postop day. no MPFF-related adverse effects 
were registered.

Conclusions/Discussion: MPFF in post-He period is an 
effective adjunct to standard medical treatment that helps 
to reduce the rate of thrombosis and edema of mucocuta-
neous “bridges” in early postop period, to improve patient 
assessed treatment effect and to prevent postoperative 
perianal skin tags formation. MPFF in post-He period isn’t 
associated with additional pain relief in comparison with 
non-MPFF standard treament.

FRAGILITY OF STATISTICALLY SIGNIFICANT 
OUTCOMES IN COLONIC DIVERTICULAR 
DISEASE RANDOMIZED TRIALS.

Abstract session s15

t. McKechnie, s. Yang, K. Wu, s. sharma, Y. Lee, 
L. Park, A. Doumouras, D. Hong, c. eskicioglu
Hamilton, ON, Canada

Purpose/Background: the Fragility index (Fi) can 
assess the robustness of statistically significant p-values 
derived from rcts. it is a representation the minimum 
number of study participants who would need to be 
converted from a non-responder to a responder, in order to 
increase the p-value above 0.05. this concept was recently 
applied to rcts published in the field of colorectal surgery. 
However, rcts evaluating both benign and malignant 
diseases were included and the time frame during which 
rcts were evaluated was relatively short. As such, we 
have designed a study aimed at assessing the Fi of rcts 
assessing the efficacy of interventions for patients with 
colonic diverticular disease since 2010.

Methods/Interventions: MeDLine, embase, and 
centrAL were searched from 2010 to June 2022. 
rcts with parallel design comparing two interventions 
for patients with colonic diverticular disease reporting a 
statistically significant dichotomous primary outcome were 
included. Walsh et al.’s described method of calculating 
Fi was utilized for all statistically significant dichotomous 
outcomes. Univariable linear regression was performed 
to determine the association between Fi and sample size, 
number of outcome events, journal impact factor, funding, 
p-value, and loss to follow-up.

Results/Outcome(s): Following review of 914 relevant 
citations, 15 rcts published between 2010 and 2022 met 
inclusion criteria. nine of the rcts evaluated surgical 
interventions (60.0%) and six evaluated medical interven-
tions (40.0%). eight rcts evaluated patients with compli-
cated diverticular disease (53.3%), six evaluated patients 
with uncomplicated disease (40.0%), and one evaluated 
patients with diverticular bleeding (6.7%). three rcts 
were industry funded (23.1%). the mean number of 

patients randomized per rct was 92 (sD 35.3). the 
mean number of patients lost to follow-up per rct was  
9 (sD 11.4). the mean number of combined events 
between arms for the primary outcome per trail was 37 
(sD 30.8) and the mean p-value across all included rcts 
was 0.017 (sD 0.02). the median Fi was 0 (range: 0-2), 
meaning that upon creation of a 2x2 table and compu-
tation of a two-sided Fisher exact test, the majority of 
included rcts did not demonstrate significant findings. 
there were no significant associations between Fi and 
sample size, number of outcome events, journal impact 
factor, funding, p-value, or loss to follow-up.

Conclusions/Discussion: recent rcts evaluating both 
medical and surgical interventions for colonic diverticular 
disease with significantly different dichotomous primary 
outcomes are not robust. the majority of these rcts no 
longer demonstrate significant findings upon removal of 
the statistical adjustments from the original publication. 
Future rcts evaluating patients with colonic diverticular 
disease require larger sample size and consideration of Fi 
when determining sample size.

CAN NON-OPERATIVE MANAGEMENT OF 
ACUTE COMPLICATED DIVERTICULITIS 
BE SUCCESSFULLY TREATED WITH A 
FUTURE HOSPITAL-AT-HOME PROGRAM? A 
RETROSPECTIVE COHORT STUDY.

Abstract session s16

n. boukhili, n. caminsky, s. Faris-sabboobeh, 
M. Demian, M. boutros
Montreal, QC, Canada

Purpose/Background: Hospital at Home (HaH) 
programs generated high interest during the coViD-19 
pandemic. A HaH program offering virtual monitoring and 
timely access to out-patient diagnostic and interventional 
procedures was developed at our institution for patients 
with cardiopulmonary pathologies. As of yet, no HaH 
program has included patients with acute complicated 
diverticulitis (AcD). since the majority of AcD admis-
sions are successfully managed nonoperatively, we sought 
to retrospectively evaluate the proportion of eligible AcD 
admissions that required care that could be offered by a 
future HaH program.

Methods/Interventions: this irb-approved retrospec-
tive cohort study included adult patients admitted for AcD 
(Hinchey stage ib-iV) at our institution from 01/2018-
03/2022 who would meet criteria for our future HaH 
program (“HaH eligible AcD admissions”) on presentation 
to the emergency room including: hemodynamic stability, 
tolerating oral intake, and adequate analgesia. Admissions 
with peritonitis or needing urgent surgery at presentation 
were excluded. the primary outcome was the propor-
tion of HaH eligible AcD admissions that only required 
care available within a future HaH program. secondary 
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outcomes were total hospital bed-days including: idle-bed 
days defined as days spent in hospital with no diagnostic/
interventional procedures, HaH-bed days as days where 
out-patient procedures available within HaH occured, and 
inpatient bed-days as days where patients had to physi-
cally be in hospital (surgery, total parenteral nutrition).

Results/Outcome(s): of 242 admissions for AcD 
during the study period, 59 (24.4%) had AcD with peri-
tonitis, hemodynamic instability and/or urgent surgery on 
presentation and were excluded. thus, the study cohort 
included 183 (75.6%) HaH eligible AcD admissions: 
53.6% male, mean age 59.7±14.7years, mean body mass 
index 28.2±4.9kg/m2, and mean charlson comorbidity 
index 2.2±2.2. in this cohort, imaging showed 49.2% had 
abscesses (82%pericolic, 18%distant) and 47.0% extralu-
minal gas (79.3%pericolic, 20.7%distant). Percutaneous 
drainage was needed in 12.6%. overall, 177 (96.7%) 
admissions only required care available with HaH, while 
2 (1.1%) required tPn and 6 (3.3%) had same-admission 
surgery. Median total hospital bed-days was 4 [iQr3-7]. 
Median idle, HaH and in-patient bed-days were 4 [iQr3-
5], 0 [iQr0-1.5] and 0 [iQr0-0]. of 1,066 total hospital 
bed-days for HaH eligible AcD admissions: 827, 185 and 
54 were idle, HaH and in-patient bed-days, respectively. 
A HaH program for non-operative management of AcD 
could have saved 1,012 hospital bed-days during the study 
period.

Conclusions/Discussion: Most admissions for non- 
operative management of AcD can be treated in novel 
HaH programs. in light of our findings, we intend to 
perform a prospective feasibility trial of HaH for non-oper-
ative management of AcD.

tAbLe 1. cHArActeristics oF ADMissions For AcUte 
coMPLicAteD DiVerticULitis (n=183)

TRANSPLANT AND IMMUNOSUPPRESSED 
PATIENTS UNDERGOING DIVERTICULAR 
RESECTIONS: HIGH RISK FOR PERI-OPERATIVE 
MORBIDITY AND MORTALITY?

Abstract session s17

n. Foley, M. Maspero, t. connelly, e. Lincango, 
L. sobrado, J. Wong, L. Duraes, M. Valente, A. Kanters, 
s. Holubar, H. Kessler
Cleveland, OH

Purpose/Background: transplant (tXP) and immuno-
suppressed (is) patients are a unique subgroup of patients 
who have been reported to have a high morbidity and 
mortality rate after resection for diverticular disease. the 
aim of this study was to compare outcomes among this 
patient group with a propensity-score matched cohort of 
similar patients. We hypothesized that tXP and is patients 
have similar morbidity and mortality rates compared to 
matched controls.

Methods/Interventions: our prospectively maintained 
database was queried for tXP and is patients undergoing 
operative intervention for diverticular disease from 2010-
2017. the propensity matched cohort included patients 
without underlying immunosuppression and patients were 
matched based on age, gender, AsA class, and elective or 
emergent surgery. charts were retrospectively reviewed 
for data accuracy. Propensity matching and risk adjusted 
calculations were performed using r.

Results/Outcome(s): Fifty-three tXP/is patients were 
identified during the study period. of these, 31 (58.5%) 
had undergone tXP and 22 (41.5%) were is patients.  
53 propensity matched controls were obtained. Within the 
overall dataset, age was 63.4 years (median, iQr 53-78), 
with 48 (45.3%) females. seventy-three (68.9%) were 
AsA category 3 and 33 (31.1%) were AsA category 4. 
there were no significant differences between the tXP/
is and matched groups in terms of baseline characteristics, 
operative indications, open approach including conver-
sions (69.8% overall), minimally invasive (30.2% overall) 
and emergent surgery (55.7% overall). there was a longer 
operative time in the tXP/is group (209 vs 147.5 minutes, 
p=0.03). in addition, the tXP/is group had a higher 
stoma rate (86% vs 53%, p<0.001), and a lower rate of 
primary anastomosis (11% vs. 39%, p<0.001) (table 1). 
there was no significant difference in rate of grade 3 or 
greater clavien-Dindo complications (28.3% vs. 37.7%, 
p=ns), mortality (13.2% vs 13.2%, p=ns), or preop-
erative Hinchey classification. the tXP/is group had a 
significantly longer length of stay (11 vs 8 days, (p=0.01).

Conclusions/Discussion: this propensity matched 
analysis has not identified a higher rate of morbidity or 
mortality in tXP/is patients undergoing diverticular resec-
tion compared with propensity matched controls. tXP/is  
patients were observed to have a significantly higher 
stoma rate. the use of stoma in tXP/is patients should be 
considered when clinically indicated.
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IMPACT OF SOCIOECONOMIC FACTORS IN 
TIME TO TREATMENT OF PATIENTS WITH 
SQUAMOUS CELL ANAL CANCER.

Abstract session s18

P. nepal, A. Mellgren, M. Zafar, M. Abdulhai, A. Perez-
tamayo, V. chaudhry, G. Gantt
Chicago, IL

Purpose/Background: Disparities in socioeconomic 
conditions have implications in the access to health care 
and may affect the treatment decision-making as well as 
survival. squamous cell anal cancer (sccA) accounts 
for 2.7% of gastrointestinal cancers and the incidence is 
rising. Multimodal chemoradiotherapy is the mainstay of 
treatment, and surgery is indicated for those who have 
persistent or recurrent disease. in this study we inves-
tigated the impact of socioeconomic factors on time to 
treatment and outcomes of sccA.

Methods/Interventions: We identified patients treated 
for stage i-iV sccA 2004-2016 using the national cancer 
Database. socioeconomic factors, including insurance, 
median household income, and percentage of no high 
school degree (HsD) in the zip code of residence, were 
included. the associations between these factors and 
time from diagnosis to treatment, diagnosis to radiation, 
and diagnosis to systemic therapy were analyzed. Further, 
we divided patients into two groups: those who received 
treatment within 60 days vs after 60 days and compared 
the survival of the patients using Kaplan-Meier survival 
analysis.

Results/Outcome(s): A total of 30,106 patients who 
underwent treatment for sccA were identified. Median 
age was 59 (range, 20-90) years and 30.9 % were male. the 
patient population was comprised of 80 % non-Hispanic 
White, 10% black, and 4% Hispanic. 43% patients had 
private insurance, 10% had Medicaid, 38% had Medicare, 
2% had other government insurance, and 5% had no 
insurance. the median days from diagnosis to start of 
treatment was 33 days, radiation was 35 days, and systemic 

therapy was 37 days. Patients in lower income quartiles 
had longer wait to start overall treatment (p<0.001), radi-
ation (p<0.001), and systemic therapy (p<0.001) compared 
to higher income quartiles. Patients from zip codes with 
higher percentage of no HsD had longer wait to overall 
treatment (p=0.000), radiation (p=0.000), and systemic 
therapy (p=0.000). Patients with ‘other government insur-
ance’ followed by Medicaid insurance had longer wait to 
treatment (p=0.000), radiation (p=0.000), and systemic 
therapy (p=0.000) compared to other primary payer 
status. Patients who started treatment more than 60 days 
after the diagnosis were likely from the communities with 
low median income (p<0.001) and low education level 
(p<0.001), and enrolled in Medicaid (p<0.001). there was 
no difference in 30-day mortality (p=0.832) and 90-day 
mortality (p= 0.231) between the groups. However, 
Kaplan-Meier survival analysis showed that the group 
receiving treatment after 60 days had poorer survival 
compared to those received within 60 days (32.6 vs. 36.7 
months; p<0.001).

Conclusions/Discussion: Patients from communi-
ties with lower median income and level of education, 
and enrolled in Medicare managed care had longer 
wait to treatment, which was associated with poorer 
overall survival. these results warrant further analysis and 
measures to address this disparity.

PREDICTIVE FACTORS FOR FAILURE OF SAME-
DAY DISCHARGE FOLLOWING MINIMALLY 
INVASIVE COLECTOMY AND STOMA 
REVERSAL.

Abstract session s19

t. Paradis, s. robitaille, A. Wang, P. charlebois, 
b. stein, J. Fiore, A. Liberman, L. Feldman, L. Lee
Montreal, QC, Canada

Purpose/Background: same-day discharge (sDD) 
following minimally invasive (Mis) colectomy may further 
improve efficiency of enhanced recovery pathways. We 
have previously demonstrated the feasibility of sDD in 
select patients but there is still a failure rate. identification 
of patients at risk of sDD failure may further improve 
perioperative planning. We sought to describe our experi-
ence with sDD for Mis colectomy and identify predictors 
for sDD failure.

Methods/Interventions: Adult patients undergoing 
elective Mis colectomy or ostomy reversal at a tertiary 
colorectal centre from 02/2020–09/2022 were considered 
for sDD with remote post-discharge follow-up if they had 
few comorbidities, lived near the hospital, had adequate 
home support, and owned a mobile device. Patients were 
discharged on postoperative day (PoD) 0 if the following 
criteria were met: adequate analgesia with oral medication, 
tolerated liquids without nausea, independent ambulation, 
urination, and no complications. successful sDD was 
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defined as discharge on PoD0 without unplanned visits in 
the first 72hrs. Data was collected in a prospective manner 
comparing the sDD patients to those who failed sDD.

Results/Outcome(s): of the 361 patients undergoing 
Mis colectomy, a total of 172 patients were consented 
and managed with sDD (mean age 58.1yr(sD15.5), 50% 
male, body mass index 26.7kg/m2(sD5.7), mean charlson 
comorbidity index 2.9(sD2.0), 55% malignancy). the 
most common procedures were right colectomy(33%), 
stoma closure(28%), left colectomy(24%), and low 
anterior resection(15%). the mean operative time was  
132 min(sD65) and time spent in recovery 343 min(sD329). 
the overall sDD failure rate was 23%(39/172), with 15% 
not discharged on PoD0 and 8% requiring an unplanned 
visit within 72hours. the reasons for sDD failure are shown 
in table 1. Median Los was 1d[iQr1-3] for patients 
that failed sDD. total 30-day complications occurred 
in 24%(41/172), with 20%(34/172) requiring emergency 
room visit and 11%(19/172) readmission. the only signifi-
cant predictive factors for sDD failure was prolonged time 
in the recovery room (median 335min[iQr200-600] vs. 
260min[iQr190-335], p<0.001) and increased in-hospital 
postoperative opioid requirements(median 29 morphine 
mg equivalents [iQr8-45]vs. 15[iQr 8-31].

Conclusions/Discussion: sDD is feasible in select 
patients undergoing Mis colectomy and stoma closure 
with only a 23% rate of failure, and few overall compli-
cations and readmission. Patients who failed sDD stayed 
longer in the recovery room and used more opioids. these 
data may be used to further enhance the perioperative 
management and reduce resource utilization for patients 
undergoing Mis colectomy and stoma closure.

table 1 - reasons for sDD failure

LOOP ILEOSTOMY CLOSURE AS A 23-HOUR 
STAY PROCEDURE: A RANDOMIZED 
CONTROLLED TRIAL.

Abstract session s20

J. charbonneau, G. Morin, X. Pare, F. Letarte, s. Drolet, 
J. Frigault
Quebec, QC, Canada

Purpose/Background: Loop ileostomy closure is a 
common procedure in colorectal surgery. often seen as a 
simple and safe operation associated with low complication 
rates, it still leads to lengthy hospitalization. Postoperative 
ileus is the most frequent complication implying that 
reduced rates could lead to shorter length of stay and even 
ambulatory surgery. Up until this clinical trial, the standard 
of care at our tertiary care center has been to discharge 
patients after an ileostomy closure once they had return 
of bowel function, representing 645 days of hospitalization 
each year, with a median length of stay of 5 days. the 
purpose of this study was to assess the safety and feasibility 
of ileostomy closure performed in a 23-hour hospitalization 
setting using a standardized enhanced recovery pathway.

Methods/Interventions: this randomized controlled 
trial included healthy adults (AsA i-ii) undergoing elec-
tive ileostomy closure. All patients were enrolled in 
a standardized enhanced recovery pathway specifically 
designed for ileostomy closure, including daily irrigation of 
the efferent limb with an enteral nutritional formula for 7 
days prior to surgery. once surgery was completed, patients 
were randomized to either conventional hospitalization 
(cH) or a 23-hour stay (23Hs). Primary outcome was 
total length of stay (initial hospitalization and additional 
days associated with readmission) and secondary outcomes 
were 30-day rates of readmission, postoperative ileus, 
surgical site infection and general postoperative morbidity 
and mortality.

Results/Outcome(s): Due to coViD-19, access to 
surgical beds was greatly limited, leading to a shift toward 
ambulatory surgery for ileostomy closure, and so the study 
was terminated early. A total of 47 patients were ultimately 
randomized; 23 in the cH arm and 24 in the 23Hs arm. 
Patients in the 23Hs arm had a shorter median length of 
stay (1 day vs. 2 days, p=0.015) and no significant differ-
ence in readmission rates (4% vs. 13%, p=0.348), post-
operative ileus (none in both arms), surgical site infection  
(0 vs. 4%, p=0.489), postoperative morbidity rates (17% 
vs. 22%, p=0.724) and mortality rate (none in both arms).

Conclusions/Discussion: in conclusion, this study 
suggests that doing loop ileostomy closures as 23-hour stay 
procedures in a standardized enhanced recovery pathway is 
feasible and safe. these results also propose that ileus rate 
following ileostomy closure could potentially be reduced 
by a preoperative intestinal stimulation with an enteral 
nutritional formula through the efferent limb.
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EXERCISE FREQUENCY AND PHYSICIAN 
BURNOUT AMONG COLORECTAL SURGEONS 
IN THE UNITED STATES: SHOULD WE BE 
WORRIED?

Abstract session s21

A. studniarek1, D. borsuk2, M. Alvarez-Downing1

1Newark, NJ; 2North Chicago, IL

Purpose/Background: burnout and low quality of 
life are common among surgeons in the United states. 
self-care habits and exercise can increase quality of life 
but have not been evaluated among colorectal surgeons. 
the primary aim was to evaluate physical activity among 
colorectal surgeons in the Us and discern a correlation 
between exercise and burnout. the secondary aim was to 
identify the most common symptoms related to burnout.

Methods/Interventions: A twelve-question, voluntary, 
anonymous survey approved by the American society of 
colon and rectal surgeons (Ascrs) executive council 
was sent to all members between June 1st and July 30th, 
2022. Questions were derived from the Mayo clinic 
Physician Well-being index and questions related to phys-
ical activity were added. exercise was defined as 30 min or 
more of any dedicated physical activity. burnout questions 
were asked pertaining to the last 6 months. responses were 
analyzed via the Qualtrics XM survey platform. exclusion 
criteria included medical students, surgical residents, inter-
national Ascrs members and incomplete responses.

Results/Outcome(s): A total of 288 responses were 
recorded, 80 of which were excluded. the surgeons had 
a median of 16.2 [range 0–50] years in practice. of these,  
29 (13.9%) exercise every day, 90 (43.3%) 4-6 days a 
week, 61 (29.3%) 1-3 days a week, 7 (3.4%) 1-2 a month, 
and 21 (10.1%) stated it depended on their schedule. one 
hundred fifty respondents (72.1%) exercise after work and 
98 (47.1%) exercise before work. ten respondents (4.8%) 
exercise at work. the most common type of exercise was 
strength training (111/208, 53.4%), followed by running 
(90/208, 43.3%) and walking (75/208, 36.1%). exercise 
mitigated stress in 186 (89.4%) members. in the last  
6 months, 161 (77.4%) members sometimes or often 
felt burnout from work, 140 (67.3%) worried that their 
work is hardening them emotionally, 109 (52.7%) have 
felt down, depressed, or hopeless, 117 (56.3%) felt that 
things are piling up so high they cannot overcome them, 
and 144 (69.2%) have been anxious, depressed, or irri-
table. respondents who rarely or never exercise were 
more likely to report feeling down, depressed, or hopeless  
(p = 0.058) and had significantly greater rates of work 
overload (p = 0.003). Among the members who experi-
ence significant work overload, 118 (56.7%, p < 0.001) also 
feel burnout from work, 90 (43.3%, p < 0.001) feel down, 
depressed, and hopeless, and 107 (51.4%, p < 0.001) feel 
that work is hardening them emotionally.

Conclusions/Discussion: burnout and depressive 
symptoms are present among colorectal surgeons in the 

United states. the most commonly reported concern is 
work overload causing burnout symptoms. Physical activity 
mitigates stress among exercising colorectal surgeons, 
but there should be other systemic measures to improve 
surgeons’ well-being. Further analysis and initiatives at 
local, regional, and national levels should be performed 
and implemented.

DEXAMETHASONE-SUPPLEMENTED TAP 
BLOCKS MAY REDUCE OPIOID REQUIREMENTS 
AFTER COLORECTAL SURGERY: PRELIMINARY 
ANALYSIS FROM A RANDOMIZED 
CONTROLLED TRIAL.

Abstract session s22

Z. baig1, n. Abu-omar1, s. bird1, c. brown2, M. raval2, 
A. Karimuddin2, D. Gill1, D. Ginther1

1Saskatoon, SK, Canada; 2Vancouver, BC, Canada

Purpose/Background: the transversus abdominis plane 
(tAP) block is a peripheral nerve block that reduces 
postoperative opioid requirements. the use of dexameth-
asone in conjunction with peripheral nerve blocks has 
been proven to be an effective adjunct, however, its use 
in the context of tAP blocks is undetermined. in this 
multicenter randomized trial, we assessed pain control and 
nausea in the first 48 hours post-operatively after mini-
mally invasive colorectal surgery in patients who received 
laparoscopically placed tAP blocks with and without peri-
neural dexamethasone.

Methods/Interventions: this study is powered to 
include 60 patients from two academic hospitals that 
perform colorectal surgery in saskatoon and Vancouver. 
twenty-four patients undergoing laparoscopic colorectal 
surgery were included in this analysis. Patients were allo-
cated into 2 groups. Group 1 (tAP) received bilateral tAP 
blocks using 0.25% bupivacaine with epinephrine and 
Group 2 (tAP-D) received bilateral tAP blocks in combi-
nation with dexamethasone. opioid use in the post-anes-
thetic care unit, at 24 hours, 48 hours was recorded from 
patient charts.

Results/Outcome(s): there were 14 patients in the 
tAP group and 10 patients in the tAP-D group. Adjusting 
for 9 confounders, tAP blocks with dexamethasone did 
not significantly change opioid requirements in PAcU, 
at 24H or 48H post-op. there was a trend towards lower 
opioid use in the tAP-D group at 24H (-9.3mg; p=0.36), 
at 24-48H (-4.36mg; p=0.72), and in 48H total (-16.0mg; 
p=0.46). there was no difference in the number of 
patients reporting nausea (-0.2; p=0.36) or length of stay 
(-1.1; p=0.33).

Conclusions/Discussion: the preliminary analysis did 
not show significant improvement in opioid use in the first 
48 hours post laparoscopic colorectal surgery with tAP-D 
blocks. A trend towards lower opioid use was evident in all 
our measured outcomes.
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ESCP BEST PAPERLAPAROSCOPIC RESECTION 
RECTOPEXY VERSUS DELORME’S PROCEDURE 
IN FULL THICKNESS RECTAL PROLAPSE - A 
RANDOMINZED INTERNATION MULTICENTRE 
TRIAL (DELORES-TRIAL-GROUP)”.

Abstract session s23
F. Herrle

DEVELOPMENT OF A CONSENSUS-DERIVED 
SYNOPTIC OPERATIVE REPORT FOR RECTAL 
PROLAPSE FROM THE ASCRS PELVIC FLOOR 
CONSORTIUM.

Abstract session s24

c. olson1, L. bordeianou2, L. Ferrari4, c. ratto3, 
L. oliveira5, b. Gurland6

1Dallas, TX; 2Boston, MA; 3Roma, Italy; 4London, United 
Kingdom; 5Rio de Janeiro, Brazil; 6Stanford, CA

Purpose/Background: There is a paucity of evidence 
that directs best practice surgical care for rectal prolapse 
(RP). Standardization of procedure details is a neces-
sary step for data collection since narrative operative 
reports may frequently omit important surgical details, 
The Pelvic Floor Consortium (PFC) aims to develop a 
synoptic operative report for RP that includes descrip-
tors which achieved consensus by expert international 
pelvic floor surgeons.

Methods/Interventions: Data descriptors for prolapse 
surgery were generated through literature review and 
expert opinion. Members of the PFC were recruited to 
participate in a 3 round Delphi process using a 9 point 
Likert scale. Descriptors that achieved 70% agreement 
or higher were kept from the first round, descriptors 
scoring 40-70% agreement were recirculated in subse-
quent rounds. A final list of operative descriptors was 
determined at a consensus meeting using interactive 
voting, with a final consensus meeting more than 70% 
agreement.

Results/Outcome(s): 176 surgeons, 91% colorectal 
and 9% urogynecologists or urologists practicing in 
North America (56%), Latin America(4%), Western 
Europe(29%), Asia(4%), and Africa(1%) participated in 
3 rounds of Delphi voting. After two additional rounds 
and a final consensus meeting, 16 of 30 initial descrip-
tors met 70% consensus. Descriptors included: Surgery 
type, posterior dissection, ventral dissection, mesh used, 
type of mesh used, mesh location, sutures used, suture 
type, pouch of Douglas and peritonea lclosure, length of 
rectum imbricated, length of bowel resected, levatoro-
plasty, simultaneous vaginal procedure, simultaneous 
gynecologic procedure, simultaneous enterocele repair, 
and simultaneous urinary incontinence procedure.  
A synoptic operative report containing these intraopera-
tive descriptors is seen in Table 1. During an interactive 
meeting to review descriptors, 100% of attendees agreed 

to participate in completing a synoptic operative report 
as part of their workflow.

Conclusions/Discussion: This Delphi survey estab-
lishes consensus descriptors for intraoperative variables 
that have been used to produce a minimum of required 
fields in a synoptic operative report. PFC surgeons 
unanimously agreed to complete an operative template 
with minimum criteria to standardize operative reports 
for rectal prolapse surgery. This will allow communica-
tion between institutions by enhancing data collection, 
quality of measurement, and multicentric collabora-
tions. The template can be expanded to include addi-
tional information depending on individual or local 
need and/or clinical scenarios.

table 1: synoptic operative report fields

TREATMENT OF LOW ANTERIOR RESECTION 
SYNDROME SYMPTOMS WITH SACRAL 
NEUROMODULATION: PRELIMINARY 
RESULTS OF A RANDOMIZED, MULTICENTRIC, 
CROSSOVER TRIAL.

Abstract session s25

F. Marinello1, D. Fraccalvieri2, P. Planellas3, M. Adell1, 
J. Gil3, e. Kreisler2, G. Pellino1, e. espin1

1Barcelona, Spain; 2L’Hospitalet de Llobregat, Spain; 
3Girona, Spain

Purpose/Background: Patients undergoing rectal resec-
tion are at risk of developing low anterior resection 
syndrome (LArs), which impairs their quality of life. 
sacral neuromodulation (snM) has been suggested to be 
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effective to palliate LArs symptoms. the objective of this 
clinical trial was to assess the impact of snM on LArs 
symptoms, measured by validated scores and bowel diaries.

Methods/Interventions: the sAnLArs (sacral 
neuromodulation for LArs) was a prospective, random-
ized, multicentric, controlled, double-blinded crossover 
clinical trial held in 3 spanish hospitals (nct02517853). 
Patients who developed major LArs 12 months after 
transit reconstruction following rectal resection, who failed 
conservative treatment, were considered for inclusion. 
included patients underwent a test phase by stimulation 
for three weeks with a tetrapolar electrode inserted in 
the s3 or s4 sacral foramina, connected to an external 
temporal generator. if there was at least a 50% reduction 
in baseline LArs score, they received a permanent subcu-
taneous implanted pulse generator (iPG). these patients 
entered a cross-over randomized phase in which the iPG 
was left active or inactive for four weeks (Group on-oFF 
or Group oFF-on). After a 2-week wash-out period, the 
iPG was activated or disconnected according to the group. 
After the cross-over phase, all iPG were left activated, and 
patients were followed up at 6 and 12 months. the aim was 
the relief of symptoms, measured with a reduction of LArs 
after advanced testing and at 12 months compared to base-
line. At each visit, assessments were made using the LArs 
score, the st Mark’s continence score, and bowel diaries.

Results/Outcome(s): A total of 46 patients (32 men) 
were included. After advanced testing, 35 patients (78%) 
had a LArs score reduction of over 50% respect to 
baseline and received iPG. During the crossover phase, 
all implanted patients showed a reduction in scores and 
improved diary symptoms, with better performance if 
the iPG was active (on sequence). At 6- and 12-month 
follow-up, the reduction from baseline was maintained: 
the mean reduction in LArs score was -6.2 (-8.97; -3.43; 
p<0.001) and -6.97 (-9.74; -4.2; p<0.001), and st Mark’s 
continence score -7.57 (-9.19; -5.95, p<0.001) and -8.29 
(-9.91; -6.66; p<0.001), at 6- and 12-month follow-up, 
respectively. total reduction in LArs score after testing 
was of 59.1% and 18.4% at 12 months. Urgency, bowel 
emptiness sensation and clustering episodes decreased  
6 and 12 months with active iPG. no patients were lost, 
and three adverse events occurred, which were not related 
to the study.

Conclusions/Discussion: snM provides symptoms 
amelioration in LArs patients. these results support the 
recommendation of this therapy for this syndrome.

COST ANALYSIS OF THE ENHANCED 
RECOVERY AFTER SURGERY PROGRAM 
IN ELECTIVE COLORECTAL SURGERY: A 
PHILIPPINE TERTIARY HOSPITAL EXPERIENCE.

Abstract session s26

M. Zamora, M. LoPeZ, M. onglao, H. Monroy
Manila, Philippines

Purpose/Background: the Philippine General Hospital 
(PGH) performs hundreds of surgeries on both benign 
and malignant colorectal conditions yearly. An enhanced 
recovery After surgery program (erAs) program was 
implemented by the Division of colorectal surgery in 2019 
with the goal of improving patient outcomes. However, 
there has been no attempt to investigate its impact on 
hospital costs. this study aimed to determine the effect 
of an erAs program on healthcare costs of elective 
colorectal surgery cases in PGH in 2021.

Methods/Interventions: A retrospective observational 
study was conducted on adult patients undergoing elective 
colorectal surgery, who were enrolled to erAs, in PGH in 
2021. the medical and billing records were retrieved using 
the hospital’s digital records system. cases were classified 
based on the type of surgery (stoma closure, colonic or 
rectal resection, reversal of Hartmann’s, or cytoreductive 
surgery with hyperthermic intraperitoneal chemotherapy 
(crs-HiPec)) and approach (open, laparoscopic, or 
robotic). the list of itemized resources utilized by each case 
was reviewed and categorized according to the following: 
diagnostics, facility, medications, surgery, and hospital 
supplies costs. the erAs compliance rate of each case was 
retrieved from the online erAs interactive Audit system 
(eiAs) and linear regression was used for data analysis.

Results/Outcome(s): A total of 114 elective colorectal 
surgeries were done under erAs and complete records 
were retrieved for 90 of these. surgery cost was noted 
to have the highest mean cost among hospital expenses 
across all surgery types. An inverse correlation was noted 
between erAs compliance rates and total costs for all 
open surgeries and was statistically significant in closure 
of ostomies (p=0.0213) and open colonic resections 
(p=0.0134). Minimally-invasive surgery (Mis), however, 
failed to show cost reduction despite increasing compli-
ance rates. Linear regression between compliance rates 
and mean total hospital costs showed that an increase in 
compliance rate results in decreased costs in a majority of 
cases (Figure 1).

Conclusions/Discussion: systematic reviews showed 
that standardization of care through erAs was associated 
with cost savings compared to traditional perioperative 
management. this study showed that with increasing 
adherence to erAs, healthcare costs may be reduced. 
the significantly higher cost observed in colorectal Mis 
cases was due to more expensive equipment and instru-
ment cost. such higher cost may have offset the potential 
cost-reduction expected with erAs. the results of the 
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study showed that good compliance to erAs may reduce 
the cost of hospitalization. However, further studies are 
needed to investigate its impact on Mis cases.

Figure 1. Linear regression analysis of erAs compliance rates and hos-
pital costs of elective colorectal surgeries under the enhanced recovery 
after surgery (erAs) program in Philippine General Hospital (PGH) in 
2021.

THE ROLE OF SOCIAL VULNERABILITY IN 
OUTCOMES FOLLOWING COLORECTAL 
SURGERY UNDER ENHANCED RECOVERY 
PROGRAMS.

Abstract session s27

b. smith, r. Hollis, s. Kang, c. shao, b. Jones, 
M. Mcleod, D. chu
Birmingham, AL

Purpose/Background: increasing county level social 
vulnerability (as measured by the cDc social vulnera-
bility index, sVi) has been associated with worse surgical 
outcomes. However, less is known about the relationship 
of sVi at the more granular census tract level and surgical 

outcomes among patients undergoing colorectal surgery 
under enhanced recovery programs (erPs). Given the 
known association of erPs with reductions in surgical 
disparities, we hypothesized that increasing sVi is asso-
ciated with worse surgical outcomes among those under-
going surgery prior to erP implementation, and that 
following erP implementation, differences in outcomes by 
sVi status would be reduced.

Methods/Interventions: Using a single institutional 
Acs-nsQiP database, we identified patients who under-
went colorectal surgery between 2006-2021. erPs were 
implemented at the authors’ institution in 2015. Pre- and 
post-operative characteristics included patient-level demo-
graphic and clinical factors, procedure-level factors, and 
area-level sociodemographic factors (sVi). the primary 
outcomes were length of stay (Los) and complications. 
Patients were compared by sVi tertile at the census tract 
level (highest vs. lowest only) and erP status. Multivariable 
logistic regression was used to identify associations of sVi 
and erP with postoperative Los and complications.

Results/Outcome(s): of the eligible 1,266 patients 
undergoing colorectal surgery during this period, 886 
(70%) were under erP. overall, 768 (61%) patients were 
in the lowest sVi tertile, with the remaining 498 (39%) 
in the highest tertile. Mean Los was 5.5 days (sD 4.9) 
with 15% of patients experiencing at least 1 complication. 
there was no difference in sVi distribution between pre 
and post-erP groups. Univariate analysis revealed signif-
icant differences in Los by sVi status in the pre-erP 
group (mean difference of +1.5 days for high vs. low 
sVi patients, p=0.02) that were not seen in the erP 
group (mean difference of +0.9 days for high vs. low sVi 
patients, p=0.11). conversely, no differences in compli-
cation rates by sVi status were observed in either the 
pre-erP or erP group. on multivariable modeling, after 
adjusting for clinical and demographic factors, sVi was not 
associated with increased Los in either the pre-erP (high 
sVi irr 1.04, p=0.6) or the erP groups (high sVi irr 
1.0, p=0.9). Additionally, no relationship between sVi 
status and complication rates were seen in the pre-erP 
(or 1.04, p=0.91), or erP group (or 0.98, p=0.94).

Conclusions/Discussion: High social vulnerability at 
the census tract level was not associated with increased 
Los or complication rates among both pre-erP and erP 
colorectal surgical patients. However, disparities in care 
and outcomes remain and further work is needed to better 
understand the underlying mechanisms driving these 
disparities at an individual patient level.
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COLONOSCOPY ACCESS AND QUALITY 
MEASUREMENT IN RURAL WISCONSIN.

Abstract session s28

J. schumacher, J. Weiss, e. Lawson
Madison, WI

Purpose/Background: Despite the critical role of colo-
noscopy in reducing the burden of colorectal cancer, 
people living in rural areas have reduced access in their 
communities due to provider shortages. the surgical 
collaborative of Wisconsin’s (scW) rural task Force, 
which is comprised of surgeons practicing in rural settings, 
identified colonoscopy as a high priority area of focus 
because it is a high-volume procedure and currently there 
is a lack of access to quality measures, which are neces-
sary for assessing performance and driving improvement. 
colonoscopy is known to be a cornerstone of many rural 
surgical practices, representing the second most performed 
procedure among rural general surgeons. improving access 
to high quality colonoscopy may reduce the burden of 
colorectal cancer in rural areas that currently face higher 
incidence and lower screening rates. our objective was 
to assess the infrastructure and capacity for colonoscopy 
quality measurement and improvement in rural hospitals 
across Wisconsin.

Methods/Interventions: in 2019-2020, scW, the 
rural Wisconsin Health cooperative (rWHc) and the 
Wisconsin collaborative for Healthcare Quality (WcHQ) 
collaborated to create and distribute a survey of rWHc 
hospitals (n=26) to understand colonoscopy provider avail-
ability, procedural volume and capacity, and informatics 
and quality measurement infrastructure. A web-based 
survey was sent to rWHc hospital administrative contacts 
and reminder emails were sent over the course of four 
weeks, resulting in a 60% response rate. survey items were 
summarized with descriptive statistics.

Results/Outcome(s): the majority of colonoscopy 
providers in rWHc hospitals were general surgeons (66%) 
followed by family/internal medicine (20%) and gastroen-
terologists (14%). the average hospital volume/month was 
80 colonoscopies (sD=53) and hospitals reported oper-
ating at 80% capacity for these procedures. Most selected 
‘seldom,’ ‘never,’ or ‘unknown’ regarding the frequency 
of measuring evidence-based quality measures, including 
adenoma detection rate (58%), cecal intubation (69%), 
withdrawal time (53%) and prep quality (58%). About a 
third of hospitals (36%) utilized procedure reporting soft-
ware. Most hospitals (72%) did not have access to onsite 
pathology.

Conclusions/Discussion: Approximately two thirds 
of rural colonoscopy providers are general surgeons, a 
finding unique to rural hospitals. Further, hospitals report 
operating at 80% capacity, suggesting there may be oppor-
tunities to increase access to colorectal cancer screening 
for patients living in these areas. the lack of access to 
colonoscopy quality measures suggests the opportunity 

to develop a flexible measurement approach that takes 
into consideration availability of reporting software and 
electronic medical record differences. improving access 
to quality measures along with access to education and 
training opportunities that do not require travel has the 
potential to improve access to colonoscopy for patients in 
rural Wisconsin.

SHORT STAY RECTOPEXY: RESULTS OF 
EARLY (<24 HOURS) HOSPITAL DISCHARGE 
FOLLOWING MINIMALLY INVASIVE 
RECTOPEXY FOR RECTAL PROLAPSE.

Abstract session s29

D. Yoon, A. onyiego, s. Lee, t. Aulet, J. Davids, 
J. Maykel, P. sturrock, K. Alavi
Worcester, MA

Purpose/Background: rectal prolapse most often 
affects elderly female patients with multiple comorbidities. 
Although minimally invasive rectopexy has a low overall 
complication rate, by convention these patients are gener-
ally admitted for close monitoring postoperatively. recent 
studies have shown that early or same day discharge in 
patients undergoing minimally invasive colorectal surgery 
may be safe and feasible. there are varying practice 
patterns among our division for post operative observation, 
with some routinely discharging patients the same day 
of surgery. this study aimed to evaluate the short-term 
outcomes of early (<24 hours) discharge in patients who 
underwent minimally invasive rectal prolapse repair.

Methods/Interventions: this was a single-center retro-
spective study involving consecutive patients undergoing 
minimally invasive (laparoscopic and robotic) rectal 
prolapse repair, including suture rectopexy and ventral 
mesh rectopexy, between January 2018 and April 2022. 
Patients were stratified into the following groups: early 
discharge following <24 hours observation (group A), 
including those discharged on the same day of surgery, and 
those with postoperative admission of ≥24 hours (group 
b). the primary outcome was 30-day postoperative read-
mission rate. the secondary outcomes were 30-day postop-
erative morbidity, including urinary retention, surgical site 
infection, emergency department (eD) visits, re-admission, 
and unplanned return to the operating room.

Results/Outcome(s): seventy-six patients were iden-
tified to have undergone minimally invasive rectopexy 
for rectal prolapse, with 29 patients in group A and 47 in 
group b. the two groups had similar baseline characteris-
tics, including patient comorbidities (38% of Group A and 
32% of Group b in AsA class iii/iV), total operative time 
and estimated blood loss. both Group A and b underwent 
laparoscopic rectopexy more frequently and at similar 
rates (74% vs 79%, respectively, p=0.99) than robotic 
approach. Group A had a significantly younger average 
age compared to group b (59 years vs 68 years, p=0.03). 
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Fourteen patients (48%) in group A were discharged on 
the same date of surgery. these surgeries were performed 
as first-case procedures so patients could be observed in the 
recovery room prior to discharge. the average length of 
stay in group b was 2.3 days (sD ±0.8). As shown in table 
1, there were no differences in 30-day readmission rates, 
30-day morbidity, urinary retention, 30-day eD visits, and 
unplanned reoperation between the two groups.

Conclusions/Discussion: Patients undergoing mini-
mally invasive surgery for rectal prolapse can be safely 
discharged within 24 hours without differences in post-
operative complications, eD visits, or readmissions rates 
when compared to patients who were admitted for greater 
than 24 hours. these results suggest the feasibility and 
safety of utilizing a brief observation period in properly 
selected patients.

THINK TWICE: REDUCING UNNECESSARY 
LABORATORY TESTING AFTER COLORECTAL 
SURGERY.

Abstract session s30

Y. Dave, L. temple, P. Juviler, M. nabozny, 
M. cvetanovska, D. Wakeman, L. cannon
Rochester, NY

Purpose/Background: there is limited literature on the 
reduction of unnecessary laboratory testing after surgery. 
While reducing waste increases the value of surgical care, 
eliminating routine testing can be challenging. Here, we 
assess the impact of a quality improvement (Qi) interven-
tion on reducing post-operative laboratory testing on a 
colorectal surgery (crs) service.

Methods/Interventions: this project was performed on 
a crs service at an academic medical center with a robust 
erAs program that included 5 daily labs until discharge. 
baseline data was collected from patients who underwent 
surgery between november 2019 - January 2020. After 
stakeholder discussion, the intervention was set at 3 post-
operative day one labs (bMP, cbc and Mg) with subse-
quent labs only if clinically indicated. trainees received 
educational material and monthly email reminders.  
A pilot was conducted from november 2021 - January 
2022 with 5 surgeons who followed the intervention guide-
lines in patients undergoing only elective surgery and was 
then extended to include all crs (elective/non-elective) 

over 12 months. Laboratory tests were measured as lab 
tests per patient day. Appropriate non-parametric statis-
tical tests were used to evaluate differences in lab tests/
day, length of stay (Los) and 30-day readmission rates at 
baseline, 3, and 12 months.

Results/Outcome(s): the baseline cohort included 
70 patients and the 3-month pilot included 65 patients. 
About 40% of pilot patients did not require any additional 
blood work beyond intervention guidelines, with a reduc-
tion to a median of 2 lab tests/day compared to a baseline 
median of 5 lab tests/day (p<0.0001). When the inter-
vention was extended for 12 months and also included 
nonelective crs, there was a sustained median 2 labs/day 
(p<0.0001). overall, there was a 60% reduction in median 
lab tests over the 12 months. the median length of stay 
stayed constant over time from a baseline 5 days to 4 days 
after 3 months (p=0.308) and 12 months (p=0.927). 
Additionally, there was no change from a baseline 30-day 
readmission rate of 15.7% after 3 months (9.2%, p=0.257) 
and 12 months (11.8%, p=0.374).

Conclusions/Discussion: We significantly reduced 
laboratory testing on a colorectal surgery service for elec-
tive and non-elective surgeries over a short- and long-term 
period, without an increase in Los or 30-day readmission 
rates. interventions to reduce unnecessary postoperative 
laboratory testing of surgical patients are vital to high-
value healthcare. efforts are ongoing to further reduce 
unnecessary testing across other surgical divisions.

LATERAL PELVIC LYMPH NODE POSITIVITY 
(LPLNP) SCORE: PREDICTIVE CLINICO-
RADIOLOGICAL MODEL OF LATERAL PELVIC 
LYMPH NODES INVOLVEMENT IN RECTAL 
CANCER PATIENTS.

Abstract session s31

P. tsarkov, A. babadjanyan, V. balaban, i. tulina
Moscow, Russian Federation

Purpose/Background: Japanese guidelines recommend 
prophylactic lateral pelvic lymph node dissection (LPLnD) 
for all advanced low rectal cancer. recently, LPLn short 
axis >6-8 mm on Mri was proposed to plan selective 
LPLnD. but tumor invasiveness or Mri LPLn size only 
can’t accurately predict LPLn metastases (LPLn+). thus, 
a more precise clinico-radiologal tool is needed to evaluate 
the risk of LPLn+ and plan highly “selective” LPLnD.

Methods/Interventions: this was a retrospective-pro-
spective single center study of patients with curative 
resection and LPLnD for stage ii–iii low rectal adenocar-
cinoma. in retrospective patients, Mri t-stage, extramural 
vascular invasion (mreMVi), mesorectal fascia involve-
ment, mucinous tumour, suspicious LPLns (mrLPLn+) 
having short-axis ≥6 mm and/or irregular borders, hetero-
geneous signal, or round shape were evaluated. some 
patients underwent long-course chemoradiotherapy. 
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open, laparoscopic or robotic anterior, low anterior, 
intersphincteric, or abdominoperineal resections were 
performed. selective bilateral LPLnD was done if suspi-
cious LPLns were found on pretreatment Mri. some 
patients had prophylactic bilateral LPLnD (no suspicious 
LPLn). clinical and Mri factors associated with LPLn+ 
were identified, and a logistic regression and roc-analyses 
used to build up LPLnP score. it was further tested on a 
prospective cohort.

Results/Outcome(s): 1091 patients underwent cura-
tive rectal resection in 2009-2019. Among them, 120 had 
LPLnD: 91 selective and 29 prophylactic. the incidence 
of LPLn+ was 29.2% (35 patients). LPLn+ were found in 
4 out of 25 patients (16%) with no visible LPLns on Mri 
and in 1 out of 7 patients with LPLns <6 mm. compared 
to pathology, Mri had high sensitivity (88.6%), but low 
specificity (12.9%) in determining LPLn+. After step-
wise reduction, the following parameters were included in 
the model: tumor distance from the anal verge, mreMVi 
status, LPLn short-axis diameter on pretreatment Mri, 
mr-t stage, and histological differentiation on pretreat-
ment biopsy. Finally, to make LPLnP score, each factor 
was assigned a numeric value (Figure 1). in roc-analysis, 
a cut-off score of 0.23 with highest sensitivity and speci-
ficity (82.9% and 69.4%) was selected. When tested on 66 
prospectively selected low rectal cancer patients, 40 had 
LPLnD score >0.23 and thus underwent selective LPLnD. 
Among them, LPLn+ were confirmed in 55%. LPLnD 
score negative predictive value was 96%, sensitivity – 96%, 
specificity – 58%.

Conclusions/Discussion: this is the largest reported 
cohort of western rectal cancer patients with LPLnD. Mri 
alone has low specificity in determining LPLn+: metas-
tases were found not only in enlarged LPLns, but in LPLn 
<6 mm or no visible LPLns. When LPLnD is done based 
on only clinical or Mri factors, the incidence of LPLn+ 
was 29%. When a complex clinico-radiological tool was 
applied, the incidence of LPLn+ increased up to 55%.
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KILLINGBACK AWARD WINNERIMMUNE 
PROFILE OF RECTAL TUMOURS IN THE 
SETTING OF NEO-ADJUVANT IMMUNE 
CHECKPOINT BLOCKADE (PD-L1) AS PART OF 
THE AVEREC PHASE II CLINICAL TRIAL.

Abstract session s30A
K. Wilson

“WATCH-AND-WAIT” OR “LOST TO 
FOLLOW-UP”: REAL-WORLD ADHERENCE 
TO SURVEILLANCE FOR NON-OPERATIVE 
MANAGEMENT OF RECTAL CANCER.

Abstract session s32

M. rubens, W. chapman, t. Mayo, r. smith, 
M. silviera, s. Hunt, M. Mutch, s. Glasgow
St Louis, MO

Purpose/Background: Due to shortcomings in existing 
restaging techniques and subsequent local regrowth in 
up to 30% of patients undergoing active non-operative 
management of rectal cancer, current guidelines recom-
mend intensive surveillance as part of any “watch-and-
wait” paradigm. these regimens impose significant burden 
on patients despite the relative paucity of data regarding 
optimal frequency of examinations. the aim of this study is 
to evaluate patient compliance with recommended active 
surveillance and identify differences in oncologic outcomes 
associated with poor compliance.

Methods/Interventions: All patients with adenocarci-
noma of the rectum received total neoadjuvant therapy 
with short-course radiation followed by consolidation 
chemotherapy (sc-tnt). Patients who opted for noM 
after complete clinical response (ccr) were identified in 
an institutional, prospectively-maintained rectal cancer 
registry. Minimum recommended surveillance was defined 
as intraluminal exam every 4 months, pelvic Mri every  
6 months, and annual ct chest/abdomen/pelvis. 
compliance was quantified as the percentage of recom-
mended examinations completed out of 6 total (3 imaging 
+ 3 intraluminal) by each patient annually or until local 
recurrence was identified. Patients were grouped into 
compliance tertiles for analysis.

Results/Outcome(s): out of 255 patients who received 
sc-tnt from June 2016 to october 2021, 107 were found 
to have a ccr and met criteria for inclusion. 65 of these 
107 patients were eligible for a second year of surveillance 
based on ccr date. compliance results can be found in 
table 1. 54 patients (50.5%) were fully compliant with 
the minimum number of recommended surveillance exams 
during the first year of noM, and 22 patients (34%) 
during the second year. Average compliance with imaging 
and intraluminal exams was 86% and 82%, respectively, 
in year 1. in year 2, average compliance was 74% and 
65%, respectively. Local recurrence was identified in  
31 patients (29%), all but 1 of whom proceeded to surgery 

for definitive resection. only one patient developed distant 
metastases (as well as local recurrence) during noM and 
ultimately expired from complications.

Conclusions/Discussion: Half of our patients were fully 
compliant with the minimum number of recommended 
surveillance exams during the first year of noM, and only 
1/3 of patients during the second year. real-world compli-
ance may not reflect compliance in published clinical trials. 
While we regularly provide patient education and encour-
agement, compliance is ultimately patient-driven and 
requires commitment to rigorous surveillance. conclusions 
regarding oncologic outcomes are significantly limited 
by patients with poor compliance or who were lost to 
follow-up.

COLORECTAL CANCER DIAGNOSIS BY A 
PORTABLE BREATH ANALYZER.

Abstract session M1

A. Dezi1, A. Picciariello1, X. Fan2, r. sharma2, W. Zang2, 
L. Vincenti1, D. Altomare1

1Bari, Italy; 2Ann Arbor, MI

Purpose/Background: colorectal cancer screening may 
save life but screening tests available so far have unsat-
isfactory reliability and very low patients’ compliance.  
A pattern of volatile organic compounds (Vocs) in 
exhaled breath has been found to be a potential nonin-
vasive diagnostic tool for detection of colorectal cancer. 
this study aims to evaluate the reliability of an innovative, 
portable gas chromatography (Gc) device, to enable rapid, 
on-site colorectal cancer diagnosis.

Methods/Interventions: between July 2021 and May 
2022, patients submitted to curative surgery for histo-
logically proven adenocarcinoma of the colon or rectum  
(i-ii and iii clinical stage) and healthy controls (Hc) with 
negative colonoscopy entered the study. exclusion criteria 
included history of other cancers, endoscopic removal of 
colonic polyps or a history of familial adenomatous polyp-
osis or Lynch syndrome, ibD, liver disease and metastatic 
crc. the exhaled breath was collected into tedlar bags 
through a nafion filter and mouthpiece with a one-way 
valve and analyzed within 24 hours by an automated 
portable gas chromatography (Gc) device, containing a 
miniaturized thermal desorption tube, thermal injector, 
separation column, and photo-ionization detector, as 
well as other accessories such as pumps, valves, and a 
helium cartridge. the chromatograms were analyzed by 



28 AbstrAct session

chemometrics, machine learning, principal component 
analysis and linear discriminating analysis.

Results/Outcome(s): 36 crc patients (median age 
67, iQr 61.7-77.2, 9 females, stage i: 7, 19.4%; stage 
ii: 15, 41.7%, stage iii: 14, 38.9%) and 32 Hc (median 
age 65, iQr 60-74, 15F) well matched for smoking habit 
and comorbidities, entered the study. After a training set  
(18 crc and 18 Hc), and a testing set (18 crc and 14 
Hc), the detection of three Vocs was able to discriminate 
crc patients from Hc with an overall specificity of 87.5%, 
sensitivity of 94.4% and accuracy of 91.2%.

Conclusions/Discussion: this preliminary data indi-
cates that the innovative portable gas chromatography 
(Gc) device can discriminate colorectal cancer patients 
from people crc free, with high reliability, suggesting its 
potential use for rapid and on-site crc mass screening.

CHARACTERISTICS AND OUTCOMES OF 
STAGE IV COLON CANCER PATIENTS 
WITH MSI-INSTABILITY TREATED WITH 
IMMUNOTHERAPY.

Abstract session M2

D. Dulak, J. neary, M. el Hechi, t. Holleran, s. berkey, 
b. bello, Z. sun
Washington, DC

Purpose/Background: immunotherapies have shown 
promise in the treatment of patients with metastatic 
colorectal cancer and mismatch repair (MMr) deficiency/
microsatellite instability (Msi). While there is compel-
ling data to support its use, adoption has been variable.  
We sought to evaluate the utilization of immunotherapy 
and associated disparities of patients with MMr-deficient/
Msi-unstable stage iV colon cancer treated with 
immunotherapy.

Methods/Interventions: We conducted a retrospective 
review of the national cancer Database for patients with 
stage iV colon adenocarcinoma and Msi instability from 
2009 to 2017. Msi-high patients were divided into two 
cohorts based on whether they had received immuno-
therapy. Multivariable cox proportional hazards modeling 
was used to examine the adjusted association between use 
of immunotherapy and overall survival while controlling for 
use of systemic chemotherapy and any surgical procedures.

Results/Outcome(s): Among 1,558 stage iV colon 
cancers included, 672 (43.1%) were Msi-high. A total 
of 332 (21.3%) of patients received immunotherapy. 
Among Msi-high patients, use of immunotherapy 
increased from none to 39.8% in 2017. on univariate 
analysis, patients receiving immunotherapy were younger 
(median age 61.5 versus 66 years; p<0.001) and more 
likely to have Msi-high profiles (51.5% versus 40.9%, 
p<0.001). Although the majority of patients in both 
groups had government-based insurance, a significantly 
higher number in the immunotherapy group had private 

insurance (45.3% versus 35.4%; p=0.004). Gender, race, 
ethnicity, education, income, facility type and distance, 
geographic setting, and charles-Deyo comorbidity scores 
were not significantly different between the two groups. 
on multivariable analysis, younger age (or 0.98, 95%  
ci 0.96-0.99, p=0.001) and Msi-high status (or 1.05, 
95% ci 1.02-1.07, p<0.001) maintained statistical signif-
icance in predicting patients receiving immunotherapy. 
Amongst Msi-high patients, overall survival was greater 
for patients who received immunotherapy (5-year survival 
35% versus 20%, p<0.001). Furthermore, after adjustment 
for age, sex, race, facility type, any use of chemotherapy, 
and any surgery, use of immunotherapy was associated 
with lower risk of overall mortality (Hr 0.659, 95%  
ci 0.51-0.84, p<0.001).

Conclusions/Discussion: in a nationwide analysis, 
Msi-high patients were more likely to receive immuno-
therapy. notably, overall survival was significantly higher 
in the immunotherapy group. the most striking finding 
from our dataset is that less than half of patients with 
stage iV colon cancer and Msi instability received immu-
notherapy, suggesting underutilization of this treatment. 
Future research should address the timing of administra-
tion of immunotherapy, long term outcomes of patients, 
subclasses of patients deriving the most benefit from treat-
ment, and barriers to use of immunotherapy.

CT-DIAGNOSED EMVI STATUS HAS HIGH 
PROGNOSTIC ACCURACY IN COLON CANCER 
PATIENTS: COMPARISON OF PATHOLOGIC 
EMVI.

Abstract session M3

H. Kim, G. choi, s. song
Daegu, Korea (the Republic of)

Purpose/Background: extramural venous invasion 
(eMVi) is a well-known poor prognostic factor, but 
only a subset of patients developed cancer recurrence. 
considering major role of eMVi, we perceived two 
different types of eMVi: ct-diagnosed eMVi (cteMVi, 
based on vascular enlargement with tumor density in  
ct scan) and pathologic eMVi (peMVi, based on existing 
tumor cells in vein). We hypothesized that cteMVi shows 
a tumor-host interaction during cancer dissemination and 
represents late-stage eMVi, while peMVi represents early-
stage eMVi. However, little is concerns about this differ-
ence. We aimed to assess whether cteMVi and peMVi 
have different prognostic implications and compare these 
to other known prognostic factors in colon cancer patient.

Methods/Interventions: A total of 509 patients who 
underwent curative resection for stage i-iii colon cancer 
between september 2015 and 2017 were retrospectively 
reviewed. evaluating peMVi, several sections, including 
the deepest part of tumor, were stained with hematoxylin 
and eosin and elastin stain.
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Results/Outcome(s): the accuracy of stratification 
for detecting eMVi by ct compared with histolog-
ical examination was 73.8%. cox regression analysis 
showed cteMVi (hazard ratio, 2.656; 95% confidence 
interval [ci], 1.271-5.548, P<0.001) and lymph node 
metastasis (hazard ratio, 2.727; 95% ci, 1.318-5.641, 
P<0.001) to be significantly associated with poor disease-
free survival (DFs) and cteMVi (hazard ratio, 2.656; 
95% ci, 1.271-5.548, P<0.001) and pathologic t3, t4 
(hazard ratio, 13.452; 95% ci, 1.716-105.467, P=0.022) 
with poor overall survival (os). When stratifying all 
patients by pathologic and ct-diagnosed eMVi, patients 
with both-negative [cteMVi(-)peMVi(-)] had comparable 
DFs and os with only peMVi [cteMVi(-)peMVi(+)], 
but, significantly better DFs and os than those with only 
cteMVi [cteMVi(+)peMVi(-)] and both-positive. ten 
of 291 patients in both-negative group had cancer recur-
rence, but after radical resection for metastasis, eight were 
disease-free state at the last follow-up. on the other hand, 
among the 24 who had recurrence in both-positive group, 
only four were disease-free state at the last follow-up.

Conclusions/Discussion: ct-diagnosed eMVi has 
greater prognostic accuracy than peMVi. in addition, 
patients in both-negative group had controllable recur-
rence, while patients with pathologic or ct-diagnosed 
eMVi mostly had unresectable recurrence. Further study 
should be performed to confirm this finding.

TUMOR DEPOSIT SHOULD BE CONSIDERED 
SIGNIFICANTLY AS POOR PROGNOSTIC 
FACTOR IN STAGE III COLON CANCER: 
MULTICENTER DATABASE STUDY.

Abstract session M4

J. Kim1, s. ryoo2, D. Lee3, H. Lim2, M. Kim2, J. Park2, 
s. Jeong2, K. Park2

1Jongno-gu, Korea (the Republic of); 2Seoul, Korea (the 
Republic of); 3Goyang, Korea (the Republic of)

Purpose/Background: in the current AJcc staging 
system of colon cancer patients, tumor deposits (tDs) 
are implemented into the n category as n1c. However, 
if there are Ln metastasis, the presence of tDs is ignored 
and only the number of Ln metastasis is important to cate-
gorize nodal stages, such as n1a/b or n2a/b. We aimed to 
investigate the oncologic impact of tDs in colon cancer 
and suggest the optimal changes of AJcc staging system 
without ignoring the prognostic values of tDs.

Methods/Interventions: Prospectively collected 
primary colon cancer patients on the seoul colorectal 
group (secoG) database, who underwent curative radical 
resections between January 2010 and December 2020 at 
3 tertiary hospital were analyzed retrospectively. clinical 
characteristics and risk factors of tD-positive were 
analyzed. recurrence-free survival and overall survival 
were compared between tD-negative and tD-positive 
patients in each pn category. We also analyzed the onco-
logic impact using the seer database.

Results/Outcome(s): Among the 4,806 patients  
(mean age=63.76, M:F=56.3:43.7), 903 (18.8%) had 
tumor deposits and mean tD count was 1.46 ±2.43. out 
of 903 tD-positive patients, 556 (61.5%) patients were 
concomitantly LnM positive and 188 (20.8%) patients 
were staged as pn1c. tD-positive were significantly related 
with left colon cancer, poorly differentiated histology, pt3 
or pt4 category, four or more of positive lymph nodes, 
vascular invasion, and perineural invasion in multivariable 
analysis (p<0.05). the median follow-up period was 37.52 
months. (range, 1-114 months), and recurrence devel-
oped in (11.63%) patients. tD-positive patients had been 
recurred significantly more (8.3% vs. 29.0%, p<0.001). 
the rFs and os of tD-positive patients was significantly 
worse than tD-negative patients (5-year rFs; 72.7% vs. 
89.4%, p<0.001, 5-year os; 66.3% vs. 87.3%, p<0.001). 
in stage iii, the rFs and os in the patients with n1 and 
tD+ were significantly worse than those with n1 and  
tD- (5-year rFs; 73.8% vs. 85.3%, p<0.001, 5-year os; 
69.5% vs. 83.1%, p<0.001). the rFs and os in the 
patients with n2 and tD+ were also significantly worse 
than those with n2 and tD- (5-year rFs; 66.5% vs. 
73.9%, p<0.001, 5-year os; 56.4% vs. 79.0%, p<0.001). 
However, the rFs and os of n1 tD-positive patients 
compared with n2 tD-negative patients were statis-
tically not different (p=0.972 and p=0.061) (Fig1A) 
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the survival outcomes using the seer database showed 
comparable results (p=0.105) (Fig1b).

Conclusions/Discussion: tDs were associated with 
risk factors presenting poor prognosis and significantly 
affected the survival outcomes. Presence of tDs in stage 
iii colon cancer patients presented significantly worse 
survival outcomes in pn categories. the impact of tDs on 
prognosis should not be reduced, and it could be suggested 
that the oncologic prognostic significance of n1 and 
tD-positive are similar to those of n2.

RISK OF PROCTECTOMY AFTER ILEORECTAL 
ANASTOMOSIS IN FAMILIAL ADENOMATOUS 
POLYPOSIS IN THE MODERN ERA.

Abstract session M5

s. banerjee, c. Anderson, J. sommovilla, M. o’Malley, 
L. LaGuardia, A. Vazquez Villasenor, c. Macaron, 
c. burke, D. Liska
Cleveland, OH

Purpose/Background: Prophylactic surgery for familial 
adenomatous polyposis (FAP) has evolved over several 
decades. restorative proctocolectomy with ileal pouch anal 
anastomosis (iPAA), developed in the 1980s, provided an 
alternative to total abdominal colectomy with ileorectal 
anastomosis (tAc/irA). We have previously shown that 
the rate of proctectomy and rectal cancer after tAc/irA 
in the “pre-pouch” era was 32% and 13%, respectively. 
We hypothesize that patients with FAP and relative rectal 
sparing specifically selected for irA in the modern era 
(1993-2020) would have lower rates of secondary proctec-
tomy and rectal cancer.

Methods/Interventions: Patients with FAP who under-
went tAc/irA from 1993-2020 were identified in an 
irb-approved inherited colorectal cancer registry. Data 
on demographics, APc pathogenic variants and extra-co-
lonic manifestations were abstracted. number of rectal 
polyps present at the time of tAc/irA was recorded. the 
primary outcome was rate of proctectomy and secondary 
outcome was rectal cancer incidence.

Results/Outcome(s): 197 patients underwent tAc/
irA between 1993 and 2020. At the time of tAc/irA, 
median age was 24 (range 10-67) and median number of 
rectal polyps was 5 (iQr 0-14, rectal polyp number was 

not recorded in 23 patients). chemoprevention (most 
commonly sulindac) was utilized in 65 patients (33%) 
before and/or after irA. Median follow-up was 13 years 
(iQr 6-17). sixteen patients (8%) had secondary proctec-
tomy. indication for proctectomy was rectal cancer (n=6, 
3%) (n=2 stage i; n=4 stage iii), polyps with high grade 
dysplasia (n=4), increasing polyp burden (n=3), defeca-
tory dysfunction (n=2) and anastomotic leak (n=1). 
Median time to proctectomy was 10 years (iQr 6-18) and 
median time to rectal cancer was 14 years (iQr 7-22). 
overall, 31 of 174 patients (18%) had 20 or more rectal 
polyps at the time of tAc/irA. in this group, 8 patients 
(26%) underwent proctectomy and 3 patients had rectal 
cancer (10%). Among those with less than 20 polyps,  
8 patients (6%) underwent proctectomy and 3 patients had 
rectal cancer (2%). Proctectomy-free survival was signifi-
cantly different for patients who had more or less than  
20 polyps at the time of tAc/irA (Figure 1). in univari-
able analysis, the number of rectal polyps at the time of 
tAc/irA was associated with the likelihood of proctec-
tomy (or 1.1, P<0.001). rectal polyp number was not 
associated with incident rectal cancer.

Conclusions/Discussion: in the modern era, patients 
with FAP selected for tAc/irA have low rates of 
secondary proctectomy and rectal cancer compared to 
historical controls. Although more than 20 rectal polyps 
at the time of tAc/irA was associated with a higher 
proctectomy rate, the majority of patients in this group 
did not go on to proctectomy, and rectal polyp burden was 
not a predictor of developing rectal cancer. With appro-
priate selection criteria and surveillance, irA remains an 
important treatment option for patients with FAP.
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DIGITAL INTERVENTION USING MOBILE 
DEVICE ON LIFESTYLE AFTER SURGERY IN 
PATIENTS WITH COLORECTAL CANCER: 
SHORT-TERM OUTCOMES OF A RANDOMIZED 
CONTROLLED TRIAL.

Abstract session M6

Y. Kim, i. Park
Songpa-gu, Korea (the Republic of)

Purpose/Background: colorectal cancer is one of the 
most common cancers worldwide. surgical modalities and 
adjuvant treatments have advanced over the past century, 
but relatively less attention has been given to improving 
the quality of life (QoL). recent studies report significant 
association with cancer recurrence and patient lifestyle 
after surgery, hence emphasizing the necessity to aid 
patients’ daily life after surgery. the proposed study will 
evaluate the effects of digital intervention using mobile 
applications on lifestyle after surgery for colorectal cancer.

Methods/Interventions: A randomized controlled trial 
(rct) was performed. A total of 320 patients diagnosed 
with colorectal cancer between age 20 to 70 years old 
were to be enrolled. Patients were randomized to 4 groups  
(3 groups each assigned to different mobile applications, 
and the control group). surveys valuating health-re-
lated QoL, physical measurements, metabolic parameters 
(fasting glucose, HbA1c, triglyceride, HDL cholesterol), 
and fat/muscle mass measured in abdominal computed 
tomography (ct) were checked before surgery and every 
6 months after surgery. statistical analyses were computed 
to compare outcomes between groups.

Results/Outcome(s): A total of 320 patients were 
enrolled in the study during november 2020 to november 
2021. intervention groups A, b, and c consisted of 76, 
80, and 78 patients respectively and the control group 
comprised of 79 patients. there were no significant 
differences in basic characteristics between each group. 
baseline metabolic parameters and fat/muscle measured 
from abdominal ct were comparable between each 
group except serum triglyceride in which group c was 
significantly higher (P =0.035). At 6 months follow up,  
278 patients had complete data. At 6 months after surgery, 
the two groups did not present significant difference 
in metabolic parameters and fat/muscle measurements.  
the intervention group presented a better improvement in 
health-related QoL survey scores, most significantly in the 
FAct-c survey (P =0.017).

Conclusions/Discussion: short-term results show no 
significant influence in metabolic parameters and fat/
muscle mass from using mobile applications. the inter-
vention group presents a trend of better QoL status at 
6 months after surgery. the study will further evaluate 
changes of metabolic parameters, fat/muscle measure-
ments, and health-related QoL scores during 18 months 
and will assess the effects of digital intervention on 
colorectal patients after surgery.

schematic flowchart of clinical trial describing functions of each appli-
cation and patient assessment during study progress.

PELVIC EXENTERATION FOR ANAL 
SQUAMOUS CELL CARCINOMA: 
ONCOLOGICAL, MORBIDITY AND QUALITY OF 
LIFE OUTCOMES.

Abstract session M7

K. brown, M. solomon, D. steffens, K. ng, c. byrne, 
K. Austin, P. Lee
Sydney, NSW, Australia

Purpose/Background: salvage surgery is the only 
potentially curative treatment option for patients with 
anal squamous cell carcinoma (ascc) that persists or 
recurs after definitive chemoradiotherapy. Where adjacent 
pelvic viscera, soft tissues and bone are involved, pelvic 
exenteration (Pe) with wide excision of the perineal skin 
and pelvic floor musculature may be required to ensure r0 
resection. recent data indicates Pe for ascc is associated 
with higher morbidity rates compared to Pe for other 
tumour types.

Methods/Interventions: consecutive patients who 
underwent Pe for ascc at a single centre between 1994 
and 2021 were included. clinical and quality of life  
(using sF-36® collected at baseline, 6, 12, 18 and 24 
months postoperative) data were extracted from a prospec-
tively maintained database.

Results/Outcome(s): of 958 patients who underwent 
Pe, 66 patients (6.9%) had ascc. 32 patients (48.5%) 
were male and the median age was 57 years (range 31-79). 
10 patients (15%) had primary ascc (chemoradiotherapy 
contraindicated), 49 (74%) had recurrent ascc (previous 
chemoradiotherapy) and 7 (11%) had re-recurrent ascc 
(previous chemoradiotherapy and salvage abdominoper-
ineal resection). in recurrent ascc, median time from 
chemoradiotherapy to Pe was 11 months (range 3-161 
month). operative information, morbidity and mortality 
data are presented in table 1. of 62 patients who under-
went Pe with curative intent, 50 (81%) had r0 resection. 
For patients with primary, recurrent and re-recurrent 
tumours the r0 margin rate was 100%, 80% and 57%, 
respectively (p=0.071). For patients undergoing Pe with 



32 AbstrAct session

curative intent, 5-year overall survival was 41% and the 
median overall survival was 26 months. r0 resection was 
associated with a higher 5-year overall survival (50% vs. 
8%, p<0.001). 5-year overall survival for patients with 
primary, recurrent and re-recurrent tumours was 58%, 41% 
and 18% (p=0.315). Local recurrence data was available 
for 49 patients and 1-, 3- and 5-year local recurrence-free 
survival rates were 65%, 39% and 37%, respectively. the 
2-year local recurrence-free survival was higher in patients 
with r0 resection compared to those with involved 
margins (57% vs. 11%, p<0.001). of the 34 patients that 
reported quality of life data, the mental health component 
scores, role-physical, bodily pain, vitality, social func-
tioning and mental health presented slightly improved 
trajectories between baseline and 24 months postoper-
atively (all p values < 0.05). no statistically significant 
changes were observed in the physical component score, 
physical functioning, general health and role-emotional 
trajectories over time.

Conclusions/Discussion: Although Pe for ascc is 
associated with significant morbidity, mostly due to peri-
neal wound and myocutaneous flap-related complications, 
long-term survival and quality of life outcomes compare 
favourably to published outcomes of Pe for other tumour 
types including locally recurrent rectal cancer.

ROBOTIC LATERAL LYMPH NODE DISSECTION 
FOR RECTAL CANCER RECURRENCE.

Abstract session V1

M. Al Khaldi, F. Dagbert
Montreal, QC, Canada

Purpose/Background: this is a case of a 51-year-old 
female who previously underwent a low anterior resection. 
Following an anastomotic recurrence, she underwent 
chemoradiotherapy and an abdominoperineal resection. 
on follow-up, a Positron emission tomography (Pet) 
scan revealed the presence of two hypermetabolic left 
external iliac lymph nodes. Following additional cycles of 
FoLFoX, a repeat Pet scan revealed a near-complete 
response with a residual lymph node with mild uptake.

Methods/Interventions: Following a multidisciplinary 
team meeting, the patient was scheduled for a robotic left 
lateral lymph node dissection using the Da Vinci si.

Results/Outcome(s): there were no perioperative 
complications. the length of hospital stay was 2 days with 
no immediate postoperative complications. the patient 
developed mild difficulty at adducting her left lower 
extremity following hospital discharge, but symptoms spon-
taneously resolved within the month following the proce-
dure. Final pathology revealed no evidence of malignancy 
indicative of complete response following chemotherapy.

Conclusions/Discussion: the patient is alive and has 
been recurrence-free thus far for more than two years.

(NOT ONLY) ROBOTIC SPLENIC FLEXURE 
MOBILIZATION, ANATOMICAL LEARNING 
POINTS.

Abstract session V2

s. Marecik, M. Gagnon-Konamna, A. Perez-tamayo, 
K. Kochar, J. Park
Park Ridge, IL

Purpose/Background: the anatomy of the splenic 
flexure is complex and not always well understood by 
surgeons.

Methods/Interventions: this video describes the 
anatomical nuances of the splenic flexure. it also demon-
strates the different approaches to how to mobilize it with 
the robotic assistance.

Results/Outcome(s): the anatomic nuances as well as 
the infra-mesocolic, lateral and superior approaches were 
demonstrated.

Conclusions/Discussion: the robotic surgical platform 
allows the mobilization of the splenic flexure in a safe and 
controlled way.
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MINIMALLY INVASIVE ROBOTIC SURGERY IN 
PELVIC LYMPH NODE DISSECTION VIA THE 
PELVIC FLOOR FIRST APPROACH.

Abstract session V3

M. Yokota, A. Morikawa, H. Matsuoka, K. Yamaguchi, 
J. Muto, K. Hashida, Y. nagahisa, Y. inamura, M. okabe, 
H. Kitagawa, K. Kawamoto
Kurashiki, Japan

Purpose/Background: in advanced rectal cancer, pelvic 
lymph node metastases that do not completely respond 
to total neoadjuvant treatment (tnt) can be treated by 
pelvic lymph node dissection. these metastases are more 
likely to occur in the deep pelvic floor region around the 
inferior vesical vessels. thus, pelvic lymph node dissection 
is difficult, with a risk of incomplete removal of the meta-
static lymph nodes. this video aims to show a successful 
case of minimally invasive robotic surgery during pelvic 
lymph node dissection via the pelvic floor first approach.

Methods/Interventions: A 63-year-old man was diag-
nosed with advanced lower rectal cancer and left pelvic 
lymph node metastasis. the left pelvic metastatic lymph 
node was located in the deep pelvic floor near the inferior 
vesical vessels. tnt failed to achieve a clinically complete 
response; thus, we performed intersphincteric resection 
(isr) and left pelvic lymph node dissection. in the first 
step of the pelvic floor first approach, the lymph nodes at 
the pelvic floor along the levator ani muscle were dissected 
toward the pelvic wall. this dissection started at the s4 
nerve as a landmark and ended at the internal obturator 
muscle. then, the pelvic region was separated along the 
ureterohypogastric and vesicohypogastric fascia in an 
antegrade approach. Finally, all pelvic lymph nodes were 
completely removed.

Results/Outcome(s): the use of robotic multi-joint 
forceps made the retrograde approach from the pelvic 
floor side possible. the initial approach from the pelvic 
floor allowed us to clearly define the bottom line of the 
pelvic lymph nodes that would be removed first, thereby 
preventing the incomplete removal of the pelvic lymph 
nodes. Additionally, all fluid leaking intraoperatively was 
drained to the pelvic floor, keeping the surgical field 
dry during the operation. the total bleeding amount, 
including during the total mesorectal excision, was only 
59 mL, suggesting the benefit of the minimally invasive 
approach. the patient had no complications and main-
tained normal urinary function.

Conclusions/Discussion: Minimally invasive robotic 
surgery during pelvic lymph node dissection by the pelvic 
floor first approach is feasible, yielding favorable outcomes. 
the pelvic floor first approach is very helpful for dissecting 
lymph nodes situated in the deep pelvis.

FINNEY STRICTUREPLASTY.
Abstract session V4

s. Holubar, K. ban, c. Prien, s. steele
Cleveland, OH

Purpose/Background: ViDeo sUMMArY this video 
demonstrates the technical pearls in Finney strictureplasty 
construction. Highlighted critical steps include how to 
choose the loop of ileum, folding the loop side-to-side, 
fashioning the enterotomy, placing stays, construction of 
the back wall outer and inner layers, construction of the 
front wall, assuring non-obstructed inflow/outlow, and 
leak testing.

Methods/Interventions: Patient Preparation: if 
combined with colectomy, consider antibiotic & mechan-
ical bowel prep Patient Position: supine critical steps: 
run entire small bowel, document all strictures, length 
of bowel in situ at start/end of case; consider use of Foley 
balloon or calibration spheres to run bowel intra-lumi-
nally contraindications: fistula, abscess, neoplasia, distal 
obstruction Longitudinal enterotomy made with cautery 
over the stricture onto normal bowel Alternative: Finney 
may be constructed using a gastrointestinal stapler with 
thick tissue reloads strictureplasty construction with 3-0 
suture ensure inflow and outflow are not obstructed/
kinked consider leak test May be combined with Heineke-
Mikulicz strictureplasty or small bowel resection(s) 
selective proximal diversion

Results/Outcome(s): technical Pearls/tips: 
Moderately long strictures, generally ≥7 cm and ≤15 cm 
the selected loop of bowel measured and positioned in 
a side-to-side manner Long seromuscular longitudinal 
anti-mesenteric enterotomy with electrocautery; lumen 
then entered sharply, enterotomy taken full thickness with 
aid of a clamp, and extended on both sides onto normal 
bowel; a “pop” is typically observed as the stricture is fully 
released stay sutures placed at base and apex selective 
frozen section biopsies in long-standing or suspicious stric-
tures backwall, outer layer: seromuscular bites, running 
or interrupted 3-0 suture, sH-1 backwall, inner layer: 
full-thickness bites, using a full-length running 3-0 suture 
Front wall, single layer: full-thickness bites using a full-
length running 3-0 suture consider leak testing with dilute 
betadine prior to closing the running suture line Front 
wall outer layer used selectively as bowel is typically non- 
compliant enough for 2nd layer confirm patency of the 
inflow and outflow selective proximal diversion (surgeon 
discretion) based on risk factors for leak (such as malnutri-
tion, steroids, others)

Conclusions/Discussion: Potential Areas for injury/
complication: suture line bleeding, obstruction from back-
walling, leak
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LAPAROSCOPIC LOW ANTERIOR RESECTION 
WITH TaTME AND LEFT LATERAL LYMPH 
NODE DISSECTION FOR LOW RECTAL CANCER 
AFTER NEOADJUVANT TREATMENT.

Abstract session V5

L. Lau, A. shellito, Y. Guo, P. sylla
New York, NY

Purpose/Background: 50 year old male with bMi 18.3, 
no significant past medical history who presented changes 
in bowel movements and hematochezia. colonoscopy 
demonstrated a moderately differentiated rectal adenocar-
cinoma located anterolaterally, 6 cm from the anal verge. 
ceA was 2.3 and staging ct and pelvic Mri demonstrated 
ct3n3M0 with a 2.3 x 1.7 cm left pelvic sidewall node, 
clear mesorectal fascia and no sphincter involvement. 
based on tumor board recommendations, he underwent 
total neoadjuvant therapy (tnt). Post-treatment Mri 
demonstrated near complete tumor response (pt1/2n+) 
with downsizing but persistently enlarged left lateral pelvic 
lymph node (1.8x1.3 cm).

Methods/Interventions: the patient was discharged 
on postoperative day 4 after an uneventful course. Final 
pathology demonstrated ypt0n0M1 with residual high-
grade dysplasia, negative margins, complete tMe grade, 
0/24 positive mesorectal lymph nodes but 1/12 positive left 
lateral lymph nodes.

Results/Outcome(s): the patient was discharged on 
postoperative day 4 after an uneventful course. Final 
pathology demonstrated ypt0n0M1 with residual high-
grade dysplasia, negative margins, complete tMe grade, 
0/24 positive mesorectal lymph nodes but 1/12 positive left 
lateral lymph nodes.

Conclusions/Discussion: 50 year old male with 
ct3n3M0 low rectal cancer with an enlarged left pelvic 
side wall node treated with tnt with near complete 
response, who underwent laparoscopic LAr with tatMe 
and laparoscopic left lateral pelvic lymph node dissection 
with diverting loop ileostomy. Final pathology confirmed 

ypt0n0M1 with 1/12 positive left lateral pelvic lymph 
node. tMe with curative intent should include lateral 
pelvic lymph node dissection when rectal cancer presents 
with persistently enlarged lateral pelvic lymph nodes post 
neoadjuvant treatment.

SINGLE PORT RIGHT COLECTOMY USING THE 
DA VINCI SP SYSTEM.

Abstract session V6

K. barnes, M. romerohernandez, H. chern, A. sarin
San Francisco, CA

Purpose/Background: While minimally-invasive surgery 
for colectomy has historically involved the use of multiple 
ports, novel single-port (sP) laparoscopic approaches 
generally offer non-inferior outcomes compared to multi-
port approaches. sP techniques in colorectal surgery were 
first introduced in 2008, but widespread implementation 
of these techniques has been slowed by technical chal-
lenges. the Da Vinci sP system overcomes many of the 
technical challenges that have hindered sP adoption, such 
as by reducing collision of the robotic arms when operating 
within a limited space.

Methods/Interventions: this video abstract gives a 
technical description of the novel robotic sP approach for 
right colectomy using the intuitive Da Vinci sP Platform. 
Five patients underwent right colectomies. Patients were 
positioned right-side up (~15 degrees) and in slight 
trendelenburg (~10 degrees), and a 12 mm assistant port 
was placed in the left mid-abdomen under direct visual-
ization for energy and stapling devices. We recommend 
the use of a Pfannenstiel incision for sP access, with the 
length of the incision based on the expected size of the 
extraction specimen. We also recommend the use of a 
bubble port (intuitive) to facilitate use of the sP instru-
ments with optimal working distance. in our procedures, 
the fenestrated bipolar instrument was placed in arm 1, 
cardiere forceps in arm 2, and monopolar scissors in arm 
3. First, the ileocolic vessels were identified and divided. 
then, we performed a medial-to-lateral mobilization of the 
ascending colon. During the mobilization, we alternated 
between using the fenestrated bipolar with the cardiere 
(for blunt dissection) or with the scissors (for sharp 
dissection). the small bowel and the transverse colon 
mesenteries were divided with a Ligasure and the bowels 
were both divided using an endoGiA stapler with a 60 mm 
load. We then performed an iso-peristaltic side-to-side 
anastomosis using the same stapler, closing the enterotomy 
with running 2-0 PDs V-Lock sutures in two layers: an 
inner layer of full-thickness running sutures, and an outer 
layer of running Lembert sutures. Finally, the specimen 
was extracted through the Pfannenstiel incision and the 
incision was closed.

Results/Outcome(s): All five sP right colectomies were 
completed without converting to open or laparoscopic 
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procedures. of the five patients, one developed postoper-
ative portal vein thrombosis and one other had excessive 
postoperative pain.

Conclusions/Discussion: this video describes the safe 
and efficient conduct of single-port right colectomy proce-
dures using the intuitive Da Vinci sP platform.

OUTCOMES FOLLOWING PELVIC 
EXENTERATION WITH EN BLOC SACRETOMY 
FOR RECURRENT RECTAL CANCER.

Abstract session M8

J. Waller2, c. Van Kessel2, P. Lee2, K. Austin2, 
D. steffens2, M. solomon1

1Sydney, NSW, Australia; 2Camperdown, NSW, Australia

Purpose/Background: Locally recurrent rectal cancer 
(Lrrc) remains a complex clinical challenge with 
a morbid disease pattern and a poor prognosis if left 
untreated. Pre-sacral recurrence with direct sacral inva-
sion historically has been a contraindication to surgery 
due to increased rates of morbidity and mortality. chemo-
radiation can provide symptomatic relief but carries a poor 
5-year survival. studies have demonstrated that pelvic 
exenteration with en bloc sacrectomy (Pes) can achieve 
r0 resection with added survival benefit. As survival 
rates have improved, more interest has been shown in the 
quality of life (QoL) following sacrectomy. the aim of 
this study was to provide a large single-centre cohort to 
compare oncological and QoL outcomes following Pes 
for Lrrc.

Methods/Interventions: A retrospective review of 
prospectively collected data for patients undergoing Pelvic 
exenteration (Pe) for Lrrc at royal Prince Alfred 
hospital, sydney, between July 1994 and november 2021 
was performed. Demographic, operative and histological 
data was collected and analysed. Quality of life data 
was measured with sF-36 and Fact-c questionnaires at  
6 monthly intervals

Results/Outcome(s): 305 patients underwent Pe for 
Lrrc (120 Pe, 185 Pes) of those undergoing Pes 65 
had high sacral transection above s2/3 junction and 119 
below. Patients undergoing Pes were more likely to need 
urological reconstruction (33.3% vs 64.3% p<0.001), 
VrAM flap repair (3.4% vs 19.5% p<0.001) and major 
nerve resection (23.5% vs 42.2% p<0.001) as part of their 
procedure. similarly the Pes cohort had longer operative 
time (8.7h vs 10.5h p<0.001) greater blood loss (2L vs 3.8L 
P=0.001) and transfusion requirements (61.5% vs 89.6% 
p<0.001). Pes patients experienced more major post-oper-
ative complications (44.2% vs 63.2% p=0.001). r0 rates 
were high in both groups (72.5% vs 80% p=0.128), inter-
estingly despite the higher r0 in Pes, this cohort experi-
enced poorer Median and 5 year overall survival (73mths 
vs 47mths p=0.059 and 51.9% vs 39.6% respectively). 
Multivariate analysis found r0 the greatest predictor of 

survival (p=0.007) QoL data did not demonstrate signif-
icant difference between Pe and Pes patients across phys-
ical component (p=0.346), mental component (p=0.787) 
and FAct-c (p=0.679) scores at 24 month follow up

Conclusions/Discussion: Patients undergoing Pe and 
Pes for Lrrc experience similar rates of r0 resection 
and QoL outcomes. As r0 remains the most important 
predictor of survival the requirement of sacral resection 
should not be seen as a barrier to surgery. in subspecialist 
multidisciplinary units excellent r0 rates are achievable 
without a significantly increased burden on QoL

CURRENT RECTAL CANCER SURVIVORSHIP 
CARE: UNMET PATIENT NEEDS AND 
FRAGMENTED SPECIALIST AND FAMILY 
PHYSICIAN CARE.

Abstract session M9

J. Moon1, e. salama2, A. Wang1, M. Arsenault1, 
n. Leon1, F. rajabiyazdi3, c. Loiselle1, M. boutros1

1Montreal, QC, Canada; 2Weston, FL; 3Ottawa, ON, 
Canada

Purpose/Background: With advances in rectal cancer 
management and improved prognosis, there is a growing 
number of rectal cancer survivors with unique needs. We 
hypothesize that the current rectal cancer survivorship 
care is limited in terms of communication among health-
care professionals, access to family physicians (FP), and 
targeted, dedicated care.

Methods/Interventions: Part 1: A retrospective cohort 
study was performed on rectal cancer survivors who under-
went proctectomy and completed all adjuvant treatment 
from 2005-2021 in a tertiary-care practice in canada. the 
main outcome was survivorship-related eD visits, defined 
as those related to bowel, sexual, and urinary dysfunc-
tion, chemotherapy-related complications, and stoma/
wound-related complications not requiring an admission. 
Part 2: A qualitative study was performed with 5 colorectal 
surgeons, 2 medical oncologists, 1 radiation oncologist, and 
4 FPs with rectal cancer patients in their practice. semi-
structured interviews were conducted to explore rectal 
cancer survivors’ needs and their existing survivorship 
care. Grounded theory was used for thematic analysis.

Results/Outcome(s): Part 1: From 2006 to 2021, 441 
rectal cancer survivors completed treatment. Median age 
was 72 (iQr 63-82) years, 189 (42.9%) were female, and 
median charlson comorbidity index was 5 (iQr 4-6). 
there were 156 (35.4%) patients who did not have a FP. 
in total, there were 673 eD visits for all individuals, of 
which 60 visits were related to survivorship-related unmet 
needs. the most common reason for eD visit was bowel 
dysfunction (n=36, median 187, iQr 44-1023 days from 
end of treatment), followed by chemotherapy-related 
neuropathy (n=14, median 361, iQr 93-1334 days) and 
ostomy/wound-related complications (n=9, median 19, 
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iQr 11-71 days). on cox proportional hazards analysis, 
lack of access to a FP was associated with a higher prob-
ability of having survivorship-related eD visits (p=0.003, 
Figure 1). Part 2: interviews of specialists and FPs revealed 
5 overarching themes: (1) several unmet needs specific 
to rectal cancer survivors exist; (2) specialists experience 
lack of resources and support in providing ancillary care to 
rectal cancer survivors; (3) FPs feel limited in providing 
survivorship-related care due to lack of formal training; 
(4) there is no formal process to transition care from 
specialists to FPs during the survivorship phase; (5) A 
survivorship care document and dedicated nursing support 
have the potential to improve communication among 
specialists, FPs, and patients.

Conclusions/Discussion: existing rectal cancer survi-
vorship care is fragmented. Lack of access to FPs or their 
limited involvement in survivorship care likely contributes 
to unmet needs. rectal cancer survivors could benefit from 
improved, individualized follow-up, coordinated among 
specialists and FPs.

ENDOSCOPIC PREDICTORS OF RESIDUAL 
TUMOR AFTER TOTAL NEOADJUVANT 
THERAPY: A POST HOC ANALYSIS FROM 
THE ORGAN PRESERVATION IN RECTAL 
ADENOCARCINOMA (OPRA) TRIAL.

Abstract session M10

H. Williams, H. thompson, s. Lin, F. Verheij, L. Qin, 
J. Garcia-Aguilar
New York, NY

Purpose/Background: selecting appropriate candidates 
with locally advanced rectal cancer (LArc) for non- 
operative management (noM) relies on endoscopic, radio-
logic and clinical restaging several weeks after completion 
of neoadjuvant therapy. While some patients may have 
an obvious tumor at endoscopic restaging, others have 
subtle mucosal abnormalities that may indicate persistent 
disease. Using prospectively collected and standardized 

tumor assessment forms (tAFs), we analyzed individual 
endoscopic characteristics to determine which features 
best predicted residual tumor.

Methods/Interventions: We performed a post hoc anal-
ysis of the oPrA trial, which randomized patients with 
stage ii/iii rectal adenocarcinoma to receive induction or 
consolidation total neoadjuvant therapy (tnt). surgeons 
completed a restaging tAF by selecting from a list 
of endoscopic characteristics corresponding to complete 
(ccr), near complete (ncr) and incomplete (icr) clinical 
response. in the absence of other concerning features, 
patients with a ccr or ncr proceeded with noM. 
outcomes were measured two years after initial restaging 
with patients divided into two categories. the tumor free 
(tF) group included patients with a sustained ccr or a 
pathologic complete response. the residual tumor (rt) 
group consisted of patients with an icr and those who 
experienced local regrowth within two years of restaging. A 
backwards-selected multivariate logistic regression model 
adjusting for nodal disease, tnt treatment arm and indi-
vidual endoscopic features was built to identify indepen-
dent predictors of rt.

Results/Outcome(s): 258 patients underwent restaging 
at a median of 7.7 weeks after tnt; 126 (48.8%) of them 
had rt. Patients with nodal disease at diagnosis (80% vs. 
64%; p=0.004) and who received induction tnt (56% vs. 
40%; p=0.013) were more likely to have rt. endoscopic 
features associated with rt included several characteris-
tics corresponding to a ncr, such as ulcer (21% vs. 4.5%; 
p<0.001), nodularity (25% vs. 11%; p=0.006) and irregular 
mucosa (26% vs. 8.3%; p<0.001). on multivariate regres-
sion analysis, visible tumor (or 21.8; 95%ci 8.9-62.3) 
and ulcer (or 6.62; 95%ci 2.54-19.7) remained the 
strongest predictors of rt. other independent predictors 
included irregular mucosa (or 3.46; 95%ci 1.51-8.25), 
nodularity (or 2.62; 95%ci 1.19-5.89), nodal disease at 
diagnosis (or 2.14; 95%ci 1.08-4.35) and induction tnt  
(or 1.91, 95%ci 1.05-3.52).

Conclusions/Discussion: Using prospectively collected 
and standardized endoscopic data, this study demonstrated 
that LArc patients with ulcer, nodularity, irregular 
mucosa and visible tumor at restaging had higher odds of 
harboring residual disease. Understanding the negative 
prognostic implications of these characteristics will enable 
surgeons to better select candidates for noM.
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LOCAL RECURRENCE-FREE SURVIVAL AFTER 
TaTME: A CANADIAN INSTITUTIONAL 
EXPERIENCE.

Abstract session M11

o. Hershorn, A. Ghuman, A. Karimuddin, P. Phang, 
M. raval, c. brown
Vancouver, BC, Canada

Purpose/Background: transanal total mesorectal exci-
sion (tatMe) is a novel surgical treatment for mid to 
low rectal cancers. norwegian population data has raised 
concerns about local recurrence in patients treated with 
tatMe. our objective was to analyse local and distant 
recurrence-free survival in patients treated by tatMe for 
rectal cancer at a high-volume academic tertiary center in 
canada.

Methods/Interventions: this is a retrospective study 
utilizing a prospectively maintained institutional tatMe 
surgery database. All patients treated by tatMe for rectal 
adenocarcinoma were included. Patient demographics, 
treatment and outcomes data were analysed. Local recur-
rence, disease free and overall survival were analysed using 
Kaplan Meier analysis.

Results/Outcome(s): between 2014 and 2022, 304 
patients were treated by tatMe at st. Paul’s Hospital. 
of these, 280 patients met inclusion criteria. Median age 
was 62 (range 24-90) years and 68% of patients were male. 
the median bMi was 26 (range 17-48) kg/m2 with 27% 
having a bMi ≥ 30 kg/m2. the median tumour height 
was 6 cm from the anal verge. Most patients underwent 
neoadjuvant therapy prior to surgery (69%, 192/280). the 
majority (271/280) of patients had restorative resection 
with a conversion rate from laparoscopic to open of 6.8%. 
optimal tMe (negative distal/circumferential margin, 
complete or near-complete tMe) was demonstrated on 
pathology in 94% (252/269). Median follow-up was 28 
months (range 0-90) and 76% (212/280) achieved reestab-
lishment of Gi continuity to date. crude local recurrence 
rate was 5.7%, (16/280) with a distant recurrence rate of 
11.1% (31/280).

Conclusions/Discussion: recent european data has 
challenged the presumed oncologic safety of tatMe. 
However, the learning curve for this procedure is chal-
lenging and poor outcomes are associated with low volume. 
this is the largest single-centre study to date and confirms 
an acceptable local recurrence rate consistent with the 
current standard.

LONGITUDINAL ANALYSIS OF LOCAL 
RECURRENCE AND SURVIVAL AFTER 
TRANSANAL ABDOMINAL TRANSANAL 
RADICAL PROCTOSIGMOIDECTOMY (TATA) 
FOR LOW RECTAL CANCER.

Abstract session M12

J. Marks, H. saidi, t. reif De Paula, t. ikner, 
H. schoonyoung, D. Keller
Wynnewood, PA

Purpose/Background: the tAtA was developed for 
sphincter preservation in very low rectal cancers. since 
inception, it served as a catalyst for disruptive transanal 
procedures and platforms. to date, benefits of the tAtA 
for short-term outcomes, function, and quality of life have 
been well demonstrated. With the controversy over safety 
with high recurrence rates in other sphincter preserving 
techniques, further study of the tAtA long-term onco-
logic outcomes is warranted. our goal is to evaluate the 
long-term recurrence and survival outcomes after tAtA 
for low rectal cancers. our hypothesis is that long-term 
data will show the tAtA consistently yields superior clin-
ical and oncologic outcomes for the most difficult rectal 
cancer resections.

Methods/Interventions: A prospective cancer registry 
from a single tertiary referral center was reviewed for 
patients with a primary rectal adenocarcinoma who had 
a tAtA between 10/1/98-10/1/2020 (minimum 2 years 
follow-up). Patients with low cancers (within 5cm of the 
anorectal ring [Arr]) who received neoadjuvant chemo-
radiation (nAcrt) were included. Patient and cancer 
demographics and clinical and pathological outcomes 
were evaluated by univariate analysis. Kaplan-Meier 
analysis assessed the recurrence and survival data. the 
main outcome measure was 5-year local recurrence (Lr). 
secondary outcomes were disease-free survival (DFs), 
overall survival (os), and overall morbidity and mortality.

Results/Outcome(s): 506 patients had a tAtA during 
the study period; 227 met inclusion criteria and were eval-
uated. Patients were 70% male (n=160) and a mean 58.5 
years old (sD 11.5). Mean tumor distance from the Arr 
was 1.2 cm (sD 1.1). 73.8% (n=135) patients had a good 
response to nAcrt (Mandard tumor regression Grade 
[trG] 1 or 2), while 26.2% (n=48) had a poor response 
(trG 3, 4, or 5). cases were primarily laparoscopic 
(74.4%) or robotic (13.2%). there were no intraoperative 
conversions. All distal and proximal margins were negative; 
1 (0.4%) had a positive radial margin. the total mesorectal 
excision was complete in 98%. the mean length of stay 
was 5 (sD 2.8) days. the 30-day morbidity rate was 7.5% 
(n=17), with 1 no mortalities. After a median follow-up 
of 65.6 (iQr 42.1-103.8) months, 6 patients (2.6%) 
developed Lr (median time to Lr 32.9 months) and  
42 (18.5%) patients developed distant metastasis (median 
time to Mets 22.5 months). the 5-year os rate was 82.8% 
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and 5-year DFs was 79.3%. there were no development of 
carcinomatosis or multi focal pelvic recurrence.

Conclusions/Discussion: the tAtA demonstrated 
excellent long-term locoregional control and survival 
in very low rectal cancers. As controversy surrounds 
other sphincter-preserving techniques, the tAtA superior 
outcomes are durable over time. With this validation a 
standardized training course, to expand sphincter pres-
ervation surgery with good oncologic outcomes, merits 
consideration.

LONG-TERM COMPLICATIONS AFTER 
LAPAROSCOPIC AND ROBOTIC TOTAL 
MESORECTAL EXCISION WITH LATERAL 
PELVIC NODE DISSECTION IN LOCALLY 
ADVANCED RECTAL CANCER.

Abstract session M13

H. Kim, G. choi, s. song
Daegu, Korea (the Republic of)

Purpose/Background: serious postoperative compli-
cations that arise when performing lateral pelvic node 
dissection (LPnD) have been the main cause hesitating to 
adopt this procedure. However, little is known about rela-
tive risk of long-term complications after LPnD compared 
to total mesorectal excision (tMe) in locally advanced 
rectal cancer. We investigated the incidence of long-term 
complications after preoperative crt, followed by cura-
tive tMe with LPnD in locally advanced rectal cancer.

Methods/Interventions: Patients undergoing tMe with 
or without LPnD after preoperative crt for rectal cancer 
between 2011 and 2019 were analyzed. All operations were 
performed by laparoscopic or robotic approach. Long-term 
complications were defined as an event that appears after 
≥ 90 days after surgery.

Results/Outcome(s): 406 patients undergoing tMe 
(tMe group) and 165 patients undergoing tMe with 
LPnD (LPnD group) were evaluated. chronic complica-
tion rate was 14.3% in the tMe group and most common 
complication was chronic anastomotic leakage, similar 
rate to the LPnD group (12.3% vs. 11.5%). in addition, 

permanent stoma formation was also similar between the 
two groups (2.8% vs. 4.8%). 8.4% of patients still had 
chronic sinus in the tMe group. chronic complication 
rate was 36.6% in the LPnD group: lymphocele was 
most common as 17.7% and 7.9% of patients had urinary 
complications due to urinary stricture and pelvic sidewall 
adhesion. the readmission rate for treating chronic compli-
cations was 20.7%. Among 29 patients with lymphocele,  
13 patients (41%) experienced spontaneous absorption 
and 10 patients (34.5%) required surgical drainage, PcD 
insertion, or antibiotics use. binominal logistic regression 
showed pathologic LPn metastases (odds ratio, 2.661; 95% 
confidence interval; 1.317-5.378; P=0.006) and a higher 
number of harvested LPn (odds ratio, 1.127; 95% confi-
dence interval; 1.046-1.213; P=0.002) to be significantly 
associated with chronic complications after LPnD. At 
the last follow-up [median follow-up of 43 months (range, 
4.9-84.5 months)], 15.9% of patients still had unresolved 
chronic complications.

Conclusions/Discussion: Patients undergoing tMe 
with LPnD experienced higher chronic complications than 
those undergoing tMe alone. therefore, we should work 
to reduce the unique complications including lymphocele 
and urinary problems after tMe with LPnD.

ANAL ADENOCARCINOMA TREATED IN THE 
ERA OF TOTAL NEOADJUVANT THERAPY AND 
NON-OPERATIVE MANAGEMENT.

Abstract session M14

Y. Feferman, s. Gebran, J. Yuval, J. smith, i. Wei, 
M. Weiser, J. Garcia-Aguilar, e. Pappou
New York, NY

Purpose/Background: Anal adenocarcinoma is rare 
and represents a surgical and oncological treatment chal-
lenge. Whether the approach of neoadjuvant treatment in 
the form of total neoadjuvant treatment (tnt) followed 
by “Watch & Wait” (W&W) can be effectively used is 
unclear. We analyzed the patterns of care and outcomes 
based on the treatment strategy.

Methods/Interventions: Patients treated with anal 
adenocarcinoma (2004-2019) at our institution were 
retrospectively reviewed from a prospectively maintained 
database. We analyzed data regarding patient and disease 
characteristics, and outcomes of each treatment approach.



 39

Results/Outcome(s): We identified a study population 
of 176 patients with anal adenocarcinoma. ninety-four 
patients were included in the final analysis. Most patients 
presented with stage ii disease (n = 37, 39%), followed 
by stage iii (n = 32, 34%) and stage i (n = 17, 18%). 
Fourteen patients presented with stage iV disease and were 
excluded. Fifty-six patients (60%) were treated with tnt; 
32 (57%) of which continued in W&W after achieving a 
clinical complete response and 24 (43%) proceeded with 
surgery. thirty-eight (40%) had surgery upfront. Patients 
who underwent tnt followed by surgery were younger 
(mean age 59, Vs. 70 (W&W), 68 (upfront surgery),  
p = 0.009), more often had history of ibD (28%, vs. 4% 
(W&W), 8% (upfront surgery) p = 0.014) and predomi-
nantly had stage iii at diagnosis (55%, 41% (W&W), 16% 
(upfront surgery), p = 0.008). Patients who underwent 
upfront surgery commonly presented with stage i (34%, 
vs. 18% overall, P = 0.002) or stage ii disease (45%).  
the median length of follow-up was 88 months (iQr 
39-159 months). Five patients (16%) experienced local 
regrowth after initial W&W approach and required local 
excision (n = 1) or APr (n = 4). Patients who received 
tnt followed by surgery more often underwent APr 
as most definitive surgery, compared to patients in the 
upfront surgery group (90% Vs. 68%, p = 0.039). Patients 
who received tnt followed by surgery were found to have 
pathologic complete response rate in 24% of cases (n = 7). 
Distant-metastasis-free survival at 3 years was 74% in the 
upfront surgery group; 75% in tnt followed by surgery 
group; and 58% in tnt followed by W&W. Locoregional 
recurrence rate of 29.6% was identified in the W&W 
group.

Conclusions/Discussion: the treatment of anal adeno-
carcinoma is evolving. our results suggest that for locally 
advanced anal adenocarcinoma, tnt with attempt at 
W&W can be considered in highly selected patients, with 
acceptable local regrowth rates.

Figure 1. treatment Allocation Flow Diagram.

SURGICALLY RELEVANT THRESHOLDS FOR 
THE SHORT INFLAMMATORY BOWEL DISEASE 
QUESTIONNAIRE (SIBDQ) IN CROHN’S 
DISEASE.

Abstract session M15

t. Ueland, A. Hawkins, s. Horst, F. Ye, A. Mccoy
Nashville, TN

Purpose/Background: Despite interest in patient-re-
ported outcome scores to track progression in crohn’s 
Disease, frameworks to incorporate them into the surgical 
decision-making process are lacking. the sibDQ is a 
validated measure of ibD-specific quality of life (QoL). 
the primary aim of this study was to establish surgi-
cally-relevant sibDQ threshold scores: 1) a ‘resection 
red zone’ suggesting poor QoL that would likely benefit 
from surgical intervention, and 2) a ‘nonoperative green’ 
zone suggesting continued medical management. scores 
between ‘resection red’ and ‘nonoperative green’ zones 
were assigned to an ‘indeterminate yellow’ zone. the 
secondary aim was to determine whether lower QoL scores 
is associated with crohn’s-related bowel resection when 
controlling for phenotype variation. We hypothesized that 
lower sibDQ score is associated with bowel resection in 
adjusted analysis.

Methods/Interventions: All adult crohn’s Disease 
patients completing an sibDQ between 2020-2022 were 
stratified into crohn’s-related bowel resection within  
90 days of sibDQ completion versus medical management. 
surgically-relevant score thresholds were established using 
standard anchor- and distribution-based methods. to 
identify ‘resection red’ zone candidates, we calculated the 
25th percentile score among the bowel resection group, 
and the threshold with at least 85% specificity while 
maximizing sensitivity in receiver operating characteristic 
(roc) analysis. similar calculations yielded the ‘nonop-
erative green’ zone: the 75th percentile score among the 
medical management group, and the threshold with at 
least 85% sensitivity while maximizing specificity in roc 
analysis. in adjusted analysis, logistic regression assessed 
the effect of sibDQ score when controlling for disease 
phenotype on the outcome of subsequent bowel resection.

Results/Outcome(s): over 2.5 years, 2003 patients 
were included with 102 (5.0%) undergoing crohn’s-
related bowel resections. the sibDQ ‘nonoperative green 
zone’ threshold ranged from 57 to 62 and the ‘resection red 
zone’ ranged from 39 to 40. there were 271 patients below 
the ‘resection red’ and 906 patients above the ‘nonopera-
tive green’ zones. When comparing across red vs yellow vs 
green zones, there were differences in sibDQ scores (mean 
(sD), 33 (5) vs 50 (5) vs 63 (3), p<0.001), bowel resection 
frequency (12% vs 6.8% vs 1.5%, p<0.001), and Harvey 
bradshaw index (Hbi) scores (mean (sD),10.0 (4.9) vs 
5.1 (3.4) vs 1.8 (2.1), p<0.001). When controlling for 
age, sex, bMi, medications, disease pattern and location, 
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resection history, and Hbi, lower sibDQ scores remained 
associated with 90-day bowel resection (or 0.95 (95%  
ci 0.92, 0.97; p<0.001)).

Conclusions/Discussion: this study generated clini-
cally meaningful QoL thresholds based on existing surgical 
decision-making patterns, providing a framework for both 
clinicians and patients considering bowel resection for 
crohn’s disease.

Figure 1: surgically-relevant threshold scores for the short inflammatory 
bowel disease questionnaire. ‘resection red’ and ‘nonoperative green’ 
thresholds identified through receiver operating characteristic curve 
analysis

LONG-TERM OUTCOME OF THE KONO-S 
ANASTOMOSIS. A MULTICENTER STUDY.

Abstract session M16

A. Fichera1, A. Mangrola1, K. olortegui2, D. rebollo3, 
s. stringfield1, M. Kapadia4, s. Madduri4, M. Krane3

1Dallas, TX; 2Chicago, IL; 3Seattle, WA; 4Chapel Hill, NC

Purpose/Background: Postoperative recurrence 
remains a significant problem in crohn’s disease (cD) 
despite improvement in medical therapy. the mesentery 
has been identified as a major culprit in disease recurrence. 
the Kono-s anastomosis was designed to exclude the 
mesentery from the anastomotic lumen, to limit luminal 
distortion and to preserve innervation and vascularization 
with excellent results in terms of safety and prophylaxis of 
disease recurrence. the aim of this multicenter study is to 
review the postoperative and long term outcomes of the 
Kono-s anastomosis in a large series of consecutive unse-
lected cD patients.

Methods/Interventions: consecutive cD patients 
undergoing resection and Kono-s anastomosis at four 
academic medical centers were included in a prospec-
tive database and retrospectively reviewed. Patients were 
excluded if an anastomosis was not performed. recurrence 
was defined as endoscopic (rutgeerts >i2a), clinical, 
laboratory (postoperative crP and Fecal calprotectin), 
and surgical including endoscopic intervention on the 
anastomosis.

Results/Outcome(s): between May 2010 and June 
2022, 184 consecutive cD patients underwent restoration 
of intestinal continuity via a Kono-s anastomosis at four 
major academic institutions. Demographics and disease 
characteristics are listed in table 1. the mean duration 
of disease at the time of surgery was 145.8 months and  
78 patients (42.4%) had previous surgery for cD. there 
were 32 patients (17.8%) actively smoking at the time 
of surgery and 99 (53.8%) were on biologic therapy. 
Anastomotic failure occurred in 3 cases (1.6%) with  
2 patients requiring return to the operating room (1.1%). 
in addition 14 patients had a surgical site infection (ssi) 
(7.7%). With a median follow-up of 25 months, clinical 
recurrence was reported in 49 patients (26.6%), endo-
scopic in 8 (11.3%), laboratory in 8 (13.3%) by elevated 
crP and 4 (23.5%) by elevated calprotectin, and finally 
surgical recurrence in 3 requiring endoscopic intervention 
on the anastomosis (2.5%) and in 9 requiring surgery 
involving the anastomosis (6.3%). in the bivariate analysis 
only the presence of postoperative ssi was associated with 
surgical recurrence involving the anastomosis

Conclusions/Discussion: this is the largest series of 
consecutive, unselected Kono-s anastomoses reported to 
date. our cohort showed a very low anastomotic failure 
and ssi rates despite the complexity of the patient popu-
lation. the overall very low recurrence rates noted in our 
series is in part due to the intrinsic advantages of the anas-
tomotic configuration, but also to the low septic complica-
tions, a known risk factor for postoperative recurrence. in 
conclusion the Kono-s anastomosis in experienced hands 
is a safe and reliable anastomotic technique with low 
complications and recurrence rates.
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DUODENAL CROHN’S DISEASE: LOCATION 
DICTATES OPERATION.

Abstract session M17

n. McKenna, K. bews, M. Mirande, F. Abarca rendon, 
A. ofshteyn, t. Peponis, s. Kelley, K. Mathis
Rochester, MN

Purpose/Background: surgical management of 
duodenal crohn’s disease (cD) is rarely described, and 
operative options include bypass, stricturoplasty, or resec-
tion. What factors dictate operation selection and whether 
differences exist in outcomes is unknown. We aimed to 
analyze what factors dictate operation choice and to assess 
differences in short and long-term outcomes after surgery 
for duodenal cD.

Methods/Interventions: A retrospective review was 
conducted of all patients who underwent operative inter-
vention for symptomatic duodenal cD between January 
2000 and March 2021 at one of three tertiary care 
inflammatory bowel disease referral centers. operations 
were classified as either bypass (gastrojejunostomy or 
duodenojejunostomy), stricturoplasty, or duodenal resec-
tion. the site of most proximal duodenal involvement 
(proximal=pylorus and duodenal bulb, mid=2nd and 3rd 
portion, distal=4th portion), operative characteristics, 
30-day postoperative outcomes, and the need for future 
endoscopic intervention or surgery for duodenal cD were 
collected. Univariate comparisons between the operation 
types were performed.

Results/Outcome(s): 40 patients (55% female) with 
a median age of 46 years (interquartile range [iQr], 
31-59.5) had a bypass (n=26; 65%), stricturoplasty (n=8; 
20%), or resection (n=6; 15%). Median age of diagnosis 
of cD was 23.5 years (iQr, 17-40.5), and over half of the 
patients had undergone prior surgery for cD (58%). nearly 
half of patients (48%) were on a biologic agent before 
surgery, while patients were less often on immunomodula-
tors (23%) or steroids (15%). operation type varied by the 
most proximal extent of duodenal involvement. Patients 
with proximal duodenal cD underwent bypass operations 
more commonly than those with mid- or distal duodenal 
disease (p=0.03). All operations were performed open 
except for four bypasses. Patients who underwent duodenal 
stricturoplasty more often required concomitant opera-
tions for other sites of small bowel or colonic cD (63%) 
compared to those who underwent bypass (39%) or resec-
tion (33%). infectious complications occurred after 30% 
of operations, but none were anastomotic complications 
from the area of duodenal cD. no patients required subse-
quent surgery for duodenal cD at a median follow-up of  
2.8 years, but two patients required endoscopic dilation 
(n=1 after stricturoplasty, n=1 after resection). Patients 
who underwent stricturoplasty (75%) and resection (100%) 
remained on maintenance medication for cD more often 
than those who had a bypass performed (54%) (p=0.09).
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Conclusions/Discussion: Patients who require surgery 
for duodenal cD appear to represent a subset of patients 
with a more severe cD phenotype, represented by a 
younger age of diagnosis and a high rate of prior resection 
for cD. choice of operation varied by proximal extent of 
duodenal cD, but all choices resulted in durable long-term 
avoidance of further surgery for duodenal cD.

crohn’s Disease Location, 30-day complications, and Long-term 
Medication Use by operation Performed

VALIDATION OF BODY SURFACE COLONIC 
MAPPING AGAINST HIGH RESOLUTION 
COLONIC MANOMETRY: A NOVEL NON-
INVASIVE TOOL FOR DETECTION OF COLONIC 
MOTILITY.

Abstract session t1

s. seo1, G. o’Grady1, c. Wells1, D. rowbotham1, 
s. calder1, i. bissett1, t. Dickson1, 
n. Paskaranandavadivel1, J. erickson2

1Auckland, New Zealand; 2Lexington, VA

Purpose/Background: Abnormal cyclic motor pattern 
(cMP) activity is implicated in bowel dysfunction, such as 
fecal incontinence and postoperative ileus. High-resolution 
colonic manometry (HrcM) studies have characterized 
cMPs and enabled in-depth analysis of colonic motility in 
research settings. However, manometry is invasive, costly, 
and not widely accessible. A non-invasive method for 
detection of colonic motility from the body surface would 
be a critical advance, but such methods have never been 
validated. this study aimed to validate novel methods for 
Hr body surface colonic mapping (bscM) as an elec-
trophysiological technique for detecting colonic cMPs, 
through spatiotemporal correlation with simultaneous 
HrcM.

Methods/Interventions: Patients were recruited from 
the Auckland District Health board elective colonoscopy 
lists. synchronous recordings of HrcM and bscM were 
performed for 3-4 hours in asymptomatic participants 
with normal colons, with a meal given at the hour mark. 
A signal processing method for bscM was developed to 
specifically detect cMPs non-invasively. Quantitative 
temporal analysis compared the synchronicity of motility 
patterns, detection of meal responses, frequency bands, 
and overall motility index correlations between inva-
sive and non-invasive methods. spatial heat maps were 

analyzed. Usability and patient preference were deter-
mined using a questionnaire.

Results/Outcome(s): A total of 11 participants were 
recruited of which seven had successful simultaneous 
recordings performed (five females; median age: 50 years 
[range: 38 to 63]). Median body mass index was 25.6 
(range: 22.3 to 31.3). Meal responses were successfully 
detected across both the HrcM and bscM techniques, 
and were found to be statistically comparable. the meal 
response duration between HrcM and bscM was similar; 
a mean of 11.2 mins (p = 0.62) difference, and their 
timings (start and end times) were also statistically similar 
(p > 0.7). correlation heat maps demonstrating the origins 
of cMP activity were in agreement. All participants 
preferred bscM to HrcM.

Conclusions/Discussion: this study presents a novel 
non-invasive method for capturing colonic motility 
including colonic cMP activity and meal responses. Data 
was validated by correlation to HrcM and showed local-
ization to the colon. bscM is expected to contribute novel 
insights into the mechanisms of postoperative ileus as 
well as in functional disorders such as fecal incontinence 
and response to sacral neuromodulation. Future studies 
correlating bscM findings with control and symptomatic 
participants at a larger scale will further evaluate cMPs 
as a potential biomarker of colonic function in colorectal 
diseases.

HrcM and bscM motility index: HrcM Mi (black line) and two 
best traces of bscM Mi (blue and orange) are shown using PArAFAc 
analysis. each row represents a single participant and the columns are 
the segments of the colon where manometry data was available (distal, 
transverse and proximal colons).

USE OF MULTIPLE DISEASE-MODIFYING 
DRUGS WITHIN ONE YEAR ASSOCIATED WITH 
INCREASED COLECTOMY IN ULCERATIVE 
COLITIS.

Abstract session t2

M. Mankarious, e. schaefer, J. scow, n. Jeganathan, 
M. Deutsch, A. Kulaylat, W. Koltun, A. Kulaylat
Hershey, PA

Purpose/Background: Disease modifying drugs (DMD) 
demonstrated promising results in inducing clinical remis-
sion of ulcerative colitis (Uc). However, in aggressive 
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phenotypes, the rapid cycling through multiple agents may 
be a surrogate for refractory disease requiring colectomy. 
this study aims to assess the relationship between number 
of DMDs used within the first year of disease treatment 
and the subsequent need for colectomy.

Methods/Interventions: the Marketscan database 
(2005-2020) was queried for inpatient, outpatient, and 
pharmaceutical claims of DMD use in adults. DMDs 
included infliximab, adalimumab, certolizumab, vedoli-
zumab, golimumab, ustekinumab, tofactinib, and ozan-
imod. First claim date for a DMD was the index date 
(iD). Patients with icD-9 or icD-10 codes for Uc within 
1 year prior to iD, continuous enrollment in an insur-
ance plan from 1 year prior to iD, and follow-up of ≥30 
days were included. Patients were categorized based on 
number of DMDs used (1, 2, 3+) within 1 year after iD. 
Landmark date (LD) was identified as the date 1 year 
after iD. the primary outcome was time to colectomy. 
Kaplan-Meier curves were used to estimate cumulative 
incidence of colectomy after the LD by number of DMDs 
prior to LD. Multivariable, time-varying cox proportional 
hazard model estimated the hazard ratio (Hr) of requiring 
surgery. Model included number of DMDs (time-varying 
covariate), age, index date, sex, comorbidity index, and 
pancolitis. to examine if Hr of surgery changed over time 
based on speed of DMD cycling, a test of non-proportional 
hazards was performed. P-values for all data presented is 
<0.05 and considered significant.

Results/Outcome(s): there were 12193 patients iden-
tified with Uc and DMD use. their median age was  
41 years-old and pancolitis was identified in 48.7% of 
patients. At the LD, DMD use of 1, 2, or 3+ had 
decreasing prevalence of 83.3%, 14.8%, 1.8%, respec-
tively, with 5.4% of patients requiring colectomy beyond 
the LD. by 3 years after iD, 27% of patients required 
colectomy, with Hr of 2.41 and 6.96 for 2 and 3+ DMDs 
within the first year compared to 1 DMD (Fig.1). time-
varying analysis of cumulative adjusted Hr to colectomy 
from iD showed increasing use of 2, 3, or 4+ DMDs to 
be associated with increased risk of colectomy (Hr 4.22, 
11.7, and 22.9, respectively) compared to 1 DMD. While 
the number of DMDs in the first year was associated with 
colectomy, the time interval between DMD transition was 
not predictive of colectomy.

Conclusions/Discussion: in patients with Uc with 
poorly controlled disease, using 3+ DMD within 1 year is 
associated with increased likelihood of requiring surgical 
intervention, highlighting the importance of early involve-
ment of surgical teams in the disease-course of patients 
requiring any DMD. However, as more rapid transitioning 
of DMDs did not influence likelihood of colectomy, it is 
reasonable to consider trials of new agents in an effort to 
increase organ preservation

MULTIDISCIPLINARY ROBOTIC MANAGEMENT 
OF COMPLEX ENOMETRIOSIS AT A TERTIARY 
CENTER IN UK: AN INTERIM ANALYSIS.

Abstract session t3

G. Piozzi1, V. burea2, s. stefan1, c. so2, D. tsepov2, 
J. Khan1

1Portsmouth, United Kingdom; 2London, United Kingdom

Purpose/Background: Pelvic endometriosis can have a 
significant impact on the quality of life and often requires 
complex surgical procedures with associated morbidity. 
robotic approach offers distinct advantages to performing 
precision surgery often leading to organ preservation. 
Pelvic endometriosis can involve all pelvic compart-
ments hence requiring input from gynecologists, colorectal 
surgeons, radiologists, hepatobiliary surgeons, and urolo-
gists. Management of such complex patients in a multidis-
ciplinary team can reduce the complication rate, improve 
outcomes, and allows the correct decisions to be made for 
each patient.

Methods/Interventions: robotic endometriosis data-
base at a tertiary center for endometriosis in the UK was 
analyzed. cases with grade iii-iV endometriosis requiring 
combined operation with a colorectal surgeon were iden-
tified between January 2021 and March 2022. All patients 
were managed through a complex gynecological multidis-
ciplinary setting including gynecologists with advanced 
training in robotic endometriosis surgery, robotic specialist 
colorectal surgeons, urologists, radiologists, nurse special-
ists, and database administrator. Demographic and intra-
operative data were collected. Pre and post-operative pain 
scores and quality of life were collected through the british 
society for Gynaecological endoscopy (bsGe) Pelvic Pain 
Questionnaire.

Results/Outcome(s): From a database of 230 robotic 
endometriosis cases, a total of 39 consecutive robotic 
grade iii-iV endometriosis cases were included. Median 
age was 35 (iQr, 30-41) years. Median body mass index 
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was 24 (iQr, 20.3-25.8). type of procedures carried out 
included: shaving 34 (87.2%), Disc excision 3 (7.7%), and 
segmental resections 2 (5.1%). only one (2.6%) patient 
required a stoma. there were no conversions or return to 
theatre postoperatively. Median length of postoperative 
stay was 2 (iQr, 2-4) days. there was no 90-day mortality, 
and no clavien-Dindo grade iii or iV complications. 
All cases were histologically confirmed as endometriosis. 
Median preoperative dyschezia score was 4 (iQr, 2-9), and 
improved to 1 (iQr, 0.5-5) postoperatively (at 6 months). 
Median preoperative score of dyschezia without period was 
1 (iQr, 0-6), and improved to 0 (iQr, 0-1.5) postopera-
tively (at 6 months). Median preoperative score of quality 
of life was 55 (iQr, 37.5-70), and improved to 70 (iQr, 
61-75) postoperatively (at 6 months).

Conclusions/Discussion: A multidisciplinary approach 
to the management of complex pelvic endometriosis can 
offer excellent surgical outcomes with clinical improve-
ment of dyschezia and quality of life. A higher proportion 
of successful shaving in this series suggests that robotic 
approach can enhance the organ preservation rates in 
complex endometriosis. Further analysis is required to 
expand the benefit of the robotic multidisciplinary approach 
for the management of complex pelvic endometriosis.

COMBINED ROBOTIC VENTRAL MESH 
RECTOPEXY AND SACROCOLPOPEXY FOR 
TRICOMPARTMENTAL PELVIC ORGAN 
PROLAPSE.

Abstract session t5

s. ranson, L. bustamante-Lopez, J. Monson, t. Debeche-
Adams
Orlando, FL

Purpose/Background: Pelvic floor dysfunction (PFD) 
is a common and underdiagnosed pathology in females. 
Ventral mesh rectopexy (VMr) is an effective treatment 
for obstructed defecation syndrome and rectal prolapse. 
A robotic approach has grown in popularity due to the 
restricted space of the pelvis and enhanced visibility. 
Multispecialty management should be the approach for the 
treatment of PFD, as there is often multicompartmental 
prolapse (McP). there is no available research to date on 
the robotic-assisted multidisciplinary pelvic floor recon-
struction. the aim of this study was to assess the safety 
of combined robotic VMr and either uterine or vaginal 
fixation for treatment of multicompartmental pelvic organ 
prolapse.

Methods/Interventions: All patients undergoing 
robotic VMr in our institution from March 2018 to 
March 2021 were retrospectively reviewed. For the anal-
ysis, we included all patients with robotic approach and 
combined procedure. Patients who did not undergo a 
combined procedure with urogynecology were excluded. 
All patients were discussed at a dedicated bi-weekly 

pelvic floor multidisciplinary team meeting before planning 
surgery. operative time, blood loss, intraoperative compli-
cations, postoperative PoPQ score, length of stay, 30-day 
morbidity, and readmission were obtained.

Results/Outcome(s): From 2018 to 2021, there were 
321 operations for patients with McP. the mean age was 
63.4 years, and bMi 27.2. the predominant primary PFD 
was rectal prolapse in 170 cases (60%), rectocele in 107 
(38%), and abnormal pelvic descent in 96 (34%). Pelvic 
organ Prolapse Quantification (PoP-Q) scores were 
ii in 146 patients (53%), iii in 121 (44%) and iV in 9 
(3%). 315 of the 323 cases included robotic VMr (98%). 
sacrocolpopexy or sacrohysteropexy was performed in 281 
patients (89%). other procedures included 175 hyster-
ectomies (54%), 104 oophorectomies (32%), 151 sling 
procedures (47%), 149 posterior repairs (46%), and 138 
cystocele repairs (43%). the operative time for VMr was 
211 minutes and combined pelvic floor reconstruction 266 
minutes. the average length of stay was 1.6 days. eight 
patients were re-admitted within 30 days, 1 with a severe 
headache and 7 patients with post-operative complica-
tions (2.5%). the complications included: ileus, urinary 
retention requiring catheterization, pelvic collection, and 
perirectal collection both requiring radiologic drainage. 
Four complications required re-operation: epidural abscess, 
small bowel obstruction, missed enterotomy requiring 
resection, and urinary retention requiring sling revision. 
there were no mortalities.

Conclusions/Discussion: A combined robotic approach 
for multicompartmental pelvic organ prolapse is a safe and 
viable procedure with a relatively low rate of morbidity and 
no mortality. this is the highest volume series of combined 
robotic pelvic floor reconstruction in the literature and 
demonstrates a low complication rate and short length of 
stay.

ACPGBI TRAVELING FELLOW THE ROLE OF 
VITAMIN D IN REDUCING COLORECTAL 
CANCER MORTALITY.

Abstract session t6
P. Vaughan-Shaw



 45

SHORT-TERM OUTCOMES OF PROSPECTIVE 
STUDY OF ONCOLOGIC OUTCOMES AFTER 
LAPAROSCOPIC MODIFIED COMPLETE 
MESOCOLIC EXCISION FOR NON-METASTATIC 
RIGHT COLON CANCER (PIONEER STUDY).

Abstract session t7

s. Yang1, M. Kim2, b. Kye2, s. Park3, J. Park3, J. Kim2, 
b. Min1

1Seodaemun-gu, Korea (the Republic of); 2Seoul, Korea (the 
Republic of); 3Daegu, Korea (the Republic of)

Purpose/Background: the introduction of complete 
mesocolic excision (cMe) with central vascular ligation 
(cVL) for right-sided colon cancer has improved onco-
logic outcomes. recently, we have introduced a modified 
cMe (mcMe) procedure that keeps the same principles 
as the originally described cMe but with a more tailored 
approach. this trial aimed to evaluate the oncologic 
outcomes after laparoscopic mcMe, and here we report 
the short-term outcomes from the trial.

Methods/Interventions: this multi-institutional, 
prospective, single-arm study was done at five tertiary 
referral centers in south Korea. between Aug 11, 2019, 
and May 06, 2021, a total of 250 patients were enrolled 
who were histologically confirmed primary adenocar-
cinoma arising from the right side of the colon located 
between the appendix and the proximal half of the 
transverse colon without distant metastasis. the primary 
outcome of this study is 3-year disease-free survival, but 
the data for this endpoint are not yet mature. therefore 
only the secondary outcomes, incidence of surgical compli-
cations, completeness of mcMe, and distribution of meta-
static lymph nodes, incidence of radial margin involvement 
and the quality of laparoscopic mcMe assessed based 
on photographs of the surgical specimen and the oper-
ation field are reported in this manuscript. this study is 
registered with clinicaltrials.gov, nct03992599. study 
recruitment is complete, and follow-up is ongoing.

Results/Outcome(s): the postoperative surgical 
complication rate was 14%, and the incidence of major 
complications in terms of clavien-Dindo grade iii−iV were 
2.7%. Lymphadenectomy around the origin of the colic 
artery with complete exposure of the sMV or sMA were 
done in 86.8% cases and 74.4% of specimens had meso-
colic plane surgery after reviewing operative field after 
lymph node dissection and resected surgical specimens 
based on photographs. the radial margin was evaluated 
in 207 patients and 8.2% showed less than 1mm. Patients 
with appendix, cecal and ascending colon cancers most 
frequently had metastases in the ileocolic and right colic 
lymph nodes on the main and intermediate stations, 
whereas there were no metastatic lymph nodes along the 
middle colic artery. in patients with hepatic flexure and 

proximal transverse colon cancers, the main and interme-
diate lymph nodes along the right and middle colic arteries 
were most commonly metastatic lymph nodes.

Conclusions/Discussion: Laparoscopic mcMe for 
right-sided colon cancer showed favorable short-term 
postoperative outcomes and surgical quality done by expe-
rienced surgeons. based on the metastatic lymph node 
distribution, more tailored lymphadenectomy is needed 
according to tumor location and disease extent. Whether 
mcMe can benefit patients’ survival needs to be confirmed 
by future disease-free survival results.

PREDICTORS OF EN-BLOC, R0 RESECTION 
AND POST-PROCEDURAL COMPLICATIONS 
FOLLOWING ADVANCED ENDOSCOPIC 
RESECTIONS FOR COLORECTAL NEOPLASMS: 
RESULTS OF 1213 PROCEDURES.

Abstract session t8

s. Yilmaz, i. ozgur, J. sommovilla, A. truong, 
M. Maspero, A. bhatt, b. catalano, D. Liska, s. steele, 
i. Gorgun
Cleveland, OH

Purpose/Background: Advanced endoscopic resec-
tions are commonly used in the treatment of colorectal 
neoplasms that are not suitable for conventional polypec-
tomy. the purpose of this study is to report predictors of 
en-bloc, r0 resection and post-procedural complications 
following advanced endoscopic resections for colorectal 
neoplasms.

Methods/Interventions: Patients who underwent 
advanced endoscopic resections for colonic neoplasms at 
a tertiary care center between november 2011 and August 
2022 were identified using institutional review board 
approved prospectively-maintained database. Advanced 
endoscopic resections included eMr, esD, hybrid eMr/
esD, and combined endoscopic laparoscopic surgery 
(ceLs). en-bloc resection is defined as resection of a lesion 
in one piece. r0 resection is defined as en-bloc resection 
of a polyp with negative margins. Data was presented as 
mean (standard deviation), median [interquartile range 
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(iQr)] or frequency (percent). Univariable and multivari-
able logistic regression models were used to identify the 
predictors of en-bloc, r0 resection, and post-procedural 
complications.

Results/Outcome(s): A total of 1213 resections from 
1047 patients were performed. Median age was 66 years 
(iQr: 58-72) with 485 (46.3%) of patients being female. 
Median bMi was 28.6 kg/m2 (iQr: 24.8-32.6). total colo-
noscopy duration was 69 min (iQr: 47-104). Most lesions 
were in the right colon (n=898, 74%). Mean lesion size 
was 31.6 (16.4) mm. 911 (75.1%) lesions had previous 
interventions. Performed procedures included 681 (56.1%) 
esDs, 311 (25.6%) Hybrid eMr/esDs, 181 (14.9%) 
eMrs, and 40 (3%) ceLs. en-bloc and r0 resection 
rates were 56.5% and 54.3%, respectively. smaller lesions 
and lesions located in rectum had significantly higher 
en-bloc and r0 resection rates. compared to other proce-
dures, esD achieved significantly higher en-bloc (74%) 
and r0 (71.4%) resection rates. early (within 24 hours) 
bleeding and perforation rates were 1% and 5%, respec-
tively. Delayed (after 24 hours) bleeding and perforation 
rates were 4% and 1.6%, respectively. While increasing 
age was a predictor of bleeding [or: 1.05 (95%ci:  
1.03-1.08), p<0.001], lesion size was a predictor of perfo-
ration [or: 1.01 (95%ci: 1.00-1.02), p<0.001]. Most 
common postoperative pathology was tubular adenoma 
(n=513, 42.3%). Adenocarcinoma rate was 6.2%. Within 
a median follow-up of 9.2 months, tumor regrowth rate 
was 6.6%.

Conclusions/Discussion: in this large series of advanced 
endoscopic resections from a high-volume colorectal 
surgery unit, lesion size and location have been shown to 
be significantly associated with en-bloc and r0 resection 
rates. complication rates were acceptable, with age being 
a predictor of bleeding and lesion size being a predictor 
perforation.

TUMOR DEPOSITS SHOULD NOT BE IGNORED 
IN STAGE III COLON CANCER.

Abstract session t9

A. Khan, L. Hakki, e. Do, M. Gonen, c. Firat, 
e. Vakiani, J. shia, M. Widmar, i. Wei, J. smith, 
e. Pappou, G. nash, P. Paty, J. Garcia-Aguilar, M. Weiser
New York, NY

Purpose/Background: colonic tumor deposits (tD) 
are focal aggregates of cancer nodules in adjacent peri-
colic fat or mesentery. current AJcc staging criteria may 
undervalue the prognostic impact of tD in the presence 
of lymph node metastasis (LnM). the current study aims 
to delineate the prognostic capacity of tD, as well as 
understand their relationship with other clinicopathologic 
features.

Methods/Interventions: Using an institutional database 
we identified patients with stage i-iii colon cancer who 
underwent primary surgical resection from January 2017 to 
December 2019. Patients with rectal cancer (< 12cm from 
anal verge), metastatic disease, concurrent malignancy, 
and those who received neoadjuvant treatment were 
excluded. Demographic, clinical, and pathologic data were 
collected by chart review. All pathology was reviewed by an 
in-house gastrointestinal pathologist. Univariate variables 
were assessed using chi-squared, t-test, or Mann-Whitney 
test. Kalpan-Meier was used for survival analysis. Hazard 
ratios were calculated using a cox regression model.

Results/Outcome(s): of the 770 patients included in 
the final study population, 69 (9%) had the pathologic 
presence of tD. the presence of tD was significantly asso-
ciated with the presence of LnM, more advanced t stage, 
poorly differentiated tumors, microsatellite stable pheno-
type, and more lymphovascular and perineural invasion  
(p < 0.05). Multivariable analysis showed the presence of 
tD (Hr 2.55, 95% ci [1.55-4.17]), the presence of LnM 
(Hr 3.51, 95% ci [2.11-5.85]), and stage t3 or t4 tumors 
(Hr 3.13, 95% ci [1.48-6.60]) to be independently asso-
ciated with decreased time to recurrence. Despite the 
association between the presence of tD and the presence 
of LnM, Pearson correlation coefficient demonstrated a 
weakly positive correlation (0.27) between the number of 
tD and the number of positive lymph nodes.

Conclusions/Discussion: tumor deposits are associ-
ated with more advanced disease and the presence of high-
risk pathologic features. the presence of tD and LnM 
were found to be independent risk factors for decreased 
time to recurrence. in our cohort, a patient with both 
LnM and tD is more than twice as likely to have disease 
recurrence when compared with a patient who has LnM 
only (Figure 1). this points to the possibility that tD arise 
from a pathway distinct from lymphatic spread. Future 
AJcc colon cancer staging should not ignore tD in the 
presence of LnM.
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IMMERSIVE VIRTUAL REALITY PLATFORM 
FOR SURGICAL PLANNING AND RESIDENT 
EDUCATION IN LOW PELVIC SURGERY.

Abstract session nt1

P. bystrom, L. Zhao, G. Gantt, A. Mellgren, M. Abdulhai, 
A. Perez-tamayo, V. chaudhry
Chicago, IL

Purpose/Background: colorectal surgery involves 
complex and anatomically challenging operations 
performed in confined operative fields. Virtual reality is 
an emerging technology that has shown great potential in 
facilitating operative planning, staging operative rehearsals, 
and enhancing resident education. Herein, we present a 
novel immersive virtual reality platform and demonstrate 
a model constructed from preoperative cross-sectional 
imaging of a patient with low pelvic colorectal carcinoma.

Methods/Interventions: Volume rendering was 
performed using immersiveView software (chicago, iL) 
utilizing data from preoperative ct and Mri scans in a 
patient with a resectable low pelvic tumor.

Results/Outcome(s): A novel virtual reality platform 
was used to construct a model of the low pelvis from preop-
erative cross-sectional imaging obtained from a patient 
with resectable colorectal cancer. surgically relevant struc-
tures were accurately rendered from the DicoM image 
files. Model construction time was on the order of one day.

Conclusions/Discussion: An immersive volume 
rendered anatomical model was created based on preop-
erative cross-sectional imaging from a patient with 
colorectal carcinoma. this feasibility study proved that 
model construction could be performed accurately and 
within a reasonable timeframe. Potential applications 
include surgical planning, operative rehearsal, and resident 
education.

ASSOCIATING MYOELECTRIC ACTIVITY 
FOLLOWING COLORECTAL SURGERY WITH 
RETURN OF BOWEL FUNCTION.

Abstract session nt2

A. Dill-Macky, s. Juggan, H. Pantel, A. Mongiu, 
V. reddy, i. Leeds
New Haven, CT

Purpose/Background: return of bowel function after 
colorectal surgery is unpredictable and contributes to 
increased lengths of stay and postoperative readmissions. 
the purpose of this study was to determine if the myoelec-
tric activity recorded by a novel wireless patch system 
correlated with left versus right sided colectomies and 
length of stay (Los).

Methods/Interventions: We conducted a single-arm, 
single-site study with patients undergoing colorectal resec-
tions with anastomosis. the myoelectric signals originating 
from patients’ abdomens were recorded by a noninvasive 
wireless patch system linked to a phone-based app. each 
patient received three patches within 4 hours of surgery 
and remained in place throughout the hospital stay. All 
patches were removed at discharge. the app collected 
patient-entered timestamps of their first liquid meal, first 
solid meal, first flatus, and first bowel movement. cloud-
based signal processing algorithms removed extraneous 
noise and isolated myoelectrical activity levels in cycles 
per minute (cPM) correlating with known myoelectric 
signatures of the stomach (2.4-4 cPM), small bowel (5-12 
cPM), and colon (12-28 cPM). the raw time series 
signaling data collected by the patches from each patient 
was converted to weighted peak histograms for succes-
sive 24-hour periods. Patient demographic, preoperative 
clinical information, and auditing of patient-entered func-
tional recovery was collected via chart review of the elec-
tronic medical record. Los for each patient was stratified 
as either expected (<5 days) or late (>5 days).

Results/Outcome(s): 24 patients were enrolled out of 47 
recruited for the study (50% male, mean age = 61 years).  
8 patients underwent right-sided colectomies, 13 under-
went left-sided colectomies, 2 underwent enterectomies, 
and 1 underwent a subtotal colectomy. 22 patients expe-
rienced a standard, uneventful recovery pathway without 
signs of ileus (median Los=2.5 days). 2 patients had 
delayed return of bowel function during their hospital stay 
(median Los=10.6 days). there were no readmissions 
for ileus. the 5-12 cPM signal (small bowel) and the 
12-28 cPM signal (colon) were found to have statistically 
significant differences between the early and late discharge 
groups. For the 5-12 cPM signal, there was significance 
at 12-, 18-, and 24-hours post-op (Figure 1), and for the 
12-28 cPM signal, there was significance at 6-, 12-, 18-, 
and 24-hours post-op (p=0.02, 0.01, >0.01, 0.02, respec-
tively). there were no significant differences in activity 
between left and right sided colectomies.
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Conclusions/Discussion: increased small intestinal and 
colonic myoelectirc activity early postoperatively is associ-
ated with a shorter length of stay. colectomy sidedness did 
not have a significant effect on myoelectric activity levels. 
Further use of gastrointestinal myoelectric signaling may 
help inform clinical decisions regarding the discharge of 
patients even in the first 12 hours after surgery.

Plots demonstrate the log of the intestinal myoelectrical activity for both 
the expected (Los<5 days) and the late group (>5 days).

3D ENDOSCOPIC ULTRASOUND NAVIGATED 
OVERLAPPING SPHINCTEROPLASTY.

Abstract session nt3

A. chandra1, P. rajan1, b. sangal1, s. Kumar2, V. Gupta1, 
M. rajashekhara1, D. Ganesan1, A. Manoharan1

1Lucknow, India; 2Patna, India

Purpose/Background: sphincteroplasty is considered 
the standard surgery for a damaged external sphincter due 
to obstetric and other causes. the short-term results are 
good (74% improved at three months) but the long-term 
outcome is far from satisfactory, decreasing to 48% at 80 
months. this may be attributed to incomplete repair of 
sphincter complex and also injury to the neurovascular 
bundle before or during surgery itself more so for wider 
defects. 3-Dimensional eUs reconstruction aids in evalu-
ating the extent of sphincter damage and completeness of 
sphincter repair in real time. concomitant Doppler eUs 
ensures identification and preservation of anal neurovas-
cular bundle (nVb) bilaterally for optimal sphincter repair. 
Additional advantages include feasibility of isolated repairs 
of internal and external sphincter and accurate sphincter 
defect identification in cases of secondary repair.

Methods/Interventions: the study was conducted at 
a tertiary care hospital from november 2021onwards. All 
patients with severe fecal incontinence, st. Mark’s inconti-
nence score [sMis] > 16) due to anal sphincter injury were 
included in the study. All patients had either grade 3b or 
4-perineal injuries (WHo perineal injury classification) as 
defined on preoperative evaluation. the definitive repair 
was typically carried out after an interval of 3 months 
at our center. Preoperative assessment included - Dre, 
sMis, anal manometry and 3D/doppler eUs.

Results/Outcome(s): 5 patients with mean age of 34 
years (range 18-45 years) underwent 3D eUs guided over-
lapping sphincteroplasty. of them, 2 patients had a prior 
diversion colostomy. the median preoperative sMis was 
18 (range 15- 24). the median preoperative anal squeeze 
sphincter pressure of was 22 mmHg (range 10- 44). All 
5 patients had intact nVb bilaterally on preoperative 
eUs. 2 patients had perineal wound infection and were 
managed conservatively. Mean postoperative hospital stay 
was 3 days. All patients are under follow up till date, mean 
duration 6 months (range 3 – 12 months). on digital rectal 
examination, both resting and squeeze pressures improved. 
the postoperative sMis significantly improved in all the 
patients and varied between 6 and 10. Post-operative anal 
manometry showed marked improvement in both resting 
and squeeze pressures. on postoperative eUs examina-
tions, the complete sphincter wrap could be identified 
along with preserved bilateral neurovascular bundle in all 
5 patients.

Conclusions/Discussion: real time 3D ultrasound 
reconstruction ensures completeness of sphincter repair in 
its entire length. simultaneous use of eUs Doppler probe 
helps to identify and preserve anal neurovascular bundles, 
refining sphincteroplasty. this may translate in better long 
term outcomes requiring further validation.

ON-DEMAND ROBOTICS IN COLORECTAL 
SURGERY.

Abstract session nt5

D. Hahnloser, F. Grass
Lausanne, Switzerland

Purpose/Background: the key benefits of robotics are 
improved precision and control, thanks to fully articu-
lated robotic instruments and enhanced, stable endoscope 
control. However, colorectal procedures also require large 
movements such as medialization of the colon where a 
robotic platform is not always needed. We present the 
world’s first experience in colorectal surgery with a new 
open platform of on-demand robotics.

Methods/Interventions: standard laparoscopic 3-D 
camera, insufflator, trocars and energy devices, available 
in all hospitals performing laparoscopic surgery, are used 
in combination with the Dexter system from Distalmotion 
sA, which includes two robotic instrument arms, one 
robotic endoscope arm and a sterile surgeon console. We 
present the first colorectal cases using the Dexter system.

Results/Outcome(s): Mesh ventral rectopexy and 
oncological right colectomies were the first cases. All 
surgeries could be conducted as planned using 4 standard 
laparoscopy 10/12mm trocars (3 robotic and one assistant). 
Ventral mesh rectopexies were fully robotic, requiring no 
switch form standard laparoscopy to robotic assistance. 
the robotic platform was used for central vascular ligation 
(cVL) in all oncologic colectomies, whereas medialization 
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of the colon and transection was performed with stan-
dard laparoscopy. For intracorporal anastomosis stapling 
was performed by standard laparoscopy and suturing of 
the defect with robotic assistance. the switch between 
laparoscopy and robotics was performed in a median of 
25 seconds. cases of sigmoidectomies and low anterior 
resections will also be shown.

Conclusions/Discussion: on-demand robotics is 
feasible and combines the best of two worlds: robotics 
where precision and enhanced dexterity are required and 
standard laparoscopy where it is at its best. the surgeon 
remains scrubbed-in at all times, allowing a switch between 
robotics and laparoscopy within seconds.

TWO-YEAR-EXPERIENCE WITH THE 
FULLY ARTICULATED LAPAROSCOPIC 
ARTISENTIAL® INSTRUMENTS: THE FIRST 100 
PROCEDURES.

Abstract session nt6

i. Darwich, M. Abuassi, M. scheidt, F. Willeke
Siegen, Germany

Purpose/Background: Under the collective term 
Artisential®, novel fully articulated laparoscopic instru-
ments have been in clinical use in europe and specifically 
in Germany since early on in 2021. A 360° articulated 
end-effector allows for a 7-degrees-of-freedom level of 
dexterity in these mechanically driven instruments. in a 
time frame of two years, one hundred Artisential® assisted 
surgical procedures were performed in our department. We 
present here our current data with special focus on safety.

Methods/Interventions: Prospectively collected data of 
patients who underwent an Artisential® assisted laparo-
scopic procedure between september 2020 and september 
2022 was entered into a dedicated registry. retrospective 
data analysis was performed. indications for surgery 
included colorectal cancer, diverticular disease, inflam-
matory bowel disease, obstructed defecation syndrome, 
endoscopically non-resectable adenoma, chronic anas-
tomotic fistula after low anterior resection (LAr), liver 
tumor, incisional hernia, inguinal hernia, adrenal tumor 
and symptomatic cholelithiasis.

Results/Outcome(s): 100 Artisential® assisted surgical 
procedures were performed in 99 patients (38 f, 61 m) with 
a median age of 63 years (32-88) and a bMi of 27 Kg/m2  
(19-51). the performed procedures included 36 LAr with 
tMe (2 Hartmann procedures included), 8 LAr with 
PMe, 5 APr, 24 left and sigmoid colectomies, 4 right 
colectomies with cMe, 4 laparoscopic ventral mesh recto-
pexies, 2 proctocolectomies, 2 turnbull-cutait procedures, 
2 tAMis, 1 atypical liver resection (segment 4), 2 typical 
liver resections (segment 7), 2 right hemihepatectomies, 
2 right adrenalectomies, 2 tAPP inguinal hernia repairs, 
2 eMiLos incisional hernia repairs, 1 laparoscopic rives-
stoppa hernia repair and 1 cholecystectomy. the median 

operative time was 225 minutes (35-458). there was a 
single conversion to open (1%) in one right hemihepatec-
tomy because of excessive bleeding during parenchymal 
resection. there were no conversions to using straight 
sticks and no intraoperative complications with exception 
of the above-mentioned bleeding. the ebL was 20 ml 
(0-1500). Patients who were operated on for malignancy 
received an adequate oncologic resection with a median 
number of lymph nodes of 15 (12-34) and an r0 rate of 
100%. the median Los was 7 days (1-36). the postop-
erative complication rate was 9.2% (clavien-Dindo ii:  
1 patient, clavien. Dindo iiib: 8 patients). there were  
2 readmissions, one unrelated. one postoperative mortality 
(1%), deemed unrelated, was due to superior mesenteric 
artery thrombosis and acute mesenteric ischemia.

Conclusions/Discussion: 100 cases show that the use of 
the fully articulated Artisential® laparoscopic instruments 
to perform complex wide-spectrum surgery is feasible and 
safe. Furthermore, a benefit in terms of reduction of the 
conversion-to-open rate can be suggested since no conver-
sions were registered in all colorectal procedures.

COLORECTAL SURGERY USING THE NEW 
HUGO RAS ROBOTIC SYSTEM: INITIAL 
EXPERIENCE.

Abstract session nt7

G. Jebakumar1, V. Munikrishnan2, s. sWAin2, 
A. bAsKArAn2, L. JAYAPAL2

1Vellore, India; 2Chennai, India

Purpose/Background: background: robotic surgery 
for colorectal surgery is evolving. over the last decade 
there has been increased adoption in the use of surgical 
robotics. the challenges for wider adoption include access 
to technology, training and cost. the Hugo ras system has 
been recently introduced for general surgery. We present 
the initial experience with using this new platform for 
colorectal procedures.

Methods/Interventions: Methodology: this is a retro-
spective study done at our tertiary referral center in india. 
We included all patients who underwent robotic colorectal 
surgery for various indications with the HUGo rAs 
platform from December 2021 to september 2022. the 
technical safety of the robotic system, docking duration, 
surgery duration, and assistant ergonomics were analyzed. 
HUGo robotic arm has 6 joints with an innovative tilt 
joint. this provides more flexibility and a large range of 
movement that makes multiquadrant surgery easy. the 
arms can be deployed in numerous configurations around 
the operating table

Results/Outcome(s): results: twenty five robotic 
colorectal procedures (Low anterior resection n=16, 
APr n=2, right hemicolectomy n=6, rectopexy n=1)
were performed using the HUGo rAs platform. the 
Medtronic system was safe technically and there were no 
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untoward event endangering patient safety in any proce-
dure. there was no conversion to open procedure in any of 
these cases. the average duration of docking was 30 mins 
and this duration decreased with assistants familiarity over 
time. there were no unplanned blood replacement intra-
operatively. the intra and early post operative outcome 
was uneventful with no complications in any patient. the 
ergonomics for the assistant was better in this system with 
the correct placement of the cart and arm angles as per the 
HUGo protocol.

Conclusions/Discussion: conclusion our experience 
with the HUGo system was the first in the Asian conti-
nent. the HUGo rAs system is very promising in 
terms of technical safety. the early surgical and onco-
logic outcomes in this early experience is comparable to 
published outcomes with other robotic platforms. this new 
platform offers another alternative and may reduce the 
cost of robotic surgery.

SCANNER ASSISTED CO2 LASER: THE NEW 
ERA OF CO2 LASER IN PROCTOLOGY.

Abstract session nt8

i. Giani, c. elbetti
Firenze, Italy

Purpose/Background: Proctological surgery is still 
strongly correlated with intense and disabling post-oper-
ative pain. Despite the introduction of new technologies 
and new surgical strategies the treatment of the anoderm 
area is burdened with pain. co2 laser technology has 
found new life thanks to the introduction of new tools 
such as the surgical scanner, the high precision microma-
nipulator and the association in specific cases to the oper-
ating microscope, with the aim of overcoming the limits 
of the first generation co2 laser. Aim of this study is to 
explore the effectiveness of scanner-assisted co2 laser in 
Proctology.

Methods/Interventions: From April 2021 to April 2022, 
all consecutive patients who affected by proctological 
disease suitable for surgery, were evaluated for a possible 
use of scanner assisted co2 Laser technology. All proce-
dures were evaluated on the basis of technical parameters 
such as: feasibility of the surgeon with scanner assisted 
co2 Laser (VAs 0-10), docking time (minutes), surgical 
time (minutes), intraoperative complications, 1 month 
postoperative complications, average and maximum post-
operative pain (VAs 0-10) within 7 days, painkiller days. 
Paracetamol 1 g every 8 h was prescribed for the first 24 h  
and then continued according to each patient’s need. 
Ketorolac 15mg was prescribed as rescue.

Results/Outcome(s): the total number of patients 
was 198 and the pathologies treated were: anal fissure, 
anal fistula, haemorrhoids, skin tags, pilonidal cysts, HPV 
related lesions. the number of surgeons involved was 5: 
the technical feasibility reached an average VAs value of 

7.8 (range 7 - 8). Docking times was less than 3 minutes, 
surgical time varied between 5 and 20 minutes (mean value 
12 minutes). no changes in surgical strategy were recorded 
for either intraoperative pain or technical complications. 
there were only 3 minor intraoperative bleeds that were 
treated with monopolar-bipolar energy. the postoperative 
complications recorded at 1 month were: 5 patients who 
did not respond to painkillers and 3 patients had delayed 
wound closure. Post-operative pain was measured at  
7 days: the average value recorded was 4.2 (range 0 - 8), 
the maximum value was 5.5 (range 4 - 10) while the 
average painkiller days was 4 (range 1-10).

Conclusions/Discussion: scanner assisted co2 Laser 
has proved to be a useful aid for proctological surgery 
allowing extremely precise ablation, vaporization and 
debridment procedures with minimal lateral thermal diffu-
sion and reduced secondary post operative pain. Wound 
healing was rapid, elastic and stable. the wide versatility 
of pulse shape and energy delivery proved to be an added 
value by allowing an extreme modulation of the energy 
delivered according to each specific situation. studies 
on single surgical procedures, multicentric and based on 
comparison with traditional techniques are the next steps 
necessary to guarantee the good results showed in this 
preliminary experience.

EVALUATION OF THE USABILITY OF THE 
SAFEHEAL COLOVAC ANASTOMOSIS 
PROTECTION DEVICE AS AN ALTERNATIVE 
TO PROTECTIVE ILEOSTOMY AFTER LOW 
ANTERIOR RESECTION FOR RECTAL CANCER 
IN THE SAFE-2 TRIAL.

Abstract session nt9

e. Hain1, J. Lefevre5, J. Martz1, J. Marcet2, K. Zaghiyan3, 
D. sherwinter4, e. McLemore3, P. sylla1

1New York, NY; 2Tampa, FL; 3Los Angeles, CA; 4Brooklyn, 
NY; 5Paris, France

Purpose/Background: the colovac device (cD) is 
a flexible bypass sheath anchored to the colon above a 
freshly constructed colorectal anastomosis (crA) using a 
vacuum stent. the sheath is intended to shield the anas-
tomosis from exposure to feces during a 10 day implan-
tation period, so routine diverting loop ileostomy (DLi) 
is avoided and only performed in cases of incomplete 
anastomotic healing on imaging at the time of planned cD 
removal. sAFe-2 is a pivotal, multicenter, prospective, 
randomized controlled iDe trial evaluating the cD safety 
and effectiveness in patients undergoing sphincter-saving 
curative low anterior resection (LAr) for rectal cancer 
(nct5010850). cD usability was assessed in the initial  
10 run-in non-randomized subjects to capture any chal-
lenges during cD deployment.

Methods/Interventions: 10 patients underwent LAr 
with cD anastomotic protection across 6 Us centers from 
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January to May 2022. Following the crA construction, the 
introducer was advanced 15 cm above the sacral promon-
tory (sP). the cD was released to deploy the stent into the 
colon. the introducer was withdrawn transanally, uncov-
ering the sheath covering the colonic wall from the stent 
to just below the anus. two tubes alongside the stent were 
connected to 2 vacuum bottles. After the surgery, surgeons 
assessed the feasibility and occurrence of any issues during 
cD placement. After 10 days of implantation, a ct scan 
was performed to confirm crA integrity, followed by cD 
endoscopic removal. Patients without anastomotic leakage 
(AL) were discharged home and those with a radiologic 
AL had a DLi. AL were classified according to isrec.  
A clinically significant cD migration was defined as a stent 
position below the sP documented on X-ray or ct scan.

Results/Outcome(s): cD insertion and deployment 
was successful in all (100%) patients with mean proce-
dural time of 15 min and no major difficulty reported. 
cD insertion was associated with 2 minor colonic serosal 
tears, one of which required oversewing. technical ease 
of insertion was rated as easy (50%) or very easy (50%). 
Minor difficulties, defined as slight difficulty during inser-
tion and/or advancement towards the sP were reported in 
5 patients (50%). three subjects (30%) required early cD 
retrieval: two for non-clinically significant cD migration 
on postoperative day (PoD) 7 that did not require stoma 
conversion (sc), and one for grade A AL diagnosed on a 
ct scan on PoD 8 prompting sc. two additional subjects 
required sc for grade A AL diagnosed on ct scan on 
PoD 9. overall, 7 subjects (70%) avoided sc and 3 (30%) 
required a DLi.

Conclusions/Discussion: Preliminary results from the 
first 10 run-in non-randomized cD subjects in sAFe-2 
suggest that the cD is technically feasible, easy to use, 
and effective in protecting crA. cD performance, effec-
tiveness and safety will be assessed through the sAFe-2 
randomized portion.

INITIAL EXPERIENCE WITH THE HANDX 
DEVICE FOR TAMIS.

Abstract session nt10

M. Khan, r. cahill
Dublin, Ireland

Purpose/Background: the constrained access associ-
ated with transanal Minimally invasive surgery (tAMis) 
has encouraged surgical groups to deploy either incumbent 
large modular robotic-assisted ecosystems or new dedi-
cated, complex single access platforms to offset inherent 
manoeuvrability limitations and skills deficits for this 
niche surgical indication. Here, we show instead the use 
of a handheld, powered laparoendoscopic 5mm light 
weighted electromechanical digital device (HandX ™, 
Human Xtensions, israel) that includes both hardware 
and software components to convert the surgeons hand 

movements precisely to the instrument-articulating tip 
allowing enhance degrees of freedom and full articulation 
and roticulation for hook diathermy and suturing the 
device has a small or print and may offer an advance solu-
tion in a more cost-effective manner than other platforms.

Methods/Interventions: After bench and biomedical 
model training, the Hand-X system was used in three 
tAMis procedures for early stage rectal cancer in the frst 
two cases and the third being a substantial adenomatous 
growth. the first patient was an 80-year, frail woman with 
co-morbidity and adversion to stoma and blood trans-
fusion. the lesion was 2cm in maximum dimension and 
was located posteriorly in the rectum, 5cm from the anus. 
the second patient was 70year old male, with a significant 
cardiac history and underlying ulcerative colitis. rectal 
lesion in the 2nd case, was 3cm in maximum dimension, 
located posteriorly and 2cm from the dentate line. the 
third patient was a 58 year old male, with an adenomatous 
growth 3.5cm in maximum dimension, located postero-
laterally at the anorectal junction. in each case, standard 
tAMis set-up and instrumentation (Gelport Part with 
Airseal) was used with the inclusion of the HandX™ 
device for initial circumferential lesion marking and there-
after haemostatic full thickness excision in both cases and 
defect closure in the first only.

Results/Outcome(s): All three procedures were 
completed without intraoperative complication or undue 
operative prolongation (tAMis operating times <one 
hour). the lesions were fully excised with the patients 
being discharged 48 hours afterwards.

Conclusions/Discussion: the HandX™ system 
performed capable in facilitating tAMis excision thereby 
providing facility for robot-like instrument movement 
throughout this endoscopic operation. With time dedicated 
to instrument understanding and training, the HandX™ 
provided increased dexterity and precision directly with 
small operating room foot print that may offer a greater 
cost-effectiveness than other platforms.

USE OF LEUKOCYTE AND PLATELET-RICH 
FIBRIN PLASMA (L-PRF) FOR THE PREVENTION 
OF ANASTOMOTIC LEAK IN STAPPLED  
COLORECTAL ANASTOMOSIS, RANDOMIZED 
CLINICAL TRIAL.

Abstract session nt11

J. Vivanco, c. König, G. caselli, M. ocares
Concepcion, Chile

Purpose/Background: Anastomotic leak rate in 
colorectal surgery is estimated between 4 and 20 percent. 
Leukocyte and and platelet-rich fibrin plasma (L-PrF) is 
second generation platelet concentrate whose application 
in colorectal anastomosis in animals has shown promising 
results that suppose a lower leakage rate. the objective 
of this study was to assess the safety of using L-PrF in 
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colorectal anastomosis and to determine the incidence of 
anastomotic leak after colorectal anastomosis.

Methods/Interventions: this study took place in 
Hospital clínico regional de concepción chile, between 
years 2018 and 2021. A randomized and one-blinded 
experimental design was used, that included 106 patients 
that underwent end-to-end stapled colorectal anastomosis, 
53 of them received L-PrF during anastomosis (experi-
mental group).

Results/Outcome(s): surgery indication in 79% was 
cancer and laparoscopic procedure was performed in 
46% of patients. there were no statistically significant 
differences in sociodemographic or surgery related vari-
ables. Anastomotic leak occurred in 5 patients of the 
control group (9.4%) and 1 patient from de experimental 
group (1.9%), with no statistically significant differences 
(p=0,24).

Conclusions/Discussion: Althought we did not 
detected significant differences among both groups, we 
observed a tendency favoring L-PrF treatment. We were 
able to stablish the safety of L-PrF use in colorectal 
anastomosis.

CLINICAL ASSESSMENT OF A MINIATURE 
ROBOTICALLY ASSISTED SURGICAL DEVICE 
(RASD) FOR RIGHT AND LEFT COLECTOMY.

Abstract session nt12

D. Keller1, H. schoonyoung1, M. Jobst2, K. Krier2, 
t. ikner1, J. Marks1

1Wynnewood, PA; 2Lincoln, NE

Purpose/Background: the novel miniturized rAsD 
aims to make robotic surgery more accessible through a 
miniaturized platform which permits multi-quadrant access 
from a single abdominal incision. Under an investigational 
device exemption (iDe), the safety and effectiveness of 
this rAsD for colectomy is underway. the goal of this 
work is to present the first clinical safety and efficacy 
assessment of the miniature rAsD in colectomy proce-
dures. the hypothesis is the miniature rAsD will be safe 
and effective for right and left colectomy.

Methods/Interventions: Prospective review of the initial 
10 patients undergoing elective right or left colectomy for 
malignant or benign colorectal disease was performed. 

cases were completed at 2 tertiary referral centers regis-
tered under an iDe (G200257)from the Food and Drug 
Administration (FDA) from 1/1/2022-8/31/2022. Patient 
demographics, procedural, and 30-day clinical outcomes 
were reviewed. Descriptive and frequency statistics were 
used for the analysis. the main outcome measures were 
rates of intraoperative complications; conversion; lapa-
roscopic ports added; readmission, reoperation, and 
unplanned encounters; and postoperative morbidity and 
mortality.

Results/Outcome(s): included patients were 70% male 
and 30% female. the mean age was 56.5 (sD 16.8) years 
and mean body mass index 29.6 kg/m2(sD 4.2). surgery 
indications were colon cancer (60%), tubulovillous polyp 
(30%), and diverticulitis (10%). Procedures performed 
were evenly split between right and left/sigmoid colecto-
mies (50% each). the initial fascial incision was a mean 
3cm, and the extraction site a mean 5.5cm. Median 
operative time was 71.2 minutes (range, 60-92); there is 
no docking time. All cases had one 5mm port added for 
advanced energy, suction, and retraction. there were 
no intraoperative complications, either device or proce-
dure-related. there were no conversions. the length 
of stay was a median 3 days (range 1-3). there were no 
postoperative complications or adverse events. there were 
no unplanned readmissions, reoperations, or emergency 
Department encounters.

Conclusions/Discussion: the miniature rAsD was 
safe and effective for right and left colectomy, with excel-
lent clinical and quality outcomes. All procedures had 
successful completion of the dissection, mobilization and 
resection without conversion or adding additional ports. 
With case volume, the technical steps will continue to be 
refined. the ease of use and good outcomes with miniature 
robotic colorectal surgery will expand the robotic land-
scape in colorectal surgery as the device becomes widely 
available.
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SUTURELESS LAPAROSCOPIC ILEOCOLIC 
ANASTOMOSIS USING SELF-FORMING 
MAGNETS.

ongoing Video room Vr1

A. ore, M. ryou, e. Messaris
Boston, MA

Purpose/Background: We have previously confirmed 
the safety and efficacy of performing small bowel anas-
tomoses using self-forming magnets (sFM) on previous 
porcine models. Additionally, there is an ongoing human 
clinical trial evaluating outcomes of open anastomosis 
using sFM compared to traditional ileostomy reversals. 
Despite differences in lumen diameter and tissue thick-
ness, the benefits of sFM with the addition of laparoscopic 
surgery should allow for a safe and effective laparoscopic 
ileocolonic anastomosis.

Methods/Interventions: A preclinical study was 
performed using a porcine model to evaluate an in vivo 
laparoscopic ileocolonic anastomosis via magnetic compres-
sion. Animals were survived and sacrificed on Day 7 and 
Day 14 for endoscopic and gross anastomotic evaluation.

Results/Outcome(s): two female Yorkshire pigs were 
prepped and draped in a standard sterile fashion. A 5cm 
midline incision was performed, and a single port laparo-
scopic device was placed after achieving insufflation. A 
small bowel segment was identified, and an enterotomy 
was performed using electrocautery followed by laparo-
scopic delivery of a temporary implant for precision at 
magnet delivery and avoidance of spillage; once the colon 
segment was identified and confirmed to be tension free, a 
second implant was introduced. Using the endo Magnetic 
intracorporeal Anastomosis Delivery system, an sFM was 
delivered to each of the bowel segments; once anastomosis 
was confirmed, sutures were removed. Animals survived 
the procedure and were taken to recovery. Diet was 
restarted, and daily rake checks were performed to monitor 
magnet and grommet expulsion. Day 3 fluoroscopic evalu-
ation showed paired magnets, with endoscopic evaluation 
confirming patent magnets, implant had passed in one pig 
and remained in place in the other. by day 7, all implants 
had passed through the fecal stream, the lumen remained 
patent, and magnets remained in place. by day 14, magnets 
were expelled; there was minimal evidence of the anas-
tomotic line on endoscopic evaluation, with necropsy 
showing a thin white line as the only remnant of the anas-
tomosis. Macroscopically there was minimal inflammation 
with no evidence of adhesion formation.

Conclusions/Discussion: our study shows that laparo-
scopic ileocolic anastomosis using sFM can be performed 
safely and efficiently. Anastomosis at day 14 shows a fully 
healed mucosa and serosa with a barely noticeable anasto-
motic line. the benefits of a magnetic anastomosis free of 
foreign material are well known. this study demonstrates 
the ability to laparoscopically perform an ileocolic anasto-
mosis, and create a magnetic anastomosis with immediate 

flow. temporary implants allow handling of enterotomies 
and eliminates the need of enterotomy closure and the risks 
associated with this. this technology has the potential to 
contribute to minimally invasive colorectal surgeries.

LAPAROSCOPIC DUHAMEL PROCEDURE: 
TREATMENT FOR ADULT HIRSCHPRUNG’S 
DISEASE.

ongoing Video room Vr2

s. Lewis, L. Ailabouni
Spokane, WA

Purpose/Background: the purpose of this video is to 
provide illustration and guidance on how to complete the 
Duhamel procedure for treatment of delayed diagnosis / 
adult Hirschrpung’s disease. the patient is a 22-year-old 
male who presented with a longstanding and debilitating 
history of constipation and fecal overflow incontinence. 
imaging studies and rectal biopsy confirmed the diagnosis 
of Hirschprung’s disease.

Methods/Interventions: the patient underwent laparo-
scopic Duhamel procedure. Due to personal circumstances, 
the patient initially underwent a laparoscopic diverting 
end loop sigmoid colostomy and returned for definitive 
treatment at a later date. the diverting end loop colostomy 
was reversed in conjunction with the Duhamel procedure. 
Key concepts in this video: 1. bring ganglionated bowel to 
within 1 cm of the dentate line. 2. Avoid extensive pelvic 
dissection to avoid sexual or bladder dysfunction. 3. Avoid 
damage of sensory rectal fibers. Key steps in this video: 
1. Patient positioning and trocar placement. 2. create 
a posterior tunnel down to levator ani in the presacral 
space. 3. Mobilize non-dilated ganglionic proximal colon. 
4. Place the eeA anvil and ensure adequate reach into 
the deep pelvis. 5. resect aganglionic colon and assure 
correct orientation when creating an end to side circular 
colorectal anastomosis. 6. Widen the circular anastomosis 
by adding a side-to-side colorectal linear anastomosis.  
7. excise excess rectum. Utilizing icG is recommended.  
8. check stapler line and anastomosis integrity. 9. Place a 
JP drain and proximal diverting ostomy (optional).

Results/Outcome(s): the patients presenting symp-
toms were definitively cured by the procedure. His post-op-
erative course has been without complication.

Conclusions/Discussion: several procedures exist for 
the management and treatment of adult Hirschprung’s 
disease. the main advantage of this approach is the 
avoidance of rectal mobilization and associated morbidity. 
the main disadvantage is the preservation of a blind 
rectal stump with the diseased segment left in situ. other 
operative approaches include the transanal endocrectal 
pull-through (terPt), soave, and swenson. We felt that 
the Duhamel was most appropriate for this patient. there 
are no recently published comparative data to evaluate the 
relative success of these techniques in adults.
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TWO TECHNIQUES FOR ROBOTIC SIGMOID 
COLON CONDUIT AS NEOVAGINA IN 
GENDER AFFIRMING SURGERY: IMA PEDICLE 
ROTATION VS SELECTIVE SUPERIOR RECTAL 
ARTERY LIGATION.

ongoing Video room Vr3

c. Arellano, b. Abbadessa, J. Anger, h. chau, 
s. ramamoorthy, s. eisenstein, L. Parry, s. Liu
La Jolla, CA

Purpose/Background: Gender affirming surgery for trans-
gender patients can involve the creation of a functional 
neovagina. Left colon is often used as a favorable conduit 
for vaginoplasty given its favorable anatomy, length, and 
ability for self-lubrication. conduit length is a challenging 
part of the operation that requires a case by case assessment 
of sigmoid colon redundancy and vascular pedicle anatomy. 
robotic surgery combined with indocyanine green angiog-
raphy allows for a more precise surgical solution.

Methods/Interventions: in this video we demonstrate 
our robotic techniques for creation of sigmoid colon conduit 
for neovagina. We include two cases: one where the distal 
sigmoid colon is created in antegrade fashion through 
selective superior rectal artery ligation, and another where 
the descending colon is used as a rotational conduit due to 
the lack of redundant sigmoid colon. Perineal dissection 
and anastomosis is performed by urogynecology.

Results/Outcome(s): early results from these cases 
resulted in functional neovagina and good patient satisfaction.

Conclusions/Discussion: in this video we submit our 
technique for robotic left/sigmoid colon conduit for vagi-
noplasty for gender affirming surgery. Depending on 
sigmoid colon length and redundancy, either an antegrade 
or a rotational conduit could be created for this purpose.

THE BLUE DYE DOESN’T LIE: COMBINED 
SELECTIVE ANGIOGRAPHY AND 
INTRAOPERATIVE METHYLENE BLUE 
INJECTION TO LOCALIZE SMALL BOWEL GI 
BLEEDING.

ongoing Video room Vr4

K. tavares1, r. Gologorsky1, A. Dixon2, s. Fang1, K. Lu1

1Portland, OR; 2Seattle, WA

Purpose/Background: Gi bleeding from the small bowel 
can be a challenge, as it is often difficult to determine 
the precise source of bleeding. We present a case where 
selective angiography was combined with intraoperative 
methylene blue injection to localize a Gi bleed in a crohn’s 
disease patient.

Methods/Interventions: n/A
Results/Outcome(s): the patient is a 68 y.o. male 

with history of fibrostenosing crohn’s disease of the small 
intestine. He had a history of multiple complex abdom-
inal surgeries, including multiple small bowel resections. 

consequently, the patient developed short gut syndrome 
with tPn dependence. Just prior to presentation, the 
patient developed a left upper extremity DVt related to 
his port-a-cath and was started on Pradaxa. the patient 
presented to the er with hematochezia. An urgent ct 
angiogram demonstrated intraluminal clot at the site of a 
small bowel anastomosis with evidence of active bleeding. 
selective visceral angiography revealed extravasation 
from a terminal ileal branch near the ileocolic anasto-
mosis. there were numerous diminutive vessels identified 
arising from a terminal ileal branch supplying the small 
bowel in this region, which were not amenable to endo-
vascular embolization. After multidisciplinary discussion, 
the vascular sheath and microcatheters were left in place 
to assist with intraoperative localization. intraoperatively, 
after the small bowel was mobilized, 5 cc of methylene 
blue was injected into the femoral artery sheath. the 
involved mesentery and bowel demarcated and served as 
a visual cue for the extent of resection. Approximately 
20 cm of bowel was resected. A stapled side-to-side anas-
tomosis was performed. the remainder of the bowel was 
carefully inspected and there were no abnormalities. the 
patient’s postoperative course was unremarkable and he 
recovered well.

Conclusions/Discussion: several case reports in the 
literature have described the use of selective mesenteric 
angiography to identify sources of obscure Gi bleeding. 
obscure Gi bleeding can be challenging to manage, with 
45-75% of these cases originating from the small bowel. 
Given that small bowel bleeding can be difficult to iden-
tify during laparotomy, localization techniques like those 
described here can be extremely useful. in conclusion, 
superselective mesenteric angiography in combination with 
intraoperative methylene blue injection can be an effective 
strategy to localize small bowel Gi bleeding when other 
localization studies have been unrevealing or nonspecific.

LAPAROSCOPIC ILEOCOLECTOMY WITH 
INTRACORPOREAL ANASTOMOSIS IN SITUS 
INVERSUS TOTALIS.

ongoing Video room Vr5

M. Uwah, L. Devane, J. Monson, M. Albert
Orlando, FL

Purpose/Background: illustrate the feasibility of a 
completely laparoscopic approach to an ileocolectomy in a 
patient presenting with situs inversus totalis.

Methods/Interventions: After appropriate workup, 
preoperative planning and multidisciplinary tumor board 
discussion,  the patient was taken to the operating room 
for a laparoscopic ileocolic resection with intracorporeal 
anastomosis.

Results/Outcome(s): succesful laparoscopic resec-
tion without complication noted intraoperatively or post 
operatively.
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Conclusions/Discussion: Preoperative planning 
revolves around review of the anatomy and appropriate 
set up in the operating room. this case was approached 
in much the same way as a standard laparoscopic left 
hemicolectomy from port placement to positioning. While 
certainly a challenge, situs inversus totalis does not prohibit 
the surgeon from succesfully accomplishing a laparoscopic 
ileocolic resection safely.

CECAL VOLVULUS IN THE SETTING OF SITUS 
INVERSUS TOTALIS.

ongoing Video room Vr6

s. Abujbarah, M. campany, b. Donato, D. etzioni, 
G. Han
Phoenix, AZ

Purpose/Background: situs inversus totalis is a rare 
congenital disorder with an incidence of 1:6500 to 
1:25,000 that results in complete mirror-image positioning 
of abdominal and thoracic organs. Laparoscopic surgery in 
the setting of situs inversus requires re-orientation of the 
abdominal anatomy and adjustments to the usual steps of 
the procedure to account for the inverted positions of the 
abdominal organs. We present the video of a 52-year-old 
woman with situs inversus totalis who was found to have a 
cecal volvulus and underwent laparoscopic detorsion with 
right hemicolectomy.

Methods/Interventions: the abdomen was accessed 
with a direct cut-down technique in the supraumbilical 
region, and a Hasson trocar was placed. Pneumoperitoneum 
was established, and three 5 mm trocars were placed at the 
right upper quadrant, right lower quadrant, and suprapubic 
region. Upon abdominal entry, a survey of the anatomy 
revealed situs inversus with mirror-image transposition 
of the abdominal organs. the omentum overlying the 
cecal volvulus was retracted cephalad and medially, and 
detorsion of the volvulus was performed. Lateral-to-medial 
mobilization of the terminal ileum and ascending colon 
was performed, and the hepatic flexure was mobilized. the 
bowel was then exteriorized and a right colectomy with 
a stapled side-to-side, functional end-to-end anastomosis 
was performed.

Results/Outcome(s): the patient recovered well on 
our institution’s enhanced recovery pathway and was 
discharged on postoperative day 3.

Conclusions/Discussion: in this video, we demonstrate 
the successful laparoscopic detorsion of a cecal volvulus 
with right hemicolectomy in a patient with the rare 
anatomic abnormality of situs inversus totalis.

ROBOTIC PROCTECTOMY FOR ADVANCED 
PELVIC ENDOMETRIOSIS, PARTIAL 
VAGINECTOMY, OBESE PATIENT.

ongoing Video room Vr7

s. Marecik, c. Miller, M. Gagnon-Konamna, A. Perez 
tamayo, K. Kochar, J. Park
Park Ridge, IL

Purpose/Background: our patient had advanced endo-
metriosis involving the mid-rectum and the vaginal fornix.

Methods/Interventions: A robotic surgical platform was 
used to address the problem. After a successful lesion-spe-
cific proctectomy the vaginal pathology was addressed. A 
partial vaginectomy was performed. the left pelvic plexus 
was also cleared of the disease.

Results/Outcome(s): the patient was discharged home 
the next day. she had brief urinary retention. she had no 
identifiable disease at 4 months. Her symptoms were gone. 
the ileostomy was reversed.

Conclusions/Discussion: robotic assistance is safe 
and helpful for advanced pelvic endometriosis involving 
rectum.

TRANSANAL MANAGEMENT OF AN 
ANASTOMOTIC STRICTURE USING TAMIS.

ongoing Video room Vr8

M. Abou Khalil, A. Liberman
Montreal, QC, Canada

Purpose/Background: transanal Minimally invasive 
surgery (tAMis) can be used for a variety of applications 
in colorectal surgery. We present the case of a rectosigmoid 
stricture managed successfully by tAMis.

Methods/Interventions: A patient with a rectosigmoid 
anastomotic stricture was brought to the operating room 
for stricturoplasty using tAMis.

Results/Outcome(s): successful stricturoplasty was 
done.

Conclusions/Discussion: We present the successful 
application of tAMis for stricturoplasty.

ROBOTIC LEFT HEMICOLECTOMY FOR 
COLORENAL FISTULA AFTER PERCUTANEOUS 
KIDNEY PROCEDURES.

ongoing Video room Vr9

V. Yuan, s. chao
Flushing, NY

Purpose/Background: there are few reported cases of 
colorenal fistulas managed surgically. We present a video 
demonstrating a robotic left hemicolectomy and takedown 
of colorenal fistula. our patient is a 59 year old male with 
history of percutaneous nephrostomy tube and kidney 
biopsy found to have colorenal fistula after outpatient 
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urology work-up for frequency urination and nocturia. He 
was referred to colorectal surgery for evaluation.

Methods/Interventions: colonoscopy confirmed fistu-
lous tract within colon. our patient was subsequently 
scheduled for an elective robotic left hemicolectomy.

Results/Outcome(s): there was no evidence of diver-
ticular disease, malignancy, or crohn’s disease seen on 
pathology. our patient had complete resolution of symp-
toms several weeks postoperatively.

Conclusions/Discussion: this patient case demon-
strates success of left hemicolectomy for treatment of 
colorenal fistula.

ROBOTIC LADD’S PROCEDURE.
ongoing Video room Vr10

c. evans, A. Patel
Coventry, United Kingdom

Purpose/Background: congenital mid gut malrotation 
is rarely encountered in the adult population. Patients can 
present with both acute intestinal volvulus or with chronic 
abdominal symptoms thus requiring surgical intervention. 
the Ladd’s procedure is the standard corrective measure 
for intestinal malrotation in children. the operation 
consists of: 1) detorsion of bowel (if necessary) 2) division 
of peritoneal bands (Ladd’s bands) traversing the posterior 
abdomen 3) appendicectomy 4) ensuring functional reori-
entation of bowel. Ladd’s procedure is also performed in 
symptomatic adults with a laparoscopic described but not 
well established this video demonstrates the first presen-
tation of a robotic assisted Ladd’s procedure in an adult.

Methods/Interventions: An 18 year female presented 
to a local hospital with acute abdominal pain and intestinal 
obstruction. she had no significant past medical history or 
family history of note. she was resuscitated and a ct scan 
performed. the scan reported acute caecal volvulus and 
malrotation. surgery was planned but then cancelled as 
patients’ symptoms fully resolved and bowels opened. she 
was referred to a tertiary centre where an Mri scan of the 
abdomen was performed that diagnosed nonrotation of the 
bowel with no intestinal volvulus. After MDt discussion 
it was agreed a Ladd’s procedure should be performed to 
prevent recurrent intestinal volvulus. A robotic assisted 
Ladd’s procedure was performed using the da Vinci Xi 
robot by an experienced robotic colorectal surgeon. Four 
8 mm ports were placed horizontally along the lower 
abdomen. Diathermy scissors, fenestrated bipolar and 
cadier instruments were used to perform the procedure. 
the operation was recorded with patient consent for 
subsequent case presentation.

Results/Outcome(s): robotic Ladd’s procedure was 
successfully preformed with no acute complication. the 
patient was discharged day 1 post op. Patient has been 
reviewed in clinic two months post surgery and remains 
asymptomatic, returning to full normal activities. the 

video demonstrates a safe robotic surgical technique to 
perform a minimally invasive Ladd’s procedure.

Conclusions/Discussion: the surgical treament of 
congential malroation of the intestines is infrequently 
perfromed by surgeons. A minimally invasive approach 
when performing a Ladd’s proceure in adults improves post 
operative clinical outcomes but is technically challenging 
when undertaken laparoscopically. this video demonstrates 
a robtoic assisted approach for the Ladd’s procedure.

ROBOTIC SIGMOID COLON RESECTION FOR 
RECURRENT DIVERTICULITIS.

ongoing Video room Vr11

H. Aydinli, J. shehebar
New York, NY

Purpose/Background: robotic surgery offers similar 
morbidity and mortality rates to the laparoscopic approach 
in colorectal surgery. As surgeons have gained more 
experience, and the da Vinci Xi® has allowed for the ease 
of multiquadrant surgery, the robotic platform has been 
used successfully in increasingly challenging recurrent 
Diverticular Disease cases. 3-Dimensional, high-definition 
visualization, increased dexterity, availability of the wristed 
instruments, and use of simultaneous energy devices 
provide additional technical benefit in the management of 
recurrent Diverticular Disease.

Methods/Interventions: We report a case of a 
60-year-old male with past medical history of diverticulitis 
for 15 years with about 1-2 episodes per year. this past 
year he has had 4 episodes requiring oral antibiotics and 
multiple computed tomography scans at outside institu-
tions. His preoperative workup included reviewing the 
available imaging and colonoscopy. He was taken to the 
operating room for a robotic sigmoid colon resection with 
splenic flexure mobilization and colorectal anastomosis, 
using the da Vinci Xi® platform. Patient was placed in 
modified Lloyd-Davies position. After pneumoperitoneum 
was achieved the splenic flexure was mobilized by first 
separating the greater omentum off of the transverse 
colon and accessing the lesser sac. once the flexure was 
mobilized, the robot was undocked, flipped and redocked 
after placing the patient in steep trendelenburg position. 
Attention was turned to identifying the iMA and superior 
hemorrhoidal vessels and the peritoneum overlying these 
vessels was incised along the right side of the pelvis. the 
left ureter was identified and preserved and after that the 
iMA was divided with robotic vessel sealer. blunt dissec-
tion was used to elevate the sigmoid mesentery away from 
the retroperitoneum. Monopolar was used to mobilize the 
sigmoid and descending colon from lateral to medial along 
the white line of toldt. the remaining colonic mesentery 
was divided using the vessel sealer to the level of the prox-
imal resection margin. the mesentery of the rectosigmoid 
colon was cleared and divided with the robotic vessel 
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sealer to the level of the bowel wall. the 60 mm black load 
robotic stapler was then used and fired across the recto-
sigmoid in an area which was soft and pliable. specimen 
was delivered through supraumbilical port. the colorectal 
anastomosis was done using #28 eeA stapler. the anasto-
mosis was tested and no leak was identified.

Results/Outcome(s): there were no intra or postop-
erative complications. the postoperative recovery was 
uneventful, the patient was discharged on PoD 2.

Conclusions/Discussion: robotic sigmoid colon resec-
tion with primary anastomosis(using da Vinci Xi®) is safe 
and feasible for recurrent Diverticular disease in experi-
enced hands. the endo-wristed movements of the robotic 
arms help overcome difficult dissection in post-inflamma-
tory adhesions and fibrotic tissue planes which are very 
common after recurrent Diverticulitis.

TURNBULL COLOSTOMY FOR RELIEF OF 
MEDICALLY REFRACTORY COLONIC PSEUDO-
OBSTRUCTION.

ongoing Video room Vr12

s. Quinones, D. Wong, F. remzi
New York, NY

Purpose/Background: Patients requiring large bowel 
decompression often present debilitated and ill with 
dilated and friable colon. Minimizing the manipulation of 
the colon and reducing the duration of surgery can be crit-
ical in the overall health of these patients. the turnbull or 
“blowhole” colostomy, originally developed in the manage-
ment of fulminant colitis in poor operative candidates, is 
an important option to consider in frail or ill patients, since 
it requires minimal manipulation of the dilated colon and 
offers effective and durable decompression.

Methods/Interventions: the turnbull colostomy is 
fashioned by maturing the anterior surface of the colon 
directly to the abdominal wall and skin. this is performed 
via a careful cut-down and opening of the peritoneum. 
Quarantining sutures are placed prior to colotomy. the 
colon is decompressed with a 14-gauge needle and then 
an anterior colotomy is made sharply. the colostomy is 
secured to the fascia and skin circumferentially with inter-
rupted chromic sutures.

Results/Outcome(s): the turnbull colostomy offers 
effective decompression of the colon in this case of pseu-
do-obstruction allowing rapid improvement of the patient 
and avoiding colonic ischemia or perforation.

Conclusions/Discussion: While the turnbull colos-
tomy is less common than a loop colostomy in treatment 
of large bowel obstruction, it remains an important tool 
for colorectal surgeons to possess in the management of 
obstructed patients. overall, the turnbull colostomy is 
quick and requires minimal manipulation of the bowel 
which may be superior to more common approaches such 
as loop colostomy in select cases.

OPTIMIZED HOUSE FLAP DESIGN FOR SEVERE 
ANAL STRICTURE RECONSTRUCTION.

ongoing Video room Vr13

G. Watthanasathitarpha, c. sahakitrungruang
Bangkok, Thailand

Purpose/Background: Background: reconstruction for 
severe anal stenosis is challenging. several flap designs have 
been proposed with variable results. the idea is to rebuild 
the anal canal with adequate anal caliber for normal bowel 
movement and to prevent further stricture and ectropion 
formation. Objectives: the aim is to demonstrate the 
modified bilateral house flap for anal reconstruction. the 
calculation for the optimal flap design is based on the cone 
shape anatomy of the anal canal and anal margin.

Methods/Interventions: Methods: A 52-year-old 
man presented with severe anal stricture formation after 
drainage and debridement for severe perianal abscess. He 
subsequently underwent diverting loop colostomy. the 
rectal Mri revealed complete loss of the anoderm and 
anal margin, however the anal sphincter complex was still 
intact. the operation was started with midline incision 
through the stricture formation until reaching the remnant 
of normal anoderm which closed to the dentate line. the 
bilateral house flap was designed according to the adequate 
diameter of the normal anal canal as well as the diameter 
of the anal margin which was fanned out as a cone pattern. 
thus, the body of the flap was wider than base to match 
the cone shape anatomy of the anal canal and anal margin.

Results/Outcome(s): Results: there were no surgical 
complications. the patient underwent colostomy closure 
2 months subsequently. He reported normal bowel move-
ment with excellent fecal and gas continence. there was 
no further stricture formation at 6 months follow up.

Conclusions/Discussion: Conclusion: the calculation 
for optimized house flap design is crucial. this method 
provides excellent results.

TWO-STAGE TURNBULL CUTAIT PULL-
THROUGH COLOANAL ANASTOMOSIS FOR 
RECURRENT RECTOVAGINAL FISTULA.

ongoing Video room Vr14

M. Maspero, o. Lavryk, c. Prien, b. bandi, s. Holubar, 
r. Gunter, s. steele, t. Hull
Cleveland, OH

Purpose/Background: We present the case of a 50 
year old woman with recurrent rectovaginal fistula. in 
october 2019, our patient was diagnosed with low rectal 
cancer. she received neoadjuvant chemo-radiation, then 
underwent laparoscopic ultralow anterior resection with 
stapled anastomosis and diverting loop ileostomy, followed 
by adjuvant chemotherapy. Her oncological follow up has 
been uneventful so far. During the operation, an opening 
at staple line occurred during dissection of the vagina 
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from the rectal stump; this was repaired with 2/0 Vicryl 
sutures. one week after her surgery, the patient noticed 
brown discharge coming from her vagina and a diagnosis 
of rectovaginal fistula was made. in December 2020, she 
underwent a transanal and transvaginal primary repair of 
the fistula by her gynecologist. she was evaluated at our 
center due to persisting symptoms: during an exam under 
anesthesia (July 2021) she was found to have a rectovaginal 
fistula recurrence.

Methods/Interventions: Due to her several risk factors 
for failure (insulin-dependent diabetes, body mass index 
of 34, hypertension, dyslipidemia, previous radiotherapy 
and failed previous procedure) and the need to redo her 
unhealed anastomosis, we decided to perform a two-stage 
turnbull-cutait procedure. the patient underwent the 
first stage of the procedure in April 2022 and, after 7 
uneventful postoperative days, she was taken back to the 
operating room for the second stage.

Results/Outcome(s): the patient had an uneventful 
postoperative course and was discharged on postoperative 
day 3 after her second stage. she’s currently awaiting 
stoma closure.

Conclusions/Discussion: A two-stage turnbull cutait 
pull-through coloanal anastomosis should be considered as 
a treatment option for complex and recurrent rectovaginal 
fistulas.

DELORME PROCEDURE FOR RECTAL 
PROLAPSE.

ongoing Video room Vr15

Z. Xu2, Y. Wu2, e. cai2, W. shao1

1Nanjing, China; 2Fuzhou, China

Purpose/Background: the patient is a 13-year-old boy. 
Main complaint: “rectal prolapsed during defecation for 
more than 10 years”. History of present illness: the patient 
had a receding mass in the anus more than 10 years ago, 
and could take it back by himself after defecation, without 
bleeding and pain. the symptoms gradually worsened with 
aging, and the mass gradually came out and needed to be 
taken back by hand. rectal examination : normal appear-
ance of anus. Ask the patient to perform Valsaval, then 
can see part of the rectum out of the anus, about 4-5cm 
long. Digital examination: anal sphincter relaxation, weak 
anal contraction. Laboratory tests: no abnormality.

Methods/Interventions: surgical treatment is the main-
stay of therapy for symptomatic rectal prolapse. Perineal 
procedures, such as the Delorme, pose less risk to the 
patient, have lower complication rates, and show faster 
recovery. the Delorme procedure is a mucosal sleeve resec-
tion performed via a perineal approach for full-thickness  
external rectal prolapse. the indications for a Delorme 
include a distance from the dentate line to the distal part of 
the prolapse about 4-5 cm. so, we performed the Delorme 
procedure on this patient. Preparation: complete bowel 

mechanic preparation is essential. Anesthesia: general anes-
thesia Position: prone position technique: 1. the use of 
appendiceal forceps can help deliver the prolapsed segment. 
2. the margin was marked about 1.5-2.0cm proximal to 
dentate line. 3. the submucosal space was injected with 
a 1:100,000 solution of saline with epinephrine. 4. sleeve 
mucosa is dissected from the rectal muscular tube, and the 
dissection proceeded to reach the apex of the prolapse. 5. 
redundant mucosa was resected and the muscular plication 
performed, which including the mucosa of the anal canal 
cuff, muscular layer of the rectum, and mucosa of the apex 
of the prolapsed rectum placed in cardinal points. 6. closed 
the mucosal gaps at the rectoanal anastomosis.

Results/Outcome(s): We completed the operation. 
the postoperative plan is as follows: 1. Patient can drink 
water 3 hours after surgery. 2. For the next day, patient’s 
diet change to liquid diet and enteral nutrition for 3 days. 
3. After 3 days, Patient diet change to semi-liquid for 
3 days. 4. Prophylactic antibiotics were used for 2 days. 
the patient discharged a week later and recovered well. 
the patient has been followed for 3 months without any 
complications.

Conclusions/Discussion: operative complications 
related to the Delorme procedure are low. Although the 
recurrence might be suboptimal, it’s a simple and a safe 
operation that can improve the symptoms and function in 
prolapse, significantly improve the quality of life.

AUTOLOGOUS ADIPOSE-DERIVED STEM CELLS 
FOR COMPLEX ANAL FISTULAS.

ongoing Video room Vr16

c. Arellano, s. eisenstein
La Jolla, CA

Purpose/Background: Anal fistulas continue to be 
troubled by frequent recurrence and complex treatment 
regimens. Mesenchymal stem cells (Msc’s) have been 
used for regenerative and immunomodulatory properties 
with trials reporting good healing rates in treatment of 
anal fistulas.
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Methods/Interventions: in this video we demonstrate a 
case where we inject abdominal stem cells (Asc) to facil-
itate closure of a recurrent anal fistula. During this case 
we also treat the fistula with suture closure of the internal 
orifice. Abdominal fat harvesting is done by a plastic 
surgeon while the patient is supine. next the patient is 
positioned in lithotomy, re-draped, and the fistula is treated 
with tract debridement, suture ligation of the internal 
orifice, and finally injection of Asc. Postoperatively all 
patients are treated with a week of antibiotics.

Results/Outcome(s): Using this technique, we have 
observed an approximate 92% improvement in symptoms, 
a closure rate of 67%, and a recurrence rate of 26%.

Conclusions/Discussion: in this video we submit our 
technique for use of autologous Asc to facilitate closure 
of a complex anal fistula. other strategies exist to close 
the internal orifice including fibrin plug and leaving it 
open. Asc injection has the benefit of not creating scar 
tissue that might make reoperation more difficult like in 
the case of a ligation of intersphincteric fistula tract or an 
advancement flap.

RECTOVAGINAL FISTULA REPAIR USING A 
BIOLOGIC MESH.

ongoing Video room Vr17

G. Marin1, F. de la Portilla de Juan2

1Pamplona, Spain; 2Sevilla, Spain

Purpose/Background: rectovaginal fistulas pose an 
important challenge for the colorectal surgeon. Multiple 
repair methods have been described but a consensus is still 
to be reached. We present the repair tecnique of a recur-
rent rectovaginal fistula using a biologic mesh.

Methods/Interventions: A 44-year-old patient with 
a history of obstetric trauma and perineal laceration was 
diagnosed with a rectovaginal fistula. she had two previous 
fistula repair attempts at another center. she was refered 
to our center with fecal incontinence and passage of feces 
from the vagina.

Results/Outcome(s): Perineal examination revealed 
a large caliber anovaginal fistula with associated anal 
sphincter disruption. A decision to operate was made. the 
fistula was layed open. Marked perineal fibrosis and poor 
quality of the anal sphincter ends were encountered as 
expected after the previous perineal repair attempts. Wide 
dissection of the rectovaginal septum and careful identi-
fication and disection of the right and left anal sphincter 
ends were performed. the anal canal was reconstructed in 
layers. suturing of the anal mucosa was done first, followed 
by rectal muscular wall repair. A biologic mesh was used 
to reinforce the suture repair. sphincter continuity was 
restored by an overlapping sphyncteroplasty. Perineal 
repair included reconstruction of the vaginal introitus, anal 
mucocutaneous junction and perineal body. Preserving the 
integrity of the anal mucosa during perineal disection and 

avoiding stenosis during anal canal reconstruction were 
key. A closed suction drainage was used to avoid hema-
toma formation.

Conclusions/Discussion: 1. Wide dissection and iden-
tification of anatomy are key elements to perineal recon-
struction. 2. the use of biologic material to augment 
tissue resistance may improve the outcome of the surgical 
technique.

SURGICAL MANAGEMENT OF PERIANAL 
FISTULA USING AN OVINE FORESTOMACH 
MATRIX IMPLANT.

ongoing Video room Vr18

J. Wolf3, A. Hsu1, b. bosque2, s. Dowling2

1New Haven, CT; 2Auckland, New Zealand; 3Baltimore, 
MD

Purpose/Background: there is currently no optimal 
surgical technique for managing perianal fistula. Use of 
ovine forestomach matrix (oFM) as a perianal fistula 
implant (PAFi) has shown promise in a previously 
presented pilot series, with a rate of primary healing  
at 8 weeks of 78% and no recurrence at last follow up 
(average 44 weeks). the purpose of this video is to demon-
strate steps required to successfully perform this minimally 
invasive technique for fistula closure.

Methods/Interventions: the patient presented was a 
23 year old male with well-controlled HiV who initially 
presented with a perianal abscess. this was drained and a 
seton was placed in a right posterolateral transphincteric 
perianal fistula. the seton was left for 12 weeks to allow 
de-escalation of the inflammatory process. surgical tech-
nique for the PAFi is shown and narrated in the associated 
video.

Results/Outcome(s): the pateint was discharged on 
the day of surgery as planned. the fistula was followed 
closely in clinic at 2 week intervals and noted to be fully 
healed at 6 weeks. the patient did not experience any 
postoperative complications.

Conclusions/Discussion: Use of oFM for PAFi can 
achieve healing within weeks of surgery. there are several 
advantages to this technique. First, in contrast to more 
invasive surgical fistula repairs, it has very low risk of 
damage to surrounding anal and perianal tissues. it is a 
straightforward procedure with a short learning curve that 
is accesssible to surgeons without requiring significant 
training or new surgical equipment. this technique is the 
subject of ongoing investigation at our institution.
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CORE OUT FISTULECTOMY WITH PRIMARY 
ANAL SPHINCTER REPAIR IN BILATERAL 
HORSESHOE FISTULA-IN-ANO.

ongoing Video room Vr19

e. Kaenla, W. riansuwan
Bangkok, Thailand

Purpose/Background: in treatment of complex fistu-
la-in-ano, the colorectal surgeons should have various 
surgical techniques in their armamentarium. We, there-
fore, presented this video aims to demonstrate step by step 
of core out fistulectomy with primary anal sphincter repair 
in bilateral horseshoe fistula-in-ano.

Methods/Interventions: We presented a 56-year-old 
man diagnosed with a posterior high transsphincteric 
fistula-in-ano with deep post-anal space and bilateral 
horseshoe blind tract extensions. the procedure was 
started by placing the patient in a prone jackknife position 
after spinal anesthesia was administered. the prophylactic 
antibiotic was given, and the perianal skin was prepped in a 
sterile fashion. We initially identified the internal opening 
and injected Methylene blue solution through the internal 
opening to stain the fistula tract. A skin incision was made 
over the deep post-anal space. the extrasphincteric part 
of the fistula tract including the deep post anal space and 
the bilateral horseshoe blind tract extensions were excised. 
the fistula tract which passed through the external and 
internal sphincter was cored out. the core out fistulectomy 
defect at the external sphincter was primarily repaired. 
to ensure complete closure of the external sphincter 
defect, saline-diluted Methylene blue solution was injected 
through the internal opening. the internal opening was 
closed with interrupted 2-0 Polyglactin suture. Finally, the 
post-anal space was closed after placing a rubber catheter 
for drainage.

Results/Outcome(s): the patient recovered unevent-
fully. During follow-up, the wound healed completely, and 
he reported no fecal incontinence.

Conclusions/Discussion: core out fistulectomy with 
primary anal sphincter repair results in a satisfactory 
outcome. it is an alternative of sphincter saving procedures 
in management of posterior high transsphincteric fistu-
la-in-ano, particularly in horseshoe blind tract extension. if 
further correction is required, this technique still preserves 
the intersphincteric and submucosal planes for ligation 
of intersphincteric fistula tract (LiFt) and endorectal 
advancement flap (erAF).

STEPWISE APPROACH TO THE “PERFECT 
LIFT”.

ongoing Video room Vr20

D. charoensilavath1, r. Xavier2, J. Pattana-arun1

1Bangkok, Thailand; 2Kuala Lumpur, Malaysia

Purpose/Background: Ligation of intersphincteric 
fistula tract (LiFt) is a sphincter-saving procedure 
described by Prof. Arun rojanasakul for the treatment of 
trans-sphincteric fistula-in-ano. it has a long-term success 
rate of 60-90%, with no reported incontinence in our 
institution. However, controversial outcomes are reported 
throughout the world, with a success rate of 30-80%, 
which variations of techniques may cause. this video 
demonstrates a step-by-step approach for LiFt, providing 
the crucial critical steps with pearls and pitfalls to maxi-
mize the success rate.

Methods/Interventions: A 23-year-old female presented 
with perianal discharge for three months. on palpation, 
the external opening was located at 5 o’clock. the single 
internal opening was located at the level of an anorectal 
ring 7 o’clock. Mri revealed a well-formed posterior 
high-transphincteric fistula-in-ano without abscess forma-
tion. Under spinal anesthesia, a general exam under anes-
thesia was performed. saline injection through the external 
opening was performed to identify the internal opening. A 
small curvilinear incision was made on the intersphincteric 
groove while the anoscope was placed. in order to avoid 
breaching through the internal sphincter and anal mucosa, 
the dissection was kept close to the external sphincter. 
After the tract was identified, careful isolation of the 
fistulous tract apart from surrounding tissues was made. 
the strategy to make the perfect “LiFt” includes the 
ideal ligation on the correct tract. the suture was placed 
on muscular tissue beside the tract, instead of the fibrotic 
tissue of the tract itself, on both the internal and external 
sphincter sides, using Vicryl 2-0, Ur-6. to confirm the 
correct ligated tract, saline injection while pulling the 
sutures is needed. reinforced sutures were performed on 
both sides using PDs 3-0 sutures by placing the sutures 
perpendicular to the Vicryl. Again, a saline injection was 
performed before the knot tiring. Dividing the fistulous 
tract could be safely done. in order to confirm that the 
divided tract is correct, the bulging of the cut tract was 
noticed while injecting the saline via an external opening. 
Distal tract curettage was performed. saline rinsing at the 
intersphincteric tract was performed to minimize the inter-
sphincteric wound infection. Finally, the layered closure of 
the intersphincteric tract was made, then the tube drain 
was placed in the external opening.

Results/Outcome(s): the postoperative course was 
uneventful, and the patient was discharged on the first 
postoperative day. the fistula healed well at 2 weeks after 
surgery with no incontinence problems.
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Conclusions/Discussion: LiFt is a total sphinc-
ter-saving procedure of choice for treating trans-sphincteric 
fistula-in-ano. Perfect steps and precise surgical technique  
provide impressive results; however, the well-formed 
intersphincteric tract is the key to the success of LiFt.

REPAIR OF RECTOVAGINAL FISTULA BY 
MODIFIED LIFT TECHNIQUE.

ongoing Video room Vr21

s. Murad-regadas, F. regadas, F. regadas Filho, 
J. Mendonça Filho, r. Andrade Filho, M. regadas, 
c. reagadas, e. da cruz
Fortaleza, Brazil

Purpose/Background: rectovaginal fistula remains a 
challenge for surgeons. there are different approaches 
described with variant success rates and complications. 
However, procedures that preserve the anal sphincters are 
recommended. this video shows the LiFt modified tech-
nique used for treatment of a rectovaginal fistula.

Methods/Interventions: A 38 years old female 
complaint of vaginal discharge, gas and liquid feces during 
one year. she reported this condition emerged following 
two anal abscess: one of them drained on its own; the last 
large abscess required surgical drainage. she had had 2 
cesarean sections. the patient was assessed by high reso-
lution anal manometry and 3D anorretal ultrasound. the 
anal pressures are normal. the Us 3d showed the tract 
crossing at the level of the upper anal canal, involving the 
whole length of the external and internal anal sphincters. 
Fleet enema was done preoperatively. LiFt modified 
technique was performed with the patient in lithotomy 
position, without use seton. the intersphincteric tract was 
identified and isolated in a higher position by meticulous 
dissection using scissors. the sutured ligation of the inter-
sphincteric tract was performed and reinforced at distal 
and proximally positions. the external opening and the 
tract were excised up to the external anal sphincter and 
the vagina was closed.

Results/Outcome(s): this video demonstrates the step-
by-step of the modified LiFt technique as on option to 
treat a primary rectovaginal fistula. A fecal diversion was 
not performed before or during the surgical procedure. 
the patient was discharged in the second postoperative 
day. there is no intra and post-operative complication. 
the patients received oral antibiotic for 2 weeks postoper-
atively. she had a complete wound healing after 48 days. 
one follow up year after complete healing didn’t show any 
sign of recurrence.

Conclusions/Discussion: the LiFt modified tech-
nique is an effective option for the treatment of primary 
rectovaginal fistula.

WIDE LOCAL EXCISION WITH MODIFIED CLEFT 
LIFT LOCAL FLAP IN PILONIDAL SINUS – A  
VIDEO VIGNETTE.

ongoing Video room Vr22

t. Jiarawasupornchai, s. chaisrisawadisuk, W. riansuwan
Bangkok, Thailand

Purpose/Background: there are various surgical tech-
niques in the treatment of pilonidal sinus. this video aims 
to demonstrate the procedure of wide local excision with a 
modified cleft lift local flap in the treatment of the pilon-
idal sinus.

Methods/Interventions: We presented a 27-year-old 
woman diagnosed with a pilonidal sinus. she under-
went wide local excision with a modified cleft lift local 
flap. Under spinal anesthesia, the procedure was started 
by placing the patient in a prone jackknife position. 
the prophylactic antibiotic was given, and the skin was 
prepped in a sterile fashion. to ensure complete removal 
of the sinus, saline-diluted Methylene blue solution was 
injected into the hair pits to stain the tract. An elliptical 
skin incision was made around the hair pits. We completely 
excised the sinus tract until the fascia covering the coccyx 
was reached. the midline defect was closed with a cleft 
lift local flap by dissection under the deep fascia covering 
the gluteus maximus muscle. this maneuver preserves the 
direct linking vessels of the perforators and provides a good 
blood supply to the skin flap. Finally, multilayer closure of 
the defect was performed to decrease the tension of the 
wound.

Results/Outcome(s): the patient recovered unevent-
fully and was discharged from the hospital on the first 
postoperative day. the wound healed completely, and the 
stitches were removed two weeks after the operation.

Conclusions/Discussion: Wide local excision with a 
modified cleft lift local flap is safe, effective, and easy to 
perform in the treatment of the pilonidal sinus.

ROBOTIC-ASSISTED MULTIDISCIPLINARY 
REPAIR OF COMPLEX RECTOURETHRAL 
FISTULA WITH GRACILIS INTERPOSITION.

ongoing Video room Vr23

c. soriano, t. Fuller, J. schlenker, J. Kaplan
Seattle, WA

Purpose/Background: rectouretheral fistulas are a rare 
complication of prostatectomy. surgical management of 
complex rectourethral fistulas not only require repair, but 
often concomitant reconstructive procedures. operative 
approach can be transperineal, transsphincteric, transanal, 
or transabdominal and may include proctectomy. We 
describe a case of a complex rectouretheral fistula repair 
and reconstruction using a combined robotic-assisted 
transabdominal and transperineal approach with gracilis 
interposition.
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Methods/Interventions: A 72-year-old man underwent 
robotic prostatectomy with lymph node dissection, compli-
cated by saddle pulmonary embolus treated with alteplase, 
and presented with hemoperitoneum and hematochezia. 
He developed feculent urine output and further imaging 
revealed a rectourethral fistula and abscess, likely from 
missed rectal injury. endoscopy demonstrated a 20mm 
rectal defect with visible Foley catheter. He underwent 
laparoscopic end colostomy formation to allow for resolu-
tion of inflammation and abscess, therapeutic anticoagula-
tion, and nutritional optimization prior to definitive repair.

Results/Outcome(s): Four months later, he underwent 
robotic takedown of rectouretheral fistula and left grac-
ilis pedicled muscle flap in combination with colorectal 
surgery, urology, and plastic surgery. the rectal defect was 
repaired primarily in two layers and the urethral defect 
via a transvesical approach. A perineal dissection was 
performed and the left gracilis was harvested. the flap 
was introduced through the perineal defect into the pelvis. 
this was then anchored to the rectum and vesicourethral 
junction robotically. intra-operative leak test was negative. 
He was discharged on post-operative day 5 without compli-
cation. subsequent flexible sigmoidoscopy 2 months later 
revealed a scar in the distal rectum with healthy mucosa 
and gastrografin enema did not demonstrate leak. His 
stoma was reversed 3 months after his reconstruction and 
he has done well after 5 months of follow up.

Conclusions/Discussion: A team-based approach is 
necessary to successfully treat large, complex rectourethral 
fistulas. A transabdominal robotic approach for dissection 
and primary repair with gracilis interposition is a minimally 
invasive and organ preserving option for this uncommon 
yet devastating condition.

ROBOTIC REDO ANTERIOR RESECTION 
WITH ENBLOCK D3 + RETROPERITONEAL 
DISSECTION FOR RECURRENT LYMPH NODE 
METASTASIS.

ongoing Video room Vr24

t. Konishi, n. bhutiani, c. Messick, o. Peacock, 
M. tillman, A. Uppal, M. White, b. bednarski, 
J. skibber, Y. You, G. chang
Houston, TX

Purpose/Background: With recent improvement of 
chemotherapy, radiotherapy and surgical techniques, r0 
resection of recurrent colorectal cancer often achieves 
prolonged survival with possible cure of the disease in 
selected patients. Particularly, when the recurrence is 
confined to regional and limited number of retroperitoneal 
lymph nodes, there is a chance of long survival by complete 
surgical dissection. However, surgery for recurrent cancer 
is often associated with massive bleeding and a high risk of 
intraoperative and postoperative complications. Minimally 

invasive approach using a robotic platform may provide 
technical advantage in reducing bleeding and morbidity for 
such complex procedures.

Methods/Interventions: the author has conducted 
robotic r0 resection of recurrent lymph nodes in carefully 
selected patients with limited amount of the disease since 
2021. Here we present a video of robotic redo anterior 
resection with enblock radical lymph adenectomy in the 
D3 and retroperitoneal area. the patient was 53 year 
old male who originally had anterior resection with low 
ligation for rectosigmoid cancer, pt3n2bM0, followed by 
adjuvant FoLFoX. two years later, the patient developed 
multiple enlargement in reginal lymph nodes up to the 
root of inferior mesenteric artery with extranodal invasion, 
with indeterminate but suspicious retroperitoneal lymph 
nodes. Aiming r0 resection, we conducted redo-anterior 
resection with enblock radical D3 and retroperitoneal 
dissection. to gain appropriate margin from the recurrent 
mass and avoid fibrosis on a previous dissection plane, we 
dissected on a deeper layer exposing surface of iVc, aorta 
and common iliac vessels, taking lymph nodes with the 
autonomic nerve covering this area in an enblock fashion. 
retroperitoneal dissection was completed up to the level of 
left renal vein, gonadal vein and psoas muscle, with pres-
ervation of sympathetic nerve trunk for minimizing sexual 
dysfunction. retrograde injection of icG from a stent 
was utilized to visualize and preserve the ureter. Within 
the pelvis, autonomic nerve was completely preserved for 
urinary and erectile function.

Results/Outcome(s): bleeding amount was 150 mL. 
the patient was discharged on the second postoperative 
day without complication. the patient developed retro-
grade ejaculation, but with normal erection and urinary 
function. Pathology showed 6 positive lymph nodes out 
of 32 harvested nodes, with negative margin. the patient 
is free from recurrence with negative ctDnA at 1 year 3 
months after surgery.

Conclusions/Discussion: robotic approach is useful for 
complex r0 resection of recurrent lymph nodes in selected 
patients.
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ROBOTIC LATERAL PELVIC LYMPH NODE 
DISSECTION -A VIDEO VIGNETTE.

ongoing Video room Vr25

s. bankar, s. raghavan, P. s, M. Kazi, A. Desouza, 
A. saklani
Mumbai, India

Purpose/Background: We aim to demonstrate robotic 
lateral pelvic lymph node dissection in a case of locally 
advanced rectal cancer with persistently enlarged pelvic 
lymph nodes.

Methods/Interventions: 59 years old lady presented 
with altered bowel habits since 1 month. On digital 
rectal examination there was an ulceroproliferative 
growth at 1 cm from anal verge. Colonoscopy revealed 
growth in lower rectum at 2cm from anal verge. Biopsy 
was suggestive of well differentiated adenocarcinoma. 
Initial MRI Pelvs revelaed low rectal growth with 
multiple mesorectal nodes with enlarged left internal 
iliac and obturator nodes. She received SCRT (25Gy 
in 5#) f/b 4#FOLFOX. Reassessment MRI—Decrease 
in size of rectal growth and mild decrease in size of 
mesorectal, left internal iliac and obturator nodes. She 
underwent Robotic abdominoperineal resection with 
left lateral pelvic lymph node dissection.

Results/Outcome(s): the surgery was performed over 
6 hours with the pelvic lymph node dissection requiring 
approximately 90 minutes. Postoperative course was 
uneventful and patient was discharged on the 5th post 
operative day. Post op Histopathology revealed patholog-
ical complete response with 0 out of 28 positive mesorectal 
and 0 out of 14 positive pelvic nodes.

Conclusions/Discussion: Lateral pelvic lymph node 
dissection is a technically demanding procedure and it can 
be performed robotically. the Da Vinci Xi robotic system 
provides a good steady platform to perform the lateral 
pelvic lymph node dissection and improving the outcomes.

NODAL DISEASE A DETERMINANT FOR 
EXTEND OF COLONIC RESECTION - A  
ROBOTIC EXTENDED RIGHT HEMICOLECTOMY  
WITH CME FOR A PROXIMAL TRANSVERSE 
COLON TUMOR.

ongoing Video room Vr26

P. thambi, s. constantinos, r. HArVitKAr, s. stefan, 
e. rawlinson, J. Khan
Portsmouth, United Kingdom

Purpose/Background: A Video illustration of robotic 
extended right hemicolectomy with complete mesocolic 
excision for a proximal transverse colon lesion with bulky 
middle colic lymph nodal disease.

Methods/Interventions: A 19-year-old male patient 
was evaluated for right-sided abdominal pain and diag-
nosed to have moderately differentiated adenocarcinoma 

of the proximal transverse colon. ct scan revealed no 
evidence of any metastatic disease, however showed radio-
logical evidence of middle colic nodal disease

Results/Outcome(s): Following the discuxsion and 
formulation of a treatment plan in the multidisciplinary 
meeting, given the presence of nodal disease on pre-op 
imaging, the patient underwent a robotic extended right 
hemicolectomy with a complete mesocolic excision, 
ensuring the entire nodal mass was removed en-bloc

Conclusions/Discussion: the role of pre-op imaging 
and multidisciplinary meeting to aid in formulating patient 
treatment plans is pivotal. the extend of colonic resection 
should not only be focused on the site of lesion but also 
should take into account the draining lymph nodal disease

ROBOTIC-ASSISTED RIGHT HEMICOLECTOMY 
FOR COLON CANCER IN A PATIENT WITH A 
PREVIOUSLY CONSTRUCTED ILEAL CONDUIT.

ongoing Video room Vr27

c. Prien, o. ostrovetsky, J. Katsiroubas, e. sutton, 
r. rhee
Brooklyn, NY

Purpose/Background: Although minimally inva-
sive approaches for right hemicolectomy are commonly 
performed, the use of robotic-assisted approach in patients 
with an ileal conduit is not well described. We aimed to 
illustrate relevant anatomy, usage of icG angiography, 
and robotic-assisted intracorporeal anastomosis technique. 
this includes tips and important considerations when 
approaching a patient with an ileal conduit undergoing 
right hemicolectomy.

Methods/Interventions: We present the case of a 
68-year-old male who was found to have a large fungating 
mass in the proximal ascending colon on screening colo-
noscopy in August 2022. biopsies were consistent with 
tubulovillous adenoma with high grade dysplasia. Attempts 
were made to endoscopically resect the polyp, that was 
concerning for malignancy, but were unsuccessful due 
to the size and inadequate mucosal lift. He was referred 
for surgical evaluation to discuss treatment options. His 
surgical history was significant for open creation of an 
ileal conduit 4 years prior for the treatment of neurogenic 
bladder. the patient underwent robotic-assisted right 
hemicolectomy with intracorporeal anastomosis and icG 
angiography in october 2022 with members of the urology 
surgery service present. the robotic platform allowed 
for identification of the right ureter and preservation of 
the ileal conduit. icG angiography was used to ensure 
adequate perfusion to the ileocolic anastomosis and ileal 
conduit. An intracorporeal anastomosis was performed 
to minimize concerns over anticipated tension on the 
mesentery due to the ileal conduit if an extracorporeal 
technique had been utilized.
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Results/Outcome(s): the surgery was uneventful and 
the patient recovered on an enhanced recovery after 
surgery protocol. His postoperative course was complicated 
by an ileus requiring nasogastric tube decompression, 
which resolved after two days. He was discharged on post-
operative day 8. Final pathology was significant for t1n1a 
invasive colonic adenocarcinoma.

Conclusions/Discussion: robotic-assisted approaches 
with selected use of icG angiography should be considered 
for treatment of right-sided malignant lesions in patients 
with ileal conduits.

COMPLICATIONS DURING LAPAROSCOPIC 
COLORECTAL SURGERIES.

ongoing Video room Vr28

A. sharma, s. bankar, A. bhoyar, J. M, P. s, M. Kazi, 
A. Desouza, A. saklani
Mumbai, India

Purpose/Background: Video highlights inadvertent 
complications encountered during colorectal resections for 
malignancy at a tertiary care centre in india

Methods/Interventions: total 6 cases have been high-
lighted. case 1: cautery burn case 2 : bowel mesentery 
twist case 3 : injury to splenic vein during iMV dissection 
case 4 : Avulsion of iMA base case 5 : bleeding during 
lateral lymoh node dissection case 6: bleeding from iMA 
during dissection

Results/Outcome(s): none of the patients required 
conversion to open procedure. All patients had uneventful 
post op recovery

Conclusions/Discussion: careful and methodological 
dissection along with stringent adherence to patient safety 
guidelines can help in preventing and managing complica-
tions during laparoscopic resections for colorectal cancer

ROBOTIC ULTRA-LOW ANTERIOR RESECTION 
OF A PROSTATE CANCER RECURRENCE.

ongoing Video room Vr29

s. Akmal, s. nithikasem, A. Azzolini, c. bargoud, 
A. rossi, K. Donohue, D. Feingold, n. Maloney Patel
Piscataway, NJ

Purpose/Background: robotic low or ultra-low anterior 
resection is a technically demanding and difficult operation 
even for well-practiced colorectal surgeons. However if 
possible, it can be preferred over abdominoperineal resec-
tion due to some studies reporting improved oncologic 
outcomes as well as the avoidance of a permanent stoma. 
We present the case of a 70 year old male with a history of 
a presacral tumor known to be recurrent prostate cancer. 
the patient had initially undergone radical prostatectomy 
and radiation therapy in 2008, and has since had chemo-
therapy, hormonal therapy, and immunotherapy. in 2013, 

the patient had recurrence of his prostate cancer in the 
presacral space. the presacral tumor has been resistant 
to treatment and has continued to grow since then. the 
presacral tumor persisted and so the patient presented for 
surgical resection of the disease. the operative plan was 
low anterior resection versus abdominoperineal resection. 
it was undetermined prior to the surgery if resection of 
the tumor would allow for anastomosis, or if a permanent 
colostomy was required. the operation was anticipated to 
be difficult given the patient’s prior surgeries and history of 
radiation treatment to the area.

Methods/Interventions: the patient was placed in 
steep trendelenburg and right side down to allow for 
visualization of the pelvis. intraoperatively, the mass was 
ecnountered in the distal presacral space. the mass was 
found to be adherent to both the sacrum and rectum. 
the use of the robot allowed for meticulous and careful 
dissection of the tumor off of the bony structures of the 
sacrum. the distal rectum was cleared off. this allowed 
for a stapled coloanal anastomosis with preservation of the 
sphincter complex and restoration of function. A diverting 
loop ileostomy was created and a permanent colostomy 
was avoided.

Results/Outcome(s): Final pathology showed metastatic 
prostate cancer with negative margins. Post-operatively 
the patient recovered well. Gastrografin enema revelaed 
no strictures or anastamotic leak and the patient has since 
undergone ileostomy reversal without complications.

Conclusions/Discussion: robotic low or ultra-low 
anterior resection is a technically demanding and difficult 
operation even for well-practiced colorectal surgeons. 
However, it may be preferred for some patients due to 
reported improved oncologic outcomes as well as avoid-
ance of a permanent stoma. We present a case in which 
technical proficiency allowed for robotic ultra-low anterior 
resection of a prostate cancer recurrence. We emphasize 
the capabalities of robotic surgery to provide the best 
outcomes for patients.

ROBOTIC COLOSTOMY TAKEDOWN IN 
DIVERTICULAR DISEASE.

ongoing Video room Vr30

D. Lai1, L. rashidi2
1Renton, WA; 2Tacoma, WA

Purpose/Background: Diverticular disease can be surgi-
cally complicated. the robotic platform can be successfully 
used and beneficial even after perforated diverticulitis and 
open abdominal cases.

Methods/Interventions: this is a case of a 75 year old 
female who presented with bowel obstruction and under-
went diagnostic laparoscopy which was converted to open 
by acute care surgery. she was found to have an unresect-
able diverticular mass and underwent diverting loop colos-
tomy. she was able to have her resection and colostomy 
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reversed with the help of the robotic platform. she did well 
and was discharged home on postoperative day 1.

Results/Outcome(s): successful colostomy reversal and 
sigmoidectomy after diagnostic laparoscopy converted to 
open diverting loop colostomy for perforated diverticulitis.

Conclusions/Discussion: the robotic platform can be 
beneficial and successfully used in complicated divertic-
ular cases that had previously undergone open abdominal 
surgery.

ROBOTIC BEYOND TME FOR INTERNAL ILIAC 
NODAL INVOLVEMENT N RECTAL CANCER.

ongoing Video room Vr31

P. thambi, J. Khan, s. constantinos, r. HArVitKAr, 
e. rawlinson, s. stefan
Portsmouth, United Kingdom

Purpose/Background: A video presentation on robotic 
beyond tMe in a patient with internal iliac lymph nodal 
involvement on pre-op staging investigations.

Methods/Interventions: A 72-year-old female patient 
was diagnosed to have moderately differentiated adeno-
carcinoma of the rectum with preop staging with ct chest 
abdomen pelvis and Mri rectum suggestive of t2n0 
with suspicious internal iliac nodal disease. A Pet ct 
revealed the presence of FDG avid nodal disease around 
the internal iliac vessels.

Results/Outcome(s): she underwent neoadjuvant 
downstaging and underwent a robotic beyond tMe resec-
tion of the lymph nodal mass en-bloc with the rectal spec-
imen. the final histology was suggestive of a t3 n2b M1a 
r0 with positive internal iliac lymph nodes.

Conclusions/Discussion: the use of robotic platforms 
gives the added benefit of better 3D vision and the use of 
endo wrist instrumentation which aid in performing safe 
and meticulous surgery.

3-PORT COMPLETE MESOCOLIC EXCISION 
WITH INTRACORPOREAL ANASTOMOSIS 
AND THE USAGE OF ICG IN RIGHT 
HEMICOLECTOMY IS SAFE AND FEASIBLE.

ongoing Video room Vr32

H. ng, c. chong, D. Aw, J. Ladlad, J. ng, F. Koh, L. Ho
Singapore, Singapore

Purpose/Background: Laparoscopic right hemicolec-
tomy with D3 lymphadenectomy, also known as complete 
mesocolic excision (cMe), and intracorpeal anastomosis 
is technically challenging with a need for clear under-
standing of the anatomy of the superior mesenteric vein 
(sMV). typically described as a 4/5-port procedure to 
provide adequate retraction for safe dissection, cMe 
with less ports have not been well described. this video 

demonstrates that cMe with intracoporeal anastomosis 
can be performed safely with a 3-port technique.

Methods/Interventions: An elderly oriental lady 
presented with lower abdominal pain and diarrhea was 
subsequently diagnosed with hepatic flexure adenocarci-
noma. the right hemicolectomy with cMe was performed 
in the lateral-to-medial approach but keeping the peri-
toneal attachments to maintain orientation and aided 
single-grasper retraction. the sMV and ileocolic pedicle 
was dissected, and ileocolic vessels were divided at the 
border of the sMV. this was repeated for middle colic 
artery with division of its right branch. bowel transection 
was completed. the use of indocyanine green fluorescence 
confirmed adequate bowel perfusion before intracorporeal 
isoperistaltic stapled ileo-colic anastomosis was fashioned. 
the specimen was then extracted through a pfennestial 
incision.

Results/Outcome(s): total operative time was 240 
minutes with estimated blood loss of 20ml. Patient was 
able to resume diet 3 days post-operatively and discharged 
5 days after surgery without complication. Histological 
assessment of the resected specimen revealed a 6 x 6 cm 
pt4an0 (0/23) moderately differentiated hepatic flexure 
adenocarcinoma with clear margins.

Conclusions/Discussion: 3-port laparoscopic cMe 
with intracorporeal anastomosis is safe and feasible in 
selected patients. the reduced port technique potentially 
reduces post-operative pain without excessively prolonging 
operative duration.

STANDARDIZED LAPAROSCOPIC JAPANESE D3 
DISSECTION FOR RIGHT COLON CANCER.

ongoing Video room Vr33

H. Kobayashi
Kawasaki, Japan

Purpose/Background: there are a variety of surgical 
techniques for right hemicolectomy because of its anatom-
ical characteristics. especially, there are three major 
approaches: cranial approach, medial approach, and infe-
rior approach. We have adopted an inferior approach, 
because we can easily keep deeper layer and radial margin 
in patients with advanced colon cancer.

Methods/Interventions: First, the mobilization of right 
colon and small intestine along with appropriate layer is 
performed. During the mobilization, keeping the appro-
priate surgical plane is essential. Duodenum and pancreas 
are preserved. the next step of lymph node dissection is 
dividing of ileocolic vessels. thereafter, lymph node dissec-
tion along with surgical trunk is performed. one of the 
knacks is a marking of the extent of lymph node dissection 
by an electric cautery when the superior mesenteric vein is 
recognized. only right branches of middle colic vessels are 
divided. the last step is a dividing of accessory right colic 
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vein from gastrocolic trunk. After extracorporeal anasto-
mosis, mesentery is sutured and closed.

Results/Outcome(s): Laparoscopic inferior approach 
for right colon cancer is safe from technical and oncolog-
ical point of view.

Conclusions/Discussion: radial margin as well as D3 
lymph node dissection is important for prevention of local 
recurrence.

LAPAROSCOPIC SUPRALEVATOR POSTERIOR 
EXENTERTION FOR LOCALLY ADVANCED 
RECTAL CANCER.

ongoing Video room Vr34

A. sharma, J. M, P. s, M. Kazi, A. Desouza, A. saklani
Mumbai, India

Purpose/Background: Video to demonstrate extended 
tMe techniques and laparoscopic supralevator posterior 
exenteration

Methods/Interventions: 43 y/o female post neoadju-
vant therapy underwent laparoscopic supralevator poste-
rior exenteration total blood loss was 700 ml.

Results/Outcome(s): Patient had pancreatitis on post 
op day 8 which was managed conservatively Patient was 
discharged on post op day 12 Histopathology report is 
awaited

Conclusions/Discussion: extended tMe and suprale-
vator posterior exenterations are feasible via laparoscopic 
approach in high volume centres by experienced surgical 
teams

ROBOT LEFT COLECTOMY WITH EN BLOC 
SMALL BOWEL RESECTION IN A PATIENT 
WITH NINE PRIOR ABDOMINAL SURGERIES.

ongoing Video room Vr35

H. Ahmed1, s. Parascandola2, A. Hawkins2, M. Ford2, 
A. Khan2

1Fort Worth, TX; 2Nashville, TN

Purpose/Background: Patients with multiple prior 
abdominal surgeries specifically in the setting of trauma 
experience extensive adhesions intra-abdominally which 
makes subsequent surgeries extremely challenging, espe-
cially with a minimally invasive approach. We discuss a 
video robotic left colectomy for a patient with numerous 
abdominal surgeries that involved significant lysis of adhe-
sions but achieved appropriate oncological resection with 
the minimally invasive technique.

Methods/Interventions: Video commentary
Results/Outcome(s): Video commentary
Conclusions/Discussion: Despite multiple abdominal 

surgeries, the robotic minimally invasive approach offers 
adequate oncological resection while offering all the 
post-operative benefits of a minimally invasive technique

THE PHANTOM ROBOT.
ongoing Video room Vr36

c. sokas, G. cataldo, J. Pastrana, J. Keane, t. cataldo
Boston, MA

Purpose/Background: robotic surgery has become a 
staple of colon and rectal practice and is particularly useful 
for hard-to-reach anatomy. trans-anal endoscopic surgery 
has been shown to be safe and feasible for the excision of 
benign and early malignant lesions of the mid-to-proximal 
rectum. there are a variety of robotic curricula available 
that emphasize skills proficiency and case observations; 
including imulations, animal models and trainers that 
are utilized for the robotic platform. However, these are 
expensive, difficult to acquire, and unrealistic. Herein we 
describe and demonstrate the creation of a reproducible, 
biorealistic phantom for transanal robotic surgical training 
and practice using low-cost materials and 3D printed 
models.

Methods/Interventions: to create our anorectal 
phantom, we began with a 3D negative “buck” of the 
lumen of virtual rectum with multiple “lesions” created 
in onshape, a computer assisted design (cAD) software 
package and modified in MeshMixer a sculpting package. 
the buck and an outer shell of the mold were printed 
on an industrial-grade 3D printer (raise 3D Pro2) using 
a water tolerant filament, PetG. We prepared a 10% 
solution of polyvinyl alcohol (PVA) and the mold cast 
and set through one freeze-thaw cycle. the final result 
is a phantom lumen of a rectum with multiple lesions 
and polyps for excision. software applications such as 
the computer aides for 3D modeling described above, 
are available free of charge or at low cost to students and 
academics. once created, the mold can be used repeatedly 
to generate an infinite number of phantoms. the total cost 
of the materials for the mold was under $30 and the cost of 
production of each phantom under $10.

Results/Outcome(s): our phantom was created specif-
ically for use on an intuitive DaVinci sP robot platform. 
the model was secured in a training frame, sP port placed, 
and robot docked. the lesion is identified and margins 
marked. circumferential excision is then performed. For 
full-thickness excisions, visualization of mesorectal fat 
should be confirmed. Although not seen in the current 
video, future iterations of the phantoms include layers 
of different colors and consistencies to simulate not only 
rectal wall but also mesorectum. the phantom rectum is 
made of PVA, a widely used medium in the creation of 3D 
printed biosynthetic materials, giving the model a more 
realistic feel than others we have tried. it can easily be 
colored and modified to recapitulate various tissues. once 
set PVA has similar electro conductive properties to live 
tissue and standard electrocautery can be applied with 
realistic cutting results. Quality of excision can then be 
evaluated by assessing tumor fragmentation and resection 
margin.



 67

Conclusions/Discussion: Here we demonstrate how 
the average surgeon can use commercially available mate-
rials and crowd-sourced knowledge to create their own 
training models. in the future, such models can be used for 
training, education and potentially personalized pre-opera-
tive planning based on each individual’s anatomy.

INTRACORPOREAL ANASTOMOSIS IN 
LAPAROSCOPIC COLECTOMY - ‘PRO-TIPS’ FOR 
IMPROVEMENTS.

ongoing Video room Vr37

e. Park, s. Kim, M. Park, s. Yang, Y. Han, M. cho, 
H. Hur, b. Min
Seodaemun-gu, Korea (the Republic of)

Purpose/Background: since the first report of laparo-
scopic approach for right colectomy in 1991, it has now 
settled as the standard method of choice for right-sided 
colon cancer treatment, as it has shorter recovery time and 
less pain while showing comparable oncologic outcomes. 
in laparoscopic approach, either intracorporeal or extra-
corporeal anastomosis is carried out for ileocolic continuity 
restoration. However, the argument over pros and cons 
of the two methods has been on-going. extracorporeal 
ileo-colic anastomosis (ecA) method and intracorporeal 
ileo-colic anastomosis (icA) are both well-established, 
and oncologic principles under which both methods are 
performed are the same (no-touch technique, central 
vessel ligation, and complete mesocolic excision). Many 
retrospective studies have spoken for the safety and 
feasibility of icA, and a few prospective studies have 
highlighted the advantages of icA over ecA in spite of 
few technical challenges and barriers. recent meta-anal-
yses have shown pooled data of the advantages regarding 
short-term perioperative outcomes of icA, such as less 
mesentery tension, smaller incisions for extraction, risk 
omittance of mesenteric torsion during anastomosis, to 
name a few. However, concerns over increased risk of 
intraperitoneal infection due to luminal content spillage 
and prolonged learning curve of technical aspects have 
discouraged surgeons for implying icA when performing 
right colectomies.

Methods/Interventions: Here we wanted to share some 
of the ‘pro-tips’ of creating icA including different ways to 
minimize intraoperative spillage.

Results/Outcome(s): For creation of icA, there 
are different options available, and we introduce three 
methods; overlay side-to-side anastomosis, functional 
end-to-end anastomosis, and modified Delta-c end-to-end 
anastomosis. to minimize intraperitoneal spillage, few 
methods can be administered. First, most operators use 
stay suture on anti-mesenteric border a few centimeters 
away from enterotomy site to be able to elevate the bowel 
wall to avoid over-flowing of bowel contents. secondly, 
a new 12mm trocar for endoscopic stapler access is often 

replaced after the contaminated stapler is retrieved after 
creating anastomosis. thirdly, operators may line a sheet 
of gauze under enterotomy site, either plainly or soaked 
in betadine solution. Lastly, a novel way created by one 
participating operator is to wrap the used stapler jaws 
with plastic cover tightly pursed at the neck by a loop 
knot when extracting the device. this can securely limit 
the area of spillage to enterotomy site and prevent further 
contamination.

Conclusions/Discussion: Despite some advantages and 
proven safety and efficacy of icA in right colectomy, 
some technical challenges and concern for intraperitoneal 
spillage may discourage others to try. We introduce some 
‘pro-tips’ to improve icA method and to possibly lower 
the barriers.

HANDSEWN ILEAL POUCH ANAL 
ANASTOMOSIS IN REVISINOA POUCH 
SURGERY.

ongoing Video room Vr38

D. Wong, U. Akova, A. erkan, J. Kirat, J. simon, A. da 
Luz Moreira, F. remzi
New York, NY

Purpose/Background: Following proctocolectomy 
and ileal pouch formation the anal anastomosis may be 
performed either with an end-to-end stapling or hand-
sewn technique following mucosectomy. end to end 
stapling necessitates a cuff of anal transitional zone be 
left behind which may not be desirable in cases of distal 
dysplasia and disease or in the reoperative setting.

Methods/Interventions: After exploration and pouch 
mobilization, a mucosectomy is performed and the existing 
pouch and any residual rectum are detached. Any residual 
pelvic sepsis requires debridement to enable optimal 
healing. the anastomosis is constructed of 2-0 vicryl 
stitches placed first in the distal anal mucosa with a small 
bite of internal sphincter and then into the pouch. Using 
a double driver method to place stitches and parachute 
tying avoids excessive pressure on the pouch. bimanual 
maneuvers with one hand in the pelvis and the other on 
the perineal side of the operation are often helpful both 
during dissection and pouch delivery.

Results/Outcome(s): Patients with handsewn ileal 
pouch anal anastomoses in revisional pouch surgery 
have slightly worse function compared to stapled anasto-
moses, however, patient satisfaction and quality of life are 
equivalent.

Conclusions/Discussion: Handsewn ileal pouch anal 
anastomosis following mucosectomy is often necessary 
in revisional pouch surgery. Functional outcomes are 
worse, however, this technique is important to possess for 
surgeons undertaking ileal pouch surgery as stapled anasto-
moses are not appropriate for some patients or pathologies.
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ROBOTIC REDO PELVIC SURGERY: J-POUCH 
REVISION, DETORSION AND ADVANCEMENT, 
MUSCULAR MALE.

ongoing Video room Vr39

s. Marecik, M. Gagnon-Konamna, A. Perez tamayo, 
K. Kochar, J. Park
Park Ridge, IL

Purpose/Background: this video describes a robotic 
J-pouch revision, detorsion, and advancement in a 
muscular male. our patient had an iPAA procedure in the 
past for ulcerative colitis. He developed multiple episodes 
of small bowel obstruction. the workup suggested possible 
kink and rotation of the J-pouch.

Methods/Interventions: the robotic surgical system 
was successfully used for J-pouch revision, detorsion, and 
advancement.

Results/Outcome(s): the native pouch was saved. A 
hand-sewn anastomosis was created. the ileostomy was 
closed 4 months later.

Conclusions/Discussion: robotic assistance for 
complex pelvic surgery involving the J-pouch can be safely 
performed.

ENDOLUMINAL VACUUM THERAPY FOR 
MANAGEMENT OF LEAK AFTER ILEAL POUCH 
ANAL ANASTOMOSIS.

ongoing Video room Vr40

s. Parascandola, M. Ford, A. Hawkins, A. Khan, 
s. Mcchesney
Nashville, TN

Purpose/Background: Anastomotic leak after ileal 
pouch anal anastomosis (iPAA) is a significant risk factor 
for pouch failure. options for management of anastomotic 
leak after iPAA are varied and depend on the extent of the 
leak and patient’s condition. endoluminal vacuum therapy 
for anastomotic leaks is well described and involves the 
creation and insertion of a polyurethane sponge connected 
to a vacuum suction device into the abscess cavity. Here 
we describe the technical details of creating an endolu-
minal vac, using readily available supplies, to treat an 
iPAA anastomotic leak.

Methods/Interventions: A 42-year-old man with ulcer-
ative colitis developed an anastomotic leak after completion 
proctectomy with J-pouch construction. We constructed 
an endoluminal vacuum-assisted closure system using 
readily available nasogastric and suction tubing, prolene 
suture, and a regular negative pressure wound therapy 
system to treat his anastomotic leak. creation of the endo-
luminal vac is outlined in the attached video. Pouchoscopy 
and endoluminal vacuum system exchange was performed 
weekly for one month until the leak cavity could no longer 
accommodate the tip of the endoluminal vacuum-assisted 
closure system.

Results/Outcome(s): After initial pouchoscopy and 
marsupialization failed to reduce the size of the patient’s 
presacral abscess cavity, we applied the endoluminal 
vacuum-assisted closure system. the patient subsequently 
underwent serial pouchoscopy and vacuum exchanges 
every 7 days, with substantial improvement in his abscess 
cavity after the third application as demonstrated by 
pouchoscopy and contrasted enemas. Following removal 
of the sponge, he underwent repeat marsupialization. Final 
water-soluble enema demonstrated no residual abscess 
cavity.

Conclusions/Discussion: An endoluminal vacuum- 
assisted closure system is a feasible option for the  
management of leak after iPAA that can be constructed 
using readily available supplies and is well tolerated by the 
patient.

REDO J POUCH CREATION IN REVISIONAL 
POUCH SURGERY.

ongoing Video room Vr41

n. balidemaj, D. Wong, F. remzi
New York, NY

Purpose/Background: revisional pouch surgery 
requires creation of a new pouch in approximately half of 
all of cases. An ideal pouch is well perfused, compliant, 
without strictures or adhesions and between 12-20cm long. 
ischemia, infection, inflammation, or procedural damage 
may necessitate new pouch creation which is facilitated by 
preoperative “thoughtful” ileostomy diversion.

Methods/Interventions: Following mobilization and 
detachment of the existing pouch, the pouch is evaluated 
for salvage potential. if a new pouch is required, the reach 
of the ileostomy site is assessed. the ileostomy site is then 
used as the apex of the new pouch which is created with 
2-3 fires of a GiA 100cm blue load stapler. A new tip of the 
J is created with a tA 30cm blue load, ensuring that the 
antimesenteric side of the tip of the J is shorter than the 
mesenteric side. Following this the tip of the J is oversewn. 
the pouch is everted and the posterior wall is checked for 
bleeding. An apical purse-string is created with seromus-
cular bites for the eeA anvil. indocyanine green (icG) 
fluorescence is used to asses perfusion prior to stapled 
anastomosis. A leak test, visual assessment of anastomotic 
donuts, and proximal diversion minimizes potential leaks.

Results/Outcome(s): Double stapled redo J pouch 
creation results in good functional outcome and high levels 
of patient satisfaction and improved quality of life.

Conclusions/Discussion: new J pouch creation in 
revisional pouch surgery is required approximately 50% of 
the time. thoughtful ileostomy creation prior to revisional 
surgery facilitates this process and maximizes residual small 
bowel.
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ONE-PERSON ROBOTIC TOTAL ABDOMINAL 
COLECTOMY FOR ULCERATIVE COLITIS, 
MORBIDLY OBESE PATIENT.

ongoing Video room Vr42

s. Marecik, D. schlund, D. borsuk, K. Kochar, J. Park
Park Ridge, IL

Purpose/Background: this video describes a one-person 
robotic total Abdominal colectomy for Ulcerative colitis 
in a morbidly obese patient.

Methods/Interventions: A robotic surgical system 
was successfully used. the dissection started with the 
lateral mobilization of the sigmoid and continued counter- 
clockwise to the cecum. in the end an ileostomy was 
created.

Results/Outcome(s): the patient was discharged home 
on post-op day #2. no complications were observed.

Conclusions/Discussion: A one-person robotic total 
Abdominal colectomy for Ulcerative colitis in a morbidly 
obese patient can be safely performed.

HEINEKE-MIKULICZ STRICTUREPLASTY IN 
DIFFUSE JEJUNOILEAL CROHN’S DISEASE.

ongoing Video room Vr43

s. Holubar, c. Prien, s. steele
Cleveland, OH

Purpose/Background: ViDeo sUMMArY this video 
demonstrates the technical pearls in Heineke-Mikulicz 
strictureplasty. Highlighted critical steps include how to 
construct the longitudinal enterotomy, use of stay sutures, 
how to close the enterotomy transversely, how to check for 
gaps, and patency/leak testing.

Methods/Interventions: teAcHinG Points Patient 
Preparation: if combined with colectomy, antibiotic & 
mechanical bowel prep may be used. Patient Position: 
supine critical steps: run entire small bowel, document 
all strictures, length of bowel in situ at start/end of case; 
consider use of Foley balloon or calibration spheres to run 
bowel intraluminally contraindications: fistula, abscess, 
neoplasia, distal obstruction Longitudinal enterotomy 
made with cautery over the stricture onto normal bowel 
enterotomy then sutured closed transversely; avoid back-
walling; confirm patency Gap check, consider betadine 
leak testing selective proximal diversion based on risk 
factors for leak

Results/Outcome(s): technical Pearls/tips: short 
discrete strictures, ≤7 cm, with atleast several cm’s normal 
bowel between strictures seromuscular longitudinal 
anti-mesenteric enterotomy with electrocautery; lumen 
then entered sharply, enterotomy taken full thickness with 
aid of a right-angled clamp, and extended on both sides 
onto normal bowel; a “pop” is typically observed as the 
stricture is fully released stay sutures placed half-way along 
the strictureplasty on each side of enterotomy selective 

frozen section biopsies in long standing or suspicious stric-
tures enterotomy closed transversely using full thickness 
running or interrupted 3-0 suture, sH-1 needle. if inter-
rupted, start either at both ends and sew towards middle, 
finish in center; alternatively start in middle (“rule-of-
halves”) if interrupted, completed strictureplasty probed 
for gaps using one tine of Debakey forceps; gaps closed 
consider a 2nd layer Alternative: closed with transverse 
stapler; note fixed staple height the patency confirmed 
with pinch test if not patent, revise or resect consider 
leak test using dilute betadine through last enterotomy 
prior to closure consider marking each strictureplasty 
with a metallic clip selective proximal diversion (surgeon 
discretion) based on risk factors for leak (such as malnu-
trition, steroids, others), not necessarily the number of 
strictureplasties

Conclusions/Discussion: Potential Areas for injury/
complication: suture line bleeding, obstruction from back 
walling, leak

LAPAROSCOPIC MODIFIED END KONO-S 
ANASTOMOSIS USING SELF-FORMING 
MAGNETS.

ongoing Video room Vr44

A. ore, M. ryou, e. Messaris
Boston, MA

Purpose/Background: Due to high rates of anastomotic 
recurrence, patients with crohn’s disease have benefited 
from the Kono-s technique by preventing distortion of the 
anastomotic lumen and avoiding needed for further oper-
ations. our aim was to perform a laparoscopic modified 
end Kono-s, preserving the added benefits of the proce-
dure and incorporating the benefits of using self-forming 
magnets into this technique.

Methods/Interventions: A preclinical study using a 
porcine model to evaluate an in vivo laparoscopic Kono-s 
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anastomosis via magnetic compression was performed. the 
animal was survived and underwent fluoroscopy, endo-
scopic and gross anastomotic evaluation on Day 14.

Results/Outcome(s): one female Yorkshire pig was 
prepped and draped in a standard sterile fashion. A 5cm 
midline incision was performed, and a single port lapa-
roscopic device was placed after achieving insufflation.  
A segment of the small bowel was identified and resected 
using a laparoscopic stapler; after this, both end segments 
of the small bowel were sutured using 3-0 Vicryl sutures, 
creating a supporting column. An enterotomy was performed 
3-4cm distal to the supporting column on each segment of 
the small bowel using electrocautery. Laparoscopic delivery 
of a temporary implant on each segment of small bowel 
for safe control of enterotomy was performed, followed 
by delivery of two self-forming magnets using the endo 
Magnetic intracorporeal Anastomosis Delivery system. 
once magnets were confirmed in adequate position and 
aligned with enterotomy, they were coupled. the animal 
survived the procedure and was taken to recovery. Diet 
was restarted, and daily rake checks were performed to 
monitor magnet and implant expulsion. on day 14, both 
magnets and implants had passed through the fecal stream. 
there was minimal evidence of the anastomosis on endo-
scopic evaluation with a patent lumen. on necropsy, the 
supporting column can be seen healed and intact, along 
with both ends of the small bowel with a large patent 
lumen. there was mild inflammation, with no evidence of 
adhesion formation.

Conclusions/Discussion: We performed the first lapa-
roscopic modified end Kono-s anastomosis using self-
forming magnets. this technique allowed for maintaining 
the benefits of a supporting column and significantly 
reduced the length of enterotomy required on both sides of 
the small bowel. A shorter anastomosis time was achieved 
by avoiding the hand-sewn component of the procedure. 
Due to no foreign body left behind, this procedure can 
potentially decrease the already elevated risk of stricture 
and adhesion formation inherent to crohn’s disease.

ILIAC AND OBTURATOR LYMPHADENECTOMY 
FOR RECURRENT RECTAL NEUROENDOCRINE 
TUMOR : A VIDEO.

ongoing Video room Vr45

J. charbonneau, P. bouchard
Quebec, QC, Canada

Purpose/Background: this is the case of a 60 year old 
male who initially presented with a rectal polyp, judged 
unresectable by regular endoscopy. the polyp looked 
benign and represented half of the rectal circumference, 
sitting right on the dentate line. An excision was done 
by teM, but the final pathology reported a 4 millimeters, 
well-differentiated neuroendocrine tumor (net) with  
0 mitosis and a Ki-67 at 6%. this was found within a 

tubulo-villous adenoma with high grade dysplasia. the 
case was presented to our colorectal tumor board and the 
patient was followed by ct-scans, tumor markers and colo-
noscopies. seven years later, the patient presented with a 
progressing left internal iliac adenopathy on ct-scan, with 
good uptake on Ga-68 Pet scan. Following the tumor 
board’s updated recommendation, the patient was taken 
to the operating room for a complete iliac and obturator 
lymphadenectomy.

Methods/Interventions: this video shows a step by step 
laparoscopic left iliac and obturator lymphadenectomy. 
We start by carefully examining the peritoneal cavity to 
exclude any other metastasis. the distal sigmoid colon is 
mobilized with a lateral to medial approach. the ureter is 
found on the iliac bifurcation so an extensive distal uret-
erolysis can be done. the dissection begins on the psoas 
muscle, along the gonadic vessels and then continues 
along the external and internal iliac arteries. the obturator 
fossa is carefully dissected to identify the obturator nerve, 
which is preserved with its vein. the obturator arterial 
branches and the obliterated umbilical artery are ligated. 
At the end of the procedure, the obturator muscle and the 
iliac vessels are cleared of lymphatic tissue.

Results/Outcome(s): three out of seven lymph nodes 
were found positive for grade 2 net metastasis, with a 
diameter up to 2,1 centimeters. the colorectal tumor 
board agreed on not giving adjuvant treatments to this 
patient.

Conclusions/Discussion: With the right indication 
and good anatomy knowledge, iliac and obturator lymph-
adenectomy is a procedure that can successfully be done by 
the experienced laparoscopist.

POSTTRANSPLANT LYMPHOPROLIFERATIVE 
DISORDER OF THE ASCENDING COLON WITH 
COLODUODENAL FISTULA.

ongoing Video room Vr46

J. Lam, i. Gardner, t. simon, M. schertzer, c. Zhang, 
W. Ambroze, M. Al Fayyadh
Atlanta, GA

Purpose/Background: Posttransplant lymphoprolifera-
tive disorder (PtLD) of the colon is extremely rare. We 
present a video case of a 51-year-old woman with a history 
of heterotopic kidney transplantation who presented with 
three months of abdominal pain, change in bowel move-
ments, and weight loss. she was found to have an 
ascending colon mass on ct and underwent colonoscopy 
which confirmed an obstructing mass with biopsy showing 
inflammation and cMV.

Methods/Interventions: she was taken to the or for 
a robotic right colectomy and was found to have invasion 
of the right native nonfunctioning kidney and second 
portion of the duodenum requiring right nephrectomy and 
takedown of coloduodenal fistula. the duodenal defect 
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was primarily closed in two layers, with an additional 
omental patch. Pathology demonstrated ebV-positive 
lymphoma consistent with monomorphic PtLD invading 
the duodenum and right kidney.

Results/Outcome(s): she did well postoperatively and 
her PtLD was treated with reduction in immunosuppres-
sion, rituximab, and chemotherapy. she is doing well seven 
months later.

Conclusions/Discussion: colorectal PtLD should 
initially be treated by reducing immunosuppression, but 
it is not uncommon for these patients to require surgery  
and/or chemotherapy.

CASE REPORT: ROBOTIC RESECTION OF A 
PELVIC SCHWANNOMA-A VIDEO VIGNETTE.

ongoing Video room Vr47

i. ozata, s. Karahan, F. Çetin, e. ozoran, D. Uymaz, 
G. Akyoldas, A. rencuzogullari, e. balik
Istanbul, Turkey

Purpose/Background: Pelvic schwannomas are rare 
and usually asymptomatic until they grow enough to 
compress adjacent organs. surgical excision of pelvic side-
wall localized schwannomas remains challenging due to 
proximity to vital structures and nerve bundles. Here, we 
present the video of the robotic excision of pelvic left-sided 
schwannoma guided by intraoperative neuromonitoriza-
tion highlighting visibility, precision, and dexterity of the 
technique.

Methods/Interventions: A 35-year-old female patient 
(with a history of previous lumbar schwannoma) presented 
with numbness of the waist and left thigh. Mri revealed 
a large mass originating from the lumbar plexus adja-
cent to the rectum and sciatic nerve. robotic excision 
was performed with the guidance of neuromonitoriza-
tion. bipolar probes were preoperatively placed in the 
rectus femoris, tibialis anterior, and abductor hallucis 
muscles bilaterally and into the anal canal. the bulbocav-
ernosus reflex was examined for anal sphincter follow-up 
and pudendal nerve follow-up. the tumor bulk was 
sitting below the left ureter and internal iliac artery and 
attached to L4-L5 roots. complete excision of the tumor 
was achieved successfully. there were no intraoperative 
complications except intentional signal reduction in the 
tibialis anterior and gastrocnemius muscles.

Results/Outcome(s): Pathological examination 
revealed ancient schwannoma. in the postoperative course, 
the patient experienced foot drop managed with angle foot 
orthosis and physical therapy. the remaining course was 
uneventful, and the foot drop significantly rehabilitated 
eight weeks after surgery.

Conclusions/Discussion: neuromonitorization-guided 
robotic approach for pelvic side-wall localized schwan-
noma confers safe and effective resection with reduced risk 
of neurological morbidity.

LAPAROSCOPIC PELVIC LATERAL LYMPH 
NODE DISSECTION FOR ANAL CANCER.

ongoing Video room Vr48

A. canelas, P. Jacinto, P. Diaz Donoso, J. brea, M. bun, 
M. Martin, K. collia Ávila, c. Lumi
Buenos Aires, Argentina

Purpose/Background: Minimally invasive pelvic lateral 
lymph node dissection is a complex procedure that compre-
hends the acknowledge of the anatomical structures which 
plays an important role to reduce postoperative morbidity 
and mortality. the evidence regarding the importance 
of lateral pelvic lymph nodes in disease free survival and 
overall survival of advanced subperitoneal rectal cancer 
has grown in the last few years; but there is no data about 
this procedure after receiving neoadjuvant chemoradio-
therapy (chemort) in anal cancer patients with local 
tumor complete response but positive pelvic lateral lymph 
nodes

Methods/Interventions: this is the case of a 52 years 
old female who presented Anal squamous cell carcinoma 
infiltrating the lower rectum. Mri staging t4 n1a M0. 
received neoadjuvant chemort 26 weeks after neoadju-
vant therapy, a control Mri showed an 11 mm persistent 
internal iliac lymph node with no anal canal lesion 
(staging ymr t0 n1a). Pet-ct scan showed an hypermet-
abolic lymph node on the left obturator region (10.6 mm, 
sUV 4.6), with no signs of other hypermetabolic lesions or 
metastasis. the patient was discussed in oncologic multidis-
ciplinary team deciding to do a laparoscopic pelvic lateral 
lymph node dissection. We approached the left-sided 
compartment using four ports. the first step is to identify 
the ureter crossing the iliac vessels; it should be fully indi-
vidualized to allow traction by using an “endoloop”, then 
opening the peritoneum covering the ureter should be 
until the uterine artery crosses by. identify the anatomical 
landmarks at the lateral wall (the external iliac vessels) 
and the medial wall (internal iliac artery). identification 
of the obturator foramen, obturator vessels and obturator 
nerve. obturator nerve is dissected with blunt maneuvers, 
then ligating with clips and section the obturator vessels. 
the remaining lymphatic tissue is dissected identifying 
the uterine and superior vesical artery, which is clipped. 
identify the obturator lymphatic duct to ligate and section. 
the surgical specimen is taken out of the body within an 
“endobag” through a Pfannenstiel incision.

Results/Outcome(s): the patient had an excellent 
postoperative outcome and was discharge on postopera-
tive day 3. the pathology reported 1/7 lymph nodes with 
squamous cell carcinoma. After 2 years of follow up, the 
humoral and clinical control are normal

Conclusions/Discussion: Despite the lack of clear indi-
cations to perform pelvic lateral lymph node dissection in 
patients with complete response of anal cancer, a proper 
selection of patients with imaging evidence of pelvic lateral 
lymph node disease may be beneficial.
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APPENDECTOMY POST-EFTR REMOVAL OF 
APPENDICEAL ORIFICE.

ongoing Video room Vr49

P. o’connor, b. Phillips
Philadelphia, PA

Purpose/Background: endoscopic full-thickness resec-
tion (eFtr) is a new technique used to resect colonic 
lesions which removes all layers of the gastrointestinal wall 
while leaving behind a clip to act as a suture to prevent 
perforation of the colon. eFtr allows removal of lesions 
in the submucosa and muscularis propria while aiding 
in accessing difficult locations such as the appendiceal 
orifice (Ao). A concern regarding this technique at the 
Ao is the risk of appendicitis. recent studies show that 
between 14-17% of patients who had eFtr performed 
at the Ao developed acute appendicitis, with about 
half of those patients eventually requiring appendectomy.  
We have concern that eFtr for Ao lesions may result in 
transforming a simple appendectomy into a complicated 
case with possible need for cecectomy or ileocolic resection. 
our case is a 69 year old female with a history of a 12mm 
periappendiceal colon polyp unable to be removed via exci-
sion and ablation. this lesion was excised via eFtr and 
closed with a clip over the Ao. the patient presented to 
the eD 2 days after this procedure with right lower quad-
rant (rLQ) pain. ct showed that the clip was in place 
and the appendix mildly dilated and inflamed. the patient 
was treated with antibiotics and discharged. the patient 
presented to the eD again the next day with persisting rLQ 
pain and diarrhea and was admitted. ct imaging showed 
acute appendicitis with perforation, and the patient was 
discharged on antibiotics 3 days after admission. the rLQ 
pain persisted until the patient was admitted for an appen-
dectomy 21 days after the original eFtr.

Methods/Interventions: After identifying the inflamed 
appendix, it was seen that the base of the appendix had 
involuted into the cecum. As the appendix and right colon 
were mobilized so that the cecum could be delivered through 
the umbilical site. the clip was palpated and a finger was 
passed through the ileocecal valve prior to firing a stapler to 
conduct the appendectomy with partial cecectomy to ensure 
that the ileocecal valve was not inadvertently closed.

Results/Outcome(s): the patient had full symptom 
resolution after appendectomy. the specimen was opened 
and there was visual confirmation that the clip had fully 
blocked the Ao.

Conclusions/Discussion: this case demonstrates that 
the use of eFtr for lesions near the Ao may not be appro-
priate, since the risk of appendicitis, while only about 15%, 
is still much higher than the complication rate of an appen-
dectomy via laparoscopic partial cecectomy. it is important 
for physicians to be aware of the potential complication of 
appendicitis leading to a more complex operation than a 
standard laparoscopic appendectomy when considering 
utilizing eFtr for periappendiceal lesions.

RECTAL GIST EXCISION BY TRANSANAL 
ENDOSCOPIC MICROSURGERY: A VIDEO.

ongoing Video room Vr50

J. charbonneau, P. bouchard
Quebec, QC, Canada

Purpose/Background: rectal Gists are rare and often 
represent a surgical challenge. When resectable, these 
tumors can be excised by various approaches, one of them 
being the transanal endoscopic microsurgery (teM) tech-
nique since it is not indicated to remove the lymph nodes 
in the mesorectum. Prognosis is generally worse in stromal 
tumors of the rectum and the most important factor is 
to obtain negative resection margins. this video demon-
strates the excision of a distal rectal Gist by teM in a  
73 year old male with a posterolateral lesion after a 
one-year course of neoadjuvant imatinib. the tumor went 
from a non-resectable 37 x 30 millimeters mass, fixed into 
the puborectalis muscle to a 25 x 21 millimeters mobile 
lesion, sitting right on the levator ani muscle. Mutations 
were undetermined in the preoperative setting.

Methods/Interventions: the video shows a step by step 
teM procedure, using a rigid platform. it starts with a 
transmural rectotomy, just proximally to the dentate line. 
the external sphincter is visualized and preserved. A few 
fibers of pelvic floor muscles are resected with the tumor 
to ensure clean posterior margins. the superior and lateral 
parts of the dissection are completed with the mesorectum 
reached. After thorough hemostasis, the deficit is closed 
primarily with two V-lock continuous sutures, free of 
tension.

Results/Outcome(s): negative macroscopic margins 
were obtained after a complete excision of a low rectal 
Gist. the sphincters were preserved and there was no 
particular concern for postoperative stenosis. the final 
pathology report confirmed negative microscopic margins.

Conclusions/Discussion: teM is a safe and appropriate 
approach for stromal rectal tumor resection, when negative 
margins seem achievable, according to the surgeon’s judg-
ment and experience.

LAPAROSCOPIC VENTRAL MESH RECTOPEXY 
WITH LEVATORPLASTY IN RECURRENT 
RECTAL PROLAPSE.

ongoing Video room Vr51

s. Modi, r. Kyriakakis, J. ogilvie
Grand Rapids, MI

Purpose/Background: Although rectal prolapse is rare 
with prevalence of ~0.5%, its frequency increases with age 
in females. Multiple operations have been described for 
the management of rectal prolapse with overall recurrence 
rates up to 15%. in terms of recurrent prolapse, studies 
suggest that abdominal approaches are associated with 
lower recurrence rates and better functional outcomes. 
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Depending on the initial operation, ventral mesh recto-
pexy is an increasingly recognized abdominal approach for 
recurrent prolapse that avoids the posterior rectal dissec-
tion, however its use after perineal approaches is uncertain.

Methods/Interventions: We present the case of a 
72-year-old female, bMi 15 kg/m2, with a recurrent rectal 
prolapse 6 months after undergoing combined perineal 
rectosigmoidectomy and colpocleisis for rectal and pelvic 
organ prolapse. Her presenting symptoms were pain, rectal 
bleeding, loose stools, and fecal incontinence. Physical 
exam demonstrated ~ 4 inches of full-thickness prolapse 
with weak resting anal tone. there was no recurrence of 
the vaginal prolapse. Given the recurrence, an abdominal 
approach was considered, specifically a ventral rectopexy. 
intraoperatively, a redundant sigmoid colon in the pelvis 
was held into place by the mesentery which was under 
tension. A large diastasis of levators was noted as no 
previous levatorplasty had been performed. the prolapsing 
sigmoid was first reduced above the levator hiatus. the 
hiatus was closed excluding the vagina from the repair. 
this allowed the rectum to stay in the pelvis without 
it falling below the levators. Due to the nature of the 
previous perineal rectosigmoidectomy there was no true 
pouch of Douglas or remaining mesorectum, making ante-
rior or posterior dissection challenging. A biologic mesh 
graft was secured on the ventral surface of the neorectum 
with absorbable sutures and then secured to the sacral 
promontory with non-absorbable sutures. the mesh was 
completely peritonealized.

Results/Outcome(s): the patient was discharged on 
PoD 1 and after 6 weeks her symptoms significantly 
improved. Pain and bleeding had resolved, and fecal incon-
tinence was improved with only sporadic imodium use. 
the physical exam did not reveal any prolapse.

Conclusions/Discussion: this case illustrates the chal-
lenges associated with the repair of recurrent rectal 
prolapse after perineal rectosigmoidectomy. While tailoring 
the surgical approach based on the initial prolapse repair 
is paramount, ventral rectopexy is a valuable option to 
consider in recurrent disease

ROBOTIC HERNIOPLASTY OF A PRIMARY 
LEVATOR HERNIA.

ongoing Video room Vr52

r. Fortunato
Pittsburgh, PA

Purpose/Background: A 76-year-old female with 
30-year history of rheumatoid arthritis on chronic steroids 
presented with complaints of pelvic floor bulging over 
one year, associated with constipation and straining over 
the last 6 months. A ct of the pelvis demonstrated a fat 
containing defect in the right levator musculature. clinical 
examination demonstrated a large, non-tender, right sided 
levator hernia palpable when standing. subsequent Mri 

defecography demonstrated the majority of the rectum and 
mesorectum herniating through the right levator complex 
during defecation. the purpose of this video is to evaluate 
the efficacy and safety of a robotic repair.

Methods/Interventions: robotic transabdominal mobi-
lization of the rectum afforded excellent visualization of the 
entire pelvic floor and hernia defect. soft monofilament 
polyester composite mesh (symeotextM) was secured with 
soft-silk sutures to the entire pelvic floor fully covering the 
defect. sutured rectoxpexy was then performed directly to 
the sacral promontory with permanent sutures.

Results/Outcome(s): A robotic levator hernioplasty 
with soft, polyester, permament mesh and suture rectopexy 
was performed without complication. the patient was 
discharged the same day.

Conclusions/Discussion: A robotic levator hernioplasty 
with soft, polyester, permament mesh and suture recto-
pexy was performed without complication. the robotic 
approach optimizes this operation, with stable, enhanced 
visualization within the deep pelvis, endowrist manipula-
tion, and easier suturing. robotic levator hernioplasty is a 
safe and efficacious procedure.

ROBOTIC TAMIS RECTAL TUMOR EXCISION.
ongoing Video room Vr53

M. Meece, n. Paluvoi
Miami, FL

Purpose/Background: neuroendocrine tumors (nets) 
are a rare slow-growing malignancy derived from neuroen-
docrine cells. nets can occur anywhere within the gastro-
enteropancreatic system, and the incidence of rectal nets 
is increasing. rectal nets generally present as small, 
localized, well differentiated tumors. current guidelines 
for rectal nets recommend local excision, either endo-
scopically or trans-anally, for well differentiated, localized 
lesions less than 2 cm, and oncologic colon resection for 
lesions with high-risk features, or those that are greater 
than 2 cm in size.

Methods/Interventions: We present a 66-year-old male 
patient who was found to have a 2.5 cm well differentiated 
rectal net 5 cm from the anal verge on screening colonos-
copy. Findings were confirmed with Mri, which showed 
the 2.5 cm lesion without evidence of local invasion. 
DotAte scan revealed uptake in the rectum and the 
mediastinum, and appropriate endobronchial Ultrasound-
guided biopsy ruled out metastases. the patient was 
extensively counseled that given the size of his mass, the 
standard of care would be colonic resection in the form of a 
low anterior resection. the patient adamantly refused any 
major resection, and wished to proceed with local excision.

Results/Outcome(s): the patient was booked and 
consented for a robotic trans-anal minimally invasive 
(tAMis) rectal tumor excision. the patient was posi-
tioned in the prone-jackknife position. A 4x4 cm anal 
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gel port was inserted, and we used 3 robotic trocars and 
an assist trocar to perform the operation. the lesion 
was excised full thickness with 1 cm margins, using the 
mesorectal fat pad as our guide to ensure full thickness 
resection. the mucosal defect was closed transversely 
using 2-0 barbed suture. the specimen was removed and 
oriented with the pathology department in the room. Final 
pathology showed a t2 well-differentiated net invasive 
into the muscularis propria with negative margins. the 
patient recovered appropriately, and a repeat colonoscopy 
was performed 2 months post-operatively, which showed 
a well healed scar. the scar was biopsied and found to be 
negative for recurrence.

Conclusions/Discussion: in this patient, we success-
fully performed a robotic tAMis rectal tumor excision for 
a 2.5 cm net. Despite falling outside the recommended 
range for local excision, the patient refused the more 
morbid but indicated low anterior resection. Despite this, 
the patient appears to have had a successful oncologic 
resection, and has no evidence of recurrence or distant 
metastasis as of now.

ROBOTIC-ASSISTED LOW ANTERIOR 
RESECTION OF A RECTAL TUMOR WITH 
CONCERN FOR INVASION OF THE SEMINAL 
VESICLES.

ongoing Video room Vr54

s. nithikasem, s. Akmal, A. rossi, A. Azzolini, 
K. Donohue, s. Ghodoussipour, n. Maloney Patel
New Brunswick, NJ

Purpose/Background: the anatomy of the Denonvilliers’ 
fascia (DVF) remains controversial and poorly understood. 
this has implications for the surgical management of rectal 
cancers affecting adjacent urogenital structures. there is a 
current hypothesis that the Denonvilliers’ Fascia consists 
of an anterior, posterior, and interfascial plane, which is 
an important anatomical consideration when performing 
a total mesorectal excision (tMe), and before committing 
to a urostomy. this demonstrates the potential ability of 
robotic-assisted surgery to perform meticulous and precise 
fascial dissections to improve post-operative outcomes. 
We present the case of a 60-year-old male, who was 
found to have a low-lying rectal cancer on initial imaging 
by Mri was a t4b tumor with concern for invasion 
into the seminal vesicles. the patient underwent total 
neoadjuvant therapy (tnt) with incomplete response. 
He presented for surgical management of his disease, 
which included a robotic low anterior resection and 
planned loop ileostomy.

Methods/Interventions: With the concern for ongoing 
invasion of the genitourinary structures and for potential 
invasion into the seminal vesicles and prostate, the patient 
was seen in clinic and a discussion was had regarding 
the possibility of total pelvic exenteration vs. coloanal 

anastomosis with resection of the seminal vesicles and 
diverting loop ileostomy. both colorectal and Urology 
were involved. Due to the location and complexity of this 
tumor resection, the decision was made to perform a jejunal 
sparing operation and to only resect the seminal vesicles to 
preserve urinary continence. the anterior dissection was 
then performed by urology, and the seminal vesicles were 
found to not be involved. the anterior and posterior layers 
of Denonvilliers’ fascia were dissected from one another. 
the plane was developed nicely with no concern for 
tumor invasion. the distal limit of the separation was then 
reached, leaving the seminal vesicles and prostate intact.

Results/Outcome(s): Final pathology showed a muci-
nous adenocarcinoma with all resection margins negative 
for tumor. the patient recovered as expected and is 
currently scheduled for an ileostomy reversal.

Conclusions/Discussion: the meticulous dissection 
of Denonvilliers’ fascia allowed for the avoidance of a 
urostomy and colostomy in the management of a patient 
with a low-lying rectal cancer with concern for invasion 
of the seminal vesicles. instead, this dissection resulted in 
a temporary ileostomy and preserved the patient’s urinary 
function. this demonstrates the ability of robotic-assisted 
surgery to perform meticulous and precise fascial dissec-
tions to improve post-operative outcomes. Furthermore, 
an improved understanding of the Denonvilliers’ fascial 
anatomy can help to improve post-operative outcomes in 
pelvic surgeries.

ROBOTIC ABDOMINOPERINEAL RESECTION 
WITH ROBOTIC RECTUS ABDOMINIS MUSCLE 
AND BILATERAL GLUTEAL ADVANCEMENT 
FLAPS FOR PELVIC AND PERINEAL 
RECONSTRUCTION.

ongoing Video room Vr55

n. ceballos, L. castro Hernandez, c. seaver, M. Dolberg
Hollywood, FL

Purpose/Background: this is a case of a 40-year-old 
female who initially presented with intermittent rectal 
bleeding for 6 months associated with rectal pressure, 
tenesmus, decreased appetite, and unintentional weight 
loss. she was diagnosed with a t4n1 nearly obstructing 
low rectal adenocarcinoma with vaginal involvement and 
perineal fistulas. she underwent total neoadjuvant therapy 
including chemotherapy and chemoradiation as per multi-
disciplinary tumor board recommendations.

Methods/Interventions: Upon completion of total 
neoadjuvant therapy, she presented for surgical resection. 
she underwent a robotic abdominoperineal resection 
with partial vaginectomy and robotic harvest of a rectus 
abdominis muscle rotational flap for pelvic reconstruction 
and bilateral gluteal advancement flaps for perineal recon-
struction. indocyanine green fluorescence angiography 
(icG-FA) was an adjunct to reconstruction.
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Results/Outcome(s): the patient recovered well 
post-operatively. the final pathology revealed rare, scat-
tered foci of residual rectal adenocarcinoma, an unclear 
anterior radial margin due to scarring, with proximal rectal 
and distal anal margins that were negative for tumor. 
there were seven perirectal lymph nodes that were nega-
tive for tumor. Pathologic staging was t3n0.

Conclusions/Discussion: this case presents the 
complex treatment of a locally advanced rectal cancer and 
provides a video demonstration of a minimally invasive 
approach with the use of robotic surgery. this presentation 
underscores the importance of a multidisciplinary tumor 
board discussion with colorectal surgery, medical oncology, 
and radiation oncology to provide patient-centered individ-
ualized comprehensive care in order to achieve improved 
outcomes. the multidisciplinary approach to surgical 
intervention included colorectal surgery, general surgery, 
plastic reconstructive surgery, and gynecologic oncology. 
there are few cases reported in the literature that describe 
the combined use of robotic abdominoperineal resection 
with robotic harvest of a rectus abdominis muscle advance-
ment flap for immediate reconstruction. this video presen-
tation highlights the capabilities of robotic surgery and 
innovative surgical technique in this unique case.

ROBOTIC BILATERAL PELVIC LYMPH NODE 
EXCISION.

ongoing Video room Vr56

n. sell, G. Zhang, J. Goldberg
Boston, MA

Purpose/Background: After concluding neoadjuvant 
treatment, some patients with clinical stage iii rectal 
adenocarcinoma may still have enlarged lymph nodes on 
post-treatment imaging studies that are concerning for 
metastatsis. this should not preclude an operation but 
rather an attempt to resect these suspious lymph nodes 
should be performed if possible. this video demonstrates 
the excision of bilateral pelvic lymph nodes with use of the 
robot platform.

Methods/Interventions: the DaVinci Xi robot was 
used to aid in the resection of enlarged bilateral pelvic 
lymph nodes in a patient with stage iii disease who 
had completed neoadjuvant chemotherapy and radiation. 
this video describes the technique and strategies used to 
perform this type of operation.

Results/Outcome(s): this operation was successful in 
removing all three suspicious lymph nodes, in addition to 
the primary rectal tumor, without complication or injury 
to the patient. one of the three lymph nodes removed was 
positive for invasive adenocarcinoma.

Conclusions/Discussion: Use of the robot is able to 
facilitate a safe excision of enlarged pelvic lymph nodes 
with care to preserve surrounding neurovascular structures 
while excising all macroscopic disease.

PELVIC ORGAN PROLAPSE: ARE TWO 
SURGEONS BETTER THAN ONE?

ongoing Video room Vr57

M. Gott, J. Melvin, A. crume, M. Murday, A. brown
Salt Lake City, UT

Purpose/Background: rectal prolapse can be a debili-
tating disorder associated with fecal incontinence, mucus 
discharge, constipation, and pudendal neuropathy. the 
prevalence of urinary incontinence and pelvic organ 
prolapse in these patients is estimated to be between 
21-34%. As minimally invasive approaches have become 
more accessible and surgical training on these plat-
forms have become more common, a multidisciplinary 
approach to multicompartment prolapse should become 
more common practice.

Methods/Interventions: this was a retrospective anal-
ysis based on phone survey results to look at outcomes 
following combined multicompartment pelvic organ 
prolapse repair. 34 women in total with full thickness 
rectal prolapse who also underwent simultaneous repair 
of pelvic organ prolapse were interviewed. the survey 
examined recurrence and subsequent repair, if applicable, 
unexpected post operative pain, new urinary incontinence 
or retention, new fecal incontinence or constipation, and 
new sexual dysfunction.

Results/Outcome(s): 27 out of 34 patients participated 
in the survey. 9 patents had recurrence of their rectal 
prolapse with 3 having already undergone a second repair. 
significant post operative pain occurred in 7 of the 27 
surveyed. 7 had new urinary incontinence while 10 had 
new issues with urinary retention. new fecal incontinence 
was seen in 6 patients and constipation was noted in  
8 individuals. Lastly, post-surgical sexual dysfunction was 
reported in 2 out of 27 patients.

Conclusions/Discussion: combined prolapse repair 
decreases overall anesthesia time, repeated entry into the 
abdomen, concurrent recovery period, and hospital admis-
sions. Although this study is poorly powered to fully assess 
surgical success, it is out hypothesis that a multidisciplinary 
approach is best to limit recurrence rates.

LAPAROSCOPIC-ASSISTED ALTEMEIER 
PROCEDURE FOR TOTAL RECTAL PROLAPSE.

ongoing Video room Vr58

c. Wei1, X. chen2, t. Yang3, Q. cao4, G. Gan1

1Guangzhou, China; 2Zhuhai, China; 3Guizhou, China; 
4Jiangmen, China

Purpose/Background: A single surgical approach is 
often ineffective in the treatment of severe rectal prolapse, 
and a combination of multiple surgical approaches is badly 
required. For the Altemeier procedure, one of the keys 
during the operation is to judge whether the peritoneal 
reflex will protrude outside the anus. However, in clinical 
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practice, it is very hard to judge whether the peritoneal 
reflex will protrude outside the anus due to individual 
differences of patients (such as different anal canal lengths, 
height of peritoneal reflex) and the relaxed state of pelvic 
floor under anesthesia. sometimes, for the patients with 
the length of prolapse is more than 5 cm, especially with 
prolapse length in the range of 5-7 cm, the peritoneal 
reflex may not protrude out of the anus, which results 
in the inability to enter the abdominal cavity during the 
Altemeier procedure, and this will lead to the failure of 
the Altemeier procedure and the postoperative recurrence.

Methods/Interventions: During the operation, we 
firstly explored the lowest location of the peritoneal 
retroflexed recess and the starting location of the rectal 
prolapse through a combined transabdominal and peri-
neal approach and applied laparoscopic assistance to 
completely protrude the bowel out of the anus. the status 
of the remaining bowel after bowel resection, the position 
of peritoneal reflexion and the degree of relaxation of 
the pelvic floor can be judged intuitively by laparoscopic. 
Depending on the situation during the operation, it is 
decided whether to close the pelvic floor and elevate the 
depression of the rectum and bladder to consolidate the 
effect of the operation.

Results/Outcome(s): the combined transabdominal 
and perineal approach can probe the lowest location of the 
peritoneal retroflexed recess as well as the starting position 
of rectal prolapse and the actual length of prolapse to 
ensure that the intestinal canal can be prolapsed beyond 
the anal verge completely.

Conclusions/Discussion: We demonstrated that lapa-
roscopic-assisted Altemeier surgery can ensure that the 
prolapsed bowel can be completely prolapsed outside the 
anus, making the actual prolapse length of the bowel 
can be more accurately definitude, and reducing the risk 
of postoperative recurrence due to insufficient bowel 
resection.

PULL-THROUGH AND DELAYED COLO-ANAL 
ANASTOMOSIS AFTER LAPAROSCOPIC TOTAL 
MESORECTAL EXCISION WITH PARTIAL 
INTERSPHINCTERIC RESECTION.

ongoing Video room Vr59

A. spinelli1, c. La raja1, J. crippa2

1Milan, Italy; 2Rozzano, Milano, Italy

Purpose/Background: Fit, informed and motivated 
patients can be offered a reconstructive option in low 
rectal cancer. in patients with iuxta-anal rectal cancer, 
when partial intersphincteric resection (pisr) is needed, 
delayed colo-anal anastomosis (DcAA) can be an alter-
native to the standard immediate colo-anal anastomosis 
(icAA) with diverting ileostomy. the technique, first 
described by turnbull and cutait, is regaining popu-
larity with some technical modifications. DcAA appears 

particularly appealing for avoiding the morbidity of a 
temporary ileostomy without increasing risks and with 
similar functional outcomes.

Methods/Interventions: in this video we present the 
main ten steps to perform a laparoscopic anterior resection 
with total mesorectal excision for low rectal cancer, pisr 
and rectal pull through followed by DcAA.

Results/Outcome(s): After the rectal dissection is 
achieved by complete isolation of the anorectal ring at 
the pelvic floor by laparoscopy; the perineal time begins 
by performing the pisr starting from an adequate tumor 
margin. the specimen is then delivered transanally and 
transected, leaving a colonic stump in place anchored to 
the anal canal. the second surgical stage usually takes 
place after about 7 days and consists in colonic stump 
resection and performing the manual cAA.

Conclusions/Discussion: When restorative surgery for 
low rectal cancer is pursued, DcAA is a valid alternative 
to icAA. not only DcAA has the advantage of avoiding 
temporary stoma, but also could potentially decrease the 
risk of anastomotic leak compared to icAA in this specific 
subset. indeed, the formation of adhesions between the 
distal colon and the anal canal during the timeframe 
between the two surgical steps, may allow for a safer 
coloanal anastomosis. Data on functional outcomes after 
DcAA are still scarce; some initial evidence is anyway 
encouraging: one rct available on the topic by biondo 
et.al reported no significant difference in continence at 1 
year compared to icAA, while olagne et al. describe 90% 
of patients being fully continent for stool and gas after 2 
years from surgery.

IS IT THE LOAD OR THE WAY YOU CARRY IT?  
A MODEL FOR TENSION FREE VENTRAL MESH 
RECTOPEXY.

ongoing Video room Vr60

L. Ailabouni, r. bealer, L. smith
Spokane, WA

Purpose/Background: there are two main theories to 
describe the pathophysiology of rectal prolapse. these are 
described as ahernia through a defect in the pelvic fascia 
or an intussusception of the rectum. However, some feel 
that the true etiology is actually a combination of both. 
to address these theories, there are over one hundred 
techniques for repair of rectal prolapse. However, there is 
a lack of evidence to suggest which rectal fixation is supe-
rior. suture rectopexy, resection rectopexy and ventral 
mesh rectopexy are the most commonly performed proce-
dures. Ventral mesh rectopexy, especially in a multidisci-
plinary setting with sacrocolpopexy, rapidly became the 
gold standard as it addresses not only the overt prolapse 
but also improves on constipation, obstructed defecation 
syndrome, and fecal incontinence as well as associated 
pelvic organ prolapse. this procedure is associated with 
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low complication rate and low recurrence rate (0-15%) 
reported. However, over the last decade many surgeons 
have described their experience and the need for deviation 
from the standard limited anterior dissection of the ventral 
rectopexy. there are several modifications that have been 
made to the traditional ventral mesh rectopexy by a variety 
of surgeons. some of these techniques include additional 
posterior dissection, freeing up the rectum from the 
chronic pelvic adhesions, performing a more circumferen-
tial distal dissection, and adding a suture rectopexy to the 
ventral rectopexy have been brought forward as techniques 
for improving surgical outcomes. situations where the 
rectal prolapse is large, heavy, long standing, or severe may 
require additional intervention. Additionally, cases of early 
recurrence following initial ventral rectopexy, and dissatis-
faction of the surgeon with the limited dissection are other 
reasons that have been brought forward as examples for 
why we need to change our approach. the purpose of this 
video is to initiate discussions on ways to improve rates of 
recurrence and post-operative complications associated 
with traditional methods of rectal prolapse repair.

Methods/Interventions: this video presentation high-
lights some of the modifications to the traditional ventral 
rectopexy surgery and the situations which require addi-
tional intervention.

Results/Outcome(s): We have previously submitted 
our limited retrospective short term follow up analysis on 
our techniques for this tension free ventral rectopexy. our 
results mirrored those of ventral rectopexy alone, with 
similarly low rates of post operative complications, like 
constipation and rectal inertia. Further long term studies 
are needed to gather more information.

Conclusions/Discussion: our “tension free” ventral 
mesh rectopexy is one of the many variations from the 
traditional robotic ventral mesh procedure. We feel that 
it is time to start the conversation on ways to improve our 
repair of rectal prolapse.

MINIMALLY INVASIVE PELVIC FLOOR 
RECONSTRUCTION USING THE MESENTERIC 
FLAP.

ongoing Video room Vr61

D. charoensilavath, c. sahakitrungruang
Bangkok, Thailand

Purpose/Background: immediate pelvic floor recon-
struction after extirpation of advanced pelvic malignancy 
has been proven to reduce postoperative complications, 
especially emptying pelvis syndrome (ePs). the empty 
pelvis created after the surgery leads to fluid accumulation 
and small bowel adherence to the perineal wound, leading 
to fistula formation, pelvic abscess, or chronic infection. 
several flap techniques have been reported, such as the 
vertical rectus abdominis musculocutaneous flap and the 
gracilis flap. However, the flap-specific complications have 

been documented, which showed no consensus on the best 
approach. this video aims to demonstrate the step-by-step 
of a novel technique using a well-vascularized mesenteric 
flap to fill the pelvic dead space after laparoscopic extrale-
vator abdominoperineal resection (APr).

Methods/Interventions: A 63-year-old male, bMi  
31 kg/m2, with low rectal mucinous cancer invading the 
pelvic floor, underwent long-course chemoradiation and 
was scheduled for laparoscopic extralevator APr. the 
procedure was performed in a modified lithotomy posi-
tion, utilizing 5 trocars. Following the medial-to-lateral 
mobilization of the sigmoid colon, the rectum was fully 
mobilized in the tMe plane, reaching the pelvic floor 
level. the attention is pointed to the mesenteric flap, so 
low ligation of the inferior mesenteric artery, preserved 
proximal sigmoidal vessels, was performed. the mesen-
teric transection was performed to the colon, and then 
resection of the rectosigmoid colon was achieved using an 
endoscopic linear stapler. After trans perineal dissection 
and tumor extirpation were complete, primary closure of 
the perineal skin defect was done. in order to fill the pelvic 
dead space and pelvic floor defect, the colonic mesentery 
harvest was performed, started by peritoneal scoring on 
colonic mesentery beside the bowel wall at the designated 
level of an end colostomy. then colonic mesentery tran-
section continued downward until the flap could be freely 
mobilized. the flap was brought down to fill the pelvic 
dead space. (Fig.1) trephine was created at the left lower 
quadrant of the abdomen, then the ischemic colon was 
removed, and maturation of end colostomy was achieved.

Results/Outcome(s): the patient was discharged home 
uneventfully on postoperative day 4. Pathologic report 
revealed t4bn0 mucinous adenocarcinoma of the low 
rectum, with a negative margin. there are no perineal 
wound complications or ePs occur. At 6 months, postop-
erative Mri showed no evidence of a perineal hernia.

Conclusions/Discussion: immediate pelvic floor recon-
struction using a mesenteric flap is technically feasible 
and straightforward, which contributes to a promising 
outcome. Moreover, it provides an economical method 
using autologous material that could be a viable option for 
minimally invasive reconstruction to prevent ePs.

Fig.1 Pelvic floor reconstruction using the mesenteric flap
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TRANSANAL EXCISION: TIPS AND TRICKS.
ongoing Video room Vr62

P. Punmeechao, A. Mongkhonsupphawan, W. riansuwan
Bangkok, Thailand

Purpose/Background: transanal excision is an alter-
native treatment in early lower rectal adenocarcinoma. 
However, it is difficult to obtain a good resected spec-
imen due to limited working space in the rectal lumen. 
therefore, we presented this video to demonstrate tips and 
tricks of transanal excision.

Methods/Interventions: A 60-year-old woman with 
underlying hypertension presented with protruding mass 
during straining. Digital rectal examination and colonos-
copy revealed a 2-cm. sessile polyp with a focal area of 
ulceration located at the anterior wall of lower rectum. 
endorectal ultrasonography demonstrated a ut1n0 lesion 
and ct scan showed no distant metastasis. the patient 
was placed in a prone jackknife position after spinal anes-
thesia was administered. Perianal skin was prepped in a 
sterile fashion and prophylactic antibiotic was given. the 
video demonstrated several tips and tricks of transanal 
excision. We prefer applying self-retraining hook retractors 
to expose the anal canal. stay sutures were used to pull 
the lesion to the anal verge. the resection margin should 
be marked with electrocautery before starting dissection. 
submucosal injection with saline-diluted epinephrine solu-
tion mixed with indigo carmine could reduce the bleeding 
and define the dissection plane. the plane of dissection 
could be performed in 3 different planes including the 
deep submucosal plane, partial thickness plane between 
inner circular and outer longitudinal muscular layer, and 
the full thickness plane. Using a needle-tip type cautery 
for dissection would help dissection precisely. Ligation or 
suture ligation should be performed if a large feeding vessel 
is encountered. Finally, per rectal examination should be 
performed to assess the patency of the rectal lumen.

Results/Outcome(s): the postoperative recovery was 
uneventful. the pathology report was moderately differen-
tiated adenocarcinoma arising in tubulovillous adenoma. 
the tumor invaded into superficial submucosa of less than 
1,000 microns and all resection margins were free.

Conclusions/Discussion: Understanding tips and tricks 
would assist junior colorectal surgeons to improve their 
surgical techniques of transanal excision with an excellent 
outcome.

LAPAROSCOPIC ABDOMINOPERINEAL 
RESECTION WITH BILATERAL PELVIC LYMPH 
NODE DISSECTION WITH S4-5 SACRECTOMY.

ongoing Video room Vr63

n. sukphol, P. Kanjanasilp
Bangkok, Thailand

Purpose/Background: Locally advanced rectal cancer 
is prevalent in 5% to 10% of patients with the disease 
(LArc). treatment for tumors that actually extend to the 
attachment junction anterior to the sacrum and for those 
with pelvic lymph nodes are challenging because it neces-
sitates significant surgery to get r0 margin. Any surgery for 
rectal cancer must be completed with the goal of achieving 
histologically clear resection margins whereas a r0 resec-
tion is the single best indicator of success after surgery.

Methods/Interventions: A sacrectomy is therefore 
essential to establish a negative margin for improved 
survival which have been documented a 53% of 5-year 
survival rate in node negative patients with locally 
advanced cancer who have achieved clearing margins. 
considering that there is no survival advantage from just 
an r1 resection, this procedure should only be generally 
performed once the aim is to accomplish a histologically 
clear resection.

Results/Outcome(s): the extent of local sacral involve-
ment determines surgical morbidity and radicality. it has 
been demonstrated that resection of the sacrum below or 
at the level of s3 is both functionally and morbidly accept-
able and advantageous in regards of malignancy.

Conclusions/Discussion: this video demonstrates the 
step-by-step approach for laparoscopic abdominoperineal 
resection with bilateral pelvic lymph node dissection with 
s4-5 sacrectomy. before the definitive surgery, the patient 
underwent neoadjuvant treatment with long-course 
chemoradiation followed by consolidation chemotherapy.

LAPAROSCOPIC TOTAL PELVIC 
EXENTERATION WITH EN-BLOC LATERAL 
PELVIC LYMPH NODE DISSECTION IN T4 
RECTAL CANCER.

ongoing Video room Vr64

P. tipmanee, s. Malakorn
Bangkok, Thailand

Purpose/Background: t4 rectal cancers have a signifi-
cantly poorer prognosis. Multi-visceral organ resection 
or total pelvic exenteration (tPe) are crucial to achieve 
r0 resection and improve oncologic outcomes. the inci-
dence of lateral pelvic lymph node metastasis is high, 
particularly in t4 rectal cancers. Although the indica-
tions for lateral pelvic lymph node dissection (LPLnD) 
are still controversial, LPLnD has been demonstrated 
to improve oncological outcomes in selected patients. 
Minimally invasive approaches for tPe and LPLnD have 
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been shown to be feasible and safe without compromising 
oncological outcomes. However, the minimally invasive 
approach for tPe with en-bloc LPLnD is a technically 
demanding and challenging procedure. this video demon-
strates a technique of laparoscopic total pelvic exentera-
tion with en-bloc left lateral pelvic lymph node dissection 
with mesenteric flap pelvic defect reconstruction in a 
28-year-old male patient who presented with t4 low rectal 
cancer invaded prostate gland and left lateral pelvic lymph 
node metastasis.

Methods/Interventions: the patient received induc-
tion chemotherapy followed by long-course concurrent 
chemoradiation. then laparoscopic tPe with en-bloc left 
LPLnD and immediate pelvic reconstruction with a colonic 
mesenteric flap is performed. All nodal tissue around the 
inferior mesenteric (iMA), left colic, and sigmoidal artery 
is retrieved to achieve D3 lymphadenectomy. Low ligation 
of the iMA is then completed, preserving the left colic 
artery and the first branch of the sigmoidal artery as the 
blood supplies of the colonic mesenteric flap. extravascular 
beyond total mesorectal excision (tMe) dissection with 
en-bloc left LPLnD is subsequently performed. the spec-
imen is retrieved via the perineal wound. the perineal 
defect is then closed by primary suturing. the pelvic defect 
is immediately reconstructed using the prepared colonic 
mesenteric flap. An ileal conduit urinary reconstruction is 
created, followed by an end colostomy.

Results/Outcome(s): Pathology showed ypt4bn2M1 
(lateral pelvic lymph node) with negative all resected 
margins. the patient was discharged home on postopera-
tive day 7 without complications. the patient has no local 
or distant recurrence at 1-year follow-up.

Conclusions/Discussion: A minimally invasive 
approach for tPe with en-bloc LPLnD in t4 rectal cancer 
is feasible and safe in selected cases. this issue needs to be 
further explored in future studies.

LAPAROSCOPIC INJURY AND REPAIR OF 
OBTURATOR NERVE DURING LATERAL 
PELVIC NODE DISSECTION IN RECTAL 
CANCER SURGERY.

ongoing Video room Vr65

K. Prasitvarakul
Hat Yai, Thailand

Purpose/Background: Lateral pelvic lymph node 
dissection (LPLnD) has significant technical difficulty 
and a high incidence of surgical morbidity. because of 
unfamiliarity of surgeons with the anatomy, plane and 
procedure therefore a steep learning curve is anticipated in 
performing LPLnD. After i performed 17 cases of LPLnD 
for rectal cancer without any complications but finally in 
the 18th case i had iatrogenic obturator nerve injury during 
left LPLnD and its immediate laparoscopic repair.

Methods/Interventions: A thai 51 year-old female 
with Mid rectal cancer, clinical staging t4bn2M0 Post 
concurrent chemo radiation follow by consolidate chemo-
therapy 2 cycles, last cAPeoX received 3 week ago. she 
presented with partial colonic obstruction and thrombo-
cytopenia. Per-rectal examination revealed 90% circum-
ferential fibrosis ulcerative mass at 8 cm. from anal verge. 
she was treated by rest bowel for 2 day then platelets 
concentration 10 unit infusion before start the operation. 
Laparoscopic ultra-low anterior resection with left so was 
performed initially completed uneventfully by using a four 
ports approach. Follow the consisting of 4 steps of LPLnD 
using surgical landmarks. During all fatty and nodal tissue 
was medially dissected from the distal to proximal part of 
the obturator nerve, artery, and vein by blunt and ultra-
sonic dissection, the proximal of left obturator nerve was 
inadvertently partial thermal transected with ultrasonic 
devise. the injuries to the obturator nerve edges was 
immediately repair via laparoscopically re-approximated 
end to end with four zero prolene, epineural sutures to 
achieve a tension-free anastomosis. the nerve repair was 
completed in approximately 10 minutes. the final step 
of LPLnD was continued. the middle plane in the vesi-
co-hypogastric fascia was dissected of the internal iliac 
lymph nodes group. identified and preserved the umbilical 
artery, superior vesical artery, uterine artery and internal 
pudendal artery.

Results/Outcome(s): total operative time is 300 
minutes with an estimated blood loss of 700 mL from 
thrombocytopenia induce oozing bleed even if the plate-
lets concentration was infused. the final pathology was 
revealed ypt0n1bM0. there were 4 left lateral pelvic Lns 
harvested no metastatic lateral pelvic Lns were identified. 
Postoperatively, the patient was walking without assis-
tance. she didn’t exhibit any clinically apparent loss of 
adductor function and didn’t show painless numbness of 
the left thigh. the patient was discharged on postoperative 
day 6 without others complication.

Conclusions/Discussion: obturator nerve injury is rare 
and less frequently associated LPLnD for rectal cancer. 
traction and counter traction, correct the surgical plain 
and knowledge the landmark anatomy are key to avoid 
obturator nerve or any vessel injury in LPLnD. As in 
the present case, laparoscopic magnification and use of 
intracorporeal suturing techniques enable obturator nerve 
repair.
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VIDEO ANIMATION TO SUPPORT PATIENT 
EDUCATION ABOUT PELVIC FLOOR 
DISORDERS.

ongoing Video room Vr66

c. sakurai Kimura, c. bungo, J. DeLong, D. Hindin, 
b. Gurland
Stanford, CA

Purpose/Background: rectocele and rectal prolapse 
can cause symptoms of fecal incontinence and obstructed 
defecation. both are complex conditions with multiple 
treatment options, and it is recommended that providers 
share the decision with patients. educational tools that 
help individuals visualize the interrelationship between 
anatomy and bowel function has the potential to supple-
ment patient discussions and support shared decision 
making around treatment options. our aim is to demon-
strate a short video animation developed to help educate 
patients on the mechanisms of rectocele and rectal 
prolapse.

Methods/Interventions: the video animation explains 
the physiopathology and symptoms of rectocele and rectal 
prolapse. the video was created with the intent of being 
an open-source material and was made available on 
Youtube with english, spanish, and Portuguese transla-
tions. readability of the script was assessed through the 
Flesch–Kincaid reading ease score.

Results/Outcome(s): the video is 100 seconds in 
length and briefly describes pelvic anatomy, the mecha-
nisms by which rectocele and rectal prolapse develop, and 
why those diseases can present with obstructed defecation 
and fecal incontinence. the Flesch–Kincaid reading 
ease score of the script is 61.2, which means it can be 
easily understood by 8th and 9th grade students (13- to 
15-year-olds).

Conclusions/Discussion: this open-source video 
animation is an accessible tool to support patient educa-
tion on rectal prolapse and rectocele. Future studies will 
assess the effectiveness of such tool, and patients’ prefer-
ences for health education on pelvic floor disorders.

LAPAROSCOPIC-ASSISTED LOW ANTERIOR 
RESECTION AFTER FAILED “WATCH AND 
WAIT” IN A MORBIDLY OBESE MALE: THE 
IMPORTANCE OF A HYBRID APPROACH.

ongoing Video room Vr67

J. Koury
Harrisburg, PA

Purpose/Background: the treatment for rectal cancer 
continues to evolve with newer treatment modalities 
promising improved survival and local control without 
resection. As more patients are offered nonoperative 
management, the time between radiation therapy and 
surgical resection is prolonged and this is thought to make 

surgical resection more difficult. As illustrated in this 
video, a minimally invasive, hybrid approach to low ante-
rior resection 13 months after completion of total neoad-
juvant therapy for failed “watch and wait” is feasible and 
associated with good oncologic and short term outcomes 
even in the obese, narrow male pelvis.

Methods/Interventions: our patient is a 47 year old 
male found to have a locally advanced distal rectal adeno-
carcinoma (t3n1cM0) at 8 centimeters (cm) from the 
anal verge. His metastatic work up was negative and he 
underwent total neoadjuvant therapy (tnt) beginning 
with radiation therapy (50.4 Gy/28 fractions) followed by 
8 cycles of chemotherapy (FoLFoX). He was restaged 
and was noted to have had a complete clinical response. 
qGiven his young age and performance status, he was 
offered resection for cure but declined and wished to 
pursue a “watch and wait” approach. At 13 months after 
tnt completion, he was found to have a local recurrence 
without metastatic disease and was taken for a laparo-
scopic low anterior resection with diverting loop ileostomy

Results/Outcome(s): He had an uneventful postop-
erative recovery and was discharged to home on postop-
erative day 5. His pathologic stage was t2noM0. the 
mesorectum was complete and all margins were negative. 
He had a 2 cm circumferential and 3 cm distal resection 
margin. He underwent successful ileostomy reversal at  
3 months postoperatively and is well without local or 
distant recurrence 1 year postoperatively.

Conclusions/Discussion: With the adoption of “watch 
and wait”, delays to surgical resection will become more 
common and division of the distal rectum remains chal-
lenging regardless of the surgical approach. our case 
demonstrates that despite a significant delay between radi-
ation therapy and resection, a minimally invasive approach 
to rectal cancer is still feasible. We believe the hybrid 
approach of open rectal division has an important role 
in this subset of patients to prevent rectal perforation or 
disruption of the mesorectum during rectal division. While 
transanal total mesorectal excision may address distal 
rectal division, it is technically challenging, not widely 
performed and long-term oncologic outcomes are not yet 
available. this case illustrates that a hybrid laparoscopic 
approach to distal rectal cancer in a morbidly obese male 
with a narrow pelvis is safe and provides good oncologic 
and short term postoperative outcomes



 81

LAPAROSCOPIC APPROACH TO TOTAL 
PELVIC EXENTERATION WITH BILATERAL 
PELVIC NODE DISSECTION FOR LOCALLY-
ADVANCED RECTAL CANCER.

ongoing Video room Vr68

J. Mathew, M. Kazi, A. Desouza, A. saklani
Mumbai, India

Purpose/Background: the safety and feasibility of 
a laparoscopic approach to total mesorectal excision 
(tMe) for rectal cancer has been established in litera-
ture. However, the evidence for laparoscopic resections 
beyond tMe is less robust, none of the above trials having 
included clinical t4 disease.

Methods/Interventions: recent studies from dedicated 
colorectal units at high volume centres have found that 
laparoscopic resections may be feasible in select patients 
with locally advanced rectal cancer (LArc) requiring 
beyond-tMe with respect to short term postoperative 
outcomes. these may be attributed to advances in instru-
mentation, more efficacious energy devices and surgical 
experience. However, further research is required to eval-
uate long term oncological outcomes.

Results/Outcome(s): this video demonstrates the 
feasibility of laparoscopic total pelvic exenteration with 
bilateral pelvic node dissection for LArc following neoad-
juvant therapy. the initial phase of mesocolic dissection, 
pedicle ligation and colonic mobilization is standard to a 
conventional tMe. However, the pelvic phase of surgery 
involves division of the hypogastric nerves, ureterohypo-
gastric fascia and the umbilicovesical fascia to mobilize the 
bladder en bloc with the rectal primary and a pelvic nodal 
dissection for clinically-significant lateral nodes.

Conclusions/Discussion: An oncologically complete 
resection was achieved with satisfactory postoperative 
outcomes, suggesting the feasibility of laparoscopic surgery 
for beyond-tMe resections.

ROBOTIC REPAIR OF RECTOCELE WITH 
ABSORBABLE MESH.

ongoing Video room Vr69

J. sahawneh, r. Mueller, J. Gallagher, M. Ferrara, 
A. Ferrara
Orlando, FL

Purpose/Background: rectocele is a rectal wall herni-
ation frequently into the vagina. Many patients have 
concurrent rectal prolapse or gynecologic/urologic dysfunc-
tion. non-emptying of the rectocele may be considered for 
surgical repair. A transvaginal or transanal repair can be 
complicated by a fistula, fecal incontinence, or dyspareunia. 
We present a transabdominal approach involving robotic 
rectocele repair with absorbable mesh for a non-emptying 
large rectocele without pelvic organ prolapse.

Methods/Interventions: 58-year-old-female with poor 
rectal emptying discovered to have a 3.4cm non-emptying 
rectocele on defecography. she was without pelvic organ 
prolapse and did not improve with medical management. 
A robotic rectocele repair with bioabsorbable mesh was 
performed. Four 8mm and one 5mm assist ports are 
placed in the upper midline position. the rectovaginal 
septum is dissected down to the pelvic floor. the anterior 
rectum is plicated with 3-0 absorbable locking suture in 2 
layers, approximating together the rectal wall muscularis.  
A bioabsorbable 7cm x 10cm, 6-layer, Acell Gentrix 
surgical Matrix mesh is sutured to the pelvic floor in the 
rectovaginal space.

Results/Outcome(s): operative time was 2 hours and 
27 minutes. there were no compilations with minimal 
blood loss. she was discharged home on post-operative 
day 2.

Conclusions/Discussion: robotic rectocele repair with 
absorbable mesh is a viable option for non-emptying large 
rectoceles. Further studies are needed to evaluate long-
term efficacy and quality of life.

VARIATIONS IN VASCULAR ANATOMY 
DURING LATERAL LYMPH NODE DISSECTION 
FOR RECTAL CANCER.
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A. sharma, s. bankar, J. M, P. s, M. Kazi, A. Desouza, 
A. saklani
Mumbai, India

Purpose/Background: Aim of the video is to demon-
strate the standard steps and normal anatomy along with 
few variation encountered during lateral lymoh node 
dissection for rectal cancer

Methods/Interventions: 3 patients with variations have 
been depicted in this video: Absent internal iliac vein 
separate large medial trunk of internal iliac vein internal 
iliac vein passing in front of artery and premature origin of 
superior vesical artery

Results/Outcome(s): All patients had unventful 
intra-op and post op course

Conclusions/Discussion: While standardisation of 
steps and knowledge of anatomy are vital to pevic lymoh 
node dissection, one must be careful to observe variations 
in anatomy as they can lead to torrential bleeding during 
surgery



82 ongoing Video room

ROBOTIC VENTRAL MESH RECTOPEXY AND 
SACRALCOLOPOPEXY VIDEO TUTORIAL.

ongoing Video room Vr71

c. Martinez
Tampa, FL

Purpose/Background: this is a robotic ventral mesh 
rectopexy and sacralcolopopexy video tutorial. the patient 
is a 57-year-old female with a history of full thickness 
rectal prolapse and vaginal prolapse. on examination, 
she was noted to have perineal descent and full thick-
ness rectal prolapse on commode test. she completed an 
Mri Defecography preoperatively which demonstrated 
moderate posterior, middle and anterior compartment 
prolapse.

Methods/Interventions: the DaVinci Xi robotic system 
was used to perform the ventral mesh rectopexy and 
sacrocolpopexy. the dissection is begun by placing the 
patient in the trendelenburg position with left side up. 
the redundant sigmoid colon is retracted in a cephalad 
and lateral direction. Attention is then placed to the sacral 
promontory. the peritoneum is incised to determine if the 
sacrum is adequate for mesh fixation. the dissection is 
taken down to the anterior longitudinal ligament over the 
sacral promontory. the peritoneum is incised along the left 
side of the rectum down to the pelvic floor, the dissection 
is taken down to the anterior peritoneal reflection where 
the peritoneum is then incised in the cul de sac. A plane 
is then developed along the lateral wall of the rectum in 
the avascular plane of the mesorectum. there are many 
ways to determine if you have reached the pelvic floor. You 
may notice contraction of the pelvic floor muscles and you 
may perform a digital rectal exam to palpate the robotic 
instruments. once this dissection is completed, a bladder 
flap is created and the bladder is dissected off the anterior 
vaginal wall to the level of the trigone. A polypropylene 
mesh is then prepared for fixation. the mesh is cut to the 
desired length. the mesh is then fixed to the pelvic floor 
at the perineal body using an absorbable monofilament 
suture. the rectopexy graft is then secured to the anterior 
distal rectum using simple interrupted seromuscular bites 
in eight locations. An eeA sizer is placed in the vagina to 
elevate the pelvic floor. Using 2-0 PDs on an sH needle, 
the mesh is then fixed on the vagina posteriorly and 
anteriorly. the looped end of the mesh is then brought 
onto the anterior longitudinal ligament. the mesh is then 
secured onto the anterior longitudinal ligament with two 
interrupted 2-0 non-absorbable monofilament suture. the 
peritoneum is then closed over the mesh using a running 
3-0 strattifix suture with no mesh exposed at the end of 
the case. A rectal and pelvic exam is performed to ensure 
proper prolapse repair.

Results/Outcome(s): the patient sustained an uncom-
plicated post-operative course.

Conclusions/Discussion: the robotic system is an effi-
cient and ergonomic method for surgical management of 
rectal and pelvic floor prolapse. it allows for clear visualiza-
tion in the deep pelvis and also facilitates a multi-surgeon 
approach in patients who suffer from concomitant rectal 
and vaginal prolapse.
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SINGLE-CELL ANALYSIS REVEALS AN IFNγ-
MHC CLASS II-CD4 CYTOTOXICITY AXIS IN 
TH1-DOMINANT COLORECTAL CANCER.

ePoster AbstrActs eP100

Y. Lee, b. Min
Seodaemun-gu, Korea (the Republic of)

Purpose/Background: Anti-tumor immune responses 
are shaped by interactions between tumors and immune 
system with a large diversity across individuals. to date, 
colorectal cancers have been mainly classified by tumor-in-
trinsic attributes, which provide limited information on 
anti-tumor immunity

Methods/Interventions: We performed single-cell 
rnA-sequencing (scrnA-seq) on single cell suspensions 
of primary untreated tumor tissues from 46 patients with 
17 mismatch repair-deficient (MMrd) and 29 mismatch 
repair-proficient (MMrp) colorectal cancers (crcs).

Results/Outcome(s): 26,873 cD4+ t cells of total 
158,987 single cells were clustered into six subtypes, 
including naïve, helper t (th) 1, th17, follicular helper 
t (tfh), regulatory t (treg), proliferating, and heat 
shock protein (HsP) subtype. We stratified crc tumors 
into four subgroups by the dominant cD4+ t cell lineage 
among th1, th17, tfh, and treg cells. th1-dominancy, 
which was marked by the enrichment of th1 cells with 
high expression of iFnγ and cytotoxic molecules, was 
related to better prognosis of crc patients. Also, MHc 
class ii-expressing tumor cells were abundant in the 
th1-dominant subgroup compared to other subgroups and 
ex vivo assays revealed that cD4+ t cells exhibited cyto-
toxic activities against autologous tumor cells in a MHc 
class ii-dependent manner. We validate the enrichment 
of this iFnγ-MHc class ii-cD4 cytotoxicity axis in th1 
dominant crcs using public scrnA-seq datasets.

Conclusions/Discussion: A new classification based 
on the dominant cD4+ t cells lineage in tumors opens a 
new window for the interaction between cD4+ t cells and 
tumor cells, and provides better understanding on anti-
tumor immunity in crcs

INTESTINAL EPITHELIAL CGAS DEFICIENCY IS 
ASSOCIATED WITH DECREASED INTESTINAL 
AUTOPHAGY AND INCREASED INTESTINAL 
EPITHELIAL TUMORIGENESIS.

ePoster AbstrActs eP101

b. nazih, K. Mollen, s. Khan
Pittsburgh, PA

Purpose/Background: cyclic-GMP-AMP synthase 
(cGAs) is a cytoplasmic Prr involved in many inflam-
matory and autoimmune disease processes. our previ-
ously published data demonstrate that cGAs plays a key 
role in maintaining the intestinal epithelial homeostasis 
during human ibD and murine colitis by regulating a 
balance between autophagy and cell death. Autophagy 
has been shown to play a crucial role in tumorigenesis. 
We hypothesize that intestinal epithelial cGAs deficiency 
leads to increased intestinal tumorigenesis and diminished 
autophagy.

Methods/Interventions: We subjected cGAs villin-cre 
(vc) mice and their floxed (fl/fl) controls to a 2% Dss 
colitis model. We calculated their disease activity index 
(DAi) scores and evaluated the tissue via qPcr, H&e 
staining, and Wb analysis. We subsequently subjected 
cGAs Ko, Wt, cGAs vc, and cGAs fl/fl mice to the 
standard AoM/Dss colitis associated colon cancer model. 
Mice were euthanized on the last day of the model. We 
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measured colonic epithelial tumor count, tumor size 
(<2mm vs. >2mm), and location (proximal vs. distal).

Results/Outcome(s): our previous published data 
demonstrate cGAs Ko mice to have worsened intestinal 
inflammation and diminished epithelial autophagy. We 
now show intestinal epithelial cGAs deficiency to be asso-
ciated with increased intestinal epithelial inflammation 
demonstrated by higher DAi scores (p<0.05), increased 
levels of proinflammatory cytokines including tnFa 
(p<0.05) and iL-1b (p<0.05) increased levels of diminished 
autophagy via decreased Lc3-ii/actin ratio when subjected 
to a 7-day Dss colitis model. We demonstrate cGAs Ko 
and cGAs vc mice to have a higher number of colonic 
epithelial tumors and larger tumors (>2mm) compared to 
Wt mice and cGAs fl/fl respectively when subjected to 
the AoM/Dss colitis model.

Conclusions/Discussion: We have previously demon-
strated global cGAs deficiency to be associated with 
increased intestinal epithelial inflammation via diminished 
autophagy. We now demonstrate that intestinal specific 
cGAs deficiency to be associated with decreased auto-
phagy and increased colitis associated tumorigenesis. our 
future work will be focused on determining the mechanism 
by which cGAs and autophagy are regulating intestinal 
epithelial tumorigenesis.

DECREASED MUC2 EXPRESSION 
IN COMPLICATED COMPARED TO 
UNCOMPLICATED DIVERTICULITIS.

ePoster AbstrActs eP102

A. Portolese, c. King, M. Mankarious, L. Harris, 
W. Ding, G. Yochum, W. Koltun, n. Jeganathan
Hershey, PA

Purpose/Background: While the pathogenesis of diver-
ticulitis is not well understood, dysregulation of epithelial 
defenses as well as microbial dysbiosis have been increas-
ingly implicated. in the gut lumen, the first line of mucosal 

defense is a physical impediment made of a mucin bilayer 
produced by epithelial goblet cells. the mucin bilayer is 
composed of a loose outer layer which provides an inter-
face for bacterial-host interactions and a tight inner layer 
that is sterile. Previous studies have associated a loss of this 
mucin barrier with colitis, likely through increased patho-
logic interactions between the microbiome and epithelium. 
in the colon, mucin 2 (MUc2) is the predominant mucin, 
with mucin 5b (MUc5b) also expressed but at lower 
levels. Due to presumed decreased in barrier function, we 
hypothesized there is decreased expression of MUc2 and 
MUc5b gel-forming mucins in complicated compared to 
uncomplicated diverticulitis.

Methods/Interventions: We identified 30 patients with 
left-sided diverticulitis that underwent elective, partial 
colectomy. cohorts were divided into recurrent uncompli-
cated diverticulitis vs. complicated diverticulitis as defined 
by ct-confirmed perforation or abscess. Formalin-fixed 
surgical resection specimens from uncomplicated (n=5) 
and complicated (n=5) diverticulitis patients were eval-
uated by H&e and Alcian blue staining for goblet cells. 
rnA was extracted from flash-frozen full-thickness tissue 
sections and cDnAs were synthesized. Quantitative Pcr 
was performed to measure MUc2 and MUc5b transcripts. 
expression levels were normalized to hypoxanthine phos-
phoribosyltransferase 1 (HPrt1) and tAtA binding 
protein (tbP). reactions were performed in technical 
triplicates for each patient and results averaged.

Results/Outcome(s): in our cohort, 68% of patients 
were female and median age of surgery was 52.3 years. 
there was no difference in cohorts based on sex, age, 
smoking status, or bMi. Goblet cells were detected in the 
crypts and within the epithelial surface, with an increased 
quantity identified in the complicated diseased tissue. 
there was decreased expression of MUc2 in the compli-
cated disease cohort (p=0.037) and no significant differ-
ence in MUc5b expression (p=0.47) (Fig 1). MUc5b 
expression was significantly lower than MUc2 expression 
in both cohorts.

Conclusions/Discussion: We found decreased MUc2 
expression in complicated diverticulitis compared to 
uncomplicated diverticulitis. these findings indicate 
complicated disease may be characterized by a decrease 
in mucin production thus, resulting in diminished barrier 
function with increased host-bacteria interaction. this 
corroborates recent findings that correlate decreased 
MUc2 and MUc5b expression with a more severe ulcer-
ative colitis phenotype. our results implicate an additional 
role for epithelial dysfunction in the pathogenesis of diver-
ticulitis and particularly complicated compared to uncom-
plicated diverticulitis.
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Figure 1: relative expression of MUc2 and MUc5b in complicated 
and uncomplicated diverticulitis surgical resection specimens. relative 
expression was normalized to HPrti and tbP. * indicated statistical 
significance p<0.05.

HARMFUL EFFECTS OF FECAL DIVERSION 
ON GUT MICROBIOTA IN PATIENTS WITH 
COLORECTAL CANCER.

ePoster AbstrActs eP103

s. Lee, c. Kim, H. Kim
Hwasun-gun, Korea (the Republic of)

Purpose/Background: Diverting ileostomy is often 
used to protect anastomosis after rectal cancer surgery. 
However, the effect of fecal diversion on gut microbiota 
is still uncertain. the present study was designed to assess 
the effect of diverting ileostomy on the composition of 
fecal microbiota.

Methods/Interventions: We included patients under-
going left-sided colorectal cancer surgery with (ileostomy 
group) or without (control group) diverting ileostomy. 
Fecal samples were collected from 10 patients in each 
group before surgery (t1) and after ileostomy repair in ileos-
tomy group and 6-9 months after initial surgery in control 
group (t2). change of the composition of fecal microbiota 
was compared between the two groups.

Results/Outcome(s): Alpha diversity analysis revealed 
that the complexity of fecal microbiota decreased between 
t1 and t2 only in ileostomy group (otU, median [inter-
quartile range] 455.5 [336–576] vs. 274.5 [217–353], p = 
0.010; shannon diversity index, 4.30 [3.80–4.47] vs. 2.92 
[2.16–3.06], p < 0.001). beta diversity analysis showed 
dissimilarity between t1 and t2 only in ileostomy group 
(bray-curtis, p = 0.001; generalized UniFrac, p = 0.001). 
the composition of the microbiota was similar between 
the two groups at t1. However, at t2, ileostomy group had 
lower proportion of beneficial bacteria (Faecalibacterium, 
0.01% [0.01–0.02%] vs. 8.46% [4.85–10.63%], p < 0.001; 
ruminococcaceae, 0.10% [0.04–0.48%] vs. 19.87% 
[16.69–26.49%], p < 0.001) while higher proportion of 
harmful bacteria (Proteobacteria, 12.49% [7.15–29.00%] 
vs. 3.62% [2.06–7.09%], p = 0.01; clostridium, 4.90% 
[1.28–23.52%] vs. 0.61% [0.10–1.03%], p = 0.013) 
compared with control group.

Conclusions/Discussion: Fecal stream diversion was 
closely associated with less diversity and dysbiosis of gut 
microbiota.

HYPOPHOSPHATEMIA IS ASSOCIATED WITH 
PROLONGED POST-OPERATIVE ILEUS AFTER 
ILEOCOLIC RESECTIONS.

ePoster AbstrActs eP104

A. Yu, s. Malhotra, J. sullivan, A. Huang, s. Khaitov, 
A. Greenstein, P. sylla, s. Hahn
New York, NY

Purpose/Background: electrolyte imbalances are 
known to contribute to intestinal ileus. However, the direct 
impact of hypophosphatemia on incidence of post-oper-
ative ileus is unknown. Here, we aimed to determine if 
hypophosphatemia is associated with prolonged post-oper-
ative ileus after colorectal surgery. We chose to investigate 
ileocolic resections (icr) to establish a baseline to study 
phosphate dynamics.

Methods/Interventions: A retrospective study was 
performed on patients who underwent icrs at a tertiary 
referral center, identified using current procedural termi-
nology codes: 44160 and 44205. Perioperative serum 
phosphate levels, hospital course, postoperative complica-
tions, and comorbidities were compared between patients 
with or without prolonged post-operative ileus. Prolonged 
post-operative ileus was defined as having return of bowel 
function on a post-operative day (PoD) one standard 
deviation above the mean (PoD5). students t-tests were 
used for comparative statistics, and linear regressions were 
performed to determine rate of change. Phosphate deficit 
was calculated from PoD1 lab values as a baseline.

Results/Outcome(s): From 2020-2021, data from 173 
patients were reviewed, including both laparoscopic (77%) 
and open (23%) approaches. on average, patients had 
return of bowel function on PoD 3.4 ± 1.3. 17% of 
patients overall had prolonged post-operative ileus. Most 
patients had low phosphate levels on PoD 2, reaching a 
mean nadir of 2.72 mg/dL. Patients who had prolonged 
ileus had significantly lower levels of phosphate on PoD7 
compared with patients who had return of bowel function 
on PoD1-4, with mean phosphate 3.31 mg/dL versus 3.70 
mg/dL, p < 0.05. in addition, patients who had prolonged 
post-operative ileus had a phosphate deficit that persisted 
beginning on PoD2, with a mean deficit of –0.69 mg/dL  
versus –0.31 mg/dL, p < 0.05 on PoD7. Patients with 
prolonged post-operative ileus also had a slower rate of phos-
phate recovery compared to patients with normal return 
of bowel function, with a mean rate of 0.157 mg/dL/day  
versus 0.181 mg/dL/day. Lastly, patients with a PoD1 
serum phosphate of >5.0 mg/dL had a higher incidence of 
ileus at 39% (p < 0.05).

Conclusions/Discussion: We have established baseline 
phosphate dynamics in patients who undergo icrs, which 
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is a standard procedure with a low rate of morbidity and 
complications. We found prolonged post-operative ileus 
was associated with a delayed serum phosphate recovery, 
as well as lower overall phosphate levels. the phosphate 
deficit seen on PoD7 can be attributed to the combina-
tion of both these factors. interestingly, we found that 
patients with a higher PoD1 serum phosphate were at 
increased risk for developing ileus. this population may be 
more sensitive to the large serum phosphate drop seen on 
PoD2. As phosphate is required for the generation of AtP 
for muscle contraction, our work shows that there may be 
a potential window for intervention in the perioperative 
period.

Phosphate deficit for PoD1-4 and PoD5+ patients on PoD 2-7. error 
bars are 95% ci. *p < 0.05

A NOVEL MICRORNA DEREGULATED IN A 
SUBSET OF COLORECTAL CANCER PATIENTS 
AND MODIFIED METASTATIC BEHAVIOR IN 
EXPERIMENTAL MODES.

ePoster AbstrActs eP105

i. ozata1, A. Guzel2, Y. Akkoc1, D. ozturk1, K. Kocabas2, 
e. balik1, t. cakir2, D. Gozuacik1

1Istanbul, Turkey; 2Gebze, Turkey

Purpose/Background: colorectal cancer (crc) is one 
of the most commonly seen cancer types worldwide. 
Despite advances in the diagnosis and treatment of the 
disease, crc remains a major health problem. A better 
understanding of the molecular mechanisms of crc 
formation, spread, stress, and drug resistance mechanisms 
is required. in search for new markers of crc, we discov-
ered two micrornAs that were deregulated in crc tumors 
compared to corresponding non-tumoral tissues in a large 
cohort of cancer patients. the role of the mirnA in crc 
tumor formation, progression, cellular stress, and death 
responses was studied using K-rAs mutant crc cellular 
models in cancer-related cell growth, migration, extra-
cellular matrix invasion, autophagy, and chemotherapy- 

related cell death responses. Furthermore, genes targeted 
by the mirnA and involved in observed phenotypes were 
investigated to enlighten the molecular mechanisms.

Methods/Interventions: Patients with histopatholog-
ical colon cancer diagnosis and underwent curative colon 
surgery, including right hemicolectomy, extended right 
hemicolectomy, subtotal colectomy, total colectomy, left 
hemicolectomy and anterior resection between 2016 and 
2022 are included in our study. Patient records and tissues 
are collected prospectively. tissue/blood plasma collec-
tion from patients was made by snap-freezing, and their 
total rnAs were isolated. mirnA expression levels were 
measured by rt-qPcr (normalized to U6) upon cDnA 
conversion with specific stem-loop linkers to mirnAs. ct 
values were calculated as fold changes of paired non-tumor 
levels. in vitro phenotypic tests were performed in k-rAs 
mutant LoVo and sW837 cell lines. mirnA functional 
assays were carried out with stably knocked-out lines via 
crisPr/cas9. cell migration/invasion capacity of the cells 
was assessed with transwell migration, transwell invasion 
(Matrigel embedded), wound-healing scratch, and 3D 
modeling assays. target gene predictions were made via 
bioinformatic tools; mirDb, targetscan, and Dianatools.

Results/Outcome(s): the patient cohort can be divided 
into three groups: upregulated, unchanged, and downreg-
ulated mirnA levels. stably knock-out mirnA cells 
showed a higher capacity to migrate/invade than wild-type 
controls. the target genes were analyzed to catch metas-
tasis-related signaling pathways, and gene X was decided 
to be a direct target, as its mrnA/protein level increases 
upon mirnA knock-out.

Conclusions/Discussion: Gene X is involved in one of 
the most critical crc-related signaling pathways and also 
participates in the cells’ metastatic behavior. Further func-
tional investigations (luciferase reporting, rescue assay, 
etc.) will conclude a direct mirnA-mrnA binding and 
subsequent transcriptional regulation.

IMPACT OF DIET ON ANASTOMOTIC LEAK IN 
A MURINE MODEL OF COLON ANASTOMOSIS.

ePoster AbstrActs eP106

s. boatman, J. Kohn, H. nalluri-butz, t. Kaiser-Powers, 
W. Gaertner, c. staley, c. Jahansouz
Minneapolis, MN

Purpose/Background: Anastomotic leak (AL) is a 
devastating complication of colorectal surgery, occurring 
in 3-8% of cases despite optimal surgical technique. Host 
factors, such as diet and the gut microbiota, interact to 
contribute to perioperative complications, including AL. 
A Western diet (WD), which is high in fat and sugar and 
low in fiber, is known to shift the microbiome towards a 
pro-inflammatory profile. our objective was to investigate 
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the impact of diet on the mouse gut microbiota and its 
effect on anastomotic healing. We hypothesized that 
WD-associated microbiota changes would result in dysreg-
ulated community function that promotes inflammation, 
leading to increased rates of AL compared to a lean diet 
(LD). We further postulated that fecal microbiota trans-
plantation (FMt) of intestinal microbiota prepared from 
LD mice given to WD mice would reverse dysbiosis and 
result in improved anastomotic healing, while FMt from 
WD mice into LD mice would lead to increased AL rate.

Methods/Interventions: c57bL/6J mice (n=32) were 
fed WD for 10 weeks, then randomized to receive either 
FMt prepared from LD fecal slurry or Pbs via gavage on 
the day of surgery prior to colon transection and anasto-
mosis. necropsy was done on PoD7 and AL was assessed. 
the anastomosis was classified as healed, contained leak 
(abscess), or leak with gross spillage. the same protocol 
was performed with mice (n=32) fed LD for 10 weeks, 
then gavaged with FMt prepared from WD fecal slurry 
or Pbs prior to colon surgery. Microbial profiles of fecal 
samples collected pre- and post-operatively are currently 
in process.

Results/Outcome(s): overall survival at PoD7 was 
59/64 (92%); 3 mice died in the immediate postoperative 
period due to anesthesia complications and were excluded 
from analysis. All AL observed at necropsy (n=14) were 
contained leaks. WD- and LD-fed mice that received 
Pbs gavage had no difference in AL rate: 5/15 (33%) 
mice demonstrated leak in both groups. LD-fed mice 
that received WD FMt gavage had no change in AL 
rate compared to the Pbs gavage group (4/16 vs. 5/15 
with AL, respectively; Fisher’s exact p>0.05). WD-fed 
mice that underwent LD FMt had significantly improved 
anastomotic healing compared to those that received Pbs 
gavage (0/15 vs. 5/15 with AL, respectively; Fisher’s exact 
p=0.014).

Conclusions/Discussion: Diet did not impact AL rate 
in our model; there was no difference in AL in mice 
preconditioned with WD versus LD. LD-fed mice were not 
adversely impacted by WD FMt, potentially due to the 
resiliency of their more robust baseline microbial commu-
nity. no AL occurred in WD-fed mice that underwent 
LD FMt. exploratory analyses currently include microbial 
characterization as well as immunophenotyping of mice, in 
particular, WD-habituated mice that received LD donor 
FMt.

Figure 1. AL rates are equivalent in LD-fed mice receiving WD FMt 
vs. Pbs gavage (4/15 vs. 5/15, Fisher’s exact test p>0.05). AL was sig-
nificantly improved in WD-fed mice receiving LD FMt vs. Pbs (0/15 
vs. 5/15, Fisher’s exact test p=0.014).

A SYSTEMATIC REVIEW OF TRANSANAL 
FECAL DIVERSION DEVICES WITHIN IDEAL-D 
FRAMEWORK.

ePoster AbstrActs eP107

M. orellana1, M. Gachabayov2, r. bergamaschi2, H. Lee1

1Torrance, CA; 2Valhalla, NY

Purpose/Background: trans-anal fecal diversion 
devices have been designed to protect colorectal anasto-
moses from the fecal stream, thereby, potentially mitigating 
the risk of anastomotic leak. Although a number of experi-
mental and clinical studies have been published on the use 
of such devices, an attempt to stratify the body of evidence 
into stages of assessment for interventional therapy inno-
vation has never been made. the aim of this systematic 
review was to assess the status of the use of trans-anal fecal 
diversion devices and to risk stratify the evidence of the 
evolution of this innovation.

Methods/Interventions: A systematic search of the 
PubMed and Google scholar databases was conducted 
using predefined search terms. Any experimental or clin-
ical reports on the device were included in this review. 
records yielded by the search were screened through titles 
and abstracts. After eliminating non-relevant records, full-
text papers of the remaining records were obtained and 
screened. After completion of the study selection, data 
were inserted in predefined tables. iDeAL-D framework 
(idea, development, exploration, assessment, and long-
term follow-up) was used to risk stratify the evidence of the 
evolution of trans-anal fecal diversion devices.

Results/Outcome(s): After screening the search 
results, 109 were reviewed through full-text articles, and 
42 records were included in this systematic review. About 
one-fifth of the included records were non-human studies. 
the majority of the clinical reports were observational in 
nature. Using the iDeAL-D framework, 85% of the clin-
ical reports were assessed to be at stage 1 or lower.

Conclusions/Discussion: this systematic review 
suggests that although many reports have been published 
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on transanal fecal diversion during the past four decades, 
this innovation is still to prove safety/utility, safety/effec-
tiveness, and post-marketing surveillance, in that order.

META-ANALYSIS OF GENOME-WIDE 
ASSOCIATION STUDIES ASSOCIATES GENES 
FOR HAIR GROWTH AND PATTERNING WITH 
PILONIDAL DISEASE.

ePoster AbstrActs eP108

c. Farzaneh1, V. Walker2, c. neylan1, J. roberson1, 
s. Damrauer1, L. Maguire1

1Philadelphia, PA; 2Bristol, United Kingdom

Purpose/Background: Pilonidal disease is a common 
benign anorectal disease in which hair burrowing in the 
natal cleft creates sinus tracks which can become super-in-
fected. Many etiologic theories have been put forward, 
some of which include variations in hair strength and 
structure, but no genetic analysis has been performed to 
date.

Methods/Interventions: We performed a genome-
wide association study of all european ancestry partici-
pants in the United Kingdom biobank (n=462,918) and 
FinnGen (n=309,154) biobank with the international 
classification of Disease Version 10 (icD-10) code L05 
for pilonidal cyst. to improve power, the databases 
were combined in a meta-analysis using MetAL. We 
subsequently analyzed single nucleotide polymorphisms  
(snPs) which were present in both populations and had 
a mean allele frequency of > 0.01. We then used FUMA 
to cluster snPs to genomic loci, map genes of interest, 
and identify overlap with expression quantitative trait loci 
(eQtL). the cut off for genome-wide significance was set 
at p <5 x 10-8.

Results/Outcome(s): We identified 698 UKbb and 
2137 Finngen participants with a billing code for pilon-
idal cyst. there were 164 genome-wide significant snPs 
which mapped to five genomic loci associated with five 
genes: HDAc9, tbX15, WArs2, rP11-293M10.1, and 
PrKAr1b. snPs within the WArs locus were in an 
eQtL for its expression in sun-exposed skin and fibro-
blasts. snPs within the HDAc9 locus mapped to an 
expression quantitative trait locus for the adjacent gene 
tWist1 in sun-exposed skin.

Conclusions/Discussion: this study is the first genomic 
analysis of pilonidal disease, identifying five potential 
genes. three genes have no obvious role pilonidal disease: 
the function of rP11-293M10.1 is unknown. PrKAr1b 
is associated with neurodevelopmental disorders and pain 
perception. WArs2 is a mitochondrial trnA-synthetase. 
However, HDAc9 has been identified in multiple genetic 
association studies of male pattern baldness and HDAc 
inhibition is an emerging therapy for hair regrowth. 
Furthermore, variants in HDAc9 have been demonstrated 
to influence expression of neighboring gene tWist1, 

which among other roles regulates hair proliferation. 
tbX15 controls dorsal-ventral hair patterning in mice and 
is associated excessive hairiness in humans. these data, 
though early, are the first genetic investigation of pilonidal 
disease and reveal the potential biology underpinning the 
clinical link between pilonidal disease and hair.

MULTIOMIC PROFILE CORRELATES WITH 
RECTAL CANCER RADIOSENSITIVITY.

ePoster AbstrActs eP109

r. Aoun1, s. Ferrandon1, A. Webb1, J. Fedro1, M. Zin 
Hlaing1, J. DeVecchio2, M. Kalady1

1Columbus, OH; 2Cleveland, OH

Purpose/Background: rectal cancer response to neoad-
juvant chemoradiation therapy (ncrt) varies, with better 
responses associated with decreased local recurrence and 
improved outcomes. Although many groups have explored 
genetic factors, there is a paucity of data regarding the 
influence of other factors in the local tumor microenviron-
ment that likely influence response. We hypothesized that 
distinct pretreatment metabolic and/or microbial factors 
would impact ncrt effectiveness.

Methods/Interventions: Pretreatment biopsies of  
16 patients with locally advanced rectal cancer were 
collected. Patients were treated with long course ncrt 
followed by surgery. Mass spectrometry derived metabolic 
profiles and 16s rrnA sequencing derived microbiome 
profiles were obtained for each sample. Differentially 
abundant metabolites (DAMs) and relative microbiome 
differential abundance analysis (DAA) between complete 
responders (AJcc 0) and incomplete responders (AJcc 
1,2,3) were identified and analyzed. Pearson correlation 
coefficient was utilized for integrative analysis of the 
multiomic profiles.

Results/Outcome(s): Four patients had a complete 
pathological response (AJcc 0) and 12 patients had 
incomplete response (AJcc 1,2,3). DAA demonstrated 
Faecalibacterium prausnitzi and Akkermansia muciniphila 
significantly enriched in AJcc 0 and bacteroides sp. 4 3 
47FAA enriched in AJcc 1,2,3. DAMs analysis yielded 34 
metabolites differentially abundant between AJcc 0 and 
AJcc 1,2,3 groups. Pathway analysis demonstrated enrich-
ment of sphingolipid metabolism and lysine degradation. 
We identified a robust statistically significant association 
comparing each individual patient’s multiomic profile 
between Faecalibacterium prausnitzi and 4 metabolites. 
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this includes a negative correlation with dimethylargi-
nine (r = -0.644, p=0.007) and n-monomethylarginine 
(r=-0.618, p= 0.011), both known inhibitors of nitric 
oxide (no) synthase.

Conclusions/Discussion: Using a multiomic approach, 
we identified key pathways and mechanistic interactions 
associated with rectal cancer radiosensitivity. Highlighted 
is the direct inverse relationship between Faecalibacterium 
prausnitzi relative abundance and no synthase inhibi-
tors, which can cause radiation resistance. these findings 
warrant further investigation into this bacteria and its 
metabolites as key players and potential targets in rectal 
cancer radiation therapy.

ASSAY VALIDATION FOR FREQUENCY OF 
PI3K MUTATIONS AT EACH PHASE OF ANAL 
CARCINOGENESIS.

ePoster AbstrActs eP110

H. Johnson, M. Murtaza, e. carchman
Madison, WI

Purpose/Background: the incidence and mortality 
of anal cancer have increased over the last two decades. 
there is a gap in knowledge regarding the prevalence and 
timing of mutations in the dysplasia to cancer pathway, 
limiting our ability to identify patients at the greatest 
risk for developing anal cancer. Mutations in the cata-
lytic subunit of Phosphatidylinositol (3,4,5)-trisphosphate 
Kinase (Pi3K) are detected in 20% of anal cancers, making 
it the most common mutation. We hypothesize that 
genomic aberrations affecting Pi3K are an early event in 
anal carcinogenesis that can help identify which patients 
with anal dysplasia are at highest risk for future cancer 
development and may therefore warrant a personalized 
screening regimen. our goal was to validate several digital 
Pcr (dPcr) assays to detect the three most common 
mutations of Pi3K in anal cancer; e545K, H1047r, and 
H1047L, across the spectrum of anal carcinogenesis.

Methods/Interventions: reference DnA samples with 
the following Pi3K mutations; e545K, H1047r, and 
H1047L, were identified from institutional sources. DnA 
was extracted from formalin-fixed, paraffin-embedded 
(FFPe) slides with the QiAamp DnA FFPe tissue kit 
following the manufacturer’s instructions. commercially 
available microfluidic dPcr assays for the e545K, 
H1047r, and H1047L mutations (Qiagen dPcr LnA 
mutation assays) were selected for validation and tested 
using 25-50ng of template DnA at a normalized concen-
tration of 5ng/µL with two technical replicates on the 
QiAcuity dPcr system following manufacturer’s instruc-
tions. statistical analysis included unpaired t-tests.

Results/Outcome(s): in regards to the e545K assay, 
the mean mutant fraction was 4.45% compared to 0.115% 
in the e545K negative control (p-value = 0.0125). 
there were a mean 217 positive partitions for the e54K 

mutant compared to 7 positive partitions in the nega-
tive control (p-value = 0.0047). For the H1047r assay, 
there was a mean mutant fraction of 69.52% compared 
to 0.085% in control (p-value < 0.0001). there was a 
mean of 5143 positive partitions in the mutant compared 
to a mean of 3 positive partitions in the negative control  
(p-value = 0.0003). Finally, in the H1047L mutation 
assay, there was a mean mutant fraction of 49.35% 
compared to 0.015% in control (p-value = 0.0002). there 
was a mean of 3494 positive partitions compared to a mean 
of 2 positive partitions in the control (p-value = 0.0005).

Conclusions/Discussion: We were able to validate 
three Qiagen dPcr LnA mutation assays for assessment 
of the three most common Pi3K mutations found in anal 
carcinogenesis utilizing reference DnA with known muta-
tions of interest. We plan to utilize these assays to evaluate 
patient samples across the spectrum of anal carcinogenesis 
for frequency of Pi3K mutation at each stage of disease.

DEVELOPMENT OF A COLON CANCER 
SPECIFIC ORGANOID BIOBANK: A POWERFUL 
OPPORTUNITY FOR PRECISION MEDICINE.

ePoster AbstrActs eP113

L. Deary1, c. Pigeon2, M. Wilson1, s. Mayo1, X. Wang1

1Hanover, NH; 2Lebanon, NH

Purpose/Background: colon cancers are intrinsically 
heterogeneous in cellular compositions and response to 
treatments which contributes to the difficulty of effective 
targeted therapies. these challenges call for improved 
patient specific disease models which accurately represent 
the physiological complexity of individual colon cancers 
and allow for assessment of molecular characteristics, diag-
nostic markers, genetic/epigenetic drivers, and therapeutic 
screening.

Methods/Interventions: We generated a living colon 
cancer specific organoid biobank from thirty patient 
derived tissue specimens. specimens were obtained real-
time in pathology, with the surgeon/pathologist present, a 
sample of tumor and normal tissue were excised from each 
specimen. Utilizing these specimens, organoids were grown 
in three-dimensional gel matrices overlaid with a complex 
growth medium mimicking the local signals of the colonic 
mucosa. Whole exome sequencing was used to charac-
terize the genetic alterations in tumor organoids compared 
to normal controls. somatic nucleotide polymorphisms 
(snPs) of normal organoids were assessed by snP microar-
rays to infer germline contribution to disease susceptibility. 
colon location and tnM staging were used to annotate 
the biobank. As a proof of concept, we performed drug 
testing against epigenetic targets. cUt&rUn was used to 
profile the chromatin state of matched normal and tumor 
organoids.

Results/Outcome(s): robust organoid cultures were 
successfully derived from 24/30 (80%) tumor specimen 
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and 30/30 (100%) normal adjacent tissue. tumor samples 
were distributed throughout the entire colon. tumor 
lines contained striking intrinsic heterogeneity and the 
removal or addition of growth factors Wnt3A and 
eGF or small molecule disrupters of tGF-β pathway 
altered their morphology and growth. We identified tumor 
organoids with various genetic driver events; including a 
Lynch syndrome tumor organoid with a mutation in the 
chromatin regulator AriD1A, which was sensitive to 
the approved eZH2 inhibitor tazemetostat. cUt&rUn 
assessment of chromatin state showed a dramatic epigen-
etic drift in tumor organoids from their normal counter-
parts, characterized by a loss of histone modifications.

Conclusions/Discussion: the development of a colon 
cancer specific organoid biobank represents a patient 
centered, tumor-specific library for accurate analysis of 
individual colon cancers and individual evaluation of 
responses to targeted therapies. the purity of the organoid 
culture allows for clear characterization of genetic alter-
ations in each patient with a patient matched normal 
control. tumor organoids exhibit an epigenetic rewiring 
which may impart tumor specific vulnerabilities to agents 
targeting epigenetic regulators such as eZH2. Further 
characterization and expansion of this biobank will poten-
tiate higher powered experiments investigating precision 
medicine approaches to colon cancer subtypes.

METABOLOMICS AND TUMOR RECURRENCE 
AFTER COLORECTAL CANCER SURGERY.

ePoster AbstrActs eP114

b. Montcusí, F. Madrid-Gambin, Ó. Pozo, s. Marco, 
s. Marin, M. Pascual, M. cascante, M. Pera
Barcelona, Spain

Purpose/Background: recurrence rates after colorectal 
cancer surgery range from 15 to 30%, despite performing 
a radical resection with an optimal lymphadenectomy 
and chemotherapy when necessary. the most important 
prognostic factor is lymph node involvement. other 
tumor-related prognostic factors, such as lymphovascular 
and perineural invasion or degree of differentiation, have 
not improved our capacity to forecast individual oncolog-
ical outcome. there is a need for studying more factors 
which could provide information about the mechanisms 
of recurrence. Metabolic phenotyping is one of the most 
widely applicable fields for the evolution of the precision 
medicine. the aim of this study was to investigate metab-
olomics signatures capable to predict patients at risk for 
tumor recurrence after colorectal cancer surgery.

Methods/Interventions: Prospective cohort study 
including colorectal cancer patients operated on for cure 
from october 2015 to May 2018. Plasma samples were 
collected before surgery and analysed by mass spectome-
try-based targeted metabolomics obtaining 149 metabo-
lites and 21 metabolic ratios. oncological outcomes were 

collected. Potential associations between preoperative 
metabolic markers and recurrence were assessed using cox 
regression.

Results/Outcome(s): 146 patients were included. the 
mean age was 71.2 ± 12 years, with a 61% of females. 
After a minimum follow-up of 4.5 years, 24 patients (16%) 
developed disease recurrence: local in 2 and systemic in 
22. After adjusting for potential confounders, 26 meta-
bolic markers were significantly associated with recurrence 
when analyzing baseline samples and time to recurrence, 
including sphingomyelins, acylcarnitines, phosphatidyl-
cholines and lysophosphatidylcholines. spermine was one 
of the most significant metabolites and it has been shown 
to be involved in colorectal cancer cell proliferation and 
differentiation. We established the concentration of this 
remarked metabolite, which optimally differed among the 
risk of presenting recurrence (image).

Conclusions/Discussion: Metabolic profiling could 
provide biomarkers to identify patients at risk for tumor 
recurrence after colorectal cancer surgery, which would 
benefit from stricter follow-up strategies or, in some cases, 
adjuvant treatment.

TUBERCULOUS APPENDICITIS IN SAFETY NET 
HOSPITALS.

ePoster AbstrActs eP115

s. Valdivieso1, s. Gumbs1, F. Maqbool3, J. Andrade2

1New York, NY; 2Brooklyn, NY; 3Chicago, IL

Purpose/Background: tuberculous appendicitis is a 
rare diagnosis in the United states, clinical diagnosis is 
not straight forward, as gastrointestinal tuberculosis can 
present as an acute or chronic abdomen. there is a paucity 
of literature available on tuberculous appendicitis and 
Drug resistant tuberculosis continues to be a health threat 
to the Us, thus surgeons should be aware of this pathology.

Methods/Interventions: A 38-year-old female born in 
Mexico, presented to the emergency room with complaints 
of acute left lower quadrant abdominal pain with nausea, 
and vomiting. Family history significant for past tb infec-
tion in her sibling. Past history was noteworthy for a diag-
nosis of chronic iron deficiency anemia, normal colonos-
copy 4 years ago. Laboratory demonstrated Leukocytosis 
(18,360/mm3) with neutrophilia. ct scan showed mild 
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diffuse thickening of the appendix, with minimal fat infil-
tration, and several lymph nodes were visualized in the 
ileocolic mesentery. Later her pain moved to rLQ.

Results/Outcome(s): Diagnostic laparoscopy was 
performed, where a dilated appendix was found. An appen-
dectomy was performed. Procedure was uneventful and she 
was discharged. she was then seen in the clinic on post- 
operative day 8 and showed good recovery. review of the 
intraoperative specimen pathology analysis reported that 
the appendix had necrotizing granulomas, with lymphoid 
hyperplasia and multinucleated giant cells. Acid fast bacilli 
staining was positive and colonies of the bacteria were 
present. infectious disease specialists were consulted, and 
the patient was started on anti-tb therapy.

Conclusions/Discussion: Gastrointestinal tuberculosis 
is rare in the United states and even more tuberculous 
appendicitis. it is of high importance for surgeons to be 
aware of this condition, as tuberculosis tends to occur 
in underserved communities and ethnic minorities in the 
Us. Diagnosis usually is done after a pathology review. 
our case demonstrates the importance of demographic 
factors. surgery along with antituberculotic drugs is the 
treatment of choice for tb of the appendix implications of 
tuberculous appendicitis include the exposure to health-
care personnel during patient stay, exposure to patients in 
shared rooms, the importance of follow-up after surgery, 
and review of histopathological specimens results by the 
surgeon. Preoperative diagnosis of tb of the appendix is 
difficult and infrequent, some advocate pre operative chest 
X-ray or peritoneal fluid analysis, or ct imaging showing 
lymph nodes with central necrosis. Most of the cases, the 
final diagnosis will be done after it is reviewed by a pathol-
ogist. According to the statistics 1 in 7 residents in the 
United states is an foreign, this has immense consequences 
for the healthcare sector, and requires interventions by 
the authorities to continue to expand care for tb, and at 
the same time for medical societies to promote awareness 
about tuberculosis.

AN UNUSUAL CASE OF CECAL PERFORATION: 
ACCIDENTAL INGESTION OF A TOOTH IN AN 
ELDERLY TRAUMA PATIENT.

ePoster AbstrActs eP116

s. Gumbs, G. Ausqui, b. Donaldson, A. ramcharan
New York, NY

Purpose/Background: Foreign body (Fb) ingestion 
is a common occurrence in the United states, with the 
majority of Fb passing asymptomatically through the Gi 
tract. in the cases where complications occur such as intes-
tinal perforation, it may present as an acute abdomen with 
diagnostic challenges regarding the etiology.

Methods/Interventions: A 70-year-old male presented 
as a level 2 trauma after he jumped from the second floor of 
a burning building. He sustained 10% tbsA second-degree 

partial thickness burns to his forearms with soot around 
his nose. He was intubated for airway protection and 
resuscitated in the trauma bay, and then admitted to the 
icU. His icU course included management of respiratory 
failure, sepsis, and acute kidney injury. on hospital day 28, 
the patient became oliguric and had a distended abdomen 
with grimacing on palpation. the Wbc was elevated. 
A ct abdomen was obtained which showed moderate 
pneumoperitoneum with ascites, and diffuse anasarca. the 
patient was taken to the or for diagnostic laparoscopy 
which was converted to exploratory laparotomy. there 
was gross fecal contamination, with extensive bilious peri-
toneal fluid. A 1 cm cecal perforation was discovered on 
the antimesenteric border. Given the hemodynamic status, 
the ileocecum was resected and left in discontinuity; an 
Abthera wound vac was placed. He returned to the or 
in 2 days, and a loose incisor tooth was found in the right 
pelvis. A stapled ileocolic anastomosis was done, and the 
abdomen was closed. on post-op day 26, the Wbc was 
persistently elevated on antibiotics. imaging revealed 
findings concerning for an intra-abdominal collection and 
anastomotic leak. interventional radiology was consulted 
to drain the collection. they aspirated 500 ml of purulent 
green fluid from the right abdomen. the cultures were 
positive for candida Auris.

Results/Outcome(s): Despite attempts at source 
control, the patient remained septic with a poor prognosis. 
Goals of care discussion were held with the family and the 
decision was made to de-escalate or withdraw care.

Conclusions/Discussion: Foreign body (Fb) inges-
tion is a common occurrence in the United states. the 
majority of Fb ingestions are often due to intentional 
ingestion, in some cases, it can be accidental. Fb ingested 
can be blunt or sharp, blunt objects pass through the Gi 
tract without any incident however sharper objects are 
more likely to cause complications such as perforations. 
Perforations can occur at any location in the Gi tract, 
however more often at areas of physiological angulation 
or narrowing, or previous surgery. oftentimes, the Fb is 
not detected on plain radiography. in our case, the patient 
was intubated and sedated then transitioned to trache-
ostomy and remained non-verbal. Perforation was not 
initially suspected until the patient’s abdomen was noted 
to become increasingly distended, associated with reduced 
urine output and leukocytosis. then a ct confirmed free 
intraperitoneal air.
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ENDOMETRIOSIS MASQUERADING AS A 
MALIGNANT RECTAL STRICTURE.

ePoster AbstrActs eP117

J. Murthy1, c. Mullens2, D. Murken1

1Morgantown, WV; 2Ann Arbor, MI

Purpose/Background: strictures of the colorectum 
originate from an array of benign or malignant conditions 
and may restrict stool passage resulting in obstruction or 
perforation. An uncommon cause of rectal stricture is 
endometriosis— a condition characterized by the prolif-
eration of viable endometrial tissue outside the uterine 
cavity. endometriosis impacts 15% of reproductive-age 
women and is exacerbated by hormonal imbalance, early 
menarche, and genetics. We report on a 43-year-old 
female without prior history of inflammatory bowel disease, 
radiation, or colorectal cancer who presented with a symp-
tomatic rectal stricture. While there was an initial clinical 
concern for malignancy, surgical pathology revealed extra-
genital endometriosis of the rectum.

Methods/Interventions: our patient is a 43-year-old 
premenopausal female who presented with intermittent 
hematochezia, diarrhea, and constipation worsening over 
2 years. she underwent a hysterectomy 3 years prior for 
menorrhagia. Uterine pathology revealed inactive endo-
metrium, a benign polyp, and lower-segment fibrosis. 
initial workup for the rectal stricture included colonos-
copy which was notable for an obstructing lesion in the 
mid-rectum. biopsy was consistent with irregular colonic 
glands. ct and Mri displayed a partially circumferential 
upper rectal mass invading the vaginal cuff and multiple 
enlarged mesorectal nodes, prompting concern for t4bn1 
malignancy. repeat colonoscopy revealed an apple-core 
lesion 11 cm from the anus, only traversable with a pedi-
atric scope. the stenosis was notably friable with abnormal 
mucosa, displayed as architectural distortion and lamina 
propria fibrosis via biopsy. Given the unclear etiology 
of this stricture, the decision was made to proceed with 
upfront proctectomy.

Results/Outcome(s): Laparoscopic mobilization of the 
left colon was performed, followed by open total mesorectal 
excision. severe fibrosis was identified near the peritoneal 
reflection and rectovaginal septum. Frozen sections of 
the resected mass were negative for malignancy. A low 
coloproctostomy was fashioned and the operation was 
concluded without complication. Pathology revealed scat-
tered foci of endometriosis extending from the submucosa 
to the pericolonic soft tissue involving 1/34 lymph nodes. 
one year post-op colonoscopy and ct were without 
evidence of recurrence. the patient has mild Low Anterior 
resection syndrome managed with as-needed imodium.

Conclusions/Discussion: this presentation highlights 
the importance of crafting a broad differential diagnosis to 
include non-neoplastic etiologies when faced with colonic 
stricture. the colorectum is believed to be involved in 
5-12% of all symptomatic cases of endometriosis. Although 

pathology confirmed the tissue was uterine, the question 
remains whether our patient had previously undetected 
endometriosis or developed scar endometriosis as a compli-
cation of hysterectomy. Until advancements in imaging 
are made, maintaining a broad differential is vital for early 
diagnosis.

EOSINOPHILIC MYENTERIC GANGLIONITIS 
RESULTING IN SIGMOID VOLVULUS: A CASE 
REPORT.

ePoster AbstrActs eP118

J. roberson, b. Jian, L. Maguire, n. saur
Philadelphia, PA

Purpose/Background: eosinophilic myenteric ganglion-
itis (eMG) is an inflammatory neuropathy characterized by 
eosinophilic infiltration and obliteration of the Auerbach 
myenteric plexus. A rare entity, its diagnosis has almost 
exclusively occurred in children in the setting of chronic 
intestinal pseudo-obstruction (ciPo). the exact pathogen-
esis of eMG is unknown and requires a full thickness biopsy, 
making it unlikely to diagnose on screening or diagnostic 
colonoscopy. treatment in children is debated but suggested 
to include systemic steroids with or without azathioprine or 
sulfasalazine. We present a case and suggested management 
of a 73-year-old man who carried a diagnosis of constipa-
tion and ultimately experienced sigmoid volvulus requiring 
Hartmann’s procedure with pathology demonstrating eosin-
ophilic myenteric ganglionitis.

Methods/Interventions: A 72-year-old-man with a 
history of over ten years of constipation presented to the 
emergency Department with acute on chronic abdominal 
pain, new obstipation, and marked abdominal disten-
tion, and was found with radiographic sigmoid volvulus 
successfully managed with endoscopic detorsion but with 
evidence of luminal ischemia. Following detorsion, he was 
taken to the operating room for exploratory laparotomy 
where the entire colon was found to be grossly dilated 
and edematous, though most prominent in sigmoid and 
descending colon. He also had endoscopic evidence of new 
rectal erythema. Given the above, a Hartmann’s procedure 
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was performed and a rectal tube was placed. His postoper-
ative course was complicated by ileus requiring discharge 
on total parenteral nutrition on postoperative day fifteen, 
since weaned off and tolerating an oral diet with robust 
bowel function.

Results/Outcome(s): Pathology resulted following 
discharge demonstrating eosinophilic myenteric ganglion-
itis (Figure 1). in retrospect, he reported roughly ten years 
of gradually worsening constipation managed with oral 
and rectal agents; however, had never had a colonoscopy. 
two weeks prior to admission, he underwent labral repair 
and was requiring narcotic pain medications. He did not 
have a peripheral eosinophilia. the etiology of his sigmoid 
volvulus is likely from eosinophilic myenteric ganglioni-
tis-induced poor propulsion resulting in worsening sigmoid 
colon redundancy with an acute insult of prolonged 
narcotic pain medication use. Given his underlying inflam-
matory neuropathy, his colostomy was not reversed.

Conclusions/Discussion: eMG is an under-recognized 
cause of ciPo in adults and can result in sigmoid volvulus 
requiring surgical management. Given the underlying 
functional disorder and inability to exclude involvement 
in the residual colon without full thickness biopsy, we 
recommend management with a Hartmann’s procedure 
and permanent end colostomy. if ongoing poor bowel func-
tion, then subtotal colectomy should be considered given 
concern for eMG in remnant colon.

A CASE OF SIGMOID MEGACOLON 
COMPLICATED BY RECURRENT FECALOMA 
AND BLEEDING.

ePoster AbstrActs eP119

V. Yik, c. Koo, M. chang, e. tan
Singapore, Singapore

Purpose/Background: Fecaloma represents an accumu-
lation of impacted feces, typically in the rectum or sigmoid 
colon, and may be secondary to megacolon. We present an 
interesting case of acquired megasigmoid with no apparent 
etiology and our management of the complications that 
followed.

Methods/Interventions: A 60-year-old male, with a 
history of chronic constipation and fecal impaction for  
9 years, presented to the emergency department with one 
week of abdominal pain and four episodes of bleeding per 
rectum (Pr) for one day. on examination, his abdomen 
was soft and there was a firm, mobile 15x8cm mass in 
the left iliac fossa, representing a recurrent fecaloma. 
the fecaloma was persistent despite multiple attempts of 
medical management with laxatives and enemas, neces-
sitating a flexible sigmoidoscopy. sigmoidoscopy demon-
strated a capacious sigmoid colon with a large fecaloma, 
which was manually broken down with large snares and 
forceps with much difficulty. After it was cleared endoscop-
ically, a spurting arterial vessel was noted from the ulcers 
around the fecaloma. Hemostasis was achieved with a clip 
and adrenaline injection. After a repeat scope showed no 
active bleeding, the patient declined surgical treatment 
and was discharged. However, he was readmitted twice 
within the next month for further Pr bleeding and anemia 
with a hemoglobin drop to 5.3 g/dL. subsequent sigmoid-
oscopies showed continued ulcer oozing and another 
spurting vessel. control of the persistent bleeding was 
eventually achieved with clip hemostasis, adrenaline injec-
tion and endoscopic hemostat (Fig 1).

Results/Outcome(s): in view of recurrent bleeding, 
complicated by anemia and frequent readmissions, the 
patient agreed to definitive surgical management. because 
the large fecaloma was broken down endoscopically, a 
minimally invasive approach was feasible and open surgery 
was avoided. Hence, a laparoscopic high anterior resec-
tion was performed for the diseased segment of colon  
(Fig 2). Histological findings were non-specific, with 
features of myopathic change and focally attenuated 
muscularis propria. there was normal neuronal cell 
staining in the myenteric plexus and interstitial cells of 
cajal were present in the bowel wall. the patient was 
discharged home with no episodes of further Pr bleeding 
on postoperative day 6.

Conclusions/Discussion: Fecaloma should be consid-
ered as a differential in patients with chronic constipa-
tion presenting with an abdominal mass. its complica-
tions include stercoral ulceration and persistent bleeding. 
surgical resection of the diseased colon is appropriate 
in certain cases for definitive treatment. While organic 
diseases, such as Hirschsprung’s and chagas disease, are 
associated with fecal impaction and can cause megacolon, 
acquired megacolon is a poorly understood condition with 
no established diagnostic criteria. Further research and 
reporting of cases are needed to better study this clinical 
entity and its treatment options.
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(1a) capacious sigmoid colon (1b) Hemostatic clip applied to spurter 
within aneurysmal segment of colon (2a) Anterior aspect of resected 
megasigmoid specimen (2b) Posterior aspect of specimen (2c) cut speci-
men with segmental dilation up to 15cm in maximal diameter

CHISELING AWAY THE LARGE BOWEL 
OBSTRUCTION: A FECALITH CASE REPORT.

ePoster AbstrActs eP120

A. tejada Jackson, c. nguyen, D. Joseph
New York, NY

Purpose/Background: Fecal impaction is hardened 
fecal matter in the large bowel that cannot be expelled by 
normal peristaltic activity. if this condition is not promptly 
identified and treated, it can lead to the development 
of fecaliths; feces that resemble stones. this condition 
contributes to the morbidity of the elderly population, with 
a prevalence as high as 50%. one of the complications that 
can arise from fecalith is large bowel obstruction. this is 
a rarely seen outcome in the literature, less than 10 cases 
documented. Among the methods described includes 
removal of the fecalith via endoscopy, intracorporeal litho-
tripsy, manual disimpactation in the or, and colotomy for 
removal; nonetheless, this is the first case to our knowl-
edge of a fecalith removed by a novel technique, that saves 
the patient from having an invasive surgical intervention.

Methods/Interventions: case report of a Fecalith 
causing large bowel obstruction.

Results/Outcome(s): An 88-year-old female with a 
past medical history of major depressive disorder, Uti, and 
hysterectomy was brought into the emergency department 
from her nursing home due to weakness and constipation. 
During her workup, she was found to have hypokalemia 
and acute kidney injury. on physical exam noted to have 
anal sphincter stenosis. ct scan of the abdomen showed 
a fecalith measuring 6cm in diameter in her distal rectum, 
which was the cause of her obstruction. the decision was 
made to take the patient to the or for examination under 
anesthesia. serial dilations to the anal canal were done 
until a medium size Hill-Ferguson retractor was placed. 
Using manual transvaginal manipulation, the fecalith was 
mobilized down to the anal verge and secured in place.  
it was not possible to pass it through the anal canal. the 
tip of a Kelly clamp at the center of the fecalith was 
hammered gently with the end of a heavy rongeur. the 
Kelly clamp was opened and parts of the fecalith started to 
break away; this was repeated several times until the feca-
lith size was reduced to smaller pieces enough to remove 
it through the anal canal. the rectum was then inspected 

and no injuries were identified. the patient recovered 
without further events and was discharged the next day.

Conclusions/Discussion: to our knowledge, this is the 
first time a fecalith caused large bowel obstruction that was 
broken down by chiseling it. the key for this technique 
was that the patient was a female, and the fecalith was 
on the distal rectum, which allowed it to be secured via 
transvaginal manipulation. Hence the fecalith was safely 
broken down and the patient did not require an invasive 
intervention with its inherent surgical risk, more so on this 
patient’s age cohort.

ACUTE INTERMITTENT PORPHYRIA 
PRESENTING WITH ISCHEMIC COLITIS IN 
POSTPARTUM: A CHALLENGING DIAGNOSIS.

ePoster AbstrActs eP121

e. saba cordeiro De oliveira, c. castro, c. rassi, r. De 
Almeida, J. oliveira
Brasilia, Brazil

Purpose/Background: Acute intermittent porphyria 
(AiP) is a heereditary disease that has several clinical 
manifestations. Pregnancy is a known trigger for patients 
with AiP, which causes high rates of obstetric complica-
tions. We present a case of a young postpartum woman 
with severe uncontrollable abdominal pain associated 
with ischemic colitis, an unclear clinical history, and an 
uncommon difficult diagnosis.

Methods/Interventions: A 35-year-old female presented 
with severe abdominal pain, nausea and vomiting in the 
9th day postoperative of an uncomplicated c-section. 
Patient’s only past medical history was coViD-19 one 
month before. Abdominal computerized tomography 
(ct) showed segmental thickening of distal transverse 
colon and splenic flexure associated with air distension of 
colon and significant fecal impaction in caecum, ascending 
colon and distal ileum with mild distension of small bowel. 
initial laboratory work showed elevation of c-reactive 
Protein and mild hyponatremia. A colonoscopy showed 
distal transverse and splenic flexure acute colitis and stool 
in the ascending colon. Patient persisted with severe inter-
mittent abdominal pain. Angio ct of the abdomen was 
normal. Abdominal distension developed 7 days after and 
another colonoscopy showed recovery of the inflammation 
and no residual stool. the abdominal distension resolved 
but incapacitating abdominal pain kept persistent, making 
a peridural pump with opioids necessary. Diagnostic lapa-
roscopy was performed, revealing only residual peritoneal 
liquid. After 10 days with total Parenteral nutrition, she 
persisted with poor oral intake and progressive devel-
opment of severe muscle weakness, shortness of breath 
with desaturation episodes and excessive somnolence. 
on Magnetic resonance imaging, there was myocarditis 
with mild ventricular dysfunction and electromyography 
showed severe motor polyneuropathy. After 20 days 
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of extensive multidisciplinary investigation, patient was 
tested for Acute intermittent Porphyria, with urinary 
porphobilinogen of 29.36 mg/L (normal<2) and in volume 
167mg/L (normal <2,7), confirming the diagnosis.

Results/Outcome(s): Patient was started on intrave-
nous hemin and progressed with intermittent presence of 
diverse symptoms, including respiratory failure requiring 
intubation, severe diarrhea, incapacitating muscle weak-
ness, vocal cord paralysis, atrioventricular block with 
pacemaker implantation. After 3 months of initial symp-
toms, the patient was discharged for home care in weekly 
prophylactic hemin and porphobilinogen follow up.

Conclusions/Discussion: AiP is a rare and difficult 
diagnosis to make, particularly in the pregnancy and puer-
perium. this case report reinforces the need of inclusion 
of AiP in the differential diagnosis of neurological, psychi-
atric, and gastroenterological alterations (such as ogilvie 
syndrome), especially in pregnancy and postpartum, as 
early detection of the disease may prevent potentially 
severe consequences.

OPEN CECOSTOMY: A LESS INVASIVE 
SURGICAL OPTION FOR OGILVIE’S 
SYNDROME.

ePoster AbstrActs eP122

K. Westfall, r. cleary
Ann Arbor, MI

Purpose/Background: A 33-year-old man with history 
of chronic alcohol use, anxiety disorder, and hypertension 
presented to the emergency department after a syncopal 
event. He was admitted to the medical intensive care unit 
for alcohol withdrawal, requiring intubation and sedation. 
on hospital day 7, abdominal X-ray demonstrated a dilated 
cecum to 12 cm, transverse colon dilation to 7 cm, and 
decompressed distal colon (Figure 1). ct scan confirmed 
dilation of the cecum, ascending, and transverse colon.

Methods/Interventions: the patient was taken to the 
operating room for cecal decompression with an angio-
catheter and then open cecostomy through a small right 

lower quadrant incision. nasogastric tube was removed on 
post-operative day 2 and his diet was advanced. Abdominal 
X-ray on post-operative day 5 demonstrated no colonic 
dilation. He was discharged home on post-operative day 7.

Results/Outcome(s): the patient re-presented to the 
hospital 3 months later with stoma prolapse. Gastrografin 
enema demonstrated no stricture in the distal transverse 
colon, previously thought to be present on ct scan. He 
underwent cecostomy takedown and ileocecectomy via 
circumstomal incision. He recovered and was discharged 
home on post-operative day 2.

Conclusions/Discussion: Acute colonic pseudo- 
obstruction (AcPo) or ogilvie’s syndrome is a nonme-
chanical, functional large bowel obstruction and is a 
diagnosis of exclusion. it is thought to be due to sympa-
thetic and parasympathetic imbalance in the colonic 
autonomic enteric nervous system, although the exact 
etiology remains unknown. it is rare, with an incidence 
in the UsA of 100 cases per 100,000 hospitalizations.  
it is associated with a mortality rate of 6-15%, increasing 
to 36-44% with intestinal ischemia/perforation. the initial 
treatment of AcPo is medical via correction of electrolyte 
abnormalities, fluid resuscitation, minimizing opioids and 
anticholinergic medications, and treatment of other infec-
tions such as c. difficile. if symptoms persist beyond 48 to 
72 hours, then pharmacologic therapy with neostigmine 
or endoscopic decompression and rectal tube placement 
should be considered. Percutaneous endoscopic cecostomy 
is an option for poor surgical candidates. surgical inter-
vention for AcPo is reserved for patients who fail medical 
and endoscopic management or initially present with signs 
of ischemia or perforation. For patients who fail medical 
management but are hemodynamically stable and have 
clinical and colonoscopic confirmation of colon viability, 
open cecostomy may provide rapid decompression, as was 
the case for this patient. ileostomy or colostomy are other 
options described for clinically stable individuals. Patients 
presenting with signs of sepsis, colonic ischemia, or colonic 
perforation should undergo emergent exploratory lapa-
rotomy. Depending on intra-operative findings, a subtotal 
or total abdominal colectomy may be indicated.
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Abdominal X-ray demonstrating 12 cm cecal dilation

THE GREAT MIMICKER: COLONIC 
ENDOMETRIOSIS MIMICKING AS COLON 
CANCER, A CASE REPORT.

ePoster AbstrActs eP123

A. Manching1, H. Monroy2, A. Abella2

1Taguig, Philippines; 2Taguig City, Philippines

Purpose/Background: colonic endometriosis is a benign 
disease that may mimic colon cancer. there are case 
reports in the literature with patients presenting symptoms 
and radiologic findings similar to colon cancer, making 
colonic endometriosis diagnosis a challenge. this report 
presents a case of a young woman with sigmoid colonic 
endometriosis mimicking colon cancer based on colonos-
copy findings with biopsy revealing colon adenocarcinoma.

Methods/Interventions: the patient is a 42-year-old 
female with 3 months history of bloatedness, decrease in 
stool caliber, and blood-streaked stools. she is nulligravid 
with regular menstrual cycle and occasional dysmenor-
rhea. she has a history of colon cancer in the family. Fiber 
sigmoidoscopy revealed a semi-circumferential non-ob-
structing sigmoid mass with stricture in the sigmoid colon, 
and biopsy was taken. Histopath showed a sigmoid adeno-
carcinoma with signet ring cell features. Abdominal ct 
scan showed two lesions, a distal sigmoid mass and a t3b 
high rectal mass both adherent to the posterior cervix, 
with no liver metastasis. transvaginal ultrasound revealed 
posterior adenomyosis with multiple intrauterine myomas, 
bilateral corpus luteum cyst, right endometrial cyst and, 
an irregular anterior rectal mass adherent to the upper 
cervix. Pet scan showed a circumferential hypermetabolic 
sigmoid wall thickening relating to sigmoid adenocarci-
noma and mild metabolic activity in the rectum. A heter-
ogeneously enhancing pelvic mass was seen apposed to the 
posterior cervix. no distant metastases. ceA was at 0.08 
(normal <2.5) and cA 125 was elevated at 149 (nV <35). 
A preoperative diagnosis of sigmoid colon adenocarcinoma 

probably adherent to the upper cervix was considered. she 
was admitted by colorectal surgery and gynecology services 
and taken to surgery. Dense nodular adhesions were seen 
between the sigmoid, upper rectum, posterior uterine wall, 
and bilateral ovaries. the sigmoid colon has an irregular 
wall thickening with mass. the left ovary was cystically 
dilated and the right ovary extruded chocolate-like grayish 
substance. the surgical conduct was Laparoscopic Anterior 
resection, Wide Mesorectal excision with end-to-end 
colorectal Anastomosis, total Laparoscopic Hysterectom, 
bilateral salpingooophorectomy, cryopreservation of Left 
ovary, with Frozen section of right ovarian cyst.

Results/Outcome(s): the frozen section findings 
revealed a right ovarian cyst suspicious for adenocarci-
noma. However, final histopathology results revealed 
sigmoid colonic endometriosis up to the upper rectum, 
bilateral ovarian endometriosis, and the right ovarian 
cyst turned out to be endometriosis. the patient was 
discharged 7 days after surgery.

Conclusions/Discussion: colonic endometriosis pres-
ents with a diagnostic dilemma and should be considered 
as a differential diagnosis in reproductive-age women 
despite preoperative and intraoperative findings suggestive 
of colon cancer, as seen in this case report.

PRESENTATION OF COLONIC INTERNAL 
HERNIA AFTER LAPAROSCOPIC SIGMOID 
RESECTION.

ePoster AbstrActs eP124

t. tritt
Stamford, CT

Purpose/Background: colonic internal hernia after 
sigmoid resection is a rare complication and is only 
described in literature briefly. it is difficult to differential 
between volvulus and internal hernia with the diagnosis 
needing to be made promptly to prevent colonic ischemia 
and perforation. the mechanism of this complication is 
due to leaving the mesenteric defect open during colonic 
resection.

Methods/Interventions: We present a 60 year old male 
with 3 days of diffuse abdominal pain. the patient had 
a past medical history of malrotation, obstructive sleep 
apnea, hyperlipidemia and prior sigmoid diveriticulitis. 
Past surgical history include a laparoscopic sigmoidectomy 
with primary anastomosis 4 years prior and exploratory 
laparotomy as a child for an unknown reason. He reported 
obstipation for the past 2 days. He had associated nausea, 
but no vomiting. on physical exam patient had mild LUQ 
tenderness, no rebound, no guarding, but moderate disten-
sion. Wbc is 6.9 and Hgb is 15.3. ct Abd/Pelvis demon-
strated suspected internal hernia vs localized volvulus in 
the left upper quadrant involving the splenic flexure with 
adjacent fat infiltration.
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Results/Outcome(s): the patient was taken for colono-
scopic decompression of suspected splenic flexure volvulus. 
on colonoscopy the cecum was reached easily without 
any colonic ischemia, but did demonstrate twisting with 
proximal distension at the sigmoid anastomosis. Patient 
was admitted and observed without resolution of his 
nausea and abdominal pain. repeat ct Abd/Pelvis with 
rectal contrast demonstrated persistent sigmoid obstruc-
tion due to volvulus vs internal hernia with passage of 
contrast into proximal colon. HD 2 patient was taken for 
exploratory laparotomy with lysis of adhesions, reduction 
of internal hernia and closure of mesenteric defect. the 
cecum was decompressed and redundant descending colon 
was reduced from the mesenteric internal hernia and 
colonopexy was performed, all bowel was viable. Hospital 
course was uncomplicated. Patient was brought back to 
or several month later for open left colectomy due to 
chronic constipation and intermittent left upper quadrant 
pain without complication.

Conclusions/Discussion: successful treatment was 
achieved by reduction of the colonic internal hernia and 
closure of the mesenteric defect, however the patient 
eventually required left colectomy due to persistent symp-
toms of constipation and pain.

UNCOMMON GROUNDS: MANAGEMENT 
OF A TRAUMATIC 4TH DEGREE PERINEAL 
LACERATION IN A PEDIATRIC PATIENT: 
REVIEW OF THE LITERATURE AND 
DISCUSSION OF MANAGEMENT.

ePoster AbstrActs eP125

V. Melkonian
Saint Louis, MO

Purpose/Background: As we continue to progress 
through endeavors of surgical research, our field of practice 
continues to develop guidelines and best-practices for virtu-
ally all presenting pathology. Despite this ever enlarging 
guide to modern surgical intervention, encountering a rare 
injury pattern to an uncommon anatomic region can still 
prove to be quite challenging. An example of this would 
be facing a complex perineal injury with vaginal and rectal 
involvement in a pediatric patient. While traumatic peri-
neal injuries in pediatric patients are rare, with a reported 
incidence of 4 – 6%, there are no apparent case studies 
discussing a 4th degree perineal tear in a pediatric patient, 
or how to approach such a scenario (1). As such there is a 
paucity of recommendations regarding repair, and much of 
this has to be extrapolated from management of these inju-
ries in the post-partem obstetric setting. in our case study 
below we discuss a traumatic complex 4th degree perineal 
tear in a 9 year old pediatric patient, and discuss manage-
ment recommendations based on review of our current 
literature regarding similar injuries in the adult patient.

Methods/Interventions: n/A

Results/Outcome(s): case Presentation: A 9 year old 
female presented to an outside emergency department 
following a penetrating straddle injury where she fell out 
of a tree and impaled in her perineum with a garden hook. 
this was removed prior to presentation to the outside 
hospital. she was transferred to our tertiary pediatric 
hospital for higher level of care. in the operating room 
the exam under anesthesia revealed significant bruising 
and edema to the right labia majora with a full thickness 
posterior vaginal laceration and obliteration of the perineal 
body consistent with grade iV perineal injury. there was 
avulsion of the right side of the anal canal with division of 
the anal sphincter. this was irrigated, packed and planned 
for delayed definitive repair. the patient was taken back to 
the operating room three days later for reconstruction. the 
perineal body and posterior vaginal wall were repaired first, 
followed by re-approximation of the perineal body with the 
bulbocavernosus muscle. Utilizing a Pena stimulator the 
components of the sphincteric complex were identified 
and were reapproximated, followed by repair of the anal 
mucosa and skin. colostomy was taken down 2 months 
following her original injury with no complications and no 
incontinence.

Conclusions/Discussion: Perineal injury is rare in 
pediatric patients which can make it a difficult injury to 
manage. Penetrating injuries may be complex and thor-
ough evaluation with exam under anesthesia is essential. 
it is important to limit complications while attempting to 
restore function of the perineal body as well as physical 
appearance. Much of the recommendations for interven-
tion are extrapolated from what is known in obstetrics.

MECKEL’S DIVERTICULUM MASQUERADING 
AS CROHN’S DISEASE: A SINGLE INSTITUTION 
CASE SERIES.

ePoster AbstrActs eP126

n. eng, M. trepanier, A. Kulaylat, n. Jeganathan, 
J. scow, M. Deutsch
Hershey, PA

Purpose/Background: Meckel’s diverticulum (MD) is 
the most common gastrointestinal congenital anomaly and 
may present with lower gastrointestinal bleeding, abdom-
inal pain, and nausea. imaging and endoscopic findings can 
be similar to those of crohn’s disease including transmural 
inflammation, stricturing, and superficial ulceration most 
frequently in the distal ileum. We present a case series 
documenting three patients who were initially diagnosed 
with crohn’s disease and ultimately found to have MD on 
final pathology.

Methods/Interventions: three patients who underwent 
surgery for presumed crohn’s disease and ultimately found 
to have MD on final pathology were identified at a single 
tertiary care institution.
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Results/Outcome(s): three male patients ages 32, 56, 
and 63 at the time of diagnosis presented with obstructive 
symptoms including abdominal pain, nausea, and vomiting. 
they were found to have stenosis and inflammation of the 
distal ileum on computed tomography imaging and diag-
nostic colonoscopy. though biopsies did not demonstrate 
evidence of chronic inflammation, all patients received 
diagnoses of suspected crohn’s disease. two patients were 
initiated on medical therapy including mesalamine and 
adalimumab, and all three received steroid courses. All 
three were referred for surgical evaluation for medically 
refractory disease. two patients underwent ileocolectomy 
and one underwent a small bowel resection of the distal 
ileum. Final pathology for all patients demonstrated the 
presence of a Meckel’s diverticulum and the absence of 
microscopic evidence for inflammatory bowel disease. All 
three patients recovered postoperatively uneventfully and 
have since been taken off crohn’s medical therapy.

Conclusions/Discussion: Meckel’s diverticulum can 
present with clinical, radiographic, and endoscopic find-
ings that overlap with those of inflammatory bowel disease, 
including lower gastrointestinal bleeding, abdominal pain, 
and a propensity for distal ileal involvement. the standard 
management approach for symptomatic MD is surgical 
resection. Misdiagnosis leads to delaying surgical therapy 
in addition to exposure to therapies that are not indicated 
including high dose steroids and biologic therapy. this 
single institution case series, the highest in literature 
review, highlights the importance of maintaining a high 
index of suspicion for MD particularly without microscopic 
evidence of ibD.

Figure 1. representative endoscopic and computerized tomography 
(ct) images demonstrating shallow ulceration in the distal ileum and 
corresponding mural thickening and bowel wall enhancement in a 56 
year old male with obstructive symptoms.

MYCOTIC ANEURYSM SECONDARY TO AN 
ANASTOMOTIC LEAK FROM A LAPAROSCOPIC 
LOW ANTERIOR RESECTION FOR THE RECTAL 
ADENOCARCINOMA.

ePoster AbstrActs eP127

K. Dela cruz, M. onglao, A. Diaz
Makati City, Philippines

Purpose/Background: Mycotic aneurysms are outward 
bulging of the arterial wall arising from an infection, which 
is usually bacterial. some risk factors identified are infective 

endocarditis, immunosuppression, a pre-existing athero-
sclerotic plaque or a native aneurysm, iatrogenic arterial 
trauma, and direct arterial involvement from adjacent 
infection. At present, mycotic aneurysms are rare because 
of the vast improvement in antibacterial therapy. Arterial 
infection may be caused by haematogenous seeding from 
distant sources such as endocardial vegetations, infected 
thrombi or intravascular devices; either directly into the 
arterial intima or the deeper layers by the vasa vasorum, 
contiguous extension or direct inoculation via iatrogenic 
injury angiography or through intravenous drug use. this 
is the first case of a mycotic aneurysm known to arise 
from an anastomotic leak. these are several cases - mostly 
secondary to endocardial vegetations, infected thrombi or 
devices.

Methods/Interventions: this is a case of a female 
southeast Asian in her late 60’s who was diagnosed with 
rectal Adenocarcinoma, stage ii (t2n0M0) and chole-
cystolithiasis. she underwent laparoscopic lower anterior 
rectal resection and cholecystectomy and was discharged 
in improved condition three days post operatively. on 
her 15th post operative day recurrence of hematochezia 
was noted, A ct angiogram of the abdominopelvic region 
showed a region of contrast pooling noted at the pelvic 
region, just anterior to the sacrum and proximal coccyx, 
located at the distal end of a branch of the left internal iliac 
artery. subsequently, embolization of the left internal iliac 
artery branch was done.

Results/Outcome(s): in this case, since the patient had 
recurrent bouts of hematochezia, delaying the procedure 
longer was not possible. Angiographic embolization was 
done as adjunct to the surgical and endoscopic control of 
bleeding as the suspected source was identified by ct angi-
ography. As in most cases, angioembolization can be done 
after locating the bleeding site by angiography, with imme-
diate control of bleeding in 76 to 100% of patients close 
follow up was done to monitor for any signs of infection.

Conclusions/Discussion: the patient was started on 
an intensive broad spectrum antibiotic therapy, which 
was shifted to targeted antibiotic therapy with guidance 
from infectious Disease service. the patient had recurrent 
bouts of hematochezia, delaying the procedure longer 
was not possible. Angiographic embolization was done as 
adjunct to the surgical and endoscopic control of bleeding 
as the suspected source was identified by ct angiography. 
Patient underwent an invasive arteriography and emboli-
zation of the branch of the left internal iliac artery. As in 
most cases, angioembolization can be done after locating 
the bleeding site by angiography, with immediate control 
of bleeding in 76 to 100% of patients.
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OPEN LAPAROTOMY CONVERTED TO 
ROBOTIC LOW ANTERIOR RESECTION FOR 
RECTAL CANCER IN THE DIFFICULT PELVIS.

ePoster AbstrActs eP128

A. Parra Vitela, G. Yusin, P. Ferris
Baltimore, MD

Purpose/Background: the robotic assisted approach 
is becoming one of the preferred ones for Low Anterior 
resection (r-LAr) due to its improved visibility, lower 
post-op complication rates and shorter length of hospital 
stay compared to an open procedure. there are factors that 
make a pelvis difficult; male pelvis, narrow pelvis, obesity, 
fatty mesorectum, previous pelvic surgery, and radiation. 
there is a paucity of data on converting an open approach 
to a robotic one. We describe a case when the patient’s 
prior surgical history, extensive adhesions and difficult 
pelvis, led to performed open adhesiolysis and convert 
to the initially planned r-LAr. this was deemed appro-
priate due to better visualization and exposure of critical 
structures that would have been even more challenging to 
identify via an open approach.

Methods/Interventions: this is a 75-year-old female 
with a history of obesity, coPD, rectal carcinoma, and 
open surgical history of hysterectomy, hiatal hernia repair, 
duodenal ulcer repair, appendectomy and cholecystec-
tomy in the or, the patient was placed in lithotomy and 
lighted ureteral stents were placed. the abdomen was 
insufflated with a Veress needle, and entered under direct 
visualization, because here were extensive adhesions and 
poor visualization, a midline incision was performed, and 
adhesiolysis were performed for 4 hours to expose the deep 
and narrowed pelvis. the laparotomy incision was partially 
closed in the upper aspect, a gel port was placed in the 
lower opening to continue the LAr robotically.

Results/Outcome(s): After the partial closure of the 
upper aspect of the laparotomy, the entirety of the LAr 
was performed robotically, the midline gel port was used as 
an assistant port and for surgical extraction. the surgical 
margins were appropriate, negative for malignancy and the 
mesorectal envelope was intact. A diverting loop ileostomy 
was performed due to the prolonged surgical time and 
complexity of the case.

Conclusions/Discussion: there is paucity of data 
regarding converting an open procedure to laparoscopic 
or robotic, in many cases continuing a case open is logical 
and easier. the pelvis is an area that an open approach 
can become very challenging specially in a difficult pelvis. 
the patient had a difficult pelvis, multiple open abdomi-
nopelvic surgeries, and rectal cancer below the peritoneal 
reflection. the upper portion of the laparotomy incision 
was closed, a gel port was placed in the lower aspect of 
the incision; this would allow capnoperitoneum, have an 
assist port and use the incision as the extraction site. the 
LAr was performed robotically. there is abundancy of 
literature describing converting a laparoscopic procedure 
to open, however with the advantage of robotic surgery 
and its benefits, like better visualization, easier reach for 
deeper structures, converting an open procedure to robotic 
make sense and the surgery can be performed easier and 
safely.

COLONIC PERFORATION DUE TO LARGE CELL 
LYMPHOMA: A CASE REPORT.

ePoster AbstrActs eP129

b. Dimas, P. soltero-rosas, s. Perez escobedo
Ciudad de Mexico, Mexico

Purpose/Background: colonic lymphomas represent 
a small percentage of diffuse large b cell lymphoma 
(DLbcL), a non-Hodgkin lymphoma (nHL). We provide 
a review of the clinical manifestations and epidemiology of 
colonic lymphomas.

Methods/Interventions: A 49-year-old male with a 
2-month history of abdominal pain, constipation and 
abdominal mass sensation. A 10x5x4 cm tumor was palpated 
during physical examination of a distended abdomen in the 
right iliac fossa as well as absent bowel sounds and rebound 
tenderness. Laboratory workout revealed Wbc 14.5, Hgb 
13.2, Hct 40, Plts 251, cr 3.19, Lac 4.36. A chest x ray is 
performed where subdiaphragmatic free gas is revealed. 
surgery is indicated due to hemodynamically unstable 
patient requiring aminergic support. An emergency explor-
atory laparotomy was performed with the following find-
ings: 2000 ml of fecal matter and purulent liquid, 2x2 cm 
perforation in the ascending colon, and a 15x15 cm tumor 
dependent on the ascending colon and terminal ileum.  
A resection of the ascending colon and terminal ileum was 
performed and in addition, an ileostomy was performed. 
the patient was placed in the intensive care unit where 
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he died 8 hours later. Pathology of the sample reported 
non-Hodgkin’s lymphoma and chronic ischemic ileitis. 
immunohistochemistry was performed which determines 
diffuse large b-cell lymphoma (cD20 positive, bcL6 posi-
tive >30%, Ki67 positive 30%).

Results/Outcome(s): DLbcL accounts for 40% of 
non-Hodgkin’s lymphomas. the incidence of primary 
colorectal lymphomas is rare and corresponds to 10-20% 
of gastrointestinal lymphomas and only 0.2-0.6% of colon 
neoplasms (1). of these, the most frequent subtype 
is diffuse large b-cell lymphoma (2). When the colon 
is affected, the most frequent location is the cecum  
(74% - 86%), followed by the sigmoid (2.5% - 14.2%) (3). 
the most commonly performed surgery is right hemicolec-
tomy since most of the lesions are located in the cecum. 
the Ki 67 protein is synthesized at the beginning of cell 
proliferation and is currently used to evaluate the prolif-
erative activity of lymphoma; its expression is associated 
with a poor prognosis (4). the most common symptoms 
and signs are abdominal pain and diarrhea. the perfora-
tion rate in b-cell lymphomas reaches 30% due to mucosal 
involvement and invasion of vascular walls causing isch-
emia and necrosis (5). computed tomography is used in 
the diagnosis and staging of lymphomas. colonoscopy plays 
an increasingly important role as a diagnostic tool, allowing 
biopsies to be taken for histological studies (6). treatment 
involves a multidisciplinary approach, using a combination 
of surgery, chemotherapy and radiotherapy.

Conclusions/Discussion: colon lymphoma is a rare 
variety of nHL, and it is still difficult to make a timely 
diagnosis, since the clinical manifestations are nonspecific. 
some patients may require emergency surgical treatment 
in up to 50% of cases, therefore, it should be considered 
when evaluating these symptoms.

surgical piece, sigmoid colon and tumor.

THE IMPACT OF SARCOPENIA ON 
POSTOPERATIVE AND ONCOLOGIC 
OUTCOMES IN PATIENTS UNDERGOING 
CYTOREDUCTIVE SURGERY AND 
HYPERTHERMIC INTRAPERITONEAL 
CHEMOTHERAPY FOR COLORECTAL 
PERITONEAL METASTASES.

ePoster AbstrActs eP130

M. Al Khaldi, M. Fellouah, P. Drolet, b. trilling, 
A. brind’Amour, A. Dugas, J. tremblay, P. Dubé, 
M. soucisse, L. sideris
Montreal, QC, Canada

Purpose/Background: cytoreductive surgery with 
hyperthermic intraperitoneal chemotherapy (crs-HiPec) 
is a treatment option for colorectal peritoneal metastases 
(cPM) but is associated with significant postoperative 
morbidity. the aim was to determine the prognostic value 
of computed tomographic (ct)-measured sarcopenia on 
postoperative outcomes and survival in patients under-
going crs-HiPec for cPM.

Methods/Interventions: this is a retrospective cohort 
study conducted at a tertiary oncologic center between 
2012 and 2020.

Results/Outcome(s): one-hundred and twenty-six 
patients (mean age 59.6 ± 9.6, 53.2% male) were included, 
of which 37 (29.4%) were sarcopenic. the proportion of 
major postoperative complications (clavien-Dindo ≥ iii) 
was not higher in the sarcopenic group (13.5% in sarcopenic 
patients vs. 20.2% in nonsarcopenic patients, P = 0.45).  
the mean comprehensive complication index scores, 
HiPec-related toxicities, length of hospital stay, and dura-
tion of parenteral nutrition were comparable regardless of 
sarcopenia status. in the multivariate logistic regression 
analysis of severe complications, only peritoneal carcino-
matosis index reached statistical significance (or, 1.12; 
95% ci, 1.04 to 1.22, P = 0.003). sarcopenia did not 
impact overall survival on cox regression analysis.

Conclusions/Discussion: ct-measured sarcopenia in 
our cohort was not associated with worse rates of postop-
erative severe comorbidities or worse survival. Alternative 
methods for measuring sarcopenia could be explored in 
prospective studies to improve preoperative screening of 
patients at risk for severe complications prior to under-
going crs-HiPec for cPM.
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PREDICTORS OF TIMELY INITIATION AND 
COMPLETION OF ADJUVANT CHEMOTHERAPY 
IN PATIENT’S WITH COLORECTAL CANCER.

ePoster AbstrActs eP131

s. Alnajjar, s. shoucair, A. Almanzar, W. Liu, J. Hebb, 
J. schindelheim, K. Zheng, V. Gupta, D. Lisle
Baltimore, MD

Purpose/Background: Advancements in the treat-
ment of colorectal cancer (crc) have led to substan-
tial improvement in overall survival. chemotherapy and 
radiotherapy continue to be an important and effective 
modality in the treatment of advanced stages of crc. 
several clinical trials advocate the initiation of adjuvant 
chemotherapy (Ac) within 6-8 weeks of surgical resection.  
in addition, there is mounting evidence of improved 
survival with early initiation of Ac. our aim was to eval-
uate factors that predict early initiation and completion of 
Ac consequently improving patients’ survival.

Methods/Interventions: A total of 451 patients under-
went colon resection for crc at Medstar Franklin square 
Medical center between 2014 and 2022 were identified 
retrospectively. of those, 110 patients had stage ii/iii 
colon cancer who underwent resection followed by Ac 
were included. exclusion criteria included patients <18 
years or > 85 years, patients with t4 disease who under-
went multivisceral resection, patients with history of ibD, 
and patients with stage 4 disease. Multivariable logistic 
regression analysis was performed to identify factors that 
predicted delay in Ac of more than 8 weeks. secondary 
outcomes included rate of chemotherapy completion, 
factors that influence patients completing chemotherapy, 
disease free survival, and overall survival.

Results/Outcome(s): in this study, 110 patients were 
eligible for the final analysis. the median time to initia-
tion of adjuvant chemotherapy (ttAc) was 6.9 weeks 
(iQr=5.8-9.5). in total, 36.4% of patients had a delay 
> 8 weeks to initiation of Ac and only 40% of patients 
completed treatment. the surgical approach (open vs. 
Mis) had no effect on the ttAc or the rate of completion. 
Patients with bMi 25 (or=1.84 95% ci: 0.81 - 4.16), and 
patients who had a diverting loop ileostomy (or=2.02 
95% ci: 0.86 - 4.73) had a statistically significant delay in 
ttAc of > 8 weeks. on multivariable logistic regression 
analysis, preoperative albumin 3.5 (or=0.31 95% ci: 0.12 
- 0.80) was the most significant factor that predicted timely 
initiation of Ac. With regards to the rate of chemotherapy 
completion, a poorly differentiated tumor (or=0.25 95% 
ci: 0.05 – 1.17) and a delay in ttAc > 8 weeks (or=0.4 
95% ci: 0.17 - 0.94) were significantly associated with a 
lower rate of Ac completion. Furthermore, completion of 
Ac was associated with a higher overall survival. inability 
to tolerate chemotherapy due to its side effects was an 
independent predictor for patients to not complete Ac. 
the most common cause of a delayed ttAc was surgical 
complication.

Conclusions/Discussion: Preoperative albumin is a 
significant predictor for timely initiation of Ac in patients 
with crc, further emphasizing the importance of patient’s 
nutritional status preoperatively. in addition, a delay in 
ttAc > 8 weeks was associated with a significantly lower 
rate of Ac completion. Patients who did not complete Ac 
had a worse overall survival.

ANALYSIS OF SURGEONS’ SUCCESS RATES 
AND OUTCOMES OF HIGH LIGATION OF 
THE INFERIOR MESENTERIC ARTERY IN 
LEFT-SIDED COLON AND RECTAL CANCER 
SURGERY.

ePoster AbstrActs eP132

M. Meece, J. Davis, W. ramsey, D. Galan, P. castillo, 
n. Paluvoi
Miami, FL

Purpose/Background: High ligation of the inferior 
mesenteric artery (iMA), defined as ligation at the take-off 
from the aorta, is often described as the gold standard in 
low left-sided colon and rectal cancer surgery. Little data is 
available that characterizes surgeon accuracy of performing 
left-sided pedicle ligation at the desired level. the aim of 
this study is to quantify the rate of ligation at the described 
level (successful ligation) at a single high-volume academic 
center. We also analyze the outcomes of successful versus 
unsuccessful high ligation in regards to lymph node yield 
and positivity, need for adjuvant therapy, and time from 
surgery to adjuvant therapy.

Methods/Interventions: this retrospective cohort study 
included patients ages 18 and over with low left-sided 
colon, rectal, and anal cancers undergoing surgical resec-
tion between nov 2017 and Dec 2020 at a large university 
hospital. Patients who did not have clinical indications for 
high ligation and those with inadequate post-operative ct 
imaging were excluded. First post-operative ct was read 
by university-employed radiologists. radiographic evidence 
of high ligation was defined as ligation of the iMA before 
the take-off of the left colic artery. recurrence was defined 
as new metastasis or new disease after initial remission. 
Patient demographics, surgical management, operative 
reports, lymph node collection, radiologic studies, adjuvant 
therapy, and recurrence rates were analyzed. Patients with 
and without radiographic evidence of high ligation on 
ct were compared using Pearson’s chi-squared test and 
Welch’s t-test.

Results/Outcome(s): 168 patients (54% male) were 
included in the study. Mean age was 56 years (sD 11). 
61.5% of operative reports described high ligation of the 
iMA. there was radiographic evidence of high ligation 
in 55.6% of total patients and in 70.2% of patients where 
high ligation was intended. there was no significant differ-
ence in surgeon experience (p=0.958), surgical proce-
dure (p=0.169), tAtMe receipt (p=0.093), or surgical 



102 ePoster AbstrActs

approach (p=0.070) between patients with and without 
radiographic evidence of successful ligation. there was 
no difference in lymph node yield (p=0.252), time to 
adjuvant chemotherapy (p=0.410), or recurrence rates 
(p=0.852) between the groups.

Conclusions/Discussion: this study demonstrates good 
technical success rate of high ligation of the iMA but shows 
no difference in short term patient measured outcomes 
between high and low ligation (or successful and unsuc-
cessful high ligation). High ligation may be an unnecessary 
step, as low ligation shows non-inferiority. Further studies 
are required to evaluate long term differences between the 
two groups particularly in regards to cancer recurrence and 
genitourinary function.

TOEING THE DRIVELINE: FEASIBILITY OF 
LAPAROSCOPIC RIGHT COLECTOMY FOR 
COLON CANCER IN THE SETTING OF A LEFT 
VENTRICULAR ASSIST DEVICE.

ePoster AbstrActs eP133

t. Holleran, n. samaha, A. nigam, K. chuquin, Z. sun, 
s. berkey, b. bello
Washington, DC

Purpose/Background: tc is an 80-year-old gentleman 
with a history of non-ischemic cardiomyopathy who had 
undergone placement of left ventricular assist device 
(LVAD) in 2015 who was admitted to the hospital for 
hematochezia and found to have adenocarcinoma of the 
ascending colon. the colon and rectal surgery team was 
consulted for management and ultimately performed a 
laparoscopic right hemicolectomy. Laparoscopic colorectal 
surgery in the LVAD patient has scarcely been described.

Methods/Interventions: staging work-up revealed no 
evidence of metastatic disease or nodal involvement. 
operation was planned in conjunction with cardiothoracic 
anesthesiology and LVAD nursing coordinator teams. 
Pre-operative imaging showed the driveline coursing 
within the subcutaneous tissue transversely across the 
abdomen superior to the level of the umbilicus from left to 
right before coursing up towards the right upper quadrant. 
After intubation, the driveline was palpated and traced. 
the abdomen was entered through an infraumbilical inci-
sion and driveline visualized along anterior abdominal wall 
with the laparoscope. 5mm ports were placed in the left 
upper quadrant, right lower quadrant, and left lower quad-
rant, taking care to palpate and keep the driveline safely 
out of the way. the right colon and terminal ileum were 
mobilized in medial to lateral fashion. the infraumbilical 
incision was extended, taking care to stay caudal to the 
driveline. the right colon was exteriorized and removed 
with stapler. A stapled ileocolonic anastomosis was fash-
ioned and returned to the abdomen. the patient was 
extubated. the LVAD device functioned appropriately 
the entire case.

Results/Outcome(s): the patient was managed via 
enhanced recovery After surgery (erAs) guidelines. 
His heparin infusion was slowly restarted on the first post- 
operative day and by the second post-operative day he 
was at a therapeutic level of anticoagulation. this was 
transitioned back to his home warfarin doing prior to 
his discharge on post-operative day 8. Final staging per 
American Joint commission on cancer (AJcc) guidelines 
was t1n0M0.

Conclusions/Discussion: in this report, we present a 
case of an 80-year old gentleman who successfully under-
went a laparoscopic right hemicolectomy for colon cancer 
in the setting of an LVAD device. there is a scarcity of 
data on oncologic colorectal surgery via laparoscopy in 
the setting of an LVAD. this subset is particularly vulner-
able, as the rate of surgical site infections is known to be 
markedly higher in those undergoing colorectal surgery, 
and many of these patients may require adjuvant chemo-
therapy. the successful outcome we report was made 
possible by the multidisciplinary effort of the colon and 
rectal surgery team, the cardiac anesthesiologists, and the 
LVAD coordinator nursing staff.

Laparoscopic port placement with mapped driveline.
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ADEQUACY OF LYMPH NODE HARVEST 
IN PATIENTS WITH PT4 COLON CANCER 
UNDERGOING MINIMALLY INVASIVE 
SURGERY: A NATIONAL CANCER DATABASE 
ANALYSIS.

ePoster AbstrActs eP135

F. Pacheco Granda, e. Luciano, D. Hebert, e. serpa
Mount Pleasant, MI

Purpose/Background: the advances in minimally inva-
sive surgical techniques have improved the short-term 
outcomes of colon cancer. the oncologic outcomes among 
patients who undergo surgical resection with a minimal 
invasive surgery (Mis) approach are equivalent to those 
who undergo an open resection. it is believed that there 
is a significant difference in t4 tumors undergoing Mis 
compared to open resection. A recent review of the 
national cancer Database (ncDb) for the 2010-2014 
period concluded that the Mis cohort had an adequate 
lymph node harvest, surgical margins, and short-term 
outcomes. As a result, a trend favoring the Mis approach 
for colon cancer has occurred in patients with t4 colon 
tumors in recent years

Methods/Interventions: the ncDb for the 2010-2018 
period was analyzed. A comparison of an adequate lymph 
node harvest in patients with pt4 colon cancers treated 
with upfront surgery using either Mis or open surgery was 
conducted. An adequate lymph node harvest was defined 
as 12 or more lymph nodes examined. A logistic regression 
model including multiple tumor characteristics (location, 
type of resection, pt4 classification, number of lymph 
nodes harvested) and demographic variables (sex, age, 
income, race, and location) was performed

Results/Outcome(s): 25196 cases were analyzed.  
A total of 9410 (37.3%) underwent Mis and 15786 
(62.7%) had open surgery. 1795 cases (7.1%) had inad-
equate lymph node harvest. on logistic regression, the 
patients who underwent Mis were more likely to have 
inadequate lymph node harvest (or 1.77, p<0.001) 
compared to those who underwent open surgery

Conclusions/Discussion: the use of Mis has been 
increasing in recent years due to its proven benefits and 
safety profile. there is conflicting data regarding the 
adequacy of Mis in locally advanced colon cancer. our 
review of the ncDb suggests that patients who underwent 
Mis for pt4 tumors are less likely to achieve an adequate 
lymph node harvest. More liberal use of open surgery 
should be considered for pt4 tumors. Prospective studies 
are required to better evaluate the adequacy of Mis in 
achieving oncologic standards in locally advanced colon 
cancer. of note, we hypothesized that the increasing use 
of robotic-assisted Mis in colon cancer could have a role in 
improving oncologic standards, and further prospective 
studies are advised

SHORT-TERM OUTCOMES OF REDUCED-PORT 
ROBOTIC COLORECTAL CANCER SURGERY 
USING THE DA VINCI SP SURGICAL SYSTEM: 
A COMPARISON WITH THE MULTIPORT 
ROBOTIC SYSTEM.

ePoster AbstrActs eP136

Y. Kim, Y. Yoon, J. Lee, c. Kim, i. Park, s. Lim
Songpa-gu, Korea (the Republic of)

Purpose/Background: technological advances in 
robotic systems enabled surgeons to operate with reduced 
number of ports. With the da Vinci sP system, surgeons 
can operate with three fully wristed elbowed instruments 
through a single-site platform, enabling reduced-port 
surgery to be performed even in complex cases. the aim 
of this study was to compare the perioperative outcomes 
between robotic reduced-port system and multiport system 
in colorectal cancer.

Methods/Interventions: Patients who underwent 
robotic surgery for colorectal cancer between november 
2020 and november 2021 at a single tertiary center 
were included. clinicopathological characteristics and 
perioperative outcomes were retrospectively analyzed to 
compare between the reduced-port and multiport groups. 
All patients were operated either by the da Vinci sP 
or Xi (multiport) system. cumulative sum analysis was 
performed to assess the quantitative learning curve of the 
sP system.

Results/Outcome(s): A total of 151 patients were 
included in the study. sixty-three patients were operated 
on with the sP system and 88 patients with the Xi system. 
there was no difference in clinicopathologic character-
istic between the two groups excepting tumor location. 
sP group had higher rate of colon cancer compared to Xi 
group, 57 (90.5%) and 46 (44.7%) patients respectively 
(p<0.001). operation time between the two groups did 
not show significant difference. the total incision length 
was shorter in the sP group (4.9±1.3cm) compared to Xi 
group (9.2±0.7cm) (p <0.001). Postoperative complication 
rates were similar between the two groups. the postop-
erative pain score was significantly less in the sP group 
at postoperative 1, 8, and 24 hours. the operation times 
using the sP system decreased over the consecutive cases 
for the right colectomies, but not in the anterior and low 
anterior resections.

Conclusions/Discussion: reduced-port robotic surgery 
using the sP system presents comparable perioperative 
outcomes to multiport robotic surgery, with significantly 
less postoperative pain and almost half of the incision 
length.
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LAPAROSCOPIC OVARIAN TRANSPOSITION 
PRIOR TO PELVIC RADIATION IN 
YOUNG FEMALE PATIENTS WITH PELVIC 
GASTROINTESTINAL MALIGNANCIES.

ePoster AbstrActs eP138

L. tessier, t. McKechnie, Y. Lee, L. Park, n. Gangam, 
c. eskicioglu
Hamilton, ON, Canada

Purpose/Background: Young women undergoing 
radiation therapy for pelvic malignancies are at risk 
of developing premature ovarian insufficiency. ovarian 
transposition aims to preserve ovarian function in these 
patients. However, its role in gastrointestinal malignancy 
has yet to be firmly established. the aim of this review 
was to determine the effectiveness of laparoscopic ovarian 
transposition in preserving ovarian function in premeno-
pausal women undergoing neoadjuvant pelvic rt for 
gastrointestinal malignancies.

Methods/Interventions: Medline, eMbAse, and 
centrAL were systematically searched from inception 
through to May 2022. Articles were included if they eval-
uated ovarian function after ot before rt in women with 
gastrointestinal malignancies. the primary outcome was 
ovarian function preservation. the secondary outcome 
was thirty-day postoperative morbidity following ot. A 
Dersimonian and Laird inverse variance random-effects 
meta-analysis of proportions was used to generate the 
overall effect size of each outcome along with their respec-
tive 95% confidence intervals (ci) to confirm the effect 
size estimate.

Results/Outcome(s): From 207 citations, 10 studies 
with 133 patients with rectal or anal cancer who underwent 
ot prior to rt were included. Meta-analysis of pooled 
proportions of preserved ovarian function demonstrates 
an incidence of 66.9% (95%ci 55.0-79.0%, i2=43%). the 
thirty-day postoperative morbidity rate was 1.2% (n=1). 
there was heterogeneity in interventions and outcome 
reporting.

Conclusions/Discussion: Laparoscopic ot in premeno-
pausal patients undergoing pelvic radiation for gastrointes-
tinal malignancies can preserve ovarian function in two 
thirds of patients (66.9%, 95%ci 55.0-79.0%, i2=43%). 
the pooled data and meta-analyses must be interpreted 

within the context of clinical heterogeneity of the included 
studies. Further studies are required to fully investigate the 
outcomes of ot in patients undergoing pelvic radiation for 
gastrointestinal malignancies.

CONCURRENTLY RESECTION OF 
SYNCHRONOUS COLORECTAL CANCER 
LIVER-LIMITED METASTASES: A 14-YEAR 
INSTITUTIONAL FOLLOW-UP FOR OUTCOMES 
OF ADJUVANT REGIMEN DIFFERENCES.

ePoster AbstrActs eP139

s. chiang1, F. chiang2

1Chiayi City, Taiwan; 2Taichung, Taiwan

Purpose/Background: According to nccn guidelines, 
chemotherapy is an adviced adjuvant regimen for the 
patients who are resectable liver or lung metastases only 
colorectal cancer. Despite evidence-based results emerged 
in current years, the clinical physicians worried about 
microscopic resection (r1) or nominal stage iV cancer, 
target therapy were added on for better disease control. 
this study compared overall survival and disease-free 
survival rates of patients who receiving adjuvant regimens 
after concurrent resection for synchronous colorectal 
cancer liver metastases in the real world data.

Methods/Interventions: between 2008 and 2021, 
102 patients were enrolled retrospectively at a medical 
center hospital in taiwan, all patients underwent 
synchronous resection of colorectal cancer and liver 
metastases. 29 patients who received chemotherapy 
only were matched against 73 patients who received 
chemotherapy plus target therapy as adjuvant regimen.

Results/Outcome(s): there were no significant differ-
ences in overall survival (74.2 v.s. 71.0 months, hazard 
ratio[Hr] 0.874; 95% ci 0.49- 1.55; p=0.634) and 
disease-free survival (33.7 v.s. 26.5 months, hazard ratio 
[Hr]; 95% ci 0.61- 1.60; p=0.953) between the groups. 
there were no significant differences in age, sex, rAs 
status, metastatic numbers and r0 resection rate between 
the groups. r1 resection (hazard ratio [Hr] 1.96, 95% 
ci 1.2- 3.2) had impact on disease progression survival 
in multivariate analysis. subsequent subgroup data were 
analyzed.

Conclusions/Discussion: chemotherapy is situable for 
patients who receiving synchronous resection of colorectal 
cancer liver metastases as adjuvant regimen. complete 
resection of metastatic liver lesions has benefits for disease 
control.
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ADENOSQUAMOUS CARCINOMA OF THE 
COLON: A SINGLE-CENTER REVIEW OF 
PATIENT DEMOGRAPHICS AND OUTCOMES.

ePoster AbstrActs eP141

D. Lieb, H. thompson, F. Verheij, J. smith, i. Wei, 
M. Widmar, G. nash, M. Weiser, P. Paty, J. Garcia-
Aguilar, e. Pappou
New York, NY

Purpose/Background: Adenosquamous carcinoma 
(Asc) of the colon is rare, constituting less than 1% of all 
colon cancers. While colonic Asc is believed to present 
at more advanced stages and to have worse outcomes 
compared to adenocarcinoma, its rarity and the limited 
number of published studies makes its characterization 
challenging. We present a cohort of patients with colonic 
Asc, to include information on clinical characteristics, 
treatments, and outcomes.

Methods/Interventions: We conducted a single-center 
retrospective review of patients from 2000 to 2020 with 
Asc of the colon, either on initial diagnostic pathology 
or final surgical pathology. After screening with icD-o 
codes for adenosquamous carcinoma, we reviewed patient 
charts to select cases with colonic Asc. We subse-
quently reviewed patient clinical variables to include 
demographics, AJcc stage at diagnosis, primary tumor 
location, treatments received (to include surgery and 
chemotherapy), recurrences, and survival.

Results/Outcome(s): 61,126 patients with colorectal 
cancer were identified in our database, of which 13 
patients had adenosquamous histology (0.02%). Mean age 
was 48.7 years, with 8 male (61.5%) and 5 female patients. 
the cecum/ascending colon was the most common site, 
with 6 of 13 cases (46.2%), followed by the transverse 
colon (4 of 13, 30.8%) and the descending/sigmoid colon 
(3 of 13, 23.1%). six (46.2 %) patients had stage iii disease 
at initial presentation, six (46.2%) stage iV, and one 
(7.7%) stage ii. eleven of 13 patients (84.6%) underwent 
surgical resection, with 9 (69.2%) additionally undergoing 
adjuvant chemotherapy and 2 patients (15.4%) under-
going both neoadjuvant and adjuvant chemotherapy. 
recurrence occurred in 7 of 13 patients (53.8%); of these, 
4 recurrences were locoregional, 2 were distant metastases, 
and 1 recurrence had both local and regional mets. our 
cohort’s 5-year survival was 38.5%, with median survival of 
39.4 months; this was lower for both stage iii disease (30.5 
months) and stage iV disease (23.7 months).

Conclusions/Discussion: Adenosquamous carcinoma 
of the colon is a rare entity. in our cohort, most cases 
originated in the right colon and presented with advanced 
stage. Despite optimal management, overall survival is 
poor, and recurrence is common. these appear consis-
tent with the limited published studies about colonic 
Asc. Additional research is needed to clarify how these 
characteristics and outcomes translate into management 

recommendations, as well as differences with comparably 
staged colonic adenocarcinoma.

swimmer’s Plot of stage 3 and 4 adenosquamous colon cancer patients 
in the cohort, detailing response intervals. Due to lack of available clin-
ical information on follow-up, the stage 2 patient was not included in 
this figure.

USING A MODIFIED DELPHI PROCESS TO 
EXPLORE INTERNATIONAL SURGEON-
REPORTED BENEFITS OF ROBOTIC-ASSISTED 
SURGERY TO PERFORM ABDOMINAL 
RECTOPEXY.

ePoster AbstrActs eP142

t. Keating, c. Fleming, A. brannigan
Dublin, Ireland

Purpose/Background: robotic-assisted surgery (rAs) 
offers improved visualisation and dexterity compared to 
laparoscopy. As a result, rAs is considered an attrac-
tive option for performing rectopexy, particularly in the 
confines of the lower pelvis. the aim of this study was to 
explore the benefits of rAs in rectopexy by analysing the 
experience of an international-group of expert-surgeons.

Methods/Interventions: A three-round Delphi process 
was performed. combined qualitative, Likert scale and 
binary responses were utilised in rounds one and two with 
binary responses seeking overall consensus in round two 
and three. Particular areas that were studied included: clin-
ical aspects of patient selection, technical aspects of using 
rAs to perform rectopexy, ergonomic factors, training, 
and consideration of the ‘learning-curve’. consensus was 
defined as agreement >80% among participants. Potential 
experienced rAs rectopexy surgeons were identified using 
PubMed where authors of studies reporting outcomes from 
rAs rectopexy were searched and invited.

Results/Outcome(s): twenty surgeons participated 
from the following countries: France, Germany, ireland, 
italy, netherlands, switzerland, UK, and UsA. Participants 
had mean operative experience of 153 rectopexies and 60 
robotic rectopexies. All participants agreed that patient- 
reported functional outcomes and improved quality-of-life 
were the most important outcomes following rectopexy. 
Participants agreed the most significant benefits offered 
by rAs for rectopexy were improved precision due to 
better visualisation (80%), improved dexterity (90%) 
and improved overall accuracy e.g., for suture placement 
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(90%). 90% agreed that the superior ergonomics of rAs 
rectopexy has improved their performance of several steps 
of the operation, in particular: mesh fixation 85% and 
rectovaginal dissection 80%. consensus on the learning 
curve for rAs abdominal rectopexy was not agreed: 45% 
(n=9) reported the learning curve as 11-20 cases and 55% 
(n=11) as 21-30 cases.

Conclusions/Discussion: international experienced 
rAs abdominal rectopexy surgeons report rAs positively 
impacts on performance of rectopexy in terms of technical 
performance, improved dexterity and visualisation and 
ergonomics.

DOES SURGEON BIAS OVERESTIMATE 
FRAILTY? EVALUATING THE RISK ANALYSIS 
INDEX IN DECISION-MAKING FOR RECTAL 
PROLAPSE.

ePoster AbstrActs eP143

c. rajasingh, A. trickey, M. Mccarthy, L. neshatian, 
b. Gurland
Stanford, CA 

Purpose/Background: Abdominal versus peri-
neal repairs for rectal prolapse are selectively offered to 
patients based on the surgeon’s assessment of patient 
risk. However, interpretations of the risk associated with 
comorbidities can vary. the risk Analysis index (rAi) 
is a validated measure of frailty that is strongly associated 

with perioperative and postoperative outcomes. We sought 
to understand how pre-operative rAi score aligned with 
our existing decision-making process and post-operative 
outcomes following rectal prolapse repair.

Methods/Interventions: We recorded consecutive 
cases of rectal prolapse repair in a prospectively main-
tained irb-approved registry from 2017-october 2022. 
Abdominal (Ab) vs. perineal (Pn) operations were deter-
mined based on an experienced surgeon’s recommenda-
tion. the pre-operative rAi was collected; a score >= 30 
indicates clinically relevant frailty. Length of stay, post- 
operative complications, and recurrence were compared by 
t-tests and Fisher’s exact tests.

Results/Outcome(s): 132 patients underwent abdom-
inal repairs, and 52 underwent perineal repairs. Patients 
who had a perineal operation were more likely to be 
frail than those who had abdominal operations (Pn 
frail=40.4%; Ab frail=6.8%). the mean rAi score in each 
group was: Ab/non-frail-17 (sD 7), Ab/frail-35 (6), Pn/
non-frail-25.4 (3), Pn/frail-41(7). in the frail abdominal 
cohort, factors that most contributed to a high rAi score 
were age, loss of appetite and weight loss, and a diagnosis 
of chronic kidney disease. in the non-frail perineal group, 
clinical factors that may have contributed to the decision 
to offer a perineal operation included having cardiac 
comorbidities (60.0%), needing assistance with mobility 
(30.0%), and living in an assisted living facility (20.6%). 
Among non-frail patients undergoing perineal repair, only 
23.3% had a prior rectal prolapse repair, and most (71.5%) 
had prior abdominal repairs. Post-operatively, all patient 
groups did well overall. Frail and non-frail patients had 
similar length of stay (Pn/non-frail-3.4 days, Pn/frail-3.5 
d, p=0.91; Ab/non-frail-2.1 d, Ab/frail-1.6 d, p=0.49). 
the complication rates were similar across all groups (Pn/
non-frail=20.1%, Pn/frail=23.8%; Ab/non-frail=22.4%, 
Ab/frail=25.0%). Frail patients had higher recurrence 
rates for both operative groups, but these differences 
were not statistically significant in this sample (Pn/
non-frail=33.3%, Pn/frail=47.6%, p=0.46; Ab/non-frail 
8.3%, Ab/frail=22.2%, p=0.42.

Conclusions/Discussion: Most patients receiving 
abdominal repairs did not meet criteria for frailty, but many 
non-frail patients underwent perineal operations based on 
surgeon perception of co-morbidities. these patients had 
higher prolapse recurrence rates as is expected with peri-
neal approach. Using the rAi tool may provide an oppor-
tunity to guide decision making around operative approach 
for rectal prolapse and overcome potential surgeon bias.
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CURRENT TRENDS IN RECTAL PROLAPSE 
REPAIR ACROSS NEW YORK STATE.

ePoster AbstrActs eP144

J. Martinolich, A. Anand Myneni, J. boccardo, e. Arbel, 
s. schwaitzberg, e. noyes
Buffalo, NY

Purpose/Background: strong evidence indicates that 
abdominal rectopexy (with or without resection or mesh) 
has been shown to be safe and effective in the management 
of rectal prolapse (rP) and associated with less recurrence 
compared to perineal repair procedures. However, there is a 
paucity of evidence examining real-world practice patterns 
in the treatment of rP. We examined current trends in 
rP management across new York state (nYs) and factors 
driving these patterns.

Methods/Interventions: Using 2005 to 2019 data from 
nYs’s statewide Planning and research cooperative 
system (sPArcs), we identified adult patients presenting 
with rP. surgical approach among patients treated within 
one year of diagnosis were identified by icD and cPt 
codes, including rectopexy, resection rectopexy, ventral 
mesh rectopexy, altemeier, delorme, sphincter repair, 
thiersch stitch, and anal cerclage. bivariate and multi-
variate analyses were employed to examine relationships 
between patient demographics and comorbidities, and 
treatment choice.

Results/Outcome(s): Among 17,865 rP patients, 6365 
(36%) underwent a surgical repair within 12 months 
post-diagnosis. Average age at treatment was 65.5 years and 
82.8% were female. of the treated patients, 77.4%, 5.9%, 
and 16.7% were White, black, and other race respectively, 
and 63.0% carried public insurance. Untreated patients 
were more likely to be male, black, and uninsured (p < 
0.01), and diagnosed with chronic conditions (diabetes, 
p=0.02; hypertension, p<0.01; congestive heart failure, 
p<0.01). overall, the majority of treated patients (62%) 
underwent perineal repair. During 2012-2019, perineal 
procedures decreased from 67.7% to 50.1%, while abdom-
inal procedures increasing steadily from 32.3 % to 49.9%. 
Among abdominal procedures, rectopexy was the most 
common (52.9%) followed by resection rectopexy. Use of 
resection rectopexy (42.6%) decreased from 16.7% (2012) 
to 8.8% (2019) while ventral mesh rectopexy (VMr) 
increased from 0.6% to 4.8%. Patients receiving abdominal 
procedures were more likely younger, white, and privately 
insured, and less likely to be diagnosed with hypertension 
and congestive heart failure (p < 0.01 for all).

Conclusions/Discussion: there is an encouraging shift 
towards an increased use of evidence-based abdominal 
approach to rP repair, although perineal procedures are 
still more commonly performed in nYs. Disparities in 
access to high quality care among minority and uninsured 
patients should be investigated and addressed to improve 
long-term outcomes. Further analysis to assess surgical 
decision-making, including provider and hospital charac-
teristic is necessary to address the disparities gap.

THE CORRELATION BETWEEN RECTOCELE 
GRADING ON ECHO DEFECOGRAPHY (EDF) 
AND CLINICAL SYMPTOMS IN PATIENTS WITH 
OUTLET OBSTRUCTION CONSTIPATION.

ePoster AbstrActs eP145

Y. Yang, H. Jin, c. Zhang, X. Zhang
Nanjing, China

Purpose/Background: to establish the grading system 
of rectocele (rc) on echodefecography (eDF) and analyze 
the correlation between the grading score and the clinical 
symptoms of outlet obstruction constipation (ooc).

Methods/Interventions: Forty-nine female patients 
diagnosed with rc were studied from December 2018 
to April 2021 in the Department of colorectal surgery, 
the second Affiliated Hospital of nanjing University of 
chinese Medicine. Among them, 37 patients were diag-
nosed with ooc and 12 with functional anorectal pain 
(FAP). both x-ray and eDF were performed on 38 patients. 
First, the values of the X-ray and eDF of 38 patients with 
rc were analyzed by linear regression, and the rc grading 
of eDF was calculated. on this basis, binary and multiple 
logistic regression analysis was conducted on the rc 
grading score of the 37 ooc patients and their symptoms.
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Results/Outcome(s): A regression equation was 
obtained by linear regression analysis: y=0.188x+5.973 
(P<0.05). According to x-ray criteria, a mild eDF was 
7~9mm, moderate was 9~12mm and severe was over 
12mm. binary logistic regression analysis showed that 
there was no significant correlation between rc grading 
and defecation, anal distension, and abdominal distention. 
However, there was significant correlation between rc 
grading and the feeling of defecation difficulty, feeling of 
defecation obstruction, feeling of incomplete evacuation, 
and infrequent defecation. Multiple logistic regression 
analysis showed that there exist a significant correlation 
between rc grading and defecation frequency, less than 
1 time/week, moderate and severe feeling of incomplete 
evacuation, moderate and severe sense of defecation 
obstruction and moderate and severe sense of defecation 
difficulty(P<0.05).

Conclusions/Discussion: the rc grading score on 
eDF were associated with clinical symptoms of ooc, such 
as defecation difficulty, sense of defecation obstruction, 
feeling of incomplete evacuation, and infrequent defe-
cation, especially closely related to defecation difficulty. 
these findings suggest that eDF is an effective method 
that can be used to diagnose rc. Further study is needed 
to validate its value in evaluating ooc.
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OUTCOMES ASSOCIATED WITH ROBOTIC 
VENTRAL MESH RECTOPEXY VS OPEN 
POSTERIOR SUTURED RECTOPEXY: WHAT 
IS THE OPTIMAL SURGICAL PROCEDURE 
FOR INITIAL MANAGEMENT OF RECTAL 
PROLAPSE.

ePoster AbstrActs eP146

s. Mcnevin
Seattle, WA

Purpose/Background: the optimal abdominal surgical 
management for rectal prolapse is unclear. traditional 
management has been a posterior sutured rectopexy (Psr) 
but more recent studies have suggested that a robotic ventral 
mesh rectopexy (VMr) may offer better functional outcomes, 
shorter length of stay and equivalent recurrence rate. the 
current study was conducted to evaluate the outcomes of 
both procedures in a tertiary community colorectal specialty 
practice as it transitioned from Psr to VMr

Methods/Interventions: A retrospective chart review 
of all patients undergoing a first abdominal rectopexy 
between 2017-2021 was conducted. Patient demographics 
and operative approach were recorded. Primary outcome 
variables were operative time, length of stay (Los), 
surgical complications and prolapse recurrence at 2 years. 
Variables for the groups as a whole and individual surgeons 
were obtained.

Results/Outcome(s): A total of 161 patients were 
treated for rectal prolapse during the study period. the 
mean age of the cohort was 58 years, female patients 
accounted for majority of patients (n=144, 89%), mean 
bMi was 26 and 75% of the patients had had prior abom-
inal surgery. the two groups had no significant differences 
in demographic makeup. one hundred twenty one patients 
(75%) underwent VMr and forty (25%) underwent Psr. 
surgical approach was at the discretion of the operating 
surgeon. the first year of the study was the last year of 
predominantly Psr (87%) while the other four years were 
predominantly VMr (81%) reducing inherent bias in 
study design. synthetic mesh was used in all VMr and one 
major mesh related complication occured (0.8%) and the 
rate of open conversion was 0.8%. Mean operative time for 
VMr was Psr was 125 minutes versus 75 minutes. Mean 
Los was 1 versus 2.5 days. recurrence at 2 years was 15% 
versus 5%. All of these variables were statistically signif-
icant (r<0.5). significant variation in operative volume 
was observed amongst participating surgeons (80 vs 44 
vs 36 cases. operative volume was positively associated 
with improvements in outcome variables (mean operative 
time VMr 108 vs 168 minutes, VMr Los 0.9 vs 2.3 days 
and VMr prolapse recurrence 10 vs 19%) suggesting that 
increase experience with the robotic platform and VMr 
procedure will result in improved patient outcomes.

Conclusions/Discussion: in the current study, VMr 
was associated with a shorter length of stay than Psr 
however VMr was associated with a longer operative time 

and higher 2 year recurrence rate. increased experience 
with the robotic platform and VMr procedure appears to 
result in improvement in measured outcomes variables. 
Further research is required to assess the optimum abdom-
inal surgical approach that balances treatment morbidity 
with durable prolapse repair.

TRANSVAGINAL RECTOCELE REPAIR 
ASSOCIATED WITH ADDITIONAL PELVIC 
FLOOR PROCEDURES IMPROVE PATIENTS’ 
SYMPTOMS WITHOUT INCREASING POST-
OPERATIVE COMPLICATIONS.

ePoster AbstrActs eP147

L. Ferrari, t. gala, A. Hainsworth, c. Kelleher, 
A. Khunda, A. sahai, A. schizas
London, United Kingdom

Purpose/Background: the standard repair offered in 
our trust for women with rectocoele leading to obstructive 
defaecation symptoms (oDs), refractory to extensive 
conservative treatment, is a native tissue transvaginal 
rectocoele repair (tVrr) combined with levatorplasty. 
When urinary and/or additional pelvic organ prolapse 
symptoms are present, a combined procedure might be 
offered. the aim was to compare post-operative complica-
tions, length of hospital stay and symptoms improvement 
after tVrr alone with those who underwent a joint 
procedure.

Methods/Interventions: single centre retrospective 
study conducted between 2006-2018 at Guy’s and st 
thomas’ Hospital, UK. in total, 1888 patients presented 
with main symptoms of oDs and underwent conservative 
management. During the same period of time, 215 patients 
who failed conservative management were considered 
suitable for a transvaginal rectocoele repair in our centre. 
of those, 59 patients had a joint procedure for urinary 
dysfunctions and/or anterior/middle compartment symp-
toms. the decision about suitability for tVrr was made 
after discussion in a multidisciplinary meeting if consensus 
among participants was achieved.

Results/Outcome(s): of the 59 patients underwent an 
additional procedure combined with tVrr, the following 
procedures were performed: 32 tension-free vaginal tape 
obturator (tVto), 5 tVto and hysteropexy, 1 tVto 
and anterior repair, 1 tVto and hysteropexy, 4 anterior 
repair and hysterectomy, 2 anterior repair and hysteropexy, 
6 hysterectomy, 1 hysteropexy, 1 sacrospinous fixation, 2 
others. between the two groups, demographic characteris-
tics and pre-operative characteristics were similar (table 1). 
the only exception was the presence of urinary symptoms 
which are present in 98.3% (58/59) of the patients required 
combined surgical procedures compared to 51.9% (81/156) 
of those who underwent tVrr alone. stress urinary 
incontinence was the most represented and the only one 
reaching statistical significance; 81.4% (48/59) in patients 
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requiring joint procedure vs 29.5% (46/156) of patients 
underwent only tVrr. Patient underwent joint procedure 
has a slightly longer length of hospital stay compared to 
those having solo tVrr (3.5 vs 3.1, p=0.050). in hospital 
complications were non-statistically significant between 
the two groups (9 vs 15, p=0.241). 30-days post-operative 
complications were lower in the joint procedure group 0% 
(0/59) compared to the solo tVrr one 9% (14/156), with 
demonstration that combined pelvic floor procedures don’t 
increase complications risk (p=0.017).

Conclusions/Discussion: Pelvic floor dysfunctions may 
affect all three compartments of the pelvic floor and joint 
surgical repair is an option. in our experience, patients 
who underwent combined surgical procedures had a 
perceived increase satisfaction without experiencing a 
longer recovery time or increased complications.

USE OF ANAL ENCIRCLEMENT (BIO-
THIERSCH) AS AN ADJUNCT TO PERINEAL 
PROCTECTOMY IN THE TREATMENT OF 
RECTAL PROLAPSE.

ePoster AbstrActs eP148

c. Link, A. Antill, F. Lane, t. reidy, b. tsai, D. Maun
Indianapolis, IN

Purpose/Background: rectal prolapse affects approx-
imately 1 percent of patients over 65 years old. Perineal 
proctectomy remains a popular surgical option for elderly 

patients who wish to avoid an abdominal operation. A 
major drawback of perineal proctectomy has been a high 
recurrence rate reported in range of 10 to 40 percent. to 
improve recurrence rates, there is some support for anal 
encirclement with a biologic mesh (bio-thiersch) as an 
adjunct to perineal proctectomy. this study aimed to eval-
uate the postoperative outcomes and recurrence rates of 
perineal proctectomy alone vs perineal proctectomy with 
bio-thiersch.

Methods/Interventions: electronic medical records of 
all adult patients at our single institution who underwent 
perineal rectal prolapse repair from 2017 through 2020 
were retrospectively queried. Patients were separated into 
two groups based on surgical treatment: perineal proctec-
tomy alone or with bio-thiersch.

Results/Outcome(s): there were a total of 66 patients 
selected for the study: 42 patients underwent peri-
neal proctectomy alone and 24 patients underwent the 
combined procedure. there were no significant differences 
in age, AsA classification, prior repair, operative time, 
hospital stay, follow-up time, or complications (table). 
there were no mesh-related complications or infections 
with bio-thiersch. there were no significant differences 
demonstrated in the recurrence rate (5 patients (20.8%) 
with bio-thiersch vs 7 (16.6%) with perineal proctectomy 
alone, p = 0.7452).

Conclusions/Discussion: there were no significant 
differences in perioperative or postoperative outcomes 
between perineal proctectomy alone or with bio-thiersch. 
Most importantly, there was no difference in prolapse 
recurrence rate. Further investigation and longer follow-up 
is needed to justify the additional cost associated with 
biologic mesh usage.

CASE STUDY: SIGMOID COLON 
INTUSSUSCEPTION AND PROLAPSE.

ePoster AbstrActs eP149

M. shroder1, M. Hite2, A. Hawkins1

1Nashville, TN; 2Greenville, SC

Purpose/Background: Prolapse of large bowel through 
the anus is a difficult condition to treat and often has 
a devastating impact on patients’ quality of life. it has 
a prevalence of ~ 1 % in adults over 65 years old. in 
most cases, the rectum prolapses through the anus, but 
there are reports of sigmoid intussusception resulting in 
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prolapse. colocolonic intussusception is a rare condition 
often causing obstruction and is often associated with an 
underlying mass or malignancy. We present a case of intus-
suscepted sigmoid colon and resulting prolapse without a 
pathologic lead point.

Methods/Interventions: A 68 year-old female presented 
to our emergency department with prolapsed bowel on 
examination (Figure 1). After bedside reduction was 
unsuccessful, she was taken to the operating room and 
placed in the prone position for planned perineal recto-
sigmoidectomy (Altmeier’s procedure). However, after 
induction of anesthesia, she was found to have prolapsed 
intussuscepted sigmoid colon with an intact rectum. 
reduction was successful at this time. Given concern for 
ischemic changes, she was repositioned in supine litho-
tomy and underwent a successful laparoscopic low anterior 
resection (LAr) with primary anastomosis. Despite an 
intraoperative anaphylactic reaction to albumin requiring 
a post-operative icU stay, she recovered to her base-
line with normal bowel function. Pathology evaluation 
demonstrated ischemic changes in the involved segment 
of sigmoid colon without a mass or lesion to serve as a lead 
point for her intussusception and prolapse.

Results/Outcome(s): sigmoid intussusception and 
prolapse has rarely been reported in the literature. in 
sigmoid intussusception, there is most often a lead point, 
such as sigmoid adenomas, adenocarcinomas, or inflam-
matory changes. isolated large bowel intussusception 
only accounts for 17% of all intussusception in adults. 
intussusception often presents with abdominal pain and 
obstructive symptoms in adults. While our patient expe-
rienced several days of constipation prior to presentation, 
she had a normal bowel movement just prior to her 
prolapse. Additionally, on final pathology, the intussus-
cepted segment was identified without a pathologic lead 
point.

Conclusions/Discussion: this case represents a rare 
case of idiopathic sigmoid colon intussusception and 
prolapse. While our patient did not have an underlying 
lesion, it is crucial to assess for this in cases of sigmoid 
intussusception by colonoscopy following reduction. LAr 
is an appropriate operative approach when unable to fully 
reduce the prolapse or when there is concern for bowel 
ischemia. resection allows for pathology review of the 
affected sigmoid colon. Additionally, it should be noted 
that ct scan can be helpful in diagnosing colocolonic or 
rectosigmoid intussusception, but it is rarely used in the 
work-up for rectal prolapse without concern for intussus-
ception. it is important to keep sigmoid and rectosigmoid 
intussusception on the differential for suspected rectal 
prolapse.

Figure 1. sigmoid colon intussusception and prolapse.

PERFORMANCE OF THE AXONICS SYSTEM IN 
TREATING FECAL INCONTINENCE.

ePoster AbstrActs eP150

b. Gurland1, A. Pezzella2, A. taylor3, b. Jarnagin4, 
t. Moore5, A. Mahdy6, F. Lane7

1Stanford, CA; 2West Columbia, SC; 3Hanover, MD; 
4Franklin, TN; 5Little Rock, AR; 6Cincinnati, OH; 7Irvine, 
CA

Purpose/Background: Fecal incontinence (Fi) affects 
up to 20% of the adult population and has a significant 
impact on quality of life yet is grossly undertreated. sacral 
neuromodulation (snM) is a guideline approved therapy 
for the treatment of Fi with proven long-term efficacy. the 
ArtistrY registry study aims to gain real-world experience 
employing the Axonics system in the treatment of urinary 
and bowel dysfunction. this analysis evaluates the 6-month 
efficacy of the Axonics system for the treatment of Fi.

Methods/Interventions: All patients enrolled 
in ArtistrY completed the cleveland clinic Fecal 
incontinence score (ccF-Fis) questionnaire at baseline, 
and if the baseline score was ≥ 6, they also completed it 
at follow-up visits. Participants underwent an Axonics 
external trial, with either a peripheral nerve evaluation 
(Pne) or tined lead trial. Participants were asked to report 
when their Fi symptoms first improved, and if improved, 
the participant was defined as a responder (responder 
criteria). Patient satisfaction questionnaires were collected 
at 6 months. the Wilcoxon rank sum test was used to 
correlate symptom improvement on the ccF-Fis.

Results/Outcome(s): 91 participants qualified as having 
Fi based on the ccF-Fis of > 6, however only 53 (58%) 
initially self-reported having Fi or dual incontinence. At 
the time of analysis, 70 participants had completed an 
external trial of which, 36 underwent a Pne and 34 a tined 
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lead trial. responder rates for these groups were 92% and 
94% respectively. Forty-eight (48) participants completed 
both baseline and 6-month visits at the time of this anal-
ysis. At 6 months, the vast majority of participants (96%) 
reported > 50% improvement, 89% reported they would 
undergo the procedure again, and successful charging was 
reported by 96%. Figure 1 shows meaningful improvement 
in the ccF-Fis from baseline to 6 months (p<.001). With 
regards to safety, there was one (1) reported infection that 
required explant; there were no reports of lead fracture, 
impedance issues or lead migration.

Conclusions/Discussion: this data demonstrates that 
the Axonics system is an effective treatment for patients 
suffering from Fi with meaningful improvement in the 
ccF-Fis with 96% reporting a >50% improvement in 
symptoms. the safety profile with the Axonics system is 
consistent with other reports and it is notable that no lead 
issues of any kind were encountered. interestingly, only 53 
participants had self-reported Fi but 91 qualified as having 
Fi based on the ccF-Fis. this may indicate patients are 
unaware of how to define their condition or are in denial 
of their symptoms.

UNDERSTANDING THE RELATIONSHIP OF 
LOW ANTERIOR RESECTION SYNDROME TO 
CHEMOTHERAPY-INDUCED PERIPHERAL 
NEUROPATHY.

ePoster AbstrActs eP151

n. coppersmith, M. Guerrero, i. Leeds, e. Flom, 
K. schultz, M. Khan, A. Fosam, A. esposito, c. Fick, 
H. Pantel, V. reddy, A. Mongiu
New Haven, CT

Purpose/Background: Despite advances in treatment 
for rectal cancer, patients can be left with effects from 
treatment that have a detrimental impact of patients’ 
quality of life. two of these effects are low anterior 
resection syndrome (LArs) and chemotherapy-induced 
peripheral neuropathy (ciPn). At present, the relation-
ship between ciPn and LArs is not well understood. We 
hypothesize that the presence and severity of ciPn may 
influence the development of LArs. in this study, we aim 
to understand the concurrence of major LArs and ciPn 

in patients who were treated for rectal cancer with surgery 
and chemotherapy.

Methods/Interventions: Patients who underwent a low 
anterior resection and received chemotherapy between 
2017-2022, with and without international classification 
of diseases 10 code (icD) for chemotherapy neuropathy, 
were identified in the electronic medical record (eMr) 
of a single hospital system. We contacted patients by 
telephone for participation in the study and the patients 
answered a questionnaire via email or telephone. We used 
the LArs score to measure LArs and the european 
organization for research and treatment of cancer 
Quality of Life Questionnaire chemotherapy-induced 
Peripheral neuropathy-20 (eortc QLQ-ciPn20) to 
measure neuropathy. severe LArs was defined as a score 
of >30/42. sensory ciPn was defined as a score of >30/100. 
clinical information regarding surgical treatment, chemo-
therapy, and other demographic information was pulled 
from the eMr. Descriptive statistics were performed using 
stAtA (college stations, tX)

Results/Outcome(s): We identified 55 patients with 
the c20 icD10 code (malignant neoplasm of rectum), of 
which 30 patients were eligible to participate in the study. 
13 patients were successfully contacted and consented to 
participation, and 8 patients returned the questionnaire 
(61.5% response rate). Patients had an average age of 58.9 
years (+ 10.8). the mean distance of the lowest extent of 
tumor from the top of the anal sphincter was 4.6 cm (+ 3.6, 
range 0.1-11). clinical tumor stage ranged from t2n1 to 
t3n2. the average LArs score of patients was 37.9 (+ 5.3, 
range 25-41) and the average sensory neuropathy score of 
patients was 43.8 (+ 27.2, range 11-89). 87.5% of patients 
had major LArs, and among those patients with major 
LArs, 100% had ciPn20 scores indicating sensory ciPn.

Conclusions/Discussion: Quality of life after treatment 
for cancer is an area of importance to patients and clini-
cians. LArs and ciPn both have a negative impact on 
patients’ quality of life and the relationship between the 
two is not clear. in this study, we found a high concurrence 
of both major LArs and sensory ciPn among patients. 
Further study is needed to understand if a potential under-
lying neuropathic mechanism contributes to the high rates 
of both LArs and ciPn seen in this population.

RATES OF COLOSTOMY CREATION 
FOLLOWING SACRAL NERVE STIMULATOR 
IMPLANTATION FOR FECAL INCONTINENCE.

ePoster AbstrActs eP152

A. brown, A. crume, J. Melvin, M. Murday
Salt Lake City, UT

Purpose/Background: Fecal incontinence was historically 
managed non-operatively with limited long-term symptom 
relief. the development of sacral nerve stimulation pres-
ents a safe and effective alternative. the data on long-term 
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outcomes, specifically the durability of symptom relief, 
is limited. it is unclear how many patients who undergo 
successful staged implantation of sacral nerve stimulator 
experience loss of efficacy requiring colostomy creation.

Methods/Interventions: this study was a single-center 
retrospective review of treatment outcomes. the popu-
lation studied included patients treated between January 
2017 and october 2022 at a community hospital in salt 
Lake city, Utah. Adult patients 18 years old and older with 
a diagnosis of fecal incontinence who underwent sacral 
nerve stimulator implantation were included. Patients 
were identified by procedure code (64581 implant neuro-
electrodes). All patients underwent sacral nerve stimulator 
implantation. the primary outcome measured was number 
of patients who required colostomy creation following 
initially successful sacral nerve stimulator implantation 
due to loss of efficacy. secondary outcomes measured 
include post-operative complications (pain, infection, 
wound dehiscence) and device explantation.

Results/Outcome(s): A total of 74 patients underwent 
staged implantation of sacral nerve stimulation device. 
Four patients (0.05%) progressed to unsatisfactory symptom 
management with the sacral nerve stimulation device and 
went on to have a colostomy created. An additional 2 
patients failed stage i of the implantation process and did not 
go on to stage ii, but rather proceeded directly to colostomy.

Conclusions/Discussion: the study was limited by 
its retrospective nature and small sample size with single 
site study population. in carefully selected patients, sacral 
nerve stimulation is demonstrated to be highly effective 
in improving symptoms of fecal incontinence with low 
post-operative morbidity.

IMPACT OF SACRAL NEUROMODULATION 
ON CONCOMITANT FUNCTION PELVIC 
DISORDERS IN PATIENTS WITH FECAL 
INCONTINENCE.

ePoster AbstrActs eP153

M. Zoccali, A. Angistriotis, o. Jabi, D. bakes, b. Dionigi, 
J. church, P. Kiran
New York, NY

Purpose/Background: While sacral nerve stimulation 
(sns) has become one of the mainstays of treatment for 
fecal incontinence (Fi), anecdotal reports suggest that 
it might also improve associated pelvic floor conditions 
(pelvic floor dysfunction and functional anorectal pain). 
Aim of this study is to assess the effect of sns on associ-
ated pelvic floor conditions in patients treated for Fi.

Methods/Interventions: Data for all consecutive patients 
treated with sns for Fi refractory to standard treatment 
(dietary/lifestyle modifications, biofeedback) at our pelvic 
floor center between 2015-21 were evaluated. Patients 
with incomplete functional assessment data were excluded. 
Demographics, clinical characteristics, and outcomes were 

retrieved. Pre- and post-sns placement reported symptoms 
were assessed. the diagnosis of associated pelvic floor condi-
tions was based on clinical and manometric findings.

Results/Outcome(s): 52 eligible patients were treated 
with sns for Fi during the study period. Median age was 66 
years (25-89 years); most patients were female (32, 69.2%). 
31 (59.6%) patients had a history of sphincter injury. 25 
(48%) patients had an associated pelvic floor condition: 
14 (26.9%) dyssynergic defecation, 4 (7.7%) chronic proc-
talgia, and 7 (13.5%) both. on preoperative manometry, 
median resting pressure was 29mmHg (16-135mmHg), 
median squeeze pressure 62mmHg (26-327mmHg) and 
median maximum tolerated volume 140cc (40-220cc); 13 
(25%) patients failed the balloon expulsion test. the most 
common associated symptom was difficult evacuation (18, 
34.6%; 3 reported self-digitation), along with tenesmus 
(18, 34.6%), followed by chronic proctalgia (12, 23.1%) 
and painful evacuation (5, 9.6%). After sns, 41 (78.8%) 
patients reported significant subjective improvement of Fi, 
with complete resolution in 25 (48.1%) cases; results were 
sustained at 30-days in 39 (92.3%) cases. Most patients 
reported resolution of the above reported associated pelvic 
floor symptoms: 11 (61.1%) out 18 no longer experienced 
difficulty evacuating (with 2 out of 3 no longer requiring 
self-digitation), tenesmus resolved in 12 (66.7%) cases 
and chronic proctalgia in 7 (58.3%), with 4 (80%) out of 
5 no longer experiencing pain with evacuation. the most 
common complication of sns was uncomfortable/painful 
stimulation in the perineum/sciatica distribution (5, 9.6%); 
there was one case of lead malfunction and one of surgical 
site infection. At a median follow up of 42 months, the 
sns was removed in 15 (7.5%) patients, most commonly 
due to lack of efficacy (11, 73.3%).

Conclusions/Discussion: this retrospective study 
supports the notion that sns, a safe and effective treatment 
for Fi, can provide symptomatic relief in a considerable 
percentage of patients with pelvic floor dysfunction and 
functional anorectal pain. Larger prospective studies might 
help evaluate the role of sns in these common, disabling 
conditions with limited alternative treatment options.

A COMPARATIVE STUDY ON THE SURGICAL 
OPTIONS FOR RECURRENT RECTAL 
PROLAPSE.

ePoster AbstrActs eP154

H. KWAK, J. chung, J. Ju
Gwangju, Korea (the Republic of)

Purpose/Background: Although there are various 
surgical methods for the treatment of rectal prolapse, it can 
be divided into an abdominal and a transanal approach. 
the recurrence rate according to the recent studies, it 
is reported to be low in the abdominal approach. this 
study aimed to evaluate the outcomes of both surgical 
approaches for recurrent rectal prolapse.
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Methods/Interventions: We studied patients who 
underwent surgical treatment for recurrent rectal prolapse 
at a tertiary institution from March 2016 to February 2021. 
We analyzed the previous operating methods in patients 
with recurrent rectal prolapse, and the operating time, 
complications, hospital stay, and re-recurrence rates in the 
transanal and abdominal group.

Results/Outcome(s): A total of 41 patients who under-
went surgery for recurrent rectal prolapse among a total 
of 239 patients were retrospectively enrolled. Median 
age was 70.09 years and there were more female (82.9%) 
than male. Median follow-up duration was 14.78 months. 
recurrent rectal prolapses were surgically treated either by 
transanal (n = 25, 61.0%) or abdominal approach (n = 16, 
39.0%). the operating time was longer in the abdominal 
group than perineal group (98.44 vs 58 mins, p=0.001). 
Hospital stay was longer in abdominal group (9.19 vs 6.00 
days, p=0.012). re-recurrence rate after repeat operation 
was not different between the groups (p=0.777). Four 
cases had voiding difficulty in the transanal group, 3 in the 
abdominal group (p=0.496).

Conclusions/Discussion: transanal approach has an 
advantage of shorter operating time and hospital stay. 
there was no difference in the rate of re-recurrence. both 
approaches can be saft and feasible options for the treat-
ment of recurrent rectal prolapse.

Figure. Flow chart comparing primary and secondary surgical methods 
and re-recurrence rates for recurrent rectal prolapse.

ROBOTIC HERNIOPLASTY OF PRIMARY 
LEVATOR HERNIAS: A CASE SERIES AND 
LITERATURE REVIEW.

ePoster AbstrActs eP155

H. Lanser1, V. Maciel2, r. Fortunato2, M. James1

1Pontiac, MI; 2Pittsburgh, PA

Purpose/Background: Primary levator hernias are 
extremely rare, and there is no standard accepted surgical 
repair. Limited case reports have denoted the benefits of 
laparoscopic over open transabdominal repair, but there 

are few descriptions of a robotic approach. We present two 
cases of primary levator hernias, repaired robotically with 
mesh reinforcement and rectopexy.

Methods/Interventions: case 1: A 76-year-old female 
with 30-year history of rheumatoid arthritis on chronic 
steroids presented with complaints of pelvic floor bulging 
over one year, associated with constipation and straining 
over the last 6 months. A ct of the pelvis demonstrated 
a fat containing defect in the right levator musculature. 
clinical examination demonstrated a large, non-tender, 
right sided levator hernia palpable when standing. 
subsequent Mri defecography demonstrated the majority 
of the rectum and mesorectum herniating through the right 
levator complex during defecation (Figure 1). case 2: An 
87-year-old otherwise healthy female with no prior major 
pelvic surgery presented with new onset constipation and 
symptoms of obstructive defecation. ct of the abdomen 
and pelvis demonstrated protrusion of the rectum through 
a posterior-left defect in the levator muscle complex. on 
clinical exam, the patient had a palpable defect in the left 
levator.

Results/Outcome(s): robotic transabdominal mobili-
zation of the rectum afforded excellent visualization of the 
entire pelvic floor and hernia defect. soft monofilament 
polyester composite mesh (symbotextM) was secured with 
permanent sutures to the entire pelvic floor fully covering 
the defect. sutured rectoxpexy was then performed directly 
to the sacral promontory with permanent sutures. in follow 
up, both patients had resolution of symptoms and no signs 
of recurrence.

Conclusions/Discussion: Primary levator hernias are 
extremely rare. Historically, they were corrected by direct 
suture repair, autologous tissue flaps, or mesh reinforce-
ment via a transabdominal or transperineal approach. in 
the minimally invasive era, transabdominal laparoscopy 
has been performed most often, with only two previously 
described robotic repairs. A minimally invasive approach 
offers the advantages of better visualization, faster patient 
recovery, and excellent reduction and hernia repair. 
the robotic approach further optimizes this operation, 
with stable, enhanced visualization within a deep pelvis, 
endowrist manipulation, and easier suturing. We describe a 
robotic transabdominal hernioplasty with permanent, soft 
mesh and rectopexy for both of our cases demonstrating 
the safety and efficacy of the robotic approach.
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IMPLEMENTATION OF A PATIENT-CENTERED 
CORE OUTCOME SET TO EVALUATE LONG-
TERM FUNCTIONAL OUTCOMES FOLLOWING 
ILEAL POUCH ANAL ANASTOMOSIS.

ePoster AbstrActs eP156

c. Vigna, A. ore, J. Gonzalez, r. Arean sanz, 
A. Fabrizio, K. crowell, t. cataldo, e. Messaris
Boston, MA

Purpose/Background: total restorative proctocolec-
tomy with ileal Pouch Anal Anastomosis (iPAA) is a 
widely implemented surgical treatment for patients with 
ulcerative colitis (Uc). A recent study by cavallaro et. 
Al1 used the Delphi consensus methodology with patients 
as key stakeholders to identify high priority outcomes. it 
was proposed to use the term ileoanal pouch syndrome 
(iPs) to describe range of expected functional symptoms 
following iPAA. We aimed to identify long-term func-
tional outcomes in patients following iPAA based on the 
above-mentioned patient-centered core outcome set.

Methods/Interventions: Patients with Uc who under-
went restorative proctocolectomy with iPAA at a single 
academic institution over a 6-year period were included 
in the study. Demographics, surgical characteristics, and 
postoperative complications were reviewed. A 13-question 
questionnaire was developed based on the symptoms and 
consequences that define iPs and conducted over the 
phone. iPs is defined as having at least 1 symptom and 
1 consequence including: fecal incontinence, soiling, 
urgency, frequency, clustering, perianal and nocturnal 
symptoms, pad usage, toilet awareness, dietary/medical 
adjustments, and sleep/energy/social/intimacy/mental/
emotional alterations.

Results/Outcome(s): sixty-four patients were identi-
fied. Phone interviews were conducted with a response 
rate of 47% (n=30). Mean age was 40 years, 40% were 
female, and 93.3% White. Median follow-up time was 43 
months and median time from surgery to questionnaire 
54 months. Postoperative complications rates were as 
follow: 13.3% ssi, 53.3% pouchitis, 16.7% cufitis, 6.7% 
stricture, 20% leak, and 10% sexual dysfunction. overall, 
86.7% of patients fit criteria for iPs. 96.7% reported the 
need to have a bowel movement (bM) while sleeping; 
53.3% having more than 7 bMs in a day; 66.7% making 
changes in diet or taking additional medications to change 
frequency/consistency of bMs; 56.7% having sudden need 
to rush to the toilet (16.7% daily and 23.3% at least 3 
times/week); 30% having unplanned bMs during daily 
activities; 56.7% experiencing soiling and 36.7% wearing 
pads to protect cloth; 46.7% having to have a bM even 
though their bowels were empty; 60% looking for the loca-
tion of the restroom once they enter a room; 23.3% having 
negative changes in their sexual life, 20% in sleep pattern, 
and 23.3% in energy levels.

Conclusions/Discussion: Undergoing iPAA may result 
in numerous long term functional problems. in our study, 

~ 90% of patients classify as having iPs and ~97% were 
found to have nocturnal symptoms. to our knowledge, this 
is one of the first studies to evaluate functional outcomes 
proven to be important to patients after pouch surgery. 
Further larger studies are warranted to standardize this 
outcome measure to better identify, treat, and educate 
patients.

TOFACITINIB EXPOSURE DOES NOT INCREASE 
POSTOPERATIVE COMPLICATIONS AMONG 
PATIENTS WITH ULCERATIVE COLITIS 
UNDERGOING TOTAL COLECTOMY: A 
RETROSPECTIVE CASE-CONTROL STUDY.

ePoster AbstrActs eP157

i. Gomaa, s. Aboelmaaty, H. bhatt, Q. Alhaaj omar, 
K. Mathis, K. behm, K. rumer
Rochester, MN

Purpose/Background: tofacitinib, a JAK kinase small 
molecule inhibitor, was approved to treat ulcerative colitis 
(Uc) in 2018. there are concerns for increased postoper-
ative complications among patients with Uc on tofacitinib 
undergoing colectomy, which are not well characterized, 
in particular venous thromboembolism (Vte). therefore, 
we aimed to determine if preoperative tofacitinib exposure 
increases postoperative complications among patients with 
Uc undergoing total colectomy or total proctocolectomy.

Methods/Interventions: Following institutional review 
board approval, a retrospective case-control study was 
performed on adult patients with Uc at Mayo clinic 
undergoing total abdominal colectomy or total proctocol-
ectomy after 2018 who were taking tofacitinib within 30 
days of surgery (n=48 cases) or not (n=48 controls). cases 
and controls were matched for age and sex. Patient demo-
graphics, medical and operative characteristics, and 90-day 
postoperative outcomes (length of hospital stay, postoper-
ative complications, emergency room visit, readmission) 
were abstracted from the electronic medical record.

Results/Outcome(s): Patients with Uc undergoing 
total colectomy or total proctocolectomy without tofac-
itinib exposure (n=48 controls) and with tofacitinib 
exposure within 30 days of surgery (n=48 cases) were well 
matched for age (35.0+/-11.8 vs 35.1+/-11.4 years) and 
sex (42% female). there were no differences in 30-day 
preoperative exposure to immunomodulators or biologic 
medications. However, controls were more likely to be 
exposed steroids (n=41, 85% vs n=32, 67%, p= 0.03) 
in the 30 days before surgery. operative approach (all 
were minimally invasive), duration, and blood loss did not 
differ. outcomes did not differ between groups. Length 
of hospital stay (5.4+/-6.2 vs 4.4+/-2.9 days, ns), rates 
of emergency room visit (n=10, 21% vs n=11, 23%, 
ns) and readmission (n=6, 13% vs n=6, 13%, ns) were 
not different between groups. rates of any postoperative 
complication did not differ between groups (n=15, 31% vs 
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n=12, 25%). Postoperative ileus or obstruction were the 
most common postoperative event (n=12, 25% vs n=11, 
23%, ns) in both groups. rates of Vte in the 90 days after 
surgery were not different between controls and cases 
(n=7, 15% vs n=2, 4%, ns, respectively).

Conclusions/Discussion: in this single institution study 
of a matched cohort of patients with Ulcerative colitis 
undergoing total colectomy or total proctocolectomy, 
preoperative exposure to tofacitinib did not increase the 
risk of postoperative complications. importantly, the rate 
of Vte did not increase with exposure to tofacitinib. 
Larger studies need to be conducted, given the conflicting 
data currently existing on the risk of postoperative Vte 
among patients with Uc taking tofacitinib.

PATTERNS AND RAPID TRANSITIONS OF 
DISEASE MODIFYING DRUGS PRECEDING 
COLECTOMY FOR REFRACTORY DISEASE IN 
IBD-ASSOCIATED COLITIS.

ePoster AbstrActs eP158

o. Ziegler, M. Mankarious, J. scow, n. Jeganathan, 
M. Deutsch, W. Koltun, A. Kulaylat
Hershey, PA

Purpose/Background: novel disease modifying drugs 
(DMDs), including the biologic agents and small molecule 
inhibitors such as tofacitinib, represent important devel-
opments in the treatment of ibD. Despite these agents, a 
subset of patients still requires total abdominal colectomy 
or proctocolectomy. Patterns of use and escalation of 
these agents in the period leading up to colectomy remain 

understudied, despite implications for cost and periopera-
tive morbidity.

Methods/Interventions: Using an institutional data-
base, we identified patients with crohn’s or ulcerative 
colitis who underwent total abdominal colectomy or 
proctocolectomy at a tertiary academic medical center 
between January 2018 and october 2022. Patients under-
going surgery for indication other than medically refrac-
tory disease, and those without precise data regarding 
the month of DMD initiation, were excluded. charts 
were reviewed for the number and duration of DMD 
use preceding colectomy. Linear regression was used to 
examine use of DMDs over time, with p<0.05 considered 
statistically significant.

Results/Outcome(s): overall, 104 patients met inclu-
sion criteria, the majority of whom had Uc (73%) and 
were male (56%), mean age at diagnosis was 31.6 years. 
Mean time between diagnosis and resection was 10.1 years. 
the majority of patients were AsA class ii (46.6%) or iii 
(48.2%). the most common reason for discontinuation 
of the first DMD was refractory disease (69.6%). Median 
duration of the first DMD was only 6 months, after which 
24 patients underwent colectomy and 69 were switched to 
a second agent. second agents were used for a median of 8 
months, after which 44 individuals went to a third agent, 
while 25 underwent colectomy. third agents were used for 
a median of 8.5 months, after which 10 patients underwent 
colectomy while 15 were trialed on a fourth agent, which 
was used for a median of 7 months before colectomy. 
examining exclusively the two years before colectomy; 2 
people used four agents, 22 used three agents, 36 used two 
agents, while 42 used one agent. Just over half the cohort 
(51%) were started on their first DMD in these two years, 
38% of patients were initiated on two or more DMDs 
within this time frame. Additionally, the number of DMDs 
used prior to colectomy increased over time, with a mean 
of 1.65 in 2018 and 2.72 in 2022. simple linear regression 
demonstrated year of colectomy accounted for 6.02% of 
the variation in DMD use (p = .009).

Conclusions/Discussion: rapid initiation and 
successive transitioning of DMDs is high in patients who 
ultimately require colectomy, particularly in the two years 
proceeding colectomy, and has increased over the past 5 
years. these findings highlight the need to identify early 
predictors of success for various classes of DMDs to miti-
gate harm by avoiding immune-modulating agents that 
offer no clinical benefit and prolong an inflammatory state 
leading to possible increased perioperative morbidity.
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POUCH FAILURE IN PATIENTS WITH 
CROHN’S DISEASE AFTER ILEAL POUCH ANAL 
ANASTOMOSIS (IPAA).

ePoster AbstrActs eP159

r. Kyriakakis, s. Modi, J. ogilvie
Grand Rapids, MI

Purpose/Background: Despite surgical removal of the 
colorectum for ulcerative colitis, autoimmune destruction 
of the digestive track continues in many patients over time. 
With longer term follow-up after iPAA construction, it is 
increasingly evident that the incidence of crohn’s disease 
increases with time. the aim of this study is to identify 
the degree to which patients with a diagnosis of crohn’s 
disease after iPAA will progress to pouch failure.

Methods/Interventions: A single-center, retrospective 
study of adult patients with a history of iPAA creation 
from 1981-2020 was conducted. the primary outcome was 
time to pouch failure in the subset of patients diagnosed 
with crohn’s disease. crohn’s of the pouch was defined as 
having chronic inflammation on endoscopy and histopa-
thology in addition to being responsive to immunosuppres-
sive medications. Pouch failure was defined as undergoing 
excision, diversion or recreation of the iPAA. Kaplan-
Meier probability curves were used to identify probability 
of pouch failure. secondary outcomes included the relation 
of biologic therapy and pouch survival.

Results/Outcome(s): Among 379 patients identified 
with an iPAA, 74 were diagnosed with crohn’s disease 
at a mean of 11.8 years from pouch creation. At time of 
diagnosis the mean age was 48.9 (+/- 13.1) years, 53% 
were female, 97% were of caucasian race and mean body 
mass index was 27 kg/m2. All patients had been diagnosed 
with chronic pouchitis prior to their crohn’s diagnosis. 
biologic therapy initiated in 86.5% of patients at a mean of 
12.2 years after iPAA formation. the overall rate of pouch 
failure was 33% which increased over time. Pouch survival 
probability at 10, 20, 30, and 35 years were 90%, 70.7%, 
39.2%, and 26.1%, respectively. there was no association 
between biologic use and pouch failure (p=0.29).

Conclusions/Discussion: over time the rate of pouch 
failure increases in patients diagnosed with crohn’s disease 
after iPAA. Although biologic therapy was not associated 
with decreased rates of pouch loss, it is unknown if earlier 
initiation of immunosuppression would improve pouch 
salvage.

TaTME: COMPLETION TRANSANAL 
PROCTECTOMY USING AN ADVANCED 
ARTICULATING LAPAROSCOPIC 
INSTRUMENT.

ePoster AbstrActs eP160

D. Farinas Lugo, L. Devane, L. bustamante-Lopez, 
M. Albert
Orlando, FL

Purpose/Background: We present this case of a  
75 year old male with history of chronic ulceratice colitis 
that had been refractory to medical therapy. He had a 
history of multiple previous abdominal surgeries including 
total abdominal colectomy with end ileostomy and ventral 
incisional hernia repair with mesh. the patient continued 
to have refractoty proctitis with severe symptoms. We 
recommended he undergo completion proctectomy and 
elected to perform this transanally to avoid an abdominal 
approach due to his extensive surgical history.

Methods/Interventions: the patient underwent mini-
mally invasive surgical transanal total mesorectal excision 
using an advanced articulating laparoscopic dissector with 
electrocautery.

Results/Outcome(s): A complete transanal total 
mesorectal excision was performed with final pathology 
revealing chronic proctitis without evidence of dysplasia 
or malignancy.

Conclusions/Discussion: We performed a transanal 
total mesorectal proctectomy in a patient with a history 
of medically refractory ulcerative colitis and an exten-
sive surgical history. this was done to demonstrate the 
advantages of performing transanal surgery using a novel 
advanced articulating laparoscopic instrument. this artic-
ulating instrument facilitated accurate dissection in the 
confined space of the rectum.
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IMPACT OF MODIFIED FRAILTY INDEX 
SCORES AND RACE ON RESTORATIVE 
PROCEDURES FOR ULCERATIVE COLITIS: 
A REVIEW OF THE AMERICAN COLLEGE OF 
SURGEONS NATIONAL SURGICAL QUALITY 
IMPROVEMENT PROGRAM DATABASE.

ePoster AbstrActs eP161

s. Guru, A. Patel, e. satchell, J. Lee, n. serniak, 
r. byrne, b. cagir
Sayre, PA

Purpose/Background: the restorative procedure for 
ulcerative colitis (Uc) is total proctocolectomy (tPc) 
with ileal pouch-anal anastomosis (iPAA). the proce-
dure (tPc+iPAA) can be performed as a single stage 
or a multi-stage procedure with proximal diversion. 
the comparison of single-stage tPc+iPAA and two-or  
multiple-stage tPc+iPAA was made to assess the impact 
of race and modified frailty index (mFi) scores on post 
operative outcomes.

Methods/Interventions: the prospectively collected, 
multi-institutional national surgical Quality improvement 
Program (nsQiP) files were reviewed retrospectively for 
the years 2010-2020 in patients undergoing a restorative 
procedure for Uc. the restorative proctocolectomy with 
iPAA participant user files (PUF) were selected using 
cPt and icD-9/10 diagnosis codes. the 30-day postoper-
ative outcomes and mFi scores were compared in patients 
undergoing single and multi-stage restorative procedures. 
Univariate and multivariate analyses were performed with 
95% confidence intervals.

Results/Outcome(s): A total of 4872 patients under-
going restorative surgery for Uc were identified, of which 
3061 underwent single-stage tPc+iPAA, and 1811 
underwent multi-stage tPc+iPAA. Patients undergoing 
single stage surgery were noted to have a history of hyper-
tension (14.9% vs. 11.5%, p<0.001), recent weight loss 
(5% vs. 2.4%, p<0.001), pre-operative steroid use (46.9% 
vs. 15%, p<0.001) and higher mFi scores (1 or ≥2:16.8% vs. 
13.3%, p=0.005). on univariate analysis, patients under-
going a single-stage procedure were more likely to have 
a longer length of stay (Los) (7.3 days vs. 6.4, p<0.001) 
and organ space surgical site infection (ssi) (8.9% vs. 
7.1%, p=0.034). For patients undergoing single-stage 
procedures, higher mFi scores were also associated with a 
higher rate of ssi and a higher rate of 30-day readmission. 
on subset analysis, patients with staged procedures and 
higher mFi scores were found to have longer operative 
duration, Los, and a higher rate of non-routine discharge 
disposition. there were no differences in outcomes for 
different race groups. on multivariate analysis, unplanned 
admissions (or 4.1, 95%ci 1.47-11.47, p=0.007) and 
single-stage procedures (or 1.53, 95% ci 1.104-2.11, 
p=0.01) were found to be associated with higher odds of 
reoperation within 30 days.

Conclusions/Discussion: our results indicate that 
higher mFi may adversely impact outcomes after restor-
ative surgery for Uc. these results also suggest that single-
stage tPc+iPAA may be associated with a higher 30-day 
rate of reoperation compared to staged tPc+iPAA.

PREOPERATIVE MAGNETIC RESONANCE 
ENTEROGRAPHY IN CROHN’S DISEASE: BUYER 
BEWARE!.

ePoster AbstrActs eP162

A. Marcadis1, L. Xue2, Y. Park1, L. Zhang1, r. Johnson1, 
b. shogan1, K. Umanskiy1, r. Hurst1, n. Hyman1, 
K. olortegui1
1Chicago, IL; 2Dallas, TX

Purpose/Background: Magnetic resonance enterog-
raphy (Mre) is now well established as a diagnostic tool 
for patients with crohn’s disease. Mre may be espe-
cially attractive in long standing/reoperative cases where 
patients typically have had extensive previous radiation 
exposure from years of imaging studies. it is precisely in 
these complex cases where surgeons often rely heavily 
on preoperative imaging studies both to decide on the 
appropriateness of surgery and for surgical planning. We 
have observed that Mre underperforms in this high stakes 
setting. We sought to validate the findings at Mre with 
later operative and pathologic findings.

Methods/Interventions: A retrospective review of 
87 consecutive patients who underwent preoperative 
Mre and operative intervention for crohn’s disease at 
a single institution from 2010-2016 was undertaken. 
Demographics, time elapsed between Mre and surgery, 
and history of prior surgical intervention were recorded 
for all patients. Mre results were compared to findings 
at operation and on final pathology with regard to disease 
localization and phenotype.

Results/Outcome(s): in 30 of 87 patients (34%), Mre 
failed to accurately predict operative and pathologic find-
ings. of the 30 patients in whom Mre was inaccurate, 
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it under-called disease in 21 (70%), while in the other 
9 (30%), disease was over-called. of those with inaccu-
rate preoperative Mre, there was a higher percentage of 
patients who had undergone previous bowel operations (11 
patients, 37%) compared to those with accurate Mre (9 
patients, 16%; p=0.035). of those with over-called disease 
on Mre, 55% had undergone prior surgery. Patients with 
an inaccurate preoperative Mre had a trend towards a 
higher rate of future operative intervention for recurrent 
cD compared to those with accurate preoperative Mre 
(p=0.12).

Conclusions/Discussion: Mre fails to accurately char-
acterize and predict operative findings of crohn’s disease 
in approximately 1/3 of cases. in the vast majority of cases 
in which Mre is inaccurate, the disease is under-called 
compared to findings at surgery and on final pathology. 
Mre was less accurate in patients who had undergone 
a previous bowel operation. ibD surgeons should avoid 
overreliance on preoperative Mre both with reference to 
the decision for surgery and expectations regarding actual 
operative findings.

COMPARISON OF LONG-TERM OUTCOMES OF 
CONTINENT ILEOSTOMY TO ILEAL POUCH-
ANAL ANASTOMOSIS: A PROPENSITY MATCH 
ANALYSIS.

ePoster AbstrActs eP163

o. Lavryk, M. Maspero, s. Holubar, L. Duraes, 
M. Valente, J. Lipman, t. Hull, s. steele
Cleveland, OH

Purpose/Background: A total proctocolectomy may 
be necessary surgical treatment for several conditions, 
including inflammatory bowel disease and familial adeno-
matous polyposis (FAP). either an ileal pouch anal anas-
tomosis (iPAA) or a continent ileostomy (ci) may be 
offered to avoid an end-ileostomy. We hypothesized that 
short- and long-term outcomes, and quality of life, were 
comparable between iPAA and ci.

Methods/Interventions: in this retrospective study, 
our prospectively maintained pouch registry (1980-2021) 
was reviewed. Patients were stratified in 2 groups: iPAA 
(n=4,071) and ci (n=91). A propensity score matching 
1:1 based on age, gender, bMi, and length of follow-up was 
performed. Demographics, operative details, quality of life 
(QoL), life restrictions and pouch survival were compared. 
redo iPAA and redo ci were excluded. QoL was assessed 
using cleveland Global Quality of Life (cGQL) validated 
questionnaire.

Results/Outcome(s): A 91 matched pairs of iPAA and 
ci patients were constructed. the iPAA and ci groups 
were well-matched (p>0.05) in terms of age (37.2 +1.3 
vs 40 +1.3 years), bMi (24.5 +6.6 kg/m2 vs 24.2 +5.0 
kg/m2) and females (71% vs 61%). the diagnoses in 
the iPAA vs. ci groups were: ulcerative colitis (49% vs 

51%), crohn’s(37% vs 27%), indeterminate colitis (13% 
vs 10%), FAP(0 vs. 4%) p=0.03. in the iPAA group, 
87% had J-pouches, while 13% had s-pouches; 86% were 
stapled. Postoperative morbidity was 39% in iPAA vs 37% 
in ci (p=0.52). Postoperative complications after iPAA: 
pouchitis (27%), small bowel obstruction (12%), anasto-
motic stricture (12%), pelvic sepsis (3.3%), fistula (3.3%), 
and anastomotic leak (1.1%). Postoperative complications 
after ci: pouchitis (6.6%), slipped valve (6.6%), entero-
cutaneous fistula (5.5%), parastomal hernia (2.2%), small 
bowel obstruction (1.1%) and anastomotic leak (1.1%). 
cumulative pouch survival was significantly higher in 
the iPAA vs ci group at 1-, 5-, 10-, 15-, and 20-years, 
respectively (96% vs 94%, 88% vs 78%, 87% vs 77%, 85% 
vs 75%, and 73% vs 65%), (p<0.001)(Figure). reasons 
for pouch failure in the iPAA group: pelvic sepsis (2.2%), 
fistula (1.1%), pouch dysfunction (1.1%), iPAA stricture 
(1.1%), crohn’s (1.1%). reasons for ci failure were: 
slipped valve (9%), ci necrosis (3.2%), fistula (3.2%), cD 
(2.2%), parastomal hernia (1.1%), pouchitis (1.1%). in 
terms of QoL, the iPAA group had fewer dietary restric-
tions (33% vs 52%, p<0.001), less social (11% vs 33%, 
p<0.002), working (18% vs 52%, p<0.002) and sexual 
restrictions (19% vs 40%, p=0.002). overall QoL was 
higher after iPAA vs ci: 0.8 (0.6 – 0.9) vs 0.63 (0.4 – 0.8), 
p<0.001, as were energy levels: 7 (6-9) vs 6 (3-7), p<0.001.

Conclusions/Discussion: iPAA patients were observed 
to have higher pouch survival, higher overall QoL, with 
fewer restrictions compared to ci patients. However, conti-
nent ileostomy was associated with acceptable outcomes 
and remains a valid option for patients when iPAA is not 
a feasible.

LONG-TERM OUTCOMES OF S-CONFIGURED 
ILEAL POUCH-ANAL ANASTOMOSIS.

ePoster AbstrActs eP164

o. Lavryk, M. Maspero, s. Holubar, t. Hull, L. Duraes, 
H. Kessler, M. Valente, s. steele
Cleveland, OH

Purpose/Background: the ileal pouch-anal anastomosis 
(iPAA) is the gold standard for restoration of intestinal 
continuity after a total proctocolectomy, with the J-pouch 
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most commonly used. s-pouches are more infrequently 
performed, and often in the setting of mesenteric length 
problems. We analyzed the indications and outcomes of 
s-pouches in the prior to and since the 21st century.

Methods/Interventions: A prospectively maintained 
pouch database (1983-2015) was queried to identify 
patients with an s-pouch with underlying inflammatory 
bowel disease. the cohort was stratified into groups based 
on the time of operation: before 2000 (group 1) and after 
2000 (group 2). Patients’ demographics, postoperative 
complications, cumulative Kaplan – Meier pouch survival, 
function, and quality of life (QoL) were analyzed.

Results/Outcome(s): A total of 349 patients were iden-
tified: group 1 – 314 patients and group 2 – 35 patients. 
the median follow-up in group 1 was 12 years (16-24) vs. 
4 (2-10) years in group 2 (p<0.001). Patients were compa-
rable in terms of age, gender, bMi, and AsA scores (all 
p>0.05). the histopathological diagnoses were also similar 
in group 1 (Uc 77%, cD 10%, ic13%) vs. group 2 (Uc 
65%, cD 6%, ic 29%), p=0.07. the median preoperative 
duration of ibD was significantly longer in group 2:11(4 - 
18) years vs. group 1:7 (3-11), p<0.001. Group 1 vs. 2 was 
treated with steroids more (62% vs. 25%, p<0.001). the 
majority underwent colectomy for medically refractory 
disease; however, dysplasia was present more in group 2 
(28% vs. 14%), p<0.001. After 2000, the 3-stage approach 
was utilized more frequently: 18.5% vs. 31%;p=0.01. 
single-stage iPAA were more common in group 1(5% vs. 
0%), while handsewn anastomoses were more common in 
group 2: 69% vs. 36%, p=0.003. the majority had chal-
lenges reaching the pelvis leading to s-pouch creation with 
37% patients in group 2 sighting bulky and short mesentery 
due to obesity and had proximal stoma creation. the 
median hospital length of stay was significantly longer in 
the group 1: 9(8-11) days compared to group 2: 5 (4-6.5) 
days, p<0.001. the overall morbidity was similar (group 
1 vs.2 :85% vs.74%, p=0.12). there were significantly 
more anastomotic separations in group 1 vs. 2: 5% vs: 
25%(p=0.001). the rates of anastomotic stricture and 
fistula were comparable. the Kaplan-Meier pouch survival 
was better in group 1 compared to group 2: at 1-year (99% 
vs. 90%), 5-years (96% vs. 85%), and at 10-years (94% vs. 
85.3%), p=0.001. the number of stools were compara-
ble:group 1 vs. 2: 6 (4-9) vs. 6 (5-9), p=0.81. the quality 
of life did not differ in group1 vs. 2: 0.8 (0.7 – 0.9) vs.0.7 
(0.6 – 0.9)p=0.18.

Conclusions/Discussion: s-pouches are less frequently 
used since 2000, with more recent s-pouch construction 
showing higher rates of leak and pelvic sepsis yet allowing 
adequate reach to allow pouch construction in most 
patients.

GREAT SAPHENOUS VEIN GRAFTS TO 
OVERCOME THE SHORT MESENTERY OF ILEAL 
J-POUCH.

ePoster AbstrActs eP165

P. tsarkov, r. Komarov, D. shlyk, i. tulina
Moscow, Russian Federation

Purpose/Background: one of the difficulties while 
creating the ileal J-pouch and ileo-anal anastomosis is 
inadequate length of pouch mesentery and inability to 
reach rectal stump. Most often these are the pouch vessels 
that cause the lack of length. in this situation, the attempts 
to elongate the mesentery with standard maneuvers are 
ineffective, and ileo-anal anastomosis is deemed impos-
sible. Here, we describe a unique experience of overcoming 
the short mesentery of ileal J-pouch by elongating its 
feeding artery and vein with great saphenous vein grafts.

Methods/Interventions: A male patient, 30 years old, 
in February 2020 underwent colectomy with end ileostomy 
because of amoebic toxic megacolon. six months later a 
reconstructive ileal J-pouch, ileorectal anastomosis and 
protective ileostomy was performed. two months later he 
was diagnosed with ileorectal anastomotic leak and 5 cm 
length presacral anastomotic fistula. because of persistent 
infection, the leaking J-pouch had to be removed. However, 
the patient insisted on second attempt of reconstruc-
tion. in February 2022 surgery was performed. Previously 
created J-pouch was excised from the pelvis en bloc with 
presacral cavity. A new J-pouch 18 cm length was created 
from the distal part of remaining ileum, but it didn’t reach 
the anal canal with the gap of 10 cm. the vascular surgeon 
joined the team. At the inner surface of the left hip, the 
left great saphenous vein was mobilized, and all branches 
ligated. Distal end was divided, the vein lumen rinsed with 
heparin solution and proximal end divided, resulting in a 
graft 6 cm length. the same was performed from the right 
side, thus two venous grafts, each of 15 cm in length, were 
obtained. the origins of ileal pouch mesenteric artery and 
vein from superior mesenteric artery and vein, respectively, 
were skeletonized. After clamping the aorta, an incision 
was performed two cm from the bifurcation. one of venous 
grafts was sutured to the aorta. the ileal pouch mesenteric 
artery and vein were divided at their origins. the artery 
was sutured to the end of first venous graft. Likewise, the 
ileal pouch vein was elongated by the second saphenous 
vein graft and sutured to the inferior vena cava. After 
that, the J-pouch reached the anal canal without tension, 
handsewn ileoanal anastomosis and protective ileostomy 
performed. intraoperative endoscopy – J-pouch continent, 
no areas of ischemia visible.

Results/Outcome(s): one month later barium enema 
demonstrated no anastomotic leakage, endoscopy – no signs 
of ischemia, so ileostomy was closed. in september 2022, 6 
months later, the patient had stool 3 times per day, contrast 
ct demonstrated functioning aorta-saphenous-ileal and 
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cava-saphenous-ileal anastomoses, endoscopy – normal 
pouch mucosa without ischemia.

Conclusions/Discussion: in highly selected patients in 
case of short mesentery of ileal J-pouch the great saphe-
nous venous grafts can be a viable option to elongate the 
ileal vessels.

OUTCOMES AFTER COLECTOMY IN PATIENTS 
OVER THE AGE OF 65 WITH CROHN’S 
DISEASE.

ePoster AbstrActs eP166

K. Dobesh1, P. Kandagatla2, A. stefanou3

1Detroit, MI; 2St. Paul, MN; 3Tampa, FL

Purpose/Background: Patients 65 years or older have 
worse outcomes compared to their younger counter-
parts after a major abdominal surgery. there are limited 
data regarding surgical outcomes for older patients with 
inflammatory bowel disease (ibD), including crohn’s 
Disease (cD). We utilized a national database to examine 
outcomes after colectomy in older patients with cD.

Methods/Interventions: the Acs nsQiP was queried 
for all surgical patients with a diagnosis of cD and 
compared patients age 65 and older (older patients) to 
patients under age 65. Univariate and multivariate logistic 
regression were performed to evaluate differences in 
morbidity and mortality rates.

Results/Outcome(s): A total of 7,297 patients were 
identified with cD with 734 (10.1%) patients over the age 
of 65. When evaluating operative characteristics, older 
patients were more likely to undergo emergent surgery 
(11.2% vs. 6.4%, p<0.0001) and have a post-operative 
ileus (22.8% vs. 15.4%, p<0.0001), but were less likely to 
be on pre-operative steroids (49.6% vs. 65.3%, p<0.0001). 
there was a significant difference in pre-operative albumin 
(3.4 +/- 0.8 vs 3.6 +/- 0.7, p<0.0001) and a dependent 
functional status (2.6% vs. 0.6%, p<0.0001). there was no 
statistically significant difference in approach, anastomotic 
leaks, or post-operative wound infections. older patients 
had more co-morbidities, most notably diabetes (12.9% vs. 
2.6%, p<0.0001), coPD (4.9% vs. 1.0%, p<0.0001), and 
hypertension requiring medical treatment (52% vs. 12.2%, 
p<0.0001). there was an increased length of hospital stay 
(9.5 +/- 8.5 vs. 8.2 +/- 8.0, p<0.0001) and discharge to 
a rehabilitation facility (13.5% vs. 2.0%, p<0.0001), but 
no difference in 30-day readmission. older patients had 
an increase in morbidity (26.4% vs. 19.8%, p<0.001) 
and mortality (2.0% vs. 0.2%, p<0.0001) after univar-
iate analysis. Multivariate analysis showed no significant 
difference in morbidity, but did show an increased odds 
of 30-day mortality (4.81, ci 1.687-13.695, p<0.003). 
emergent surgery increased the odds of both morbidity and 
mortality, but had a larger effect on mortality (morbidity: 
1.44, ci 1.11-1.86, p 0.005; mortality: 3.85, ci 1.42-10.48, 
p 0.008).

Conclusions/Discussion: older patients with cD that 
undergo a colectomy may be at increased risk of mortality. 
they do not, however, appear to have an increased risk 
of morbidity compared to younger patients, even though 
they receive emergency surgery more often. optimizing 
these patients may reduce the risk of mortality, but further 
prospective trials are warranted to further elucidate the 
ideal optimization strategies.

SURGICAL APPROACH AND SHORT-TERM 
OUTCOMES AFTER RIGHT HEMICOLECTOMY 
FOR CROHN’S DISEASE.

ePoster AbstrActs eP167

c. tran1, J. chang1, D. thompson1, A. Mishra1, 
M. suraju1, P. Goffredo2, i. Hassan1

1Iowa City, IA; 2Minneapolis, MN

Purpose/Background: A right sided segmental colec-
tomy represents the standard management of patients 
with ileocolic crohn’s disease (cD) that is refractory to 
medical management. Per Ascrs practice guidelines, a 
laparoscopic (lap) approach should be considered while 
balancing patient and disease characteristics, given better 
patient reported outcomes of lap compared to open resec-
tions. However, the role of robotic resection for segmental 
colectomy in patients with cD has not been elucidated. 
We hypothesized that there is a significant selection bias 
in the choice of approach in patients undergoing resections 
for ileocolic cD. We sought to compare 30-day perioper-
ative outcomes by surgical approach in patients with cD 
undergoing right hemicolectomy using a national database.

Methods/Interventions: Patients with crohn’s disease 
who underwent right hemicolectomy between 2012-2020 
were identified from the targeted colectomy national 
surgical Quality improvement Program (nsQiP) data-
base as it can distinguish between open, laparoscopic and 
robotic resections. Patient demographic factors, co-morbid 
conditions, complications, operative factors, and length of 
stay were evaluated. Major complications were analyzed.

Results/Outcome(s): 8,911 patients were identified, 
of which 40% underwent open, 56% laparoscopic, and 
4% robotic resections. Patients undergoing open surgery 
were more likely to have higher AsA class, pre-operative 
weight loss, contaminated or dirty wound class, and to be 
non-elective. operative time differed by approach (median 
open vs. lap vs. robotic: 153 vs. 139 vs. 193 min respec-
tively, p <0.001). Length of stay was longer in open cases 
(median open vs. lap vs. robotic was 6 vs. 4 vs. 3 days,  
p <0.001). open cases had higher rates of reoperation 
(open vs. lap vs. robotic: 5.3 vs. 2.7. vs. 3.0%, p <0.001) 
and readmission (median open vs. lap vs. robotic: 14.7 vs. 
9.2 vs. 8.4%, p <0.001). Major complication rates were 
higher in open cases (open vs. lap vs. robotic: 4% vs. 2 
vs. 2%, p <0.001), with open associated with increased 
risk rates of superficial infections (open vs. lap vs. robotic: 
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4% vs.1% vs.1%, p <0.001), deep infections (open vs. lap 
vs. robotic: 11 vs. 4 vs.5%, p <0.001), anastomotic leak 
(open vs. lap vs. robotic: 5 vs. 3 vs. 3 %, p <0.001), dehis-
cence (open vs. lap vs. robotic: 0.66 vs. 0.17 vs. 0.30%,  
p <0.001), and ileus (open vs. lap vs. robotic: 20.31 vs. 9.23 
vs. 10.81%, p <0.001). in the adjusted analysis, approach 
was not associated with differences in rates of major 
complications (table 1; compared to open, lap or 1.02 
[0.96 - 1.09], robotic or 1.03 [0.96 - 1.10]).

Conclusions/Discussion: We observed that laparo-
scopic and robotic right sided colectomy are safe and 
feasible in well selected patients. However, patient and 
disease factors, potentially more than approach, play a role 
in patient outcomes. As such, operative approach may be 
more a matter of surgeon preference based on patient and 
disease characteristics.

AESTHETIC BENEFIT OF ILEO-CAECAL 
RESECTION FOR CROHN’S DISEASE BY 
SINGLE TROCAR VERSUS CONVENTIONAL 
LAPAROSCOPY.

ePoster AbstrActs eP169

J. Lefevre, A. Antoier, A. challine, M. collard, 
c. Debove, n. chafai, y. parc
Paris, France

Purpose/Background: studies evaluating the single 
trocar (st) found an identical rate of postoperative 
complications and length of hospitalization, with 
a probable aesthetic benefit compared to multi-trocar  
laparoscopy (Mt). the aim of this study was to compare 
the aesthetic result after ileocecal resection (icr) for 
crohn’s by st or Mt.

Methods/Interventions: All icr with anastomosis 
(2012-2020) were retrospectively included. the aesthetic 
result was evaluated by the body image Questionnaire. A 
case-control study was carried out by matching on: age, 

sex, bMi, smoking, surgical history, surgical indication, 
corticosteroid therapy and associated procedure.

Results/Outcome(s): 206 patients (st=65; Mt=141) 
were included. overall morbidity was 37.4% (severe 
morbidity=5.3%), with no difference between the groups. 
124 patients (71%) responded to the questionnaire (mean 
follow-up: 4.7 years). body image was identical in both 
groups but the aesthetic scale was better in the st group 
(21.1 vs. 18.4, p<0.001). in the st group, body image was 
better in patients who had a trans-umbilical versus perium-
bilical incision (5.2 versus 6.4, p=0.04), the aesthetic scale 
was identical regardless of the incision. After matching 
(st=37; Mt=37), body image remained identical in the 
two groups but the aesthetic scale remained better in the 
st group (21.1 vs. 19.3, p=0.03). in univariate analysis, 
the factors associated with a very good aesthetic result 
were the st and the absence of a history of abdominal 
surgery. After multivariate analysis, only st approach 
(or=2.30[1.01-5.28], p=0.05) was associated with a 
good result.

Conclusions/Discussion: the st approach for icr for 
crohn’s allows a better aesthetic result compared to the 
Mt, especially with a trans-umbilical incision.

LOOP COLOSTOMY OR ILEOSTOMY FOR 
PROXIMAL DIVERSION? IS IT TIME TO 
REINVENT THE WHEEL?

ePoster AbstrActs eP170

M. Plietz, r. Gaetani, A. Kata, J. Abelson, J. saraidaridis, 
D. Kleiman, A. Kuhnen, e. breen, P. Marcello
Burlington, MA

Purpose/Background: Proximal diversion is often 
employed when performing a high-risk anastomosis. A 
loop ileostomy is associated with a high risk of dehydration, 
prolonged length of stay, and hospital readmission. the 
purpose of this study is to re-evaluate the role of a loop 
transverse colostomy as an alternative to an ileostomy 
for proximal diversion, regarding the risk of dehydration, 
hospital readmission, and stoma-related complications.

Methods/Interventions: A retrospective chart review 
was conducted at a single tertiary care center. All patients 
between 2016-2021 who underwent a sigmoid or rectal 
resection with proximal diversion were identified. severe 
dehydration was defined as high ostomy output, either 
inpatient or outpatient, requiring intravenous fluid (iVF) 
administration after the initial hospital stay. Unplanned 
hospital encounters were defined as total emergency 
department or inpatient visits due to dehydration. High 
stoma output was defined as the need for anti-diarrheal 
medications. independent sample t-tests, chi-square, and 
logistic regression were used to compare patient outcomes.

Results/Outcome(s): A total of 114 patients under-
went a sigmoid or rectal resection with proximal diversion. 
thirty-seven (32.5%) underwent a diverting proximal 
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transverse loop colostomy and 77 (67.5%) a loop ileos-
tomy. the colostomy group was older (62.4 vs 58.4,  
p= 0.04), had a higher AsA score (2.7 vs. 2.4, p < 0.01), 
and was less likely to have a diagnosis of rectal cancer 
(48.6% vs 72.7%, p = 0.01) than the ileostomy group. the 
colostomy group had a significantly lower rate of severe 
dehydration (5.4% vs 20.8%, p = 0.04) and unplanned 
hospital encounters (2 vs 23, p = 0.03) than the ileos-
tomy group. scheduled outpatient iVF administration was 
necessary for 7 (9.1%) ileostomy patients and no colostomy 
patients (p = 0.06). the use of anti-diarrheal medications 
for high ostomy output was required for only 2 (5.4%) 
colostomy patients compared to 48 (62.3%) ileostomy 
patients (p < 0.01). no difference was seen in the rate of 
stoma prolapse (2 vs 3 patients, p= 0.32) with one ileos-
tomy patient requiring operative revision. these findings 
maintained significance when analyzed in a multivariate 
logistic model. no difference was found in the operative 
time of the initial surgery. Loop colostomy reversal opera-
tive time was longer than loop ileostomy reversal (134 vs 
109 minutes, p < 0.01). there was no difference in mean 
length of stay following the initial operation (6.7 vs 7.2 
days) or ostomy reversal (4.2 vs 3.7 days).

Conclusions/Discussion: Loop colostomy was associ-
ated with significantly less severe dehydration and fewer 
unplanned hospital encounters when compared to loop 
ileostomies, without increased risk of stoma complications. 
A loop colostomy could be considered as an alternative to 
a loop ileostomy, especially in patients at a higher risk of 
dehydration.

SURGICAL RESECTION IS DELAYED IN 
PATIENTS WITH UNCOMPLICATED 
DIVERTICULITIS.

ePoster AbstrActs eP171

b. Kline, L. bustamante Lopez, M. soliman, M. Albert, 
J. Monson
Orlando, FL

Purpose/Background: Diverticular disease is an 
increasingly common condition and leading diagnosis 
for inpatient and outpatient medical visits. Diverticulitis 
leads to multiple hospital admissions and computed 
tomography (ct) scans in patients who ultimately 
undergo surgery. the Ascrs clinical practice guidelines 

recommend elective resection for patients with abscess, 
perforation, fistula, and/or stricture. in contrast, an indi-
vidualized approach is recommended for patients with 
uncomplicated disease. this creates ambiguity when 
discussing surgical recommendations for patients with 
less severe disease. the aim of this study was to evaluate 
patients who underwent elective resection for divertic-
ulitis and compare differences between patients with 
uncomplicated and complicated disease.

Methods/Interventions: A retrospective chart review 
was performed on patients who underwent elective resec-
tion for diverticular disease between March 2021 and 
March 2022 by our colorectal practice. Demographic infor-
mation, disease characterization, time between diagnosis 
and surgery, and number of hospitalizations and ct scans 
were evaluated. Univariate analysis was performed with 
t-test and Fischer’s exact test.

Results/Outcome(s): there were 102 patients included 
in our study. the mean time between diagnosis and 
surgery was 53 months. Patients underwent an average of 
2 hospitalizations and 3 ct scans. seven patients required 
ct-guided drainage of an abscess. When patients with 
complicated disease (abscess, perforation, fistula, and/or 
stricture, n=45, 44%)) were compared to patients with 
uncomplicated disease (n=57, 56%), the time between 
diagnosis and surgery was 35.3 and 66.3 months, respec-
tively (p=0.01). Hospital admissions, number of ct scans, 
and iV antibiotics did not have a statistically significant 
difference (table 1).

Conclusions/Discussion: over half of patients who 
underwent elective surgery for diverticulitis had uncom-
plicated disease. Patients with uncomplicated disease 
have almost twice as much time between diagnosis and 
resection compared to those with complicated disease. 
identification of additional characteristics that could 
guide surgical decision making in uncomplicated divertic-
ulitis could decrease time to surgery as well as the burden 
of additional hospitalizations and/or imaging.
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INDOCYANINE GREEN FLUORESCENCE IN THE 
ASSESSMENT OF ANASTOMOTIC VASCULAR 
PERFUSION IN COLORECTAL SURGERY IN A 
DEVELOPING COUNTRY TERTIARY HOSPITAL.

ePoster AbstrActs eP172

M. Lim, M. Lopez, M. sacdalan, M. onglao
Manila, Philippines

Purpose/Background: indocyanine green (icG) is an 
amphiphilic substance with an acceptable safety profile 
that has found utility in various surgical settings. studies 
have shown that icG fluorescence imaging has led to 
decreased incidence of anastomotic dehiscence when used 
on left-sided colonic and rectal resections. in the setting of 
a developing country where surgical complications impact 
heavily on finances and a patient’s capacity to complete 
cancer-related treatment, the benefits of icG fluorescence 
may be of much value. this study aimed to determine 
how icG fluorescence imaging may influence the level of 
bowel resection prior to anastomosis. We also attempted 
to establish a difference in the anastomotic leak rates 
between patients who had icG fluorescence imaging, and 
those who did not.

Methods/Interventions: Using a retrospective cohort 
design the investigators gathered data using the integrated 
surgical information system (isis) and registry of 
Admissions and Discharges (rADisH) of the Philippine 
General Hospital (PGH) from January 2018 to september 
2022. Patients included were those who underwent elective 
resection for a left-sided colon, or rectal, pathology, with 
anastomosis; aged 18 to 75 years old; open, or minimally-in-
vasive, approach; with or without a protecting stoma. the 
following protocol is followed by the Division on the use of 
icG: 1. the surgeon marks the intended line of resection; 2. 
A slow intravenous push of icG (0.1mg/kg) diluted in sterile 
water is administered; 3. Adequacy of perfusion is assessed 
after 2-5 mins; 4. if inadequate, adjustment of resection 
margin is recorded and the perfusion is assessed again before 
and after anastomosis.

Results/Outcome(s): Data of 86 patients were obtained 
from the database. Patient characteristics, tumor char-
acteristics, and surgical approach were not significantly 
different between the groups. in the icG group, all 
patients had a baseline icG infrared imaging. A change in 
the intended resection margin was found to be necessary 
in four patients. A mean of 3.25 cm (range 2-4 cm) of 
additional bowel length from the originally planned line 
of resection was removed. the anastomoses were checked 
afterwards with icG imaging. none of the anastomoses 
had to be re-done after the second icG. With regard to 
postoperative complications, 27.9% of patients in the icG 
group and 37.2% in the no-icG group experienced at least 
one morbidity. significantly higher rates of anastomotic 
leak (recognized during admission), 30-day anastomotic 
leak (recognized within 30 days postoperatively and after 

discharge), and return to the or were noted in the no-icG 
group. there was no note of adverse events associated with 
the use of icG.

Conclusions/Discussion: this study showed that icG 
use was associated with a decrease in anastomotic leak 
rates among patients who underwent left-sided colon 
and rectal resections. there were also no adverse events 
documented.

INTERESTING CASE REPORTS OF 
ADENOMATOID TUMORS FOUND IN THE 
GASTROINTESTINAL TRACT.

ePoster AbstrActs eP173

t. nerwal, r. Pai, t. Young-Fadok
Scottsdale, AZ

Purpose/Background: Adenomatoid tumors are an 
overall uncommon benign neoplasm of mesothelial origin 
and are commonly found in the male and female genital 
tract. they can be angiomatoid, cystic or solid in appear-
ance and stain positive for various immunohistochemical 
(iHc) stains. these tumors can be found incidentally or 
can grow large enough to cause compressive symptoms and 
mainstay of treatment include surgical resection for diag-
nostic purposes. Very rarely can these tumors be present 
outside of the genital tract, and there have been some case 
reports of adenomatoid tumors in the adrenal gland, heart, 
mediastinum, liver and peritoneum. there have only been 
2-3 case reports published of adenomatoid tumors present 
within the gastrointestinal (Gi) tract so far.

Methods/Interventions: Here we present a single insti-
tutional retrospective case series of patients who were 
found to have adenomatoid tumors within their Gi tract. 
Pathology reports of adenomatoid tumors from Mayo 
clinic Arizona, Minnesota and Florida were reviewed from 
2010-2022.

Results/Outcome(s): A total of 39 cases of adeno-
matoid tumors were identified, out of which three patients 
had adenomatoid tumors of the Gi tract located within 
the omentum, small bowel and colon. these masses were 
able to be excised successfully. Diagnosis was confirmed 
on iHc and all adenomatoid tumors were found to be 
non-malignant.

Conclusions/Discussion: Here we present an interesting 
small case series of three patients with Gi adenomatoid 
tumors arising from the omentum, small bowel and colon. 
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All three cases had full excision of the mass, which was later 
found to be a benign adenomatoid tumor on pathology. 
there are only a handful of non-genital tract adenomatoid 
tumors published, with some being present within the small 
bowel/ colon mesentry and only one prior case of it being 
found at the appendix. this may be the first case report of 
an adenomatoid tumor being present alongside the colon 
lumen and not within the mesentry. this case highlights 
the diagnostic dilemmas of these solid masses that may be 
unsafe to biopsy and show the role of surgery in diagnosing 
and treating this condition.

ANTIDIARRHEAL USE PATTERNS AND 
UNPLANNED HEALTHCARE UTILIZATION IN 
NEW OSTOMY PATIENTS.

ePoster AbstrActs eP174

H. Ficarino, M. bruce, M. McLeod, K. Hardiman, 
D. chu, r. Hollis
Birmingham, AL

Purpose/Background: ostomy construction is associ-
ated with one of the highest hospital readmission rates 
among all gastrointestinal procedures and is often related 
to dehydration from high ostomy output. though several 
interventions have targeted readmissions in ostomy patients, 
there is limited evidence about the timing of antidiarrheal 
(AD) initiation and risk of readmission. in this study, we 
hypothesized that AD initiation following hospital discharge 
would be associated with higher rates of 60-day unplanned 
healthcare utilization in new ostomy patients.

Methods/Interventions: We retrospectively identified 
patients with a new ostomy created between April 2018 
and December 2021 at a single institution. Patients wtih 
age <18 years or history of prior ostomy were excluded. 
the independent variable of interest was AD use catego-
rized into three groups: no AD use, AD initiated as inpa-
tient (inpatient AD), or AD initiated as outpatient (outpa-
tient AD). the primary outcome included any unplanned 
healthcare utilization, defined as any emergency room visit 
or inpatient readmission within 60 days after discharge. 
Multivariable logistic regression was used to examine the 
association between AD use and 60-day unplanned health-
care utilization adjusting for demographic and procedure 
factors. A sub-analysis of patients with an ileostomy was 
performed given their increased rate of AD use.

Results/Outcome(s): Among 321 patients who under-
went surgery with a new ostomy, 76.3% (n=242) had no 
AD use, 17.7% (n=57) started AD as an inpatient, and 
6.0% (n=20) started AD as an outpatient. the overall 
unplanned healthcare utilization rate was 30.7%. Age, 
race, and bMi were similar among the three AD groups, 
however having an ileostomy was more frequent in the 
AD inpatient (93%) and AD outpatient (90%) groups 
compared to the no AD group (50.8%; p<0.01). sixty-day 
unplanned healthcare utilization was significantly higher 

in the outpatient AD group (70.0%) compared to the 
inpatient AD group (33.3%) and no AD use group (26.9%; 
p<0.001). on multivariable analysis, 60-day unplanned 
healthcare utilization was significantly higher in the outpa-
tient AD initiation group (or 8.47, 95%ci 3.04-26.63) 
but not the inpatient AD group (or 1.41, 95%ci 0.76-
2.96) compared to the no AD group. A sub-analysis of 
ileostomy patients showed similar findings with outpatient 
AD initiation associated with a 72.2% 60-day unplanned 
healthcare utilization versus 32% and 25% in the inpatient 
AD and no AD use groups, respectively (p<0.001).

Conclusions/Discussion: Unplanned healthcare utiliza-
tion following surgery with ostomy construction is strikingly 
higher among patients who have to start an antidiarrheals 
following hospital discharge. this risk was not seen for 
patients who required antidiarrheals during their inpatient 
stay. the finding suggests a role for routine antidiarrheal 
prescription and education for ostomy patients at discharge 
to reduce the risk of readmission.

SIGMOID COLON OBSTRUCTION SECONDARY 
TO AN ADHESIVE INTERNAL HERNIA CAUSED 
BY OMENTAL RING: A CASE STUDY.

ePoster AbstrActs eP175

J. conner1, r. burke2, D. barnes1, A. chu1, A. Yumen1, 
K. choong1

1Columbia, SC; 2Blacksburg, VA

Purpose/Background: We present an interesting case 
to highlight a rare presentation of an internal hernia with 
sigmoid colonic obstruction caused by an adhesive omental 
ring.

Methods/Interventions: the patient is a 67-year-old 
male with extensive, but unclear, past surgical history 
who presented with chronic recurring abdominal pain and 
imaging findings (figure 1-A) concerning for internal hernia 
versus sigmoid volvulus. the patient initially underwent 
attempt at detorsion with colonoscopy without evidence of 
volvulus. repeat abdominal radiographs showed continued 
bowel gas distention without pneumoperitoneum. Due to 
persistent symptoms and concern for internal hernia, the 
patient was taken to the operating room for exploratory 
laparotomy. intraoperatively, patient was found to have 
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an adhesive ring (figure 1-b) of chronically inflamed 
omentum with a loop of chronically dilated and thick-
ened sigmoid colon herniating through it causing a partial 
obstruction. He subsequently underwent lysis of adhesions 
with reduction of internal hernia, partial omentectomy, 
and sigmoid colectomy with stapled end to side colorectal 
anastomosis.

Results/Outcome(s): the patient had an uncompli-
cated post-operative course and was discharged home 
on postoperative day three. the final pathology of the 
omentum showed fibroadipose soft tissue with acute and 
chronic inflammation, abscess formation, fat necrosis, 
hemorrhage, vascular congestion and granulation tissue. 
the final pathology of the colon showed no evidence of 
dysplasia or malignancy.

Conclusions/Discussion: the presentation of abdom-
inal pain is highly nonspecific, and as a result, it creates a 
wide array of differential diagnoses. one specific cause of 
abdominal pain is large bowel obstruction (Lbo), which 
is the intrinsic or extrinsic occlusion of the colonic lumen 
resulting in dilation of the bowel proximal to the site 
of obstruction. the more common etiologies of a Lbo 
include neoplasm, volvulus, and diverticulitis. internal 
hernias secondary to adhesive disease are a rare cause of 
Lbo. the radiographic diagnosis of an internal hernia can 
be quite challenging. As with this case, adhesive internal 
hernias can be masked as a sigmoid volvulus, and many 
times cannot be determined until time of operation. As 
such surgical exploration is imperative if there is concern 
for internal hernia.

TREATMENT OF DIVERTICULITIS IN 
OCTOGENARIANS.

ePoster AbstrActs eP176

A. Aulakh, J. Gal, b. Moore, A. Phelps, c. McFadden
Greenville, SC

Purpose/Background: Diverticulitis occurs when there 
is inflammation, infection, or perforation of a diverticulum. 
Diverticulitis is a colonic disease common in the elderly, 
but surgical treatment can be complex due to complications 
such as advancing age and prior medical diagnoses. More 

minimally invasive surgical techniques, such as laparoscopic 
and robotic-assisted surgeries, are associated with reduced 
morbidity and mortality rates for diverticulitis cases. this 
study will examine diverticulitis in octogenarians at Prisma 
Health-Upstate, specifically investigating the types of treat-
ments that patients received and the outcomes of those 
interventions.

Methods/Interventions: A retrospective chart review 
was conducted using patients of ages greater than 80 
who were diagnosed with diverticulitis at Prisma Health-
Upstate from January 2017 to May 2022. Data were 
collected from the patient’s electronic health records and 
entered into a reDcap database. this data was then 
compared to a similar data set from a control group of 
patients younger than 80.

Results/Outcome(s): our results revealed that the 
female gender was more likely to be diagnosed with diver-
ticulitis in both groups. Also, a ct scan was the modality 
commonly made the diagnosis, likely due to increasing 
availability. results also revealed that significantly fewer 
patients underwent surgery over 80. there was no differ-
ence in surgical site infection, icU admission, or intraop-
erative complications between the group. A statistically 
significant difference was noted in death between the two 
groups (2% in <80, and 9.7% in >80), a finding potentially 
explained due to more open procedures performed in older 
patients, the presence of co-morbidities, and the chronicity 
of the disease. interestingly, diabetes and hypertension 
were noted more in the younger group, whereas coPD, 
cKD, and cHF were noted in the older group. Many 
patients underwent surgery in the control group due to 
recurrent/intractable disease; however, zero patients in the 
>80 age group underwent surgery for the same reason.

Conclusions/Discussion: it may be reasonable to consider 
elderly patients to undergo minimally invasive surgery on an 
elective basis for diverticular disease without a significant 
difference in morbidity instead of making the argument for 
treating the older population non-operatively, which could 
make the outcomes worse if an emergent surgery is needed 
due to chronicity of the disease process.

SALVAGE MANEUVERS FOLLOWING 
LEFT-SIDED COLORECTAL RESECTION: 
DEROTATION OF THE RIGHT COLON AND 
RETROILEAL ANASTOMOSIS.

ePoster AbstrActs eP177

A. berenson, J. Paruch, W. Kethman, H. Vargas
New Orleans, LA

Purpose/Background: Derotation of the right colon 
(Deloyers procedure - Drc) and retroileal anastomosis 
(riA) are salvage techniques when insufficient reach 
occurs after left-sided colorectal resection. the aim of this 
study was to identify the indications for salvage maneuvers 
and to assess feasibility and patient outcomes.
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Methods/Interventions: A retrospective review identi-
fied all patients undergoing colorectal resection performed 
by a single surgeon between January 1, 2012 and August 
31, 2022. Patients requiring either Drc or riA were iden-
tified. exclusion criteria included those patients without 
90 days of follow-up.

Results/Outcome(s): We identified 442 patients that 
underwent left-sided colorectal resection between 2012 
and 2022. of those, 18 patients (4.1%) underwent Drc, 
while 15 patients (3.4%) had riA. the median age was 
65-years-old for both subsets. Median bMi was 29.40 kg/
m2 and 29.27 kg/m2 for the Drc and riA patients, respec-
tively. table 1 demonstrates the indications for surgery, 
operative details and post-operative outcomes for the two 
groups. Drc was often planned pre-operatively based 
upon the location of pathology. the indications included 
colon adenocarcinoma, colonic inertia, crohn’s colitis 
with stricture, and diverticular disease of the sigmoid, 
descending, and distal transverse colon, as well as for 
gastrointestinal bleeding with the intention of preserving 
the ileocecal valve. riA, however, was more often an 
intra-operative decision required in pelvic operations. 
these patients underwent LAr, with all patients receiving 
rectal or coloanal anastomoses. We identified two anasto-
motic complications (2/33, 6%), one in each group. the 
patient who underwent a Drc for inertia developed obsti-
pation and dehiscence and returned to or for completion 
colectomy and end ileostomy. the patient receiving riA 
had leukocytosis and underwent ir drainage of pelvic 
collection with resolution, and underwent stoma closure. 
Planned diverting ileostomy occurred in 11.1% (2/18) of 
Drc patients and 40% (6/15) of riA patients, and 75% 
(6/8) had reversal. the two patients without reversal 
expired at 4 months and 6 months post-operatively from 
causes unrelated to their operation. the 90-day mortality 
rate was 0%.

Conclusions/Discussion: Drc and riA represent 
salvage maneuvers for anastomotic construction. in this 
series, such maneuvers were necessary in 7.5% of colorectal 
resections. Anastomotic complications were rare and only 
one resulted in end stoma creation (1/33, 3%). these tech-
niques enabled anastomotic construction with proximal 
colon and spared our patients from end stoma or, alterna-
tively, completion colectomy and ileorectal anastomosis. 
this report demonstrates that derotation of the right colon 
and retroileal anastomosis, though uncommon, offer safe, 
technical maneuvers in patients undergoing left-sided 
colorectal resection when reach proves difficult.

table 1. operative indications and outcomes for Drc and riA

IMPACT OF COVID-19 ALPHA WAVE ON 
ACUTE APPENDICITIS.

ePoster AbstrActs eP178

V. Layrisse, J. Hong, A. Kim, c. Zhang, V. Yuan, 
c. Foglia, s. chao
Queens, NY

Purpose/Background: Acute appendicitis is the 
most frequent cause of urgent abdominal surgery world-
wide. Appendectomy is the gold standard for uncompli-
cated appendicitis. During the coViD-19 pandemic, 
non-emergent surgeries were restricted nationwide. 
Appendectomies in America are estimated to have been 
reduced by 24%. the aim of this study is to evaluate the 
effect of the coViD-19 pandemic on presentation, treat-
ment and outcomes in acute appendicitis.

Methods/Interventions: A retrospective review in a 
single institution located in Queens, new York (nY) 
was conducted. Patients who presented with appendi-
citis between March 1st to June 30th of 2018-2021 were 
included. Pre-coViD was defined as March to June 2018 
and 2019, peak-coViD March to June 2020 and late-
coViD March to June 2021. this time period reflected 
the peak of coViD cases and healthcare disruptions in 
nY. Data was abstracted using nsQiP. r (version 4.2.1) 
was used to conduct statistical analyses.

Results/Outcome(s): 553 patients admitted with 
appendicitis were identified. Average age was 39 years 
and 53% were male. 36% of patients were Hispanic, 17% 
caucasian, 39% Asian, and 5% were black. 335 patients 
were admitted pre-coViD, 92 patients peak-coViD,126 
patients late-coViD. compared to pre-coViD, patients 
who presented during peak-coViD were younger 



128 ePoster AbstrActs

(p=0.0007) and more likely to be Hispanic (p=0.03). 
However, after peak-coViD, the demographics were 
similar to pre-coViD. there was no difference in gender, 
race, or payment status (p>0.05). there was no difference 
in duration of symptoms at presentation (p=0.7). Patients 
during peak-coViD were less likely to have fever on 
admission (15% vs. 7.3%, p=0.12). Albumin levels were 
higher for those who presented during peak-coViD 
(p=0.03). White blood cell count on presentation were 
not significantly different. there was no significant differ-
ence in rates of simple vs complex appendicitis (p=0.4). 
no difference in operative management of acute appen-
dicitis between the time periods was seen (p=0.11), but 
patients were more likely to be AsA classification 2 (70% 
vs. 89%, p=0.002) and less likely to be AsA 3 (14% vs. 
5.6%, p=0.002). there was no difference in antibiotics 
management on discharge (p=0.12). Patients were signifi-
cantly more likely to have a shorter length of stay (2.37 vs. 
2.85 days, p=0.04). there was no difference in readmis-
sion rate (p=0.7).

Conclusions/Discussion: this study shows a demo-
graphic and clinical difference in presentation of patients 
with appendicitis during the peak of coViD. Patients who 
presented to the hospital tended to be younger, Hispanic, 
and have a higher AsA (class ii). We speculate that 
elderly and frail patients avoided the hospital setting for 
fear of coViD exposure. these results lead us to hypoth-
esize that more patients with appendicitis might have 
been managed outpatient. Further studies should be done 
looking at the rate of outpatient nonoperative manage-
ment of appendicitis and its outcomes.

VENOUS THROMBOEMBOLISM RISK AFTER 
ROUTINE OSTOMY REVERSAL.

ePoster AbstrActs eP179

M. obi, J. Lipman, s. Holubar, t. Hull, s. steele, 
A. Lightner
Cleveland, OH

Purpose/Background: temporary ostomies are 
frequently utilized to minimize morbidity associated 
with the management of several colorectal diseases. the 
American society of colorectal surgeons released clinical 
Practice Guidelines for pharmacological thromboprophy-
laxis in 2018 recommending use in moderate or high-risk 
patients undergoing colorectal operations. this recom-
mendation was based on studies with patients undergoing 
major colorectal surgeries; however, ostomy reversal is 
largely considered a low morbidity procedure and has 
thus not been included in guideline recommendations or 
ever studied. this study aimed to elucidate the symptom-
atic venous thromboembolism (Vte) rate post- ostomy 
reversal to better inform inpatient and outpatient throm-
boprophylaxis guidelines.

Methods/Interventions: A retrospective review of all 
patients within a single institution who underwent ostomy 
reversal between 2010- 2022 was performed. Data collected 
included patient demographics, diagnosis resulting in 
ostomy creation, type of stoma, operative details, use of 
in-hospital and post- discharge chemothromboprophylaxis, 
and in-hospital and 90-day post hospital discharge symp-
tomatic Vte events.

Results/Outcome(s): A total of 9,658 patients were 
identified as having undergone an ostomy reversal, of 
which 33% (n=3,200) had an initial diagnosis of inflam-
matory bowel disease (ibD), 24% (n=2,324) colorectal 
cancer, 21% (n=2,050) had diverticulitis, and the 
remainder having other diagnoses. the overall Vte rate 
across all diagnoses was 2.7%, with significantly more 
Vte events in cancer and diverticulitis patients than 
ibD patients (p<0.0001). the type of ostomy created 
(ileostomy versus colostomy) did not significantly impact 
the Vte rate (p=0.4), but end colostomies did result 
in more Vte events than loop ileostomies (2.7% versus 
2.5%). intra-operatively, those who subsequently devel-
oped Vtes lost more blood on average (43.3 cc versus 
32.9 cc). Post-operatively, patients who received inpatient 
thromboprophylaxis had fewer Vte events (16.1% versus 
13.4%); of note, post-operative Vte rates were higher in 
those prescribed extended prophylaxis (2.3% versus 1.0%). 
Age was significantly higher for those who developed 
symptomatic Vte (p<0.0001). (table 1) Positive smoking 
history (58.6 % versus 50.5%), contraceptive use (5.4% 
versus 3.9%), hypercoaguable state (15.7% versus 1.6%) 
and cardiovascular disease history (24.5% versus 12.45) 
were seen more frequently in symptomatic Vte patients.

Conclusions/Discussion: Although considered to be 
a relatively low risk colorectal operation, ostomy reversal 
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conferred an overall 2.7% Vte rate. consistent use of 
in-hospital and potential post-discharge Vte chemo-
prophylaxis may be beneficial following ostomy reversal. 
Further multi-institutional and prospective studies would 
benefit in determining the risk-to-benefit ratio for chemo-
thromboprophylaxis in this subset of colorectal surgeries.

SURGEONS FOLLOW DISTINCT PATTERNS 
WHEN COUNSELING OLDER PATIENTS WITH 
DIVERTICULAR DISEASE.

ePoster AbstrActs eP180

M. Leonard1, J. Johnson1, A. Williamson1, e. Huang2, 
J. saraidaridis3, A. sarin4, J. cohan1

1Salt Lake City, UT; 2Columbus, OH; 3Burlington, MA; 
4San Francisco, CA

Purpose/Background: older adults with colonic diver-
ticular disease present unique challenges for surgeons 
given their higher rate of postoperative complications and 
increased risk for severe illness at recurrence if nonoper-
ative management is pursued. current guidelines recom-
mend that surgeons individualize care for these patients. in 
previous studies, surgeons have described heterogeneity in 
decision-making surrounding surgical treatment and coun-
seling of patients. We sought to better understand how 
colorectal surgeons counsel older adults about treatment 
options for diverticular disease in the outpatient setting.

Methods/Interventions: this is a multi-center study 
of older adults (≥65) with diverticular disease presenting 
for outpatient consultation with a colorectal surgeon. 
Patient frailty was measured using the FinD Questionnaire 
pre-consultation. We recorded and transcribed surgical 
consultations, then performed a preliminary qualitative 
thematic analysis to characterize how surgeons counsel 
older adult patients about treatment options.

Results/Outcome(s): to date, we have enrolled 15 
surgeon-patient dyads at 3 sites. Patient demographics 
and disease characteristics are shown in table 1. themes 
included “straightforwardness” of cases and patient deci-
sional autonomy. in patients with diverticulitis with 
ongoing symptoms, surgeons took one of two approaches. 
For patients who would clearly benefit from colectomy, 
surgeons expressed a strong recommendation for surgery 
at the beginning of the visit followed by a description of 

the surgical procedure, risks and recovery. in cases with 
diagnostic uncertainty or greater than average surgical 
risk, surgeons described surgery versus observation with 
expected outcomes, and came to a decision based on patient 
preference. one surgeon in this scenario said, “depends on 
if (your diverticulitis) is bothering you enough to where 
you want to go through (surgery), then it’s the right thing 
to do”. For patients with diverticulitis with resolved symp-
toms, surgeons described the risks and benefits of surgical 
resection versus observation but emphasized the individual 
decision-making process with the patient, as exemplified by 
a surgeon stating, “the discussion about when to do surgery 
for diverticulitis is…about weighing the risks and benefits”. 
the final decision was left up to the patient, with surgeons 
counseling them to consider their quality-of-life goals.

Conclusions/Discussion: this preliminary analysis 
suggests that there are distinct patterns by which surgeons 
counsel older patients with diverticular disease, influ-
enced by the presence of ongoing symptoms, diagnostic 
uncertainty, and surgical risk. surgeons’ approaches to 
decision-making and counseling patients may not be as 
heterogeneous as previously thought, which may inform 
future efforts to develop patient education materials.

ANGIOEMBOLIZATION FOR MAJOR COLONIC 
HEMORRHAGE, IS IT SAFE AND FEASIBLE?

ePoster AbstrActs eP181

V. cabrera, P. Kondylis
Orlando, FL

Purpose/Background: over the last fifty years, angio-
embolization has been prioritized in the management 
of significant lower gastrointestinal bleeding (LGbi). 
endovascular embolization treatment allows for potential 
avoidance of surgical intervention in compromised, under 
resuscitated patients. the purpose of this study is to eval-
uate the outcomes in a cohort of patients who underwent 
angioembolization for acute colonic hemorrhage.

Methods/Interventions: We performed a retrospec-
tive study from a prospectively accrued, deidentified 
enterprise Level clinical Database for patients with 
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colonic hemorrhage managed by angioembolization from 
2016-2021. Analysis included demographics (age, sex, 
race and bMi) admission laboratories (leukocyte count, 
lactic acid and platelets), vasopressor use, blood transfu-
sions, surgical intervention post embolization, re-bleeding, 
90 days re-admissions and length of stay (Los) pre and 
post-angioembolization. non-colonic embolization and 
blind embolizations were excluded. statistical analysis of 
potential prognostic factors on the outcome was performed.

Results/Outcome(s): total of 142,146 patients were 
admitted with LGib. only 162 (0.1%) patients presenting 
with LGib required colon angioembolization for manage-
ment. seventy six percent of these admissions came from 
home. there was a mean age of 68.4 years (range 18-89). 
overall mean Los was 8.9 days. 117 (72.2%) patients 
required intensive care unit (icU) admission. sixty seven 
(41%) patients required multiple red cell transfusions. 
Mean preangiography red cell transfusion was 4.7 units. 
53 (32.7%) patients required vasopressor support. the 
majority of the patients underwent angioembolization 
beyond the index day of admission (2.65 days ± 4.73). 
After angioembolization, mean transfusion was 2.5 units. 
3 (1.9%) patients required colon resection. Mean Los 
after embolization was 6.5 days and total icU Los was 5.6 
days. Most patients were discharged home (74; 45.7%) or 
to nursing facility (65; 40.1%). recurrent LGib, requiring 
readmission, developed within 90 days in 58 (35.8%). All 
cause 90 day mortality after undergoing angioembolization 
was 21 (13%), of which 7 (4.3%) were after re-admission.

Conclusions/Discussion: Angioembolization for 
patients with acute onset colonic hemorrhage was quite 
uncommonly employed in those admitted with LGib, 
however successful in controlling hemorrhage without 
subsequently requiring surgical intervention. the signif-
icant rate of new discharge to a nursing facility and the 
90 day all cause mortality is indicative of the debilitating 
nature of major colonic hemorrhage.

YOU PULLED IT OUT OF WHERE? THE 
EXPERIENCE OF A COMMUNITY-BASED 
COLORECTAL PRACTICE WITH STOMA 
SITE EXTRACTION IN ROBOTIC-ASSISTED 
COLORECTAL RESECTION.

ePoster AbstrActs eP182

t. Van Veen, L. ramsey, L. stern, t. Plerhoples
Falls Church, VA

Purpose/Background: For minimally invasive surgeries 
involving colorectal resection and ostomy creation, the 
ideal approach to remove the specimen remains unknown. 
current options include stoma site extraction (sse), 
Pfannenstiel, right lower quadrant, or midline incisions. 
the purpose of this study is to determine if there is an asso-
ciation between site of extraction (stoma vs. incisional) 

and stoma related complications in patients undergoing 
robotic assisted colorectal resection and ostomy creation.

Methods/Interventions: this retrospective cohort 
study included patients age 18 years or older who under-
went robot assisted resection with ileostomy or colostomy 
creation between 2017 to 2021 at a single institution. 
Patients were excluded if they had a pre-existing ostomy, 
emergent surgery, converted to an open, abdominoperineal 
resection, or if site of extraction was natural orifice. stoma 
related complications included parastomal hernia, retrac-
tion, dehiscence, necrosis, obstruction, prolapse, stenosis, 
and ischemia. they were categorized as early (30 days 
post-operative) or long-term complication (>30 days up to 
1 year post-operative).

Results/Outcome(s): ninety five patients were iden-
tified, of which, 71.6% had a sse (n=68) and 28.4% 
had an incisional extraction (n=27, 17.9% Pfannenstiel, 
10.5% lower quadrants). the average age was 56 years, 
57.9% were male, 68.4% caucasian, average bMi 27.7 kg/
m2. 77.9% had colorectal cancer and 80.9% had a low 
anterior resection with a diverting loop ileostomy. 84.2% 
had an ostomy reversal after the index surgery. the overall 
complication rate was 12.6% (12 patients with 14 events). 
3.2% were early complications and 10.5% reported a long-
term complication. 10.3% of the sse group had any stoma 
related complication compared to 18.5% of the incisional 
group. early complications were limited to the sse group 
(i.e. parastomal irritation, obstruction, prolapse). Long-
term complications occurred in 7.4% of sse and 18.5% of 
incisional extractions. there were no statistically significant 
associations between site of extraction and complications 
(any, early, or long-term). in an independent t-test, the total 
operative time was significantly greater in the incisional 
group with a mean of 322 minutes (±111.5 sD) compared to 
278 minutes (±79.2 sD, t = -2.2, df =93, p =.03).

Conclusions/Discussion: this study observed an 
overall low rate of stoma related complications in robotic- 
assisted bowel resection. While sse may have an increase 
in early stoma complications, the overall rates were 
similar. Further, sse procedures demonstrated a shorter 
average operative time. based on these findings, sse is a 
reasonable method of specimen site extraction. Due to the 
small sample size, further research is needed to conclude 
non-inferiority/equivalence in site of extraction.

MECHANICAL COMPLICATIONS OF 
INTESTINAL OSTOMIES: A SYSTEMATIC 
SCOPING REVIEW.

ePoster AbstrActs eP183

e. Manin1, W. choi2, e. Williams3, Z. ibrahim1, H. Yeo1

1New York, NY; 2Boston, MA; 3Ithaca, NY

Purpose/Background: the incidence of mechanical 
intestinal stoma complications (prolapse, parastomal 
hernia (PsH), ischemia, necrosis, retraction, stenosis) is 
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high despite preoperative siting, use of devices including 
mesh and rods, and improvement in surgical technique. 
some studies suggest there may be an association between 
anatomical location of the stoma and rate of mechanical 
complications; however, this association remains incom-
pletely characterized.

Methods/Interventions: on January 1, 2021, ovid 
MeDLine, ovid embase, and cochrane Library were 
searched with keywords pertaining to mechanical intes-
tinal stoma complications (prolapse, parastomal hernia 
(PsH), ischemia, necrosis, retraction, stenosis). All 
research studies (no case reports) that reported one or 
more of the target complications and details regarding the 
anatomical location of the stomas were included. studies 
that only included patients with stoma complications 
were excluded. stoma locations were defined differently 
in many studies (within/outside the rectus, sigmoid/trans-
verse, colon/ileum, etc), and were all included. systematic 
reviews and meta-analyses that met our criteria were not 
included but the studies that comprised them were consid-
ered for inclusion. Four authors independently reviewed 
6,898 studies (2 authors per study), with another author 
serving as the arbitrator when necessary. the same process 
was used for data extraction. All data were extracted and 
analyzed in excel.

Results/Outcome(s): 22,991 patients were included 
in 112 studies, 10 (8.9%) of which were randomized 
controlled trials. of the 23 locations, most commonly 
reported locations included colostomy (11,506 patients, 
80.4% of studies) and ileostomy (4,979 patients, 41.1% of 
studies). stoma locations associated with the highest rate 
of complications were left lower quadrant (LLQ) (24.0%, 
195/811), colostomy (23.3%, 2675/11506), and sigmoid 
colostomy (19.5%, 247/1268). Most common complica-
tions overall were PsH (3150/21816, 14.4%), ischemia 
(82/1475, 5.6%), and prolapse (698/14167, 4.9%). PsH 
was the most common complication for most locations, 
ranging from 8.3% (transverse colostomy) to 20.2% (LLQ).

Conclusions/Discussion: stoma-related complications 
are very common, with incidences of >20%. With an 
overall incidence of 14.4%, PsH was the most common 
complication for most locations. colostomies and ostomies 
sited in the LLQ had the highest overall complication 
rates. these findings may be used to guide clinicians in 
siting stomas and counseling patients on risks.

COLONIC PHYTOBEZOAR AS A RARE CAUSE 
OF LARGE BOWEL OBSTRUCTION: A CASE 
STUDY.

ePoster AbstrActs eP184

s. Mehrotra, G. Hattingh, i. Yu, F. Mark
Buffalo, NY

Purpose/Background: seed bezoars are a type of 
phytobezoar, caused by accumulation of indigestible vege-
table or fruit seeds in the intestine. obstructions caused by 
bezoars account for 0.4–4% of all intestinal obstructions 
and occur mainly in the stomach and small bowel. colonic 
obstruction caused by bezoars are rare. Here we discuss a 
case of sigmoid obstruction caused by a seed bezoar in a 
young male without risk factors and the successful endo-
scopic approach used to treat him.

Methods/Interventions: the patient is a 48-year-old 
male with asthma, hypertension, and no prior surgical 
history, who presented to the emergency department with 
24 hours of cramping abdominal pain, bloating and obsti-
pation. two days prior the patient had eaten an entire bag 
of sunflower seeds with intact shells. the following day 
he experienced increased distension and rectal pressure, 
prompting him to seek medical care. He was stable on 
arrival with a Wbc of 12.3, moderate abdominal disten-
sion but no peritonitis. Abdominal X-ray showed colonic 
dilation with air-fluid levels, but no small bowel dilation. 
ct scan showed dilatation of the descending and proximal 
sigmoid colon upto a 2 cm region of focal sigmoid thick-
ening (Figure 1A). the patient was given a fleet enema but 
passed only a small amount of stool and gas. the following 
day, a repeat ct with rectal contrast demonstrated a  
4-6 cm segment of narrowing in the mid sigmoid colon with 
large fecal burden and distension proximally, concerning 
for a possible benign sigmoid stricture versus malignancy 
(Figure 1B). the patient then underwent bowel prep and 
a flexible sigmoidoscopy. the scope revealed a large phyto-
bezoar made of sunflower seeds and shells in the sigmoid 
colon. this was successfully removed endoscopically. 
there was no active inflammation, stricture or mass in the 
sigmoid colon.
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Results/Outcome(s): the patient had multiple bowel 
movements post-procedure. He tolerated a diet and was 
discharged the following day.

Conclusions/Discussion: bezoars are a rare and difficult 
to diagnose cause of intestinal obstruction. bezoars should 
be considered in patients presenting with obstruction with 
known risk factors such advanced age or impaired Gi 
motility. interestingly, seed bezoars appear to represent a 
unique pathophysiology. Unlike fiber phytobezoars that 
are usually found in the stomach, seed bezoars are usually 
found in the sigmoid colon/rectum of young patients 
without predisposing factors. seeds easily pass the pylorus 
and ileocecal valve due to their small size and accumulate 
in the colon causing constipation and pain. it is important 
to obtain a detailed history of dietary habits and perform a 
digital rectal exam. ct scan can help distinguish between 
a bezoar and other causes of obstruction. Prompt diagnosis 
and management of colonic bezoars is required to prevent 
progression to perforation. in stable patients with suspi-
cion of distal bezoar obstruction, early endoscopic removal 
should be considered prior to laparotomy.

Figure 1A. coronary view in first ct scan showing focal region of 
thickening which measured approximately 2 cm concerning for possible 
sigmoid stricture Figure 1B. transverse view in repeat ct scan showing 
a 4-6 cm segment of decompressed mid sigmoid colon with proximal 
large fecal burden and distension

POSSIBLE TECHNICAL RISKS FACTORS 
FOR BENIGN ANASTOMOTIC STRICTURES 
IN COLORECTAL AND/OR COLOANAL 
ANASTOMOSIS: A RETROSPECTIVE COHORT 
STUDY.

ePoster AbstrActs eP185

Z. Garoufalia1, s. Meknarit2, s. emile1, r. Gefen1, 
n. Horesh1, P. Zhou1, G. Da silva1, s. Wexner1

1Weston, FL; 2Boca Raton, FL

Purpose/Background: Anastomotic strictures occur 
in up to 30% of colorectal resections and despite being 
common, evidence on its risk factors and preventive 
measures remains scarce. this study aimed to identify 
technical risk factors related to colorectal and coloanal 
anastomotic strictures.

Methods/Interventions: retrospective cohort study of 
an irb- approved database of all patients who were treated 
for anastomotic stricture by resection and/or re-do anasto-
mosis between January 2011 and August 2021 in a tertiary 

referral center. Patients with an anastomotic stricture were 
compared to an equal number of randomly selected patients 
without anastomotic complications who were operated on 
in the same time period. Main outcome measures were 
technical risk factors of anastomotic stricture.

Results/Outcome(s): each group included 50 patients. 
the two groups were similar in terms of age, sex, AsA 
score, distance of anastomosis from the dentate line and 
indication for surgery. the median follow-up was signifi-
cantly longer in the non-stricture group (38.6 months 
versus 12.6 months, p=0.04). splenic flexure mobilization 
(Hr=0.17, 95%ci: 0.08-0.389, p<0.001), high ligation 
of inferior mesenteric artery (Hr 0.22, 95%ci: 0.09-0.5, 
p<0.001), high ligation of the inferior mesenteric vein (Hr 
0.2, 95%ci: 0.08-0.5, p<0.001) were associated with lower 
odds of anastomotic stricture whereas a circular stapler 
of 25 mm in diameter (Hr=24.7, ci=6.8-89, p<0.001), 
clinically significant anastomotic leak (Hr=3.94, ci: 
2.04- 7.64, p<0.001), >1 stapler firings for rectal division 
(Hr=24.7, ci=6.8-89, p<0.001) and diverting stoma 
formation (Hr= 3.087. ci: 1.736-5.491, p<0.0001) were 
predictive of anastomotic stricture.

Conclusions/Discussion: technical steps including 
splenic flexure mobilization and high ligation of the infe-
rior mesenteric vessels were associated with lower odds of 
anastomotic stricture whereas a smaller circular stapler 
and multiple stapler firings were predictive of anastomotic 
stricture. Further prospective trials are warranted to 
confirm our preliminary results.

FACTORS ASSOCIATED WITH DIVERTING 
OSTOMIES IN THE SURGICAL MANAGEMENT 
OF DIVERTICULAR COLOVAGINAL FISTULAS.

ePoster AbstrActs eP186

P. ramanathan, J. Zhang, c. cramer, c. tran, s. Hoang, 
t. Hedrick, c. Friel
Charlottesville, VA

Purpose/Background: colovaginal fistula is a well-
known complication of diverticulitis that can have 
profoundly negative impacts on quality of life. However, 
there are limited data with regards to factors associated 
with the need for fecal diversion and with surgical failure 
in patients undergoing surgical management of diverticular 
colovaginal fistulas. the objective of this study was to eval-
uate for those factors.

Methods/Interventions: this retrospective cohort 
study identified all adult patients who underwent sigmoid 
resection for diverticular colovaginal fistulas at a quater-
nary care center from 1/1/2010 to 9/1/2022. Patients 
with non-diverticular fistulas, active abdominal malig-
nancy, or those who underwent emergent operations 
were excluded. Patients with concurrent fistulas (e.g., 
colo-colonic, colo-enteric, etc.) were eligible for inclu-
sion if at least one fistula was colovaginal. A univariate 
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analysis was performed to evaluate for demographic and 
operative factors in the following patients: 1) those who 
were diverted vs not at the index operation; 2) those with 
successful resolution of symptoms after surgery vs. those 
who had surgical failure, which was defined as symptom 
recurrence or the inability to undergo ostomy reversal 
within one year of creation.

Results/Outcome(s): Fifty patients were included, 
of whom 15 (30%) underwent fecal diversion. steroid 
therapy at time of surgery was associated with fecal 
diversion (p = 0.023). the following intraoperative 
factors were associated with the need for fecal diversion: 
intraoperative injury (p = 0.019), need for omental flap 
repair (p = 0.024), and abdominal and/or pelvic drain 
placement (p = 0.005). Five (10%) patients experienced 
surgical failure. Patients who experienced surgical failure 
were more likely to have an abdominal or pelvic drain 
placed at the time of surgery (p=0.045). of the 15 (30%) 
patients in this study who underwent laparoscopic repair, 
none required fecal diversion or experienced surgical 
failure.

Conclusions/Discussion: surgery is highly effective in 
the repair of diverticular associated colovaginal fistulas in 
most patients. Laparoscopic approach should be utilized 
when possible. steroid therapy should be weaned as able 
prior to surgical repair. technically demanding cases were 
associated with higher rates of fecal diversion; however, 
surgery remains a very safe course for the treatment of 
colovaginal fistula with only 10% of patients in this study 
experiencing surgical failure.

SAFETY AND EFFICACY OF 
ANTIFIBRINOLYTICS IN COLORECTAL 
SURGERY: SYSTEMATIC REVIEW AND META-
ANALYSIS.

ePoster AbstrActs eP187

L. Park1, V. Archer1, t. McKechnie1, Y. Lee1, 
D. Mcisaac2, c. eskicioglu1, H. Moloo2

1Hamilton, ON, Canada; 2Ottawa, ON, Canada

Purpose/Background: Perioperative bleeding and 
transfusion is a common complication in colorectal 
surgeries, associated with significant morbidity and 
mortality. emerging evidence has demonstrated the 
safety and efficacy of prophylactic antifibrinolytic use to  
decrease perioperative bleeding. However, the role 
of tXA use in specific surgical subspecialty contexts, 
including colorectal surgery, is unclear. the objective 
of this study was to investigate the safety and efficacy 
of prophylactic antifibrinolytic use in colorectal surgery 
patients.

Methods/Interventions: PrisMA and GrADe guide-
lines were followed. Medline, embase, and cochrane 
Library databases were searched from inception to october 
2022. We included all comparative studies involving 
colorectal surgery patients that studied the effects of intra-
venous antifibrinolytic use on blood loss, allogenic red 
blood cell transfusion, anastomotic leaks, venous thrombo-
embolism (Vte), seizures, and other safety parameters. A 
meta-analysis was performed using random effects models. 
the Mantel-Haenszel method was used to report odds 
ratio (or) values for dichotomous variables, and inverse 
variance weighting was used to calculate difference in 
means (MD) for continuous variables.

Results/Outcome(s): Five randomized controlled trials 
(rct), a pilot rct, and 2 retrospective studies involving 
550 colorectal surgery patients and 12632 non-cardiac 
surgery patients were identified for inclusion. Meta-
analysis demonstrated trends toward decreased perioper-
ative transfusion (or 0.78 [0.20, 2.98], p=0.72, i2=42%, 
n=2 studies) and decreased blood loss (MD -380.01ml 
[-1111.88, 351.87], p=0.31 i2=92%, n=2 studies) with 
tXA use. the use of antifibrinolytics was associated with 
decreased rates of anastomotic leaks (or 0.70 [0.43, 1.14], 
p=0.15, i2=0%, n= 3 studies). the meta-analyses did not 
include the 12632 non-cardiac surgery patients because 
granular data pertaining to colorectal surgery patients 
was not available. safety parameters including Vte and 
seizures could not be pooled, but there were no differences 
in safety outcomes that were independently reported by 
the included studies. Although the quality of quantitative 
evidence is low, this review highlights the need for further 
study to determine safety and efficacy of antifibrinolytic 
use in colorectal surgeries, as it may improve surgical 
outcomes.

Conclusions/Discussion: current evidence suggests 
no differences in perioperative transfusion, blood loss and 
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anastomotic leaks with prophylactic antifibrinolytic use 
in colorectal surgery. However, considering the trends 
favouring antifibrinolytics, this merits further investiga-
tion through larger studies dedicated to colorectal surgery 
populations.

ACHIEVING SAFE ANASTOMOSIS WITH 
INTRAOPERATIVE PERFUSION ASSESSMENT 
USING VISUAL GRADING SYSTEM IN LEFT-
SIDED COLORECTAL CANCER SURGERY.

ePoster AbstrActs eP188

s. oh
Songpa-gu, Korea (the Republic of)

Purpose/Background: Anastomosis leakage not only 
compromises postoperative hospital courses, but also onco-
logic outcomes. new technical ways such as indocyanine 
greens (icG), doppler ultrasound and flowmetry were 
introduced to reduce anastomosis complications, but still 
lacks reproducibility. by using our intraoperative visual 
grading system, perfusion of the resected proximal colon 
can be assessed instantly with high accuracy without addi-
tional tools. We aimed to reduce anastomosis complication 
and evaluate the clinical feasibility of our grading system.

Methods/Interventions: 50 patients with primary left-
sided colon cancer who underwent curative-intent surgery 
without ostomy diversion were prospectively enrolled. 
before anastomosis, the marginal vessel of the resected 
proximal bowel was cut and perfusion status was assessed 
by the visual grading system. Patients were stratified in one 
of the five gradings(table) and categorized into 4 degrees 
of perfusion groups: good (grade A and b), moderate (grade 
c), poor (grade D) and none (grade e). Anastomosis was 
done only in grade A and b as we previously noticed anas-
tomosis ischemia in grade c in our previous study. in case 
of Grade c, additional bowel was resected till it showed 
a good degree of perfusion. We evaluated overall surgical 
outcomes and compared perioperative outcomes between 
groups that initially showed grade A or b and that showed 
grade c.

Results/Outcome(s): there was no (0%) anasto-
mosis complication in all 50 patients. 6 patients (12%) 
initially had moderate perfusion with grade c, but after 
further resection, all 6 patients achieved grade b perfusion 
and had no anastomosis leakage. Length of additionally 
resected bowel was 4.25cm on average, and 2 patients 
(33%) required splenic flexure mobilization for tension-
free anastomosis. Higher portion of patients (33.3% in 
grade c, 15.9% in grade A and b) required splenic flexure 
mobilization for tension free anastomosis in initially graded 
c patients, but was statistically insignificant. there was no 
significant difference in total operation time and postoper-
ative courses between the two groups.

Conclusions/Discussion: our intraoperative visual 
grading system is a simple and useful clinical way to assess 

perfusion of the anastomosis. it is easy to understand 
and applicable for all surgeons from beginners to experts, 
without any expensive devices. Additional resection of the 
bowel and mobilization of the splenic flexure may be neces-
sary to secure sufficient blood flow and reduce tension to 
the anastomosis. this clinical assessment tool will be able 
to readily aid the surgeon’s decision.

A CLASS OF ITS OWN? DIVERTICULITIS WITH 
AN INTRAMURAL ABSCESS COMPARED TO ITS 
COUNTERPARTS.

ePoster AbstrActs eP189

e. Dickey, s. saylors, K. Frank, K. Long, s. slipak, 
b. Protyniak, r. Hoffman
Danville, PA

Purpose/Background: Diverticulitis with an intramural 
abscess (D+iMA) is not distinguished in the traditional 
Hinchey classification system, nor by a specific diagnostic 
code, making it difficult to study. For this unique form of 
diverticulitis, where the abscess is contained within the 
bowel wall, the clinical course/expected recovery is less 
well understood or defined. D+iMA has not been directly 
studied as a single entity. to our knowledge, there is no 
published studies on this topic. the aim of this study was 
to understand the clinical course and outcomes of patients 
with D+iMA compared to other forms of diverticulitis.

Methods/Interventions: A retrospective chart review of 
adult patients admitted with a primary diagnosis of diver-
ticulitis, confirmed by ct scan, in a large, multi-hospital 
healthy system from 2009 - 2020 was performed. Patients 
with D+iMA were identified using language recognition 
from the ct report. Patients were grouped into 4 groups: 
D+iMA, uncomplicated (UD), complicated with percu-
taneous drainage (cD+PD), and without (cD-PD). the 
primary outcome was emergent surgery (within 24 hours 
of admission) and urgent surgery (>24 hours of admis-
sion). secondary outcomes included 30-day readmission 
for diverticulitis and length of hospital stay. A propen-
sity-score matched analysis was performed to compare 
groups.

Results/Outcome(s): there were 7,874 patients iden-
tified: 7259 (92.2%) in UD, 116 (1.4%) cD+PD, 354 
(4.5%) cD-PD, and 145 (1.8%) in D+iMA. there were 
no significant differences between groups with respect 
to age (p =0.839), sex (p = 0.690), race (p=0.774), 
charlson comorbidity index score (p=0.174), and 
smoking status (p=0.068). the odds of undergoing emer-
gent surgery within 24 hours of hospitalization with 
complicated diverticulitis compared to uncomplicated 
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was significantly higher for cD-PD (10.24; 95% ci 7.02, 
14.72) and cD+PD (5.472; ci 2.44, 10.74), but not 
significant for D+iMA (2.087; ci 0.65, 5.00). However, 
the need for urgent surgery within the hospitalization was 
significantly higher for D+iMA (or 5.51 [95%ci 2.09-
12.0]), as well as for D-PD (or16.3 [ci 10.64, 24.77] and 
D+PD(or 14.8 [ci 7.37, 27.49]. the mean length of 
stay was 0.3 days(UD), 2.2 (D+iMA), 4.9 days(cD-PD) 
and 7.3 days(cD+PD; p=<0.001), and on the propen-
sity-weighted analysis, was not significantly different for 
D+iMA(or 1.34 [95% ci 0.65-2.03]). thirty-day read-
mission rates were 10%(UD), 15%(D+iMA), 21%(cD-
PD), and 25%(cD+PD;p=< 0.001), readmission was 
not significantly higher on the weighted analysis for 
D+iMA(or 1.42, 95%ci 0.86-2.23).

Conclusions/Discussion: Patients with D+iMA have 
a higher rate of urgent surgery, but otherwise similar 
outcomes than their uncomplicated counterparts. While 
these results do not necessarily suggest that D+iMA 
should be a distinct Hinchey classification, they do provide 
some clinically useful information to guide patient expec-
tations. this provides the basis for future prospective work 
with this group of patients.

PRIMARY ANASTOMOSIS WITH DIVERTING 
LOOP ILEOSTOMY VERSUS HARTMANN’S 
PROCEDURE FOR ACUTE COMPLICATED 
DIVERTICULITIS: ANALYSIS OF THE 
NATIONAL INPATIENT SAMPLE 2015-2019.

ePoster AbstrActs eP190

t. McKechnie, Y. Lee, c. eskicioglu, D. Hong
Hamilton, ON, Canada

Purpose/Background: Approximately 5-15% of patients 
with acute diverticulitis experience complicated disease. 
of patients with complicated disease, up to 50% require 
operative management on their index admission. studies 
comparing colectomy followed by primary anastomosis with 
or without diverting ileostomy and Hartmann’s procedure, 
suggest the former is safe and reduces the risk of perma-
nent stoma. there has yet to be a study comparing primary 
anastomosis with diverting ileostomy to Hartmann’s proce-
dure using the national inpatient sample (nis). the 
present study aims to compare postoperative complications 
in patients undergoing either Hartmann’s procedure or 
primary anastomosis and diverting ileostomy for perforated 
diverticulitis using nis data.

Methods/Interventions: retrospective analysis of the 
nis was performed. Patients who underwent either colec-
tomy followed by primary anastomosis and diverting ileos-
tomy or Hartmann’s procedure for perforated diverticulitis 
from october 2015 to December 2019 were included. the 
primary outcomes were postoperative in-hospital morbidity 

and mortality. secondary outcomes included postoperative 
intensive care unit admission and postoperative length of 
stay (Los). Univariate and multivariate regression were 
utilized to determine the association between postopera-
tive outcomes and type of operation. Patient, disease, and 
hospital characteristics were used in adjusted analyses.

Results/Outcome(s): the nis sample population 
included 642 patients undergoing primary anastomosis 
with diverting ileostomy and 4,482 patients undergoing 
Hartmann’s procedure. baseline characteristics were 
similar between groups aside from a larger proportion of 
patients receiving care in large hospitals (aor 1.32, 95% 
1.03-1.70, p=0.028) and teaching hospitals (aor 1.56, 
95%ci 1.23-1.97, p<0.001) in the primary anastomosis 
and diverting ileostomy group. Adjusted analysis did not 
demonstrate a difference in in-hospital mortality between 
groups (aor 0.93, 95%ci 0.45-1.92, p=0.844). the 
incidence of postoperative infectious complication (aor 
1.21, 95%ci 0.84-1.76, p=0.300), surgical site infection 
(aor 1.54, 95%ci 0.64-3.72, p=0.334), and postoperative 
ileus (aor 0.95, 95%ci 0.74-1.23, p=0.705) were similar 
between groups on adjusted analyses. in the primary 
anastomosis with diverting ileostomy group, 12.8% of 
patients experienced an anastomotic leak. Adjusted anal-
ysis suggested a significant reduction in postoperative Los 
for patients undergoing Hartmann’s procedure (aMD 0.79 
days, 95%ci 0.15-1.43 days, p=0.013).

Conclusions/Discussion: the present study confirms 
that colectomy followed by primary anastomosis with 
diverting ileostomy is safe for patients presenting with 
perforated diverticulitis. Patients undergoing primary 
anastomosis with diverting ileostomy may have slighting 
increased postoperative Los but this difference is likely 
not clinically meaningful.

SHOULD ALL PATIENTS 45 YEARS OF AGE AND 
YOUNGER UNDERGO COLONOSCOPY AFTER 
RESOLUTION OF DIVERTICULITIS?

ePoster AbstrActs eP191

A. Gupta, n. Kohrman, J. Wlodarczyk, s. choi, 
M. Khalili, K. cologne, s. Lee, s. Koller
Los Angeles, CA

Purpose/Background: colonoscopy six weeks after an 
episode of acute diverticulitis is recommended to exclude 
colorectal cancer. While the incidence of malignancy may 
be as high as 11% for complicated diverticulitis, several 
studies suggest that the incidence of malignancy in patients 
diagnosed with uncomplicated diverticulitis on computed 
tomography (ct) is similar to that of the general popula-
tion, arguing against reflex follow-up colonoscopy in these 
patients. in this retrospective review, we aim to deter-
mine how many patients 45 years or younger were found 



136 ePoster AbstrActs

to harbor malignancy on colonoscopy after an episode 
of diverticulitis. We hypothesize that the rate of malig-
nancy is low in patients younger than the recommended 
screening age, with colonoscopy providing minimal benefit 
to this population.

Methods/Interventions: All patients 45 years of age 
and younger who underwent complete colonoscopy after 
an episode of diverticulitis at a safety-net hospital between 
2015 and 2022 were included. Patients who under-
went surgical intervention prior to colonoscopy were 
excluded. Patient demographic and disease-related data 
was abstracted using retrospective chart review. ct scans, 
colonoscopy reports, and pathology reports were reviewed. 
complicated diverticulitis was defined as the presence of 
abscess, fistula, stricture, and/or gross perforation on ct 
imaging.

Results/Outcome(s): 58 patients who met criteria 
were identified and included. Average age among this 
cohort was 37.3 (range 26 to 45) years. 79.3% (n=46) 
were male. 89.6% (n=52) were Hispanic. 50.0% (n=29) 
had complicated diverticulitis on ct imaging. 8.6% 
(n=5) presented with cecal diverticulitis, and all other 
patients presented with sigmoid diverticulitis. 43.1% 
(n=25) had biopsies performed during colonoscopy, with 
a total of 37 biopsies performed. All biopsies revealed 
benign pathology (table 1). 15.5% (n=9) of patients 
were found to have at least one tubular adenoma. 24.1% 
(n=14) underwent elective sigmoid resection after colo-
noscopy. All surgical pathology was benign.

Conclusions/Discussion: in our 58 patients 45 years or 
younger who underwent complete colonoscopy after reso-
lution of diverticulitis, half of whom presented with compli-
cated diverticulitis, none were found to have a malignancy. 
these results suggest that performing a colonoscopy after 
resolution of diverticulitis may not be necessary in younger 
patients, even in the case of complicated diverticulitis. 
instead, adoption of a standard screening colonoscopy 
timeline for this population may be reasonable.

table 1: biopsy results from colonoscopy after resolution of 
Diverticulitis in Patients 45 Years & Younger [n (%)]Figure 1: number 
& Locations of tubular Adenomas

TREATMENT PREFERENCES IN 
DIVERTICULITIS ARE COMMON AND RARELY 
CHANGE AFTER A CLINIC VISIT.

ePoster AbstrActs eP192

A. Melio, M. Johnson, J. Kaplan, r. Moonka, V. simianu
Seattle, WA

Purpose/Background: With increasing prevalence of 
diverticulitis, professional guidelines recommend individ-
ualizing surgical treatment. this individualization of treat-
ment is being studied through both prospective trials and 
survey data. However, both patients and surgeons have 
biases towards what the best treatment might be, even 
before meeting each other to discuss options. these real-
world biases, though poorly quantified, might drive many 
treatment decisions.

Methods/Interventions: our institution prospectively 
tracks all patients with a ct-confirmed episode of diver-
ticulitis. As part of this, we performed semi-structured 
interviews with the three colorectal surgeons at our institu-
tion, asking about what factors drive decisions towards or 
against surgery for diverticulitis. We then sampled consec-
utive clinic visits for diverticulitis, across all surgeons, and 
provided standardized pre-visit and post-visit treatment 
decision questionnaires, specifically asking about whether 
there was enough information to make a treatment deci-
sion (including imaging, colonoscopy reports, and other 
parts of the medical record), equipoise between operative 
and non-operative treatment decision, and if, outside a 
clinical trial, the surgeon or patient had preferences for the 
‘best treatment.’

Results/Outcome(s): We reviewed 27 consecutive 
clinic patient visits from 3 colorectal surgeons. in pre-visit 
screening, surgeons felt like they had adequate clinical 
information to make a treatment decision in 26/27 cases 
(96%), characterized diverticulitis as complicated in 12/27 
(44%), and felt like patient would be eligible for random-
ization into a trial in 14/27 (52%) of cases. independent 
of clinical trials, surgeons felt like the best option for 
their patients, before ever meeting them was surgical in 
19/27 (70%) of cases. subsequent to the clinic encounter, 
surgeons felt like 10/27 (42%) of patients were eligible for 
randomization, and that independent of trials, best treat-
ment option would be operative in 15/27 (56%) of cases. 
reasons cited for or against operative management are 
shown in table 1.

Conclusions/Discussion: the colorectal surgeons in 
this study have a practice biased towards complicated 
disease, and, before ever meeting patients, believed that 
the best treatment is typically operative. After meeting 
patients, the preference was still towards operative treat-
ment. in most cases, there are preferences by either the 
surgeon or the patient towards the best treatment, such 
true equipoise was hard to find.
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ENDOMETRIOSIS IS ASSOCIATED WITH 
WORSE OUTCOMES AFTER COLORECTAL 
SURGERY THAN DIVERTICULAR DISEASE.

ePoster AbstrActs eP193

M. trepanier, M. Mankarious, J. scow, A. Kulaylat, 
n. Jeganathan, W. Koltun, M. Deutsch
Hershey, PA

Purpose/Background: endometriosis is a debilitating 
disease marked by deposits that can infiltrate the sigmoid 
colon and rectum and require colorectal surgery. However, 
there remains a paucity of evidence in the colorectal liter-
ature on outcomes after bowel resection in this patient 
population. the objective of this study was to report the 
short-term outcomes for patients undergoing colorectal 
resection for endometriosis and compare them to elective 
resection for diverticular disease.

Methods/Interventions: the 2016-2020 American 
college of surgeons national surgical Quality 
improvement Project (Acs-nsQiP) database was queried 
for adult patients undergoing elective colorectal resections 
for endometriosis. resections coded as secondary proce-
dures were also included. Main outcomes included 30-day 
overall complications, reoperations, readmissions, and 
length of stay (Los). the comparative cohort consisted 
of female patients undergoing elective resection for diver-
ticular disease. regression analyses were performed (using 
multiple logistic or Poisson, as appropriate) to determine 
the effect of disease indication on the main outcomes, 
adjusting for the Acs-nsQiP morbidity risk score and 
minimally invasive approach.

Results/Outcome(s): A total of 117,287 women under-
went colorectal resections between 2016-2020, of which 
590 (0.5%) had a diagnosis of endometriosis: mean age 
40.2y, mean bMi 27.8, and AsA iii+ 18.5%. the propor-
tion of colorectal resections performed for endometriosis 
significantly increased over time (p trend = 0.01). Most 
cases (80%) were performed by a general surgeon as primary 
surgeon (20% by gynecologists). A concomitant hysterec-
tomy and/or oophorectomy was performed in 30.7%. Most 
patients underwent proctectomy (56.8%) and a minimally 
invasive approach (laparoscopic 52.8%, robotic 18.4%, 
converted to open 7.4%, open 21.4%). A stoma was 

created in 64 patients (10.9%). the overall 30-day compli-
cation rate was 20.7%, including reoperation in 3.4% and 
readmission in 8.8%. Mortality occurred in 1 patient. the 
median Los was 4 days (iQr 3-5). colectomy-targeted 
data was available in 349 patients, of which 30 (8.6%) had 
an ileus and 11 (3.2%) had an anastomotic leak. When 
compared to female patients undergoing elective colorectal 
resection for diverticular disease, endometriosis patients 
had more overall 30-day complications (adjusted or 
1.70, 95%ci (1.38-2.09)), longer Los (adjusted irr 1.20, 
95%ci (1.16-1.25)) despite being significantly younger 
(40.2y vs. 61.3y, p<0.01) and less comorbid (AsA iii+ 
18.5% vs. 44.3%, p<0.01).

Conclusions/Discussion: these data demonstrate the 
relative higher surgical risk of endometriosis patients 
undergoing colorectal resection, particularly in compar-
ison to elective resection for diverticular disease. this 
highlights the need to identify modifiable predictors of 
worse outcomes and formulate evidence-based colorectal 
practice guidelines for endometriosis.

RISK FACTORS FOR SURGICAL SITE 
INFECTIONS AND TRENDS IN SKIN 
CLOSURE TECHNIQUE AFTER DIVERTING 
LOOP ILEOSTOMY REVERSAL: A MULTI-
INSTITUTIONAL ANALYSIS.

ePoster AbstrActs eP194

M. Mirande, n. McKenna, K. bews, s. Kelley, K. Mathis
Rochester, MN

Purpose/Background: Diverting loop ileostomy (DLi) 
closures are commonly performed with surgical site infec-
tions (ssis) being a problematic complication. For this 
reason, several techniques of skin closure have been advo-
cated for, with the American society of colon and rectal 
surgeons 2015 clinical Practice Guidelines highlighting 
the advantages of purse-string skin closure. therefore, we 
aimed to determine the incidence of ssis after DLi closure 
in a multi-institutional cohort of patients to identify poten-
tial risk factors for ssis and to assess temporal trends in 
skin closure technique.

Methods/Interventions: A retrospective review was 
conducted using the American college of surgeons 
national surgical Quality improvement Program database 
for adult patients who underwent a DLi closure between 
January 2012 and December 2021 across three sites of a 
multistate health system. Additional data, including skin 
closure technique, was obtained by retrospective chart 
review. skin closure technique was categorized as primary, 
primary + drain, or purse-string closure. the primary 
outcome was ssi at the former DLi site. secondary 
outcomes included trends in DLi closure technique over 
time and risk factors for ssis. Univariate comparisons and 
multivariable analysis were performed for risk factors for 
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ssis. cochran-Armitage trend test was used for analysis of 
skin closure technique over time.

Results/Outcome(s): A total of 678 patients underwent 
DLi closure (institution A, n=484 [71.4%]; institution 
b, n=101 [14.9%]; and institution c, n=93 [13.7%]). A 
stoma site ssi was diagnosed in 5.6% (n=38) of patients; 
6.6% (n=21) for primary closures, 5.5% (n=13) for 
primary closure + drain, and 3.3% (n=4) for purse-string 
closure (p=0.41). institution, diagnosis, and operative 
time were significantly associated with ssis on univariate 
analysis (p<0.05). on multivariable analysis, diagnosis was 
significant for crohn’s disease (odds ratio [or] 4.1, 95% 
confidence interval [ci] 1.2-13.3; p=0.02) and divertic-
ulitis (or 4.9, 95% ci 1.9-12.5; p<0.001) compared to 
cancer. closure type was 47.2% (n=320) primary, 35.0% 
(n=237) primary + drain, and 17.8% (n=121) purse-
string, and varied across institutions (p=<0.0001). there 
was a positive trend of purse-string closures performed 
across the institutions over time (p<0.0001) (Figure 1).

Conclusions/Discussion: rates of ssis across a multi-
state health system after DLi closure were lower than 
historically reported and did not vary by skin closure 
technique. Utilization of purse-string closure increased 
over time. DLi closure in patients with a diagnosis of 
crohn’s disease or prior diverticulitis was associated with 
an increased risk of ssis. Patients with crohn’s disease 
or prior diverticulitis may benefit more from purse-string 
closure than others.

Figure 1.

RECURRENT DIVERTICULAR DISEASE AFTER 
SIGMOIDECTOMY: A COMPARISON OF 
SURGICAL APPROACHES.

ePoster AbstrActs eP195

K. Goodman, P. culumovic, G. Wallenborn, G. sayre, 
m. foster, c. Humbert, M. beasley
Greenville, SC

Purpose/Background: Acute diverticulitis is a common 
colorectal disease with prevalence of up to 45% in 
western and industrialized countries. Approximately 
4-15% of patients with diverticulosis develop divertic-
ulitis. Historically, elective surgery for diverticulitis was 
recommended after 2 episodes. continually developing 

surgery techniques for sigmoidectomy, including robotic 
assisted sigmoidectomy (rAs), have fewer complications, 
less recurrence of disease, a decreased length of hospital 
stay, decreased pain scores, and better quality of life. 
With developing surgery techniques comes an increased 
incidence of elective sigmoidectomy over the past few 
decades. sigmoidectomy is usually performed to decrease 
diverticulitis; however, recurrence is possible. studies into 
risk factors of recurrence are limited, but one suggested 
colosigmoid anastamosis compared to colorectal anasto-
mosis may lead to increased risk. At our institution, we 
have noticed an increased recurrence of diverticulitis in 
patients who have undergone specifically rAs. the goal of 
this study is to use data to determine whether an increased 
rate of diverticulitis recurrence following rAs compared 
to laparoscopic or open sigmoidectomy exists.

Methods/Interventions: Patients over 18 years old who 
underwent elective sigmoidectomy from March 2016-April 
2022 were included. exclusion factors were emergency 
surgery, history of previous sigmoidectomy, and ostomy 
that was not reversed. Post operative recurrence was 
defined as diverticulitis as seen on abdominal ct.

Results/Outcome(s): nine out of 576 patients devel-
oped diverticulitis after sigmoidectomy, and there was no 
significant difference between open (0.9%), laparoscopic 
(1.1%), or robotic (3.1%) approaches (p=0.187). the 
length of specimen resected was significantly shorter in 
the robotic group than the open group (15.7cm vs 17.6cm, 
p=0.035), and the splenic flexure was mobilized in signifi-
cantly less patients in the robotic group (11.7%) than in 
the open (29%) or laparoscopic (34%) groups (p<0.001). 
Multivariable logistic regression revealed that the only 
factor that could positively predict diverticulitis recurrence 
was length of specimen resected. For each decreased cm 
of bowel resected there was a 16% increase in the odds 
of recurrence, regardless of surgical approach (odds ratio 
0.84, p=0.043).

Conclusions/Discussion: there was no statistical signif-
icance in development in recurrent diverticular disease 
between robotic assisted, laparoscopic or open surgical 
approaches. However, patients with less bowel resected are 
at an increased risk of developing recurrent diverticulitis 
following sigmoidectomy, regardless of surgical approach or 
mobilization of the splenic flexure. this could potentially 
mean that the increase use of the robotic assisted approach 
for elective sigmoidectomy could lead to a possible increase 
in diverticulitis recurrence given tendecy towards shorter 
specimen length.
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ENDOMETRIOSIS WITH COLONIC AND 
RECTAL INVOLVEMENT: SURGICAL 
APPROACH AND OUTCOMES IN 142 
PATIENTS.

ePoster AbstrActs eP196

H. Kessler, e. Lincango, A. christiansen, n. Foley, 
t. connelly
Cleveland, OH

Purpose/Background: endometriosis involving the 
colon and/or rectum (cre) is operatively managed using 
various methods. We aimed to 1) analyze patient demo-
graphics and surgical approach in consecutive cre cases 
in a high-volume endometriosis center and 2) determine if 
a more limited excision is associated with 30-day complica-
tions, symptom improvement and/or recurrence.

Methods/Interventions: All patients who underwent 
surgical management of cre between 2010-2018 were 
included. Univariable logistic and cox regression models 
were used to estimate the association between risk factors 
and symptom improvement and 30-day complications and 
time to recurrence. Multivariable logistic regression models 
assessed the independent risk factors for postoperative 
symptoms.

Results/Outcome(s): of 2,681 cases of endome-
triosis during the study period, 142 [5.3%, mean age 
35.4 (31.0;39.0) years, 73.9% stage iV] underwent cre 
excision (superficial partial=66.9%/ segmental=27.5%/
full thickness=1.41%). Minor complications (14.8%) 
were associated with blood loss (150 [112;288] vs 100 
[50.0;200]mls, p=0.046), sigmoid involvement (45.5% 
vs 12.2%, Hr 5.89 [1.49;22.5], p=0.01), defunctioning 
stoma (52.6% vs 8.9%, Hr 10.9 [3.65;34.1], p<.001) and 
segmental resection (38.5% vs 5.8%, Hr 9.75 [3.54;30.4], 
p<.001). superficial, partial thickness resection were 
associated with decreased risk (4.2% vs 36.2%), Hr 
0.08 [0.02;0.24], p<.001). Factors associated with major 
complications (8.5%) were: blood loss (250 [100;400] 
vs 100 [50.0;200] mls, p=0.03), open surgery (31.6% vs 
4.9%, Hr 8.74 [2.36;32.9], p=.001), stoma (42% vs 3.3%, 
Hr 20.3 [5.41;90.0], p<.001) and segmental colectomy 
(28.2% vs 0.97%, Hr 34.6 [6.25;876], p<.001). Partial 
thickness resection was associated with decreased risk 
(1.05% vs 23.4%, Hr 8.74 [2.36;32.9], p<.001). sixty 
percent reported symptom improvement (mean follow 
up=46.8 [12.8;73.1] months). no factors were associated 
with improvement. nineteen percent experienced disease 
recurrence. the cumulative recurrence incidence over 3 
years was 15.6%. open surgery (5.26% vs 21.3%, Hr 0.14 
[0.02;1.05], p=0.027) and superficial partial thickness 
excision (23.4% vs 10.6%, Hr 2.86 [1.08;7.59], p=0.027) 
were associated with recurrence. segmental resection was 
associated with decreased risk (7.69% vs 23.5%, Hr 0.27 
[0.08;0.91], p=0.024).

Conclusions/Discussion: Limiting resection to 
partial-thickness or full-thickness disc excision compared 

to bowel resection may improve complication risk but 
increase recurrence risk. A multidisciplinary approach is 
recommended to ensure the most appropriate intervention 
is performed and provides the best outcome.

ORAL HYDRATION AND REGIMENTED 
POSTOPERATIVE CLINCI VISITS DECREASE 
READMISSIONS FOR COLORECTAL SURGERY 
PATIENTS WITH ILEOSTOMIES.

ePoster AbstrActs eP197

K. Westfall1, P. suwanabol2, J. Albright1, c. ramm1, 
r. cleary1

1Ypsilanti, MI; 2Ann Arbor, MI

Purpose/Background: ileostomies constitute 20-43% 
of readmissions after colorectal surgery, most commonly 
due to dehydration/acute kidney injury (AKi) from high 
stoma output. targeted interventions at our institution 
previously decreased readmissions but not in the ileostomy 
patient subgroup. in addition to established enhanced 
recovery perioperative stoma education, additional inter-
ventions that include an oral sodium-glucose hydration 
solution protocol and frequent additional regimented 
standardized post-discharge clinic visits were designed to 
address readmissions in patients with ileostomies. the 
purpose of this study was to determine the impact of these 
interventions on ileostomy patient readmissions and other 
secondary outcomes.

Methods/Interventions: this is a retrospective compar-
ison of patients with ileostomies on an enhanced recovery 
colorectal surgery service before and after implementation 
of the targeted oral sodium-glucose hydration solution 
and post-discharge clinic visits that included standardized 
documented review of inputs and outputs, antimotility 
needs, appliance assessment, and re-education opportuni-
ties 4-7 days after discharge, at 30-days, and then every 1-2 
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weeks until no longer needed. the primary outcome was 
the readmission rate due to AKi between study groups. 
secondary outcomes included overall readmission and 
eD visit rates and readmissions and eD visits due to other 
diagnoses. Unadjusted differences were assessed using 
chi-square and t-tests. Adjusted analyses were done using 
inverse probability of treatment weighting (iPtW).

Results/Outcome(s): there were 312 patients that 
met inclusion criteria – 199 in the pre-intervention and 
113 in the post-intervention ileostomy groups. Mean age 
was 59.0 years, predominantly white (94.9%) and evenly 
split between men and women. the most common diag-
nosis was diverticulitis (43.3%); most common procedure 
was high anterior resection with diverting loop ileostomy 
(DLi) (38.8%) followed by low anterior resection with 
DLi (16.35%), and 59.9% were elective procedures. 
Patient and procedure characteristics in the pre- and 
post-intervention groups were well matched. After iPtW, 
the AKi readmission rate significantly decreased between 
the pre- and post-intervention study groups (45.7% vs 
16.5%, p=0.039). there were also significant decreases 
in AKi eD visits (12.0% vs 1.7%, p<0.001), and read-
missions from all causes (24.33% vs 10.6%, p=0.005). 
readmissions due to ileus increased (20.1% vs 52.9%, 
p=0.029). Average stoma output 24-hours before (776cc 
vs 625cc, p=0.005) and after (993cc vs 890cc, p=0.025) 
discharge significantly decreased in the post-intervention 
group.

Conclusions/Discussion: A sodium-glucose oral 
hydration solution and frequent regimented standardized 
post-discharge visits led by trained nursing staff decreases 
readmissions and eD visits in enhanced recovery colorectal 
surgery ileostomy patients.

PREVALENCE AND RISK OF COLORECTAL 
SURGERY IN LUNG TRANSPLANT RECIPIENTS.

ePoster AbstrActs eP198

t. Patel, n. Peterson, J. Magarinos, J. Poggio
Philadelphia, PA

Purpose/Background: Lung transplantation is associ-
ated with greater risk of colorectal cancer formation and 
increased rates and severity of diverticulitis. Despite the 
increased occurrence of colorectal diseases, there remains 
a paucity of literature regarding the frequency and safety of 
performing colorectal surgery in these patients. this study 
aims to determine the occurrence of colorectal surgery and 
risk factors associated with post-operative mortality and 
morbidity in this population.

Methods/Interventions: the nationwide inpatient 
sample (nis) database was used to identify lung trans-
plant recipients who had received abdominal surgery 
between the years of 2010 and 2019. Procedure type and 
post-operative mortality and morbidity was analyzed for 
this group. Univariate analysis was utilized to analysis 
predictors of mortality and morbidity.

Results/Outcome(s): 3277 lung transplant recipients 
were identified who had undergone abdominal surgery 
between 2010 and 2019. A total of 5785 abdominal 
procedures were performed in this cohort. of those, 3584 
(62.0%) were colorectal procedures. 772 (23.6%) patients 
received open total abdominal colectomy (tAc), 631 
(19.3%) received laparoscopic colectomy, 582 (17.8%) 
received colostomy formation, 581 (17.7%) received a 
Hartmann procedure, 529 (16.1%) received rectal resec-
tion, and 489 (14.9%) received laparoscopic tAc. the 
mortality rate was 6.9%. the most common post-procedure 
morbidities were respiratory failure in 953 (28.5%), renal 
failure in 847 (25.8%), and pneumonia in 634 (19.3%). 
non-elective admission (p=0.007, p<0.001, p=0.001, 
p<0.001) and admission to a non-teaching or rural hospital 
(p=0.04, p<0.001, p=0.0009, p<0.001) were independent 
predictors of mortality, respiratory failure, renal failure, 
and pneumonia.

Conclusions/Discussion: the most frequent abdom-
inal surgery underwent by lung transplant recipients is 
colorectal surgery. therefore, it is important to further 
evaluate this population and determine the safety of 
performing colorectal procedures. Mortality and morbidity 
were significantly increased in patients who underwent 
a non-elective admission. As such, urgent or emergent 
colorectal procedures should be undertaken with caution, 
and a thorough conversation regarding the increased 
risks should be undertaken. Additionally, admission to a 
teaching hospital was associated with improved mortality 
and morbidity compared to non-teaching or rural hospitals. 
in light of this data, early transfer of these patients to larger 
tertiary care centers should be considered to facilitate 
improved patient outcomes. Many colorectal procedures 
are often performed at rural or non-teaching centers, 
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however the specialized care available at large teaching 
centers which can address the patients’ respiratory, immu-
nosuppressant, and colorectal needs at a more advanced 
level may be essential to safely caring for this population.

MAJOR COMPLICATIONS OF SIGMOID 
VAGINOPLASTY: A CASE SERIES.

ePoster AbstrActs eP199

M. Meece, L. Weber, A. Hernandez, s. Danker, 
n. Paluvoi
Miami, FL

Purpose/Background: Gender affirmation surgery 
includes an array of procedures; of those, trans feminine 
genital reconstruction is most often achieved with either 
penile inversion vaginoplasty (PiV) or sigmoid vaginoplasty 
(sV). regardless of technique choice, multidisciplinary care 
is important. sV requires collaboration between colorectal 
and plastic surgeons. this collaboration must occur in both 
the index operation and in post-operative management. We 
present a series of two cases at a single institution with major 
complications and their subsequent management.

Methods/Interventions: Patient A underwent primary 
sV in 2017. one year postoperatively, she presented to 
the emergency department with abdominal pain, muci-
nous discharge, and an inability to dilate. ct imaging 
found abrupt narrowing of the sigmoid conduit with a 
fluid collection in the pelvis. An exam under anesthesia 
found a vaginal stricture that was subsequently dilated, 
but further endoscopy was concerning for perforation. 
Midline laparotomy revealed a 2 cm perforation of the 
necrotic appearing sigmoid conduit. this necrotic segment 
was resected at the level of the staple line to the phallus 
skin and removed. Patient b underwent primary sV in 
2016. she presented 3 years later with abdominal pain and 
leukocytosis, with ct imaging showing a dilated sigmoid 
conduit. exam under anesthesia revealed the neova-
gina was stenotic at the anastomosis with the sigmoid. 
confirmation by laparoscopy revealed a dilated and isch-
emic sigmoid conduit (Fig 1). the decision was made to 
resect the sigmoid conduit.

Results/Outcome(s): the invasive intra-abdom-
inal and pelvic portions of sigmoid vaginoplasty lead to 
numerous risks. consistent dilation after either PiV or 
sV is important to maintain sexual function and prevent 
stenosis. stenosis of the sigmoid conduit has further impli-
cations that can lead to surgical emergencies and loss of 
the neovagina. in both cases we describe diffuse stenosis 
of the neovagina as a result of failure of adequate dilation, 
and additional ischemia in the sigmoid conduit requiring 
resection. the interventions performed with a coordinated 
effort from plastic and colorectal surgery, while curative, 
led to cosmetic and functional morbidity in both patients.

Conclusions/Discussion: in contrast to penile vagino-
plasty, use of the sigmoid colon provides a more physiologic 

analogue to vaginal mucosa allowing for lubrication while also 
increasing depth of the neovagina in gender affirming surgery. 
both cases demonstrated failed dilation of their neovagina, 
which may have been avoided with consistent follow up 
and monitoring. Providing this education and follow up in a 
multidisciplinary setting can better address these patients and 
improve postoperative outcomes. While beneficial for recon-
struction, the sigmoid vaginoplasty comes with increased 
surgical complexity and unique risks. it is imperative that the 
team care approach be maintained postoperatively to monitor 
patients for any complication that may arise.

THE ROLE OF ABDOMINAL DRAINAGE 
AFTER LAPAROSCOPIC APPENDECTOMY FOR 
PERFORATED APPENDICITIS.

ePoster AbstrActs eP200

A. Kabli, H. AlHamly, A. Alrubaiaan, Y. Almuhanna, 
F. Abdulraheem, J. Alabbad
Safat, Kuwait

Purpose/Background: Perforated appendicitis is asso-
ciated with the development of postoperative collections. 
Abdominal drainage during appendectomy is thought 
to reduce the risk of the development of postoperative 
collections. the aim of the study is to determine the value 
of abdominal drainage in the reduction of postoperative 
collections.

Methods/Interventions: between september 2018 to 
June 2022, all patients (age > 7) diagnosed with perforated 
appendicitis, by imaging and confirmed by intraopera-
tive findings, and subsequently underwent laparoscopic 
appendectomy, from a university affiliated government 
hospital in the state of Kuwait, were included in the study. 
intraoperative drain placement was at the discretion of 
the surgeon. All patients received postoperative antibiotics 
for 7-14 days. Demographic, clinical, and perioperative 
characteristics were compared between patients who had 
intraoperative abdominal drain placement and those who 
did not. the primary outcome was development of post-
operative intrabdominal abscess. secondary outcomes 
included overall postoperative complications, length of 
stay (Los), readmission and postoperative percutanous 
drainage. Patients with non-perforated appendicitis were 
excluded from the study.
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Results/Outcome(s): there were 78 patients meeting 
inclusion criteria. of these 47 (60.3%) underwent intra-
operative abdominal drain placement. All appendectomies 
were performed laparoscopically with two patients requiring 
conversion to open approach in either group. in comparing 
patients with and without drains, patients were similar 
with regards to age, sex, and charleson comorbidity index 
(cci) (table. 1). Postoperatively, there was no difference 
in the development of intraabdominal abscess in patients 
who underwent intrabdominal drain placement compared 
to those who did not (10.6% vs. 6.5%, p=0.697). Patients 
with abdominal drains had a longer Los (4.7 (±1.4) vs. 
3.5 (±1.5), p=0.001). there was no difference in overall 
complications (19.1% vs. 6.5%, p=0.184), need for post 
operative intervention (8.5% vs. 3.2%, p=0.643) and 
readmission (6.4% vs. 6.5%, p=1.000). All readmissions 
were for postoperative intraabdominal abscess.

Conclusions/Discussion: this study suggests that 
intrabdominal drain placement after laparoscopic appen-
dectomy for perforated appendicitis does not prevent 
postoperative abdominal abscess and is associated with 
increased Los.

SAME DAY DISCHARGE FOLLOWING ELECTIVE 
LOOP OSTOMY REVERSAL: PARADIGM 
CHANGES FROM COVID-19.

ePoster AbstrActs eP201

A. iyer, J. Albright
Syracuse, NY

Purpose/Background: Patients undergoing loop ileos-
tomy or colostomy reversals routinely are admitted for 
postoperative care. the coViD-19 pandemic led to 
a paradigm shift in approaches to care due to staffing 
and inpatient bed limitations. As a result, feasibility of 
same-day discharge for appropriate patients was consid-
ered. this is a retrospective case series of 7 same-day 
discharges (sDD) following elective ileostomy reversal. 
objective: to describe the characteristics of patients 
for whom sDD following elective ileostomy reversal 
was possible, including comorbid conditions, American 
society of Anesthesiologists (AsA) score, and charlson 
comorbidity index (cci).

Methods/Interventions: retrospective chart review 
was performed of 37 patients who underwent elective loop 
ileostomy or colostomy reversal at our institution between 
March 2021 and August 2022. candidates for sDD were 
identified by the surgeon based on medical co-morbidities 
and other patient factors. they were counseled regarding 
outpatient reversal and signs of complications. Data were 
collected for patient demographics, surgical indication, 
cci score and AsA score. As this was not randomized, 
statistics are provided solely for subjective comparison.

Results/Outcome(s): Patient characteristics, indication 
for diverting ostomy, and survival estimates are listed in 
the table. of the 37 patients undergoing elective reversal, 
8 (21.6%) were sDD, 8 (21.6%) were discharged on the 
first postoperative day (PoD), and 24 (56.8%) beyond the 
first PoD. Five of 8 (62.5%) sDD patients had an AsA 
below 3, and only 1 of the 8 patients had an expected 
ten-year survival below 90% based on cci. one patient 
required readmission and adhesiolysis for a postoperative 
small bowel obstruction. of the 21 patients discharged 
beyond 24 hours from the operation, only 5 (23%) had an 
AsA below 3; 10 out of 21 (47%) had a predicted ten-year 
survival of <90% based on cci.

Conclusions/Discussion: same day discharge following 
elective loop ostomy reversal is a feasible approach selected 
patients. since nearly half of the patients were discharged 
by PoD 1, sDD may be possible for a larger percentage of 
patients Limitations: this was a single surgeon case series 
of non-randomized highly-selected patients.

ROBOTIC NICE PROCEDURE USING TRIPLE 
STAPLE LINE TECHNIQUE.

ePoster AbstrActs eP202

M. Doorly
Hillsboro, OR

Purpose/Background: studies show intracorporeal 
anastomosis have improved outcomes and fewer anasto-
mosis leaks. A recent study in presented in Dcr about 
robotic natural orifice intracorporeal anastomosis with 
transrectal extraction and colorectal end-to-end handsewn 
anastomosis was feasible and safe. this corroborates the 
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safety of earlier studies using handsewn eeA. no study 
to date evaluates the triple staple line technique (tsLt), 
otherwise known as a baker-type side to end anastomosis. 
the purpose of this retrospective single surgeon observa-
tional study is to compare the outcomes of tsLt compared 
to handsewn anastomosis for the nice procedure. benefits 
of tsLt intracorporeal anastomosis include a faster more 
uniform anastomosis that is easier to reproduce and stan-
dardize. My hypothesis is tsLt will lower anastomosis 
complication rate.

Methods/Interventions: All left-sided colorectal resec-
tion with planned anastomosis were performed using the 
DaVinci X platform between January 2019 to october 
2022. in December 2020 all subsequent diverticulitis were 
treated using the tsLt unless contraindicated (severe 
ileus, unstable patient, unprepped colon). nice was 
considered contraindicated for neoplastic, malignant or 
unknown disease. the specimen was routinely debulked 
and an Alexis was used during extraction. eeA stapler 
anvil was introduced and placed through specimen-side 
sigmoid colotomies. A proctoscope air leak test and flexible 
sigmoidoscopy was performed for all procedures.

Results/Outcome(s): 81 patients had robotic left-
sided resection with anastomosis. A total of 33 consecu-
tive diverticulitis patients underwent tsLt nice. the 
median age was 56 (eldest 76), average bMi 35 (highest 
56), average console time was 156 minutes, 55% female, 
51% had intraoperative abscess (1 fistula) and 12% were 
urgent. 18% (6) diverticulitis patients did not undergo 
nice because: colostomy (2), initially unknown disease, 
extraction through hernia repair, conversion to open lapa-
rotomy and a high stool burden. the average hospital stay 
was 2.6 days: 4 stayed 1 day, 14 for 2 days, 9 for 3 days, 
2 for 4 days, 2 for 5 days and 1 for 6 days. there were no 
anastomosis leaks, postoperative abscess or surgical site 
infections.

Conclusions/Discussion: Motivation to perform nice 
is well established because Mis hemicolectomy reduces 
ssi, decreases postoperative pain, opioid use and bowel 
recovery. smaller incisions also decrease adhesions, inci-
sional hernia and improves cosmesis. eliminating the 
specimen extraction incision exemplify these benefits. 
this case series demonstration the tsLt anastomosis 
to be equivalent to handsewn eeA and might be associ-
ated with less anastomosis leak. theoretically tsLt has 
decreased anastomosis variability by eliminating purse 
string bunching and standardizing operative skill level 
to allow for a flush eeA staple line that does not vary in 
thickness or cross staple lines. the tsLt may also prove 
an easier alternative for laparoscopic surgery.

STAPLED ANASTOMOSIS AFTER ELECTIVE 
SIGMOIDECTOMY FOR DIVERTICULAR 
DISEASE: DOES SIZE MATTER?

ePoster AbstrActs eP203

M. Zoccali, o. Jabi, A. Angistriotis, K. Herman, 
J. Knowles, D. schwartzberg, J. church, P. Kiran
New York, NY

Purpose/Background: A stapled anastomosis using a 
circular eeA-stapler has become the technique of choice 
to restore bowel continuity after sigmoidectomy for diver-
ticular disease. Multiple device diameter sizes are commer-
cially available, and the choice is made on a case-by-case 
basis depending on surgeon’s preference. no high-quality 
data is available assessing the clinical implications of the 
stapler size on postoperative outcomes in this population. 
the aim of this study is to determine if the eeA stapler size 
impacts perioperative morbidity or anastomotic outcome 
after sigmoidectomy 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 2012-
2022 were included; patients were excluded for emergent 
surgery, ileostomy creation, and incomplete technical data. 
the cohort was divided in 2 groups based on eeA-stapler 
size: 25-29mm and 30-33mm. Demographics, comorbidity, 
and intraoperative variables were retrieved. outcomes, 
including overall complication, surgical site infection, and 
anastomotic leak were assessed. Univariable association 
between eeA-stapler size and outcome was determined 
using Pearson chi-square or Mann-Whitney U test, as 
appropriate; statistical significance was defined as p<0.05.

Results/Outcome(s): 316 elective sigmoid colectomies 
with colorectal anastomosis were performed for divertic-
ular disease during the study period. Most of the anasto-
moses were performed with a 31-33mm stapler (56.3%). 
A 31-33mm eeA was used more frequently in male than 
female patients (77.8% vs 43.9%, p<0.01). Patients in the 
31-33mm group were significantly younger (median age 
57 vs 64 years, p<0.01), with a higher bMi (median 28 vs 
26, p<0.01). other demographics and comorbidities were 
similar in the two groups. the incidence of any 30-day 
post-operative complication was 13.0% (n=41); in the 
25-29mm eeA group, 21 (15.2%) had any complica-
tion, compared with 20 (11.2%) in the 31-33mm group 
(p=0.3). rates of surgical site infection, anastomotic leak, 
ileus, and other complications were also similar between 
the two groups (table 1). the retrospective nature of 
this series, and the arbitrary choice of stapler size, are 
potential sources of bias. these are mitigated by the large 
sample size, strict inclusion/exclusion criteria, and use of a 
prospectively collected database.

Conclusions/Discussion: the eeA-stapler size does 
not significantly impact 30-day morbidity or anastomotic 
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outcomes after elective sigmoid resection for diverticular 
disease in a high-volume center. these data suggest that, 
provided sound principles for anastomotic construction are 
followed, the eeA-stapler size choice can be safely left to 
the surgeon’s judgement.

PERISTOMAL MEDICAL ADHESIVE SKIN 
INJURY - A NEW OBSERVATION.

ePoster AbstrActs eP204

J. Dcruz, P. reilly, M. balakumar
Oceanside, NY

Purpose/Background: Peristomal Medical Adhesive 
related skin injury (MArsi) is a known entity that can 
drastically affect patient quality of life after the surgical 
creation of an ostomy. Upto 80 percent of patients with 
a newly created ostomy will experience stomal or peri-
stomal complications within the first 2 years. erythema, 
skin erosion or tears, bullae or vesicles caused by adhesive 
ostomy pouching appliances are considered peristomal 
MArsi. MArsi is caused when the skin-to-adhesive 
attachment is stronger than the skin cell-to-cell attach-
ment. As a result, the epidermal layers separate from the 
dermis. Adhesive removal results in the detachment of 
the superficial epidermal cell layers. our objective is to 
highlight a unique case series of four patients with peri-
stomal MArsi, believed to be a result of stretching of the 
abdominal wall skin post laparoscopic pneumoperitoneum 
creation.

Methods/Interventions: We observed peristomal 
epidermal damage observed at the first ostomy appliance 
change after laparoscopic ostomy creation in four patients. 
in all patients, standard ostomy appliances available at our 
institution were placed after desufflation of the abdomen 
and closure of incisions within the operating room. there 
was no difference in the technique used to place the 
ostomy appliance

Results/Outcome(s): in all cases, peristomal skin 
damage as seen in the figure was seen at the first ostomy 
appliance change. it appeared that MArsi occurred under 
the border adhesive tape component of the appliance, 

and not the hydrocolloid adhesive skin barrier. the skin 
damage in all patients was managed with local wound care 
and subsequently resolved.

Conclusions/Discussion: Peristomal MArsi is a 
common finding in patients with new ostomies. However, 
it generally develops over the first few months of ostomy 
adhesive appliance use. it is rarely observed within the first 
1-2 days of ostomy appliance use. risk factors identified are 
age, steroid use, location of stoma, and nutritional status. 
in our literature review, we did not find any data reporting 
peristomal MArsi specifically resulting from laparoscopic 
or robotic surgery. in our cases, the peristomal skin damage 
was related to the tape border and not the hydrocolloid 
ring immediately surrounding the stoma. We hypothesize 
that this may be a result of residual inflation or stretch 
of the skin of the abdominal wall as a result of pneumo-
peritoneum which subsequently improves after the first 
few days after laparoscopic surgery. skin tearing is painful 
and greatly impacts patient satisfaction. We suggest that 
the protective paper covering the adhesive tape border be 
left in place following laparoscopic ostomy surgery which 
might prevent this complication. the hydrocolloid adhe-
sive skin barrier immediately surrounding the stoma is the 
most critical component of the seal. the protective paper 
backing from the adhesive tape border may be removed at 
a later time.

SURGICAL MANAGEMENT OF 
DIVERTICULITIS: A SYSTEMATIC REVIEW AND 
NETWORK META-ANALYSIS.

ePoster AbstrActs eP205

c. becnel, A. Albuck, J. turner
New Orleans, LA

Purpose/Background: Perforated diverticulitis carries 
the risk of significant morbidity regardless of treatment. 
Historically, the Hartmann procedure has been the most 
widely-accepted surgical approach. recently, other surgical 
methods have been compared and described to be similar 
or preferred to Hartmann, including primary resection with 
anastomosis (with or without diversion) or laparoscopic 
lavage. this study seeks to compare operative approaches 
for perforated diverticulitis in traditional meta-analysis and 
in network meta-analysis techniques.

Methods/Interventions: We performed a systematic 
review of studies that managed surgical treatment of diver-
ticulitis. criteria for inclusion were: (1) a cross-sectional 
study design, prospective or retrospective cohort study, 
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case-control study, or clinical trial (2) diverticulitis which 
was perforated and classified as Hinchey iii and/or Vi 
(3) surgical management defined as one or more of the 
following: Hartmann Procedure, sigmoid resection with 
Primary Anastomoses, sigmoid resection with Primary 
Anastomoses with Diverting ileostomy, and Peritoneal 
Lavage.

Results/Outcome(s): After screening for our inclusion 
criteria, 12 studies were included in our study population. 
in total, 2724 were treated surgically for the treatment of 
diverticulitis, 1982 whom underwent Hartmann Procedure, 
455 sigmoid resection with Primary Anastomosis, 
105 sigmoid resection and Primary Anastomosis with 
Diverting ileostomy, and 182 for Peritoneal Lavage. When 
comparing Peritoneal Lavage with Hartmann, there was a 
trend toward increased mortality (rr 1.94 ci 0.95-3.95) 
and significant >30 day reoperation rate (rr 1.94 ci 1.13-
3.32) with Peritoneal Lavage, though there is significantly 
greater operative time (rr -104.15 ci -158.59, -49.49), 
likelihood of permanent stoma (rr 0.17 ci 0.04-0.67), 
and likelihood for cardiac event (rr 0.43 ci 0.21-0.86) 
with the Hartmann approach. there was a significantly 
increased likelihood for >iiib clavien-Dindo complica-
tion in Hartmann compared to Primary anastomosis with 
diversion (rr 0.31 ci 0.10-0.99). Hartmann also trended 
toward an increase in permanent stoma (rr 0.24 ci 0.05-
1.14) and overall wound infection (rr 0.27 0.06-1.15) 
when compared to Primary anastomosis without diversion.

Conclusions/Discussion: surgical management of 
perforated diverticulitis is uniquely amenable to network 
meta analysis because of the low number of surgical 
techniques typically used and the size of comparison 
data between them. our data suggests a need for focused 
patient selection and risk-adjusted decision making when 
determining the technique for an index operation, partic-
ularly when discussing Peritoneal Lavage compared to 
Hartmann procedure. our data also suggests the need for 
wider adoption of Primary anastomosis with or without 
proximal diversion as a safe and effective technique for 
perforated diverticulitis.

SURGICAL IMPACT ON OUTCOMES AFTER 
ENDOSCOPIC DETORSION FOR SIGMOID 
VOLVULUS.

ePoster AbstrActs eP206

A. Anderson, J. Dautel, n. Herold, P. Kondylis
Orlando, FL

Purpose/Background: this project compares the impact 
of operative approach (open vs. minimally invasive surgery 
[Mis]) and timing of resection in patients with sigmoid 
volvulus who underwent successful endoscopic detorsion, 
relative to the non-operative patient cohort. especially 
since many patients do not elect to proceed to resection.

Methods/Interventions: A retrospective chart review of 
the prospectively accrued HcA enterprise-wide database 
was undertaken from January 2016 to December 2021. 
Patients between 18 and 90 years of age with successful 
endoscopic detorsion were included. this resulted in 766 
patients being included in this study.
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Results/Outcome(s): no advantage was found for 
patients who were operated on in the first 48 hours 
after detorsion compared to those who were operated 
on after 48 hours. there was no statistically significant 
difference in mortality in patients who underwent an 
operation (open or Mis) compared to those who under-
went non-operative management. the Mis group was 
less likely to be readmitted within 90 days compared 
to those who underwent either open colectomy or 
medical management. Mis patients also had a signifi-
cantly shorter length of stay (Los) compared to those 
in the open colectomy group. there was no difference in 
anastomotic leaks or intra-abdominal abscesses between 
the open and Mis groups. elixhauser comorbidity index 
(eci) was predictive of Los and 90-day readmission, 
such that as the eci increases, so does the Los and like-
lihood of readmission.

Conclusions/Discussion: All resected patients did at 
least as well as the non-operatively managed cohort, based 
on mortality and readmission rates. Mis patients had 
similar Los and mortality rates with better readmission 
rates. in the absence of contraindication to Mis, Mis 
colectomy for sigmoid volvulus after endoscopic detor-
sion allows for better outcomes than the two studied 
alternatives: open resection and conservative medical 
management. resection, especially with Mis technique, is 
underutilized in this clinical setting.

INFECTION OF LUMBAR SPINAL FUSION AND 
POPLITEAL EMBOLUS IN THE SETTING OF 
COMPLICATED DIVERTICULITIS.

ePoster AbstrActs eP207

t. spencer, t. Plerhoples
Falls Church, VA

Purpose/Background: implant associated spinal infec-
tions are challenging to treat and finding the etiology 
of the infection is key for appropriate management. 
Moreso, septic thrombophlebitis is a rare complication of 
intra-abdominal infections, most commonly diverticulitis 
leading to superior mesenteric vein thrombus. We herein 
report a case of a 49-year-old male with prior lumbar fusion 
who presented with an acute limb in the setting of compli-
cated diverticulitis.

Methods/Interventions: review of case notes.
Results/Outcome(s): 49-year-old male who was trans-

ferred from an outside hospital for a cold left lower 
extremity. He presented with no sensation from the knee 
down and was unable to move his left leg, prompting a 
ct abdomen and pelvis with bilateral runoff. on this, it 
was found that he had occlusion of the left popliteal artery 
with no opacification, as well as sigmoid diverticulitis, 
with a large presacral abscess anterior to lumbar vertebral 
bodies and extended along the posterior aspect of the left 
external iliac vessels. Given the proximity of the abscess, 

it was thought to contribute to the implant-associated 
infection. During this hospital course, the patient under-
went left popliteal embolectomy with four-compartment 
fasciotomy followed by drainage of bilateral psoas abscesses 
with partial lumbar and sacral corpectomy, debridement 
of the spinal case with antibiotic bead placement; as well 
as multiple ir guided drain placements. He ultimately 
underwent Hartmann’s procedure with drainage of the 
large retroperitoneal abscess, with subsequent Hartmann 
reversal with small bowl resection and lysis of adhesions.

Conclusions/Discussion: spinal infections in the 
setting of colonic disease are a rare occurrence, and even 
more so embolisms. this is the first case of acute limb 
ischemia in the setting of complicated diverticulitis and the 
second case of spinal involvement in the setting of diver-
ticular disease. We report such a rare presentation as it 
underlies the importance for awareness so that appropriate 
treatment can be completed. Management of complicated 
diverticulitis with extracolonic complications such as these 
requires a multidisciplinary approach.

ACUTE GUT OBSTRUCTION FROM 
INTESTINAL ENDOMETRIOSIS AND 
SCHISTOSOMIASIS.

ePoster AbstrActs eP208

r. imperial, M. Lim, M. LoPeZ
Manila, Philippines

Purpose/Background: endometriosis, which affects 
10-15% of women, often presents with pelvic pain or 
infertility.1 Acute small bowel obstruction (sbo) may 
occur due to intestinal endometriosis. While schistoso-
miasis is endemic in the Philippines, particularly samar, 
Leyte and Mindoro2, the likelihood of bowel endometriosis 
with schistosomiasis is rarely documented. We present a 
case of sbo secondary to intestinal endometriosis and 
schistosomiasis.

Methods/Interventions: A 49-year-old female presented 
with a 4-week history of abdominal pain and decreased 
stool caliber. she had stable vital signs with a soft and 
distended abdomen that was nontender to touch. Plain 
abdominal radiographs showed dilated bowels loops with 
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differential air-fluid levels. nasogastric tube decompression 
was done at the emergency department (eD). A computed 
tomography (ct) scan showed a terminal ileal mass near 
the ileocecal junction with minimal passage of contrast. 
small bowels proximal to the mass were markedly dilated. 
this prompted surgical intervention.

Results/Outcome(s): intraoperatively, a stricture at 
10 cm from the ileocecal valve was determined to be 
causing the sbo. A limited right hemicolectomy was done, 
with proximal and distal oncologic margins required of 
a terminal ileal malignancy. on cut-section, submucosal 
fibrosis was noted. no mucosal lesion was evident. she 
was discharged well on postoperative day 6. biopsy showed 
endometriosis of the ileum, with incidental schistosomiasis. 
the patient was eventually treated with oral progestin for 
the endometriosis to address her pelvic pain, and given 
praziquantel for the schistosomiasis.

Conclusions/Discussion: intestinal endometriosis is 
a deep infiltration of ectopic endometrial tissue within 
the muscularis layer of the bowel, occurring in 5-12%3 of 
women. Most (70-93%) are found in the rectosigmoid.4,5 
terminal ileal endometriosis is uncommon, accounting 
for 4.1% of cases.6 these present with severe abdominal 
pain and obstructive symptoms. schistosomiasis is highly 
endemic in the Philippines. s. mansoni infestation outside 
the portal system may include the intestines, which is an 
ideal site for implantation due to its high vascularity.7 
this leads to lower abdominal pain, bleeding, and at 
times, intestinal obstruction.8,9 concurrent endometri-
osis and schistosomiasis is rare, but possible. A paper by 
Abrao (2006)4 described a patient with pelvic pain who 
underwent laparoscopic resection for a 4 cm rectosigmoid 
lesion. biopsy turned out to be epithelioid granuloma and 
calcified eggs of s. mansoni within an endometriotic lesion. 
endometriosis may be managed medically with progesto-
gens, and schistosomiasis treated with praziquantel. 
surgical management in both cases are done if patients 
present with obstruction, intractable pain, or perforation. 
no specific correlation has yet been established between 
endometriosis and schistosomiasis.

Figure 1. (A) ct scan showing terminal ileal mass, (b) intraoperative 
stricture at 10cm from ileocecal valve (c) cut specimen with absence of 
intraluminal extension of the stricture. PGH, 2022.

DIVERTICULECTOMY AS AN ATYPICAL 
SURGICAL TECHNIQUE IN ACUTE 
COMPLICATED DIVERTICULITIS OF THE LEFT 
COLON.

ePoster AbstrActs eP209

c. Guariglia, M. bardají bofill, r. Farre Font, L. sanchon, 
A. osorio ramos, s. Pardo Lopez, M. Font Prat, 
P. collera ormazabal
Manresa, Spain

Purpose/Background: We present a poster where we 
performed a surgical approach by mechanical intracorpo-
real diverticulectomy with endostapler and epiploplasty 
with stitches for an acute perforated diverticulitis of a 
single sigmoid diverticulum. solitary sigmoid diverticula 
are anecdotal and isolated diverticulectomy in complicated 
acute diverticulitis is a rare and controversial approach.

Methods/Interventions: A 66-year-old female patient 
came to emergency room with intense acute pain in the 
lower abdomen. on examination, she presented peri-
tonism predominantly in the left iliac fossa. Laboratory 
tests with leukocytosis and increased acute pase reactants. 
Abdominal ct scan showed diffuse pneumoperitoneum 
with free fluid.

Results/Outcome(s): Urgent laparoscopy was 
performed, revealing purulent peritonitis in the pelvis 
(Hinchey iii) and perforated diverticulitis of a single 
sigmoid diverticulum. in view of the indemnity of the rest 
of the sigmoid colon, mechanical intracorporeal diverti-
culectomy was performed with an endostapler and subse-
quently epiploplasty with stitches. correct postoperative 
period and hospital discharge after 6 days.

Conclusions/Discussion: Approximately 95% of 
patients with colonic diverticulosis in Western countries 
present diverticula in the left colon, these being multiple 
and most of them only in the sigma (65% of cases). the 
presentation in the form of isolated sigmoid diverticulum 
is anecdotal, being more frequent in Asian patients in the 
form of solitary cecal diverticulum. Acute diverticulitis 
is the most common complication of left colon divertic-
ulosis, and treatment varies according to the patient’s 
hemodynamic status/comorbidities and the severity of the 
diverticulitis. currently, in cases of acute diverticulitis with 
frank perforation and purulent peritonitis (Hinchey iii), 
urgent surgery is recommended. if the patient presents 
good preoperative conditions, segmental colectomy with 
primary anastomosis with/without protective ileostomy is 
recommended, while in cases of hemodynamic instability, 
Hartmann’s procedure is recommended. there is low 
scientific evidence to support diverticulectomy in cases of 
single complicated diverticulum in the left colon, mainly 
because it is a very rare entity. However, the evidence is 
greater in solitary cecal diverticula which, although being 
mostly observational studies, present good results and may 
suggest that it is a plausible surgical strategy in selected 
cases such as the one we present in this communication.
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ILEOCECAL INTUSSUSCEPTION IN AN 
ADULT PATIENT WITH GASTROINTESTINAL 
TUBERCULOSIS.

ePoster AbstrActs eP210

P. sunga, M. LoPeZ, J. reyes, M. Lim
Manila, Philippines

Purpose/Background: the prevalence of tuberculosis 
(tb) in the Philippines is tenth in the world. it also has one 
of the highest multiple drug resistant tb (MDrtb) cases. 
extrapulmonary including gastrointestinal tract infections 
are an important cause of morbidity and mortality espe-
cially in endemic areas. A Filipino male presented with 
abdominal pain, weight loss, and eventually intestinal 
obstruction. on imaging, a cecal mass with ileocecal intus-
susception was found. A right hemicolectomy was done 
and histopathology revealed gastrointestinal tuberculosis 
(Gitb).

Methods/Interventions: this is a case of a 56-year-old 
male presenting with a two-month history of abdom-
inal pain and weight loss. Abdominal distention and 
hyperactive bowel sounds were noted on physical exam. 
Abdominal computed tomography (ct) scan showed a 
long segment thickening of distal ileum telescoping into 
the cecum causing luminal narrowing of the distal ileum 
and the ileocecal junction with resultant dilatation of the 
proximal small bowels. the scan illustrated the classic 
target sign seen with intussusception. emergent lapa-
rotomy revealed a bulky cecal mass with an intussuscepted 
segment of ileum, multiple omental seeding, and enlarged 
mesenteric nodes. A right hemicolectomy with ileostomy 
and distal mucus fistula was performed.

Results/Outcome(s): the patient was discharged on 
the 3rd postoperative day. Final histopathologic report 
revealed chronic granulomatous inflammation with 
Langhan’s-type giant cells and caseation necrosis consis-
tent with tb. the patient has since been started on 
anti-tuberculous therapy (Att).

Conclusions/Discussion: the most common sites of 
extrapulmonary tb (ePtb) are the lymphatic system, 
genitourinary organs, bone, central nervous system, and 
the gastrointestinal tract. A local study in the same insti-
tution showed a total of 241 Gitb cases managed over an 
11-year period. intestinal obstruction due to an ileocecal 

mass was the most common indication for surgery, with a 
right colectomy being the most often performed procedure. 
Dubbed the “great mimic,” tb must be differentiated from 
other conditions such as malignancy and inflammatory 
bowel disease. Diagnosis is demonstrated by chronic granu-
lomatous inflammation with Langhans-type giant cells and 
caseous necrosis from biopsy. treatment involves a regimen 
of isoniazid, rifampin, pyrazinamide, and ethambutol for 
two months (intensive phase), followed by isoniazid and 
rifampin for four months (maintenance phase). if a patient 
develops complications such as obstruction, perforation, or 
bleeding, surgery may be indicated. our patient presented 
with intestinal obstruction from an intussusception caused 
by an ileocecal mass. Majority of intussusception in adults 
present with a pathologic lead point, commonly a malig-
nant neoplasm, needing surgical intervention. the absence 
of a histopathologic diagnosis led to the decision for an 
oncologic resection. However, upon confirmation of Gitb 
by histopathology, Att was given.

Figure (A) ct scan finding of intussusception showing the classic “tar-
get sign,” encircled in yellow; and (b) specimen with submucosal thick-
ening at the ileocecal area. PGH, 2022

RARE CASE OF SMALL BOWEL VOLVULUS 
FROM MECKEL’S DIVERTICULUM IN AN 
ADULT.

ePoster AbstrActs eP211

D. Hatague, M. LoPeZ, M. onglao
Manila, Philippines

Purpose/Background: Meckel’s diverticulum is consid-
ered the most common congenital anomaly of the gastro-
intestinal tract, and has been estimated to be present in 
2% of the general population. it may cause complications 
such as ulceration, bleeding, perforation, obstruction, and 
very rarely, tumor growth. Meckel’s diverticulum is not 
often the first diagnosis considered for many abdominal 
complaints. For this particular case, a 19-year old female 
patient presented with acute abdominal pain with allegedly 
no prior symptoms, and on physical exam her abdomen was 
distended with direct and rebound tenderness in all quad-
rants. the working impression was ruptured appendicitis. 
this turned out to be small bowel volvulus complicated by 
a Meckel’s diverticulum.
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Methods/Interventions: Work-up showed leukocytosis 
with a white blood cell count of 19.2 x 109/L. An abdom-
inal ultrasonography requested by the eD physician showed 
“minimal free intraperitoneal fluid collection, no evidence 
of a dilated compressible, blind-ended, tubular structure, 
which may represent an inflammed appendix.” With the 
impression of an ruptured appendicitis, the patient was 
referred to surgery and was brought to the operating 
room for laparotomy through a midline incision.

Results/Outcome(s): intraoperatively, 700 mL of foul-
smelling serosanguinous ascitic fluid was noted with 
necrotic twisted small bowels approximately 100 cm 
in length, beginning from 300 cm from the ligament of 
treitz. the patient underwent resection-anastomosis of 
the involved ileal segment. A 6 cm Meckel’s diverticulum 
15 cm from the ileocecal valve with enlarged mesenteric 
nodes was noted. the diverticulum was noted to be 
attached to the mesentery of the necrotic bowel loop. the 
appendix was normal. the patient was discharged well on 
the fourth postoperative day. the final histopathology was: 
“consistent with Meckel’s diverticulum, hemorrhage and 
necrosis consistent with volvulus.” After a year, the patient 
has remained well with no recurrence of abdominal pain.

Conclusions/Discussion: Meckel’s diverticulum is 
rarely diagnosed before surgery, especially in adults. the 
most common complication is intestinal obstruction which 
may be caused by various mechanisms: volvulus, intussus-
ception, Littre’s hernia, mesodiverticular band, stricture, 
enterolith, fibrous bands, and tumors. in this case, volvulus 
occurred wherein the small bowels twisted around the 
Meckel’s diverticulum that caused subsequent obstruc-
tion and ischemic necrosis, and eventual gangrene of 
the involved bowels. the diverticulum was noted to be 
attached to the mesentery which probably would have 
been the anchor point for rotation of the small bowels 
causing obstruction. Any surgeon should be prepared to 
properly manage a patient in the eventuality that intraop-
erative findings are not consistent with one’s preoperative 
diagnosis.

intraoperative photograph showing necrotic small bowels and the gross 
specimen resected showing a segment of necrotic small bowel that twist-
ed around a Meckel’s diverticulum (white arrow). the diverticulum was 
noted to be attached to a portion of the mesentery (white cross).

IMPACT OF PREOPERATIVE CHEMOTHERAPY 
ON PERIOPERATIVE MORBIDITY IN 
COMBINED RESECTION OF RECTAL CANCER 
AND LIVER METASTASES.

ePoster AbstrActs eP212

J. Done, s. radomski, A. Papanikolaou, M. stem, 
s. chen, c. Atallah, J. efron, b. safar
Baltimore, MD

Purpose/Background: combined resection of rectal 
cancer and synchronous liver metastases (sLM) is feasible 
in select patients. though preoperative chemotherapy is 
used to improve resectability, these regimens can be asso-
ciated with adverse effects on liver parenchyma. the data 
on whether preoperative chemotherapy increases post-
operative complications in patients undergoing rectal or 
hepatic surgery is conflicting. even less is known about the 
relationship between preoperative chemotherapy and early 
postoperative morbidity for patients undergoing combined 
resection of rectal cancer and sLM.

Methods/Interventions: retrospective cohort study 
using the national surgical Quality improvement Program 
database between 2016 and 2020.

Results/Outcome(s): Among 574 patients who under-
went combined resection of a primary rectal cancer and 
sLM, 450 (78.40%) received preoperative chemotherapy. 
there were no significant differences in the rates of 30-day 
overall and serious morbidity between patients who received 
preoperative chemotherapy and those who did not (34.22 
vs. 39.52%, p=0.275; 16.22 vs. 20.16%, p=0.302; respec-
tively) (table 1). Patients with preoperative chemotherapy 
exhibited similar rates of wound infections, bleeding 
complications, readmission, bile leak (preoperative chemo-
therapy 2.67 vs no preoperative chemotherapy 4.76%, 
p=0.415), and postoperative liver failure (4.13 vs 3.13%, 
p=0.999) as those without preoperative chemotherapy. 
Furthermore, patients with preoperative chemotherapy 
had lower rates of 30-day mortality, cardiac complications, 
and unplanned intubations. on adjusted analysis, there 
was no association between preoperative chemotherapy 
and overall and serious morbidity (adjusted or=0.78, 
95% ci 0.50-1.21, p=0.262; or=0.79, 95% ci 0.46-
1.36, p=0.401; respectively). similar findings were seen 
among patients undergoing high- and low-risk surgeries 
in the subgroup analyses. the study is limited by lack of 
granularity of data regarding chemotherapy regimens; 
specifically, the chemotherapy regimen, total duration of 
chemotherapy, and time elapsed between chemotherapy 
and surgery is not assessed. Additionally, patients who 
received preoperative chemotherapy and ultimately did 
not undergo surgery are not captured by the data.

Conclusions/Discussion: Preoperative chemotherapy 
does not appear to be associated with increased periopera-
tive morbidity in patients undergoing combined resection 
of primary rectal cancer and sLM.
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SHORT-TERM OUTCOMES AFTER OPEN 
VERSUS ROBOTIC ABDOMINOPERINEAL 
RESECTION: COMPARATIVE RESULTS FROM A 
TERTIARY COMMUNITY PRACTICE.

ePoster AbstrActs eP213

s. Mcnevin
Seattle, WA

Purpose/Background: Minimially invasive approaches 
to abdominal colectomy for both benign and malignant 
disease have become commonplace. More controversial 
howerver is its role for proctectomy especially for malig-
nant diagnoses. the aim of this study was to evaluate 
outcomes of both procedures at a tertiary community prac-
tice transitioning from open to robotiuc abdominoperineal 
resection (APr)

Methods/Interventions: A retrospective review of all 
patients undergoing APr from 2017 to 2021 in a tertiary 
community colorectal specialty practice was performed. 
Patient demographics, diagnosis and operative technique 
were obtained. Primary outcome variables were opera-
tive time, length of stay (Los) and surgical morbidity 
for the entire cohort and for individual surgeon were 
obtained. For patient with a malignant diagnosis intact 
mesorectum, tangential margin and lymph node harvest 
rate were obtained

Results/Outcome(s): A total of 140 patients were 
included: 91 (65%) underwent robotic APr while 49 
(45%) underwent open APr. the first year of the study 
was the last year of predominantly open (93%) APr while 
the next four were predominantly robotic (81%). the 
operative approach was at the discretion of the surgeon. 
the mean age of the entire cohort was 62 years, 53% were 
malemean bMi was 28 and 67% had had prior abdominal 
surgery. no significant differences in demographic factors 
were identified between groups. surgery was conducted 
for rectal cancer (80%), anal cancer (9%), inflammatory 

bowel disease (9%) and radiation proctitis (2%). A higher 
percentage of patients undergoing robotic APr had a 
malignant diagnosis (81 vs 49%). Mean operative time 
was similar beetween groups (robot 245 min vs open 239 
min). open conversion was required in 13% (12/91). A 
statistically significant improvement in Los was seen with 
the robotic approach (5.5 vs 7.2 days, r<0.5). the overall 
incidence of superficial ssi was higher in the open group 
(0 vs 6%) and deep space ssi was similar (9 vs 10%). For 
those with a malignant diagnosis no significant differences 
in complete mesorectum (78 vs 82%), positive tangential 
margin (10 vs 8%) and lymph node harvest rate (15 vs 12). 
operative volume was positiviely associated with improved 
operative time (199 vs 345 min)

Conclusions/Discussion: Adoption of the robotic plat-
form for APr in this study appears to offer improvement in 
Los and superficial ssi without extending operative time. 
there did not appear to be any compromise in short term 
oncologic outcomes associated with the robotic approach.

GOLDILOCKS AND THE THREE 
RESUSCITATION STRATEGIES: 
INTRAOPERATIVE FLUID MANAGEMENT 
IN THE SURGICAL TREATMENT OF RECTAL 
CANCER.

ePoster AbstrActs eP214

A. Fa1, A. Gamboa2, s. regenbogen3, J. Holder-Murray5, 
s. Abdel-Misih4, P. Wise6, G. balch2, A. Hawkins1

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

Purpose/Background: Fluid management is a key part 
of surgical therapy. in colorectal surgery, the enhanced 
recovery After surgery (erAs) pathway has guidelines on 
intraoperative fluid management, including maintaining 
euvolemia and avoiding excessive fluid perioperatively. 
However, there is no specific optimal fluid management 
strategy in the treatment of primary rectal cancer. We aim 
to evaluate intraoperative fluid management strategies in 
patients undergoing surgery for rectal cancer. We hypoth-
esize a restrictive or balanced strategy would correlate to 
decreased length of stay (Los).

Methods/Interventions: Adult patients with rectal 
cancer undergoing surgical resection from 2007-2017 
were identified in the Us rectal cancer consortium. 
Patients were excluded if they required emergency or 
palliative surgery, had ebL >500mL, or had preopera-
tive comorbidities affecting fluid administration (AKi, 
cKD, dialysis). Patients were grouped based on total 
volume of intraoperative crystalloid, albumin, and blood 
administration. based on previously described cutoffs, we 
defined a restrictive fluid management strategy as < 5mL/
kg/h, a balanced strategy as 5-8 mL/kg/h, and a liberal 
strategy as >8mL/kg/h. Primary outcome was postoperative 
Los. secondary outcomes were return of bowel function, 
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total complications and complications categorized by 
organ system. A retrospective analysis was performed 
using negative binomial (count data), logistic regression 
(binary outcomes), and ordinal logistic regression (ordinal 
outcomes) models to evaluate the effect of restrictive, 
balanced, and liberal fluid management strategies.

Results/Outcome(s): of 399 patients that were 
included in the study, 322 (80.7%) patients fell into 
the liberal fluid management group, 50 (12.5%) in the 
balanced group, and 18 (4.5%) in the restrictive group. on 
both univariable and multivariable analyses, both balanced 
and restrictive strategies had shorter Los compared to the 
liberal strategy (adjusted rr=0.9); however, these associ-
ations were not statistically significant. on multivariable 
analysis, age, AsA class, type of operation, and operative 
time were statistically associated with Los (all p-values 
<0.001). Fluid management strategy was not associated 
with return of bowel function, the median number of post-
operative complications, or postoperative creatinine. Age 
was significantly associated with return of bowel function 
(interquartile range or=2.16, p= 0.001).

Conclusions/Discussion: We did not observe an associ-
ation between the amount of iV fluid administered during 
surgical treatment of rectal cancer and Los or postop-
erative complications. instead, patient characteristics —
age, gender, AsA—and operation variables—operation 
type and time—are the primary drivers of post operative 
outcomes. Future strategies to improve postoperative care 
should focus on these areas rather than fluid management.

EXTRALEVATOR VERSUS CONVENTIONAL 
ABDOMINOPERINEAL EXCISION: 
COMPARISON OF TUMOUR PERFORATION 
AND CIRCUMFERENTIAL RESECTION MARGIN 
INVOLVEMENT, OUR SINGLE CENTRE 
EXPERIENCE.

ePoster AbstrActs eP215

s. sharma, V. kumar, M. roy
Kolkata, India

Purpose/Background: extralevator abdominoperineal 
excision (eLAPe) of rectal cancer, which entails excision 
of levator ani close to its bony origin, is more radical than 
the conventional abdominoperineal excision (cAPe). it 
has been shown to decrease tumour perforation (tuP) 
and circumferential resection margin (crM) involvement. 
However, in this era of neoadjuvant chemoradiotherapy 
(nAcrt) this may not be so in all patient. this study was 
undertaken to quantify the incidence of ioP and crM 
positivity in these two operations

Methods/Interventions: Data was captured prospec-
tively since the start of operation theatre in August 2011. 
the details of patients with rectal adenocarcinoma who 
underwent nAcrt followed by eLAPe or cAPe, were 
analysed. chi-square test was used to compare proportions 
using sPss® v.21; p value less than 0.05 was considered 
significant.

Results/Outcome(s): between August 2011 to August 
2021, 152 patients underwent these operations. based 
on the locoregional Mri staging and MDt decision, 124 
patients underwent nAcrt followed by either APe (24) 
or eLAPe (100). this cohort had 49 (39.5%) females 
and 75 (60.5%) males (median age: 51 years). there was 
10 weeks gap between nAcrt completion and surgery 
in both groups. the median size of the formalin-fixed 
tumour in each group was 3 cm. in the cAPe group tuP 
was noticed in 4 (17.4%) specimens while this was present 
in 4 (4%) patients who underwent eLAPe (p = 0.04). 
crM involvement (gross and microscopic) was seen in 8 
(33.3%) and 18 (18%) patients in the cAPe and eLAPe 
group respectively (p = 0.160).

Conclusions/Discussion: this study shows that the 
perceived oncological superiority of eLAPe may not be 
automatically so in all patients in this era of nAcrt. 
this finding is in keeping with contemporary literature. 
However, its inherent radicality combined with the ergo-
nomic ease of perineal dissection performed in prone posi-
tion makes it the standard operation.
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COMPARING ISOMETRIC TO STANDARD 
MRI SEQUENCES FOR ACCURACY IN 
DETERMINING RESPONSE TO NEOADJUVANT 
THERAPY IN RECTAL CANCER.

ePoster AbstrActs eP216

M. Drezdzon1, P. Knechtges2, J. calata1, c. Peterson1, 
K. Ludwig1, t. ridolfi1
1Milwaukee, WI; 2Baltimore, MD

Purpose/Background: rectal cancer management 
relies heavily on advanced imaging for diagnosis and 
monitoring. the national comprehensive cancer 
network (nccn) guidelines recommend pelvic Magnetic 
resonance imaging (Mri) for initial staging as well as 
restaging for those undergoing neoadjuvant therapy for 
locally advanced tumors. While Mri is an invaluable 
tool in rectal cancer treatment, it is imperfect. tumor 
depth has been found to be incorrect in up to one-third 
of pre-treatment Mris. incorrect assessment of residual 
tumor may exclude a patient from consideration of a watch 
and wait strategy, or perhaps worse, delay surgical treat-
ment of resectable disease. images obtained as isometric 
3t Mri sequences offer the possibility of viewing the 
rectum in three dimensions with improved image resolu-
tion. the aim of this study was to determine if Mri with 
the addition of isometric pulse sequences improves the 
accuracy of predicting complete response in those under-
going neoadjuvant therapy for rectal cancer.

Methods/Interventions: this was a single-institution, 
prospective, observational study that enrolled patients 
diagnosed with locally advanced rectal cancer between 
August 2017 and May 2021 who had received neoadju-
vant therapy but had not yet undergone surgical resection. 
Prior to surgery, or watch-and-wait surveillance, patients 
underwent an Mri that included an isometric Magnetic 
resonance (Mr) sequence (3D Hypercube, Ge). study 
Mris were reviewed by a radiologist who was blinded 
to the patient’s post-neoadjuvant pathologic or clinical 
outcome and any post-neoadjuvant treatment imaging.

Results/Outcome(s): 32 patients were enrolled, all 
underwent 3D Hypercube Mri and 25 (78%) patients 
underwent post-treatment Mri with standard sequences. 
10 (31.2%) patients were found to have a complete 
response (cr), 5 (15.6%) with pathologic cr and 5 
(15.6%) with clinical cr. Average time from end of 
treatment to study Mri was 102.7 days (range: 33-449). 
3D Hypercube Mri sensitivity was 55.6% and specificity 
was 35.7%, compared to sensitivity of 75% and specificity 
of 37.5% for standard Mri sequences. 17 patients had 
discordant 3D Mri and pathologic/clinical findings, 9 
(52.9%) were overstaged and 8 (47.1%) were understaged. 
10 patients had discordant standard Mri and pathologic/
clinical findings, 9 (90%) were understaged. 3D Mri 
correctly estimated cr in 5 (50%) cases, standard Mri 
correctly estimated cr in 6 (60%) cases.

Conclusions/Discussion: compared to standard Mr 
sequences, 3D isotropic Mr sequences were less sensitive 
and less likely to correctly predicted cr to neoadju-
vant therapy. However, 3D Hypercube Mri was more 
likely to overstage patients, compared to standard Mr 
sequences, suggesting greater ability to detect abnormali-
ties but an inability to delineate remaining tumor from scar 
tissue. Further work is needed to delineate these imaging 
characteristics.

MULTIDISCIPLINARY CONFERENCE FOR 
RECTAL CANCER – MEASURING PATIENT 
CARE IMPACT.

ePoster AbstrActs eP217

e. clement, J. Liu, A. Ghuman, A. Karimuddin, 
P. Phang, M. raval, c. brown
Vancouver, BC, Canada

Purpose/Background: Multidisciplinary conferences 
(MDc) are considered standard of care in the manage-
ment of rectal cancer. improved clinical staging and indi-
vidualized multimodality treatment are key goals of MDc. 
the current literature suggests pre-conference plans are 
changed by MDc discussion in 22-29% of cases. At our 
institution, MDc for all rectal cancer cases was established 
in July of 2015. this objective of this study is to determine 
the impact of MDc on clinical staging, investigations and 
management plans for rectal cancer patients treated at a 
quaternary care colorectal surgery center.

Methods/Interventions: At st. Paul’s Hospital, pre- 
and post-conference data were prospectively collected 
starting in 2015. specialist attendance was recorded. Pre 
and post-conference plans were recorded for each patient 
and categorized based on treatment plan. Post-conference 
plans were considered “changed” when patients had moved 
from one treatment category to another and “deferred” if 
the MDc had recommended additional investigations or 
consults prior to establishing a definitive plan. Descriptive 
analysis was performed for tabulation and summarization 
of data points.

Results/Outcome(s): between May 2021 and April 
2022, pre- and post-conferences plans were prospec-
tively recorded for 44 consecutive meetings. Pathology, 
radiology, Medical oncology and surgery were present 
for 100% of meetings and radiation oncology was present 
for 93% of meetings. in total, 276 patients were reviewed. 
imaging was reviewed in 95%, pathology in 24% and 
endoscopic images in 41% of cases. of the patients 
reviewed, 137 were new diagnoses of rectal adenocarci-
noma. radiology reports were changed in 26% (35/137) 
of patients, pathology reports 4% (5/137) and overall 
treatment plans were deferred in 15% (20/137) and 
changed in 27% (37/137) of patients. of the patients who 
were originally planned for immediate surgical interven-
tion, post-MDc treatment plan included neoadjuvant 
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therapy in 15% (6/40). For 10% (8/80) of patients who 
were originally planned for neoadjuvant therapy, post 
MDc treatment plan was surgery first. overall, 18% more 
patients (18/80 pre-conference to 33/80 post-conference) 
were recommended for total neoadjuvant therapy.

Conclusions/Discussion: MDc recommended changes 
to pre-conference plans 27% of the time. Further, MDc 
recommended additional investigations or consults 15% 
of the time. our study suggests comprehensive review by a 
team of treating physicians changes patient care plan in a 
consequential percentage of rectal cancer patients. Further 
investigation of the impact of MDc on patient outcomes 
is needed.

FACTORS ASSOCIATED WITH NOT 
UNDERGOING SURGERY FOR LOCALLY 
ADVANCED RECTAL CANCERS AND 
ITS IMPACT ON SURVIVAL: AN NCDB 
PROPENSITY MATCHED ANALYSIS.

ePoster AbstrActs eP218

s. chen, s. radomski, M. stem, A. Papanikolaou, 
A. Gabre-Kidan, s. Gearhart, J. efron, c. Atallah
Baltimore, MD

Purpose/Background: the traditional treatment para-
digm for patients with stages ii/iii rectal cancers has been 
neoadjuvant chemoradiation followed by curative intent 
surgery and adjuvant chemotherapy. the aims of this study 
were: 1) to assess factors associated with not undergoing 
surgery for locally advanced rectal cancers (LArcs) and 2) 
to compare survival outcomes of patients who underwent 
neoadjuvant+surgery+/-adjuvant therapy with those who 
underwent non-surgical therapy.

Methods/Interventions: Adult patients with stage ii/
iii rectal cancer who underwent chemotherapy only, 
radiation only, chemoradiation only, or neoadjuvant+-
surgery+/-adjuvant therapy were retrospectively analyzed 
from the national cancer Database (2004-2019). Patients 
who did not undergo surgery because it was not a planned 
course of treatment were excluded from the study. Factors 
associated with not undergoing surgery were identified 
using multivariable logistic regression. Propensity score 
matching was applied and produced well-balanced groups 
on all baseline characteristics. Kaplan-Meier and log-rank 
test were used for 5-year overall survival analysis stratified 
by stage and treatment type.

Results/Outcome(s): A total of 72,653 patients were 
identified, with 64,396 (88.6%) patients undergoing 
neoadjuvant+surgery+/-adjuvant therapy, 579 (0.8%) 
chemotherapy only, 916 (1.3%) radiation only, and 6762 
(9.3%) chemoradiation only. the proportion of patients 
who underwent surgery declined over the study period 
(95.6% in 2006 to 92.3% in 2019, p-trend <0.001) while 
the proportion of patients who refused surgery despite 
recommendations increased (1.5% to 4.5%, p-trend 

<0.001). on adjusted analysis, factors associated with not 
undergoing surgery for LArcs include older age (age ≥70: 
or 3.79, 95% ci 3.40-4.21, p<0.001), black race (or 
1.47, 95% ci 1.35-1.60, p<0.001), higher charlson/Deyo 
score (score ≥3: or 1.79, 95% ci 1.58-2.04, p<0.001), 
stage ii cancer (or 1.22, 95% ci 1.17-1.28, p<0.001), 
lower median household income, and non-private insur-
ance. chemotherapy only, radiation only, and chemoradia-
tion only were associated with worse 5-year overall survival 
compared to neoadjuvant+surgery+/-adjuvant therapy, 
regardless of stage in both unmatched and propensity score 
matched cohorts (Figure).

Conclusions/Discussion: surgery remains an integral 
component in the management of LArcs. Providers 
should engage in discussions with patients to understand 
patient perspectives, guide them towards surgery if deemed 
appropriate candidates, and address barriers to under-
going or refusing surgery. As organ preservation strategies 
continue to advance, providers should tread with caution 
and ensure that patients receive optimal treatment in 
rectal cancer care.

COLORECTAL AND THERAPEUTIC GI 
WORKING TOGETHER: WHAT IS THE ROLE 
FOR TRANSANAL MINIMALLY INVASIVE 
SURGERY (TAMIS) FOR BENIGN LESIONS?

ePoster AbstrActs eP219

r. Hu1, A. Lacaille-ranger2, M. tudorache1, H. Ahn1, 
t. Zhang1, L. Williams1, i. raiche1, H. Moloo1, 
r. Musselman1

1Ottawa, ON, Canada; 2Montreal, QC, Canada

Purpose/Background: transanal minimally invasive 
surgery (tAMis) provides a valuable alternative to radical 
surgery for resecting both benign and malignant diseases 
of the rectum. With the introduction and evolution 
of advanced endoscopic techniques such as endoscopic 
mucosal resection (eMr) and endoscopic submucosal 
dissection (esD), more complex lesions are being treated 
endoscopically. We have adopted a collaborative patient 
centered approach between colorectal surgery and gastro-
enterology (Gi) at our center. the objective of this study is 
to determine whether the reason for tAMis intervention 
has changed over time.
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Methods/Interventions: A retrospective cohort study 
was conducted of patients who underwent transanal endo-
scopic surgery (tAes, includes both tAMis and teMs 
platforms) from 2009 to 2020 at a single center. Primary 
outcome was indication for tAes over time, and they 
were analysed on a per-year basis. secondary outcomes 
include pathologies from both preoperative endoscopic 
biopsy and surgical specimen. A descriptive analysis was 
performed, results were presented graphically.

Results/Outcome(s): A total of 253 patients were 
included, 40% female, and mean age of 65 (25 to 95). 
73.6% of the patients were referred from regional commu-
nity hospitals. 40% of all lesions had attempted endoscopic 
removal, 12% were assessed by the advanced gastroenter-
ology therapeutics group. Malignancy represented 56.8% 
of all cases. the most common indication for tAes was 
rectal cancer (including malignant polyp) at 42%, followed 
by endoscopically unresectable polyp at 31%. there has 
been a shift towards more malignancy-related indications 
for tAes over time, where 81% were performed for 
malignant causes in 2019 and 100% in 2020, compared to 
a range between 29.4% to 59% from 2009 to 2018. the 
most common histology on endoscopic biopsy was invasive 
adenocarcinoma (45%), followed by adenoma without 
high-grade dysplasia (28%). similarly, the most common 
histology on post tAes pathology was invasive adenocar-
cinoma (36%), followed by adenoma without high grade 
dysplasia (28%).

Conclusions/Discussion: since the introduction of 
tAes in 2009 at this center, accompanied by the evolu-
tion of endoscopic techniques, the indication for the use 
of this platform has shifted from benign to malignant indi-
cations. A cooperative approach has led to less patients 
requiring transanal surgery for benign lesions. Further 
studies are needed to validate this trend in other centers, 
as well as to analyse the impact of advanced Gi therapeu-
tics team on the role and indication of tAes.

PATTERNS OF EXTENDED VENOUS 
THROMBOEMBOLISM PROPHYLAXIS AFTER 
DIVERSION IN RECTAL CANCER IN ALBERTA.

ePoster AbstrActs eP220

J. Hopkins1, H. Wang2, W. buie1

1Calgary, AB, Canada; 2Edmonton, AB, Canada

Purpose/Background: current guidelines suggest use 
of extended duration venous thromboembolism (eVtep) 
after proctectomy for rectal cancer. the role and patterns 
of use of eVtep and Vte events after diversion or 
non-curative resection are not well described. this patient 
population may also be at elevated risk of postoperative 
Vte, even in the absence of a pelvic dissection. the aim 
of this study was to describe current usage patterns, to 
quantify 90 day Vte rate and to identify any association 
between compliance and 90 day Vte rate.

Methods/Interventions: Using a provincial database, 
patients with rectal cancer who underwent surgery without 
pelvic dissection in the years 2012, 2017 and 2019 were 
identified. Demographics, disease stage, hospital, comor-
bidities, medications, specific surgery and 90-day Vte 
events were collected. compliance with eVtep was 
defined as a prescription in those discharged within 28 days 
and without therapeutic anticoagulation. Data on use of 
neoadjuvant or palliative therapy and whether definitive 
resection occurred was also collected. Data was compared 
using Fischer exact test and AnoVA.

Results/Outcome(s): A total of 115 patients were iden-
tified, of whom 54.8% has stage iV disease. Patients most 
commonly underwent diversion (89.5%) in the form of 
loop colostomy. subsequent definitive resection occurred 
in 27.0%. Fifteen (13.0%) were deceased within 90 days 
postoperatively. the use of eVtep was low at each time 
point. compliance rates were 17.9%, 34.8% and 21.4% in 
2012, 2017 and 2019, respectively (p=0.058). Presence 
of stage iV (or=0.23 p=0.019) and stage iii disease 
(or=0.25 p=0.041) and smaller hospital size (or=0.30 
p=0.049) predicted omission of eVtep in multivariate 
analysis. the 90-day Vte rate was 2.7%. none of these 
patients were discharged with eVtep. three patients 
had a second, definitive operation within 90 days. eleven 
patients had a Vte event beyond 90 days (63.6% within 1 
year) and most had stage iV disease (72.7%).

Conclusions/Discussion: the use of eVtep after diver-
sion or other non-curative surgical intervention remains 
low despite an elevated risk of Vte. the highest risk of 
omission was seen in those with stage iV disease, despite 
being known to have the highest risk of Vte. Quality 
improvement initiatives should target those with stage iV 
disease.
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SHORT-COURSE RADIOTHERAPY WITH 
CONSOLIDATION CHEMOTHERAPY VERSUS 
LONG-COURSE CHEMORADIOTHERAPY 
FOR RECTAL CANCER AT THE PHILIPPINE 
GENERAL HOSPITAL.

ePoster AbstrActs eP221

s. Manlubatan, M. LoPeZ, M. onglao
Manila, Philippines

Purpose/Background: colorectal cancer is the third 
most common malignancy worldwide, and the second 
most common cause of cancer-related deaths; about a 
third develop in the rectum. neoadjuvant therapy (nAt) 
is standard for locally-advanced disease. We compared the 
rates of sphincter-preserving surgery, short-term outcomes, 
and pathologic complete response rates in patients who 
received short-course radiotherapy with consolidation 
chemotherapy (scrt-cct) and long-course chemoradio-
therapy (Lccrt).

Methods/Interventions: this was a retrospective 
descriptive study that included rectal cancer patients 
who received scrt-cct, which was based on the 
rAPiDo (rectal cancer And Preoperative induction 
therapy followed by Dedicated operation) trial, or Lccrt 
prior to surgery at the PGH from January 2020 to August 
2022. the type of surgery done, short-term outcomes (i.e., 
nAt- and surgery-related morbidity and mortality), and 
histopathologic results were reviewed.

Results/Outcome(s): of the 65 patients (31 
scrt-cct, 34 Lccrt) included in the study, the 
median age was 58 years in the scrt-cct group, and 
62 years in the Lccrt group. Majority of the patients 
in both groups were female, at least clinical stage iiib on 
diagnosis, and tumors located in the low- to mid-rectum. 
stoma creation prior to nAt was significantly higher in 
the scrt-cct group (51.6%). three patients in the 
scrt-cct group had disease progression that resulted 
in unresectability of the tumor in two patients (6.5%), 
and death in one (3.2%). Most underwent open surgery 
(58.1% scrt-cct; 61.8% Lccrt). Majority of the 
patients underwent sphincter-saving surgery; no significant 
difference was seen between the groups. operative time 
was significantly shorter in the Lccrt group. both groups 
had surgery-related morbidity (22.2% scrt-cct; 9.7% 
Lccrt), but no surgery-related mortality. based on the 
modified ryan scheme for tumor regression, 37% of the 
patients in the scrt-cct group had poor or no patho-
logic response. Majority (48.4%) in the Lccrt group 
had partial response. comparing the two groups, a higher 
number of patients in the scrt-cct group had complete 
response (25.9% vs. 12.9%), although this did not reach 
statistical significance.

Conclusions/Discussion: Apart from a shorter oper-
ative time in the Lccrt group, no other significant 
differences in surgery-related and early oncologic outcomes 
were found between the two modalities. in a focus group 

discussion conducted among surgeons involved in the 
care of the patients, there were similar observations of 
more intense fibrosis in the scrt-cct group. the tissue 
edema seen after Lccrt appeared to have facilitated 
dissection. scrt-cct was preferentially given to patients 
with resectable stage iV disease. Ultimately, the choice of 
nAt for rectal cancer should be discussed by an MDt to 
improve quality of cancer care. investigation of the long-
term outcomes is currently being conducted.

table 1. Patient profile, type of surgery, short-term outcomes, and histo-
pathologic results of rectal cancer patients who underwent neoadjuvant 
therapy followed by surgery, January 2020 to August 2022.

SUBMUCOSAL LIFTING AGENT DURING 
EMR LEADING TO THE RADIOGRAPHIC 
UPSTAGING OF RECTAL CANCER: CASE 
REPORT AND WORD OF CAUTION.

ePoster AbstrActs eP222

A. shellito, P. Kozuch, n. Hoerter, Q. Liu, J. Moon, 
L. Lau, P. sylla
New York, NY

Purpose/Background: orise gel is a synthetic submu-
cosal lifting agent that was approved by the FDA in 2018 to 
aid endoscopic mucosal resection (eMr) and endoscopic 
submucosal dissection (esD) of large colorectal polyps 
and early-stage cancers. there have been reports that 
these submucosal agents can cause a distinct foreign body 
reaction histologically and have even caused a mass-like 
appearance endoscopically with concern for malignancy.1,2 
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We report a case of a 46-year-old woman with a mid-rectal 
tubulovillous adenoma (tVA) located 8 cm from the anal 
verge. the tVA was removed via eMr with the aid of 
orise gel with incidental finding of malignancy.

Methods/Interventions: biopsy results from the 
piecemeal eMr demonstrated a focus of poorly differ-
entiated carcinoma arising from the tVA with <1mm 
clear margin posteriorly (image 1A shows post eMr 
site). staging ct showed no evidence of metastases and 
pelvic Mri, completed 6 weeks post eMr to minimize 
artifact, demonstrated a mrt3n0 rectal mass with ques-
tionably threatened mesorectal fascia (image 1b). ceA 
was 1 ng/mL. on repeat sigmoidoscopy, there was no 
evidence of residual disease, but thickening of the biopsy 
site (image 1c). endorectal ultrasound confirmed ut3n0 
rectal mass (image 1D). Upon review at multidisciplinary 
tumor board, neoadjuvant treatment followed by tMe 
was recommended. the patient was reluctant to undergo 
chemoradiation and sought a second opinion at another 
institution, where biopsy of the prior eMr site demon-
strated fibrosis. based on the discrepancy between endo-
luminal, histologic and radiographic staging, the patient 
opted for upfront surgery, which was performed 3.5 months 
following initial eMr.

Results/Outcome(s): the patient underwent lapa-
roscopic low anterior resection without diverting loop 
ileostomy. she was discharged home on PoD3 without 
complication. Final pathology showed pt0n0 with 0/12 
positive nodes and no evidence of lymphovascular inva-
sion. the prior eMr site featured an ill-defined expansile 
mass-like lesion with associated acellular mucin-like mate-
rial and extensive foreign giant cell reaction, involving 
submucosa, muscularis propria, and subserosa, consistent 
with lifting agent granuloma.

Conclusions/Discussion: there are no reports of 
orise gel or other synthetic lifting agents leading to 
the radiographic upstaging of a rectal malignancy. this 
case demonstrates a potential diagnostic and treatment 
dilemma when submucosal lifting agents are used for eMr 
or esD of rectal tumors as a result of the foreign giant cell 
reaction these agents can cause. it is important to recog-
nize that synthetic lifting agents can lead to distortion of 
the rectal wall especially when injected into layers deep 
to the submucosa. Alternative lifting agents should be 
considered during eMr to prevent tissue distortion, and 
potential radiographic upstaging and overtreatment of 
rectal tumors.

SURGICAL OUTCOMES FOLLOWING 
IMPLEMENTATION OF A TOTAL 
NEOADJUVANT THERAPY PROTOCOL 
FOR RECTAL CANCER: A SINGLE CENTRE 
EXPERIENCE.

ePoster AbstrActs eP223

t. Gimon, A. chadi, J. Lukovic, A. De buck Van 
overstraeten, H. Macrae, M. brar, e. Kennedy
Toronto, ON, Canada

Purpose/Background: While total neoadjuvant ther-
apy(tnt) has recently received increasing acceptance 
for management of locally advanced rectal cancer, little 
is known about how tnt is being implemented into 
clinical practice outside of clinical trials. the objective of 
this study was to report how tnt was implemented into 
clinical practice, as well as the clinical outcomes associated 
with this approach in a tertiary care setting.

Methods/Interventions: this study is a retrospective 
case review of all patients newly diagnosed with rectal 
cancer for who tnt was recommended at rectal cancer 
Multidisciplinary cancer conference(Mcc) between 2 
academic sites from July 2021 to september 2022. An 
institutional protocol for the management of tnt was 
established and used to guide treatment decisions at Mcc. 
Demographics, treatment details and outcomes for each 
patient were collected.

Results/Outcome(s): tnt was recommended in 45 
of 104 patients. the results for the first 20 patients are 
reported here and data analysis is ongoing. Patients 
were recommended chemoradiotherapy (50.4 Gy) and 
chemotherapy (5-6 cycles cAPoX or 8 cycles FoLFoX) 
as either consolidation chemotherapy(cct) or induc-
tion chemotherapy(ict). the mean age at diagnosis 
was 55 years, 11 received cct, 9 ict. see Table 1 for 
baseline characteristics and surgical outcomes. in cct 
54.5%(6/11) had non-operative management as part of a 
watch and wait protocol(WW): 3 complete clinical respon-
se(ccr), 3 near complete response(ncr). An additional 
36.4%(4/11) underwent resection after tnt, 1 had palli-
ation and death before surgery. two of 4 WW had early 
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local regrowth with 1 going to resection (initial ccr), 1 
awaiting resection (initial ncr). A third WW (initial 
ncr) had local regrowth and developed liver metas-
tases; both were resected. in ict 33.3%(3/9) had surgery 
after tnt, 44.4%(4/9) underwent WW (3 ccr, 1 ncr 
with treated lung metastases), 1 patient refused surgery 
(then developed unresectable metastases), 1 patient’s final 
status is unknown (awaiting re-staging after tnt). nine 
patients had resection of the primary tumour(7) or local 
re-growth(2). total mesorectal excision(tMe) was incom-
plete in 1, 2 had r1 resections (all primary resections). At 
diagnosis 40%(8/20) would have required abdominoperi-
neal resection(APr), only 10%(2/20) had APr after tnt. 
none had an anastomotic leak, or emergency re-operation.

Conclusions/Discussion: our centre implemented a 
tnt protocol for locally advanced rectal cancer and 
early results suggest this is feasible. the first 20 patients 
resulted in a relatively high rate of ccr 30%(6/20) and 
WW 50%(10/20). Despite tnt 10%(2/20) developed 
unresectable disease and were palliated (1 died). tMe 
for the primary tumour was performed in 45%(9/20): 
22.2%(2/9) for local regrowth, APr in 22.2%(2/9). these 
results stress the importance of monitoring oncologic and 
surgical outcomes after tnt to ensure they do not deviate 
from standard care.

table 1: baseline patient characteristics and final surgical outcomes

DOES THE PRESENCE OF HIGH TUMOR 
INFILTRATING LYMPHOCYTES CORRELATE 
WITH COMPLETE PATHOLOGICAL RESPONSE 
AFTER NEOADJUVANT THERAPY FOR 
LOCALLY ADVANCED RECTAL CANCER.

ePoster AbstrActs eP224

K. Fatouh, i. Ashgar, A. singh, H. Gharib, s. Adusumilli, 
A. Abdalla, M. barawi, A. Alame, Z. Kafri, A. Aref
Detroit, MI

Purpose/Background: Prior work from our center and 
others reported a positive correlation between favorable 
survival outcomes and the presence of a high degree of 
tumor infiltrating Lymphocytes (tiLs) in breast cancer. 
organ preservation as a management strategy for locally 
advanced rectal cancer (LArc) is gaining wide accep-
tance world wide. Accurate clinical staging after comple-
tion of neoadjuvant therapy is critical for the success of this 
approach. identification of pathological tumor factors that 
predict a favorable tumor response may aid in improving 
the accuracy of clinical staging after preoperative therapy 
is completed. this study aims to investigate whether there 
is a correlation between the presence of high tiLs in 
the biopsy specimens obtained at time of diagnosis and 
achieving complete pathological tumor response (Pcr) 
after neoadjuvant therapy

Methods/Interventions: We retrospectively reviewed 
the medical records of patients diagnosed with LArc in 
our institution during the period of 2009 to 2020. We 
also retrieved and re-examined the pathological slides of 
the tumor biopsy obtained at the time of diagnosis. We 
quantified the presence of tiLs as low (Less than 10%) 
intermediate (15-55%) or high (more than 55%) cases 
were eligible for this review only if their clinical presenta-
tion at diagnosis mirrored our eligibility criteria for enroll-
ment in our current organ preservation phase ii trials. the 
availability of the pathological slides from the diagnostic 
biopsies was an additional requirement

Results/Outcome(s): Forty patients represent the study 
population. 40 patients with clinical stage t2(1), t3 
n0(29) and t3 n1(10), t3 n2(0). All patients were 
treated by preoperative radiotherapy to a total radiation 
dose between 45-50.4 Gy given concurrently with 5FU 
or capecitabine. 10 of the patients also received induc-
tion FoLFoX chemotherapy regimen. the time interval 
between completion of radiation therapy and surgical 
resection ranged between 2 to six months. Low tiLs was 
identified in 17 (42%) cases while intermediate and high 
tiLs were reported in 18 (45%) and 5 (13%) respectively. 
complete pathological response was noted in 15 out of 
40 cases (38%). the number of cases achieving Pcr and 
presented with low or intermediate tiLs is 6 and 9 respec-
tively. none of the cases with high tiLs achieved Pcr.

Conclusions/Discussion: We could not establish from 
this study the presence of a correlation between achieving 
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Pcr after completion of neoadjuvant therapy and the 
extent of tiLs in the biopsy specimen taken at time of 
diagnosis. our study is limited by its retrospective nature 
and small size.

THE INCIDENCE OF UNPLANNED 
LAPAROSCOPIC CONVERSION TO OPEN 
RESECTION DURING RECTAL CANCER 
SURGERY AND ITS NEGATIVE IMPACT ON 
PERIOPERATIVE OUTCOMES.

ePoster AbstrActs eP225

D. thompson1, c. tran1, J. chang1, A. Mishra1, 
M. suraju1, P. Goffredo2, i. Hassan1

1Iowa City, IA; 2Minneapolis, MN

Purpose/Background: in general, conversion to an 
open approach during laparoscopic surgery can occur for 
patient and disease related factors and impact postoper-
ative outcomes. Despite being a challenging operation, 
laparoscopic rectal resections are considered as being the 
standard surgical approach for treating rectal cancer. Most 
of the data on conversion during laparoscopic rectal resec-
tions comes from institutional studies or controlled trials, 
with a paucity of data in a “real-life” cohort. Utilizing the 
American college of surgeons national surgical Quality 
improvement Program (Acs-nsQiP) dataset we eval-
uated patient and disease related factors associated with 
laparoscopic conversions during rectal cancer surgery and 
its impact on 30-day perioperative outcomes.

Methods/Interventions: the Acs-nsQiP colectomy- 
and proctectomy-targeted databases were queried for 
rectal cancer patients who underwent a laparoscopic and 
unplanned laparoscopic conversion to open resection 
during a low anterior resection (LAr) or an abdomino-
perineal resection (APr). Univariate and multivariate, 
stepwise logistic regression analyses were used to determine 
factors leading to conversion to open and the effect of 
conversion on postoperative morbidity.

Results/Outcome(s): A cohort of 4,289 rectal cancer 
patients (mean age: 61; mean bMi: 28.0 kg/m2, 60% male) 
were analyzed, of which 812 (18%) patients underwent a 
laparoscopic conversion to open resection. there were no 
differences in conversion rates between APr and LAr 
(18% vs 19%; p =0.49). on multivariate logistic regres-
sion, patient factors including male gender, obesity, and 
AsA class ≥3, and disease factors including (y)pt3-t4 
staging were associated with laparoscopic conversion (all 
p <0.05) (Figure). compared to laparoscopic resections, 
conversion was associated with increased 30-day compli-
cations (16% vs 26%), readmission rate (16% vs 21%) and 
length of stay (6 vs 7.7 days) (all p <0.05) but not with 
returning to the operating room (5% vs 6%, p = 0.31).  
on multivariate logistic regression, conversion to an open 
resection was associated with a higher incidence of compli-
cations (or 1.55, ci [1.22-1.97], p <0.001). Additionally, 

other factors such as diabetes, coPD, hypoalbuminemia, 
and (y)pt3-t4 staging were independently associated with 
increased morbidity (all p <0.05).

Conclusions/Discussion: Almost one in six patients 
undergoing a laparoscopic rectal resection require conver-
sion to an open resection. this is comparable to large, 
controlled trials but higher than what is seen in institu-
tional studies. conversion is associated with increased risk 
of morbidity however factors associated with conversion 
are not necessarily modifiable. While laparoscopic rectal 
resections are technically feasible, the adverse impact of 
conversions should be carefully considered in the selection 
of operative approach for patients undergoing proctectomy 
for rectal cancer.

MULTIDISCIPLINARY APPROACH TO A 
PRESACRAL SOLITARY FIBROUS TUMOUR: A 
CASE REPORT.

ePoster AbstrActs eP226

L. Lior-Liechtenstein, J. Hernandez, M. roxas
Pasig City, Philippines

Purpose/Background: Highly vascularized tumours 
found in the presacral area present a challenge for surgical 
management. We present a large presacral tumour success-
fully resected through the efforts of a multidisciplinary 
team consisting of colorectal surgery, orthopedics, vascular 
surgery, urology, interventional radiology, and neurology.

Methods/Interventions: A previously well 52-year-old 
female presented with 4 months of bladder fullness and 
painless hematuria. Abdominal computed tomography 
showed a large lobulated soft tissue tumour in the presacral 
area. she was advised resection and underwent explor-
atory laparotomy but was deemed unresectable due to 
bleeding and dense adhesions. core needle biopsy done 
instead revealing hemangiopericytoma and referred to 
our center for further management. At our institution 
a multidisciplinary team was formed to review the case. 
Pelvic magnetic resonance imaging showed a well-defined 
soft tissue presacral mass extending from s1-s5 measuring 
11cm with mass effects on the rectum and urinary bladder. 
the mass was supplied by the lateral sacral arteries with a 
prominent vascular pedicle at s4-s5. Preoperative emboli-
zation of the tumour was done achieving complete angio-
graphic devascularization of feeding vessels. Preoperative 
cystoscopy and bilateral ureteral stent insertion was also 
done. she underwent posterior pelvic exentration with en 
bloc excision of presacral hemangiopericytoma, extensive 
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adhesiolysis, segmental terminal ileal resection and anasto-
mosis, end colostomy, sacrectomy s2-s5 and laminectomy 
s1+s2.

Results/Outcome(s): intraoperatively noted a firm 
well-encapsulated mass densely adherent to the anterior 
border of the sacral spine from distal portion of s2 to the 
coccyx. the anterior portion of the s2 body was noted to 
have very soft bone tissue, although negative for tumor on 
frozen section. there were dense adhesions of small bowel 
to anterior abdominal wall, cecum, sigmoid colon. no 
carcinomatosis or ascites seen. the combined approach 
allowed us to mobilize the sacrum and tumour posteriorly 
and release the adhesions to the pelvic wall and bowels 
anteriorly. en bloc resection would not have been possible 
with a single approach. Final histopathology revealed a 
10.4cm solitary fibrous tumor with clear surgical margins. 
immunohistochemistry panel: cD34 diffusely positive, 
stAt6 positive, PancK negative, s100 negative, sMA 
negative confirmed the diagnosis.

Conclusions/Discussion: this tumour has interme-
diate risk for metastasis (31% at 5 years and 50% at 10 
years) based on validated risk stratification models. Data 
shows no role for adjuvant chemotherapy for a completely 
resected tumor with negative margins. there is also no 
established role for radiotherapy in solitary fibrous tumors, 
highlighting the importance of a complete surgical resec-
tion. this case illustrates the benefit of a multidisciplinary 
approach used in successfully removing a large and highly 
vascularized presacral soft tissue tumour.

Fig 1. stages in the multidisciplinary approach to resection of a  
presacral tumor A. Pre and post-embolization showing devascularization 
of the tumor b. 3-D reconstruction using brainLab™ software for intra-
operative guidance c. Posterior approach with sacrum exposed

THE ROLE OF LATERALITY IN THE 
MANAGEMENT OF ENDOSCOPICALLY 
RESECTED MALIGNANT COLONIC POLYPS: A 
POPULATION-BASED ANALYSIS.

ePoster AbstrActs eP227

L. Weaver1, s. Mott3, A. shaukat2, W. Gaertner1, 
r. Madoff1, G. Melton-Meaux1, i. Hassan3, P. Goffredo2

1Minneapolis, MN; 2New York, NY; 3Iowa City, IA

Purpose/Background: A malignant polyp is defined 
as one with cancerous cells infiltrating the submucosa 
(pt1). endoscopic resection is considered an appropriate 
treatment for t1 polyps with favorable characteristics 
including negative margins, low histologic grade, and no 
angiolymphatic invasion. While right-sided location has 
been associated with worse prognosis in advanced stage 
colon cancer, current evidence on the prognostic impli-
cation of laterality in t1 polyps is limited. We hypothe-
sized that malignant polyps located proximally, similar to 
right-sided colon cancers, would be associated with worse 
outcomes than distal t1 polyps following curative endo-
scopic resection.

Methods/Interventions: the surveillance, 
epidemiology, and end results (seer) database was 
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analyzed to identify adult patients with a t1nxMx colon 
adenocarcinoma who underwent endoscopic polypectomy 
alone between 2003 and 2019. Patients with overlapping 
or unknown tumor locations, treated with radiation or 
chemotherapy, or more than one lifetime diagnosis of 
cancer were excluded. cox proportional hazard models 
were employed to estimate the effect of patient and disease 
characteristics on overall survival (os) and cancer-specific 
survival (css).

Results/Outcome(s): A total of 3,367 patients were 
identified in the database: 17% (n=559) had proximal t1 
polyps. endoscopically resected proximal malignant polyps 
were more common in patients who were older (median 
age: 73 vs 62 years, p <0.01). Among those with complete 
pathologic data, median tumor size was similar between 
the two groups (proximal: 0.6cm vs. distal: 0.8cm). the 
5-year os was 64% vs. 83% for proximal and distal malig-
nant polyps (Figure 1A), while the 5-year css was 91% 
vs. 96%, respectively (Figure 1b). After adjustment for 
available patient and tumor factors, proximal polyp loca-
tion remained significantly associated with worse os (Hr 
1.59, 95% ci 1.36-1.87, p <0.01) and css (Hr 1.66, 95% 
ci 1.15-2.38, p <0.01).

Conclusions/Discussion: Despite the excellent 5-year 
survival of endoscopically managed pt1 polyps, proximal 
location within this population-based cohort was inde-
pendently associated with a significantly lower os and 
css. this observation substantiates the fact that tumor 
location is a relevant prognostic factor for colon cancer 
even at very early stages. therefore, these data suggest 
that laterality should be considered when determining 
management and/or surveillance protocols of endoscopi-
cally excised pt1 polyps.

CLINIC OR OPERATING ROOM: DOES 
LOCATION OF HIGH RESOLUTION ANOSCOPY 
FOR ANAL DYSPLASIA INFLUENCE PATIENT 
FOLLOW-UP?

ePoster AbstrActs eP228

H. Williams, t. Vercueil, A. siddula, c. Fong, s. Kim
New York, NY

Purpose/Background: A common surveillance strategy 
for patients at high-risk of anal dysplasia involves annual 
anal pap smear followed by either in-office or oper-
ating room (or) based high-resolution anoscopy (HrA). 
Despite the known progression of high grade anal intraep-
ithelial neoplasia (Ain) to anal squamous cell carcinoma 

(Ascc), dropout rates among patients in annual screening 
programs remain high with little understood about factors 
that influence follow-up. this study examines whether 
patients undergoing an or-based HrA with monitored 
anesthesia care (MAc) have better follow-up rates 
compared to those receiving an in-office procedure with 
topical lidocaine.

Methods/Interventions: From 2018-2021, demo-
graphic, clinical, and pathologic data for patients receiving 
an HrA after abnormal anal pap smear were retrospec-
tively reviewed. two experienced colorectal surgeons 
performed all HrAs with procedure location determined 
at the provider’s discretion. the follow-up group included 
patients who obtained a repeat anal pap smear within 18 
months of HrA. Histology results were categorized as 
benign (normal or negative biopsy), low-grade dysplasia 
(Ain-1) or high-grade dysplasia (Ain-2, Ain-3, carci-
noma in situ). A multivariable logistic regression model 
accounting for baseline characteristics, comorbidities, 
follow-up during coViD-19, histology and HrA location 
was built to define predictors of follow-up.

Results/Outcome(s): 253 patients with abnormal anal 
pap smears underwent HrA during the study period, with 
52.2% of all patients and 32.2% of those with high-grade 
dysplasia (HGD) lost to follow-up. over half (58.5%) 
of HrAs took place in clinic. of the 17% of patients 
who required two procedures, the most common reasons 
for inability to complete in-office HrA included exten-
sive disease (41.8%), inadequate visualization (14%) and 
patient discomfort (11.6%). compared to patients who did 
not return to clinic, patients with HiV (65.3 vs. 51.5%; 
p=0.027), prior diagnosis of dysplasia (19% vs. 8.3%; 
p=0.013), history of anal procedures (19% vs. 8.3%; 
p<0.001), and HGD (35% vs. 16%; p=0.002) had signifi-
cantly higher follow-up rates. on multivariable logistic 
regression analysis, history of anal procedures (or 3.45; 
95%ci 1.48-8.29) and HGD (or 2.34; 95%ci 1.10-4.97) 
remained independent predictors of follow-up. Dropout 
rates did not differ by HrA location.

Conclusions/Discussion: Long-term surveillance and 
prevention of Ascc among high-risk groups remains a 
challenge, with large numbers of patients failing to return 
for repeat screening. While this study demonstrates that 
HrA location does not appear to impact patient follow-up, 
our results highlight a concerning dropout rate of 32.2% 
among patients with HGD. Future research should focus 
on developing interventions that improve adherence to 
surveillance programs and on defining an ideal screening 
interval.
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FACTORS ASSOCIATED WITH HIGH-GRADE 
SQUAMOUS INTRAEPITHELIAL LESION 
RESOLUTION IN ANAL CANCER SCREENING.

ePoster AbstrActs eP229

J. Zhang, M. Geba, Y. newberry, L. Quass-Ferninand, 
t. thomas, s. Hoang
Charlottesville, VA

Purpose/Background: High-resolution anoscopy 
(HrA) with treatment of anal high-grade squamous 
intraepithelial lesions (HsiLs) has been recently shown 
in a randomized controlled trial to significantly lower the 
risk of anal cancer among people with human immuno-
deficiency virus (PWH) compared to monitoring without 
treatment. We sought to characterize associations between 
patient-specific and treatment factors with successful HsiL 
resolution.

Methods/Interventions: We conducted a retrospective 
study of 62 PWH who underwent HrAs with treatment at 
the University of Virginia from 12/01/17 to 07/01/22 with 
collection of demographic and clinical data. All included 
participants were ≥30 years old with ≥2 HrAs with treat-
ment and ≥1 HsiL lesion on biopsy. Poisson and logistic 
regressions were used to assess factors associated with 
HsiL resolution and HsiL recurrence after resolution.

Results/Outcome(s): of the 62 PWH studied, 53 
(85.5%) had resolution of at least one area of HsiL 
with number of resolved HsiL ranging from 0 to 6 with 
a median of 2. thirteen PWH (20.9%) experienced 
recurrence of HsiL after initial treatment and resolution. 
Undergoing five or more HrAs in comparison to only 2 
HrAs was associated with resolution of HsiL (adjusted 
rate ratio [arr] 2.82 (confidence interval [ci] 1.55-5.15), 
p<0.001). History of any tobacco use was negatively asso-
ciated with HsiL resolution (arr 0.62 (ci 0.43-0.90), 
p=0.01). number of HrAs with treatment was associated 
with more breakthrough HsiL (arr 2.50 (ci 1.25-4.98), 
p=0.01).

Conclusions/Discussion: the findings in this study 
support the utility of HrA with treatment in PWH for 
anal cancer surveillance. More than 85% patients in our 

study experienced resolution of at least one HsiL. Greater 
number of HrAs with treatment were associated with 
increased rate of HsiL resolution. tobacco use was associ-
ated with a less HsiL resolution rate, highlighting a need 
to encourage smoking cessation in this population. As the 
pendulum shifts towards increased use of HrA for the 
surveillance of anal cancer, it is important for clinicians to 
understand factors associated with successful HsiL resolu-
tion and risk factors for HsiL recurrence.

HOUSTON, WE HAVE A PROBLEM: CAN WE 
USE ENDOSCOPIC RECTAL VALVE ANATOMY 
TO LOCATE THE PERITONEAL REFLECTION IN 
RECTAL CANCER?

ePoster AbstrActs eP230

M. Gamaleldin, M. Moussally, K. Willner, J. trunzo, 
K. ban, b. champagne, i. Gorgun, D. Liska, s. steele, 
D. rosen
Cleveland, OH

Purpose/Background: Locally advanced rectal cancer 
is treated with neoadjuvant therapy when the tumor is at 
or below the peritoneal reflection. the exact location of 
the peritoneal reflection is typically determined by Mri, 
with reported diagnostic accuracy of approximately 80%. 
We hypothesized that tumor location in relationship to the 
rectal valves of Houston (proximal, mid, distal) assessed 
on endoscopy, correlates with its location relative to the 
peritoneal reflection on final pathology.
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Methods/Interventions: A retrospective review of all 
patients treated with rectal cancer at a single tertiary 
referral center by four board certified colon and rectal 
surgeons from 2018-2021 was performed. Patients without 
a preoperative Mri, endoscopic evaluation detailing the 
tumor’s location, or formal proctectomy with residual 
evidence of tumor location were excluded. Final patho-
logic location of the tumor relative to the peritoneal 
reflection on the surgical specimen was compared to preop-
erative Mri and endoscopic assessment relative to rectal 
valve location.

Results/Outcome(s): overall, 168 (67%) of 250 
patients with rectal cancer underwent surgical resection, 
of which 144 (86%) patients met inclusion criteria. Prior 
to surgery, a total of 59 patients (41%) underwent total 
neoadjuvant therapy (chemoradiation followed by consol-
idation chemotherapy), 46 patients (32%) underwent 
neoadjuvant long course chemoradiation, and 7 patients 
(5%) underwent short course radiation, while 32 patients 
(22%) went straight to surgery. Final pathology showed 
tumor above the peritoneal reflection in 31 patients 
(21%) and involving or below the peritoneal reflection 
in 117 patients (79%). tumor location on endoscopic 
evaluation was compared to final pathologic location of 
the tumor relative to the peritoneal reflection(table1). 
Among tumors endoscopically localized at or distal to the 
mid rectal valve, 94% (99/105) were at or below the peri-
toneal reflection on final pathology. Among tumors that 
were proximal to the mid rectal valve, 33% (13/39) were 
at or below the peritoneal reflection. When the mid rectal 
valve is used as a proxy for the peritoneal reflection, the 
sensitivity and specificity is 87% and 80% respectively. the 
sensitivity and specificity of Mri for determining whether 
the tumor was at or below the peritoneal reflection were 
96.4% and 30 % respectively. concordance between Mri 
and final pathology was 82%.

Conclusions/Discussion: tumor location at or below 
the mid rectal valve on endoscopy is a good predictor 
for pathologic location below the peritoneal reflection. 
Although Mri sensitivity was high, specificity was low 
indicating that Mri is likely to err on the side of calling the 
tumor at or below the peritoneal reflection when it is close 
to the reflection. endoscopic location of tumors relative to 
rectal valves of Houston can be used in conjunction with 
Mri to guide the selection of patients for neoadjuvant 
therapy.

ANAL SQUAMOUS CELL CANCER: 
RETROSPECTIVE REVIEW OF A LARGE 
COLORECTAL PRACTICE.

ePoster AbstrActs eP232

M. Gaffley1, J. Hutchinson1, c. Verschoor2, r. Mueller1, 
J. Karas1, A. Ferrara1, J. Gallagher1

1Orlando, FL; 2Sudbury, ON, Canada

Purpose/Background: Although anal cancer is only 
3% of all gastrointestinal malignancies1, the rate of new 
anal cancer cases has been rising about 2.2% each year 
(2010-2019) with death rates rising 3.9% each year2. 
Anal squamous cell cancers constitute about 80% of anal 
cancers3 and since the 1970s treatment is based on Dr. 
nigro’s protocol: chemotherapy with 5-fluorouracil and 
mitomycin c with 45 Gy to 59 Gy radiation with survival 
rates of 70-90% 3,4 We sought to evaluate the experience 
in a large colorectal practice with a high volume of patients 
with anal squamous cell cancer.

Methods/Interventions: All patients were included 
from a large private practice of 7 colorectal surgeons in 
a retrospective chart review. Patients treated between 
January 2017 - september 2022 and identified by diagnosis 
codes–squamous cell carcinoma of anal skin, malignant 
neoplasm of anus, malignant neoplasm of anal canal, 
and unspecified malignant neoplasm of anal canal–were 
reviewed. Demographics, stage at diagnosis, chemora-
diation treatment and interruption of treatment were 
collected.

Results/Outcome(s): 276 patients were reviewed of 
which 134 (48.6%) were found to have been diagnosed with 
squamous cell cancer of the anal canal (scca). 71.6 % of 
patients were women, median age at diagnosis was 63 years 
(sD±10.7) and median age for men 60 years (sD±10.4) 
(p=0.08). 12.7% of patients had a history of HiV of which 
more were men (p<0.001). stage ii accounted for 44%, 
stage iii, 36.6% followed by 9.7% for stage i and 1.5% for 
stage iV. Average radiation duration was 42 days (sD ± 
8.2) for average total dose of 53 Gy (sD ± 7.3 Gy) with 
93.3% completing concurrent chemotherapy. 20.9% of 
patients had treatment interruptions (n=28). no signifi-
cant difference in treatment interruption stratified by age, 
sex, smoking, HiV, stage or initial complaint. there was a 
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higher rate of APr in those with treatment interruptions 
although not significant. significant difference in total 
radiation dose received based on treatment interruption 
(p=0.02).

Conclusions/Discussion: When reviewing our large 
database retrospectively, no difference was found between 
men versus women in age at diagnosis. Most patients were 
diagnosed with stage ii or iii disease. 95.5% of patients 
completed treatment. overall low rate of treatment inter-
ruptions (21%) compared to those reported of 35-80% in 
literature. Further data is needed on follow-up to assess 
outcomes given low rate of treatment interruptions.

DIFFICULT COLONOSCOPY: DOES SEX AND 
BMI PLAY A ROLE?

ePoster AbstrActs eP233

A. Parra Vitela1, D. borsuk2, A. Holland2, A. Delgado1, 
J. Park1, s. Marecik1, K. Kochar1

1Park Ridge, IL; 2North Chicago, IL

Purpose/Background: A complete and adequate 
colonoscopy is dependent on many factors. Physician 
experience, sex, body mass index (bMi) and age are factors 
that may affect the timely completion of a colonoscopy. 
the time to reach the cecum can be used as a surrogate 
marker of the difficulty experienced when performing a 
colonoscopy.

Methods/Interventions: retrospective review of 1893 
patients that underwent colonoscopy performed by three 
colorectal surgeons between January 2020 and June 2022. 
Patient demographics and time to reach the cecum were 
assessed.

Results/Outcome(s): 1893 colonoscopies were included 
in the study. 917 were female with a mean bMi and age of 
31.8 kg/m2(15.11-52kg/m2) and 63(17-92) respectively. 
the mean bMi for male patients was 28.7 kg/m2 (18.01-
59.72 kg/m2) and mean age was 58 (16-94) respectively. 
Mean time to reach the cecum was significantly longer in 
females at 10:21 min vs 7:34 min, respectively, p < 0.0001. 
bMi negatively correlated to colonoscopy difficulty, with a 
lower bMi resulting in a prolonged colonoscopy time. Age 
did not significantly correlate with colonoscopy difficulty.

Conclusions/Discussion: in this large, retrospective 
study we identified sex as one of the most important 
factors leading to a difficult colonoscopy, with female 
patients requiring a significantly longer time. the colon 
in females is typically longer than in males and contained 
in a smaller abdominal cavity, leading to sharper flexures 
and a transverse colon that dips more significantly into the 
pelvis, resulting in a more acutely angulated and tortuous 
colon. bMi significantly impacts difficulty, with a lower 
bMi correlating with a longer time needed to reach the 
cecum. Although it is described that with increased age the 
mesentery increases its laxity, age remained insignificant. 

our study suggests that women with low bMi will require 
more time to reach the cecum.. these findings lend 
scientific support to trends commonly taught to trainees 
learning endoscopy.

EXTRAGONADAL PERIRECTAL MATURE 
CYSTIC TERATOMA IN THE ADULT MALE: A 
CASE REPORT.

ePoster AbstrActs eP234

L. trimble1, P. Mahankali2, t. obaid3, H. Li3
1Portland, ME; 2Tucson, AZ; 3Voorhees, NJ

Purpose/Background: extragonadal abdominopelvic 
teratomas in adults are extremely rare, and those in males 
are exceedingly rare. these masses are most commonly 
found incidentally and require surgical excision for diag-
nostic confirmation after a thorough workup. this is a case 
report of a 49-year-old male who was incidentally found 
to have a pelvic mass on computed tomography urogram 
prompting colorectal surgical evaluation and subsequent 
laparoscopic complete excision. the clinical presentation, 
radiographic findings, and histopathological findings are 
described along with a literature review of extragonadal 
abdominopelvic mature cystic teratoma, also referred to 
as a sacrococcygeal teratoma. Albeit rare in the male and 
adult population, sacrococcygeal teratoma is a plausible 
differential diagnosis for a pelvic mass. Under-represented 
in the literature in regard to guidelines on management, 
complete surgical excision is the gold standard, with this 
case focusing on laparoscopy being a reasonable approach.

Methods/Interventions: For this case report, sites 
searched included PubMed, elsevier, science Direct, 
research Gate. terms searched include retroperitoneal 
teratoma, mature cystic teratoma, lararoscopic excision 
of presacral teratoma, presacral teratoma in adult male. 
relevant articles were reviewed, focusing on surgical 
management. the laparoscopic excision of a retrorectal 
teratoma was first reported in 1995, but there have 
been scarce reports since then describing a laparoscopic 
approach to these specific tumors.

Results/Outcome(s): Due to the rarity of this diagnosis, 
there is no published consensus on its management apart 
from surgical excision. An operation can be performed via 
the open or laparoscopic abdominal approach, perineal 
approach, or a mixed approach based on the location of 
the mass and the surgeon’s preference and experience. the 
laparoscopic excision of a retrorectal teratoma was first 
reported in 1995, but there have been scarce reports since 
then describing a laparoscopic approach to these specific 
tumors. the laparoscopic approach does have drawbacks, 
including the need for advanced surgical training and the 
lack of direct touch to discern tumor boundaries. Albeit its 
challenge, we recommend a laparoscopic approach as the 
advantages are statistically significant across the literature 
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comparing open to laparoscopic approaches. our case 
demonstrates that laparoscopic excision is a feasible and 
promising approach to management of a sacrococcygeal 
teratoma.

Conclusions/Discussion: Mature cystic teratomas are 
rare in the adult population, and much more rare in the 
male sex with detection only on imaging after presenta-
tion with vague symptoms related to mass effect. imaging 
only yields further diagnostic uncertainty given the broad 
differential. surgical excision is the standard of care despite 
no strong evidenced based literature on its management. 
Laparoscopic excision is a feasible and promising approach 
to management of these tumors.

ESTIMATING RISK OF LOCOREGIONAL 
FAILURE IN ANAL CANCER FOLLOWING 
CHEMORADIATION: A MACHINE LEARNING 
APPROACH.

ePoster AbstrActs eP235

K. chen1, P. Goffredo2, J. stem1, J. Guillem1, s. Gomez1, 
M. Kapadia1

1Chapel Hill, NC; 2Minneapolis, MN

Purpose/Background: squamous cell cancer of the anal 
canal is primarily treated by chemoradiation with high 
curative rate. However, some patients experience treatment 
failure or recurrence and require abdominoperineal resection 
(APr). Few resources exist to assist clinicians with prognosis 
and current decision support tools rely on linear models 
that can fail to capture the complex relationships between 
socioeconomic, tumor, and treatment facility characteristics 
that affect outcomes. Machine learning is a computational 
approach that can overcome these limitations. We sought 
to develop and validate machine learning-based models for 
predicting locoregional failure for patients with anal cancer 
undergoing chemoradiation.

Methods/Interventions: We used data from the national 
cancer Database and split the dataset into a training/
validation set for model development (2004-2015) and a 
test set (2016-2018) to calculate evaluation metrics. the 
study population included patients with stage i-iii anal 
squamous cell cancer who underwent chemoradiation and 
had at least 2 years of follow-up. the primary outcome was 
locoregional failure, defined as need for APr. Variables 
used for model development included patient, tumor, 
facility, and treatment characteristics, with 28 variables 
included in total. Multiple machine learning techniques 
were applied, including random forest (rF), gradient 
boosting (XGb), and neural networks (nn). these were 
compared with traditional logistic regression (Lr). Models 
were evaluated using area under the receiver operating 
characteristic curve (AUroc), sensitivity, and specificity. 
the relative importance of variables included in the model 
was assessed using shapley additive explanations.

Results/Outcome(s): the dataset included 19,537 
patients, of whom 3.8% experienced locoregional failure 
requiring APr. 12.2% of patients had stage i disease, 
45.6% stage ii, and 42.2% stage iii. of the machine 
learning techniques, XGb showed the best performance 
with an AUroc of 0.790 (95% ci 0.784 - 0.795) 
compared with an AUroc of 0.662 (95% ci 0.656 - 
0.669) for Lr. rF and nn also outperformed Lr with 
AUrocs of 0.785 (95% ci 0.779 - 0.790) and 0.736 (95% 
ci 0.730 - 0.742) respectively (Figure 1A). XGb showed 
a sensitivity of 72% with a specificity of 70%, while Lr 
showed a sensitivity of 52% with a specificity of 70%. of 
the variables included, lymphovascular invasion, tumor 
size, grade, t stage, and sex had the strongest influence on 
model predictions (Figure 1b).

Conclusions/Discussion: this project developed and 
internally validated machine learning-based models which 
showed high accuracy in identifying patients who will 
require APr after chemoradiation for anal squamous cell 
cancer. With further development and external validation, 
these models could be used to stratify patients who are at 
high risk of locoregional failure and inform more personal-
ized follow-up regimens.

Figure 1. A: receiver operating characteristic curves for prediction of 
locoregional failure in anal cancer, b: relative importance of variables 
in the gradient boosting model

THE EFFECT OF THE COVID-19 PANDEMIC ON 
COLONOSCOPY COMPLETION RATES IN A 
TEACHING INSTITUTION.

ePoster AbstrActs eP236

M. baliga, D. Davis-Merritt
Salt Lake City, UT

Purpose/Background: in 2021, the commission 
on cancer, American cancer society, and national 
Accreditation Program for breast centers proposed a 
PDsA Qi initiative that aimed to examine the effect of 
the coViD-19 pandemic on cancer screening rates. We 
conducted a similar study to assess trends of colorectal 
cancer screening in our community.

Methods/Interventions: retrospective chart review 
from March 2019 to June 2021 was completed at a single 
institution in the Denver Metro area. colonoscopy refer-
rals to a general surgery clinic serving the underserved and 
uninsured population of Denver were tabulated. referrals 
received from March 15, 2019 – March 15, 2020, desig-
nated Group 1, served as the pre-pandemic data set, and 
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referrals received from March 16, 2020 – June 15, 2021, 
Group 2, served as the post-pandemic data set. Patient 
records were reviewed for completion of colonoscopy by 
June 2022. Data analysis was completed with Microsoft 
excel.

Results/Outcome(s): in Group 1, 326 referrals for colo-
noscopy resulted in 214 (66%) completed colonoscopies. 
in Group 2, 355 referrals resulted in 214 (60%) procedures. 
the time to colonoscopy was significantly different, with 
a shorter time to procedure in the post-pandemic period 
(124 days vs 95 days, p = 0.01). biopsies were performed in 
41% of procedures. in 19%, one or two tubular adenomas 
less than 1cm were removed, indicating a therapeutic 
procedure (removal of a polyp with no change in screening 
interval). in 5.6% of cases, pathology determined a shorter 
surveillance interval. in 0.94% of procedures, pre-or 
malignant pathology was identified requiring colectomy.

Conclusions/Discussion: We report a statistically 
significant decrease in time to colonoscopy after the 
pandemic. While this finding is contrary to what others 
have reported, it may be a consequence of accelerated 
scheduling to recover from the backlog of the pandemic. 
Future work should be focused on increasing colonoscopy 
completion rates in our community.

SELECTIVE SUPERFICIALLY INVASIVE 
SQUAMOUS CELL CARCINOMAS OF ANUS 
(SISCCAS) LIKE LESIONS CAN BE MANAGED 
SAFELY BY SURGICAL EXCISION ALONE IN 
A HIGH RESOLUTION ANOSCOPY (HRA) 
CENTRE.

ePoster AbstrActs eP237

M. Jitsumura, M. bisada, s. Wijeyekoon
Bournemouth, United Kingdom

Purpose/Background: superficially invasive squamous 
cell carcinomas (sisccAs) of the anus is a small subva-
riant of t1 squamous cell carcinoma of the anus first 
described in 2012. sisccAs are considered to be early 
tumours with a better prognosis, and surgical excision 
alone may adequately treat such lesions. this study 
compared the outcomes of a prospective cohort with 
sisccA like lesions between a High-resolution Anoscopy 
(HrA) centre versus non-HrA standard colorectal care.

Methods/Interventions: this is a 8-year prospective 
cohort study of patients with siscA like lesions between 
January 2013 and october 2021 at University Hospital of 
Dorset, UK. A sisccA like lesion was defined as an actual 
tumour size less than 15mm. our sisccA surveillance 
protocol includes regular HrA assessments, annual ct 
scan for the first three years, 3-6 monthly digital rectal 
examinations and 3-yearly flexible sigmoidoscopy.

Results/Outcome(s): overall, 29 patients were iden-
tified, with a median age of 62 years. 20 patients (69%) 
were female, of those seven (35%) had known multizonal 

dysplasia. Four patients (14%) were immunocompromised 
including HiV. the median tumour size was 11.5mm 
(iQr:7-15) horizontally, and 38% were unexpected diag-
nosis. 72% were intra-anal lesions. After an initial satis-
factory surgical excision, 23 patients (79%) underwent 
the HrA surveillance, of those 14 patients (48%) were 
referred from non-HrA hospitals. 11 patients (38%), who 
were initially referred for Ain3 disease, were diagnosed 
with sisccA after a HrA assessment or during their 
HrA surveillance. Following a diagnosis of a sisccA, the 
median referral time o the HrA service was 4.5 months 
(iQr: 1.75-8.25). two patients (14%) had progressed to 
a node positive disease at the time of presentation with 
sisccAs. one patient (4%) on HrA surveillance devel-
oped a squamous cell carcinoma (scc) in the rectum, 
requiring chemoradiotherapy. conversely, five patients 
(17%) were treated with chemoradiotherapy after the 
initial excision at non-HrA centres, of three patients 
(60%) had a node positive disease. the median follow-up 
period was 42 months (iQr: 3-91).

Conclusions/Discussion: this study demonstrates that 
HrA surveillance of sisccA type lesions after an initial 
surgical excision is safe and effective alternative to chemo-
radiotherapy if adequate expertise is available.

TRAUMATIC SPLENOSIS VS METATASTATIC 
APPENDICEAL NEUROENDOCRINE TUMOR- A 
DIAGNOSTIC AND THERAPEUTIC DILEMMA.

ePoster AbstrActs eP238

r. Hempel, c. Martinez
Tampa, FL

Purpose/Background: incidentally found appendiceal 
nets after appendectomy are a rare finding. While 
debated, guidelines for additional surgical management in 
the form of a right hemi-colectomy are described based on 
tumor size and pathologic features. based on pathology and 
clinical features, somatostatin receptor based imaging may 
be indicated for staging. this modality carries the highest 
sensitivity to assess for non-liver metastatic disease. Here 
we present a unique intra-operative/imaging correlation 
in a net of the appendix following appendectomy with 
evidence of distant lymph node metastasis based on 
pre-operative 68 Dotatate Pet/ct scan.

Methods/Interventions: A 39 year old woman with a 
remote history of a traumatic splenectomy underwent a 
laparoscopic appendectomy for acute appendicitis. Final 
pathology revealed a 1.7 cm grade 1, well-differentiated 
net, Ki-67 <3%, with subserosal and lympovascular inva-
sion, negative margins, and one metastatic lymph node 
resulting in a pt3n1MX tumor. she subsequently under-
went staging work-up which included a Dotatate Pet/ct 
after a post-operative ct of the abdomen/pelvis raised 
concern for metastatic disease. this scan identified three 
enlarged mesenteric lymph nodes with increased activity 
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concerning for metastasis. After multidisciplinary tumor 
board evaluation, a right hemi-colectomy with tumor 
debulking was recommended. intra-operatively, multiple 
nodules throughout the abdominal cavity were identified, 
including those correlating with the “metastatic” lesions 
identified on the Pet Dotatate. these lesions were grossly 
consistent with splenic tissue which frozen and permanent 
pathologic review confirmed. A right hemicolectomy and 
removal of mesenteric nodules was completed without 
intra-operative complications.

Results/Outcome(s): Pathologic review revealed a 
well-differentiated neuroendocrine tumor in 1 of 42 lymph 
nodes, no malignancy identified in the colon or ileum. 
Additionally, found to have multifocal splenic nodules 
characteristic of post-traumatic splenosis. no evidence 
of metastatic WDnet was identified. Her final stage 
is pt3n1M0. she is scheduled for ongoing surveillance 
per nAnets guidelines with her medical oncologist. 
Adjuvant therapy was not recommended.

Conclusions/Discussion: Pet Dotatate scan is often 
used as diagnostic test for staging in patients with neuro-
endocrine tumors. in addition to somatostatin uptake by 
nets, somatostatin receptors are also largely located in 
the red pulp of the spleen. Patients with appendiceal net 
who have a history of a traumatic splenectomy or accessory 
splenules may have a falsely positive metastatic work up. it 
is important to take this into consideration as the prognosis 
and operative plan for metastatic net differs from that 
of non-metastiatic WDnet. As such, a patient’s surgical 
history needs to be taken in consideration with using 
Dotatate Petct for metastatic work up in neuroendo-
crine tumors of the appendix.

RISK FACTOR ANALYSIS OF LYMPH NODE 
METASTASIS FOR RECTAL NEUROENDOCRINE 
TUMOR: WHO NEED A RADIAL RESECTION IN 
THE 1-2CM SIZED RECTAL NEUROENDOCRINE 
TUMOR?

ePoster AbstrActs eP239

J. choi, s. ryoo, M. Kim, J. Park, s. Jeong, K. Park
Jongno-gu, Korea (the Republic of)

Purpose/Background: rectal neuroendocrine tumors 
(nets) have malignant potential, and lymph node or 
distant metastasis can occur. However, there are contro-
versies about how to treat 1-2cm sized nets. this study 
aimed to identify predictive factors of lymph node (Ln) 
metastasis and prognostic factors for recurrence in rectal 
nets, especially 1-2cm sized tumor.

Methods/Interventions: between october 2004 and 
november 2020, 453 patients underwent endoscopic or 
surgical treatment for rectal net in seoul national univer-
sity hospital. the data on these patients were collected in 
our database prospectively and reviewed retrospectively. in 
cases of local excision, we evaluated lymph node metastasis 

with radiologic image including computed tomography 
(ct), magnetic resonance imaging (Mri) or 68Gallium 
(68Ga)-DotA Pet/ct before the treatment and during 
the follow-up periods.

Results/Outcome(s): endoscopic mucosal resection 
or submucosal dissection was performed in 355 (78.4%) 
patients, transanal excision was in 45 (9.9%) patients, and 
radical resection was in 53 (11.7%) patients. Ln metas-
tasis and distant metastasis were present in 40 (8.8%) and 
15 (3.3%) patients. there were no significant differences 
in age, sex, and distance of tumor from anal verge (AV) 
between the patients with and without Ln metastasis. 
otherwise, the higher rate of Ln metastasis was identified 
in larger tumor size (<1cm, 0.6%; 1 ≤ size < 2, 30.0%; ≥2, 
66.7%, p<0.001), advanced t stage (t1, 3.9%; t2, 20.0%; 
t3, 85.0%; t4, 80.0%, p<0.001), presence of lymphovas-
cular invasion (neg., 4.5%; Pos., 43.1%, p<0.001), peri-
neural invasion (neg., 4.9%; Pos., 67.9%, p<0.001), high 
tumor grade (G1, 3.3%; G2, 28.3%; G3, 33.3%, p<0.001). 
in multivariable analysis, the significant risk factors for 
Ln metastasis were tumor size (1≤ size < 2 cm, hazard 
ratio [Hr] 64.07, 95% ci 13.95-294.25; size ≥ 2 cm, 
[Hr] 102.37, 95% ci 15.30-684.85, p<0.001), and tumor 
grade (G2, [Hr] 3.63, 95% ci 1.10-12.02, p=0.034; G3, 
[Hr] 5.09, 95% ci 1.04-24.88, p=0.044). We performed 
subgroup analysis of patients with 1-2cm sized tumor 
(n=60). comparing patients with and without Ln 
metastasis, significant difference was identified in tumor 
grade (G1, 23.1%; G2, 63.6%; G3, 66.7%, p=0.017). in 
multivariable analysis, the risk factors for Ln metastasis 
was tumor grade (G2, [Hr] 6.34, 95% ci 1.47-27.22, 
p=0.013). in total patients, the median follow-up period 
was 62.0 months, and recurrence developed in 15 (3.3%) 
patients. in higher tumor grade, the tumor recurrence rate 
was increased (G1, 0%; G2, 10.9%; G3, 42.9%, p<0.001), 
while the overall survival rate was inferior (G1, 98.6%; G2, 
89.1%; G3, 36.4%, p<0.001).

Conclusions/Discussion: tumor grade combined with 
tumor size is an important predictive factor for Ln metas-
tasis. in nets of 1-2cm size, the tumor grade is also 
important to Ln metastasis and it would be considered to 
decide the radical resection.

CLINICAL PREDICTION RULE TO OPTIMIZE 
SCREENING OF ANAL HIGH-GRADE 
INTRAEPITHELIAL LESIONS (HSIL).

ePoster AbstrActs eP240

c. sakurai Kimura1, c. nahas2, V. Lacerda ribeiro2, 
e. Vieira silva-Filho2, s. nahas2, c. Kin1, M. Khan1

1Stanford, CA; 2São Paulo, Brazil

Purpose/Background: timely treatment of anal high-
grade intraepithelial lesions (HsiL) has been shown to 
decrease progression to anal cancer. current screening 
tools available, anal cytology and high-risk HPV testing, 
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have inconsistent and suboptimal performance. High-
resolution anoscopy with guided biopsy is the gold standard 
exam to diagnose HsiL, but it is costly and requires highly 
trained personnel. therefore, efforts to optimize screening 
strategies are crucial to improve the care of patients at high 
risk for developing anal cancer.

Methods/Interventions: Medical records of patients 
from two institutions were retrospectively reviewed to 
identify candidate predictors of HsiL (age, sex assigned 
at birth, men who have sex with men, HiV status, use 
of immunosuppressant medication, other HPV-related 
genital disease, perianal disease, anal cytology, and high-
risk HPV status). cases with missing data on candidate 
predictors were excluded. A clinical prediction model was 
built using penalized logistic regression via least absolute 
shrinkage and selection operator (LAsso). the model 
was internally validated with five-fold cross-validation. 
Diagnostic performance of the model was assessed through 
calculation of the area under the roc curve (AUroc).

Results/Outcome(s): Among 465 patients included, 
352 (76%) were people living with HiV, 142 (30%) were 
women, and 276 (59%) were men who have sex with men 
(MsM). Mean age was 48.9 (sD 11.9) and the prevalence 
of biopsy-proven HsiL was 17% (78/465). the final model 
included MsM (yes/no), immunosuppressant use (yes/no), 
perianal disease (yes/no), anal cytology (normal, AscUs, 
or LsiL/HsiL), and high-risk HPV (positive/negative) 
and is described as: Log(odds)= -2.04 + 0.03*(MsM) 
+ 0.25*(use of immunosuppressant) + 0.43*(perianal 
disease) + 0.63*(high-risk HPV) + 1.25*(LsiL/HsiL 
cytology) - 0.66*(normal cytology). the AUroc of the 
final model was 0.79 in the full dataset (95%ci 0.73; 0.85), 
and a cutoff value of >=0.143 had a sensitivity of 70.5%, 
specificity of 73.9%, and correctly classified 73.3% of the 
cases (Figure 1).

Conclusions/Discussion: this clinical prediction model 
demonstrated a promising performance, and it can be partic-
ularly useful when HPV genotype is unknown. Limitations 
of this study include underrepresentation of women and 
patients in use of immunosuppressants. Future studies will 
aim to calibrate and externally validate this model.

Figure 1. roc curve

SINGLE-INCISION ROBOTIC SURGERY WITH 
THE DA VINCI SP® SURGICAL SYSTEM FOR 9 
CASES OF PELVIC MASS.

ePoster AbstrActs eP241

H. Kim, G. noh, s. chung, r. Lee, K. Kim
Seoul, Korea (the Republic of)

Purpose/Background: Pelvic mass is uncommon and 
pathologically heterogenous. the approach to surgical 
excision has been controversial. this study aimed to eval-
uate the abdominal surgical excision with the da Vinci 
sP® surgical system for various types of pelvic mass.

Methods/Interventions: A retrospective analysis of 
all patients who underwent excision of the pelvic mass 
with the da Vinci sP® surgical system at a single institu-
tion between April 2020 and April 2022 was performed. 
Demographics, preoperative imaging, operative details, 
complications, pathology, and follow-up were reviewed.

Results/Outcome(s): this study included 9 patients 
(7 females) with a median age of 54.0 years (range, 
39–89 years). one case was symptomatic. tumors were 
retro-rectal in 7 patients (77.8%) and pre-rectal in 2 
patients (22.2%). three patients (33.3%) had heter-
ogenous features on preoperative magnetic resonance 
imaging. Median tumor size was 51mm (range, 15-80mm). 
the distal margin of tumors was below the coccyx in 2 
patients (22.2%), opposite the coccyx in 5 (55.6%), and 
above the coccyx in 2 (22.2%). in 7 patients (77.8%), 
tumors were in supra-levator. one tumor showed a 
supra- and infra-levator extension, and one was in infra-le-
vator. All patients received single-incision robotic surgery 
using an abdominal approach with the da Vinci sP® 
surgical system. r0 resection was performed in all patients, 
although intraoperative perforation was observed in 5 
patients (55.6%). Median operative time, docking time, 
and console time were 195.0mins, 7.0mins, and 140.0mins, 
respectively. the median estimated blood loss was 50.0ml 
(range, 30-600ml). the median hospital stay was five 
days (range, 3-12days). Postoperative complications were 
clavien-Dindo (cD) classification grade ii in 2 patients 
(wound hematoma, bleeding requiring a transfusion) and 
cD grade iii in 1 patient (pleural effusion). one patient 
(11.1%) showed an incisional hernia in the long-term 
follow-up period. two patients (22.2%) were found to 
be malignant. Median follow-up was 6.1 months (range, 
2.6–26.6 months) with no recurrence.

Conclusions/Discussion: Pelvic mass can be safely 
excised with single-incision robotic surgery with the da 
Vinci sP® surgical system regardless of the tumor level.
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COLORECTAL SURGERY AND ENDOSCOPY IN 
A PHILIPPINE DISTRICT HOSPITAL: A THREE-
YEAR SUMMARY OF FINDINGS.

ePoster AbstrActs eP242

r. rojas, r. Azores, G. Maranon, t. trinidad, 
M. Fontanilla
Quezon City, Philippines

Purpose/Background: screening and diagnosis of 
colorectal diseases, both benign and malignant, is usually 
done using colonoscopy. in addition, colonoscopy also 
provide treatment for certain colorectal disorders, and it 
may guide surgeons in further medical or surgical manage-
ment of their patients. this study may provide vital 
information regarding the profile of Filipino patients in 
the rural setting that are undergoing treatment for various 
colorectal diseases.

Methods/Interventions: this is an observational study 
presenting data from a rural district hospital in Lubao, 
Pampanga, a town, roughly 90 kilometers north of Manila, 
Philippines. the demographic data presented is retrieved 
from the beginning of our colorectal surgery center in 
June 2019 and up to June of 2022.

Results/Outcome(s): between 2019 and 2022, four 
colorectal surgeons and one fellow in training conducted 
4321 outpatient consultations and a combined total of 
1036 endoscopic procedures. of the 1036 endoscopy 
cases, there were 899 colonoscopies, 111 flexible sigmoid-
oscopies and 26 rigid proctosigmoidoscopy. in 98 colo-
noscopies, only incomplete evaluation was performed and 
majority were due to tumor obstruction (46.9%). A total 
of 220 surgical procedures were performed composed of 
94 colorectal and 126 anorectal cases. there were three 
morbidities in patients that underwent endoscopy and 
10 morbidities in patients that underwent surgery. there 
were two mortalities in patients that underwent abdom-
inal operations and no mortalities in the endoscopy or 
anorectal surgery group.

Conclusions/Discussion: the results of this study 
represent real-world data on the practice of colorectal 
endoscopic diagnostics and surgical intervention in a 
rural setting. they show that even in a less ideal setting, 
maximization of resources may continue to improve the 
diagnosis and treatment of colorectal disease for Filipinos.

COMPARISON OF STERILE VS TAP WATER FOR 
IRRIGATION IN COLONOSCOPY: A SCOPING 
REVIEW.

ePoster AbstrActs eP243

H. Ahn1, A. Leclerc1, c. Dube1, A. rostom1, n. calo1, 
K. thavorn1, D. Mcisaac1, D. smith2, H. Moloo1

1Ottawa, ON, Canada; 2Toronto, ON, Canada

Purpose/Background: the use of water irrigation in 
colonoscopy is increasing with improved adenoma detec-
tion rates and decreased pain and sedation rates compared 
to air insufflation. Most guidelines recommend using sterile 
water for irrigation. However the evidence to support these 
recommendations has not been reviewed. switching to 
tap water for irrigation in colonoscopy would have signif-
icant positive environmental and financial impacts. the 
objective of this scoping review is to identify the evidence 
exploring the impact of tap vs sterile water in colonoscopy 
and its associated effects on patient outcomes, healthcare 
systems, and environmental impacts.

Methods/Interventions: A scoping review was performed 
based on the framework described by Arskey and o’Malley 
and elaborated by Levac et al. Any study examining the 
effects of irrigation source during colonoscopy on patient 
outcomes, healthcare systems, and environment were 
included. two reviewers performed independently and in 
duplicate title and abstract screening, full text screening, 
and data extraction using a piloted standardized form. A 
quantitative analysis was performed on the population 
and patient outcomes. Key stakeholders such as endos-
copists, infection prevention and control leads, provincial 
quality improvement directors, and manufacturer leads 
were involved in various stages of the study. eMbAse, 
MeDLine, cinAHL, and Web of science were searched 
from inception to July 2022 by a health information 
specialist using Press standards to identify studies that 
involved any patients undergoing colonoscopy wherein the 
irrigation source was described.

Results/Outcome(s): 317 articles were identified and 3 
were included in the final analysis. All 3 were prospective 
studies published between 1996 to 2002 in the United 
states. A total of 137 colonoscopies and 38 flexible 
sigmoidoscopies were reported. two studies compared 
sterile vs tap water with 7/118 (6%) and 35/327 (11%) 
positive water cultures, respectively. there were no clinical 
adverse events including infections. one study compared 
warm vs room temperature tap water and measured 
patient pain scores (2/10 and 4/10, respectively). infectious 



 169

complications were not reported. importantly, the infec-
tious concerns were identified in the ercP literature.

Conclusions/Discussion: there are no adverse events 
associated with tap water irrigation in colonoscopy. 
current dogma appears to be extrapolated from case 
reports of infection linked to endoscopic retrograde chol-
angiopancreatography tap water appears to be a safe 
choice and is economically and environmentally more 
beneficial compared to sterile water. in the context of the 
climate crisis and increasing financial healthcare burden, 
tap water in re-usable bottles should be used for irrigation 
in colonoscopy.

METASTATIC GASTROINTESTINAL 
NEUROECTODERMAL TUMORS (GNET); 
MULTIDISCIPLINARY APPROACH AND THE 
ROLE OF SURGERY.

ePoster AbstrActs eP244

P. Mazirka, K. ehresmann, A. charles, L. elliot, 
L. Goldstein, K. terracina, t. read, J. nordenstam
Gainesville, FL

Purpose/Background: Gastrointestinal 
neuroectodermal tumors (Gnet) are very rare, scarcely 
reported and highly aggressive, previously termed clear-
cell sarcoma-like tumor of the gastrointestinal tract 
(ccsLtGt). the tumors are biologically heterogeneous 
but typically characterized by an eWsr1 gene rearrange-
ment fused with either AtF1 or creb1. standardized 
management for unresectable or advanced disease has 
not been established; median survival is less than 1 year. 
resection, chemotherapy, and surgical debulking have 
been the treatments available for these patients. recently, 
adjuvant checkpoint inhibitors, which have drastically 
improved cure rates in advanced melanoma, have been 
thought to be beneficial in Gnet treatment.

Methods/Interventions: case study of two patients. 
review of published literature.

Results/Outcome(s): We present two cases of meta-
static Gnet treated with nivolumab (An) monotherapy 
following tumor resection. case 1: an 18-year-old man 
whose workup of melena with Mre revealed distal ileum 
thickening and Pet/ct with Pet-avidity concerning for 
malignancy. He underwent a small bowel and omental 
nodule resection that revealed a 2.2cm Gnet, followed 
by adjuvant An monotherapy. After 18 months of good 
initial control, he developed disease progression that led 
to various immunotherapy, chemotherapy, and interven-
tional treatments that are ongoing (see table 1). the 
patient has now survived 89 months from his initial presen-
tation. case 2: A 38-year-old man found to have a mass in 
distal ileum on colonoscopy for evaluation of abdominal 
pain and iron deficient anemia. surgical resection showed 
a 7.1cm Gnet and Pet/ct revealed a mildly Pet-avid 

liver lesion, which is being monitored for potential pallia-
tive interventions. An therapy has been started (table 1).

Conclusions/Discussion: Gnets are managed like 
most cancers; a multidisciplinary approach involving the 
departments of surgery, oncology, interventional radiology, 
radiation oncology, and pathology. Whereas metastatic 
cancers typically deemed unresectable are referred for 
systemic therapy or palliative care only, Gnets often 
undergo resection along with chemotherapy and metastas-
tectomy. Due to the rarity of these tumors, no established 
management guidelines exist. Most chemotherapy and 
immunotherapy agents have been found futile against 
these tumors, but emergence of DnA checkpoint inhib-
itors such as nivolumab, brings potential for successful 
treatment. For case 1, the multidisciplinary approach 
with surgery, oncology and An may have contributed to 
prolonged survival compared to the reported median. case 
2 is doing well thus far and is undergoing a second cycle of 
An treatment. our reported multidisciplinary approach, 
with a balanced delivery of surgical interventions and 
adjuvant therapies appear to have benefited these patients. 
Further evaluation of treatment of this rare malignancy is 
warranted and requires multi-institutional collaboration.

NO REGRETS? ASSESSING DECISION REGRET 
IN PATIENTS UNDERGOING ENDOSCOPIC 
MUCOSAL RESECTION FOR ADVANCED 
COLORECTAL POLYPS.

ePoster AbstrActs eP245

A. Kata, r. Gaetani, J. Abelson, D. Kleiman, A. Kuhnen, 
e. breen, P. Marcello, J. saraidaridis
Burlington, MA

Purpose/Background: endoscopic mucosal resection 
(eMr) is a treatment modality for advanced colorectal 
polyps that can be offered as an alternative to surgical 
resection. Despite being less invasive, eMr has a risk of 
polyp recurrence and need for frequent endoscopic surveil-
lance, which could lead to decision regret. it is unclear 
if patients undergoing eMr experience this negative 
emotion.

Methods/Interventions: Patients with advanced 
colorectal polyps who presented for consultation and 
ultimately underwent eMr between 2013-2021 were 
identified. Demographic and endoscopic outcomes such 
as procedure time, complications, and recurrence were 
extracted. Double channel endoscopes were utilized for 
all eMrs. Patients were contacted via phone to complete 
the Decision regret scale, the Gastrointestinal Quality of 
Life index (GiQLi), and queried regarding their under-
standing of the treatment options available and the need 
for frequent surveillance colonoscopy. regret was stratified 
into “no regret”, “Mild regret”, and “Moderate/severe 
regret”. Descriptive statistics and univariate analyses were 
performed.
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Results/Outcome(s): A total of 135 patients under-
went eMr. Patients who had died since their procedure, 
non-english speakers, and those unable to be contacted 
were excluded. 92 patients were included in the analysis 
(79% response rate). Median polyp diameter was 25mm 
(range 5- 80mm), with 60% located in the right colon and 
15% in the transverse colon. Median procedure time was 
108 minutes (range 29-375 min). 89 patients had at least 
one surveillance colonoscopy and of those 15 (18%) had 
a recurrence. Fourteen of the recurrences were managed 
endoscopically and 1 patient underwent a surgical resec-
tion. six patients experienced a complication from eMr 
(3 post-polypectomy syndromes, 2 perforations, and 1 
bleeding episode requiring endoscopic intervention). of 
the 92 patients, 78% expressed no decision regret, 20% 
expressed mild regret, and 2% expressed moderate/severe 
regret. in our univariate analyses, patients who had 
a complication, had a recurrence, did not understand 
the need for frequent surveillance colonoscopies, and 
described the bowel preparation as “intolerable” were more 
likely to express decision regret (table). Patients with 
regret endorsed worse gastrointestinal quality of life with 
a mean GiQLi score of 128.5 vs 139.3 in those with no 
regret (GiQLi scored 0-144, p=0.01).

Conclusions/Discussion: overall regret in patients 
who underwent eMr for resection of advanced colorectal 
polyps was low. Mild regret was seen in patients who had a 
recurrence, but those with a poor understanding of endo-
scopic surveillance were more likely to have severe regret. 
these findings highlight the need for robust preoperative 
counselling and patient guided decision making in the 
treatment of advanced colorectal polyps.

MANAGEMENT OF ANAL ADENOCARCINOMA 
IN THE UNITED STATES: A POPULATION-
BASED ANALYSIS.

ePoster AbstrActs eP247

A. troester1, J. Kohn1, Q. Wang1, r. Madoff1, i. Hassan2, 
W. Gaertner1, s. Marmor1, P. Goffredo1

1Minneapolis, MN; 2Iowa City, IA

Purpose/Background: Anal adenocarcinoma (AA) is a 
rare form of malignancy, accounting for 5-10% of all anal 
cancers. to date, there is no standardized treatment for 
this tumor, with different combinations of chemotherapy, 
radiation, local excision (Le), and abdominoperineal 
resection (APr) used in its management. Using a national, 
population-based registry, we analyzed patterns of care and 
outcomes of AA.

Methods/Interventions: Adults diagnosed with AA 
were identified in the surveillance, epidemiology, and 
end results (seer) database (2004-2019). exclusion 
criteria were unknown stage, overlapping lesions of the 
anus and rectum, and >1 lifetime diagnosis of cancer. six 
main patterns of care were identified: chemoradiotherapy 
(crt)+APr, crt+Le, crt alone, upfront APr, Le 
only, and alternative treatments, including any combi-
nation other than the previously listed. in patients with 
localized or regional disease, multinomial and cox propor-
tional hazard regressions were employed to analyze factors 
associated with patterns of care and determine the 5-year 
overall (os) and disease-specific survival (Dss).

Results/Outcome(s): of 1,040 patients, 48% were 
female, median age was 67 [55-79] years, and 18% had 
distant metastases. the majority were caucasian (65%) 
and lived in urban areas (86%). Among 746 patients with 
local or regional disease, 22% underwent crt+APr, 
14% crt+Le, 18% crt alone, 8% upfront APr, 22% 
Le only, and 17% alternative treatments. in multinomial 
analysis with crt+APr as reference, gender, race, and 
marital status were not associated with type of treatment. 
However, age >75, rural location, tumor size, and regional 
involvement were significantly associated with treatment 
modality (table 1). Five-year os and Dss were highest for 
Le only (67% and 85%) and lowest in the alternative group 
(34% and 48%). Five-year os and Dss for the remaining 
groups were as follows: crt alone 44% and 55%, upfront 
APr 66% and 71%, crt+Le 65% and 74%, crt+APr 
61% and 67%. After adjustment for available confounders, 
crt+APr, crt+Le, and upfront APr had similar 
outcomes, while crt alone and alternative treatments 
were associated with worse prognosis. conversely, patients 
having Le only had improved Dss. Additionally, age >75, 
single status, poor tumor differentiation, and regional 
disease were independently associated with lower os and 
Dss.

Conclusions/Discussion: in this population-based 
cohort, we observed significant heterogeneity in the 
treatment of AA, confirming the lack of a standardized 
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approach. Age, tumor size, and disease stage were the main 
factors associated with treatment selection with early-stage 
cases undergoing Le with or without crt, while more 
advanced cancers received crt+APr. both treatment 
modalities had good[sM1] outcomes in appropriately 
selected patients, while omission of surgical intervention 
in the setting of crt was associated with worse os and 
Dss suggesting a relevant role of primary tumor resection 
in AA management.

EXPERT OPINIONS ON THE MANAGEMENT 
OF ANAL NEOPLASIA: A DELPHI CONSENSUS 
STUDY.

ePoster AbstrActs eP248

r. ramirez1, n. Maloney Patel1, c. Volpi3, r. nowak2, 
J. terlizzi4
1New Brunswick, NJ; 2College Park, MD; 3Baltimore, MD; 
4New York, NY

Purpose/Background: Anal cancer is preceded by high 
grade squamous intraepithelial lesions (HsiL). the timely 
detection and treatment of anal HsiL can prevent anal 
cancer. However, guidelines for which populations to 
screen, details of neoplasia screening and treatment, and 
long-term management related to HsiL are inconsistent. 
We aim to present a consensus of expert opinions to guide 
clinicians in anal neoplasia screening and management to 
improve outcomes for those at risk of anal neoplasia.

Methods/Interventions: We employed a modified 
Delphi method to determine consensus opinions regarding 
multiple key aspects of anal neoplasia screening and 
management. experts who detect and treat anal neoplasia 
were invited to participate in the study. the Delphi 
approach uses two rounds of an online survey question-
naire that are sent sequentially to participants. in round 

one, the experts responded to a series of quantitative and 
qualitative questions. Answers were aggregated as any 
agreement, neutral and any disagreement and the distri-
butions were compared using Pearson’s chi-square test. A 
second round of questions will be sent to the participants. 
the second round will consist of quantitative questions, 
derived from the qualitative data obtained in round one, 
as well as a repeat of the questions from round one that did 
not reach 80% agreement between the respondents. We 
are presenting the initial findings from round one.

Results/Outcome(s): A total of forty-six global experts 
in anal neoplasia were invited to participate in this study 
and twenty-five participants completed the survey. of 
the 25 experts, 88% were MD/Do, 56% practiced in a 
University Hospital setting, and the majority specialized 
in colorectal surgery (32%) or infectious disease (36%). 
experts agreed (>80%) on populations to screen such 
as persons living with HiV, men who have sex with 
men not living with HiV, and persons with a history of 
anal condyloma, incidental neoplasia, or current HPV 
disease. High-risk (Hr)-HPV testing and cytology results 
accompanied by Hr-HPV tests were agreed upon as the 
primary screening tools for referral to high-resolution 
anoscopy (HrA). consensus on the best procedure to 
detect neoplastic lesions was HrA with a colposcope in 
an office setting without sedation. Any lesion indicative 
of high-grade, particularly with diagnosis of Hr-HPV, was 
recommended for treatment. treatment practices favored 
ablative vs. topical therapy. regular screening for at risk 
individuals as well as those at risk of recurrence after treat-
ment was recommended.

Conclusions/Discussion: Anal HsiL is the anal cancer 
precursor and treating HsiL reduces anal cancer inci-
dence. the findings from this study present a preliminary 
consensus of experts’ opinions regarding the optimal 
screening and treatment modalities and can serve as a 
tool to help address the lack of detailed guidelines for anal 
neoplasia screening and management.

INCOMPLETE COLONOSCOPY IS ASSOCIATED 
WITH ATYPICAL AND CHRONIC 
DIVERTICULAR DISEASE.

ePoster AbstrActs eP249

b. staynings, A. ike, A. singh, M. Koehn, r. Goldstone, 
c. cauley, H. Kunitake, r. ricciardi
Boston, MA

Purpose/Background: incomplete colonoscopy occurs 
in a considerable number of screening and diagnostic lower 
gastrointestinal procedures. in this study, we assess reasons 
for incomplete colonoscopy with an aim towards identi-
fying imaging features of atypical or chronic diverticular 
disease.

Methods/Interventions: We reviewed all cases of 
incomplete colonoscopy from 4/1/2005 through 5/1/2022. 
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next, we abstracted data such as patient info, indication 
for colonoscopy, procedural data, imaging data, and surgery 
details. scans were reviewed with particular attention to 
identifying imaging findings of atypical and or chronic 
diverticular disease as defined by evidence of bowel wall 
thickness, diverticulosis, and inflammatory changes. then 
we assessed factors associated with diverticular disease 
including the eventual role of surgery.

Results/Outcome(s): From a database of 140,846 
colonoscopies, we abstracted a cohort of 2,925 patients 
with one or more incomplete colonoscopies (2.1%). From 
this group, 495 patients (16%) had multiple prior incom-
plete colonoscopies with average age of 62+/- 15. Most 
colonoscopies terminated in the left/sigmoid colon (38%) 
and the most common reasons for unintended colonos-
copy termination were poor bowel prep (24%), tortuous/
redundant colon (16%), and severe stricture (11%). of all 
patients, 980 (34%) had virtual colonoscopy or ct scan of 
the abdomen/pelvis. of the group with imaging completed, 
signs of atypical or chronic diverticular disease were noted 
in 255 (26%). Procedures that terminated for reasons 
of inflammation (n=143) or stricture (n=331) had the 
highest rate of diverticular disease, 28% and 25% respec-
tively. From the group with evidence of diverticular disease 
on imaging, 29% had surgery but most patients were never 
referred to a surgeon for discussion regarding treatment.

Conclusions/Discussion: Atypical or chronic diver-
ticular disease is identified on imaging in a considerable 
proportion of patients with incomplete colonoscopies. 
Although 29% of patients with incomplete colonoscopy 
and diverticular disease eventually undergo surgery, most 
patients never see a surgeon. Patients with incomplete 
colonoscopy should be considered for assessment of gastro-
intestinal quality of life with potential referral to a surgeon.

SMALL-CELL CARCINOMA OF THE RECTUM: 
30-YEAR EXPERIENCE.

ePoster AbstrActs eP250

F. cArDenAs LArA, r. Graham, c. Hallemeier, 
t. Halfdanarson, s. Kelley
Rochester, MN

Purpose/Background: small-cell carcinoma of the 
rectum is a very rare malignant tumor that carries a poor 
prognosis. Diagnosis is usually accompanied with meta-
static disease and specific treatment strategies are lacking. 
the aim of this study is to present our 30-year experience 
managing small cell carcinoma of the rectum.

Methods/Interventions: All patients who underwent 
treatment of small cell carcinoma of the rectum at Mayo 
clinic from 1990-2020 were included. Data collected 
included demographics, clinical presentation, tumor 
pathology, adjuvant therapy, treatment response, surgical 
approach, disease progression, and mortality. statistical 
analysis was performed using ibM sPss Version 22 (sPss 

inc, chicago, iL). survival analysis was performed with the 
Kaplan-Meier method and group differences were assessed 
with the log rank test. Variables that were normally distrib-
uted were analyzed with t-test for independent samples. 
Variables that were not normally distributed were analyzed 
with the Mann-Whitney-Wilcoxon rank sum test. P values 
<0.05 were considered statistically significant.

Results/Outcome(s): A total of 43 patients were iden-
tified during the study period of which 27 (62.8%) were 
female. the average age at the time of diagnosis was 58 
years (range, 33 - 86). A total of five (12%) presented with 
stage i or ii, fourteen (32%) with stage iii and 24 (56%) 
with stage iV disease. the most common symptoms at 
presentation were perianal pain and hematochezia. Mean 
follow-up was 14 months. overall survival for the entire 
cohort was 16% at 36 months. Patients with local and 
regional disease had longer median overall survival than 
those with metastatic disease (p=0.05). Platinum-based 
agents and etoposide was the first-line chemotherapy in 38 
(90%) patients and radiotherapy was used as an adjunct in 
23 (54%) of the patient. eleven (24%) of patients under-
went surgical intervention, and only seven with curative 
intent. initial response to treatment was observed in 29 
(67%) patients resulting in a significantly better survival 
compared to those without an initial response (p<0.001). 
Patients who underwent a curative surgical intervention 
did not show improved overall survival (p=0.96).

Conclusions/Discussion: small-cell carcinoma of the 
rectum is a rare malignant tumor with a poor prognosis. 
treatment modalities have not been standardized and 
despite multimodal therapy, disease progression is likely 
to occur. our experience revealed high rates of metastatic 
disease at presentation with high progression rates, and 
poor overall survival. Further study is necessary to deter-
mine optional treatments to improve outcomes.
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A CASE REPORT OF MINIMALLY INVASIVE 
HIPEC FOR APPENDICEAL MUCINOUS 
ADENOCARCINOMA AND LITERATURE 
REVIEW.

ePoster AbstrActs eP251

i. Ahmad, s. nalamati
Detroit, MI

Purpose/Background: the role of cytoreductive surgery 
(crs) and hyperthermic intraperitoneal chemotherapy 
(HiPec) is a well-established treatment modality for peri-
toneal surface malignancy. HiPec has shown improved 
long-term outcomes and helped solve the difficulty of 
chemotherapy delivery, which is not easily addressed by 
traditional methods. Generally, a laparotomy is made to 
allow for the evaluation of all peritoneal disease followed 
by cytoreduction. once completed, intraabdominal perfu-
sion catheters facilitate the perfusion of chemotherapy, 
commonly mitomycin c. recently, there is interest in 
minimally invasive approaches to crs/HiPec, especially 
in cases with low disease burden. studies have suggested 
minimally invasive crs/HiPec is feasible and safe. this 
case report highlights a robotic-assisted right hemicol-
ectomy, right lower quadrant peritonectomy, greater 
omentectomy, and HiPec for an appendiceal mucinous 
adenocarcinoma.

Methods/Interventions: eMr reviewed and Literature 
review via PubMed.

Results/Outcome(s): 37-year-old female who initially 
underwent robot-assisted appendectomy for presumed 
perforated appendicitis, was found to have t4a appendi-
ceal adenocarcinoma with a positive proximal margin on 
final pathology. the patient was subsequently taken to the 
operating room, upon diagnostic evaluation she was found 
to have peritoneal deposits limited to the right lower quad-
rant alone. she underwent a robotic-assisted right hemi-
colectomy with ileocolic anastomosis followed by right 
lower quadrant peritonectomy (cc-0). Greater omentec-
tomy was completed as well. subsequently, HiPec was 
performed with mitomycin c by placing perfusion cannulas 
via port sites. specimens were removed via Pfannenstiel 
incision. the patient tolerated the procedure well and was 
discharged on postoperative day 3 without any complica-
tions. Final pathology found residual mucinous adenocar-
cinoma in the right colon, 0/26 lymph nodes, and negative 
margins. Peritoneal resection and omental resection 
demonstrated deposits of metastatic mucinous adenocar-
cinoma. Final stage iVb (t4a, pn0, pM1b, G2). she was 
referred to medical oncology for adjuvant chemotherapy 
and was started on FoLFoX.

Conclusions/Discussion: Historically, there has been 
fear of intraperitoneal dissemination of cancer cells with 
the use of insufflation during minimally invasive surgery, 
however, this has been challenged and repeatedly invali-
dated. Understanding this has allowed surgeons to attempt 

minimally invasive methods in arenas not previously 
thought amenable to laparoscopy or robotic surgery. 
A recent study published by the American society of 
Peritoneal surface Malignancies (AsPsM) found mini-
mally invasive crs/HiPec is safe and can be considered 
in patients with limited tumor burden. our case under-
scores the effectiveness and safety of a minimally invasive 
approach in the appropriate patient.

CASE STUDY OF RARE SYNCHRONOUS 
PRIMARY NEOPLASMS OF THE APPENDIX.

ePoster AbstrActs eP252

G. thakkar, r. Amajoyi
Kansas City, MO

Purpose/Background: Previously healthy forty-three-
year-old female presented with several weeks of right lower 
abdominal pain with concerns of acute on chronic appen-
dicitis. no previous colonoscopy history or family history of 
any cancers. Her ct abdomen and pelvis showed concerns 
of a tubular structures are near the appendix which was also 
close to the ovaries. Decision was made to proceed with 
operative exploration. she was taken to the operating room 
and underwent a laparoscopic appendectomy. Pathology 
report showed a low grade appendiceal mucin neoplasm 
(LAMn) and a well-differentiated neuroendocrine tumor 
(net). there was no extra-appendiceal mucin (acellular 
or cellular) or dissecting mucin. there was no disruption or 
perforation of the specimen during surgery.

Methods/Interventions: she underwent an outpatient 
follow up with a medical oncologist. baseline chromogr-
anin-A, serotonin, and ceA levels were normal. there was 
no immediate treatment deemed necessary as patient had 
no tumor perforation or any current symptoms. Further 
management was guided by limited literature as there 
is still few evidence based research for management of 
synchronous appendiceal neoplasms. Furthermore, due to 
this rare combination, she followed up with our surgical 
oncologist for further management and care. Patient also 
followed up with a gastroenterologist and had a negative 
gastric emptying study, eGD study, and colonoscopy.

Results/Outcome(s): Patient followed up in the surgical 
oncologist clinic in a couple of months from her original 
surgery with complaints of obstructive symptoms and 
vague abdominal pain. Multiple imaging was unrevealing 
as to the source. Furthermore, there was no evidence of 
recurrence on any imaging as well. Given the unclear 
underlying etiology, the patient underwent a laparoscopic 
lysis of adhesions. in the post-operative clinic visit, it was 
found that this alone resolved most of her symptoms and 
she was satisfied with her results. return precautions to 
clinic were given the patient.

Conclusions/Discussion: synchronous appendiceal 
neoplasms are a rarity and are not commonly seen in 
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surgical practice our patient was managed per the available 
evidence for each histologic type. While both tumors at 
advanced stages can be lethal; fortunately, in our patient 
both tumors were found early and addressed with no 
morbidity.

LAPAROSCOPIC AND ROBOT-ASSISTED 
RESECTION OF GIANT SACRAL CHORDOMA: A 
CASE SERIES.

ePoster AbstrActs eP253

s. Guadagni, M. Palmeri, n. Furbetta, G. Di 
Franco, A. comandatore, c. carpenito, e. cantini, 
e. Annunziata, L. Pollina, r. capanna, L. Andreani, 
G. Di candio, L. Morelli
Pisa, Italy

Purpose/Background: the surgical treatment of sacral 
chordoma is technically demanding, particularly because 
tumor growth occurs mainly towards the pelvis. We herein 
describe our series of complex en-bloc sacrectomies for 
giant chordoma aided by laparoscopic or robot assisted 
pelvic dissection.

Methods/Interventions: We retrospectively analyzed 
peri-operative data of five patients who had undergone 
surgery for giant sacral chordoma December 2019 to 
March 2022, in which the rectal dissection was accom-
plished in a minimally invasive fashion. before surgery, all 
patients underwent staging ct scan and multidisciplinary 
evaluation. After inducing pneumoperitoneum, the oper-
ation begins with the upper sacral chordoma dissection 
and postero-lateral rectal mobilization, either by pure 
laparoscopy or by da Vinci Xi robotic assistance. After 
the abdominal phase and closure of the peritoneum with 
barbed sutures, the patient is placed in a prone position 
and sacrectomy is performed.

Results/Outcome(s): the sample comprised four men 
and one woman with a mean age of 65,7 years, and a mean 
body mass index of 26,9 Kg/m2. in the female patient, 
the abdominal dissection was carried out by pure lapa-
roscopy, whereas in male patients, the da Vinci Xi was 
employed. the mean operative time was 402 minutes. no 
intra-operative complications were registered. in all cases 
the upper sacral chordoma and rectal dissection made the 
sacrectomy easy to be performed, without any damage to 
the surrounding organs. Along the same line, we didn’t 
experience any post-operative complication, and the mean 
hospital stay was 11 days. in one case surgical margins 
came out as focally marginal; the remaining margins were 
assessed as wide. in a mean FU of 11months no local recur-
rence occurred.

Conclusions/Discussion: Minimally invasive surgery 
can be a valid approach to dissect bulky sacral tumors from 
surrounding tissues, particularly from rectum. While in 
female patients the dissection can be easily performed by 
pure laparoscopy, for male patients the availability of the 

robotic system can enhance the dissection of the narrow 
and uneasy space left by a giant sacral chordoma exten-
sively occupying the pelvis.

FACTORS AFFECTING MINIMALLY INVASIVE 
SURGERY UTILIZATION DURING ELECTIVE 
COLECTOMIES FOR DIVERTICULAR DISEASE 
IN THE UNITED STATES.

ePoster AbstrActs eP254

A. bachelani
Greensburg, PA

Purpose/Background: compared with open surgery, 
minimally invasive surgery (Mis) has been shown to have 
improved outcomes, including decreased morbidity and 
length of hospital stay. this study aims to analyze current 
trends in the utilization of Mis for elective colectomy for 
diverticular disease in the United states and to identify 
individual variables and hospital characteristics associated 
with Mis utilization.

Methods/Interventions: the national inpatient sample 
(nis) was analyzed using data from 2016 to 2019. the 
nis represents approximately 20% of hospital discharges 
in the United states. Factors assessed included hospital 
geographic region, rural vs. urban location, teaching status, 
bed size, and individual’s expected primary payer, age, race, 
and sex. Furthermore, this study compared the length of 
hospital stay, in-hospital mortality, and total hospital costs.

Results/Outcome(s): A total of 100,100 patients under-
went elective colectomies for diverticular disease between 
2016 and 2019. Mis utilization remained fairly constant 
(54.4% in 2016, 52.3% in 2017, 51.8% in 2018, and 54.3% 
in 2019; p=81.) Hospitals in the midwest used Mis less 
than other regions (midwest 49.2%, northeast 53.7%, 
south 54.8%, and west 55.1%, p<0.0001). rural hospitals 
had less Mis utilization (rural 39.2%, urban non-teaching 
55.1%, and urban teaching 54%, p<0.0001), although the 
difference narrowed over time (Figure 1a). Hospital bed 
size was not associated with differences in Mis utilization 
(small, 54.3%; medium, 54.3%; large, 52.1%; p=0.064). 
Patient sex was also not associated with differences in Mis 
utilization (male 53.8%;, female 52.8%; p=0.15). Mis utili-
zation decreased as patient age increased (age <51, 58.1%; 
51-65, 53.7%; 66-80, 49.2%; >80, 41.8%; p<0.0001). 
there were variances in Mis utilization based on expected 
primary payer (Medicare, 48.3%; Medicaid, 48.6%; private 
insurance, 56.7%; self-pay, 48.7%; no charge, 39.7%; 
p<0.0001). there was also a racial disparity in Mis utiliza-
tion (white, 53.2%; black, 46.7%; Hispanic, 57.8%; Asian 
and Pacific islander, 55.6%; native American, 41.1%; 
other, 55.5%; p<0.0001%; Figure 1b). Mis was found 
to decrease the length of stay (mean 3.9 days versus 5.4 
days, p=<0.0001), with similar in-hospital mortality (0.1% 
versus 0.2%, p=0.32) and similar overall hospital costs 
($72,369 versus $77,296, p=0.43).
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Conclusions/Discussion: consistent with other studies, 
Mis utilization decreased the length of stay compared to 
open surgery. costs and mortality rates were similar in this 
study. Most elective colectomies for diverticular disease in 
the United states are performed using Mis approaches. 
While there is no longer any variance in Mis utilization 
based on hospital bed size or teaching status, disparities 
concerning patient race and insurance status remain. 
Further investigation is needed to determine the roots of 
these disparities.

Figure 1a. Mis utilization by hospital type and year.Figure 1b. Mis uti-
lization by race.

COMPLIANCE TO AN ENHANCED RECOVERY 
AFTER SURGERY PROTOCOL FOR PATIENTS 
UNDERGOING CYTOREDUCTIVE SURGERY 
AND HYPERTHERMIC INTRAPERITONEAL 
CHEMOTHERAPY.

ePoster AbstrActs eP255

M. Lim, M. Lopez, M. onglao
Manila, Philippines

Purpose/Background: enhanced recovery After 
surgery (erAs) has led to improved clinical outcomes 
when compared to traditional care.1 cytoreductive surgery 
(crs) with hyperthermic intraperitoneal chemotherapy 
(HiPec), on the other hand along with improvements in 
systemic chemotherapy also have improved survival and 
quality of life for patients with peritoneal surface malig-
nancies.2 in patients who are undergoing crs and HiPec, 
erAs has has been shown to reduce opioid and narcotic 
use, intravenous (iV) fluids use, complication rates, and 

hospital length of stay (Los).3,4 currently, the Philippine 
General Hospital (PGH) is the only erAs center of 
excellence in our country. However, there are no data 
reporting on the outcomes and compliance to an erAs 
protocol for patients undergoing crs and HiPec.

Methods/Interventions: through a retrospective study 
design data of patients who underwent crs and HiPec 
were obtained from the patient information systems of the 
Department of surgery and the PGH from January 2019 
to september 2022. An in-house erAs clinical Pathway 
checklist was used to guide surgical trainees on how to 
comply with the erAs components. this is then digitally 
recorded in eiAs, a web-based data system used to facili-
tate the implementation of and monitor compliance to the 
erAs Protocols.

Results/Outcome(s): A total of 25 patients were 
enrolled under the erAs protocol from January 2019 to 
september 2022. the team’s compliance rate periopera-
tively was 44.6%. compliance was highest in the preoper-
ative phase (74.6%). there was poor compliance (<50% 
compliance) with the following components: 1. Use of 
epidural or spinal anesthesia, 2. resection site drainage, 
3. Postoperative epidural analgesia use, 4. balance fluids 
immediately postoperatively, 5. Weight change on post-
operative day (PoD) 1, 6. Duration of iV fluid infu-
sion, 7. energy intake immediately postoperatively, 8. 
energy intake on PoD 1, 9. Mobilization on PoD 1, 10. 
Mobilization on PoD 2, 11. Mobilization on PoD 3, 12. 
Alcohol cessation, 13. iron replacement treatment, and 
14. thrombosis prophylaxis. the average Los was 8.4 
days (range, 7 to 9.6 days) with an average of 0.6 day 
(range, 1 to 3 days) stay in the intensive care unit (icU) 
and postoperative length of stay at an average of 6.4 days 
(range, 4 to 7 days). readmission rate was 12%. Morbidity 
rate was 40%, majority of which was due to postoperative 
ileus (16%). there was one mortality (4.0%) due to the 
congestive heart failure.

Conclusions/Discussion: While there are still chal-
lenges with regards to compliance to the entire protocol 
because of aspects of crs HiPec and components in 
the erAs protocol that require adjustments in the team, 
erAs still presents a promising adjunct for patients under-
going crs HiPec due to the reduced length of stay and 
minimized mortality and morbidity rates.

complicance on erAs components and outcomes of Patients who 
underwent crs and HiPec
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SUSTAINABLE REDUCTION IN SURGICAL 
SITE INFECTIONS WITH IMPLEMENTATION 
OF A SYSTEMS-WIDE ENHANCED RECOVERY 
AFTER SURGERY PROGRAM IN COLORECTAL 
SURGERY.

ePoster AbstrActs eP256

n. sell1, L. bordeianou1, t. Francone2, K. Ahmed1, 
M. rubin3, r. bleday1

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

Purpose/Background: enhanced recovery after surgery 
(erAs) pathways are multimodal perioperative care regi-
mens designed to standardize operative preparation in 
order to optimize postoperative outcomes. studies have 
demonstrated the benefit of erAs on improving postoper-
ative wound complications after colorectal surgery among 
short-term institutional series, yet none have assessed the 
efficacy and sustainability of erAs on outcomes after 
multi-institutional erAs implementation.

Methods/Interventions: A retrospective review 
of Acs-nsQiP data from four hospitals that form a 
multi-institutional colorectal surgery collaborative group 
was performed. either all colorectal patients or sampling 
as per nsQiP guidelines were used for patient data. 
the study group included all colorectal patients who 
underwent either colectomy or proctectomy between 
01/2012 and 12/2020. A collaborative-wide institution of 
erAs occurred in 2014. the preoperative erAs bundle 
includes liquid chlorhexidine soap, mechanical bowel 
prep, antibiotic bowel prep, a complex carbohydrate drink, 
intravenous antibiotics within one hour of incision, goal 
directed fluid therapy, and non-opioid analgesic medi-
cation. the primary outcome was rates of postoperative 
wound complications.

Results/Outcome(s): Across four institutions, the 
combined rate of surgical site infections (ssi) in 2012 
prior to the implementation of erAs was 13.7%. the first 
year of implementation of erAs, 2014, saw a decrease 
in this rate to 9.8%. From 2015 to 2020 there was a 
sustained reduction of ssi rates to less than 6.75% for 
each year, continually below the national Acs-nsQiP 
average. the incidence of ssi in each individual hospital 
decreased sustainably for the duration of the study period. 
in assessing different types of post-operative infections, the 
most notable decrease was among superficial ssi (Figure). 
there was no difference found in the rates of deep 
incisional infections, organ space infections, or wound 
disruption.

Conclusions/Discussion: implementation of a 
successful multi-institutional erAs program is possible 
and beneficial for patient care. Adherence to an erAs 
pathway is associated with significant reductions in super-
ficial surgical site infections.

INTERNAL HOSPITAL DATA PIPELINES 
PROVIDE ACCURATE AND TRANSFERRABLE 
REAL-TIME REPORTING OF COLORECTAL 
SURGERY READMISSIONS COMPARED 
TO ABSTRACTED SURGICAL QUALITY 
REPORTING SYSTEMS.

ePoster AbstrActs eP257

c. Mantyh1, r. Woody1, W. Knechtle1, W. Webster1, 
s. balu1, A. Kirk1, P. baliga2, M. Lockett2

1Durham, NC; 2Charleston, SC

Purpose/Background: Accurate measurement of 
surgical complications is important in determining the 
quality of surgical outcomes. Abstracted and sampled data-
bases include the national surgical Quality improvement 
Project (nsQiP) and state-wide quality programs (sWQP) 
and are considered the gold standard for surgical quality 
reporting. However, abstraction is labor intensive, expen-
sive, and has significant time lag intrinsic to optimal 
reporting. near real-time identification of surgical compli-
cations using hospital-based internal data pipelines (iDP) 
could mitigate these shortcomings. Unplanned emergency 
department (eD) visits and readmission after colorectal 
surgery (crs) are common and important quality bench-
marks and offer an opportunity to compare these two 
quality reporting systems

Methods/Interventions: We collected 1 year of 
post-operative eD visits and in-patient readmission after 
crs from two academic institutions and compared stan-
dard abstraction via nsQiP and a sWQP to an iDP at 
each hospital. standardized patient eligibility criteria for 
each database was matched between the iDP cohorts. 
concordance between standard abstracted databases and 
the iDPs was compared.

Results/Outcome(s): elective crs from cY 2021 were 
reviewed at two institutions. institution 1 uses nsQiP 
while institution 2 uses a sWQP. concordance between 
cases and events were measured at each institution. A 
high rate of concordance was found at both institutions 
between nsQiP/sWQP and iDPs for all metrics (table 1).

Conclusions/Discussion: excellent concordance for 
crs cases, eD visits, and readmissions was observed 
between iDP and abstracted data sets. these results indi-
cate that iDPs are highly accurate and transferrable across 



 177

institutions. iDPs may provide inexpensive, modifiable, 
real-time data that provides actionable results.

table 1 concordance Level

EVALUATION OF INTERDISCIPLINARY CARE 
PATHWAY IMPLEMENTATION IN OLDER 
COLORECTAL SURGERY AND NEUROSURGERY 
PATIENTS USING THE CONSOLIDATED 
FRAMEWORK FOR IMPLEMENTATION 
RESEARCH.

ePoster AbstrActs eP258

F. Hu, K. rowe, L. o’Mara, A. bULGer, M. Groff, 
r. bleday, Z. cooper, r. bernacki
Boston, MA

Purpose/Background: the American college of 
surgeons Geriatric surgery Verification Program outlines 
best practices for surgical care in older adults. these 
recommendations have guided institutions to create work-
flows to better support needs specific to older surgical 
patients. this qualitative study explored clinician expe-
riences to understand influences on implementation of 
frailty screening and an interdisciplinary care pathway in 
older elective colorectal surgery and neurosurgery patients.

Methods/Interventions: semi-structured in-person 
and video-based interviews were conducted from July 
2021-March 2022 with clinicians caring for patients >70 
years on the colorectal surgery and neurosurgery services. 
interviews addressed familiarity with and beliefs about the 
intervention, intervention alignment with routine work-
flow and workflow adaptations, and barriers and facilitators 
to performing the intervention. interviews were analyzed 
using the consolidated Framework for implementation 
research (cFir) to find themes related to ongoing 
implementation.

Results/Outcome(s): thirty-two clinicians participated 
(56.3% female, 58.8% White). Fifteen relevant cFir 
constructs were identified (table 1). Key themes to imple-
mentation success included strong participant belief in 
effectiveness of the intervention and its advantage over 
standard care; the importance of training, reference mate-
rials, and champions; and the need for institution-level 
investment in resources to amplify the impact of the inter-
vention on patients and expand the capacity to address 
their needs.

Conclusions/Discussion: systematic evaluation found 
implementation of frailty screening and an interdisciplinary 
care pathway in elective colorectal surgery and neurosur-
gery patients to be supported by participating clinicians, yet 

sustainability of the intervention and further adoption across 
surgical services to better meet the needs of older patients 
would necessitate organizational resource allocation.

themes surrounding Frailty screening and care Pathway 
implementation for older surgical Patients in connection with 
consolidated Framework for implementation research constructs

INTRAOPERATIVE METHADONE USE IN 
PATIENTS UNDERGOING COLORECTAL 
SURGICAL PROCEDURES.

ePoster AbstrActs eP259

n. Kau, K. Mirza, t. Mayo, M. rubens, Z. stacy, 
s. Glasgow, M. silviera, r. smith
St Louis, MO

Purpose/Background: Pain control is central to 
recovery after colorectal surgery. the current standard of 
care for abdominal operations relies on the postoperative 
use of short-acting opioids. recent literature, however, has 
explored the use of a single perioperative dose of metha-
done, a long-acting opioid. there are limited studies on the 
efficacy of methadone as a part of an enhanced recovery 
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after surgery (erAs) protocol and none within colorectal 
surgery. in this study, we examined the use of methadone 
after colorectal resection and evaluated its impact on 
opioid utilization, hospital cost, pain scores, length of stay, 
and time to return of bowel function.

Methods/Interventions: this is a retrospective study 
of opioid use in patients treated at a tertiary referral 
center undergoing minimally invasive colorectal surgery. 
consecutive patients receiving methadone on induction 
of anesthesia between February 2019 to november 2021 
were included. Historical controls were matched based 
on procedure type and controlled for age, AsA class, and 
pre-operative opioid usage. Post-operative opioid use was 
calculated as inpatient morphine milligram equivalents 
(MMe) and collected from induction through postoper-
ative day 3. Minimum and maximum pain scores were 
collected daily. cost of opioids, length of stay, and time to 
return to bowel function were reported.

Results/Outcome(s): Patients who received metha-
done (n=89) used significantly more MMes compared 
to controls (n=89) (249.23 vs 200.25, p=0.015). there 
was no significant difference in pain scores (3.5 vs 3.3, 
p=0.630), length of stay (7.2 vs 7.7 days, p=0.809), 
or time to return to bowel function (1.3 vs 1.5 days, 
p=0.140). Average total costs for opioids were $43.49 
(methadone) vs $3.69 (control). in patients with pre-oper-
ative narcotic use, there was no difference in MMe usage 
between methadone (n=25) and control groups (n=15) 
(294.56 vs 239.34 MMe, p=0.841), but a significant 
increase in opioid naïve methadone patients (n=64) when 
compared to naïve controls (n=74) (233.05 vs 192.33, p 
= 0.003). there was no significant difference in length 
of stay between methadone and control naïve patients 
(6.34 vs 5 days, p=0.251) or non-naïve patients (7 vs 12.5 
days, p=0.108). Finally, there was a significant decrease 
in time to return to bowel function in naïve methadone 
patients (1.27 vs 1.57 days, p=0.044) but no difference in 
non-naïve patients (1.48 vs 1.33, p=0.670).

Conclusions/Discussion: Patients who received meth-
adone in the context of laparoscopic colorectal surgery 
did not have a significant reduction in overall opioid use 
or pain control but did incur higher costs. there was no 
significant difference in length of stay or time to return 
to bowel function compared to non-methadone patients. 
Given our findings, we have excluded methadone in our 
erAs protocol.

PFIGHT PFOR PFANNENSTIEL.
ePoster AbstrActs eP260

J. DeLallo, J. crockett
Greenville, SC

Purpose/Background: With the advent of robotics in 
colorectal surgery and the ease of training and potential 
for better patient outcomes there has been a shift towards 

using the robotic platform in elective colorectal cases. 
However, most robotic cases require a small Pfannenstiel 
incision to retrieve the specimen potentially causing 
similar postoperative pain as an open resection via a formal 
Pfannenstiel.

Methods/Interventions: this retrospective single insti-
tution observational review assessed hospital length of 
stay, postoperative opioid pain medication use and overall 
complications of patients who had a low anterior resec-
tion or sigmoidectomy via an open Pfannenstiel incision 
versus a robotic resection. We identified a total of 332 
patients between January 2015 and December 2019, 243 
(73.2%) robotic, and 89 (26.8%) open Pfannenstiel on the 
colorectal service.

Results/Outcome(s): the groups were similar in basic 
demographics as well as indications for surgery with malig-
nant pathology in 51.7% of the open group versus 43.2% 
robotic group (P = 0.17). the open group was found to 
have no significant difference in hospital length of stay 
than the robotic group (mean 4.3 vs 3.39 days; P = 0.149). 
similarly, there was no difference in opioid pain medica-
tion use between the open and robotic groups (58.4 vs 
50.3 mg; P = 0.397), overall complications (31.5 vs 27.2%.  
P = 0.441), or surgical site occurrence (10.1 vs 7%;  
P= 0.349). there was a significantly higher operative time 
in the robotic group compared to the open group (203.9 vs 
123.8 minutes; P = <0.001).

Conclusions/Discussion: in conclusion, while the 
access to robotic surgery grows, it is still acceptable to offer 
and provide open resections for malignant and benign 
colorectal disease that require a low anterior resection 
or sigmoidectomy. We recommend using a Pfannenstiel 
incision as either the open operative approach or in junc-
tion with minimally invasive techniques for its overall low 
complication rate and acceptable patient pain tolerance.

Primary outcomes of open vs robotic sigmoidectomies and Low 
Anterior resections
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OUTCOMES OF COLON RESECTION BY 
SURGEON CASE VOLUME: A RETROSPECTIVE 
STUDY.

ePoster AbstrActs eP261

s. bogardus, e. brooks, A. rowe, G. Low, J. McLoughlin, 
M. casillas, A. russ
Knoxville, TN

Purpose/Background: General surgery has become ever 
more specialized in recent years with fellowships becoming 
more popular. As a result, highly complex operations have 
become stratified across subspecialists and general surgeons 
alike depending on geography and resource availability. in 
endeavoring to ensure patient safety, surgical volume is 
often utilized as an indirect measure of competency. in 
the literature, such comparisons of operative volume and 
patient outcomes has demonstrated a direct correlation 
between high hospital volume and improved outcomes. 
in this study, we specifically examined the ramifications 
of surgeon-specific colon resection case volume at a single 
tertiary care center with regards to patient outcomes.

Methods/Interventions: retrospective analysis of 1359 
colon resections performed at a tertiary referral center 
between 2018-2020 comprising of thirteen surgeons with 
various training backgrounds. colon resections were 
performed minimally invasive or open and under urgent/
emergent or elective circumstances. surgeons were clas-
sified by annual colon resection case volume and then 
designated high, medium, and low-volume by quartile. 
comparison of the surgeon groups accounted for the 
urgent/emergent nature of the case as well as the patient’s 
charlson comorbidity index. Primary outcomes included 
readmission, complication rate, 30-day mortality, survival, 
and length of stay.

Results/Outcome(s): no significant difference was 
noted in patient comorbidity in the high-volume group 
compared to the other groups. 14.7% of colectomies 
performed by high volume surgeons occurred in urgent/
emergent scenarios compared to 52.1% of colectomies by 
low volume surgeons. Hospital length of stay was shorter 
for high-volume surgeons (average 4 days, p <0.05). 
Low-volume surgeons performed open colectomies 81.5% 
compared to 42.7% performed by high-volume surgeons. 
complications occurred less in the high-volume group 
(25.5%) compared to low and medium volume groups 
(47.1% and 53.8%, p < 0.001). readmission rate was 
highest among the low-volume surgeons (20.2%, p < 
0.001).

Conclusions/Discussion: our data suggests that higher 
annual surgeon case volume is associated with improved 
patient outcomes including readmission, length of stay, and 
complications. surgeons with high annual case volumes 
of colon resections were more likely to perform them in 
non-emergent situations and through minimally invasive 
techniques.

THE DEATH OF SMALL PRACTICES IN 
COLORECTAL SURGERY.

ePoster AbstrActs eP262

s. Anderson1, J. Mount2, b. Hintze3, J. Hogan4, i. Jorge5, 
D. etzioni5, G. Han5, J. brady5

1Jacksonville, FL; 2Macon, GA; 3Provo, UT; 4St Louis, MO; 
5Scottsdale, AZ

Purpose/Background: Physicians have gravitated 
toward larger group practice arrangements in recent years. 
However, consolidation trends in colorectal surgery have 
yet to be independently examined. the focus of this study 
was to assess current trends in practice consolidation 
within colorectal surgery and evaluate underlying demo-
graphic trends. We hypothesized that practice consolida-
tion patterns would largely be driven by younger surgeons.

Methods/Interventions: Data from 2015 and 2022 
were collected via the national Downloadable File from 
the cMs Physician compare database, which contains 
data on physicians registered with Medicare and their 
affiliated practices. colorectal surgeons were identified 
by primary specialty designation. surgeons were placed in 
size categories based upon the total number of physicians 
(including all specialties) in their affiliated practice (1-2, 
3-9, 10-24, 25-49, 50-99, 100-499, 500+ members). the 
data were stratified by U.s. region (Midwest/northeast/
south/West), physician gender (M/F), median date of 
graduation from medical school (older/Younger), and new 
colorectal surgeons since 2015.

Results/Outcome(s): From 2015 to 2022, the number 
of colorectal surgeons in the U.s. increased from 1360 
to 1595 (+17.3%). there was an overall decrease in the 
number of practices with which they were affiliated (790 
to 786, -0.5%). the proportion of colorectal surgeons 
in groups of 1-2 members fell from 19.1% to 10.7%. 
conversely, those in groups of 500+ members grew from 
25.1% to 44.9%. the linear trend toward consolidation 
was significant (p<0.001). the Midwest region demon-
strated the highest degree of consolidation, where surgeons 
affiliated with practices of 500+ climbed from 38.7% to 
61%. Group practices of 500+ members saw the largest 
increase for both female and male surgeons (+71.9% and 
+80.2%, respectively). Female colorectal surgeons had 
a smaller percent change in the 1-2 group size (-24.3%) 
compared to a much larger decrease in the 3-9 group size 
(-63.8%). in contrast, male colorectal surgeons had a 
similar decrease in both the 1-2 (-46.2%) and 3-9 (-50.2%) 
group sizes. older surgeons had a smaller decrease in prac-
tices of 1 or 2 compared to younger surgeons (-37% vs. 
-58.1%, respectively). surgeons who joined the workforce 
between 2015 and 2022 overwhelmingly practiced in larger 
groups — 44% worked in practices of 500+ physicians 
compared to only 2.6% who worked in solo or duo prac-
tices (Figure 1).

Conclusions/Discussion: the number of small 
colorectal surgery practices is shrinking. Although this 
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change is happening across all demographic groups, it is 
unevenly distributed across region, gender, and age. new 
surgeons are disproportionately joining large group prac-
tices. identifying the driving forces of practice consolida-
tion in colorectal surgery is an avenue for further research.

Figure 1. current Practice Distribution of new colorectal surgeons 
Joining since 2015

THE ASSOCIATION BETWEEN CANNABIS USE 
DISORDER AND POST-OPERATIVE OUTCOMES 
FOLLOWING PROCTECTOMY.

ePoster AbstrActs eP263

A. Papanikolaou1, s. radomski1, M. stem1, c. trinh1, 
b. Lo2, b. safar1, J. efron1, c. Atallah1

1Baltimore, MD; 2Boston, MA

Purpose/Background: cannabis is the most commonly 
used recreational drug amongst patients undergoing 
surgery. studies have demonstrated increased adverse 
post-operative outcomes in patients with cannabis use 
disorder (cUD) across a variety of surgical specialties, 
including gastrointestinal surgery. However, the effects of 
cUD on postoperative outcomes following rectal surgery 
have not been investigated.

Methods/Interventions: Adult patients undergoing elec-
tive proctectomy were analyzed in the national inpatient 
sample database (2004-2018). cUD was defined using the 
relevant icD-9/10 diagnostic codes. Patients with cUD 
were matched to patients without cUD using propensity 
score matching in a 1:1 ratio to control for differences in 
baseline patient characteristics. the primary outcome was 
composite post-operative morbidity. secondary outcomes 
were length of stay and total hospital charges.

Results/Outcome(s): A total of 173 patients with cUD 
underwent proctectomy. the overall prevalence of cUD 
was 0.21%, following an increasing trend and reaching the 
highest level in 2015 (0.69%). there was no difference in 
the rate of overall morbidity between patients with cUD 
(34/173, 19.65%) and patients without cUD (44/173, 
25.43%) (p=0.198). in addition, there were no differences 
in median length of stay (cUD: 6, iQr 4-8; no cUD: 6, 
iQr 5-9, p=0.912) or total hospital charges (p=0.431) 
(table).

Conclusions/Discussion: cannabis use has been 
increasing amongst patients undergoing surgery. 
nevertheless, cUD was not associated with increased 
post-operative morbidity in patients undergoing 
proctectomy.

EARLY REMOVAL OF FOLEY CATHETERS 
AFTER COLORECTAL SURGERY IS NOT 
ASSOCIATED WITH POSTOPERATIVE 
URINARY RETENTION.

ePoster AbstrActs eP264

A. Webber, J. saraidaridis, e. breen, D. Kleiman, 
P. Marcello, A. Kuhnen
Burlington, MA

Purpose/Background: Foley catheters are utilized for 
major abdominal operations in colorectal surgery. timing 
of catheter removal has to balance the risks of both early 
and delayed removal such as urinary retention and catheter 
associated urinary tract infection (cAUti). Data are mixed 
regarding optimal foley management. Despite the guidelines 
form the American society of colorectal surgery, perioper-
ative foley management practice patterns still vary.

Methods/Interventions: We implemented a foley cath-
eter management protocol developed from consensus among 
5 colorectal surgeons. Data were collected over a 3-month 
time period pre-implementation and post-implementation 
for patients that underwent non-emergent major colorectal 
operations. Patients with chronic indwelling catheters, 
unexpected return to the operating room, surgery requiring 
bladder repair, multiple surgical teams and operations 
greater than 9 hours were excluded. our primary outcome 
was rate of urinary retention requiring catheter replace-
ment. secondary outcomes were urinary tract infection 
(Uti), catheter utilization, total catheter time, length of 
stay (Los), and protocol compliance. baseline characteris-
tics, overall procedure and individual procedure outcomes 
were analyzed by bivariate analysis. regression analyses 
were performed for factors associated with decreased foley 
catheter time and to explore an association of procedure 
compliance with Los.
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Results/Outcome(s): A total of 185 patients were 
included, 48% of whom were in the pre-implementa-
tion cohort. overall rates of Uti and urinary retention 
were 1% and 2% respectively. the pre-protocol cohort 
was 5 years older (p= 0.03), but there were no differ-
ences in remaining patient demographics. on bivariate 
analysis comparing outcomes between the pre- and 
post-implementation cohorts, total foley time was 14 
hours shorter (p <0.001) and length of stay was 1 day 
shorter (p=0.02) (Figure 1). there were no differences in 
Uti, foley replacement, intermittent catheterization, or 
overall number of catheters placed for surgery. those that 
underwent loop ostomy closures had a 50% decrease in 
foley placements for surgery (p=0.02), and those who 
had a catheter placed had a 10 hour decrease in mean 
foley time after protocol implementation (p=0.02). 
Protocol compliance rates increased over 50% for the 
right colectomy, small bowel resection and upper proc-
tectomy (p=0.03), mid/lower proctectomy, APr and 
iPAA operations (p=0.001). Protocol compliance was 
associated with a shorter Los.

Conclusions/Discussion: implementation of a single 
institution, perioperative foley management protocol was 
associated with decreased foley time and length of stay 
after major abdominal colorectal operations, without 
increasing urinary retention or Uti rates. Further studies 
are needed to explore barriers to standardized protocol 
compliance.

USING HEART RATE VARIABILITY TO 
DEVELOP A PREDICTIVE MODEL FOR 
POST-OPERATIVE CARDIOVASCULAR 
COMPLICATIONS: A PILOT STUDY.

ePoster AbstrActs eP265

V. Yik, c. Koo, b. Xue, e. tan
Singapore, Singapore

Purpose/Background: Heart rate Variability (HrV), 
derived from continuous electrocardiogram (ecG) moni-
toring, is a dynamic reflection of the composite outcome 
of heart rhythm regulation by various physiological inputs. 
HrV deviations have been found to correlate with short- 
and long-term clinical outcomes in patients with cardiovas-
cular diseases or under physiological stresses. Perioperative 
cardiovascular complications (cVc) occur in up to 5% 
of adult patients undergoing non-cardiac surgery and are 

associated with significantly increased mortality. We aimed 
to develop a model predictive of post-operative cVc using 
HrV parameters, to allow for early risk prediction to aid 
post-operative clinical decision-making.

Methods/Interventions: Adult patients admitted to 
the High Dependency Unit (HD) post major elective 
non-cardiac surgery at our hospital were recruited 
and followed through the perioperative period, with 
ecG monitoring for HrV derivation at three time 
points – pre-operative, immediately post-operative, and 
post-operative day 1. the primary composite outcome 
was defined as cVc within 7 days post-operatively. 
HrV parameters were computed from the ecGs and 
candidate predictors were identified using univariate 
logistic regression analysis. significant HrV variables 
(at p ≤ 0.2) were subsequently included as candidate 
predictors in a multivariable logistic regression analysis 
incorporating a stepwise selection algorithm. the predic-
tive capability of the model was assessed using receiver 
operating characteristic (roc) analysis with area 
under the roc curve (AUc) as a measure of overall 
predictive accuracy. statistically optimal cut-off points 
were identified using Youden’s J-statistic.

Results/Outcome(s): in our pilot study, a total of 89 
patients were included in the analysis, with 8 experiencing 
the primary outcome of cVc. Using stepwise multivariable 
logistic regression, we found that three HrV parameters 
(sdHr, total Power and DFA Alpha 1), when measured 
immediately post-operatively and composited with patient 
age, provide the basis for a predictive model with AUc 
of 0.980 (95% ci: 0.953, 1.00). the negative predictive 
value is 1.00 at a statistically optimal predicted probability 
cut-off point of 0.16.

Conclusions/Discussion: our model holds potential 
for accelerating clinical decision-making and aiding in 
patient triaging post-operatively, using easily acquired 
HrV parameters derived from immediate post-operative 
ecG monitoring routinely done in the post-anaesthesia 
care unit (PAcU). Patients assessed to have a low risk 
profile of post-operative cVc with our model may be 
suitable for management in the general ward after major 
elective surgery, avoiding unnecessary HD admissions and 
eventually reducing HD usage. As this is a pilot study, 
further verification is needed. A larger cohort study is 
currently underway to validate our preliminary results.
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Predictive model for total post-operative cardiovascular complica-
tions using Heart rate Variability parameters measured immediately 
post-operatively

COST-BENEFIT OF EARLY ILEOSTOMY 
CLOSURE IN 3-STAGE ILEAL POUCH-ANAL 
ANASTOMOSIS (IPAA) FOR TREATMENT OF 
ULCERATIVE COLITIS: A PREDICTIVE MODEL 
AT A HIGH-VOLUME TERTIARY CENTER.

ePoster AbstrActs eP266

Y. Wang, H. Freid, A. ricardo, e. Weber, A. Greenstein, 
s. Khaitov, P. sylla
New York, NY

Purpose/Background: the use of temporary diverting 
loop ileostomy (DLi) is standard practice in 3-stage 
ileal pouch-anal anastomosis (iPAA) for treatment of 
ulcerative colitis (Uc). closure of the ileostomy usually 
occurs 8-12 weeks after confirming anastomotic integrity. 
While DLi protects against septic complications of anas-
tomotic leakage, it is associated with significant morbidity 
including obstructions and high output, often leading to 
hospital readmission. it has been shown that early ileos-
tomy closure after rectal cancer resection is safe and results 
in fewer complications relative to delayed closure. We 
aimed to investigate whether early ileostomy closure could 
also be cost effective.

Methods/Interventions: Using a prospective database, 
all patients who underwent iPAA surgery between 2017-
2021 were identified. Hospital cost data of inpatient 
stays from iPAA surgery, readmissions following iPAA, 
DLi closure, and readmissions following DLi closure 
were collected. A predictive model of early ileostomy 
closure was created from estimated readmission rates and 
length of stay (Los) based on institutional data from 
our prospective ibD database. in our predictive model, 
patients would undergo iPAA, upon confirmation of 
anastomotic integrity by ct imaging on PoD #7 and 
DLi reversal would be performed on PoD #8-10 of 
the same admission with total Los of 13-15 days. We 

compared total average (expected) cost per patient of the 
predictive model versus the current practice model.

Results/Outcome(s): We identified 113 Uc patients 
who underwent all 3 stages of iPAA at our institution. 
the average cost of iPAA + DLi admission was $24043, 
iPAA readmission $20545, DLir admission $19860, and 
DLir readmission $12907. the rate of <30-day readmis-
sions following iPAA procedure was 22.1% and >30-day 
readmissions was 13.2%, of which 80% and 86.7% were 
due to ileostomy complications respectively. the expected 
total cost per patient undergoing iPAA + DLi and DLir 
under current practice model is $51,340 with 11-day Los. 
the estimated total expected cost for early ileostomy 
closure model was calculated to be $50340 for 13-day Los, 
$52538 for 14-day Los, and $56736 for 15-day Los.

Conclusions/Discussion: there is potential cost benefit 
to early ileostomy closure following iPAA when performed 
in selected patients. DLi reversal performed 8-12 weeks 
following iPAA averaged 11-day total hospitalization 
versus 13-15 days in our predicted early ileostomy closure 
model. However, based on high readmission rates from 
ostomy-related complications, we estimate lower expected 
hospital costs with our predictive model relative to current 
practice. An early ileostomy closure pathway may help 
reduce ostomy-related morbidity readmission, as well as 
overall costs if hospitalization limited to 14 days.

estimated total expected average cost per patient for current practice 
model versus predictive model with 13, 14, and 15 day Los

ROOM FOR IMPROVEMENT: EXTENDED 
VENOUS THROMBOPROPHYLAXIS AFTER 
ABDOMINAL AND PELVIC SURGERY FOR 
COLORECTAL AND ANAL CANCER. THE 
IMPACT OF GUIDELINE-RECOMMENDED 
THROMBOPROPHYLAXIS IN PATIENTS 
UNDERGOING ABDOMINAL SURGERY FOR 
COLORECTAL AND ANAL CANCER AT A 
TERTIARY REFERRAL CENTER.

ePoster AbstrActs eP267

s. broccard, M. edwards, e. brennan, A. spaulding, 
A. Merchea, D. colibaseanu
Jacksonville, FL

Purpose/Background: Background: Venous thrombo-
embolism occurs in approximately 2% of patients under-
going abdominal and pelvic surgery for cancers of the 
colon, rectum, and anus, and is considered preventable. 
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the American society of colon and rectal surgeons 
recommends extended prophylaxis in high-risk patients, 
but this remains an opportunity nation-wide. Objective: 
this study aims to analyze the impact of venous thrombo-
embolism risk-guided prophylaxis in patients undergoing 
elective abdominal and pelvic surgeries for colorectal and 
anal cancers from 2016 to 2021.

Methods/Interventions: Setting: the study was 
conducted at a multisite tertiary referral academic health-
care system. Patients: Patients who underwent elective 
abdominal or pelvic surgery for colon, rectal or anal cancer. 
Interventions: none Main outcome measures: receipt of 
caprini-guided venous thromboembolism prophylaxis, 90 
days postoperative rate of deep vein thrombosis, pulmo-
nary embolism, venous thromboembolism, and bleeding 
events.

Results/Outcome(s): Results: A total of 3,504 patients 
underwent elective operations, of which 2,224 (63%) 
received appropriate thromboprophylaxis in the inpa-
tient setting. Following additional exclusions, including 
inpatient venous thromboembolism, a post-discharged 
cohort of 2,769 patients were analyzed, of which 2,721 
(98%) received less than the Ascrs recommended 
post discharge thromboprophylaxis. in-hospital deep vein 
thrombosis, pulmonary embolism and venous thromboem-
bolism rates in the suboptimal thromboprophylaxis group 
were 1.09%, 0.94%, and 1.48%, respectively, compared 
to 0.22%, 0.09%, and 0.31% in the appropriate thrombo-
prophylaxis group. All were statistically significant with 
p-values < 0.001. At 90 days post-discharge, the deep vein 
thrombosis, pulmonary embolism, and venous thromboem-
bolism rates were 0.60%, 0.40%, and 0.88%, respectively. 
Postoperative bleeding was not different between the two 
groups. counterintuitively, postoperative bleeding prior 
to discharge was less common in patients who received 
appropriate thromboprophylaxis, 1.80% vs. 4.45%, p < 
0.001. Limitations: Limitations to our study include its 
retrospective nature, use of aggregated electronic medical 
records, and single healthcare system experience.

Conclusions/Discussion: Conclusion: Most patients 
in our healthcare system undergoing abdominal or pelvic 
surgery for cancers of the colon, rectum, and anus were 
discharged with less than the optimal caprini-guided Vte 
prophylaxis. risk-guided prophylaxis was associated with 
decreased rates of venous thromboembolism at 90 days 
without an increase in bleeding events.

Vtes by Appropriate Prophylaxis

THE USE OF ICG FOR SAFE ROBOTIC ASSISTED 
TRANS-ANAL SURGERY WITH TME.

ePoster AbstrActs eP268

A. Abu Amr, J. Mino, F. itriago
Brandon, FL

Purpose/Background: introduction tAMis was 
initially described more than a decade ago as a feasible 
readily available alternative to endoscopic microsurgery 
eMs for local excision of rectal tumor that requires a less 
steep learning curve (1) it is fascinating to see the multiple 
application of tAMis in different areas of colorectal 
surgery starting from the use for managing complications 
related to pelvic surgeries such as the complex rectoure-
thral fistula (2) to achieve tMe resection for low-lying 
rectal cancer(3,4). Urology injuries are not uncommon in 
colorectal surgery due to the proximity of the colon and 
rectum to the ureter, bladder, and urethra.

Methods/Interventions: case report our patient is a 
50 year old male with low-lying rectal ulcerating cancer 
that was treated with tAMis assisted robotic low anterior 
resection with tMe. the transanal dissection 2 cm distal 
to the tumor was carried out after purse string suture of the 
rectum distal to the tumor, then the tAMis GelPoint 
Path transanal Access Platform was introduced via the 
anus and circumferential dissection of the rectum started 
posteriorly over the sacrum, then laterally while preserving 
the ureters, then anterior dissection of the rectum was 
carried out separating it from the prostate and membra-
nous urethra after infusion of icG that helped successfully 
visualize and preserve the structure. the surgery was 
completed via abdominal approach after complete mobi-
lization of the rectum up to the peritoneal reflection, and 
the specimen was delivered via a pfannenstiel incision. 
transanal colorectal anastomosis was performed using 
29 mm eeA stapler.
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Results/Outcome(s): successfully utilizing icG for safe 
dissection in low rectal tumor

Conclusions/Discussion: Discussion tAMis is a 
relatively new approach for transanal surgery but carries 
an increased risk of urethral damage which is fairly unique 
to this approach. Urological injuries like urethral transec-
tion can result in a devastating outcome like a rectoure-
thral fistula and require a complex treatment approach, 
especially if they are not recognized early and addressed. 
Preventive measures to avoid injuries to the urethra, 
bladder, and ureter or early recognition and addressing 
of the injury would save the patient from complications 
and postoperative morbidity. intraoperative use of icG is 
a helpful tool to avoid or at worst identify those injuries 
and address them intraoperatively. conclusion We believe 
presenting this case will help shine the light on using icG 
to help identify vital structures such as the urethra and 
prostate while operating on low rectal cancer to avoid 
injuries or identify them and address them early. tatMe 
has made it easier to operate on such lower tumors with 
better visualization of vital structures and flexibility than 
the abdominal approach, and we find adjuncts like icG 
important in avoiding inadvertent injury.

SURGICAL MANAGEMENT OF RECTAL 
CANCER WITH SYNCHRONOUS TREATMENT 
OF PROSTATE CANCER.

ePoster AbstrActs eP269

r. briere, A. Martin, P. bouchard, s. Drolet
Quebec, QC, Canada

Purpose/Background: synchronous rectal (rc) and 
prostate cancer (Pc) is a rare entity with a complex 
management. Prostatectomy combined to total mesorectal 
excision (tMe) implies two adjacent anastomoses. 
Moreover, curative radiotherapy (rt) for Pc requires 
higher doses than long-course neoadjuvant chemoradio-
therapy (crt) for rc. We assessed the safety and effi-
ciency of synchronous treatments for rc and Pc.

Methods/Interventions: single-center retrospective 
observational study of consecutive patients from 2007 to 
2021 treated with neoadjuvant rt and tMe for rc with 
synchronous treatment of Pc. Palliative rc treatments 
were excluded.

Results/Outcome(s): Among the 14 patients, the 
median age was 72 years. six (43%) had low and seven 
(50%) had mid rc. Half had node-positive disease and 
one had resectable liver metastases. concomitant Pc 
were low-, intermediate- and high-risk in three (21%), 

seven (50%) and four (29%) patients respectively and 
eight (57%) received hormonotherapy (Hrt). ten (71%) 
patients underwent pelvic crt (45 or 50.4 Gy) followed 
by prostate brachytherapy (15 Gy), two (14%) received 
pelvic crt (45 or 50.4 Gy) followed by external prostate 
rt boost (26 Gy) and one had rectal brachytherapy with 
Hrt. one patient only received pelvic crt (50.4 Gy) 
due to palliative treatment of his metastatic Pc. tMe was 
performed by low anterior resection in 12 (86%) patients, 
with stapled colorectal (67%) or handsewn delayed 
coloanal anastomosis (33%), of whom nine (75%) had a 
diverting ileostomy. two (14%) had an abdominoperineal 
resection with terminal colostomy. Laparoscopic approach 
was used in 12 (86%) patients including two transanal 
tMe, two (14%) had open surgery and one required 
conversion to laparotomy due to difficult ventilation. the 
median operative time, blood loss and hospital stay were 
of 238 minutes (iQr: 201-288), 125 mL (50-163) and 6 
days (5-6.5) respectively. thirty-day postoperative compli-
cations are reported in table 1. Five (36%) patients had 
clavien-Dindo grade iiib complications. Leaks occurred in 
3/12 anastomoses (25%) and 7/9 (78%) diverting ileosto-
mies were reversed. After a median follow-up of 37 months 
(18-70), local rc recurrence was reported in two (14%) 
patients and distant recurrence in four (29%), all of which 
were pulmonary metastases. Five patients died including 
two from their rc. there was no Pc recurrence or death.

Conclusions/Discussion: synchronous rc and Pc is 
a rare challenging entity. We treated most patients with 
pelvic crt followed by prostate brachytherapy and tMe. 
this management avoided supplemental external rt to 
the rectum and a prostatectomy, therefore potentially 
reducing the risk of anastomotic leak and colourinary 
fistula. it demonstrated acceptable surgical outcomes and 
reanastomosis appeared safe. Pc should not limit the cura-
tive intent of rc as all recurrences were from rectal origin.
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OBJECTIVE COMPARISON OF SHORT-
TERM SURGICAL OUTCOMES FROM TOTAL 
MESORECTAL EXCISION BETWEEN RAPIDO 
PROTOCOL, STANDARD LONG COURSE 
RADIOTHERAPY AND UPFRONT SURGERY - A 
PROSPECTIVE COHORT STUDY IN A SINGLE 
ASIAN INSTITUTION.
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H. tan, F. Koh, L. Ho, s. sivarajah, c. chong, J. ng, 
D. Aw, J. Ladlad
Singapore, Singapore

Purpose/Background: Aim: the advent of the rAPiDo 
protocol has increased the fidelity and popularity of total 
neoadjuvant therapy (tnt) in the management of locally 
advanced rectal cancers. However, technical difficulty of 
the total meso-rectal excision (tMe) after tnt remains 
unknown. We evaluated the surgical outcomes of 3 groups 
of patients with rectal cancers – rAPiDo vs standard long 
course radiotherapy (Lcrt) vs upfront surgery to objec-
tively determine the effects of tnt on tMe.

Methods/Interventions: Methods: A review of prospec-
tively collected data was performed for patients who have 
rectal cancer and underwent low anterior resection from 
January 2016 to May 2022. Data on patient demographics, 
disease staging, peri-operative details and up to 2-year 
follow-up outcomes were analysed. the surgical and onco-
logical outcomes were compared. Patients were followed 
up until 31 May 2022.

Results/Outcome(s): results: A total of 57 patients 
were included in this review, 36 (63.2%) patients under-
went upfront surgery, 9 (15.8%) underwent rAPiDo tnt 
protocol and 12 (21.1%) underwent Lcrt. Forty-two 
patients (73.7%) were male and median age of patients 
was 65 years-old (interquartile range: 57-71). Patients 
who underwent upfront surgery had a statistically higher 
proportion of smokers (58.3%, p=0.04) and patients 
with diabetes (55.6%, p=0.03). there were significantly 
more patients with family history of colorectal cancer in 
the rAPiDo group (33.3%, p=0.04). Median follow up 
period for the cohort was 24 months (interquartile range: 
14-35). there were no statistical differences in operative 
times (335 vs 360 vs 286, p=0.26), with a median duration 
of 305.5min (interquartile range: 250.5-364.25). intra-
operative blood loss showed no significant differences 
(250 vs 200 vs 150, p=0.31) with a median blood loss of 
200ml (interquartile range:150-200). subgroup analysis of 
the 2 types of neoadjuvant therapy, rAPiDo and Lcrt, 
showed that both had similar peri-operative outcomes of 
operative time (335 vs 360, p=0.94) and blood loss (200 
vs 150, p=0.71). there was a significantly higher propor-
tion of patients achieving tumour regression grading of 3 
who had undergone rAPiDo compared to Lcrt (33% 
vs 0%, p=0.02) and no difference in distal (22.2% vs 18.2 
%, p=0.82) or local (11.1% vs 18.2%, p=0.66) recurrence 
rates.

Conclusions/Discussion: conclusion: based on the 
objective short-term surgical outcomes, there does not 
appear to be any significant technical differences in 
rAPiDo and Lcrt patients. However, there was a 
significantly improved tumour regression seen in the 
rAPiDo group which may impact the longer-term local 
and distant recurrence rates.

TOLERABILITY AND SAFETY OF ADJUVANT 
CHEMORADIOTHERAPY WITH S-1 AFTER 
LIMITED SURGERY FOR T1 OR T2 LOWER 
RECTAL CANCER: A MULTICENTER PHASE II 
TRIAL IN JAPAN.

ePoster AbstrActs eP271

t. Mizushima1, t. ohnishi2, M. ohue1, M. Yasui1, 
s. noura3, M. tei3, t. sueda3, s. Morita4, G. sawada4, 
Y. Kagawa1, A. inoue1, H. tamagawa1, K. nakata5, 
s. Yoshioka6, n. Miyoshi7, H. takahashi7, M. Uemura7, 
K. Murata8, Y. Doki7, H. eguchi7
1Osaka, Japan; 2Nishinomiya, Japan; 3Sakai, Japan; 4Itami, 
Japan; 5Higashiosaka, Japan; 6Yao, Japan; 7Suita, Japan; 
8Amagasaki, Japan

Purpose/Background: chemo-radiotherapy (crt) 
after complete local excision for pt1 with high-risk of 
lymph node metastasis and pt2 rectal cancer is recom-
mended as an optional treatment to achieve both curability 
and maintenance of quality of life. the aim of this study 
was to evaluate the short-term safety of combining limited 
surgery with adjuvant crt for t1 or t2 lower rectal 
cancer.

Methods/Interventions: this was a multicenter, 
single-arm, prospective phase ii trial. Patients diagnosed 
with lower rectal or anal canal cancer (clinical t1 or t2 
with a maximum diameter of 30 mm and n0 and M0) 
underwent transanal local excision or endoscopic resec-
tion. Patients received crt with s-1 (tegafur/gimeracil/
oteracil) after confirmation of well- or moderately differ-
entiated adenocarcinoma, and negative margins, and/or 
depth of submucosal invasion ≥ 1000 µm or muscularis 
propria, and/or positive lymphovascular invasion, and/or 
tumor budding grade of 2/3. the primary endpoint was 
relapse-free survival. secondary endpoints included overall 
and local relapse-free survival, safety, anal sphincter pres-
ervation rate, and anal function.

Results/Outcome(s): Pathological diagnosis was t1 in 
36 patients and t2 in 16 patients. serious complications 
after local excision were not reported. the crt comple-
tion rate per protocol was 86.5% (45/52). thirty-two 
patients developed 54 events of crt-related adverse 
events, including only one patient with a grade 3 event 
(stomatitis). the most common crt-related adverse 
event was diarrhea (n = 14). no patients showed deterio-
ration of anal function at 3 years postoperatively.
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Conclusions/Discussion: crt with s-1 after limited 
surgery for t1 or t2 lower rectal cancer resulted in a low 
incidence of toxicities and maintenance of anal function.

SINGLE-STAPLED ANASTOMOSIS IS 
ASSOCIATED WITH LESS ANASTOMOTIC 
LEAKS THAN DOUBLE-STAPLED TECHNIQUE 
AFTER MINIMALLY INVASIVE TOTAL 
MESORECTAL EXCISION FOR MRI-DEFINED 
LOW RECTAL CANCER (LOREC).

ePoster AbstrActs eP272

c. Foppa1, M. carvello1, A. Maroli2, M. sacchi2, 
M. Gramellini1, M. Montorsi1, A. spinelli1
1Milan, Italy; 2Rozzano, Italy

Purpose/Background: After total mesorectal excision 
(tMe) distal rectal transection and anastomosis are crit-
ical for oncological and functional outcomes, including 
anastomotic leak (AL). A double pursestring single-stapled 
(ss) anastomosis avoids cross stapling, overcoming the 
potential drawbacks of transabdominal rectal transection 
and double-stapled (Ds) anastomosis. this study aims 
to compare the AL rates in Ds and ss anastomoses after 
minimally invasive tMe (Mi-tMe) for Mri-defined low 
rc, according to the Lorec-definition.

Methods/Interventions: Adult patients (>18 years old) 
undergoing Mi-tMe for Mri-defined low rc with a 
stapled low anastomosis (below 5 centimetres from the 
anal verge) between January 2010 and January 2022 at a 
single institution were allocated in two groups according 
to the anastomosis: Ds (abdominal stapled transection 
and Ds anastomosis), ss (transanal rectal transection 
and double pursestring ss anastomosis). exclusion criteria 
were non-restorative procedures or any type of manual 
anastomosis. the primary endpoint was the rate of clinical 
and radiological AL.

Results/Outcome(s): 185 ss and 458 Ds were included. 
baseline and tumor characteristics were comparable. AL 
rate was significantly lower in the ss group (6.48% vs 
15.28%; p=0.002), with similar rates of grade and timing. 
thirty- and ninety-days complication rate were higher 
in the Ds group (p=0.0001; p=0.02), with comparable 
clavien-Dindo grades. At multivariable analysis, Ds anas-
tomosis (p=0.01), smoking habit (p=0.03), and the pres-
ence of comorbidities (p= 0,01) resulted independently 
associated with AL.

Conclusions/Discussion: transanal transection and 
double pursestring ss anastomosis was associated with a 
lower AL rate after Mi-tMe for low rc.

ACCURACY OF CLINICAL EVALUATION 
AFTER NEOADJUVANT THERAPY IN LOCALLY 
ADVANCED RECTAL CANCER.

ePoster AbstrActs eP273

M. Kobritz1, V. Wu1, K. John3, b. sidiqi1, J. Martz2, n. La 
Gamma1, D. King1, r. Whelan2

1New Hyde Park, NY; 2New York, NY; 3Hempstead, NY

Purpose/Background: the implementation of total 
neoadjuvant therapy (tnt) for the treatment of locally 
advanced rectal cancer has resulted in greater rates of 
pathologic complete response and has precipitated the 
possibility of non-operative management (noM). the 
detection of persistent disease after neoadjuvant therapy 
(nAt) is critical to patient selection for noM, however 
the accuracy of clinical reassessment is not well known. 
We aimed to define the accuracy of multimodal clinical 
evaluation of rectal cancer after nAt using comparison 
with histologic evidence of disease as a gold standard.

Methods/Interventions: Patients were identified 
through multidisciplinary tumor board conferences across 
multiple institutions within new York state’s largest 
healthcare system from 2019 to 2022. Patients with locally 
advanced rectal cancer who underwent nAt and surgical 
resection were included. clinical assessments of persistent 
disease after nAt (as evaluated by Mri, sigmoidoscopy, 
and Dre) were compared to surgical pathology specimens 
as the reference standard.

Results/Outcome(s): 67 patients who underwent 
nAt and tMe were included for analyses. Mean age 
at diagnosis was 62.8 years, and 41 patients (61.2%) 
were male. 48 (71.6%) patients underwent tnt, 16 
(23.9%) patients underwent neoadjuvant chemoradio-
therapy alone and 2 (3.0%) patients underwent neoad-
juvant chemotherapy alone. 3 patients (4.5%) presented 
with t2 disease, 58 (86.6%) patients presented with t3 
disease, and 6 (9%) patients presented with t4 disease. 
38 patients (56.7%) presented with nodal involvement. 
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Upon surgical resection, 74.6% of patients had histologic 
confirmation of persistent tumor of the primary lesion, and 
20.9% of patients had positive lymph nodes on pathology. 
sensitivity, specificity, negative predictive value (nPV), 
positive predictive value (PPV) and area under the curve 
(AUc) for each diagnostic modality are presented in table 
1. combined evaluation with Mri and sigmoidoscopy 
provided the greatest sensitivity (97.3%) at detecting 
persistent tumor after nAt. Dre was the most specific 
(88.2%) mode of clinical reassessment. Mri was specific at 
detecting persistent lymph node involvement (92.9%) but 
was not sensitive (27.3%). When stratified by tumor loca-
tion, lower rectal tumors were most accurately detected 
by Dre (AUc 0.822), and upper rectal tumors were most 
accurately detected by sigmoidoscopy (AUc 0.955).

Conclusions/Discussion: clinical assessment after nAt 
is critical to patient selection for noM. Multimodal eval-
uation increases sensitivity in detecting persistent disease 
but has a concerning false positive rate confounding deci-
sion making for patients who would otherwise be candi-
dates for organ preservation. Further work to improve and 
standardize clinical assessment after nAt is necessary to 
optimize patient selection for non-operative management, 
and investigation into complementary diagnostic evalua-
tion (i.e, ctDnA) is warranted.

VARIABILITY IN THE USE OF NEOADJUVANT 
THERAPY AND NONOPERATIVE 
MANAGEMENT OF STAGE II OR III RECTAL 
CANCER IN THE US.

ePoster AbstrActs eP274

s. Lai1, M. Widmar2, J. Monson3, F. Fleming4, J. Vogel1
1Aurora, CO; 2New York, NY; 3Orlando, FL; 4Rochester, 
NY

Purpose/Background: total neoadjuvant therapy 
(tnt) and nonoperative management (noM) of stage 
ii or iii rectal cancer are emerging treatment strategies. 
However, little is known about broad adoption of these 
treatments in the Us. We hypothesized that, despite avail-
ability of practice guidelines and evidence-based treatment 
algorithms for rectal cancer treatment, there remains 
meaningful variation in neoadjuvant therapy and noM 
strategy across the Us.

Methods/Interventions: the Us rectal cancer 
research Group (rcrG) was established by invitation and 
through social media, comprising of surgeons throughout 
the Us. A survey about the participant’s use of neoadju-
vant therapy and noM in the treatment of stage ii or iii 
rectal cancer was distributed electronically. results were 
analyzed with chi-squared test.

Results/Outcome(s): there were 44 centers in the 
rcrG, including 30 (68%) academic/university-based 
centers and 14 (32%) non-academic/university-based. of 
the 44 centers, 16 (36%) were accredited by the national 
Accreditation Program for rectal cancer (nAPrc). A 
multidisciplinary team approach (MDt) was utilized in 40 
(91%) centers. tnt was the general neoadjuvant strategy 
for all stage ii/iii rectal cancer in 30 (68%) centers. in 
14 (32%), tnt was used selectively and dependent on 
factors including tumor stage, location, and nodal stage. 
Long-course radiotherapy (Lcrt) was primary choice 
in 22 (50%) centers, 6 (14%) generally utilized short 
course radiotherapy (scrt), while 16 (36%) centers 
selectively used scrt or Lcrt. of the 44 centers, 37 
(84%) included noM as treatment option for patients 
with a clinical complete response (ccr) but only 12 
(27%) centers described noM as the “goal” of neoadju-
vant therapy. Median time from completion of neoadju-
vant therapy to initial restaging was 6 weeks but ranged 
from 2-12 weeks. Pelvic Mri, rectal endoscopy, and ct 
imaging were used to restage after neoadjuvant therapy 
in 89%, 68%, and 68% of centers, respectively. in cases 
of near ccr, 20 (45%) centers opted for re-evaluation 
at a median of 8 (4-12) weeks while 18 (41%) favored 
immediate surgery. For nAPrc vs non-nAPrc centers, 
100% vs 85% utilized MDt for all (p=.38), 81% vs 85% 
offered noM to all (p=.70), 75% vs 64% utilized tnt for 
all (p=.46), 50% and 50% vs 35% and 50% used scrt 
or Lcrt (p=.07). 50% vs 35% managed near ccr with 
surgery and 50% vs 42% with re-evaluation (p=.36).

Conclusions/Discussion: the majority of stage ii or 
iii rectal cancer patients in Us are managed with a multi-
disciplinary approach. However, neoadjuvant strategy, 
radiotherapy regimen, goal and assessment of response to 
neoadjuvant therapy, management of near ccr, and use of 
noM varied substantially by center and was not influenced 
by nAPrc accreditation. our findings suggest a continued 
uncertainty about the optimal treatment strategy for stage 
ii or iii rectal cancer in the Us despite the availability of 
practice guidelines and treatment algorithms.
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COMPARISON OF EARLY AND LATE 
ANASTOMOTIC LEAKAGE AFTER LOW 
ANTERIOR RESECTION IN RECTAL CANCER 
PATIENTS.

ePoster AbstrActs eP275

n. Park, D. Lim, G. Park, J. Kuk, e. shin
Bucheon, Korea (the Republic of)

Purpose/Background: Anastomotic leakage(AL) after 
low anterior resection is the main concern for rectal 
cancer patients and colorectal surgeons. early AL is a 
life-threatening complication and has been well investi-
gated. Late AL affects to the quality of life for the patients 
in various ways, but few studies were reported about late 
AL. the aim of this study is comparison of early and 
late anastomotic leakage in clinical characteristics and 
management in rectal cancer patients who underwent 
low anterior resection.

Methods/Interventions: between Mar 2001 and Dec 
2021, Data of 855 patients who underwent low anterior 
resection for rectal cancer were retrieved from a retrospec-
tive database. of these, 91 patients who had anastomotic 
leakage were classified into early AL group (n = 44) and 
late AL group (n = 47). two groups were divided based 
on 30 days after surgery. they were compared with respect 
to clinical and operative outcomes.

Results/Outcome(s): the overall rate of early AL and 
late AL were 5.1% and 5.5% (among 855 patients). the 
average time to diagnosis of AL is 9.5 days in early AL and 
173.2 days in late AL. the patients who had high AsA 
score (grade iii and iV) (p = 0.034) and previous medical 
history (p = 0.005) tend to experience early AL than late 
AL. the patients who had neoadjuvant chemoradiation 
therapy or postoperative radiation therapy can be associ-
ated with late AL than early AL (p = 0.014). in early AL, 
intervention rate was significantly higher than late AL (p 
< 0.005). 45% of the patient (n = 20) with early AL need 
ostomy for treatment but only 6% of the patient (n = 3) 
in late AL.

Conclusions/Discussion: based on the present data, 
early and late AL have different clinical characteristics and 
management. the physicians should consider the risks for 
the AL and give attention that the patients who under-
went low anterior resection can suffer the late anastomotic 
leakage in outpatient care.

COMPARISON OF SURGEON AND 
PATHOLOGIST TOTAL MESORECTAL 
EXCISION GRADE AFTER RECTAL CANCER 
RESECTION: A SINGLE INSTITUTION 
ANALYSIS.

ePoster AbstrActs eP276

P. Kato1, c. ramm1, s. Hendren2, J. Albright1, 
K. schumaker1, r. cleary1

1Ypsilanti, MI; 2Ann Arbor, MI

Purpose/Background: total mesorectal excision 
(tMe) is the standard of care operation for rectal cancer. 
tMe grading is considered a rectal cancer management 
quality metric. We participated in a MsQc colorectal 
cancer Project (crcP) effort designed to increase tMe 
grading amongst surgeons and pathologists. surgeons were 
educated in intraoperative tMe grading documented in a 
standardized synoptic operative report. the purpose of this 
study is to assess the impact of this quality initiative and 
the level of agreement between surgeons and pathologists.

Methods/Interventions: this is a single institution 
retrospective analysis of a prospectively maintained insti-
tutional colorectal surgery database of all patients who 
underwent tMe for rectal cancer. surgeon and patholo-
gist tMe grades were compared in the time period prior 
to the MsQc crcP initiative (1/1/2014 to 7/31/2018) 
with cases after implementation of the initiative (8/1/18 
to 12/31/2021). tMe grade was defined as complete, 
nearly complete, and incomplete. the primary outcome 
was percentage of surgeon and pathologist tMe-graded 
cases for both time periods. chi-square test was used to 
determine if rates changed significantly. cohen’s weighted 
kappa was used to determine strength of agreement 
between the grades of surgeons and pathologists.

Results/Outcome(s): the study population included 
165 rectal cancer cases – 112 operations prior to, and 
53 operations following implementation of the MsQc 
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crcP initiative. there were few significant differences in 
baseline demographics and comorbidities between groups. 
there was a significant increase in surgeon tMe reporting 
in the post-initiative period (25.0% pre- vs 81.1% post-, 
p<0.001). Pathologist tMe grade reporting was high in 
both time periods and there was no significant change 
(91.1% pre- vs 88.7% post-, p=0.84). the level of 
surgeon and pathologist agreement was 59.3% in the 
pre-initiative period (kappa “minimal” = 0.356) and 
65.0% in the post-initiative period (kappa “moderate” = 
0.605) and there was no significant difference between 
periods (p=0.827). there was no significant association 
between clinical t stage and surgeon or pathologist tMe 
grade in either study period.

Conclusions/Discussion: this study shows that the 
rate of surgeon tMe grading improved with education and 
synoptic operative reporting. Pathologist tMe grading at 
our institution has always been high level. there is only 
moderate agreement in tMe grade between surgeon and 
pathologist, a phenomenon that will require further study. 
organized regional rectal cancer initiatives are effec-
tive at implementing rectal cancer management quality 
improvement.

TEGAFUR–URACIL/LEUCOVORIN 
PLUS OXALIPLATIN (TEGAFOX) AS 
CONSOLIDATION REGIMEN AFTER SHORT-
COURSE RADIOTHERAPY IS EFFECTIVE FOR 
LOCALLY ADVANCED RECTAL CANCER.

ePoster AbstrActs eP277

c. Liao, J. You, J. chiang
Taoyuan, Taiwan

Purpose/Background: this study aimed to explore the 
safety and efficacy of neoadjuvant scrt and tegafur– 
uracil/leucovorin plus oxaliplatin (teGAFoX) for LArc 
in comparison to those of the modified 5-fluorouracil, 
leucovorin, and oxaliplatin (mFoLFoX-6) regimen.

Methods/Interventions: We retrospectively evaluated 
15 and 22 patients with LArc who underwent scrt, 

followed by consolidation chemotherapy with teGAFoX 
and mFoLFoX-6 before surgery, respectively, between 
January 2015 and December 2019. the primary endpoint 
was the tumor response rate. the secondary endpoints 
were compliance, toxicity, complications, overall survival 
(os), and disease-free survival (DFs).

Results/Outcome(s): the dose reduction rate was 
lower in the teGAFoX group (0 vs. 9.1% (n = 2)). no 
grade iii-iV toxicities occurred in the teGAFoX group. 
two and four patients in the teGAFoX and mFoLFoX-6 
groups, respectively, achieved clinical complete responses. 
the pathologic complete response rate was lower in the 
teGAFoX group (7.7% vs. 17.6%). overall, 11 (73.3%) 
and 17 (81.0%) patients had a neoadjuvant rectal (nAr) 
score of <16 in the teGAFoX and mFoLFoX-6 groups, 
respectively. All patients in this study received sphinc-
ter-preservation surgery. one patient in each group devel-
oped clavien–Dindo grade iii complications. there were 
no significant between-group differences in the 3-year os 
(81.8% vs. 84.8%, p = 0.884) and 3-year DFs (72% vs. 
71.6%, p = 0.824) rates.

Conclusions/Discussion: teGAFoX, as consolidation 
chemotherapy after scrt, achieves good tumor down-
staging and patient compliance in LArc. the toxicity, 
complications, and surgical outcomes are similar to those 
of mFoLFoX-6. thus, teGAFoX can be considered a 
chemotherapy option for rectal cancer treatment

(A) the timeline of each individual therapeutic intervention in this 
study; (B) the detailed timeline of the 1st and 2nd cycle of consolida-
tion chemotherapy. rt: radiotherapy; oP: operation; Act: adjuvant 
chemotherapy.
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TRANSANAL TOTAL MESORECTAL EXCISION 
AND ANAL FUNCTION: A PROSPECTIVE 
STUDY.

ePoster AbstrActs eP278

c. Prien, M. Maspero, i. spaci, s. steele, t. Hull
Cleveland, OH

Purpose/Background: transanal total Mesorectal 
excision (tatMe) has been popularized as a surgical 
approach for the treatment of mid to low rectal cancers as 
it facilitates dissection in the pelvis, especially in males and 
obese patients. How this approach affects patient quality 
of life, sphincter function, and continence remains poorly 
understood. the aim of this prospective study was to 
evaluate sphincter function, quality of life, and continence 
before and after tatMe. We hypothesized tatMe would 
result in decreased anal sphincter function manifesting 
as a deterioration in postoperative fecal continence and 
resultant quality of life.

Methods/Interventions: We performed a prospective 
clinical trial of rectal cancer patients who underwent resec-
tion via tatMe at our institution (october 2017 – April 
2020). Patients underwent anorectal physiology studies 
before and after surgery. Additionally, patients completed 
a set of validated questionnaires (Fecal incontinence 
severity index (Fisi), cleveland clinic Florida Fecal 
incontinence score (ccF-Fi), cleveland clinic Global 
Quality of Life score (cGQL), Low Anterior resection 
syndrome score (LArs)) preoperatively, postoperatively, 
and at long-term follow-up.

Results/Outcome(s): eleven patients were included 
in this study (45% female, median age 54 years, median 
bMi 32.9 kg/m2). tumor t-stage at the time of diagnosis 
was t2 in 6 (55%), t3 in 4 (36%) and t4 in 1 (9%) with 
a median distance of 6 [4.5 – 6] cm from the anal verge. 
nearly all (91%) had some degree of nodal involvement. 
All patients underwent neoadjuvant therapy. the median 
operative time was 290 [264 – 429] minutes. coloanal 
anastomosis was stapled in 6 (55%) and handsewn in 5 
(45%) with all (100%) patients having a diverting ileos-
tomy created. An r0 resection was achieved in all patients 
with the mesorectal specimen quality grade of “complete” 
in 8 (73%) and “near complete” in 3 (27%). the median 
interval to ileostomy closure was 155 [99 – 201] days. 
Postoperatively, both anal sphincter resting pressure (63.5 
vs. 47mmHg, p = 0.003) and squeeze pressure (146 vs 135 
mmHg, p = 0.041) decreased. Prior to surgery, patients 
reported a median ccF-Fi score of 2, which increased to 
17.5 (p=0.008) postoperatively and 13 (p=0.012) at long-
term follow-up. Patients reported a median LArs score 
of 20 preoperatively, which increased to 41 (p=0.090) 
postoperatively and was 36 (p=0.003) at long-term follow 
up. cGQL scores did not significantly change following 
surgery or at long-term follow-up. Median time to long-
term follow-up was 42 [42 – 45] months.

Conclusions/Discussion: transanal total Mesorectal 
excision (tatMe) leads to decreased anal sphincter 
function, as well as worsened long-term incontinence and 
LArs scores. Postoperative quality of life does not seem 
to be affected.

COMPUTERIZED PATHOMIC DESCRIPTORS 
OF RESIDUAL TUMOR ON DIGITIZED 
PATHOLOGY SPECIMENS FOR EVALUATION 
OF TUMOR STAGE AND REGRESSION GRADE 
AFTER NEOADJUVANT CHEMORADIATION IN 
RECTAL CANCERS.

ePoster AbstrActs eP279

H. Le1, t. Desilvio1, t. Pathak2, D. Vasilyeva1, s. Patel1, 
s. stein1, K. Friedman1, s. Viswanath1

1Cleveland, OH; 2Atlanta, GA

Purpose/Background: Histopathology evaluation of 
excised specimens from rectal cancer patients is used to 
determine tumor (t) stage and regression grade (trG) 
after neoadjuvant treatment (ncrt). to overcome limita-
tions in visual inspection of pathology slides, we hypothe-
sized that automated tissue quantification via pathomics 
of digitized pathology specimens could capture subtle 
image-based patterns associated with tumor response. 
this proof-of-concept study evaluated pathomics features 
from residual tumor regions on pathology specimens for 
machine learning classification of rectal cancer patients 
based on t-stage and trG after ncrt.

Methods/Interventions: this irb-approved, retrospec-
tive, single-center study included rectal cancer patients 
who had undergone ncrt followed by total mesorectal 
excision, for whom pathologic t-stage and trG were 
available via chart review. excised rectal specimens under-
went formaldehyde fixation, whole-mount sectioning, 
hematoxylin & eosin staining, and scanning at 40x 
magnification to yield multiple whole-slide images (Wsis) 
per patient. After quality control to retain usable regions 
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from artifact-free Wsis, non-overlapping 2048x2048 tiles 
were extracted which underwent stain normalization to 
ensure homogeneous tissue appearance. tiles comprising 
over 60% tumor (based on pathologist annotations) had 
co-occurrence pathomics features extracted to quantify 
subtle texture patterns. Multiple runs of cross-validation 
(for robustness), tile oversampling (for class balancing), 
and statistical testing were used to reliably identify path-
omic features significantly associated with non-regression 
after ncrt (defined as ypt3). top-ranked features were 
evaluated via (i) the average cross-validated area under 
the receiver operating characteristic curve (AUc) of 
a quadratic machine classifier distinguishing between 
ypt1-2 vs ypt3, (ii) statistical testing between yptrG1 
vs yptrG2.

Results/Outcome(s): From the 12 patients included in 
this study, 80 Wsis were split into 1349870 tiles from which 
3926 tiles were used for pathomic analysis (601 tiles from 
yp1-2, 3325 tiles from ypt3). After oversampling to 6931 
tiles, 5 top-ranked pathomic co-occurrence descriptors of 
entropy, variance, and correlation were identified which 
yielded a tile-level AUc of 0.67± 0.03 for distinguishing 
ypt1-2 vs ypt3. All 5 top-ranked pathomic features were 
also significantly different between trG groups.

Conclusions/Discussion: Pathomic features from 
residual tumor on Wsis were found to exhibit textural 
differences based on t-stage and regression grade after 
ncrt, with increased entropy and variance exhibited 
by patients with minimal response to ncrt. this first 
attempt at pathomics analysis of post-surgical digitized 
whole-slide images for characterizing response to ncrt 
in rectal cancers is now being validated in a larger patient 
cohort.

top-ranked pathomics features from residual tumor on Wsis, showing 
significant differences between t-stage and trG groupings in rectal 
cancer patients after chemoradiation.

FUNCTIONAL OUTCOMES AND QUALITY 
OF LIFE FOLLOWING RECTAL CANCER 
TREATMENT: WATCH-AND-WAIT VERSUS 
TOTAL MESORECTAL EXCISION.

ePoster AbstrActs eP280

K. Peterson1, M. simpson2, M. Drezdzon1, r. brazauskas1, 
J. calata1, c. Peterson1, K. Ludwig1, t. ridolfi1
1Milwaukee, WI; 2Salt Lake City, UT

Purpose/Background: Watch-and-wait (WW) is a 
non-operative approach to treating locally advanced rectal 
cancer that can be offered to the 15-40% of patients that 
achieve a complete response to neoadjuvant chemoradia-
tion therapy. the alternative treatment, total mesorectal 
excision (tMe), resects the radiated rectum but may affect 
patients’ quality of life through stoma creation, sexual 
dysfunction, abnormal urinary activity, and altered bowel 
habits. thus, this study aims to evaluate patient-reported 
outcomes, including bowel function and quality of life, 
between patients that underwent WW compared to those 
with tMe.

Methods/Interventions: A retrospective, single-institu-
tion study of patients treated with neoadjuvant chemora-
diation therapy for locally advanced rectal cancer between 
6/1/2014 and 6/1/2018 was performed. clinical data was 
collected from the electronic medical record. Functional 
outcomes were assessed using patient-completed surveys 
including the Memorial sloan Kettering cancer center 
bowel Function instrument to evaluate bowel function 
and the eQ-5D-5L with Visual Analogue score to eval-
uate quality of life. Questionnaire scores were acquired at 
baseline (time of final neoadjuvant treatment), six-month, 
and three-year timepoints. the cohorts were compared 
using Kruska-Wallis and Fisher’s exact tests for continuous 
and categorical variables, respectively.

Results/Outcome(s): Amongst the 100 patients treated 
for locally advanced rectal cancer, 17 (17%) patients 
were deemed to have a complete clinical response and 
were treated WW and 83 (83%) were treated with tMe. 
the cohort’s demographics were similar including sex, 
race, bMi, and clinical tnM stage. the WW group 
was significantly older (67 vs 54.5, p<0.01) and more 
frequently underwent total neoadjuvant therapy (65% vs 
15%, p<0.01). compared to tMe cohort, patients who 
underwent WW had similar baseline bowel function scores 
(67.64 vs 69.83, p=0.62), but superior scores at six months 
(69.94 vs 58.93, p<0.01) and three years (72.09 vs 59.91, 
p=0.01). Quality of life did not significantly differ between 
WW and tMe cohorts at baseline (81.10 vs 70.52, 
p=0.12), 3 months (82.93 vs 79.62, p=0.55), or 6 months 
(87.26 vs 79.12, p=0.28).

Conclusions/Discussion: A watch-and-wait approach 
was associated with superior bowel function scores 
compared to total mesorectal excision at six months 
and three-years post-treatment without any differences 
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in health-related quality of life between the groups. A 
non-operative management strategy may provide superior 
bowel function to appropriate candidates.

Figure. bFi and eQ-5D-5L index quality of life scores over time. 
bFi=Memorial sloan Kettering bowel Function instrument; 
WW=watch-and-wait; tMe=total mesorectal excision.

DOES PREVIOUS COLORECTAL SURGERY 
AFFECT EARLY SURGICAL OUTCOMES 
FOLLOWING TOTAL PELVIC EXENTERATIONS?

ePoster AbstrActs eP281

c. ralston, A. Hainsworth, A. schizas, L. Ferrari, 
M. George
London, United Kingdom

Purpose/Background: total pelvic exenteration (tPe) 
is performed for locally advanced rectal cancers (LArc) 
or recurrent rectal cancer (rrc). Patients often are 
referred after primary resection following recurrence, or 
after emergency defunctioning. the multivisceral en-bloc 
organ resection can result in complicated recoveries with 
significant morbidity and mortality rates. the aim of the 
study is to evaluate early surgical outcomes in patients with 
previous colorectal surgery against those without.

Methods/Interventions: A retrospective study was 
performed analysing patients who underwent tPe 2019-
2022. Patients’ characteristics including history of previous 
abdominal surgery, peri-operative data and complica-
tions requiring prolonged follow up were collected. Post-
operative information regarding length of stays, blood 
loss, post-operative complications, intensive care admis-
sions and re-intervention rates, were collected within 90 
days post-procedure and 12 month mortality reviewed. 
complications were graded based on the clavien–Dindo 
(cD) classification system.

Results/Outcome(s): in total, 80 patients (72% primary 
LArc, 28% rrc) were included. Median age 63, (sD: 
9.57), 87% male and 13% female with 57% had under-
gone previous colorectal surgery (13% anterior resection, 
87% stoma formation). severe complications (cD3a or 
above) were more common in patients who had previous 
colorectal surgery (50% vs 35%, p= 0.090), particu-
larly post-operative collections (56% vs 62%, p= 0.327), 
resulting in higher re-intervention rates under either local 
or general anaesthetic (32% vs 68%, p= 0.008). Findings 
included no significant difference in intra-operative blood 
loss between patients who’d had previous surgery and 
those who hadn’t (mean: 1986mls vs 1635mls, p= 0.053) 

respectively, median length of stay was found to be equal 
(21 days). 12-month mortality rates were also found to 
be similar between the cohorts, (3%; 4% respectively). 
of note, data analysis showed no statistical significance 
in patient average cD score (p=0.497). complications 
requiring prolonged follow up were congruent across the 
patient groups (37% in those with surgical history, in 41% 
without surgical history, p=0.350).

Conclusions/Discussion: tPe carries a high risk of 
post-operative complications. Patients with previous 
colorectal surgery had higher rates of complications 
resulting in re-intervention, particularly ir drainage of 
collections. However, this does not impact on overall 
length of stay. Although, on average the overall trend 
of cD score and mortality was similar throughout both 
cohorts, a higher proportion of patients experienced 
more severe complications such as aspiration, re-inter-
vention and admission to intensive care. Further analysis 
is required to establish correlation between pre-operative 
patients’ characteristics and post-operative morbidity and 
mortality.

REVIEW OF OUTCOMES FROM ROBOTIC 
VENTRAL MESH RECTOPEXY FOR EXTERNAL 
RECTAL PROLAPSE USING BIOLOGIC VERSUS 
SYNTHETIC MESH.

ePoster AbstrActs eP282

M. Wilkinson, r. niihara, A. Aka, A. Plasencia, D. caba, 
M. o’Leary, J. namm, F. Luca
Loma Linda, CA

Purpose/Background: Minimally invasive robotic 
surgery for rectal prolapse provides enhanced visualiza-
tion within the pelvis with finer dexterity and precision. 
Uniform consensus on the type of mesh to use remains 
in debate and data comparing synthetic (polypropylene 
or polyester) and biologic mesh for robotic ventral mesh 
rectopexy (rVMr) is limited. the purpose of this study 
was to evaluate surgical outcomes, recurrences, and 
post-operative complications from rVMr.

Methods/Interventions: A retrospective review of a 
prospectively maintained database of all patients from 
a single academic medical center with complete rectal 
prolapse treated with rVMr using biologic or synthetic 
mesh between December 2016 and september 2021 was 
performed. Age, bMi, type of mesh, and concomitant 
gynecologic procedure at time of repair were collected. 
surgical outcomes, post-operative complications, and rates 
of recurrence were analyzed. Male patients were excluded 
to minimize confounding effect.

Results/Outcome(s): 42 female study participants were 
included for analysis. there was no significant difference 
between mean age (68.6 years and 68.9 years; p=0.96) 
or bMi (26.4 kg/m2 and 26.7 kg/m2; p=0.90) between 
cohorts. 15 patients underwent concomitant gynecologic 
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surgery of which 26.7% received biomesh and 58.3% 
received synthetic mesh (p=0.05). recurrence occurred 
in 20% (6/30) with biomesh repair and 16.7% (2/12) with 
synthetic mesh repair (p=0.80). there were no mesh 
related complications. Higher odds of recurrence were 
associated with biomesh usage (or 1.2; (95% ci=0.21-
7.30); p=0.80), concomitant gynecologic procedure (or 
1.1; (95% ci=0.22-5.40); p=0.91), older age (or 1.01; 
(95% ci=0.96-1.06); p=0.78) and higher bMi (or 
1.05; (95% ci=0.93-1.19); p=0.42). Patients who under-
went rVMr using biomesh had 32% elevated odds of 
reoccurrence compared to those who received rVMr 
with synthetic mesh (or=1.32; (95% ci=0.21-8.45); 
p=0.77).

Conclusions/Discussion: rVMr effectively treats 
complete rectal prolapse with a low complication rate and 
acceptable recurrence rate. there was a tendency toward 
increased risk of recurrence using biologic mesh repair. 
one third of patients in this series received concomitant 
gynecologic surgery at time of repair which necessitates 
caution when comparing against data from multicompart-
mental prolapse or internal prolapse. Prospective random-
ized trials on homogeneous patient groups are needed to 
draw definitive conclusions on mesh type usage.

COMBINED SACROCOLPOPEXY AND SUTURE 
RECTOPEXY FOR PELVIC ORGAN PROLAPSE 
ASSOCIATED WITH FULL-THICKNESS RECTAL 
PROLAPSE.

ePoster AbstrActs eP283

J. Lee, s. Vemuru, H. carmichael, K. connell, L. rascoff, 
J. oLiVer, M. Guess, e. birnbaum, b. chapman
Aurora, CO

Purpose/Background: Pelvic organ prolapse (PoP) 
is a dynamic disorder that results in multicompartment 
dysfunction of the anterior, middle, and posterior compart-
ments. the optimal surgical approach in patients with 
full-thickness rectal prolapse and concomitant prolapse of 
the anterior and middle compartments remain unknown. 
the aim of this study was to assess bowel and urinary 
function after combined sacrocolpopexy with sutured 

rectopexy in patients with rectal prolapse and prolapse of 
the anterior and middle compartments.

Methods/Interventions: retrospective review of 
patients undergoing combined sacrocolpopexy and sutured 
rectopexy for full-thickness rectal prolapse and prolapse of 
the anterior and middle compartments at the University of 
colorado from February 2019 to August 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. Descriptive statistics 
were reported.

Results/Outcome(s): Among 20 female patients, 
median age was 63 years (56-68 iQr), bMi was 27.9 mg/
kg2 (25.5-31.0 iQr), 45% (n=9) had a prior hysterectomy, 
and 25% (n=5) underwent prior pelvic floor repair. PoP-Q 
score was stage 2 in 9 (45%) patients, stage 3 in 9 (45%), 
and stage 4 in 2 (10%). Preoperatively, constipation was 
present in 60% (n=12) of patients, fecal incontinence in 
50% (n=10) of patients, and urinary incontinence in 75% 
(n=15) of patients. All patients underwent an open opera-
tion with a median operating time of 207 minutes (176-270 
iQr) and blood loss was 125 mL (88-175). A posterior 
repair and perineorrhaphy were performed in 50% (n=10) 
and 70% (n=14) of patients, respectively. Median length 
of stay was 1 day (range 0-3). At a median follow up of 6 
months, 50% (n=6) of patients with preoperative consti-
pation and 80% (n=8) of patients with preoperative fecal 
incontinence had resolution of symptoms. only 1 patient 
developed new onset constipation after surgery and no 
patient developed new fecal incontinence. Among the 
15 patients with preoperative urinary incontinence, 60% 
(n=9) of patients had resolution of symptoms following 
surgical repair. no patient developed recurrent rectal 
prolapse.

Conclusions/Discussion: in this retrospective review 
of females with rectal prolapse and concomitant prolapse 
of the anterior and middle compartments, a combined 
surgical approach with sacrocolpopexy and sutured recto-
pexy was associated with a significant improvement in 
bowel and urinary dysfunction in the majority of the 
patients. While no patient in the present study developed 
recurrent prolapse, larger prospective studies with longer 
follow up are needed to validate these findings.
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COMPARISON OF ROBOTIC VS. OPEN SUTURE 
RECTOPEXY AND SACROCOLPOPEXY IN 
WOMEN WITH PELVIC ORGAN PROLAPSE.

ePoster AbstrActs eP284

s. Vemuru, J. Lee, H. carmichael, K. connell, L. rascoff, 
J. oLiVer, M. Guess, e. birnbaum, b. chapman
Aurora, CO

Purpose/Background: Pelvic organ prolapse (PoP) is 
common among women and simultaneous sacrocolpopexy 
and suture rectopexy may restore normal anatomy and 
improve symptoms, but the optimal surgical technique 
remains unknown. the aim of this study was to compare 
PoP recurrence rates and functional outcomes between 
robotic and open sacrocolporectopexy.

Methods/Interventions: We performed a retrospec-
tive review of patients who underwent either robotic or 
open combined sacrocolpopexy and suture rectopexy 
for multicompartment PoP within an academic health 
system (January 2019 to september 2021). All patients 
had a minimum of 12 months of follow up postoperatively. 
Preoperative, intraoperative, and postoperative outcomes 
were reviewed. Wilcoxon rank-sum tests and chi-squared 
tests were used to compare groups.

Results/Outcome(s): Among 293 eligible female 
patients, 237 (81%) underwent open sacrocolporectopexy 
and 56 (19%) underwent a robotic operation. the robotic 
group was younger (58 vs. 63 years), less likely to have 
stage iii or higher PoP (32% vs. 57%), and more likely 
to identify as Hispanic (14% vs. 3%)(all p<0.05). the 
two groups were similar in bMi, preoperative risk classi-
fication, number of vaginal deliveries, prior pelvic floor 
repair, and presence of rectal prolapse, enterocele, rectal 
intussusception, or rectocele (all p>0.05). Preoperatively, 
the incidence of constipation (59% vs 61%; p=0.9) and 
fecal incontinence (Fi) (29% vs 35%; p=0.4) were similar 
in the robotic and open groups, respectively. conversion 
to an open operation was required in 4 (7%) patients. 
Posterior colporrhaphy was performed at a similar rate in 
the robotic and open groups (93% vs. 86%; p=0.3), but 
perineorrhaphy was less often performed in the robotic 
group (38% vs 88%; p<0.01). operative time was similar 
in the open and robotic groups (243 vs. 237 minutes, 
p=0.7), but blood loss (200 vs. 50 mL), length of stay (1 
vs. 0 days), and any postoperative complication within 30 
days of surgery (21% vs. 4%) were significantly higher in 
the open group compared to the robotic group (all p<0.05). 
Patients in the open group were significantly more likely 
to get readmitted after surgery (8% vs. 0%, p=0.03), but 
there was no difference in reoperation rates (1% vs. 0%, 
p=0.1). PoP recurrence rates were comparable in the 
open and robotic groups (3% vs. 2%, p=0.74). similarly, 
there was no difference in new postoperative constipation 
(19% vs. 9%), persistent constipation (28% vs. 27%), new 
Fi (1% vs. 3%), or persistent Fi (7% vs. 6%) in the open 
vs. robotic groups, respectively (all p>0.05).

Conclusions/Discussion: in this retrospective review 
of outcomes after combined sacrocolpopexy and suture 
rectopexy for the treatment of multicompartment PoP, 
a robotic approach improved perioperative recovery and 
provided a durable PoP repair with equivalent functional 
bowel outcomes compared to an open approach in appro-
priately selected patients.

Table 1: Postoperative outcomes after robotic versus open combined 
sacrocolpopexy and suture rectopexy

TRANSABDOMINAL ROBOTIC APPROACH TO 
PRIMARY LEVATOR HERNIOPLASTY.

ePoster AbstrActs eP286

H. Lanser, M. James
Pontiac, MI

Purpose/Background: Perineal hernias are defined as 
a protrusion of intra- or extraperitoneal organs through 
the pelvic diaphragm. secondary perineal hernias are the 
most common and occur after major pelvic operations. 
Primary levator hernias are rare, and there is no standard 
accepted surgical repair. Limited case reports have denoted 
the benefits of laparoscopic repair over an open transab-
dominal repair, but there are few descriptions of a robotic 
approach. We present a case of a symptomatic, primary 
levator hernia, repaired robotically with mesh reinforce-
ment and rectopexy.

Methods/Interventions: An 87-year-old otherwise 
healthy female with no prior major pelvic surgery presented 
to the clinic with new onset constipation and symptoms of 
obstructive defecation. A non-contrast computed tomog-
raphy of the abdomen and pelvis demonstrated findings 
of pelvic floor dysfunction with protrusion of the rectum 
through a defect in the left levator ani complex. on 
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clinical exam, the patient had a palpable defect in the left 
levator complex resulting in pocketing of hard stool and 
issues with evacuation.

Results/Outcome(s): robotic transabdominal hernia 
repair allowed for excellent hernia visualization and reduc-
tion, a secure repair with coated mesh, and rectopexy. the 
patient was discharged uneventfully without complication. 
in short-term follow-up, the patient had resolution of 
symptoms and no signs of recurrence.

Conclusions/Discussion: Levator hernias are rare and 
as such there is no clear optimal surgical approach defined 
in the literature. there are numerous reported options 
for repair including direct suture repair, autologous tissue 
flaps, and mesh reinforcement; as well as different surgical 
approaches including transabdominal (open, laparoscopic 
or robotic), perineal, or combined. A minimally invasive 
approach offers the advantages of better visualization, 
quicker patient recovery, and excellent reduction of hernia 
contents with reinforcement of the hernia repair. the 
robotic approach further optimizes this operation, with 
stable, enhanced visualization within a deep pelvis, endow-
rist manipulation and easier suturing.

NATURAL ORIFICE ENDOSCOPIC RECTOPEXY: 
A FUNCTIONALLY VIABLE ALTERNATIVE IN 
YOUNG MALES.

ePoster AbstrActs eP287

A. chandra1, P. rajan1, b. sangal1, s. Kumar2, r. Patel1, 
D. Ganesan1, s. tripathi1, r. Jain1

1Lucknow, India; 2Patna, India

Purpose/Background: complete rectal prolapse is rare 
in young males with poorly understood pathophysiology. 
choosing the right surgical procedure in young males 
is often difficult due to the use of mesh and functional 
problems. the aim of the study was to evaluate the func-
tional outcomes of a new endoluminal treatment for rectal 
prolapse in young males.

Methods/Interventions: Young males with complete 
rectal prolapse who were not willing for standard abdom-
inal procedures were included in the study after explaining 
the new procedure and obtaining informed consent. 
rectum was fixed ventrally to the undersurface of anterior 
abdominal wall with percutaneous trans fascial sutures 
and posteriorly to the sacral promontory from within the 
anorectum. entire procedure was done endoluminally 
without mobilisation as previously reported.

Results/Outcome(s): 14 patients with a mean age of 30 
+ 6.92 (17 – 40) years underwent the procedure. Duration 
of symptoms ranged from 8 months to 28 years. All the 
patients are under follow up till date (range 1 – 48 months). 
nine patients had constipation and two patients reported 
incontinence before the procedure. Patients were subjec-
tively evaluated pre and post operatively by, sMis (st. 
Marks incontinence score), oDs (obstructed Defecation 

syndrome) score and quality of life questionnaire in 
local language, which showed significant improvement. 
immediate anatomical correction of prolapse was observed 
in all patients. Postoperative dynamic Mr Defecogram 
and manometry showed improvement in anorectal angle 
and pressures respectively. De novo sexual dysfunction 
including impotence and retrograde ejaculation were not 
reported after the procedure. no urinary dysfunction was 
observed post procedure. Mean duration of surgery was 
104 + 14.25 minutes and mean hospital stay 2.5 + 0.60 
days. there was no significant morbidity, two patients 
developed surgical site infection at ventral fixation site 
which responded to antibiotics. two patients had partial 
recurrence (tenth day and 3 months following surgery) for 
which subsequent endoscopic ventral fixation was done.

Conclusions/Discussion: natural orifice endoscopic 
rectopexy is functionally safe in young males in short term. 
the procedure may be offered to this subset of patients who 
wants to avoid using of a mesh and abdominal incisions. it 
needs long term validation in a larger patient population.

STUDY EFFECT OF FEMALE GENITAL 
MUTILATION ON ANORECTAL FUNCTION 
AND BARRIERS TO COLORECTAL CANCER 
SCREENING AMONGST SOMALI MIGRANTS.

ePoster AbstrActs eP288

A. Abdilahi1, D. Yusuf1, A. Lussiez3, H. nalluri-
butz1, c. Vitous3, s. edwards3, A. Duby3, A. Lowry1, 
G. Kwakye2

1Minneapolis, MN; 2Ann Arbor, MN; 3Ann Arbor, MI

Purpose/Background: Female genital mutilation (FGM) 
is defined by the World Health organization as “all proce-
dures involving partial or total removal of the external 
female genitalia or other injury to the female genital organs 
for non-medical reasons”. there are an estimated 500,000 
women and girls in the United states who have undergone 
FGM or are at risk of undergoing this procedure with 
predicted rises from international migration for coming 
years. While the obstetrical literature documents some of 
the short- and long-term complications, few studies have 
explored the unique anorectal function concerns and 
treatment challenges among somali migrant women in the 
United states who have undergone FGM.

Methods/Interventions: Using a qualitative study 
design, we explored the impacts of FGM on quality of life as 
well as the barriers and facilitators to screening and treat-
ment. semi-structured interviews were conducted with 
seven somali migrant women in the United states aged 
18-75 who have undergone FGM. Descriptive content 
analysis was used to analyze these data.

Results/Outcome(s): three themes emerged as needs 
to address: (1) pelvic floor issues, (2) willingness to 
undergo cancer screening, and (3) understanding of 
colorectal cancer (table 1). Participants described a 
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variety of pelvic floor issues including chronic constipa-
tion, difficulty evacuating, straining, and need for position 
changes or manually disimpaction to evacuate. Although 
participants in this study asserted a willingness to undergo 
cancer screening, most spoke about their discomfort and 
shyness around it. several participants asserted a prefer-
ence for a female physician while others expressed concern 
with using interpreters due to the belief that their health 
information may be spread in their community. Finally, 
participants expressed mixed levels of understanding 
related to colorectal cancer, including causes, screening 
methods and symptoms. When probed, participants often 
connected this lack of understanding to cultural factors, 
including some who described a pervasive believe that 
cancer was simply a disease “brought on by God”.

Conclusions/Discussion: these findings provide insight 
into the concerns and challenges faced by these migrant 
women who have undergone FGM. colorectal surgeons 
need to be cognizant of the unique challenges experi-
enced by this population in order to better treat anorectal 
dysfunction after FGM and eliminate disparities in colon 
cancer screening and treatment.

table 1. FGM Main themes and exemplary Quotes

RECTAL PROLAPSE IN ELDERLY PATIENTS: 
MINIMALLY INVASIVE RECTOPEXY VERSUS 
THE ALTEMEIER PROCEDURE.

ePoster AbstrActs eP289

A. Gupta, s. choi, J. Wlodarczyk, M. Khalili, s. Koller, 
K. cologne, s. Lee
Los Angeles, CA

Purpose/Background: surgical approaches to rectal 
prolapse fall under two categories: abdominal and peri-
neal. Perineal rectosigmoidectomy (i.e. the Altemeier 
procedure) is purportedly associated with fewer anesthesia- 
related complications. However, the procedure carries risk 
of anastomotic leak, and loss of fecal reservoir after proc-
tectomy can lead to increased fecal incontinence. in this 
retrospective study of rectal prolapse in patients 70 years 
and older, we compare outcomes between the Altemeier 
procedure and minimally invasive rectopexy (Mir). We 
hypothesize that even elderly patients experience lower 
recurrence rates and better functional results with Mir, 
and the minimally invasive aspect of the operation may in 
fact curtail complications.

Methods/Interventions: retrospective chart review 
was used to obtain relevant data regarding all patients 
70 years or older with rectal prolapse who underwent 
surgical correction at a single tertiary care center between 
the years 2010 and 2022. only patients with at least one 
follow-up visit were included in our analysis. All robotic 
and laparoscopic techniques of rectopexy were included in 
the Mir cohort. Patients who had a Delorme procedure 
were excluded. Functional outcomes were self-reported. 
Groups were compared using t tests and Fisher’s exact test, 
as appropriate.

Results/Outcome(s): 42 patients who underwent Mir 
and 13 patients who underwent perineal rectosigmoidec-
tomy were included. Average age was 79.8 (range 70 - 92) 
years in the Mir group and 79.8 (range 71 - 87) years in 
the Altemeier group. 92.9% (n=39) of the Mir group 
and 76.9% (n=10) of the Altemeier group were female. 
Average AsA class was 2.6 in the Mir group and 2.9 in 
the Altemeier group. Postoperative complications classi-
fied as clavien-Dindo grade ii or higher were evaluated. 
11.9% (n=5) of the Mir group and 53.8% (n=7) of the 
Altemeier group suffered complications, the most common 
being urinary retention (2.4% [n=1] Mir, 23.1% [n=3] 
Altemeier). no patients in the Mir group required oper-
ative intervention for a complication. one patient in the 
Altemeier group underwent abdominoperineal resection 
after developing a recurrent incarcerated rectal prolapse 
and anastomotic leak. 9.5% (n=4) of the Mir group and 
30.8% (n=4) of the Altemeier group developed recurrent 
rectal prolapse. in the Mir group, 77.3% (n=34) reported 
functional recovery with regular bowel movements at 
an average 29.6 (range 2.4 - 349.0) week follow up. in 
the Altemeier group, 38.5% (n=5) reported functional 
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recovery with regular bowel movements at an average 33.6 
(range 3.9 - 77.1) week follow up.

Conclusions/Discussion: based on our data, compared 
to perineal rectosigmoidectomy, Mir in elderly patients 
with rectal prolapse yielded significantly lower rates of 
postoperative complications & recurrence, and a higher 
rate of bowel function regularity. For these reasons, Mir 
should be seriously considered over the Altemeier proce-
dure in this patient population.

ROBOTIC SACRAL COLPOPEXY IS SAFE TO 
PERFORM IN COMBINATION WITH VENTRAL 
MESH RECTOPEXY IN PATIENTS WITH 
MULTICOMPARTMENTAL PELVIC ORGAN 
GROUP.

ePoster AbstrActs eP290

D. nasir, L. Harvey, K. Mccutchan, J. Golan, 
G. Akopian, H. Kaufman
Pasadena, CA

Purpose/Background: rectal prolapse is commonly 
a disease of older women. Patients with this condition 
are likely to have other associated pelvic organ prolapse 
(PoP). Ventral rectopexy, which has been gaining favor 
for the treatment of rectal prolapse, minimizes nerve 
injury associated with posterior mobilization of the rectum 
and avoids the potential morbidity of a resection. When 
multiple compartments are involved due to consequences 
of advanced pelvic relaxation, management requires a 
multidisciplinary approach. the purpose of this study 
was to compare patients with rectal prolapse undergoing 
robotic assisted ventral mesh rectopexy with patients 
undergoing concomitant sacral colpopexy.

Methods/Interventions: We performed a retrospective 
chart review of patients who underwent robotic ventral 
rectopexy with or without sacral colpopexy from January 
2015-December 2021. We collected demographics and 
data on indications. Length of operation, mesh utilization, 
and immediate as well as delayed postoperative complica-
tions were evaluated. We compared the two groups across 
these variables using chi-square and Mann Whitney U test, 
where appropriate.

Results/Outcome(s): We identified 24 patients with a 
median age of 73 (range 24-84) who underwent robotic 

assisted ventral mesh rectopexy. All but 1 were female. the 
median operative time was 187 minutes (range 117-429), 
with no intraoperative complications. Fifteen patients 
(63%) underwent surgery for full thickness rectal prolapse, 
while 9 (37%) underwent surgery for internal prolapse. six 
(21%) had prior operations for rectal prolapse. nine (37%) 
had sacral colpopexy in addition to the rectopexy for other 
PoP. of the 24 meshes used, 14 were composite, 9 were 
pure synthetic, and 1 was a biologic graft. the median 
length of stay (Los) was 1 day (range 0-6 days), and all 
patients were discharged home. there were 5 immediate 
postoperative complications (21%) - 1 aspiration pneu-
monia, 1 port-site hernia, 1 stroke, 1 urinary retention, 
and 1 urinary tract infection. the patient with port-site 
hernia was the only 30-day readmission. there were no 
recurrences of rectal prolapse at a median follow up of 6 
months. of 11 patients who presented with fecal incon-
tinence (Fi), 10 had improvement, and 1 had worsening 
Fi. Patients undergoing ventral rectopexy with sacral 
colpopexy had longer operative times and were more likely 
to have had a prior hysterectomy and to have had pure 
synthetic mesh used. Los and postoperative complication 
rates were similar.

Conclusions/Discussion: in this case series of 24 
patients undergoing robotic assisted ventral mesh recto-
pexy, 9 underwent simultaneous sacral colpopexy with 
similar outcomes. in short term follow-up, there were no 
recurrences, and Fi was improved in a majority of patients. 
our data suggest that robotic mesh rectopexy can be safely 
performed with simultaneous sacral colpopexy in patients 
with multicompartmental PoP.

ANXIETY AND DEPRESSION ARE KEY-
FACTORS IN POSTOPERATIVE OUTCOMES 
AFTER VENTRAL MESH RECTOPEXY FOR 
RECTAL PROLAPSE: A SINGLE-CENTER 
EXPERIENCE FOR FUTURE PERSPECTIVES.

ePoster AbstrActs eP291

A. Marra, F. Porfiri, b. biffoni, A. Parello, P. campenni, 
V. De simone, F. Litta, c. ratto
Rome, Italy

Purpose/Background: recently, an interesting link 
between anxiety and postoperative complications was 
reported in several surgery settings. A relationship between 
anxiety/depression and rectal prolapse has been also 
hypothesized. therefore, we aimed to assess the impact of 
anxiety and depression on surgical outcomes after ventral 
mesh rectopexy (VMr) for rectal prolapse.

Methods/Interventions: Patients taking anxiolytic/anti-
depressant, admitting themselves suffering of anxiety/
depression, and reporting a history of alimentary disorders 
were scheduled as “anxious/depressed”. Pre-postoperatively, 
specific scores for obstructed defecation, fecal and urinary 
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incontinence (oDs, ccss, ccFi and iciQ-Ui) were 
prospectively collected. At follow up, stAi-1, stAi-2 and 
bDi tests were administered to evaluate anxiety/depression; 
patient’s satisfaction was graded. Postoperative complica-
tions and rectal prolapse recurrences were recorded.

Results/Outcome(s): From January 2011 to December 
2021, 137 patients (136 females, 99.3%) with clinical 
and defecographic diagnosis of internal or external rectal 
prolapse underwent VMr by a single experienced surgeon. 
40 patients (39 females, 29.2%) showed anxiety/depression 
before surgery, in particular only 3 female patients reported 
moderate depression. no major depression was recorded. 
based on preoperative simplified defecographic oxford 
classification, anxiety/depression was associated to 14.7% 
of intrarectal, 40.4% of intra-anal, and 26.1% of external 
rectal prolapse (p=0.029). no other differences in baseline 
characteristics were found between patients with or without 
anxiety/depression. After VMr, a significant reduction in 
oDs (17.6±6.0 vs. 9.1±6.2, p=0.0001), ccss (18.0±5.1 
vs. 9.0±5.6, p=0.0001), ccFi scores (4.8±5.9 vs. 1.8±4.1, 
p=0.0001), and iciQ-Ui (6.2±6.4 vs. 4.7±6.0, p=0.0001) 
were reported. Postoperative oDs and ccss scores were 
significantly worse in anxious/depressed patients (Figure 
1). Anxious/depressed patients reported a lower satisfac-
tion grade (7.3±2.4 vs. 8.4±2.7, p=0.001). Furthermore, 
they showed higher postoperative stAi-1 (50.2±14.4 vs. 
44.2±13.5, p=0.050), stAi-2 (48.6±15.1 vs. 41.6±11.8, 
p=0.041), and bDi scores (8.7±6.2 vs. 6.1±5.6, p=0.042). 
Postoperative complications and prolapse recurrences were 
statistically similar.

Conclusions/Discussion: Anxiety and depression 
showed an interesting role in postoperative outcomes after 
VMr, especially related to obstructed defecation symp-
toms and patient’s satisfaction. A targeted psychological 
assessment before surgery may improve patients’ selection 
and surgical outcomes in anxious patients.

NONOPERATIVE TREATMENT OF 
OBSTRUCTIVE DEFECATION.

ePoster AbstrActs eP292

A. Ky, m. miyasaka, c. KiM-KiseLAK
New York, NY

Purpose/Background: Obstructive defecation (ODS) 
is a result of either a defect in the pelvic support or 
abnormality in the function of the pelvic floor muscle. 
This results in difficulty in evacuation of stool. Patients 
may complain of constipation, incomplete evacuation, 
frequency or necessity to strain with bowel movement. 
This can be caused by rectocele, rectal intussuscep-
tion, enterocele, pelvic floor organ prolapse, rectal 
prolapse and pelvic dyssynergia. The management of 
obstructive dedication syndrome is mainly conservative 
consisting of diet, laxatives, rectal irrigation, biofeed-
back and pelvic floor physical therapy. Surgical therapy 
includes, subtotal colectomy, ventral rectopexy as well 
as Malone’s enema, myotomy of the puborectal as well 
as stoma have been successful in some cases. ODS 
mainly affect women but there are also a number of 
male patients who suffer from this condition. Since 
myotomy of the puborectalis as well as other aggressive 
surgical options have been shown to be a success in 
the treatment of ODS, botox injection may offer less 
morbidity for ODS. Patients with ODs often have MR 
defecogram that reveals a hypertrophied or hyperactive 
puborectalis muscle.

Methods/Interventions: Between March 2021 and 
October 2022, 24 patients underwent botox injection to 
their puborectalis muscles for ODS. Most patients had 
their injection under sedation. A total of 50 units were 
used in the initial injection. 17 had pelvic floor physical 
therapy for at least 3 months. 8 patients had MR defor-
grams. 18 of the 24 had manometric measures prior to 
botox injection. 10 of the 18 had high resting pressure 
over 60. All 10 had a drop in their resting pressure after 
botox injection.

Results/Outcome(s): Of the 24 patients who under-
went injection of botox for ODS, there were no 
complications from the injection. 16 patients got relief, 
6 unchanged and 2 felt the treatment was worse. 9 
patients with high tone received over 100 units of botox 
with no complaint of fecal incontinence.

Conclusions/Discussion: Obstructive defecation is a 
challenging diagnosis and can be caused by functional 
or organic in nature. Functional relating to anxiety/
depression, non-relaxing puborectalis on straining, and 
organic as cystocele, pelvic floor prolapse, recto-rectal 
intussusception. The latter causes are usually treated 
with surgery. For those with functional non relaxing 
puborectalis, botox offers the least invasive alternative 
for patients with ODS.
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ROBOTIC VENTRAL RECTOPEXY WITH 
ABSORBABLE MESH DOES NOT INCREASE 
RECURRENCE RATE.

ePoster AbstrActs eP293

s. butey, A. ehrlich, o. owodunni, s. Gearhart
Baltimore, MD

Purpose/Background: robotic ventral rectopexy is 
associated with reduced recurrence rates but concerns 
remain for the risk of mesh infection. We wish to examine 
the use of absorbable mesh in robotic ventral rectopexy 
repair.

Methods/Interventions: this is a prospective obser-
vational study of patients undergoing robotic rectopexy. 
Patients were offered repair with permanent mesh or  
Poly-4-hydroxybutyrate (PhasixtM) absorbable mesh. 
Follow up was performed via clinic visit, my chart docu-
mentation, or phone contact and all patients were 
requested to complete the Pelvic Floor symptoms impact 
survey on follow up. Patient and procedural characteristics 
were recorded and analyzed for their impact on 30-day 
complications and prolapse recurrence.

Results/Outcome(s): From January 2015 through June 
2021, 73 patients with mean of 36 (6 – 72) months 
follow up (5 deceased, 5 lost to follow up) were included. 
Patient characteristics included a median age of 68 years 
(range 20 – 91 years), mean bMi was 25 kg/m2, 3 patients 
were male, 13 (18%) patients had a known connective 
tissue disorder, 18 (25%) patients had a prior rectal 
prolapse repair, and 7 (10%) patients had internal rectal 
prolapse. Procedural characteristics included 13 (18%) 
patients who had combined procedures with urogyne-
cology, and 18 (25%) patients were repaired with PhasixtM 
mesh. Median length of stay was 2 days (range 1- 9) and 
the complication rate was 3% (1 mesh infection). 7 (10%) 
patients had recurrent prolapse (2 mucosal only) and the 
characteristics associated with recurrence are shown in 
the table. 28 (44%) patients with follow up completed  
the impact survey and patients with recurrent rectal 
prolapse had significant higher score than those without 
recurrence (47.5 vs. 17.3, p=0.01).

Conclusions/Discussion: the robotic ventral recto-
pexy performed with Poly-4-hydroxybutyrate (PhasixtM) 
appears to be safe and effective in a diverse population 
of patients with rectal prolapse. Additional randomized 
prospective studies are needed.

SEMG ASSESSMENT EXPLORES THE COMMON 
FEATURES OF PELVIC FLOOR DYSFUNCTION: 
A MULTICENTER PROSPECTIVE STUDY FROM 
CHINA.

ePoster AbstrActs eP294

s. Ding1, Y. Xue2

1Bloomington, MN; 2Nanjing, China

Purpose/Background: seMG-guided pelvic floor 
biofeedback is the first choice for pelvic floor dysfunction, 
but training goals affect efficiency. observing the common 
features and simplifying the biofeedback training is the 
key to success. to explore the common features of pelvic 
floor muscle activity in dyssynergic defecation, pelvic floor 
relaxation, and functional anorectal pain.

Methods/Interventions: During the period 2010-2015, 
four studies were conducted in three pelvic floor centers. 
before enrolling, patients were diagnosed and classified 
according to symptoms, digital examination, and anorectal 
manometry, excluding contraindications, and then signed 
informed consent. Standardized sEMG test protocol: it 
is a five-step evaluation sequence, including, one-minute 
rest for pre-baseline, then five rapid contractions for phasic 
contraction, then for tonic contraction, then a single 
60-second endurance contraction, and one-minute rest 
for post-baseline. it is shown in Figure 1 marked as 1-5 
steps. Mean amplitude (AVG) and electromyography vari-
ability (Variability = sD/AVG, standard deviation divided 
by amplitude) were figured to evaluate the myoelectric 
activity and stability. Groups: First, the asymptomatic 
group(n=196, M: F=80:116, age M: F=36.6±13.4 vs 
34.9±13.1), to explore the gender and age-related differ-
ences of the asymptomatic group as a control group. then 
the age-matched asymptomatic group was selected as the 
control group, and collect the characteristics data of the 
dyssynergic defecation group (n=73, M: F=31:42, age 
28.0±5.8y Vs age-matched control group 27.0±4.3y), 
pelvic floor relaxation group (n=145, M: F=12:143, age 
57.1±9.8y), and functional anorectal pain group(n=146, 
M: F=45:101, age 49.3±12.4y) were analyzed respectively.

Results/Outcome(s): Asymptomatic group: Female 
muscle activity is generally weaker in contraction than 
males. the electromyography variability is related to age, 
but not gender. therefore, the three disease groups were 
not further subdivided into gender subgroups. Dyssynergic 
defecation group: resting hypertonicity and instability 
and reduced muscular endurance capacity in pelvic floor 
muscles. Pelvic floor relaxation group: resting and 
contraction hypotonicity and poor endurance capacity. 
Functional anorectal pain group: 75 (51.3%)patients 
have the same findings as the dyssynergia defecation group 
and others have the same findings as the pelvic floor relax-
ation group. Limitations: the sample size and multicenter 
data size for each disease group are still limited and may be 
subject to bias. A prospective randomized control study is 
needed.
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Conclusions/Discussion: Poor muscle stability is a 
common feature in pelvic floor dysfunction, indicating that 
slow and fast switch muscle activity is not harmonious. 
Variability of resting and contractive is an important 
predictor, rather than amplitude. it provides a general 
scheme for simplifying the goal of pelvic floor biofeedback 
training.

Figure 1: standardized five-step surface electromyography. seMG test 
was performed on a 65 y male patient with functional anorectal pain 
before and after pelvic floor biofeedback training.

POCKET REVISION: A REVIEW FROM A 
MEDTRONIC SACRAL NERVE STIMULATOR 
(SNS) CENTER OF EXCELLENCE.

ePoster AbstrActs eP295

H. simon, L. Jackson, r. Farmer
Louisville, KY

Purpose/Background: sacral neuromodulation is 
considered a first-line treatment for incontinence, as 
decreased frequency of incontinence episodes after implan-
tation have been demonstrated with a low safety profile. 
Despite a low safety profile, complications have been 
reported in prior retrospective reviews, with a paucity of 
detail surrounding pocket revision. to further investigate 
the reason for pocket revision after sns implantation, we 
reviewed the current rate of pocket revision after sns 
implantation and cause for pocket revision at a single, 
Medtronic sns center of excellence.

Methods/Interventions: A Medtronic sns database 
was retrospectively reviewed for complication of pocket 
revision after sns implantation by a sole surgeon at a 
single, Medtronic sns center of excellence from 2015-
2022. the main factors examined were age and bMi at 
time of implantation, elapsed time in months between 
implantation and revision, reasons for pocket revision, 
initial and revised pocket location, and associated trauma, 
weight loss, and lead fracture. characteristics of patients 
undergoing pocket revision were reported as descriptions, 
averages, and percentages. Due to low complication rate, 
univariate analysis was not performed.

Results/Outcome(s): A sole surgeon at a single 
Medtronic sns center of excellence performed 154 

sns implantations from 2015-2022 for bowel or bladder 
incontinence. of 154 cases, 11 were complicated by pocket 
revision (7%). All patients who underwent pocket revi-
sion were female, with average bMi 31.7 and age 46. on 
average, revision occurred 12 months after initial implan-
tation. eighteen percent (2/11) of cases reported trauma to 
device due to fall, and 9% (1/11) reported weight loss, both 
causing change in device position. the majority reported 
pain/discomfort at the device site as the primary reason for 
revision (90%, 10/11). one patient who underwent pocket 
revision for pain at device site had experienced a superfi-
cial surgical site infection that resolved with antibiotics. 
Approximately one-third of patients were found to have a 
flipped device at the time of operation (36%, 4/11). there 
was concomitant lead fracture in 18% of cases (2/11). Most 
revisions were performed on the same side (10/11, 90%) 
with the left-side being the preferred laterality for initial 
placement (7/11, 64%).

Conclusions/Discussion: sns has a known low safety 
profile, and a subset of patients require pocket revision. 
We found 7% of sns implantations at a single Medtronic 
sns center of excellence underwent pocket revision. 
Most patients required revision for pain/discomfort at 
the device site suggesting need for optimization of device 
implantation location. Preoperative marking for sns 
implantation should be considered and further studied to 
potentially impact the complication of pocket revision.

BOWEL RECONSTRUCTION AFTER DAMAGE 
CONTROL LAPAROTOMY FOR TRAUMATIC 
DESTRUCTIVE COLON INJURY.

ePoster AbstrActs eP297

V. cabrera, P. Kondylis
Orlando, FL

Purpose/Background: over the last seventy years, 
controversy has persisted regarding the ideal approach 
to colon reconstruction after damage control laparotomy 
(DcL) for significant colon injuries. two commonly 
employed and studied techniques after DcL includes 
immediate reconstruction with proximal diversion (irPD) 
and stoma creation with deferred reconstruction (scDr). 
the purpose of this study is to evaluate these two funda-
mentally different colonic operative strategies.

Methods/Interventions: We employed a retrospective 
cohort review from the prospectively accrued, deidentified 
HcA enterprise Level clinical Database for patients with 
destructive colon injuries undergoing irPD or scDr 
during 2014-2019. Analysis included comparison of 
comorbidities, complications and clinical outcomes. the 
regression models controlled for age, gender, race, need 
of vasopressor, colonic injury location, blood transfusions, 
abdominal reconstruction with mesh and comorbidities of 
special interest (bMi, hypovolemic shock, major vascular 



 201

injury, splenic injury, hepatic injury, acute renal injury, 
pre-existing chronic renal dysfunction, nicotine depen-
dence, coPD, diabetes, small bowel injury and pancreatic 
injury).

Results/Outcome(s): 4,718 adult patients having 
undergone trauma DcL with a destructive colon injury 
were identified. this included both penetrating and blunt 
abdominal injury etiologies. irPD and scDr accounted 
for 3,765 and 953 patients respectively. When comparing 
complications among irPD and scDr, no significant 
difference in developing retroperitoneal abscess. small 
bowel and colon anastomotic leak were significantly more 
common in scDr group (4.99% vs. 9.76%, p<0.05), 
however the odds of experiencing anastomotic leak were 
comparable between the scDr group and the irPD 
group. simultaneous injuries in left and right colon, 
isolated right colon injuries, small bowel injuries, acute 
renal injury, vasopressor use, need of blood transfusion, 
and the use of mesh for abdominal wall reconstruction 
upon fascia closure were also significantly associated with 
anastomotic leak complication, (p<0.05). enteric fistulae 
formation was significantly more common in patients with 
scDr relative to the irPD group. Abdominal wall recon-
struction with mesh increases up to 5-fold in developing 
fistulas. stoma complication was significant in scDr 
group, when compared to irPD. there was no significant 
difference in 90-day mortality. overall hospital length of 
stay was significantly longer in scDr group compared to 
irPD group.

Conclusions/Discussion: irPD after DcL in stabilized 
trauma patients is safe, associated with fewer complica-
tions, and a shorter length of stay. Future consideration 
should be given to defining DcL clinical criteria where 
subsequent scDr is required and when proximal diversion 
can be omitted for irPD patients.

READMISSION AFTER ILEOSTOMY CREATION 
IN A SUBURBAN HEALTHCARE CENTER.

ePoster AbstrActs eP298

J. Dcruz, J. baum, P. reilly, M. balakumar
Oceanside, NY

Purpose/Background: readmission after ileostomy 
creation significantly burdens the healthcare system and 
affects quality of life. the national surgical Quality 
improvement Program (nsQiP) has designated colorectal 
surgery outcomes as important quality indicators of patient 
care. readmission after ileostomy creation can be as high 
as 40 percent. causes include high-output ostomy resulting 
in dehydration and renal failure, surgical site infections, 
prolapse, and parastomal hernias. our objective was 
to evaluate the factors contributing to readmissions in 
our suburban healthcare center and compare them to a 
national database.

Methods/Interventions: in our single-institution obser-
vational study, we collected patient data over a 36-month 
period from the electronic medical record (eMr) system. 
Data was collected for patients who underwent the 
creation of an ileostomy. the patient database was not 
limited to a specific indication and we considered ileosto-
mies created individually or as part of a larger procedure 
(i.e., diverting ileostomy). outcomes were measured as 
readmission within 90 days (3 months) from the creation 
of an ileostomy for any cause. Factors considered within 
readmission were age, gender, cause of readmission, and 
final disposition from the hospital. readmission for reversal 
of the ileostomy were not considered.

Results/Outcome(s): 109 patients underwent new 
ileostomy creation by the colorectal and acute care surgery 
services within our institution. there were no deaths 
among these patients and all were discharged to either 
home or rehabilitation. All patients were provided with 
standard institutional ostomy education prior to discharge. 
61 patients (61%) were male. 19 patients (17%) were 
readmitted within 3 months to our hospital. Among these, 
the most common cause of readmission was dehydration 
from high ostomy output resulting in 9 patients (47%). 
All of these patients had an elevation in their readmission 
serum creatinine level compared to discharge. 6 patients 
(31%) were readmitted with ileus, vomiting, or generalized 
abdominal pain. 2 patients (10%) were found to have 
catheter-associated infections from indwelling catheters 
required for parenteral nutrition to supplement poor oral 
intake. there were no deaths on readmission. none of the 
patients in our study needed surgical revision of the ileos-
tomy prior to discharge. 4 patients (23%) required rehabili-
tation on discharge. the mean duration of readmission was 
4.7 days (range - 2 to 10).

Conclusions/Discussion: common factors associated 
with readmission following ileostomy creation are high 
ostomy output, dehydration, renal failure, improper ostomy 
care, ileus, catheter-associated infections, or a combina-
tion of these factors. our experience was reflective of that 
observed in more extensive databases like the nsQiP 
database which showed a similar readmission rate. Visiting 
nursing referrals are an indispensable part of ileostomy 
care within the community and can be targeted to improve 
patient outcomes.

ILEORECTAL ANASTOMOSIS - WHO SHOULD 
WE DIVERT? AN ANALYSIS OF 985 PATIENTS.

ePoster AbstrActs eP299

A. truong, K. Hu, M. Maspero, D. Liska, M. Valente, 
t. Hull, s. steele, s. Holubar
Cleveland, OH

Purpose/Background: total abdominal colectomy 
(tAc) with ileorectal anastomosis (irA) is a surgical 
treatment option for polyposis syndromes with rectal 
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sparing, multifocal colon cancer, slow transit constipa-
tion, and inflammatory bowel disease (ibD) patients. 
Perioperative complications and anastomotic leak (AL) 
rates were historically relatively high (6 - 23%) following 
irA. We aimed to describe selection criteria for, and 
outcomes associated, with diverting loop ileostomy during 
irA. our hypothesis was that construction of DLi during 
irA was associated with a decreased AL rate.

Methods/Interventions: Patients undergoing tAc with 
irA, or end-ileostomy takedown with irA after previous 
tAc, with or without DLi, between 1980-2021 were 
identified from a prospectively maintained institutional 
database. short-term (30-day) surgical outcomes were 
collected using our institutional nsQiP database. redo 
irA cases were excluded. AL after irA was defined as 
an anastomotic fluid collection seen on cross-sectional 
imaging with signs of sepsis or radiographic evidence of 
contrast extravasation.

Results/Outcome(s): of 985 patients in the study 
cohort, 909 (92%) underwent tAc with irA and 76 (8%) 
underwent ileostomy takedown with irA. overall, DLi was 
performed in 267 (27%) patients. the most common indi-
cations for surgery were multifocal cancer (31%), constipa-
tion (28%), polyposis (18%), and ibD (16%). the median 
age of the cohort was 47 (iQr 34-60) years and 37% were 
male. Patients who underwent DLi had lower bMi (25 vs 
26 kg/m2, p=0.01), higher rate of smoking (36% vs 19%, 
p<0.001), more comorbidities including coagulopathy, 
steroid use, preoperative weight loss, and higher AsA 
scores (63% vs 44% AsA 3 or 4, p<0.001) compared to 
those who did not undergo DLi. Amongst those under-
going DLi, there were higher rates of open surgery (60% 
vs 44%) and adhesiolysis (26% vs 7%), increased surgery 
time, and increased intraoperative blood loss (all p<0.01). 
the overall AL rate was 3%; 1% and 4% in those with 
and without DLi, respectively (p=0.05). on multivariable 
analysis DLi was independently associated with decreased 
AL (or 0.34, 95% ci 0.12-0.98, p=0.04). Patients with 
DLi had a higher overall postoperative complication 
rate (51% vs 36%, p<0.001) including superficial wound 
infections, urinary tract infections, dehydration, blood 
transfusions, and portomesenteric venous thromboses (all 
p<0.03). stoma-related complications occurred in 2% of 
DLi patients. current or past smoking, depression, and 
preoperative weight loss were also independently associ-
ated with postoperative complications (table).

Conclusions/Discussion: in this largest series of patients 
undergoing irA reported to date, in which one-third were 
diverted, we observed an overall anastomotic leak rate 
of only 3%. DLi was used more often in patients with 
increased comorbidities and in technically demanding 
cases, but was protective against anastomotic leak.

table: Multivariable risk factors associated with postoperative complica-
tions following ileorectal anastomosis

SURGERY FOR YOUNG ONSET 
DIVERTICULITIS: IS IT CURATIVE?

ePoster AbstrActs eP300

e. Lincango, t. connelly, n. Foley, L. Duraes, 
L. sobrado, M. Valente, s. Holubar, s. steele, H. Kessler
Cleveland, OH

Purpose/Background: Previously considered a disease 
of old age, diverticular disease (DD) is increasingly prev-
alent in younger populations. Guidelines on surgical 
resection have shifted from recommending resection for 
all young-onset diverticulitis patients to an individualized 
approach. this study aimed to determine the perioper-
ative complication and the radiographical and surgical 
recurrence rates in patients under 40 years old undergoing 
resection for DD.

Methods/Interventions: All patients <40 years under-
going operative intervention at the cleveland clinic 
ohio for left-sided DD between Jan 2010-July 2017 
were identified from a retrospectively collected data-
base. Demographics collected included: age, gender, 
bMi, AsA grade and diverticular phenotype. operative 
details included: status (emergency vs elective), indica-
tion, approach, resection type and operation duration. 
outcomes were: length of stay (Los), pathology in 
resection specimen and intraoperative and postoperative 
complications. Anastomotic leak is defined as a radiologi-
cally detected leak (on computed tomography or contrast 
enema) with or without the requirement for return to the 
operating room. recurrence was determined by individual 
review of patient imaging and operative reports subsequent 
to resection. Descriptive statistics were used to report the 
findings.

Results/Outcome(s): one hundred and forty seven 
(n=107, 72.8% male, mean age=34.9 [+/- 4.1] years) 
patients were included. the number of resections increased 
from 16 in 2010 to 23 in 2016. the majority were AsA 
1 or 2 (n=41, 27.9% and n=82, 55.8%). the most 
common indication for surgery was uncomplicated diver-
ticulitis without a history of abscess or perforation in the 
past (n=77, 52.4%). this was followed by perforation 
(n=26, 17.7%). the majority (n=108, 73.5%) of cases 
were performed electively and/or laparoscopically (n=79, 
57.3%). Primary anastomosis without diversion was the 
most common surgical outcome (n=108, 73.5%). Median 
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length of stay was 5 (4,7) days. there was no intraopera-
tive or postoperative mortality. there were three (2.0%) 
intraoperative and 38 (25.9%) postoperative complications 
(clavien-Dindo iii-iV: n=14, 36.8%). the most common 
complications were ileus (n=8, 21.0%) and anastomotic 
leak (n=6, 15.7%). the majority (n=5) of leaks occurred 
after elective surgery. only four patients had incidental 
pathology on their resection specimens. two (1.3% of 
cohort) were benign and two were neoplastic (a tubular 
adenoma with low-grade dysplasia and a malignant polyp). 
over a mean follow-up of 96 (74, 123) months, only 2 
(1.3%) patients experienced a surgical or radiological 
recurrence.

Conclusions/Discussion: Leaks after primary anasto-
mosis even in the elective setting warrant careful consid-
eration of a defunctioning ileostomy. recurrence after 
resection for DD in young-onset patients is rare. incidental 
neoplasia is also rare.

EARLY URINARY CATHETER REMOVAL AFTER 
COLECTOMY FOR COLOVESICAL FISTULA 
IS NOT ASSOCIATED WITH INCREASED A 
POSTOPERATIVE COMPLICATIONS.

ePoster AbstrActs eP301

s. stapler, s. colom, D. rajkumar, r. cleary
Ypsilanti, MI

Purpose/Background: colovesical fistula (cVF) occurs 
in up to 5% of patients having operative intervention 
for diverticulitis. Definitive management includes partial 
colectomy (usually sigmoid) and takedown of the fistu-
lous tract. there is no standard management of the 
bladder defect after fistula takedown and recommenda-
tions for duration of urinary drainage are inconsistent. 
this study was designed to determine if urinary catheter 
drainage duration was associated with fewer postoperative 
complications.

Methods/Interventions: this is a retrospective single 
institution cohort study of all enhanced recovery Pathway 
(erP) patients that underwent open or minimally inva-
sive colorectal resections for diverticular cVF from 2015 
through 2021. Urinary catheter drainage was defined as 
early (≤7 days postoperative) and Late (>7 days postoper-
ative). the groups were then subdivided into 1-2 days, 3-5 
days, 6-7 days, and >7 days for further analysis. Primary 
outcome was a composite of postoperative bladder leak, 
ssi iii, sepsis, reoperation, and hospital Los ≥ 7 days. 
secondary outcomes included ileus, Uti, AKi, and cardiac 
complications. Fisher’s exact test was used to compare 
primary and secondary outcome variables according to 
catheter removal group. Propensity scores were used to 
control for baseline demographics and comorbidities.

Results/Outcome(s): A total of 73 patients met inclu-
sion criteria – 64 in the early group and 9 in the Late 
group. the Late group consisted of more patients with 

large bladder defects (33.3% vs 7.8%, p=0.054), signifi-
cantly more patients that underwent suture repair (55.6% 
vs 14.1%, p=0.01), and significantly more patients that 
had an intraoperative pelvic drain placed (66.7% vs 15.6%, 
p=0.003). there was no difference between groups in 
intraoperative bladder leak testing. there was no signifi-
cant difference in unadjusted outcomes between groups. 
After propensity score inverse weighting, the Late group 
had significantly more cystogram-detected postoperative 
bladder leaks (p=0.002), ileus (p=0.042), and cardiac 
events (p=0.014) than the early group. Unadjusted 
analysis of specific postoperative days showed that when 
removing the urinary catheter on postoperative days 1-2, 
there were no bladder leaks, significantly fewer patients 
with hospital Los >7 days, and less patients with ileus.

Conclusions/Discussion: Urinary catheter removal ≤7 
days after surgery was associated with fewer postoperative 
complications after definitive management of cVF. there 
may be some outcomes advantages to removing the urinary 
catheter on postoperative day 1-2, including no increase 
in bladder leaks. Further investigation is required to 
determine optimal time for urinary catheter removal and 
if intraoperative bladder leak testing and postoperative 
cystograms are useful adjuncts in decision making.

URETERAL STENTS DO NOT INCREASE THE 
RISK FOR ACUTE KIDNEY INJURY AFTER 
COLORECTAL SURGERY.

ePoster AbstrActs eP302

i. schmied, D. rajkumar, s. colom, r. cleary
Ypsilanti, MI

Purpose/Background: the adoption of ureteral stent 
placement at the time of colorectal surgery has increased 
in recent years. Ureteral stents are thought to prevent or 
help identify ureteral injuries. studies suggesting that uret-
eral stents increase the risk of postoperative acute kidney 
injury show inconsistent conclusions. the large and vari-
able ureteral stenting volume at our institution provides 
a unique opportunity for granular analysis not previously 
reported. the objective of this study is to determine if 
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ureteral stenting at the time of colorectal surgery increases 
the risk for postoperative acute kidney injury.

Methods/Interventions: this is a single institution retro-
spective cohort analysis of cases in a prospectively main-
tained colorectal surgery database between 07/01/2018 and 
12/31/2021. colorectal operations including prophylactic 
ureteral stents were compared with operations without 
stents. cases not typically considered for stent placement 
were excluded. the primary outcome was acute kidney 
injury (AKi) defined as an increase in creatinine ≥ 0.3mg/
dL and a 1.5 fold increase in creatinine within 48 hours 
postoperatively. Unadjusted differences in outcomes were 
assessed using chi-square or Fisher exact tests. Adjusted 
analysis was performed with inverse probability weighting.

Results/Outcome(s): there were 406 patients in the 
study population – 300 patients in the stent group and 
106 in the no stent group. there were 6 ureteral injuries, 
2 (0.67%) in the stent group and 4 (3.77%) in the no 
stent group (p=0.07). Unadjusted analysis revealed that 
AKi was not significantly different between stent and no 
stent groups when defined as creatinine increase ≥0.3mg/
dL (no stent 16.9% vs stent 28.89%, p=0.63) and when 
defined as 1.5 fold increase in creatinine (p=0.28). After 
adjustment, there was still no significant difference in 
AKi between stent and no stent groups again defined by 
≥0.3 mg/dL creatinine increase (no stent 21.4% vs stent 
26.4%, p=0.49) and 1.5 fold increase in creatinine (no 
stent 13.5% vs stent 15.3%, p=0.77). subgroup analysis 
showed that lighted stents were associated with signifi-
cantly more AKi than no stent patients when defined as 
creatinine increase ≥0.3mg/dL (38.6% vs 16.9%, p=0.007) 
but not when defined as 1.5 fold increase in creatinine 
(p=0.135).

Conclusions/Discussion: Prophylactic ureteral stenting 
does not increase the risk of acute kidney injury for 
patients undergoing enhanced recovery colorectal surgery. 
the use of non-lighted stents may be preferred to lighted 
stents. studies further examining contrasting roles, risks, 
and benefits of ureteral stents in open and minimally inva-
sive colorectal surgery are warranted.

TOTAL COLECTOMY AND PARTIAL 
PROCTECTOMY: ILEAL POUCH RECTAL 
ANASTOMOSIS TO THE RESCUE?

ePoster AbstrActs eP303

c. Prien, e. Lincango, A. Kanters, J. Lipman, i. Gorgun, 
D. Liska, M. Valente, H. Kessler, t. Hull, s. steele, 
s. Holubar
Cleveland, OH

Purpose/Background: ileal pouch rectal anastomosis 
(iPrA) is a rarely employed alternative to straight ileal 
rectal anastomosis or permanent ileostomy. it is a method 
utilized to maintain intestinal continuity in patients who 
have insufficient residual rectal reservoir capacity following 
total colectomy and partial proctectomy or coexistent peri-
anal disease. However, it has failed to gain acclaim and 
there are limited reports on patient outcomes. We aimed 
to assess the outcomes of individuals who underwent iPrA 
for benign and malignant diseases.

Methods/Interventions: our institutional pouch 
registry was queried for patients who underwent iPrA 
between 1995 and 2019. Patients diagnosed with inflam-
matory bowel disease (ibD), familial adenomatosis polyp-
osis (FAP), colorectal cancer (crc), or constipation 
dominant irritable bowel syndrome (ibs-c) with an iPrA 
anastomosis were identified. An iPrA was defined as an 
ileal pouch intentionally anastomosed to the rectum ≥ 4 
cm superior to the dentate line. the mean number of daily 
bowel movements was used to assess functionality. Kaplan-
Meier analysis was performed to evaluate pouch survival 
and compare intergroup differences.

Results/Outcome(s): Forty-seven patients underwent 
iPrA: 21 (44.7%) females, mean age of 43.7 ± 15.5 years, 
mean bMi of 44.2 kg/m2. the most common diagnoses 
were crohn’s disease (cD) in 26 (55.3%) patients and 
crc in 10 (21.3%) patients. the most common operative 
indication was medically refractory disease in 55.3% of 
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patients. More than half (51.1%) suffered from previous 
perianal disease. All surgeries were performed laparoscopi-
cally utilizing a double-staple technique with anastomoses 
located a mean distance of 8.5 ± 2.9 cm superior to the 
dentate line. overall, 31 patients (66%) underwent a 
3-stage iPrA, 15 (31.9%) underwent a 2-stage, and 1 
(2.13%) patient was converted from a straight ileorectal 
anastomosis to iPrA. Postoperatively, 32 (68.1%) patients 
experienced a complication in the first 30 days including 
intraabdominal sepsis in 20 (62.5%), dehydration in 20 
(62.5%), and ileus in 16 patients (50%). there were zero 
mortalities. Long-term, the most common complications 
were bowel obstruction in 11 (23.4%) and anastomotic 
stricture in 8 patients (17.0%). there was no significant 
difference in bowel function between patient groups, 
though anti-diarrheal medication was needed by most 
(74.5%). A significant association was observed between 
cD and the number of pouchitis episodes (p=0.001) with 
18 (38.3%) experiencing either 1, 2, or 3 episodes. overall, 
5-year pouch survival was 87.2% with no significant differ-
ence with respect to underlying diagnosis.

Conclusions/Discussion: regardless of underlying 
diagnosis or perianal disease history, iPrA represents a 
viable option of last resort for patients seeking to maintain 
intestinal continuity but who are not candidates for tradi-
tional ileorectal or ileoanal anastomoses.

OUTCOMES OF NON-OPERATIVE TREATMENT 
OF ACUTE APPENDICITIS IN ADULTS WITH 
SARS-COV-2 INFECTION: EXPERIENCE FROM A 
COVID-19 REFERRAL CENTER.

ePoster AbstrActs eP304

M. Zamora, M. LoPeZ, M. onglao
Manila, Philippines

Purpose/Background: Acute appendicitis is one of 
the most common surgical emergencies in adults, where 
appendectomy, whether open or laparoscopic, is the stan-
dard treatment. the option for non-operative manage-
ment (noM) in select patients has gradually come to 
the fore. When coViD-19 was first documented in the 
country in March 2020, the Philippine General Hospital 
(PGH) became a national referral center. With reported 
increase in morbidity and mortality observed in coViD-19 
patients undergoing surgery, the management of acute 
appendicitis shifted towards noM. this study aimed 
to determine outcomes of coViD-19 cases with acute 

appendicitis managed non-operatively at the PGH over a 
2-year period (March 2020 to February 2022).

Methods/Interventions: A retrospective observational 
study was conducted on adult patients with acute appen-
dicitis and sArs-coV-2 infection admitted at the PGH 
from March 2020 to February 2022 and underwent noM. 
Pediatric cases; those with clinical, or radiologic evidence 
of perforation; or evidence of appendicolith on abdominal 
computed tomography (ct) were excluded. the following 
data were collected: success, or failure of noM; re-admis-
sion, morbidity, and mortality rates.

Results/Outcome(s): sixty-two adult cases of acute 
appendicitis with coViD-19 were seen over a 2-year 
period. immediate surgery was performed in 41 cases for 
failure to meet the criteria for noM. All patients who had 
surgery recovered, with ileus as most common complica-
tion noted in 34% of cases. twenty-one cases had noM 
with an average length of stay (Los) of 6.8 days (range 1 
to 22 days). no failure of noM was observed during their 
admission, and all cases were discharged or transferred 
to a quarantine facility. there were no readmissions, 
morbidities, and mortalities in all cases at 30-, and 60-days 
post discharge. one case was readmitted after 93 days for 
ruptured appendicitis requiring surgery. the failure rate of 
noM beyond 6 months was 4.76% (Figure 1).

Conclusions/Discussion: Patients who had noM 
received intravenous cefoxitin on admission and shifted 
to oral antibiotics on discharge to complete 7 to 10 days. 
they were advised to observe for recurrence of abdom-
inal pain, fever, and other associated symptoms and were 
followed up via telemedicine. the wide range of Los was 
due to existing quarantine protocols, lack of quarantine 
facilities, and incapacity for home isolation. the data 
showed that noM can be safely and effectively applied 
after careful patient selection as an alternative to surgery in 
select coViD-19 cases. this approach, however, requires 
close monitoring and early recognition of treatment failure. 
outcomes observed are promising and may serve as refer-
ence in modifying treatment guidelines for acute appen-
dicitis with coViD-19, and perhaps even in the general 
population.
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Figure 1. outcomes of non-operative treatment of acute appendicitis in 
adults with sArs-coV-2 infection. (PGH, 2022)

LONG-TERM OUTCOMES FOLLOWING NON-
OPERATIVE MANAGEMENT OF ACUTE 
APPENDICITIS: A POPULATION-BASED 
ANALYSIS.

ePoster AbstrActs eP305

t. telesnicki1, J. nantais2, c. De Mestral1, A. De buck 
van overstraeten1, D. Gomez1

1Toronto, ON, Canada; 2Winnipeg, MB, Canada

Purpose/Background: Despite emerging evidence 
supporting the safety of non-operative management 
(noM) of acute appendicitis (AA) as an alternative to 
surgery, there remains a reluctance to adopt this practice. 
Population-based data with extended follow up to investi-
gate real-world treatment failure following noM for AA 
are lacking.

Methods/Interventions: We performed a popu-
lation-based retrospective study of all adult patients 
presenting to any emergency department (eD) in ontario, 

canada between April 2002 and Dec 2019 with a primary 
diagnostic code for AA. Patients who did not undergo an 
appendicitis-related operation or interventional proce-
dure on index presentation comprised the noM cohort. 
the primary outcome, treatment failure, was defined as 
emergency admission requiring an urgent appendicitis-as-
sociated operation or interventional procedure following 
initial noM. Patients were followed for the duration of 
the observation window with a maximum of 16 years of 
follow up.

Results/Outcome(s): of 176,602 patients identified 
with an index eD presentation for AA, 21,186 underwent 
noM. the annual proportion of patients undergoing 
noM increased significantly over time (8.5% in 2002 
vs.16.2% in 2019, p<0.001). the remaining 155,416 
underwent an appendicitis-associated procedure on index 
admission (intervention cohort), including appendectomy 
(90.9%), appendectomy with drainage of intra-abdominal 
abscess for perforated appendicitis (5.4%), segmental 
colon resection (2.1%) or percutaneous drainage (1.5%). 
Patients in the noM group were slightly older (mean 
age [sD], 43.0 [18.0] vs. 40.3 [16.3] years, p<0.001) with 
greater proportion of moderate to high comorbidity burden 
as defined by 8 or more Johns Hopkins aggregated diag-
nosis codes (51.1% noM vs. 24% intervention, p<0.001). 
treatment failure occurred in 10.4% of the noM cohort, 
including appendectomy (9.2%), appendectomy with oper-
ative drainage of abscess indicative of perforation (0.7%) 
and segmental resection (0.5%). there were no interven-
tional drainage procedures following initial noM. Median 
time to treatment failure was 120.5 days (iQr 26 to 419 
days), with 2.8% treatment failure at 30 days, 4.6% at 60 
days, 7.5% at 1 year and 9.7% at 5 years (Figure 1).

Conclusions/Discussion: over the span of over 16 years 
the proportion of patients undergoing noM increased 
significantly. treatment failure following noM was lower 
than previously reported, but the rate of failure continues 
to increase over time.
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FREQUENCY AND ASSOCIATE FACTORS FOR 
COMPLICATIONS IN GASTROINTESTINAL 
STOMAS.

ePoster AbstrActs eP306

A. Zubillaga, L. cardenas-Lailson, A. nájera saldaña, 
M. trejo-Avila
Ciudad de Mexico, Mexico

Purpose/Background: Gastrointestinal ostomy 
construction is a common procedure, annually in the 
United states approximately 150,000 are created. 
indications for stoma construction are diverse, they can be 
for benign or malignant disease, and emergency or elective. 
the reported incidence of complications ranges between 
21 to 70%. the risk of complications varies depending on 
the conditions of the patient and the circumstances for 
the ostomy construction. Multiple risk factors have been 
proposed for developing complications, including age, 
gender, body mass index, nutritional status, AsA, and 
use of steroids, technical factors, elective or emergency 
scenarios, the location of the stoma, and finally the specific 
indication for the formation of the stoma. the aim was to 
determine the frequency of complications of gastrointes-
tinal stomas and the potential associated factors.

Methods/Interventions: Patients who underwent 
gastrointestinal ostomy construction at Hospital General 
Dr. Manuel Gea Gonzalez in Mexico city, Mexico, from 
January 2017 to December 2018 were included. Patients 
were retrospectively identified and analyzed using the 
hospital registry. the frequency of complications related 
to gastrointestinal ostomy construction was described. 
Multivariate Logistic regression analysis was used to deter-
mine factors associated with ostomy complications. this 
study was approved by the our local institutional review 
board.

Results/Outcome(s): our selection criteria yielded 99 
cases of gastrointestinal ostomies. there were 60 males, the 
mean age was 50.4 years, the mean bMi was 25.7, 18.1% 
had obesity, 61.7% had at least one morbidity (diabetes 
mellitus being the most frequent), 49 patients (49.5%) 
were classified as AsA iii-iV, 32.3% were current smokers, 
28.2% had cancer, and the mean preoperative albumin 
was 3.1 g/dL. the 87.9% of the patients had their stoma 
constructed under emergency circumstances. regarding 
the frequency of complications, we found a 35.3% of total 
postoperative complications and 17% had complications 
exclusively related with the ostomy. Among the ostomy 
complications, 6% had ostomy stenosis, 3% prolapse, 3% 
mucocutaneous dehiscence, 1% retraction, and 4% paras-
tomal hernia. the complicated group (n=64) had higher 
bMi (p=0.042). A higher frequency of stoma complica-
tions was observed among obese patients (25.7% vs 14%). 
on univariate analysis, the indication of the stoma due to 
anastomotic leak was a risk factor associated with ostomy 
related complications (or 6.413, ci 95% 1.219 to 33.731, 
P = 0.021). Multivariate analysis identified as potential 

risk factors for complications, the bMi (or=2.5) and 
ostomy for anastomotic leakage (or=5.2), however both 
were non significant.

Conclusions/Discussion: Gastrointestinal ostomy 
construction is associated with high risk of morbidity. in 
our study, the increased body mass index and the ostomy 
constructed for anastomotic leakage were considered as 
potential risk factors for complications.

NOT ALL DIVERSIONS ARE THE SAME: 
DIFFERENCES IN COMPLICATIONS AND 
READMISSIONS IN DIVERTING ILEOSTOMIES 
AND COLOSTOMIES.

ePoster AbstrActs eP307

K. Arndt, K. Kim, b. Allar, K. crowell, A. Fabrizio, 
t. cataldo, e. Messaris
Boston, MA

Purpose/Background: Fecal diversion with ileostomy 
or colostomy is commonly used to protect distal anas-
tomoses, divert from obstruction, or control sepsis from 
perforation or fistulae. the type of diversion may result in 
varied patient morbidity: ileostomies predispose patients to 
dehydration while colostomies are prone to prolapse. Few 
studies have directly compared outcomes from the two 
diversion types, the results of which may influence surgical 
decision making.

Methods/Interventions: A single institution retrospec-
tive review of patients with fecal diversion via loop ileos-
tomy or colostomy for all indications from 2015-2020. 
Patients with diversion for ileoanal pouch were excluded 
due to more proximal diverting stoma. records were 
reviewed for readmissions and indications, stoma revisions, 
or stoma related complications occurring between stoma 
creation and reversal if reversal occurred.

Results/Outcome(s): 283 patients were included, which 
comprised 212 ileostomies and 71 colostomies. Patients 
with diverting colostomy were older (63 vs 58 years old) 
(p=0.002) and had higher AsA scores (p<0.001) compared 
to ileostomy. compared to colostomies, more ileostomies 
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were created electively (49% vs 78%) and subsequently 
reversed (31% vs 92%; p<0.001). 21% (n=45) of patients 
with ileostomy had stoma related readmissions compared 
to 13% (n=9) of patients with colostomy (p=0.12). 67% 
(n=30) of patients readmitted with ileostomy were read-
mitted for dehydration compared to only 22% (n=2) of 
patients readmitted with a colostomy (p=0.02). infusion of 
home intravenous fluids (iVF) didn’t prevent readmission; 
18% (n=14) of patients readmitted received home iVF 
(71% (n=10) of patients on home iVF with a readmission 
were readmitted for dehydration); 3.9% (n=8) of patients 
not readmitted received home iVF (p<0.001). Patients 
with an ileostomy had higher rate of pouching trouble 
(71% vs 38%; p<0.001) including: leaking (37% vs 24%, 
p=0.04), skin irritation (60% vs 37%, p=0.001), and high 
output (21% vs 4%, p=0.001). 12 (6%) patients required 
early reversal of their ileostomy (mean 17 ± 3.6 days) 
due to uncontrolled output. Patients with colostomy had 
higher prolapse rate (13% vs 4%, p=0.02), but no signifi-
cant difference in the number of stoma revisions compared 
to ileostomy (11% vs 5%, p=0.09).

Conclusions/Discussion: Patients with diverting ileos-
tomy had similar rates of stoma related readmissions 
compared to colostomy. Most ileostomy readmissions due 
to dehydration, home iVF didn’t prevent dehydration. 
Patients with ileostomy reported more issues with pouching 
and managing output, and some patients required early 
reversal of the ileostomy due to high output. While 
patients with colostomy had higher rate of prolapse there 
was no difference in the rate of stoma revision between 
ileostomy and colostomy. surgeons should consider these 
outcomes when discussing potential diversion options and 
expectations post operatively with patients.

RESULTS OF COLORECTAL SURGERY FOR 
DEEP INFILTRATING ENDOMETRIOSIS IN 
WOMEN OPERATED AT INDISA CLINIC, CHILE 
YEARS 2016-2022.

ePoster AbstrActs eP308

A. readi, J. Arche, M. rodríguez, D. García Prado, 
J. cornejo, H. sovino, G. campaña
Providencia, Chile

Purpose/Background: endometriosis is defined as the 
presence of endometrial tissue outside the uterine cavity. 
intestinal involvement occurs in less than one third of 
women diagnosed with endometriosis, being the most 
common site the rectosigmoid junction. Deep infiltration 
endometriosis (Die) is considered a specific aggressive 
form of endometriosis, penetrating more than 5 mm below 
the surface of the peritoneum. surgical management for 
Die is the gold standard with previous studies that have 
reported improvements in generic quality of life. there are 
few publications that report results of colorectal surgeries 
associated with Die in a single center.

Methods/Interventions: Design: retrospective, 
observational. objective: Describe early surgical results of 
colorectal surgery for Die in women operated at inDisA 
clinic. Patients: Women treated by colorectal surgical for 
Die, at inDisA clinic. intervention: colorectal resections 
for endometriosis. time: January 2016–June 2022.

Results/Outcome(s): one hundred and sixty patients 
were operated by Die at inDisA clinic between 2016 and 
2022, 56 discoidal resections (Group i) and 104 sigmoidec-
tomies (Group ii). the demographic characteristics of both 
groups were similar with the exception of smoking, which 
showed a predominance in group ii (p=0.04). Analysis 
of the surgical variables showed that the distribution in 
both groups is balanced (anastomosis height p=0.75, type 
of approach p=0.27, conversion rate p=0.27, protective 
ostomy p=1.0). comparing both groups in relation to 
postoperative evolution, Group i presented a significant 
decrease in the refeeding time (2 vs 3 days, p=0.01) 
without difference in gas expulsion, first stools, days of 
hospitalization and to clavien-Dindo complications ≥3 
(p=0.9, p=0.62, p=0.35, p=1.00).

Conclusions/Discussion: this study evaluated postop-
erative evolution and complications of patients undergoing 
two different surgical techniques in colorectal surgery for 
Die. Although our study is retrospective, it stands out for 
being one of the few carried out in a single center with 
a population greater than 100 patients and shows results 
similar to the international literature. When comparing 
these two techniques of colorectal surgery in Die, it is 
concluded that patients operated by discoidal resection 
have an earlier feeding, with no significant differences 
related to the surgical approach, postoperative complica-
tions and days of hospitalization. both techniques can be 
considered safe for the treatment of Die. Further increase 
in patient samples is needed for future studies.
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DEFINING MORTALITY AFTER SURGERY FOR 
ACUTE COLONIC PSEUDO-OBSTRUCTION IN 
THE MODERN ERA: NOT SUCH A POISON PILL?

ePoster AbstrActs eP309

L. sobrado, n. Foley, e. Lincango, A. Kanters, L. Duraes, 
s. Judeeba, t. Hull, J. sommovilla, i. Gorgun, D. Liska, 
M. Valente, s. steele, s. Holubar
Cleveland, OH

Purpose/Background: Acute colonic pseudo-obstruc-
tion (AcPo), eponymously known as ogilvie’s syndrome, 
is characterized by massive colonic dilation in the absence 
of mechanical obstruction, occurring primarily in frail 
patients with underlying comorbidities. Although non-sur-
gical treatments including neostigmine and decompressive 
colonoscopy may reduce the need for surgery, historically, 
surgical treatment has been reported to be associated with 
a mortality of up to 30%. However, little if any modern 
data exists regarding the outcomes of surgery for AcPo. 
We aimed to describe the short-term (30-day) outcomes 
of surgery for AcPo. We hypothesized that surgery for 
AcPo in the modern era is associated with a significantly 
lower 30-day mortality compared with prior reports.

Methods/Interventions: our prospectively maintained 
colorectal surgery registry was queried for patients diag-
nosed with AcPo who underwent surgery from 2009-2022 
using cPt and icD codes. Data regarding demographics, 
AcPo treatments, and surgical outcomes are reported. 
Postoperative complications were graded according to the 
clavien-Dindo (cD) classification. Data are reported as 
median/interquartile range (iQr) or mean/standard devi-
ation (sD).

Results/Outcome(s): A total of 27 patients who 
underwent colorectal surgery for AcPo were identified. 
Demographics: women, 9 (33); age, years-old 70 (61 
– 80); bMi, Kg/m2 29 (24 – 34). comorbidities, precipi-
tating factors, and treatments are summarized in Table 1. 
the preoperative length of stay was 9.4 ± 8.4 days (sD). 
Preoperatively, the maximum colonic diameter was 13.5 ± 
3.1 cm. intraoperative findings revealed colonic dilation 
in all patients, colonic ischemia in 6 (22%) and large 
bowel perforation in 3 (11%). the operations included 
total colectomy with end-ileostomy (11, 41%), diversion 

without resection (8, 30%), ascending colectomy (6, 22%), 
total abdominal colectomy with ileo-rectal anastomosis (1, 
4%) and Hartmann’s procedure (1, 4%). the majority of 
operations were open (17, 63%); intraoperative estimated 
blood loss was 138.3 ± 177.7 mLs. severe complications 
(cD 3 or 4) occurred in 9 (33%) patients; none required 
reoperation. no recurrences of AcPo were observed 
following surgery. Postoperative length of stay and total 
length of stay were 14.8 ± 10.9 and 24.2 ± 13.9 days, 
respectively. the 30-days mortality was 7.4% (n=2).

Conclusions/Discussion: surgical treatment was effec-
tive for AcPo refractory to medical therapy or for patients 
who developed acute complications. options included total 
or segmental colectomy, or diversion without resection. 
Postoperative complications were common, but patients 
did not require reoperation in this series. Prolonged 
post-operative hospital length of stay was observed, but 
early mortality was relatively low, suggesting that surgical 
treatment for AcPo in the modern era may be safer than 
previously reported.

Table 1. comorbidities and treatments for AcPo, n=27

INTERNATIONAL ADAPTATION OF THE 
RESOURCE-STRATIFIED NCCN FRAMEWORK 
FOR RECTAL CANCER IN BOLIVIA.

ePoster AbstrActs eP310

s. schuetz1, c. soliz P.3, M. Vasquez V.2, M. Marmol c.4
1New Orleans, LA; 2El Alto, Bolivia, Plurinational State 
of; 3La Paz, Bolivia, Plurinational State of; 4Cochabamba, 
Bolivia, Plurinational State of

Purpose/Background: cancer outcomes can be 
improved by up to 30% if accepted standards of care are 
practiced. existing guidelines assume the accessibility 
of costly diagnostic and treatment resources that are 
often geographically or financially inaccessible in low 
resource settings. the present collaboration between the 
national comprehensive cancer network (nccn) and 
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ProMis-bolivia adapted the resource-stratified nccn 
Framework for rectal cancer to resource and finan-
cial constraints across bolivia to provide evidence-based 
guidelines for patients and health centers with basic, core, 
enhanced and maximal resources.

Methods/Interventions: A multidisciplinary panel of 
15 bolivian and international rectal cancer experts was 
recruited following national stakeholder analysis to ensure 
equal representation across subspecialties, health sectors 
and geographic regions. experts included five surgical 
oncologists, five medical oncologists, four radiation oncol-
ogists, two gastroenterologists, and one pathologist repre-
senting 10 health centers spanning public, social security, 
and private health sectors. each expert independently 
reviewed spanish-translations of nccn Framework for 
rectal cancer and proposed adaptations to accommodate 
local resource and access limitations. Proposed adaptations 
were summarized and reviewed by each panelist as well as 
nccn in accordance with the formal nccn international 
adaptations process. A national adaptation workshop was 
held April 2019 in La Paz, bolivia. the nccn rectal 
cancer panel chair led an expert panel review of proposed 
modifications and developed a consensus national adapta-
tion for rectal cancer management specific to basic, core, 
enhanced, and maximal resource levels.

Results/Outcome(s): consensus recommendations for 
the workup and management of rectal cancer at each 
resource level are summarized in table 1, with each 
resource-specific recommendation expanding upon the 
preceding level. Moderate adaptations were made to the 
original nccn Framework due to financial inaccessibility 
of specific chemotherapy, radiotherapy, and advanced 
imaging modalities (i.e., Mri, endorectal ultrasound, 
Pet/ct) at basic, core and enhanced resource levels, 
respectively.

Conclusions/Discussion: international adaptations 
of the nccn Framework can provide evidence-based 
cancer guidelines to maximize outcomes in settings with 
limited patient and health system resources. the nccn 
Framework – bolivia Adaptation represents the first 
country-specific, resource-stratified nccn clinical prac-
tice guideline for the management of rectal cancer. 
Forthcoming implementation of these adapted guidelines 
will permit evaluation of their impact on clinical outcomes, 
financial toxicity and treatment abandonment among 
patients in low-resource settings.

INCREASED USE OF A PET AFTER 
COLORECTAL SURGERY IS ASSOCIATED WITH 
IMPROVED OUTCOMES.

ePoster AbstrActs eP311

L. theiss, b. smith, A. irfan, L. Wood, c. shao, 
s. Kang, r. Hollis, J. cannon, D. Gunnells, M. Morris, 
K. Hardiman, G. Kennedy, D. chu
Birmingham, AL

Purpose/Background: Patient engagement technol-
ogies (Pets) guide patients through the perioperative 
period and may improve patient satisfaction and outcomes. 
Previous work from our group has demonstrated that use 
of these technologies varies significantly by patient-level 
factors such as race/ethnicity. However, the impact of 
disparate use of Pets on patient outcomes has yet to be 
characterized. We hypothesized that patients with less 
usage of a Pet would have worse outcomes after elective 
colorectal surgery.

Methods/Interventions: retrospective cohort study of 
patients undergoing elective colorectal surgery January 
2018- June 2022 who enrolled in a Pet at a single insti-
tution. Patients received educational content, healthcare 
reminders, patient reported outcome (Pro) surveys, and 
health checks preoperatively, in-hospital and for 30-days 
post-discharge. outcomes were length of stay (Los), 
readmissions, and complications within 30 days of index 
hospitalization. Data were compared using chi-squared, 
Kruskall Wallis rank sum test, and spearman correlations. 
Adjusted analyses were performed using logistic and linear 
regression models.

Results/Outcome(s): overall, 403 patients undergoing 
surgery were enrolled in the Pet, and 359 (89.1%) acti-
vated the Pet. Median age was 56.8 (43.9-67.2), 301 
(74.7%) patients were white, 97 (24.1%) black. 309 
(76.7%) patients underwent partial colectomy, 63 (15.6%) 
abdominoperineal resection, 31 (7.7%) ostomy creation or 
reversal. Patients completed a median of 7 Pro (0-15.0) 
surveys, 2 (1.0-4.0) in-hospital health checks, and 1 
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(0-8.0) post-discharge health checks. Median Los was 3 
days (iQr 2.0-5.0), 57 (14.1%) patients were readmitted, 
and 56 (13.9%) of patients had a postoperative complica-
tion. Patients who completed no surveys had longer Los 
than those who completed 2 or more (4 days vs. 3 days, 
p=0.001). Patients who were not readmitted completed 
significantly more total surveys (8 vs 3, p=0.026) and more 
post discharge health checks (1.5 vs 0, p=0.018) than 
patients that were readmitted. similarly, patients without 
postoperative complications completed more total surveys 
(8 vs 2, p=0.002) and more post discharge health checks 
(2 vs 0, p<0.001) than patients with complications. on 
adjusted analysis, completion of more total surveys was 
associated with shorter Los (MLe -0.3, 95%ci -0.45- 
-0.15, p<0.001) and lower rates of readmission (or 0.95, 
95%ci 0.91-.0.99, p=0.015). completion of more post 
discharge health checks was associated with lower rate of 
postoperative complications (or 0.85, 95%ci 0.74-0.97, 
p=0.017).

Conclusions/Discussion: Patients with less usage of 
a Pet had longer Los, higher rates of readmission 
and postoperative complications after colorectal surgery. 
However, benefits of these technologies may not be expe-
rienced equally by all patients, which should be consid-
ered during implementation of interventions to improve 
surgical outcomes.

INTER-RATER RELIABILITY OF ACS-NSQIP 
COLORECTAL PROCEDURE CODING IN 
CANADA.

ePoster AbstrActs eP312

Y. Xiong, r. spence, M. Walsh, K. neumann
Halifax, NS, Canada

Purpose/Background: to identify areas for improve-
ment in the quality of care, the American college of 
surgeons national surgical Quality improvement Project 
(Acs-nsQiP) collects risk-adjusted data on surgical cases 
and outcomes. Upon review of the current Procedural 
terminology (cPt) codes used by Acs-nsQiP, we 
noticed a lack of appropriate codes for several types of 
colorectal resection procedures. this can cause incon-
sistencies in code assignment, subsequently jeopardizing 
risk adjustment. this study aims to explore variations in 
coding colorectal resection procedures across canada by 
surgical clinical reviewers (scr) and the impact on risk 
adjustment.

Methods/Interventions: An electronic survey was 
distributed to scrs in 6 canadian provinces. the partic-
ipants randomly received 1 of 3 groupings consisting of 
3-4 simulated synoptic operative reports and were asked 
to assign the most appropriate codes. the operative 
reports showcased a variety of types of resections, surgical 
approaches, whether an anastomosis was performed, and 
whether diversion was performed, among other details. 

Frequencies of assigned codes for each operative report 
were determined. Percent agreement and free-marginal 
kappa correlation were calculated. the Acs-nsQiP risk 
calculator was used to show the difference in predicted 
morbidity and mortality between the two most frequently 
chosen codes for each case, demonstrating the impact on 
risk adjustment.

Results/Outcome(s): responses were received from 44 
of 156 (28.2%) survey recipients. scrs reported utilizing a 
variety of resources to assist them with coding in standard 
practice (41.9% AMA materials, 46.5% materials from 
their institution, 2.3% from surgeon input, 54.5% other). 
there was a lot of variability in the codes chosen (table 
1), ranging from 3 to 6 different codes for any given case. 
Agreement ranged from as low as 6.7% to a maximum of 
62.3%. Free-marginal kappa correlation ranged from the 
moderate agreement (0.53) to a high degree of disagree-
ment (-0.17). When the two most frequently selected 
codes for any given case were tested against one another 
using the Acs-nsQiP risk calculator, the absolute differ-
ence in % predicted risk of serious complications ranged 
from as low as 0.2% for cases with high agreement to 
as high as 13.7% for cases with the low agreement. the 
absolute difference in % predicted 30-day mortality ranged 
from 0.2% to as high as 6.3%.

Conclusions/Discussion: this study demonstrated low 
inter-rater reliability and, in some cases, even a high rate 
of disagreement in the coding of Acs-nsQiP colorectal 
resection procedures in canada among scrs. this was 
shown to impact the ability to properly risk adjust such 
cases, as demonstrated by the Acs-nsQiP risk prediction 
tool. creating additional codes to better characterize the 
range of colorectal surgical procedures and better descrip-
tions of codes would likely help standardize the coding 
process and lead to more robust risk adjustment within the 
Acs-nsQiP.
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MORE THAN THE SUM OF ITS PARTS: 
THE BENEFITS OF MULTIDISCIPLINARY 
CONFERENCE EXTEND BEYOND PATIENT 
CARE.

ePoster AbstrActs eP313

e. clement, c. Lange, A. Alam, A. Ghuman, 
A. Karimuddin, P. Phang, M. raval, c. brown
Vancouver, BC, Canada

Purpose/Background: Multidisciplinary conferences 
(MDc) for rectal cancer yield more accurate clinical 
staging, individualization of multimodality treatment and 
coordinated surgical planning. While this confers a benefit 
for patients, the more subtle impact on clinicians and treat-
ment teams has not been explored. contextually, physi-
cians’ professional satisfaction is tied to feeling respected 
and appreciated in the workplace, and it is theorized that 
MDc fosters unique opportunities for academic advance-
ment and professional relationship development. this 
study set out to determine what impact, if any, MDc had 
on clinicians’ practices, relationships and careers.

Methods/Interventions: Participants included medical, 
radiation and surgical oncologists, radiologists, pathologists 
and physician trainees who participate in our local rectal 
cancer MDc. semi-structured interviews were conducted, 
recorded and transcribed. Qualitative analysis using nVivo 
was completed, and major themes, minor themes and 
subthemes were coded and tabulated using a constant 
comparative method.

Results/Outcome(s): twenty-one clinicians partici-
pated in the study representing all five disciplines from our 
local MDc. the major theme was benefits, discussed by 
all 21 participants (P) with a total of 438 references (r). 
subthemes in this category were benefits to clinicians (21P, 
310r), including academic opportunities (21P, 198r)  
and strengthening of interdisciplinary communication 
(20P, 103r), as well as benefits to patients (21P, 128r) 
including individualization of care (18P, 46r). Minor 
themes included challenges (21P, 99r), improvements 
(16P, 42r) and successes (21P, 65r). subthemes in 
the challenges category included timing of meetings 
(10P, 15r) and workload (15P, 49r). subthemes in 
the successes category included administrative support  
(7P, 11r), adequate representation from appropriate disci-
plines (13P, 18r), and accessibility with a virtual platform 
(17P, 26r).

Conclusions/Discussion: Multidisciplinary conference 
impacts participating clinicians in ways not previously 
understood. benefits to clinicians include academic and 
educational opportunities as well as improvements in inter-
disciplinary communication. this contributes to clinician’s 
ease-of-work and collegiality, which enhances professional 
satisfaction. these data demonstrate added value of MDc, 
underscoring its significance to our profession in a novel 
way.

ASSESSING VIEWS ON MYOELECTRIC 
ACTIVITY DATA FOR DISCHARGE READINESS 
AFTER COLORECTAL SURGERY.

ePoster AbstrActs eP314

A. Dill-Macky, s. Juggan, H. Pantel, A. Mongiu, 
V. reddy, i. Leeds
New Haven, CT

Purpose/Background: return of bowel function after 
colorectal surgery is unpredictable and contributes to 
increased length of stay and postoperative readmissions. 
the purpose of this study was to determine how myoelec-
trical measurements obtained during inpatient surgical 
recovery might influence surgeon views on patients’ 
medical readiness for discharge.

Methods/Interventions: We surveyed attending 
colorectal surgeons and residents to assess their prefer-
ences for use of a novel measure of return of bowel func-
tion. the survey incorporated myoelectric data from a 
colorectal surgery patient-facing study that recorded raw 
electrical signals attributed to gut neuromodulation using 
a noninvasive wireless patch system. signal processing 
algorithms transformed the raw data into comparable 
activity levels for the stomach, small bowel, and colon. 
the survey participants were randomly presented with 
the clinical course of 6 patients (4 ostomy reversals, 2 
colectomies) and asked to interpret each patient’s medical 
readiness for discharge or nGt removal. After watching 
a training video and answering comprehension questions, 
the surgeons were shown the patients’ myoelectric activity 
through a weighted histogram of frequencies for each 
post-op day. A slider scale ranging from 0-100 (0 = Less 
confident, 50 = neutral, 100 = More confident) was 
used to assess changes in participant confidence regarding 
their decisions of medical readiness and willingness to 
discharge after studying the myoelectric activity. We then 
presented participants with 3 different data visualizations 
(Figure) of the myoelectricity and surveyed their prefer-
ences for use with a modified system Usability scale.

Results/Outcome(s): 27 surgery residents (PGY3 = 
19, PGY4 = 6, PGY5 = 1, 68% response rate) and 3 
colorectal attending surgeons were surveyed. Participants 
using the myoelectric data reported significant increases 
in confidence regarding their assessment of medical read-
iness for discharge (mean = 56.6, p<0.01) but not in 
their willingness to discharge (mean = 52.7, p = 0.08). 
sUs scores were significantly different across the three 
interface designs (p=0.04). the “stoplight” interface was 
rated as the most preferred (72.6), the “Unit” interface 
followed closely (65.4), and the “Histogram” format was 
the least preferred (60.2). 38% of providers described their 
ideal interface as a combination of the “stoplight” and the 
“Histogram” formats, specifically for the color-codes to 
indicate standard of care while still having access to the 
full spectrum of myoelectric data.
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Conclusions/Discussion: Gastrointestinal myoelectric 
data is a promising future tool to help increase confi-
dence in surgeons’ assessments of medical readiness for 
discharge after major abdominal surgery. We found that 
users prefer the myoelectric data presented in an interface 
that combines the original weighted-peak histograms with 
a color-coded metric simplifying recommendations for 
standard of care.

A) An example “Histogram” interface showcasing the 24-hour weighed 
peak histograms across 2 PoD for 3 patients, with myoelectrical signal 
frequency plotted on the x axis and its relative intensity on the y axis. 
b) An example “stoplight” interface with the color code ranging from 
dark green (<20% chance of ileus) to dark red (>80% chance of ileus) 
for each patient across 3 PoD. c) An example “Unit” interface with 
each entry representing percent chance of ileus across 3 PoD.

EFFECTS OF TRANSABDOMINAL PLANE 
BLOCK AND ELECTRICAL TWITCH 
OBTAINING INTRAMUSCULAR STIMULATION 
ON THE POSTOPERATIVE PAIN AFTER 
CYTOREDUCTIVE SURGERY FOLLOWED 
BY HYPERTHERMIC INTRAPERITONEAL 
CHEMOTHERAPY IN COLORECTAL CANCER 
PATIENTS WITH PERITONEAL METASTASES: A 
DOUBLE-BLIND RANDOMIZED CONTROLLED 
TRIAL.

ePoster AbstrActs eP315

e. Park, H. Kim, J. Kang, s. baik, Y. song
Seodaemun-gu, Korea (the Republic of)

Purpose/Background: cytoreductive surgery (crs) 
followed by hyperthermic intraperitoneal chemotherapy 
(HiPec) had been performed to treat colorectal cancer 
patients with peritoneal metastases. However, patients 
had been suffered from severe postoperative pain because 
of a long-length incision and radical procedures. to over-
come severe postoperative pain, transversus abdominis 
plane block (tAP) and intramuscular electrical stimula-
tion (iMs) are used to decrease postoperative pain after 
abdominal surgeries. therefore, this study aimed to assess 
the efficacy of combined tAP and iMs to reduce post-
operative pain in patients who underwent crs followed 
by HiPec compared with tAP and intravenous patient- 

controlled analgesia (PcA) as a double-blind randomized 
controlled trial.

Methods/Interventions: From April 2021 to May 2022, 
sixty-seven patients who underwent crs followed by 
HiPec were assigned into three groups: the control 
group (n=23); tAP group (n=23); tAP with iMs group 
(n=21). in the control group, patients were treated with 
intravenous PcA postoperatively. in the tAP group, 
patients were treated with and intravenous PcA and tAP. 
in the tAP with iMs group, patients were treated with 
intravenous PcA, tAP, and iMs after surgeries. sample 
size was determined by α=0.05, β=0.8, effect size=30% 
and drop-out rate=20%. the primary outcome was to 
assess pain score using visual analogue scale at 0, 1, 2, 3, 4, 
7, 14th days postoperatively. secondary outcomes were to 
assess the gait speed, peak cough flow, the consumption of 
PcA, the use of opioids, and quality of life using a Qor-40 
questionnaire were evaluated.

Results/Outcome(s): there were no differences for sex, 
age, body mass index, operation time, and intraoperative 
bleeding amount in all groups. the pain score using visual 
analog scale at the postoperative 1st day was lower in the 
tAP and iMs group compared to the control and tAP 
group (control vs. tAP vs. tAP with iMs, 76 vs. 60 vs. 
45, p < 0.001, respectively). the gait speed at the post-
operative 4th day was faster in the tAP and iMs group 
compared to the control and tAP group (p=0.010). the 
peak cough flow at the postoperative 4th day was faster in 
the tAP and iMs group compared to the control group 
and the tAP group (p = 0.004). the quality of life in the 
tAP with iMs group showed the highest value at post-
operative 4th day compared with control group and tAP 
group. (121 vs. 130 vs. 148, p=0.001)

Conclusions/Discussion: tAP combined with iMs 
showed more reduced pain scores and better gait speed 
with enhanced quality of life than tAP and intravenous 
PcA after crs with HiPec. it is expected that tAP 
combined with iMs can be useful to control postopera-
tive pain and fast recovery after open abdominal surgical 
procedures.

COST-EFFICIENCY OF OUTPATIENT 
COLECTOMY IN A TERTIARY CENTER – A 
PROJECTED ECONOMIC EVALUATION.

ePoster AbstrActs eP316

F. Agri, P. Deslarzes, M. Hubner, n. Demartines, 
D. Hahnloser, F. Grass
Lausanne, Switzerland

Purpose/Background: short stay processes have been 
increasingly recognized as incentives to unburden chron-
ically stressed health care systems worldwide. enhanced 
recovery pathways (erP) helped to decrease postoperative 
length of stay and day admission surgery (DAs) strategies 
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were implemented to save costs related to the preopera-
tive day of surgery. Additionally, selected patients may be 
eligible to safely undergo outpatient colorectal resections, 
with a potential to suggest this strategy in up to 30% of 
selected patients. the present analysis aimed to analyze 
financial implications in a prospective payment system 
(PPs) associated with these different patient management 
strategies.

Methods/Interventions: Data derived from an 
anonymized and de-identified institutional dataset 
including patients undergoing left and right colonic resec-
tions between January 1, 2019 and December 31, 2020. 
economic evaluations of the hypothetical outpatient and 
DAs groups were compared to the identical group of 
patients who underwent surgery in the actual inpatient 
setting. costs, revenue and margin generated for the 
hospital were compared between the hypothetical DAs 
group, the hypothetical outpatient group and the actual 
inpatient group.

Results/Outcome(s): out of 260 colectomy proce-
dures, 135 (52%) were eligible for an outpatient strategy 
according to the institutional selection criteria. the virtual 
exercise in DAs resulted in losses of cHF 13 981. the 
costs related to the day before the intervention and thus 
saved within the hypothetical DAs strategy was valued at 
cHF 541.4. Although there were 3 more low outliers in 
the virtual DAs group compared to the actual inpatient 
group, the overall savings of cHF 72 548 limited the 
losses. the outpatient strategy allows to externalize costs 
to a smaller and less resource intense consuming structure. 
the revenue was cHF 5 964; however, if the same case 
was entirely handled in our institution (cHUV), it would 
have generated the same revenue but costs as high as cHF 
6 363, resulting in a loss of cHF 675, corresponding to a 
cost coverage of 90% for this particular case.

Conclusions/Discussion: in a prospective payment 
system implemented to avoid bad incentives, the latter can 
unintentionally disadvantage best performing hospitals, 
especially those operating at maximum capacity. From a 
healthcare system point of view, outpatient colectomy is 
the best option with a drastic cost-sparing potential. in 
order to avoid significant losses for cost intensive hospitals 
like tertiary academic centers, the best option seems to 
be an outsourcing of the ambulatory strategy to a smaller, 
leaner and cost-efficient structure capable of covering at 
least 100% of the costs.

RELIABILITY AND VALIDITY OF THE TURKISH 
VERSION OF THE NEW CLEVELAND CLINIC 
COLORECTAL CANCER QUALITY OF LIFE 
QUESTIONNAIRE.

ePoster AbstrActs eP317

i. ozata, t. tüfekçi, o. ozturk, A. baygul, c. turkish 
Validation Group, A. Karadag, D. bugra, e. balik
Istanbul, Turkey

Purpose/Background: Despite advances in surgical 
technique and medical treatment, colorectal cancer 
patients still experience a significant drop in quality of 
life. there are limited tools for addressing qoL, which 
necessitates objective measurements, in colorectal cancer 
patients. the only scale validated for the measurement of 
qoL in cancer patients in turkish is sF-362, which has 
been used in many diseases but not colorectal cancer. our 
study aims to translate and validate the cleveland clinic 
colorectal cancer Quality of Life Questionnaire (ccqoL) 
in turkiye.

Methods/Interventions: Patients who underwent 
surgery for colorectal cancer between 2021-2022 in 6 
centers were included in this prospective multicentric 
study. All patients completed the ccqoL questionnaire 
in 6 months after the surgery. these results were validated 
compared to sF 36. to assess reliability, cronbach Alpha 
coefficient for all items and test-retest reliability using 
the split Half method (spearman-brown correlation 
coefficient) was calculated. Factor analysis was used to 
identify subscales of the turkish version of the new 
cleveland clinic colorectal cancer Quality of Life 
Questionnaire.

Results/Outcome(s): two hundred forty-four patients 
were included in this study and filled out the question-
naire. the cronbach’s alpha value is 0.78, indicating 
acceptable reliability of the questionnaire. the spearman-
brown correlation coefficient for test-retest reliability 
was calculated as 0.745, which is quite acceptable. Kaiser 
Meyer olkin’s measure for sampling adequacy showed that 
enough patients were included in the study. According to 
factor analysis, nine subscales were found, which explains 
68% of the variance

Conclusions/Discussion: the turkish version of the 
new cleveland clinic colorectal cancer Quality of Life 
Questionnaire was shown to be a reliable and valid ques-
tionnaire in assessing the quality of life in colorectal cancer 
patients. this study will contribute to filling the gap in 
measuring the quality of life in these patients, which will 
help to improve the level of cancer care in turkiye.
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SHORT-TERM OUTCOMES FOLLOWING USE OF 
THE ANTERIOR COMPONENT SEPARATION 
TECHNIQUE FOR ABDOMINAL WALL 
CLOSURE AMONG PATIENTS UNDERGOING 
COLORECTAL SURGERY AT A TERTIARY 
GOVERNMENT HOSPITAL.

ePoster AbstrActs eP318

P. cruz, F. David-Paloyo, J. VerceLes, M. LoPeZ, 
M. onglao
Manila, Philippines

Purpose/Background: Abdominal component sepa-
ration (Acs) is one technique which has been used to 
reconstruct the abdominal wall and involves separation 
of select abdominal wall musculature from their insertions 
to allow medial advancement and achieve primary appo-
sition at the midline that is free of tension. Although its 
initial use has mainly been for incisional hernias, Acs has 
also been increasingly applied to repair complex abdom-
inal wall defects following colorectal surgery. the study 
aimed to analyze the demographics, clinical characteristics 
and perioperative outcomes of patients who underwent 
reconstruction of complex abdominal wall defects using 
the abdominal component separation (Acs) technique 
following colorectal surgery in the last seven years.

Methods/Interventions: this retrospective cross 
sectional study was conducted on adult patients who 
underwent concurrent colorectal surgery and anterior 
component separation from January 2015 to May 2022 
at the Philippine General Hospital. A review of patient 
records was done in adherence to ethical standards. 
Patient demographics, operative parameters, and short-
term outcomes were recorded.

Results/Outcome(s): sixteen patients were included 
with a mean age of 52.4 years (range 30-77 years). the 
body Mass index (bMi) was within normal in 50% (n=8.) 
Almost all the patients had undergone a prior laparotomy 
(n=15, 93.75%). Most of the surgeries were performed for 
a malignant colorectal condition (n=12, 75%). Defects 
ranged from 16–400cm2, mostly located at the midline 
(n=9, 56%). Five cases required additional flaps for 
closure, attributed either to the defect size and location 
specially in areas where component separation is more 
limited. complications include superficial surgical site 
infection (n=4), hematoma (n=2), seroma (n=1), and 
wound dehiscence (n=2). two of these patients under-
went reoperation at the or for evacuation of hematoma. 
Flap necrosis and abdominal compartment syndrome was 
not noted in this study. none of the patients needed icU 
admission, delayed extubation, or postoperative ventila-
tory support. Postoperatively, the patients stayed for 4 – 17 
days, with an average Los of 8.6 days. All patients were 
discharged improved, except for one patient who died of 
cardiogenic shock from acute myocardial infarction. this 
patient had comorbidities of hypertension and ischemic 
heart disease.

Conclusions/Discussion: this study demonstrates use 
anterior component separation for autologous reconstruc-
tion of complex, appropriately-sized abdominal wall defects 
from multiple etiologies. Adjunct flaps may be used to 
achieve reconstruction particularly in areas wherein the 
effectiveness of Acs is limited. While the study is able 
to describe immediate outcomes, long-term follow-up is 
recommended.

Figure 1. Schematic diagram of anterior component separation, 
defect size, level and location; intraoperative photos.

INFLUENCE OF COVID-19 PANDEMIC ON 
SURGERY PATTERN, POSTSURGICAL AND 
ONCOLOGIC OUTCEOMS OF COLORECTAL 
CANCER PATIENTS: NATIONAL MULTICENTER 
STUDY.

ePoster AbstrActs eP319

i. Park
Songpa-gu, Korea (the Republic of)

Purpose/Background: three years are filling up just by 
the spread of coViD-19. since it is difficult to perform 
face-to-face treatment while maintaining social distancing, 
was delayed the diagnosis and treatment of diseases. We 
evaluated whether coViD-19 pandemic made changed in 
treatment pattern and post-surgical outcomes.

Methods/Interventions: the study period was set the 
same as March to september in 2018, 2019, and 2020. the 
period was set according to the step-by-step application 
of social distancing due to the coViD-19 pandemic in 
Korea. We divided 2018 and 2019 into the pre-coViD 
period and 2020 as the coViD period. We retrospectively 
analyzed colorectal cancer patients who had undergone 
surgical treatment at 8 medical centers in Korea. All 
patients who underwent any surgical procedures in the 
named periods were included while the pathology was 
proven to be primary colorectal adenocarcinoma. We 
compared the characteristics, clinical demographic data, 
surgical and pathologic data of patients. Postsurgical data 
were added for comparison in this study.

Results/Outcome(s): During the coViD period, more 
patients received neoadjuvant treatment (pre-coViD 
vs. coViD; 20.8% vs. 25.6%, p=0.001). tumor-related 
complications such as perforation or obstruction were not 
different between two periods. During the pre-coViD 
period, the proportion of Mis surgery was 85.3% and 
the surgical method was changed in 1.4%. the mini-
mally invasive surgery was less frequently performed 
in the coViD period. However, the r0 resection rate 
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was not compromised in the coViD period (47.9% vs. 
50.5%, p=0.055). More patients received adjuvant orgran 
combined resection in coViD period (12.2% vs. 15 %. 
p=0.001) Pathologic stage distribution was not different 
between two periods. However, perineural invasion 
(29.7% vs. 34.6%, p<0.001) and lymphovascular invasion 
(32.4% vs. 34.5%, p=0.55) were higher in coViD period. 
the length of hospital stay and re-admission rate was 
not different between two period, however, post-surgical 
complications were significantly more in coViD period 
(17.2% vs. 21%, p<0.001).

Conclusions/Discussion: it has been confirmed that 
the coViD-19 pandemic was related with increased 
surgical aggressiveness and post-surgical complications 
colorectal cancer patients in Korea. Although pathologic 
stage was not up-shifting in pandemic period, other patho-
logic risk factors were increased and we have to evaluate 
oncologic outcomes with great care. indeed, it is necessary 
to prepare for an era of unknown infectious disease to 
come, starting with coViD-19.

URETERAL CATHETERIZATION BY THE 
COLORECTAL SURGEON: FEASIBLE AND 
COMPARABLE TO UROLOGIST OUTCOMES.

ePoster AbstrActs eP320

J. Mitchell1, A. Guver2, c. D’Adamo2, s. svoboda3, 
J. Felton2, J. Wolf2

1Saint Johns, Antigua; Barbuda; 2Baltimore, MD; 3Tucson, AZ

Purpose/Background: Ureteral catheterization is 
commonly performed by urologists during colorectal 
surgery to help avoid or detect ureteral injury. this prac-
tice is hindered by inconsistent access to urology special-
ists, and by the logistical inefficiencies inherent in cases 
that include multiple surgeons. We aim to assess outcomes 
of ureteral catheterization performed by a colorectal 
surgeon in comparison to urologists.

Methods/Interventions: this retrospective cohort 
compared 25 consecutive patients requiring ureteral 
catheterization for colorectal surgery performed by the 
colorectal surgeon to a convenience sample of the imme-
diate 25 previous patients who underwent urologist- 
performed catheterization for surgeries by the same 
colorectal surgeon. the main outcome measures included 
time to complete cystoscopy and catheterization success 
rate, obtained via chart review. Adverse events such as 
ureteral injury, and post-operative acute kidney injury and 
urinary tract infection were also recorded.

Results/Outcome(s): A total of 50 patients were 
included in this study. the two samples were similar in 
terms of age and sex. 19/25 patients successfully underwent 
ureteral catheterization performed by the colorectal surgeon 
versus 24/25 performed by the urologist (p=0.0983). Mean 
cystoscopy time was 9.9±7.3 minutes for the colorectal 
surgeon versus 8.7±6.8 minutes (p=0.575). 5/6 of the 
unsuccessful cases were male. reasons for failure included 
inability to pass cystoscope, sharp angulation and failure to 
visualize ureteral orifice. there was no incident of intraop-
erative ureter injury in either sample.

Conclusions/Discussion: Ureteral catheterization is a 
technique that can be learned and performed successfully 
by colorectal surgeons for their own procedures. the differ-
ence in procedural success rate in this series was not signif-
icant, and will likely improve with experience. Limitations 
include small sample size, and the potential confounding 
due to the procedural learning curve for the colorectal 
surgeon. Given the potential barriers to scheduling cases 
with a urologist, it is worth considering integrating this 
procedure into colorectal specialty training.
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NATIONAL IMPROVEMENTS IN COLECTOMY 
OUTCOMES IN THE UNITED STATES.

ePoster AbstrActs eP321

W. Kane, F. turrentine, s. Hoang, c. Friel, r. Jin, 
t. Hedrick
Charlottesville, VA

Purpose/Background: there has been tremendous 
effort to improve quality following colorectal surgery, 
including the proliferation of minimally invasive tech-
niques, enhanced recovery protocols, and surgical site 
infection bundles. While these programs have been 
demonstrated to improve postoperative outcomes at the 
institutional level, it is unclear whether similar benefits are 
present on a national scale.

Methods/Interventions: American college of surgeons 
national surgical Quality improvement Program (Acs 
nsQiP) targeted colectomy data from 2012 to 2020 were 
used to identify patients undergoing minimally invasive 
(Mis) or open partial colectomy (cPt 41440/44204) or 
low anterior resection (cPt 44145/44207). Annual trends 
in 30-day postoperative outcomes including surgical site 
infection, venous thromboembolism, and length of stay 
were assessed using univariate and multivariable regression 
analyses adjusting for Acs nsQiP estimated probability of 
morbidity and mortality.

Results/Outcome(s): 261,301 patients, 135,876 
(52.0%) female, with a median age of 62 (iQr 53-72) 
were included. Across all years, Mis partial colectomy was 
the most common procedure (36.7%), followed by Mis 
low anterior resection (26.7%), open partial colectomy 
(24.3%), and open low anterior resection (12.4%). Mis 
increased from 59.0% in 2012-2014 to 66.5% in 2018-2020 
(p<0.001). During this same period, postoperative length 
of stay decreased from a median of 5 days (iQr 4-7) in 
2012-2014 to 4 days (iQr 3-6) in 2018-2020 (p<0.001). 
superficial surgical site infections decreased from 5.5% in 
2012-2014 to 2.9% in 2018-2020 (p<0.001). Deep surgical 
site infections similarly decreased from 1.1% to 0.4% 
between these periods (p<0.001). Pulmonary embolism also 
decreased from 0.6% to 0.5% between periods (p=0.02). 
30-day mortality was unchanged at 1.7% between 2012-
2014 and 2018-2020 (p=0.40). After adjustment for Acs 
nsQiP estimated probability of morbidity and mortality, 
undergoing a colectomy in 2020 compared to 2012 was 
associated with a 14% decrease in postoperative length of 
stay (p<0.001; Figure).

Conclusions/Discussion: between 2012 and 2020, 
significant improvements in postoperative outcomes 
after colectomy were observed in the United states. 
these results support that the widespread adoption of 
quality improvement efforts is having a positive impact in 
colorectal patient care on a national scale.

Adjusted regression analysis of postoperative length of stay between 
2012 and 2020.

IMPACT OF POST-OPERATIVE TELEMEDICINE 
IN COLORECTAL SURGERY DURING COVID 
PANDEMIC.

ePoster AbstrActs eP322

M. Derbyshire, H. Grant, M. siu, A. Lam, Z. Kutayli, 
H. sheldon, t. Kamine, K. tyler
Springfield, MA

Purpose/Background: the objective of this study is to 
assess the implementation of telehealth and access to care 
in an academic colorectal surgery practice and to describe 
characteristics and outcomes in telemedicine participants 
compared to non-participants.

Methods/Interventions: We conducted a retrospective 
cohort study of ambulatory and hospitalized population > 
18 years undergoing elective or urgent resections for both 
benign and malignant disease during the coViD epidemic 
(January 2020-May 2022) at a tertiary care center. We 
used chi-square and paired t-test to compare baseline 
characteristics and postoperative outcomes of telemedicine 
participants and non-participants. telehealth was defined 
as both secure 2-way video and audio visits.

Results/Outcome(s): 323 patients met inclusion 
criteria: 25%(n=79) utilized telemedicine post-operatively, 
while 75%(n=244) did not. there was a significant differ-
ence in utilization based on proximity to the hospital 
(p<0.01), race (p<0.01), surgical history (p=0.03) and 
surgical approach (p=0.04). there was no difference based 
on gender (p=0.12), age (p=0.16), pathology (p=0.51) 
and acuity (p=0.32). similarly, there was no difference in 
post-operative complications (p=0.82), readmissions (p= 
0.88) and reoperations (p=0.42) between telemedicine 
participants and non-participants.

Conclusions/Discussion: telemedicine can be safely 
employed as an adjunct to post-operative surgical care 
without an increase in complications or readmissions. 
Advantages may include improved patient satisfaction 
and improved access to care for those without close 
geographic proximity to tertiary care centers, especially 
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when considering scheduling difficulties. there is also the 
opportunity to broaden the reach of telehealth services to 
marginalized populations.

RACIAL DISPARITIES IN MINIMALLY INVASIVE 
PROCTECTOMIES - A NSQIP STUDY.

ePoster AbstrActs eP323

Y. nasseri1, K. La1, K. oka1, A. solis1, A. smiley2, 
s. Langenfeld3, J. cohen1, M. barnajian1

1Los Angeles, CA; 2Valhalla, NY; 3Omaha, NE

Purpose/Background: racial disparities in access to 
optimal care and postoperative outcomes are widely 
reported. robotic and laparoscopic proctectomy has been 
widely adopted. this study sought to determine any racial 
disparities in open versus minimally invasive proctectomies 
using a large national database.

Methods/Interventions: the American college of 
surgeons national surgical Quality improvement Program 
(Acs-nsQiP) database was queried for proctectomies 
from 2016 to 2020. Data were evaluated for surgical 
approach, demographics, and comorbidity, and then 
compared by race. We sought to assess race as an 
independent risk factor in determining what type of 
surgical approach (robotic, laparoscopic, or open) patients 
received. Multivariable logistic regression models with 
backward elimination accounting for age, sex, race, bMi, 
hypertension, smoking, and diabetes were built to find 
predictors of laparoscopic/robotic/open surgeries. the find-
ings are presented as odds ratio (or) and 95% confidence 
interval (95%ci).

Results/Outcome(s): A total of 17217 patients (1105 
Asian, 14962 White, 1150 African American/black) were 
included. in regression models, with Asians as the refer-
ence category, the or (95%ci) for laparoscopic proc-
tectomy for White and African Americans were 0.74 
(0.65-0.85) and 0.53 (0.45-0.64), respectively (P<0.001, 
P<0.001). relative to Asians, the or (95%ci) for robotic 
proctectomy for White and African Americans were 1.07 
(0.93-1.25) and 0.70 (0.57-0.85), respectively (P=0.35, 
P<0.001). Finally, compared to Asians, the or (95%ci) 
for open proctectomy for White and African Americans 
were 1.23 (1.09-1.39) and 2.31 (1.94-2.75), respectively 
(P<0.001, P<0.001).

Conclusions/Discussion: African Americans had the 
highest rate of open proctectomies (2.3 times greater than 
Asians) and the lowest rate of laparoscopic proctectomies 
compared to Asians and Whites. Asians had the highest 
rate of laparoscopic and robotic proctectomies performed. 
race is an independent risk factor with regard to surgical 
approach to proctectomies.

CHOLECYSTOCOLONIC FISTULA PRESENTING 
AS A HEPATIC FLEXURE TUMOR.

ePoster AbstrActs eP324

D. Hatague, M. LoPeZ, M. onglao
Manila, Philippines

Purpose/Background: A cholecystocolonic fistula 
(ccF) is a rare surgical entity, often with an atypical 
presentation that may make interpretation of diagnostic 
examinations confusing. it is described as a formation 
of an abnormal connection between the gallbladder and 
the colon, commonly occurring at the hepatic flexure. it 
occurs in only approximately 1 in every 10,000 cholecys-
tectomies. in this report, a 59-year old male with ccF from 
a hepatic flexure tumor is presented.

Methods/Interventions: the patient previously under-
went an ercP and bile duct stone extraction three months 
prior. the procedure prompted relief of symptoms but 
the patient eventually noted bowel changes and loss of 
appetite. An abdominal ct scan was done that showed 
a circumferential irregular colonic wall thickening in the 
hepatic flexure with luminal narrowing. this segment of 
bowel was intimately related to the thickened gallbladder 
with poorly-defined planes. no intraluminal stones and 
fistula were seen. With no clear plane of differentiation 
between the colon and gallbladder, a colonic primary with 
exophytic growth, or a gallbladder neoplasm with local 
invasion were considered. colonoscopy showed a 2x2 cm 
nodular mass with mucosal infiltration. the biopsy results, 
however, were inconclusive. tumor markers (ceA and 
cA19-9) were normal. the patient eventually underwent 
an abdominal exploration. intraoperatively, the proximal 
transverse colon was noted to be firm and adherent to 
the gallbladder fossa covering the entire gallbladder. An 
extended right hemicolectomy, en bloc radical cholecys-
tectomy was done.

Results/Outcome(s): the resected specimen showed 
a gallbladder that was converted into fibrotic tissue 
filled with subcentimeter pigment stones and was densely 
attached to the liver and the colon. there was a note of 
a connection from the colon into the gallbladder with no 
intraluminal tumor. the patient was discharged well and 
the final pathology showed xanthogranulomatous chole-
cystitis with adenomyomatosis. no malignant cells were 
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seen. the colonic segment showed chronic active colitis 
with reactive epithelial changes.

Conclusions/Discussion: A ccF is a rare type of bili-
ary-enteric fistula. the commonly accepted theory of fistula 
formation is from an increase in pressure in the biliary tree 
from obstruction caused by the gallstones causing erosion 
into the gallbladder wall leading to gangrenous changes in 
the gallbladder and colon. the symptomatology of ccFs 
is varied and nonspecific. even with advnaced imaging 
modalities, a definite preoperative diagnosis may still be 
difficult to arrive at. Despite its rare incidence, it remains 
a consideration for patients with a history of cholecystitis. 
since many cases of ccFs are diagnosed intraoperatively, 
surgeons must be prepared for a potentially more extensive 
surgery to properly manage such cases. in the abscence of 
a definite histopathologic diagnosis, an oncologic resection 
is deemed most appropriate management.

(Left) enbloc specimen showing colon adherent to the gallbladder 
(encircled in yellow) with thickened walls and full of subcentimeter pig-
mented stones. the resected liver segment is pointed to by a blue arrow. 
A probe is inserted through the fistula tract. (right) the fistula opening 
on the side of the transverse colon

COLOSPLENIC FISTULA: A SCOPING REVIEW.
ePoster AbstrActs eP325

o. Hernandez Dominguez, e. Lincango, r. spivak, 
F. Almonacid-cardenas, M. Montalvo-campana, 
J. Wong, J. Lipman, D. rosen, A. Kanters, t. Garofalo, 
A. spivak, M. Valente, t. Hull, D. Liska, s. steele, 
s. Holubar
Cleveland, OH

Purpose/Background: A colosplenic fistula (csF) is an 
extremely rare complication first described in a 1985 case 
report that remains relatively poorly understood due to 
its infrequent incidence. With only single-case reports of 
csF reported worldwide, the diagnosis and management of 
patients with csF are vague. Hence, we performed a review 
of csF patients to summarize csF etiology, clinical features, 
diagnosis, management, and prognosis to help clinicians 
gain a better understanding of this unusual complication 
and provide an aid if it were to be encountered.

Methods/Interventions: We conducted a system-
atic search of the literature for articles published from 
1946 to June 2022 in ovid MeDLine, ovid eMbAse, 
scopus, Web of science, and Wiley cochrane Library. 
Additionally, four cases of csF managed at our institution 
were reviewed.

Results/Outcome(s): the search strategy retrieved 141 
references. A total of 30 patients with csF were analyzed, 
including four cases at our institution and 26 single-case 
reports. Most patients were male (70%), with a median 
age of 56 years (table 1). etiology: neoplastic disorders 
such as colonic lymphoma (23%), colon adenocarcinoma 
(17%), and crohn’s disease (13%) were the most common 
causes of csF. clinical Features: Most patients presented 
with complaints of recurring fever, leukocytosis, and left 
upper quadrant pain or discomfort. Diagnosis: the most 
widely-used and effective diagnostic imaging modality 
was computed tomography (ct) (87%). ct with intra-
venous (iV) contrast helped identify splenic lesions and 
colonic thickening, while enteral contrast was useful in 
identifying the fistula tract. chest X-rays, plain abdominal 
films, and colonoscopy were not essential in diagnosing 
a csF. Management: Almost all patients were treated 
with iV fluid and broad-spectrum antibiotics. A total of 
26 (77%) patients underwent management with surgical 
intervention, most commonly with splenectomy (80%) and 
segmental resection (87%) of the affected colon. A total 
of six patients were initially managed non-operatively, two 
with percutaneous drainage and four with non-invasive 
medical management. However, three of these patients 
ultimately required surgery due to unresolved symptoms. 
Prognosis: symptoms resolved with surgical intervention 
in 25 (83%) patients. Postoperative complications were 
relatively low (17%). one patient (3%) had postoperative 
mortality after segmental colectomy and the only reported 
attempt of partial splenectomy.

Conclusions/Discussion: our review of 30 csF cases 
worldwide is the largest in the literature. We concluded 
that csF was predominantly a complication of neoplastic 
processes and crohn’s disease. ct was the most common 
imaging modality utilized and most helpful for diagnosis. 
csF may be successfully and safely treated with splenec-
tomy and resection of the affected colon with a low rate 
of postoperative complications. our pooled analysis of 
available csF cases may serve as an aid in the diagnosis and 
management of this rare entity.
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summary of the colosplenic fistula scoping review.

PERFORATED SYPHILITIC SIGMOIDITIS IN AN 
HIV + PATIENT AND UC: A CASE REPORT.

ePoster AbstrActs eP326

A. rivera García Granados, J. Molina López, s. Gallardo 
Pezet
Mexico City, Mexico

Purpose/Background: syphilis infection is known as 
“the Great Mimicker” because of the subtle and varied 
clinical presentation. Gastrointestinal (Gi) syphilis is a rare 
manifestation. it can affect any part of the Gi tract, but it is 
most commonly reported in the rectum. We report a case 
of sigmoid perforation secondary to syphilis in a patient 
with AiDs and Uc. A 30-year-old male was admitted 
to the emergency department with a 48-hour history of 
intense abdominal pain in the lower left quadrant and 
fever. in addition, the patient had a past medical history 
of untreated ulcerative colitis (Uc) and HiV (+), with 
the last known viral load undetectable. Upon arrival, the 
patient was tachycardic and hypotensive, with marked 
abdominal pain, peritoneal signs, and abdominal rigidity. 
He also presented generalized dermatosis characterized by 
elevated nodules of 3-5 mm with hematic crusts.

Methods/Interventions: An abdominal ct showed 
pneumoperitoneum, suggesting perforation. He was rushed 

to emergency laparotomy, which revealed abundant puru-
lent fluid and thickened area on the anti-mesenteric 
margin of the sigmoid colon. A Hartmann’s procedure and 
peritoneal lavage were performed.

Results/Outcome(s): the postoperative period was 
uneventful. A new viral load revealed 2,320 copies/ml and 
162 cD4/mm3 and VDrL with 1:16 dilution. the patient 
was diagnosed with AiDs and secondary syphilis. He was 
treated with G benzathine penicillin, and his antiretroviral 
treatment was adjusted. the histopathological analysis 
showed the absence of Uc findings. instead, an unspecific 
endothelial microangiopathic proliferation with plasmo-
cyte infiltration and multifocal lymphoid hyperplasia was 
observed- consistent with syphilitic sigmoiditis.

Conclusions/Discussion: Gastrointestinal syphilis is 
rare. it is reported to most commonly affect the rectum. 
risk factors for colonic syphilis include concurrent HiV 
infection and anoreceptive intercourse. the largest review 
of lower Gi syphilis included 62 patients, most of whom 
were men who reported having sex with men, and more 
than half were coinfected with HiV. the most common 
symptom was hematochezia, followed by anal pain. there 
are no reports of perforation associated with syphilitic 
colitis. the histopathological findings are essential in 
diagnosing syphilitic colitis since there are many overlap-
ping features with inflammatory bowel disease (ibD). A 
defining characteristic of syphilitic colitis is the presence of 
spirochetes in specific staining and microscopy techniques. 
Human intestinal spirochetosis is a rare infectious disease 
that might imitate inflammatory bowel pathology or rectal 
neoplasms. the heterogeneity of the possible clinical mani-
festations makes it a challenging disease to diagnose. it is 
worth mentioning that, in our patient, a significant overlap 
of possible culprits of intestinal perforation is present (ibD, 
AiDs, and syphilitic sigmoiditis). nevertheless, the histo-
pathological findings were consistent with syphilis.

THE CONTEMPORARY MANAGEMENT OF 
ACUTE SIGMOID VOLVULUS: A STATEWIDE 
PERSPECTIVE.

ePoster AbstrActs eP327

A. Loria1, A. Melucci1, A. Ghaffar1, G. McDonald1, 
c. Aquina2, L. temple1, F. Fleming1

1Rochester, NY; 2Altamonte Springs, FL

Purpose/Background: Professional society guidelines 
recommend that patients with acute sigmoid volvulus 
(AsV) without emergent operative indications undergo 
endoscopic decompression followed by surgery during 
the same admission. However, a recent series from the 
United states reported that nearly 50% of patients receive 
endoscopic management alone. therefore, we aimed to 
characterize the clinical management of AsV in a large 
contemporary cohort, emphasizing those who undergo 
endoscopy first.
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Methods/Interventions: Adults with urgent or emer-
gent hospitalizations for AsV who underwent upfront 
surgery or endoscopy between 2004-2018 were identi-
fied in new York’s statewide Planning and research 
cooperative system. A 12-month “lookback” in the 
claims data identified comorbidities and was used to 
exclude any episode of AsV in the year before the index 
admission. Management was classified as upfront surgery, 
semi-elective surgery (endoscopy followed by surgery in the 
same hospitalization), and endoscopy alone. Multivariable 
logistic regression identified factors associated with endos-
copy alone and a prolonged time to semi-elective surgery 
(8+ days from the initial endoscopy).

Results/Outcome(s): of 6531 adults with AsV, 
22.6% had upfront surgery, 28.8% underwent semi-elec-
tive surgery, and 48.5% underwent endoscopy alone. of 
the 5049 who underwent initial endoscopy, the median 
age was 76 [interquartile range=63-85], 59% were male, 
18.8% were black, 38% managed at an academic center, 
3% received palliative care consultations, and 17.8% died 
within 90-days of endoscopy. Factors associated with 
increased odds of endoscopic management are in Figure 1.  
of 1883 who underwent semi-elective surgery, 24.6% 
had surgery within 24 hours of the endoscopy, 65.6% 1-7 
days later, and 9.8% had surgery 8+ days after endoscopy. 
Factors associated with surgery 8+ days after endoscopy, 
compared to within 7-days, were congestive heart failure 
(or 1.86; 95% ci, 1.31-2.64), recent weight loss (or 
1.92; 95% ci, 1.26-2.94), and paralysis (or 2.09; 95% ci, 
1.27-3.44). Patients who underwent surgery 8+ days after 
endoscopy had significantly lower rates of home discharge 
(50.4% vs. 25.0%), higher rates of discharge to skilled 
nursing facilities (40.9% vs. 62.5%), and similar rates of 
90-day readmissions (33.5% vs. 26.7%) and death (17.4% 
vs. 16.6%).

Conclusions/Discussion: Approximately half of the 
patients with AsV undergo endoscopy alone during their 
index admission. For those that opt for semi-elective 
surgery, the 90-day morbidity and mortality are high 
regardless of the timing, which suggests that comorbidity 
optimization and thorough patient counseling are imper-
ative. Additional research is needed evaluating long-term 
outcomes following endoscopic decompression alone and 
semi-elective surgery to help guide clinical decision-making 
for this high-risk patient population.

Figure 1: Adjusted Odds Ratio (OR) and 95% Confidence Interval 
(CI) of Factors associated with increased odds of endoscopic man-
agement alone Legend: this model adjusts for patient factors (age, sex, 
race, admission from skilled nursing facility, palliative care consultation, 
insurance type, hypertension, neurologic disease, diabetes, vascular dis-
ease, renal failure, weight loss, pressure ulcers, cardiac valvular disease, 
delirium, substance use, pulmonary circulatory disease), facility factors 
(academic hospital status, location [urban vs. rural], size of hospital), 
and time period.

PROGNOSTIC SIGNIFICANCE OF THE 
CONTROLLING NUTRITIONAL STATUS 
(CONUT) SCORE IN DIVERTICULAR DISEASE.

ePoster AbstrActs eP328

H. estrada, M. Aceves, M. barceló, M. Zambrano, 
A. Juanz, J. Villanueva-Herrero, b. Jimenez, J. De Leon 
rendon
Ciudad de Mexico, Mexico

Purpose/Background: the controlling nutritional 
status (conUt) score has been shown to be a prognostic 
predictor in various infectious and inflammatory patholo-
gies, including colorectal pathologies such as neoplasms or 
inflammatory bowel disease. in patients with diverticular 
disease (DD) is imperative to classify its severity to choose 
an accurate therapeutic option, impacting the morbidity 
and mortality of those who suffer from it. the objective 
of this study was to evaluate the prognostic significance 
of the conUt score in severity and clinical outcomes in 
patients with DD.

Methods/Interventions: A retrospective, relational and 
analytical study was carried out, in which we included 111 
patients diagnosed with DD attended consecutively in the 
coloproctology service at Hospital General de México 
“Dr. eduardo Liceaga”, in the period from January 2017 
to December 2021. the diagnosis of DD was considered 
based on clinical and computed tomography (ct) image 
criteria. to evaluate the severity of DD, the Hinchey 
classification by ct was considered. the demographic, 
preoperative, operative, and postoperative clinical vari-
ables of each patient were collected. the risk of malnutri-
tion was evaluated using the conUt score at the time of 
hospital admission. the analysis of the data obtained was 
performed with the statistical package sPss version 26. 
the p value was considered statistically significant when 
it was <0.05.

Results/Outcome(s): Results the demographic and 
clinical features of DD patients are described in table 1. 
During the study period, DD represented 2.19% of the 
pathologies treated in our service (111/5290 patients). 
We found statistically significant differences between the 
conUt score and the severity of DD determined by 
Hinchey classification (p=0.01), with a positive correla-
tion between the risk of malnutrition (r=0.27; p=0.003). 
through roc analysis, we determined that a cut-off 
point of 3 points on the conUt score predicts greater 
severity in DD with a sensitivity of 83%, specificity of 
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70%, and an under the curve area of 0.81 (ci95%: 0.67 
-0.96; p=<0.001) [Figure 1]. We found no association 
between the conUt scale score and the need for surgical 
treatment, postoperative complications or hospital stay 
(p=>0.05).

Conclusions/Discussion: Conclusions the conUt 
score is a useful tool in patients with DD since, in addition 
to being a nutritional screening method, it can predict the 
severity of the disease.

sAH: systemic arterial hypertension, DM: diabetes mellitus tipo 2, rA: 
rheumatoid arthritis, cHF: congestive heart failure, bPH: benign pros-
tatic hyperplasia. LAr: Low anterior resection, eL: exploratory laparot-
omy, crA:colorecto anastomosis, MF: Mocous fistula.

ADULT RETROGRADE COLO-COLONIC 
INTUSSUSCEPTION RELATED TO 
DIVERTICULAR STRICTURE BUT WITH NO 
IDENTIFIABLE LEAD POINT: A PREVIOUSLY 
UNDESCRIBED COMBINATION OF RARE 
PATHOLOGY.

ePoster AbstrActs eP329

A. Al tuama, t. ton, J. butcher, t. Arai
Upland, PA

Purpose/Background: intussusception in adults is rare, 
accounting for only 5% of cases. A recent systematic 
review of 40 case series involving 1229 patients revealed 
colonic type to be the least common at 19.9% following 

enteric and ileocolic types. Most colonic cases are associ-
ated with a benign or malignant mass (36.8 and 48.5%). 
Hong, K. (2019). Adult intussusception: a systematic 
review and meta-analysis. intussusception related to diver-
ticular disease is a rare phenomenon confined to case 
reports. retrograde intussusception was defined by John 
Hunter in 1789 but not reported in the literature until 
1918 by balfor. A case series describes 11 cases of colonic 
intussuception in adults, only two of which lacked a 
lead point. JosePH, A. t. (1964). retrograde colonic 
intussusception. Archives of surgery, 89(6), 979.

Methods/Interventions: 53 year old transgender 
woman PMH DM with associated neuropathy, Htn, and 
no surgical history presenting with a year long history of 
chronic abdominal pain, a 30kg weight loss, and alter-
nating bouts of diarrhea and constipation. colonoscopy 
was attempted 8 months prior but was unsuccessful due 
to poor prep. the patient did not follow up for a repeat 
colonoscopy. she presented to the emergency department 
on this admission with severe abdominal pain, constipa-
tion, and feculent vomitus. computed tomography was 
suspicious for a 9x4cm soft tissue mass, circumferential 
soft tissue thickening, associated intussusception, and 
dilated colon proximally. symptoms improved after naso-
gastric tube insertion and the patient continued to pass 
some flatus intermittently during this time. colonoscopy 
identified an intussuscepted loop of bowel in the sigmoid 
that could not be successfully traversed secondary to a 
stenosis assumed to be a neoplastic process. Water soluble 
contrast enema revealed opacification up to the distal 
portion of the sigmoid with an abrupt irregular obstruction 
preventing passage of contrast. the patient was taken to 
the operating room. Diagnostic laparoscopy was performed 
first which ruled out any overt omental, liver, or perito-
neal involvement of any malignant process. conversion 
to open was ultimately necessary for better visualization. 
An end colostomy was performed as the bowel was edem-
atous and chronically dilated. the left colon specimen was 
examined on the back table. it was longitudinally opened 
to reveal retrograde intussuception of a large segment of 
sigmoid across a stricture with entrapped mucosal folds. no 
palpable masses. Microscopic examination by pathology 
showed diverticular disease with mural hyperplasia at the 
stricture but no identifiable masses. Post operative course 
was uneventful and the patient was discharged able to 
tolerate a regular diet.

Results/Outcome(s): .
Conclusions/Discussion: this case documents a combi-

nation of rare pathologies that challenge the usual pattern 
of intussusception
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C-REACTIVE PROTEIN/ALBUMIN RATIO AS A 
SEVERITY AND MORTALITY PREDICTOR IN 
DIVERTICULAR DISEASE.

ePoster AbstrActs eP330

M. Aceves Valdez, H. estrada, b. Jimenez, J. Villanueva 
Herrero, A. Guemes Quinto, L. cuadra reyes, J. De Leon 
rendon
Ciudad de Mexico, Mexico

Purpose/Background: Diverticular disease (DD) is 
prevalent in developed countries and has a significant 
impact on patient health and healthcare costs. the 
c-reactive protein/albumin ratio (cAr) has been shown 
to be a prognostic and morbidity-mortality marker in 
multiple infectious and inflammatory diseases, however, 
cAr as a predictive marker in DD has not been studied. 
the aim is to evaluate the usefulness of cAr as a predictor 
of severity and mortality in patients with DD treated at a 
tertiary care hospital in Mexico.

Methods/Interventions: A cross-sectional, analyt-
ical study was carried out, in which we included 51 
patients with DD diagnosis attended consecutively in the 
coloproctology service at Hospital General de México 
“Dr. eduardo Liceaga”. to make the diagnosis of DD, it 
was considered the clinical examination and the computed 
tomography imaging criteria. to evaluate the severity of 
DD, the Hinchey classification by tomography was consid-
ered. Demographic data, clinical examination, and labo-
ratory blood test variables were collected for each patient, 
as well as complications and hospital mortality. cAr was 
determined by serum c-reactive protein (crP) and serum 
albumin levels at the time of hospital admission. the anal-
ysis of the data obtained was performed with the statistical 
package sPss version 26. the “p” value was considered 
statistically significant with <0.05.

Results/Outcome(s): the demographic and clinical 
features of DD patients included in our study are described 
in table 1. We found a positive correlation between crP 

and the severity of DD measured by Hinchey classification 
(r=0.44; p=0.001). this correlation was even stronger and 
more significant when cAr was taken into consideration 
(r=0.49; p=<0.001). through a roc analysis, a cut-off 
point for cAr of 28 points was determined to discriminate 
patients with greater severity measured by Hinchey with an 
AUc of 0.91 (ci95%: 0.83 - 1.0); p=<0.001), a sensitivity 
of 100% and a specificity of 70%, with a positive predictive 
value of 40% and a negative predictive value of 94%, with 
an accuracy of 73%. in the risk estimation, a cAr >28 was 
associated with an increased risk of presenting a Hinchey 
iii-iV DD (or: 8.7 [95% ci: 1.5 – 48.28]; p=<0.001). 
it is important to denote that cAr showed a positive 
correlation with mortality in patients with DD (r=0.32; 
p=0.02) and the two patients who died from the disease 
had a cAr estimated >28. We found no association 
between cAr and the presence of comorbidities, the need 
for surgical treatment, complications and hospital length 
stay in patients with DD.

Conclusions/Discussion: cAr represents a useful tool 
for the evaluation of the severity and mortality of patients 
with DD. increased levels of cAr (>28) are associated 
with greater severity of the disease measured by Hinchey 
classification and higher mortality.
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LAPAROSCOPIC VS. ROBOTIC COLECTOMY 
FOR LEFT-SIDED DIVERTICULITIS.

ePoster AbstrActs eP331

J. rodriguez-silva, A. Alden, W. Doyle, s. Poonja, 
c. Martinez, A. chudzinski, J. Marcet, r. bennett
Tampa, FL

Purpose/Background: colectomy for diverticular 
disease can be challenging due to the inflammatory 
process involved, resulting in extensive adhesions, thick-
ened mesentery, distorted pelvic anatomy, loss of surgical 
planes, and higher conversion rates. there is no clear 
consensus on the relative outcomes of robotic-assisted 
colectomy (rAc) compared to laparoscopic colectomy 
(Lc). some studies have found no difference in outcomes 
between the two surgical approaches and therefore argue 
that the higher operating costs of the former make its use 
economically inadvisable. on the other hand, other studies 
have found that rAc is associated with significantly 
shorter postoperative stays, faster bowel function recovery, 
and lower hospital readmission and reoperations rates. 
in this study, we aim to investigate rAc and Lc-related 
outcomes in hopes of better understanding the role of the 
robotic-assisted approach in diverticular disease.

Methods/Interventions: A retrospective cohort analysis 
was performed of patients that underwent laparoscopic 
or robotic left-sided resection for diverticulitis from 2019 
to 2022 at our institution. A chi-square test was used to 
analyze categorical data, and a Mann-Whitney U test was 
used for the continuous variable comparisons.

Results/Outcome(s): A total of 105 patients diagnosed 
with diverticular disease who underwent laparoscopic or 
robotic left-sided colectomy were included in the study. 
We identified 72 laparoscopic and 33 robotic cases. 
the mean age was 60, and bMi was 30 kg/m2. Most of  
the cohort in both the laparoscopic and robotic groups 
were female, 61.1% and 63.6 %, respectively. there was 
no statistically significant difference between AsA scores 
or history of prior abdominal surgeries and the indication 
for intervention. or time was statistically significant, with 
a mean of 269.8 ± 80.7 mins for robotic surgery compared 
to 203.5 ± 84.6 mins for the laparoscopic arm (p<0.001). 
there was no difference in intraoperative estimated blood 
loss, concomitant procedure, ostomy creation, conversion 
to open, time to return of bowel function, or length of stay. 
Also, the 30-day postoperative complications were not 
different when evaluating surgical site infections, wound 
dehiscence, anastomotic leakage, ileus, bleeding requiring 
transfusion, return to or, clavien-Dindo classification, 
readmission, or mortality (table 1).

Conclusions/Discussion: both laparoscopic and robotic 
interventions are effective when used in the setting of 
diverticular disease. As previously reported in the liter-
ature, robotic surgery or time was significantly higher 
compared to the laparoscopic approach. no statistically 

significant difference in 30-day morbidity or mortality was 
found between the two groups.

OUTCOMES OF RESECTION VERSUS 
ADHESIOLYSIS IN THE MANAGEMENT OF 
SMALL BOWEL OBSTRUCTION.

ePoster AbstrActs eP332

K. bowers1, A. Paranjpe1, n. Khosravani1, A. Patel1, 
e. Johnson1, J. ray2

1Atlantis, FL; 2Nashville, TN

Purpose/Background: surgical decision making in 
small bowel obstruction is challenging. We sought to eval-
uate differences between patients undergoing solely adhe-
siolysis versus small bowel resection to identify risk factors 
for perioperative morbidity and mortality.

Methods/Interventions: A multicenter retrospective 
review was conducted using a single hospital’s national 
inpatient database, including adults who underwent 
surgery for small bowel obstruction of any etiology between 
January 2016 and December 2021. Patients undergoing 
solely adhesiolysis were compared with patients requiring 
bowel resection with or without lysis. Univariate and 
multivariate analyses were performed to identify indepen-
dent predictors of perioperative morbidity.

Results/Outcome(s): of the 6,280 patients, 56.7% 
underwent adhesiolysis only compared to 43.2% who had 
bowel resections. there were no significant differences 
in age, race, gender, or ethnicity between groups. Higher 
cci was associated with the resection group. indocyanine 
green (icG) was used in <1% of cases. on univariate 
analysis, the lysis group had higher reoperation rates 
(54.8% vs 42.0%, p<0.001), and more additional proce-
dures (48.2% vs 34.9%, p<0.001). the resection group 
had higher mortality (8.1% vs 4.7%, p<0.001), increased 
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need for percutaneous drain (3.3% vs 1.7%, p<0.001), 
more bleeding events (11.9% vs 7.0%, p<0.001), sepsis 
(13.0% vs 7.6%, p<0.001), and increased Los (13.2 ± 12.4 
vs 11.6 ±10.1, p<0.001). on multivariate analysis, lysis 
patients were 1.7x more likely to require reoperation (95% 
ci 1.6-1.9), but stayed an average of 1.1 days less than 
patients undergoing resection (p<0.001).

Conclusions/Discussion: Adhesiolysis alone has a 
higher risk of reoperation and need for additional proce-
dures, but a shorter hospital length of stay and lower 
mortality than bowel resection in the treatment of small 
bowel obstruction. Adjuvants such as icG for assessing 
bowel viability may lead to change in surgical decision 
making and warrant further investigation.

GOODSALL’S RULE OR THE MIDLINE RULE 
FOR PREDICTING THE PATH OF PERIANAL 
FISTULA IN-ANO? A THREE DIMENSIONAL 
ENDOANAL ULTRASOUND STUDY.

ePoster AbstrActs eP333

L. Pérez-santiago, s. Garcia-botello, D. Moro-Valdezate, 
V. Pla-Martí, r. Martí-Fernández, J. Martín-Arévalo, 
D. casado-rodrigo, A. espí-Macías
Valencia, Spain

Purpose/Background: identification of the internal 
opening is an essential step in the management of perianal 
fistulae. the use of clinical criteria for assessing the course 
of fistula tracts has been poorly studied despite repeated 
use in surgical textbooks. the aim of this study was to 
assess the validity of Goodsall’s Law and the Midline rule 
in predicting the path of perianal fistula-in-ano and the 
location of the internal opening.

Methods/Interventions: An observational study 
including patients diagnosed with fistula-in-ano, in a 
tertiary hospial colorectal unit from January 2006 to 
December 2020 was performed. Location and distance 
from the anal verge of the external opening on physical 
examination and the location of the internal opening as 
predicted by Goodsall’s and Midline rules was compared to 
the real location of the internal opening identifed during 
endoanal ultrasound examination.

Results/Outcome(s): nine hundred and nine patients 
[657 (72.3%) males, mean age 50.78 (49.84–51.72) years] 
were included. concordance between predicted internal 
opening site and the true internal opening diagnosed by 
three-dimensional endoanal ultrasound location was 0.601 
(good match) for Goodsall’s rule, and 0.416 (moderate 
match) for the Midline rule. Goodsall’s rule proved to be 
more predictive in the anterior plane (p<0,001). both rules 
were more likely to make a correct diagnosis in posterior 
fistulae located 4.5–7.5 mm from the anal verge

Conclusions/Discussion: three dimensional endoanal 
ultrasound is an excellent technique for assessing the 
validity of the Midline and Goodsall’s rules. both rules 

are highly predictive of the course of fistula tracts located 
in the posterior plane. the course of fistulae in female 
patients with external openings located in the anterior 
plane and further from the anal verge are less predictable. 
these observations are important in areas where imaging 
techniques are not readily available.

CLOSED TRANSANAL INTERSPHINCTERIC 
FISTULOTOMY (CTIF)-A NEW PROCEDURE IN 
THE TREATMENT OF HIGH HORSESHOE ANAL 
FISTULA.

ePoster AbstrActs eP334

b. chen, Q. Wang, H. Lu, c. Mao, J. Zhang, Y. Liu
ShangHai, China

Purpose/Background: Anal fistula is not the most 
common anorectal problem but it is undoubtedly among 
the most dreaded because the two main problems asso-
ciated with anal fistula management are recurrence and 
incontinence risk. therefore, the anal fistula remains an 
enigma for surgeons even now. Latrogenic injury caused by 
primary operation leads to abnormal anatomical structure, 
which makes secondary operation more difficult. there are 
few reports on techniques for the treatment of high horse-
shoe anal fistula. the aim of this study was to introduce 
this new technique, and to evaluate its effectiveness and 
safety for high horseshoe anal fistula.

Methods/Interventions: We used data from a hospital’s 
prospective database of a hospital-based cohort. Patients 
diagnosed with high horseshoe anal fistula were enrolled 
between July 2021 to April 2022. And all the patients 
underwent this new technique. the main outcomes were 
the 10-month cure rate, visual analog pain scale score and 
Wexner fecal incontinence scale score.

Results/Outcome(s): there were no serious complica-
tions and anal incontinence after operation. the average 
age was 38 years (17-70 years), 18 males (75%) and 6 
females (25%). two (8.3%) had one previous fistula 
repairs. the mean operation time was 26 minutes (16-40 
minutes). the average day of hospitalization was 4.7 days 
(3-5 days). the average cure time was 5.6 weeks (4-8 
weeks). the mean follow-up period was 8.3 months (3-10 
months). the cure rate was 91.7% (2:22). sex(Male/
Female) 18/6 Age(Year) 38.92±11.11 High(m) 1.71±0.05 
Weight(Kg) 70.25±11.71 bMi(kg/m2) 23.96±3.84 VAs 
score Preoperative 4.82±3.67 comparison object P 1 day  
postoperative 5.67±2.00 <0.005 3 day postoperative 
4.67±2.00 <0.005 5 day postoperative 4.29±1.55 <0.005  
7 day postoperative 3.96±1.68 <0.005 14 day postoperative 
3.29±1.37 <0.005 30 day postoperative 1.58±0.37 <0.005 
Wexner score Preoperative 4.42±4.73 comparison object P 
1 day postoperative 1.83±0.76 <0.005 3 day postoperative 
1.71±0.70 <0.005 5 day postoperative 1.33±0.57 <0.005  
7 day postoperative 1.25±0.53 <0.005 14 day postoperative 
1.13±0.70 <0.005 30 day postoperative 0.79±0.51 <0.005
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Conclusions/Discussion: closed transanal inter-
sphincteric Fistulotomy is a safe and effective sphincter- 
preserving technique for the management of high horseshoe  
anal fistula, which is worthy of clinical promotion.

IS THERE A DIFFERENCE IN THE OUTCOMES 
OF SETON PLACEMENT FOR COMPLEX ANAL 
FISTULA IN PATIENTS WITH AND WITHOUT 
CROHN’S DISEASE?

ePoster AbstrActs eP335

e. Aviran1, d. assaf1, c. browning2, K. Zaghiyan2, 
P. Fleshner2

1Tel Hashomer, Israel; 2Los Angeles, CA

Purpose/Background: An anal fistula is considered 
complex when the track crosses more than 30% of the 
sphincter complex, is anterior in a female, is recurrent, 
has multiple tracks or the patient has preexisting inconti-
nence or local irradiation. successful management of the 
complex anal fistula is challenging, with initial treatment 
using a seton to facilitate drainage and prepare the track 
for future definitive surgery. the aim of this study was to 
compare outcomes of draining setons in the treatment of 
complex anal fistulas in patients with and without crohn’s 
disease (cD).

Methods/Interventions: electronic medical records of 
cD and non-cD patients with a complex anal fistula 
undergoing initial seton placement by two board certified 
colorectal surgeons between 2013 to 2022 were queried. 
seton placement technique involved using a silastic vessel 
loop threaded through the fistula and tying it loosely back 
to itself. one-year outcomes included development of a 
recurrent abscess, novel fistula or reintervention for abscess 
or fistula. in addition, the ability of the seton to enable a 
definitive closure surgery for the fistula was compared 

between patient groups. Variate analysis was used to assess 
factors associated with one-year seton failure.

Results/Outcome(s): the study group of 99 patients 
included 73 (74%) cD and 26 non-cD (26%) patients 
(table). cD patients were significantly younger and 
had a significantly higher incidence of a family history 
of ibD, anal canal ulceration, anal stenosis and multiple 
fistulas compared to non-cD patients. Multiple seton 
placement was also significantly more common in the 
cD patient group. there was no significant difference in 
the type of fistula between the cD and non-cD patient 
groups. Although there was no significant difference in 
abscess development, novel fistulas were significantly 
more common in the cD patient group compared to the 
non-cD patient group (p=0.002). significantly more 
cD patients than non-cD patients required a new seton 
(p=0.008). one-year seton failure was significantly higher 
in the cD group (58%) versus the non-cD patient group 
(23%) (p=0.003). on multivariate analysis, one-year seton 
failure was significantly associated with cD (p=0.04), 
number of prior perianal surgeries (p=0.01) and steroid 
use at the time of operation (p=0.006). cD patients were 
significantly less likely to reach definitive fistula closure 
surgery within a year after seton drainage than non-cD 
patients (p=0.0002) and required twice the number of 
reoperations (p=0.02). the type of definitive surgery did 
not differ between the cD and non-cD patient groups.

Conclusions/Discussion: novel fistula development, 
need for a new seton and one-year seton failure were 
significantly higher in cD patients. in addition, cD 
patients were less likely to undergo definitive fistula closure 
surgery. outcomes of seton placement for complex anal 
fistula are significantly worse in cD patients.
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OUTCOME OF COLON CANCER IN THE 
ELDERLY – A PROPENSITY-SCORE MATCHED 
ANALYSIS FROM THE NATIONAL CANCER 
DATABASE.

ePoster AbstrActs eP336

D. Livingston-rosanoff, n. Horesh, Z. Garoufalia, G. Da 
silva, s. emile, s. Wexner
Weston, FL

Purpose/Background: According to current screening 
guidelines for colon cancer, screening after the age of 75 
years of age may be pursued at the discretion of physicians 
and patients. this practice is based on the knowledge that 
the increased comorbidities associated with aging may 
increase the risks of aggressive cancer treatments to poten-
tially outweigh their benefits. However, there is a paucity 
of data comparing the outcomes of colon cancer treatment 
between elderly and younger patients.

Methods/Interventions: the national cancer Database 
(ncDb) was queried for adults treated for stage i-iii 
colon adenocarcinoma between2005-2019. Propensity-
score matching was used to adjust for possible confounders 
including clinical stage, surgical approach, comorbidities, 
and sociodemographic factors. the cohort was divided 
into two equally matched groups: patients >/= or < 75 
years. the primary outcome was overall[rMs1] [Hn2] 
survival (os).

Results/Outcome(s): 183,137 patients were included 
in this study. 66, 808 patients were included in the >75 
years group. Prior to matching, older patients had more 
comorbidities, presented with cancers of more stage ii 
cancers (stage i: 43% vs 47%; stage ii: 37% vs 30%; and 
stage iii: 20% vs 23%; p<0.001), and more often had an 
open approach (50% vs 43%, p<0.001). After matching, 
the median os of patient >/= 75 years was significantly 
shorter than in patients <75 years (68 vs 131 months, 
respectively; p<0.001). stratification of os based on the 
pre-operative clinical staging reveled similar findings, with 
a significantly lower median os in stage i (77 vs. at least 
120 months), stage ii (63.6, 95%ci 62-65.2 vs 127.1, 95% 
ci 124 – 130.8; p<0.001) and stage iii (48.1, 95% ci 45.6-
50.9 vs. 93, 95% ci 84.9 – 102.01;p<0.001).

Conclusions/Discussion: overall survival was signifi-
cantly shorter in the elderly patients suffering from colon 
cancer. elderly patients were also more likely to present 
at a later stage and were less likely to undergo minimally 
invasive surgery.

GENETIC COUNSELING AND POSTOPERATIVE 
SURVEILLANCE IN PATIENTS WITH 
COLORECTAL CANCER.

ePoster AbstrActs eP337

G. taitano, b. shah, b. Kerner
Columbus, OH

Purpose/Background: routine immunohistochemistry 
screening (iHc) of mismatch repair genes (MMr) in 
colorectal cancer (crc) specimens is now ubiquitous. 
recently, the national comprehensive cancer network 
(nccn) published recommendations for more universal 
germline testing not limited to age or type of crc. in a 
prior publication, we identified an inconsistent genetic 
counselling referral (Gcr) pattern. As continued follow 
up, we investigated surveillance itineraries of crc patients 
who met criteria for Gcr.

Methods/Interventions: this was a retrospective chart 
review of patients diagnosed with crc who underwent 
resection between January 1, 2016 to December 31, 
2018 at a multihospital healthcare system. Patients were 
categorized according to iHc results and Gcr comple-
tion. those without germline testing were designated 
incomplete. Postresection surveillance, based on nccn 
guidelines,1 was then assessed for patients with MMr 
protein loss (dMMr) as well as patients who were without 
an iHc genetic abnormality but completed Gcr based on 
age or family history. Upper endoscopy (UGi), thinprep 
pap smear (tPs), and urine cytology (Ucy) were used 
to evaluate rates of Lynch syndrome (Ls) surveillance. 
dMMr was defined as MLH1/PMs2 absent without brAF 
mutation or MHL1 promoter hypermethylation, MsH2/
MsH6 absent, MsH6 only absent, or PMs2 only absent.

Results/Outcome(s): there were 49 patients identi-
fied with dMMr; 20 patients completed Gcr (cGcr), 
22 had incomplete Gcr (iGcr), and 7 never received a 
Gcr. Among the cGcr subset, 10(50%) were confirmed 
to have a germline mutation, 1(5%) developed urothelial 
carcinoma, and 19(95%) demonstrated regular postop-
erative surveillance of ceA, imaging, and colonoscopy. 
seven(35%) completed an UGi, 1(5%) had Ucy, and 2 
with uterus intact had at least 1 tPs. Among the iGcr 
subset, 5(23%) demonstrated regular interval surveillance, 
4(18%) had UGi, 2(9%) had Ucy, and 1 with uterus intact 
had record of tPs. there was no interval development of 
Ls associated cancers within the iGcr subset. in addition, 
22 patients with normal iHc completed Gcr. Within 
this subset, 9(41%) had a detected germline mutation (7 
termed variant of unknown significance), 8(36%) under-
went regular surveillance, 3(14%) had UGi, 2(9%) had 
Ucy, and 5 with uterus intact had at least 1 tPs.

Conclusions/Discussion: We demonstrated that more 
than half of crc patients with dMMr were lost to 
follow up with suboptimal Gcr uptake and recalcitrant 
surveillance. Furthermore, despite being identified as 
increased risk for Ls associated neoplasm, a hereditary 
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cancer surveillance program was not routinely instituted. 
Additionally, nearly half of patients with normal iHc 
were identified with a germline mutation. this study 
lends support to the nccn recommendation for more 
universal genetic testing as well as underscores the need for 
improved genetic counselling uptake and implementation 
of high-risk surveillance programs.

IMPORTANCE OF LYMPH NODES IN 
RESECTABLE STAGE IV-A COLON 
ADENOCARCINOMA WITH LIVER 
METASTASIS.

ePoster AbstrActs eP338

M. Mankarious, A. Portolese, M. trepanier, c. shen, 
M. Deutsch, W. Koltun, A. Kulaylat, n. Jeganathan
Hershey, PA

Purpose/Background: While ultimately staged and 
treated the same as patients with positive lymph nodes, 
patients with metastatic colon cancer to the liver with 
negative lymph nodes have intrigued clinicians and tumor 
biologists alike. this study aims to assess if there is any 
survival benefit of lymph node yield or nodal positivity in 
stage iV-A colon adenocarcinoma undergoing colectomy 
and liver metastectomy.

Methods/Interventions: Data from the national cancer 
Database from 2010 to 2018 was used to identify patients 
with colon adenocarcinoma with liver metastasis (stage 
iV-A) who underwent primary tumor resection, liver 
metastectomy, and systemic therapy. Patients were catego-
rized into cohorts as node-positive (Ln+) and node-neg-
ative (Ln-). baseline characteristics were compared using 
univariate analysis. Kaplan-Meier analysis was used to 
compare overall survival (os) between the two cohorts 
and within each cohort based on number of lymph nodes 
resected (<12, ≥12). cox proportional hazard regression 
was used to obtain hazard ratios (Hr) that adjusted for 
age, sex, race, ethnicity, charleson comorbidity index 
(cci), tumor location, surgical approach, systemic therapy 
sequence, t-stage, nodal positivity, tumor grade, and 
lymphovascular invasion (LVi). P-value is <0.05 for all 
values presented except when otherwise specified.

Results/Outcome(s): A total of 2583 patients were 
identified who had stage iV-A colon adenocarcinoma 
with surgical resection of primary malignancy and liver 
metastectomy. of those, 1911 (74%) of patients were 
Ln+ and 672 (26%) were Ln-. When compared to Ln+ 
patients, Ln- patients had higher median os (56.2 vs 47.2 
months) and lower mortality risk (Hr 0.79) (Fig 1A). 
Across all patients, lymph node yield ≥12 was associated 
with lower mortality risk (Hr 0.70). interestingly, in the 
cohort of Ln- patients, median survival was not different 
between resection of <12 and ≥12 nodes (53.8 vs 58.1 
months, p=0.25) (Fig 1b). the Ln+ cohort had improved 
median survival with resection of ≥12 nodes (47.9 vs 28.1 

months) (Fig. 1c). systemic therapy both before and after 
surgery was associated with lower mortality risk (Hr 0.73) 
compared to adjuvant therapy alone. other factors with 
increased mortality risk included cci of 1 or 2 compared 
to score of 0, right-sided cancer, t4 tumors compared to 
t3 tumors, and LVi.

Conclusions/Discussion: in patients with Ln+ colon 
cancer with liver metastasis undergoing primary tumor 
resection and liver metastectomy, lymph node yield ≥12 is 
associated with improved os. this highlights the crucial 
role of oncologic resections in improving prognosis of 
patients with metastatic disease. Meanwhile, in the Ln- 
cohort, the absence of survival benefit with oncologic 
lymphadenectomy as well as the overall improved survival 
when compared to Ln+ patients suggest a very different 
tumor biology (lymphatic vs. hematogenous patterns of 
spread) with a slightly more favorable disease course.

(A) Kaplan-Meier survival estimates of stage iV-A colon adenocarcino-
ma undergoing colectomy and liver metastectomy based on lymph node 
status (Ln+ vs. Ln-). Patients are further sub-grouped by number of 
lymph nodes resected (≥12, <12) in patients with (b) Ln- disease and 
(c) Ln+ disease

TEACHING TRAINEES TME: A PILOT 
STUDY ASSESSING THE FUNCTION OF A 
LAPAROSCOPIC BOX TRAINER MODEL FOR 
TOTAL MESORECTAL EXCISION.

ePoster AbstrActs eP339

J. Matson1, J. carmichael4, s. Liu1, G. isenberg2, G. Ault3, 
s. ramamoorthy1

1La Jolla, CA; 2Philadelphia, PA; 3Los Angeles, CA; 4Irvine, 
CA

Purpose/Background: rectal cancer is increasing in 
frequency, especially in younger patients. While nonop-
erative treatments have improved, surgery is still a main-
stay of therapy. critical to decreasing local recurrence 
rates and increasing disease-free and overall survival is 
the standardization and promotion of total Mesorectal 
excision (tMe). However, there is significant variability 
in outcomes between surgeons. the quality of the tMe 
dissection is one of the factors associated with those 
outcomes. because of the importance of tMe to patient 
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care, trainee experience with the essential steps of the 
operation may be limited. simulation is common in surgical 
training to develop specific skills and familiarity with tech-
niques; at the time of this study, there was no commercially 
available simulation for laparoscopic tMe.

Methods/Interventions: We piloted amongst surgical 
trainees a box trainer model for tMe. senior general 
surgery residents and colorectal surgery fellows from 3 
academic institutions in southern california were invited 
to participate in the simulation. Participants were given a 
pre-simulation questionnaire before being walked through 
a brief description of the procedure and the model. their 
performance was rated by faculty who served as their assis-
tant for the procedure. Participants then filled out a survey 
about their experience.

Results/Outcome(s): 29 trainees participated. Most 
were senior residents (PGY4 n=14, PGY5 n=12). trainee 
experience with tMe varied, but most had performed 5 or 
fewer (65%). there were statistically significant differences 
in the types of tMe experience by institution; two institu-
tions had higher rates performed with the robot than did 
the third, while there was a difference in exposure to lapa-
roscopic tMe between two of the institutions (p<0.05). 
only 17% of tMe specimens were graded as complete. 
Almost half of the dissections were evaluated as novice or 
unsatisfactory. trainees had a good experience with the 
simulation. 96% found the model engaging, would recom-
mend it, and felt it was better than other models. 83% were 
satisfied with the experience while 100% found it useful. 
89% thought it was realistic. 64% would use it at least once 
a quarter if it were available to them.

Conclusions/Discussion: High-quality tMe is an 
important part of the surgical care of rectal cancer. 
residents have limited experience with tMe during 
general surgery training. We found significant variability 
in exposure to minimally invasive tMe between academic 
institutions in our region. our novel box trainer model for 
tMe was well-liked by trainees and felt to be useful. it 
improved resident

ELUCIDATING REASONS WHY SURGEONS 
SURGEONS PERFORM PEN COLONIC 
RESECTIONS.

ePoster AbstrActs eP340

s. bird, s. suresh, Z. baig, n. Ginther, D. Gill
Saskatoon, SK, Canada

Purpose/Background: the current gold standard and 
recommendation from Ascrs guidelines are to perform 
colonic resections with a minimally invasive approach 
whenever feasible. However, a large volume of colonic 
resections are still performed through an open approach 
in saskatchewan, canada. the purpose of this retrospec-
tive cohort analysis was to determine reasons why these 
surgeries are still performed through an open approach, 

and whether it is related to patient-specific, patholo-
gy-specific, or institution-specific factors.

Methods/Interventions: We will review all patients in 
saskatchewan, in the last 10 years, who underwent open 
colon resections (including but not limited to: hemicol-
ectomies, anterior resections, and total colectomies) and 
laparoscopic colon resections for colon adenocarcinoma, 
appendiceal cancer, colon neuroendocrine tumors, inflam-
matory bowel disease, and non-resectable polyps. We 
will compare patient-specific factors (age, comorbidities, 
capability to withstand pneumoperitoneum), pathology of 
disease (non-resectable polyps, colon cancer, and inflam-
matory bowel disease), tumor-specific factors (initial 
presentation of the patient, tnM staging of cancer, and 
pathology of cancer), baseline imaging, and outcome 
(complications, length of survival, length of admission, 
and post-operative morbidity). Using this information, 
we will perform a comparative analysis of laparoscopic vs. 
open colonic resections to determine the factors which 
encourage surgeons to perform open colonic resections in 
saskatchewan. Using a chi-squared analysis for categorical 
data and a student’s t-test for continuous data, we will 
determine which pre-operative factors were significantly 
different between the two groups (laparoscopic vs open).

Results/Outcome(s): We have collected data on 500 
patients from saskatoon and regina in 2019. our final 
results will include patients from 2018-2009.

Conclusions/Discussion: Determining the reasons why 
surgeons preferentially perform open colon resections will 
provide us insight into why open colonic resections are 
still more frequently performed even though laparoscopic 
resections are now considered the standard of care.

A BIBLIOMETRIC ANALYSIS OF GENERAL 
SURGERY RESIDENTS PARTICIPATING IN THE 
COLORECTAL SURGERY FELLOWSHIP MATCH.

ePoster AbstrActs eP341

P. satarasinghe, A. Al tuama, t. Arai, J. butcher
Upland, PA

Purpose/Background: research productivity is a signifi-
cant component of the fellowship application for colorectal 
surgery and is a criterion identified by program directors 
(PDs) as important in the general surgery fellowship 
match. bibliometric methods have been established to 
standardize and quantify scholarly productivity. this study 
evaluates the research of surgery residents who successfully 
entered colorectal surgery fellowship.

Methods/Interventions: 2021-2022 colorectal surgery 
fellowships were identified on the American society of 
colon & rectal surgeons (Ascrs) website. only programs 
that displayed colorectal fellows were selected for analysis. 
the names of all the fellows were entered into scopus, 
Google scholar, and researchGate to obtain bibliometric 
variables including number of total publications, number 
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of colorectal surgery publications, and number of citations. 
Factors associated with research output were analyzed with 
regression models.

Results/Outcome(s): 64% of colorectal surgery fellow-
ships were academic training centers, 20% were univer-
sity-affiliated training centers, and 16% were community 
training centers. new York has the most colorectal surgery 
fellowship programs (9 programs), while Pennsylvania (6 
programs), Florida (5 programs), and ohio (5 programs) 
follow with the next highest number. 55% of colorectal 
surgery fellowship websites displayed fellow names. Most 
fellowships only accept one general surgery resident per 
year (78% of programs). the average publications upon 
matriculation for colorectal surgery fellows was 4, with an 
average of 2 publications within colorectal surgery jour-
nals. on average, an incoming colorectal surgery fellow 
had 17 total citations. A larger number of fellows per year 
was observed to correlate with number of research articles 
(p < 0.01), number of colorectal surgery publications (p 
< 0.05), and number of citations (p < 0.05). Geographic 
region of fellowship did not correlate with research output. 
there was also no significant difference in research 
productivity among colorectal surgery fellows coming from 
academic versus community versus university-affiliated 
general surgery residencies.

Conclusions/Discussion: though most colorectal 
surgery fellowships accept one fellow per year, fellowships 
with more fellows per year may encourage greater research 
productivity. colorectal surgery publications account for 
about 50% of general surgery residents’ research output 
prior to entering colorectal surgery fellowship. Geographic 
training region and general surgery residency type do not 
seem to influence scholarly activity.

NATIONAL TRENDS AND OUTCOMES 
OF 2- AND 3-STAGE RESTORATIVE 
PROCTOCOLECTOMY ILEAL POUCH ANAL 
ANASTOMOSIS (IPAA) PROCEDURES FOR 
ULCERATIVE COLITIS.

ePoster AbstrActs eP342

s. chen1, s. radomski1, M. stem1, J. Done1, 
G. caturegli2, c. Atallah1, J. efron1, b. safar3

1Baltimore, MD; 2New Haven, CT; 3New York, NY

Purpose/Background: restorative total proctocolec-
tomy with ileal-pouch anal anastomosis (iPAA) is the 
procedure of choice for chronic ulcerative colitis (Uc) 
patients. the purpose of this study is to assess nation-
al-level operative trends and outcomes of Uc patients 
undergoing total proctocolectomy with iPAA via a 2-stage 
approach (tPc-iPAA) or completion proctectomy with 
iPAA via a 3-stage approach (cP-iPAA).

Methods/Interventions: Adult Uc patients who 
underwent tPc-iPAA or cP-iPAA were retrospec-
tively analyzed from the national surgical Quality and 

improvement Program (2016-2020). Factors associated 
with 30-day overall and serious morbidity, the primary 
outcomes of interest, were explored using multivariable 
logistic regression.

Results/Outcome(s): A total of 1696 patients were iden-
tified, with 958 patients (56.5%) undergoing tPc-iPAA, 
and 738 patients (43.5%) undergoing cP-iPAA. A greater 
proportion of tPc-iPAA were performed each year with a 
gradual increase in cP-iPAA cases over the study period. 
Unadjusted analysis showed comparable rates of overall 
and serious morbidity between patients who underwent 
tPc-iPAA and cP-iPAA, though tPc-iPAA patients 
had higher rates of venous thromboembolism (3.6% vs. 
1.2%, p=0.002) and lower rates of wound infection (2.8% 
vs. 8.7%, p<0.001) than cP-iPAA patients. reoperation 
rates were also higher for those who underwent tPc-iPAA 
(6.2% vs. 3.9%, p=0.040). When stratified by operative 
approach, robotic tPc-iPAA had longer operative times 
but no differences in complications compared to laparo-
scopic and open approaches. robotic cP-iPAA, however, 
had longer operative times, higher anastomotic leak rates, 
and longer hospital length of stay. Factors associated with 
increased odds of overall and serious morbidity included 
obesity for patients undergoing tPc-iPAA, and hyper-
tension and steroid/immunosuppressive therapy use for 
patients undergoing cP-iPAA (table).

Conclusions/Discussion: obese patients should be 
informed of their increased morbidity risk and offered 
counseling on weight loss prior to undergoing surgery when 
feasible. Patients receiving steroid/immunosuppressive 
therapy within 30 days preoperatively should not undergo 
cP-iPAA or should delay surgery until they can be safely 
off those medications.
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EFFECT OF MEDICAID EXPANSION ON 
INFLAMMATORY BOWEL DISEASE ON 
HEALTHCARE UTILIZATION.

ePoster AbstrActs eP343

b. Levy, J. castle, A. Mangino, W. Wilt, e. McAtee, 
J. Patel, b. evers, A. bhakta
Lexington, KY

Purpose/Background: As an early adopter of Medicaid 
expansion legislature, Kentucky expanded the Medicaid 
program on January 1, 2014. expansion resulted in a 
decreased uninsured rate from 14.3% to 6.4% among 
Kentuckians. Access to medical care for patients with 
chronic medical conditions, such as inflammatory bowel 
Disease (ibD), became available to 1.5 million addi-
tional Kentuckians after January 2014, including regions 
of central Appalachia where healthcare disparities are 
prevalent. We hypothesize Medicaid expansion adoption 
in Kentucky resulted in reduced emergency healthcare 
services, and increased elective healthcare services with a 
reduction in overall healthcare utilization by individuals in 
the adult ibD population.

Methods/Interventions: the Hospital inpatient 
Discharge and outpatient services Database (HiDosD) 
was queried to identify all encounters with an icD9/10 
code related to ulcerative colitis or crohn’s disease from 
2009-2020 in Kentucky. Patient demographics, insurance, 
admission source, discharge destination, elective versus 
emergent admission, length of stay, and hospital charges 
were compared. trends in healthcare utilization were 
assessed pre and post state wide Medicaid expansion adop-
tion in January 2014. Quantitative and qualitative vari-
ables were compared using appropriate statistical methods 
for continuous and categorical variables.

Results/Outcome(s): 3386 pre-expansion and 24255 
post expansion encounters for patients with ibD were 
collected. overall, inpatient hospitalization rates dropped 
from 16.3% to 6.7% following Medicaid expansion, with 
a requisite increase in outpatient visits from 83.7% to 
93.3%. Pre-expansion 47. 4% of patients were elec-
tively admitted, compared to 76.0% following expan-
sion (p=0.001). emergency visits decreased from 36.7% 
pre-expansion to 11.4% post expansion (p=0.001). 
Admission following a clinical referral similarly increased 
from 75.0% pre-expansion to 90.4% post expansion with 
a corresponding drop in emergency room admission from 
13.1% to 0.4% (p=0.001). Median hospital costs ($7080 
vs $4270, p=0.001) and median length of stay both had 
significant reduction following Medicaid expansion (4.0 vs 
3.0, p=0.001).

Conclusions/Discussion: Medicaid expansion improved 
access to preventative care for individuals with ibD. in 
the ibD population, Medicaid expansion reduced overall 
healthcare utilization by reducing emergency care and 
increasing usage of elective care pathways.

OPEN VS LAPAROSCOPIC ILEOCECAL 
RESECTION IN CROHN’S DISEASE IN AN MIS 
ERA: FROM A LOW-TO-MIDDLE INCOME 
COUNTRY PERSPECTIVE.

ePoster AbstrActs eP344

s. benammi, J. naddouri, Y. bakali, M. Alaoui, F. sabah, 
M. raiss, A. Hrora
Rabat, Morocco

Purpose/Background: in a mini-invasive surgery (Mis) 
era, what place holds open surgery for ileocecal resection 
in crohn’s disease? our study aims to compare open vs 
laparoscopic surgery from a low-to-middle income country 
perspective.

Methods/Interventions: this was a retrospective study 
conducted in a colorectal referral center in a low-to-middle 
income country from 2014 to 2020. We included all 
patients with crohn’s disease admitted in our depart-
ment for ileocecal resection. We excluded all patients 
with missing data. Data was collected using chart review. 
Associations between postoperative complications and 
covariates were investigated using Pearson’s chi-square 
analysis, Fisher’s exact test for qualitative variables, and 
t-test or Wilcoxon rank sum test for quantitative variables.

Results/Outcome(s): We included 83patients. the 
median age was 34(18-75)and54.2%(n=45)were female. 
crohn’s disease phenotype was24.1%(n=20)penetrating, 
45.8%(n=38)structuring, and 30.1%(n=25)both pene-
trating/structuring. open surgery was conducted in 
46cases(55.4%), 30patients had laparoscopic ileocecal 
resection(36.1%), and 7(8.4%)had conversion. immediate 
postoperative complications were reported in16.9%(n=14). 
the total hospital stay median was 6 days(4-31). When 
comparing open vs laparoscopic surgery, there was no signif-
icant difference in immediate postoperative complications(
or=0,424;95%ci[0.10-1.66];p=0.209, Fisher’s=0.242). 
Length of stay was significantly different when comparing 
Mis vs non-Mis (ref(open),β=-2.51;se=0.93;p=0.009). 
When analyzing association of covariates with postopera-
tive complications, open surgery was associated with blood 
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transfusion during/after surgery(or=22.9;95%ci[2.21-
236];p=<0.001, Fisher’s=0.005), laparoscopic surgery was 
not(or=13;95%ci[0.57-295];p=0.051, Fisher’s0.193).

Conclusions/Discussion: Laparoscopic surgery offers 
a lower risk of operative or postoperative bleeding and 
length of stay. However, in overall surgical outcomes, 
there was no significant difference when comparing open 
vs laparoscopic surgery. therefore, when necessary open 
surgery may be a suitable option in specific cases, offering 
equally successful outcomes.

PRIMARY ANASTOMOSIS WITH OR WITHOUT 
DIVERSION IS SAFE IN NON-ELECTIVE 
RESECTION FOR DIVERTICULITIS.

ePoster AbstrActs eP345

c. tran, A. Zorn, K. carter, J. Hrabe, K. Guyton, 
i. Hassan, i. Gribovskaja-rupp
Iowa City, IA

Purpose/Background: Diverticular disease is increasing 
in prevalence and Hinchey iii/iV diverticulitis carries 
significant morbidity despite evolution of care. Ascrs 
guidelines were updated in 2014 and 2019 with recom-
mendations for primary anastomosis (PA) with or without 
diversion (D). PA carries the same or lower risk of 
mortality and morbidity as HP and much lower risk of 
non-reversed ostomy than HP, yet its incidence is as low as 
4%. the aim of this study is to evaluate incidence of HP, 
PA, PA+D for the treatment of diverticulitis over time, as 
well as risk of complications.

Methods/Interventions: Patients with diverticulitis 
who underwent resection between 2013-2020 were iden-
tified from the nsQiP database. 2013 was the year 
prior to initial Ascrs guidelines and thus reflective of 
historic pattern of care. Patients < 18 years-old or with 
ibD or malignancy were excluded. Patient demographic 
factors, co-morbidities, complications, operative factors, 
and length of stay were recorded. type of operation was 
recorded by cPt code and patients divided into three 
cohorts, HP, PA, and PA+D, defined as loop ileostomy or 
loop colostomy.

Results/Outcome(s): there were 37,907 total surgeries 
for diverticulitis, of which 28.9% were HP, 64.8% PA, and 
6.3% PA+D. rates of the surgeries were consistent from 
2013 to 2020, with rates of PA decreasing slightly (65/100 
surgeries in 2013, 61/100 in 2020) and PA+D increasing 
slightly (5/100 surgeries in 100 to 8/100 in 2020). Patients 
receiving HP were more likely to be older and to have 
insulin-dependent diabetes, coPD, ascites, heart failure, 
and renal failure. Patients undergoing HP were less likely 
to receive bowel prep or be elective and more likely to be 
higher AsA class and dirty/infected wound class. PA had 
lower rates of re-operation (HP vs PA vs PA+D: 52 vs 34 
vs 51%, p < 0.001) and re-admission (HP vs PA vs PA+D: 
62 vs 53 vs 75%, p < 0.001). complication rates differed 

by procedure type (HP vs PA vs PA+D: 55 vs 18 vs 39%). 
HP was associated with increased risk of ileus, infections, 
pneumonia, sepsis, Mi, and kidney failure compared to 
PA and PA+D. PA+D was not associated with improved 
rates of anastomotic leak, ileus, infections, or dehiscence 
compared to PA. When analyzing only patients under-
going non-elective surgery, complication rates were still 
higher for HP (table 1; HP vs PA vs PA+D 57 vs 36 vs 
51%). HP appeared to have higher rates of ileus, superficial 
and deep wound infections, dehiscence, pneumonia, and 
sepsis, DVt, Mi, and renal failure.

Conclusions/Discussion: rates of PA decreased and 
PA+D increased only slightly between 2013 and 2020. of 
patients undergoing non-elective surgery, HP was associ-
ated with increased rates of complications. PA+D was not 
associated with decreased risk of complications compared 
to PA. these findings suggest PA and PA+D in appro-
priate patients are safe in the management of diverticulitis, 
and diversion is of uncertain benefit in PA.

PRE- AND INTRA-OPERATIVE PREDICTIVE 
FACTORS FOR POST-OPERATIVE 
COMPLICATION SEVERITY IN HARTMANN 
REVERSAL SURGERY.

ePoster AbstrActs eP346

b. Halimeh, o. beresneva, J. Favuzza, J. Hall
Boston, MA

Purpose/Background: there is a gap in the medical 
literature surrounding Hartmann reversal (Hr) proce-
dures. the majority of the medical literature studied 
intra-operative factors and operative approach, without the 
consideration of concurrent operations, such as abdominal 
wall surgeries and small bowel resection. Furthermore, all of 
these studies utilized either single or multi-center data, not 
a national database. We propose that the use of data from 
a national database will illuminate pre- and intra-operative 
factors that will help predict post-operative complications.

Methods/Interventions: A retrospective analysis was 
conducted utilizing data from the national surgical 
Quality improvement Program (nsQiP) database from 
2015 to 2020. Patients were selected by ctP code for 
Hr (44626, 44625, 44227). Patients were then stratified 
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based on the clavian-Dindo scale (cD) as non-severe  
(≤ 2) and severe (≥ 3). Pre- and intra-operative categorical 
variables were compared using chi-square and Fischer’s 
exact test to assess for significance, which was set at <0.05. 
continuous variables were converted to binary categor-
ical variables based if they were higher or lower than the 
overall median. significant variables were inserted into a 
multivariate logistic regression model to assess for relation-
ships between them.

Results/Outcome(s): our initial database had 5,914,528 
patients. After filtering for patients with a primary cPt for 
Hr and removing those with missing values, our final 
cohort was 9,069 patients. the majority of patients fell into 
the non-severe post-operative complication group (80%). 
Patients in the severe group were more likely to have a 
concurrent abdominal wall surgery (12% vs 7%, p<0.0001) 
and small bowel resection (23% vs 16%, p<0.0001). they 
were also more likely to have comorbidities, such as >10% 
weight loss in the last 6 months before surgery (8% vs 4%, 
p<0.0001) and a positive history of smoking (23% vs 19%, 
p<0.0001). the severe group were more likely to have 
a higher score on the modified frailty scale (11% vs 4%, 
p<0.0001). splenic flexure takedown was not associated 
with an increase in post-operative complications (5% vs 
5%, p=0.5763). in a multivariate regression model having 
a concurrent surgery, a higher score on the modified frailty 
scale, and a higher intra-operative procedure time were all 
associated with more severe post-operative complications 
(table 1).

Conclusions/Discussion: When preforming a Hr, 
surgeons need to be weary regarding patients with comor-
bidities and those who had a concurrent abdominal wall 
operation and small bowel resection. While a longer 
intra-operative time was associated with worse post-op-
erative complications, it needs to be investigated more to 
see if it is a causative factor or a consequence of a more 
difficult operation.

Multivariate Analysis of significant pre- and intra- operative factors’ 
association with developing severe post-operative complications.

CHARACTERIZATION OF THE ILEORECTAL 
ANASTOMOSIS AND COMPARISON TO OTHER 
TYPES OF ANASTOMOTIC CONSTRUCTION.

ePoster AbstrActs eP347

s. saylors, e. Dickey, s. Wang, b. Protyniak, K. Long, 
r. Hoffman
Danville, PA

Purpose/Background: introduction: ileorectal anas-
tomoses (irA) are an infrequently studied anastomotic 
construction, as there are no distinct procedural codes 
to capture this specifically and they are less commonly 
performed relative to other types of construction. However, 
some evidence suggests that irAs are fraught with higher 
leak rates, and anecdotally, we have experienced higher 
rates of ileus and longer lengths of stay. We aimed to char-
acterize outcomes of patients undergoing irA compared to 
other anastomoses.

Methods/Interventions: Methods: A retrospective 
cohort study of all adult patients undergoing a colectomy 
from 2006-2020 across the multiple hospitals within a 
healthcare system was performed. Patients were grouped 
according to the type of anastomosis (ileorectal-irA, 
colorectal-crA or ileocolic-icA). Patients who under-
went an emergent procedure, required multiple anas-
tomoses, or who had a diverting ostomy created were 
excluded. clinical and demographic characteristics were 
collected, as well as use of perioperative use of alvimopam. 
the primary outcome measured was leak and secondary 
outcomes included length of stay, readmission rate, ileus, 
and time to return of bowel function. Multivariable logistic 
regression was performed.

Results/Outcome(s): results: A total of 3,579 patients 
were identified; 126(3.5%) irA, 2,144(59.9%) icA and 
1,310(36.6%) crA. there were no significant differ-
ences between ages, bMi or race between the groups, 
however the irA group had significantly higher rates 
of female patients and open procedures (table). When 
compared to procedures involving icA or crA, there 
was a significant difference in the odds of readmission 
for patients with an irA (or=2.052, 95% ci [1.270, 
3.315]). significant differences were also found in odds 
of leak (or=2.156[95% ci 1.065, 4.364], reoperation 
during index admission (or=2.665[1.305, 5.443] and 
ileus (or=3.234[1.663, 6.291]. there was no signifi-
cant difference in overall mortality (or=4.457, [0.511, 
38.779]). Patients with an irA demonstrated a higher rate 
of ileus, although this was not significant.

Conclusions/Discussion: conclusion: this study 
suggests that ileorectal anastomoses carry a more signif-
icant risk in terms of post-operative outcomes when 
compared to other anastomoses. Although there was no 
significant difference in overall mortality, the increased 
rate of readmission and reoperations warrant further 
discussion with the patient regarding the risk of postopera-
tive risks and expectations regarding recovery.
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ROBOTIC COLECTOMY IS ASSOCIATED 
WITH SIGNFICANT IMPROVEMENT IN 
ONCOLOGIC OUTCOMES AS COMPARED TO 
LAPAROSCOPIC COLECTOMY.

ePoster AbstrActs eP348

r. Moisés De Almeida Leite1, A. Venancio3, b. Herrero5, 
L. barchi5, H. bossie4, s. Araujo2, r. ricciardi1
1Boston, MA; 2Sao Paulo, Brazil; 3Jundiai, Brazil 4Sunnyvale, 
CA; 5Sao PAulo, Brazil

Purpose/Background: robotic colectomy is associated 
with improved morbidity and mortality outcomes when 
compared to laparoscopic colectomy. in this study, we 
analyzed oncologic outcomes for robotic as compared to 
laparoscopic colectomy in colon cancer.

Methods/Interventions: We analyzed the American 
college of surgeons national surgical Quality 
improvement Program (nsQiP) participant user files 
for all colon cancer cases from 1/2016 through 12/2020 
performed with minimally invasive surgical techniques 
(robotic or laparoscopic). We calculated relative risks 
(rr) of oncologic outcomes by surgical technique through 
Poisson regression models, after adjusting for age, bMi, 
AsA scores, mechanical and antibiotics bowel preparation, 
emergency surgery, race, gender, smoking status, hyperten-
sion and diabetes mellitus.

Results/Outcome(s): Outcomes: Analyzed outcomes 
included rates of chemotherapy initiation within 90 days 
of surgery, number of harvested lymph nodes, any occur-
rence of intraoperative or postoperative blood transfusion, 
and the need for any ostomy (ileostomy and/or colos-
tomy). Results: During the study period, 44,745 patients 
underwent minimally invasive colectomy for colon cancer, 

including 39,614 in the laparoscopic cohort and 7,831 in 
the robotic cohort. After adjusting for confounders, robotic 
colectomy was associated with a significant increase in the 
likelihood for initiating chemotherapy within 90 days (rr: 
1.98, 95%ci: {1.86-2.10}, p<0.001). We also observed a 
significant decrease in the need for intraperative or postop-
erative blood transfusion (rr: 0.64, 95%ci: {0.57-0.71}, 
p<0.001) and a significant decrease in the need for ostomy 
creation (rr: 0.26, 95%ci: {0.22-0.30}, p<0.001). there 
was no observed difference in number of lymph nodes 
harvested (coef: 0.001, 95%ci: {-0.001-0.003}, p>0.05).

Conclusions/Discussion: robotic colectomy for colon 
cancer was associated with significant improvement in the 
rate of chemotherapy initiation within 90 days of surgery, 
a significant decrease in blood transfusion rates, and a 
significant decrease in need for ostomy when compared to 
laparoscopic colectomy. Given the short-term oncologic 
improvements associated with robotic techniques, the 
potential value of robotics in long term cancer care should 
be investigated.

WHERE IS THE APPROPRIATE LOCATION FOR 
INFERIOR MESENTERIC VEIN (IMV) LIGATION 
FOR LAPAROSCOPIC COLORECTAL CANCER 
SURGERY?

ePoster AbstrActs eP349

G. Park, D. Lim, J. Kuk, n. Park, e. shin
Bucheon, Korea (the Republic of)

Purpose/Background: in colorectal cancer surgery, 
the inferior mesenteric artery (iMA) and vein (iMV) are 
usually ligated. there are many studies on the location 
of iMA ligation, but few studies on the proper location 
of iMV ligation. the purpose of this study is to analyze 
the appropriate iMV ligation for laparoscopic colorectal 
cancer surgery.

Methods/Interventions: between Jan 2016 and Aug 
2018, 223 patients who underwent laparoscopic curative 
resection for colorectal cancer after were retrieved from a 
retrospective database. the patients were divided into two 
groups (high ligation (n=138) vs. low ligation (n=83)). 
they were compared with respect to clinical and oncolog-
ical outcomes.

Results/Outcome(s): With a median follow up of 49.4 
months, total number of postoperative complications 
were no significantly different between the two groups 
(high ligation; 12.3% vs. low 12.0%, p=0.902). Major 
complications (including anastomosis site leakage, isch-
emia, stenosis) were no significantly different between 
the two groups (high ligation; 2.2% vs. low ligation; .8%, 
p=0.602). Mean hospital stay was 9.3 days (high ligation) 
vs. 9.1 days (low ligation) (p = 0.590). the 5-years disease 
free survival rate was 88.4% (high ligation) vs. 88.5% (low 
ligation) (p = 0.743). the 5-years overall survival rate was 
92.7% (high ligation) vs. 88.5% (low ligation) (p = 0.562).
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Conclusions/Discussion: based on present data, the 
location of the iMV ligation does not seem to matter 
whether it is high or low when performing laparoscopic ante-
rior and low anterior resection for colorectal cancer surgery.

COLON CANCER STAGE III B IN 23-YEAR-OLD 
GIRL WITH BOWEL OBSTRUCTION AND NO 
FAMILY HISTORY OF COLORECTAL CANCER.

ePoster AbstrActs eP350

b. sAint JUste
Port-au-prince, Haiti

Purpose/Background: colorectal cancer in young 
adult has been reported to rise in incidence since 1990. 
Mucinous colon cancer is a distinct form of colorectal 
cancer; most of these cases are located in the colon. His 
histopathological and clinical characteristicsdiffer from 
adenocarcinoma. the outcome of the treatment also 
differs from one another. Mucinous usually is diagnosed at 
an advanced stage of disease.

Methods/Interventions: our case report concerns a 23 
years old woman admitted in the surgery department of 
state university of Haiti hospital for a bowel obstruction 
syndrome. the diagnostic was made based on the clinical, 
radiological and histopathologicalassessments. A complete 
surgical resection of the mass has been performed with 
the nodules. And she has been admitted in chemotherapy.

Results/Outcome(s): the pathological study returns 
with a 5 cm mucinous invasivecarcinoma with isolated 
cells, with lymph node metastases. stage iiib (Pt4A n2a 
- AJcc2010 DUKes c.)Height months after surgery and 
adjuvant chemotherapy well conducted, she started having 
an abdominal distention. the abdominal ct scan shows 
an hepatic nodule, ascites, a complex mass of the right 
ovary, and a right hydronephrosis.

Conclusions/Discussion: Mucinous colon cancer is an 
aggressive malignant disease. the low reponse to surgical 
resection associated with chemotherapy, places this cancer 
as a complicated colon malignancy with an early recur-
rence, within 8 months after surgery and chemotherapy.

LOW RATES OF COLORECTAL CANCER 
SCREENING IN OUR PATIENTS’ FIRST DEGREE 
RELATIVES: ARE WE FAILING THEM?

ePoster AbstrActs eP351

A. Almanzar, s. shoucair, s. Alnajjar, c. Zheng, D. Lisle, 
V. Gupta, D. stein
Baltimore, MD

Purpose/Background: early-onset colorectal cancer 
(eocrc) has witnessed an increased incidence in recent 
years. the American college of Gastroenterology recom-
mends screening for those with a first-degree relative 
(FDr) who had colorectal cancer starting at age 40, or 
10 years before the youngest relative was diagnosed with 
crc. currently, there is no literature reporting the rate 
of screening in these individuals, and no protocols are in 
place to identify and target this population for screening 
awareness and compliance.

Methods/Interventions: A prospective, single-center 
study was performed. Patients with eocrc, who had 
undergone surgery at our institution between January 
2018- December 2021, were identified. A telephone 
survey was conducted where these patients were asked 
about their FDr’s screening status and barriers to pursuing 
screening. the primary endpoint was to determine the rate 
of screening in FDr of our patients with eocrc, that met 
screening criteria.

Results/Outcome(s): thirty-six patients who met 
inclusion criteria were identified. the survey response rate 
was 66.6% (n=24). the median age at diagnosis of crc 
for patients recruited was 43 years. A total number of 88 
FDr resulted, with 67.1% (n=59) of these having a known 
screening status. of the 59 FDr with known screening 
status, it was reported that only 44% (n=26) had actu-
ally undergone screening colonoscopy. African American 
patients were more likely to have a FDr with unknown or 
no screening status compared to their white counterparts 
(83.3% vs 50%). Lack of insurance coverage was the most 
common barrier noted (12.5%); whereas 54.1 % (n=13) 
reported no barriers to screening. FDr of patients with 
private insurance were more likely to have had screening 
than patients with Medicare/Medicaid (50% vs 33.4%). 
similarly, patients with stage i/ii cancer were more likely 
to have a FDr undergoing screening than those with 
stage iii/iV cancer (42.9% vs 28.6%). When classified by 
zip code, patients within the baltimore city county had 
the lowest rate of FDr with screening compared to other 
counties in Maryland (22.20%). baltimore city county 
has the lowest Median Family income compared to others 
in the study.

Conclusions/Discussion: Most first-degree relatives 
of patients diagnosed with eocrc do not undergo crc 
screening. our study suggests that racial and socioeco-
nomic disparities exist among FDr of eocrc patients 
who should pursue crc screening due to their high-risk 
status. this may be attributed to the lack of protocols or 
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guidelines for this population; as well as a lack of resources 
for African Americans and those with lower median 
incomes to pursue screening.

COLORECTAL SURGERY VIRTUAL 
EDUCATION SERIES: HOW A GLOBAL 
PANDEMIC CATALYZED THE EVOLUTION OF 
DIGITAL SURGICAL EDUCATION.

ePoster AbstrActs eP352

M. bobel3, W. Kethman4, o. Garcia2, t. Aulet6, 
r. batra7, J. Miller-ocuin5, s. stein5, J. Abelson1

1Burlington, MA; 2Nellis AFB, NV; 3Ann Arbor, MI; 4New 
Orleans, LA; 5Cleveland, OH; 6Worcester, MA; 7Omaha, 
NE

Purpose/Background: the coViD-19 pandemic 
disrupted the world in 2020 and education for surgical 
trainees was deprioritized. in-person conferences were 
suspended, operations canceled, and clinics closed. While 
individual programs supplemented a lightened clinical 
workload with informal lectures, there was no centralized 
mechanism to fill the surgical education void faced by 
trainees.

Methods/Interventions: the colorectal surgery Virtual 
education series (crs Virtual ed) was created as an 
innovative teaching platform for colon and rectal surgery 
fellows. emphasis was placed on cultivating an interactive, 
approachable, and safe learning environment. the weekly 
series provides free, live online educational content on 
comprehensive topics in colon and rectal surgery from 
leaders in the field. Most sessions involve lectures or case 
presentations with occasional journal club discussions, 
oral board prep scenarios, or pragmatic topics like “social 
media engagement” or “succeeding in fellowship.” there is 
regular involvement of faculty from other disciplines (Gi, 
radiology, and radiation oncology). the series is hosted on 
Zoom™ and was initially advertised to the founders’ fellow-
ship cohort via WhatsApp™. in 2021, a website, listserv, 
and twitter account (@crsVirtualed) were created to 

increase engagement and visibility. in 2022, crs Virtual 
ed partnered with behind the Knife to increase access to 
recorded content and with surgeon, a protected social 
media platform for surgeons, to facilitate live streaming 
content to a wider audience. Metrics from these platforms 
were obtained to evaluate trends in audience reach and 
engagement.

Results/Outcome(s): there were 12 participants in the 
first meeting. Average weekly participation grew to 55 over 
the first two years and then increased to 76 with the addi-
tion of live streaming to surgeon. Videos posted to the 
behind the Knife Youtube™ channel average 216 views 
(range: 111-404). there has been over 1400% growth in 
twitter followers from 63 when the account was created 
in April 2021 to 917 in october 2022. Average monthly 
tweet impressions have grown from 9,478 to 60,433. tweet 
engagement rate is 3% and has remained stable. From 2020 
to 2022, the crs Virtual ed listserv grew from 191 initial 
subscribers to 681. 70% of the subscribers reside within the 
United states and 30% of subscribers are international.

Conclusions/Discussion: What began as a method of 
education necessitated by the pandemic has evolved into 
a community force for remote virtual surgical education 
on a global scale. the crs Virtual ed series offers a free 
platform for all current and future colon and rectal surgery 
fellows to learn from experts in the field. Furthermore, 
platform expansion has fostered participation by faculty 
and international members of the colorectal community, 
creating a robust learning environment. Further research 
should be done to assess the educational effectiveness of 
this platform.

CANCER CLOCK: A COMPREHENSIVE MODEL 
TO UNDERSTAND COLORECTAL CANCER 
MANAGEMENT.

ePoster AbstrActs eP353

s. Valdivieso1, s. Gumbs1, V. Mani2, r. sabbagh1

1New York, NY; 2Baltimore, MD

Purpose/Background: An incredible amount of 
resources have been utilized with groundbreaking 
research advancing new Colorectal cancer therapies, 
but few efforts in disseminating cancer education. We 
present an innovative, dynamic, yet simple educational 
model to better understand Colorectal cancer care, 
which will be useful for trainees and patients. We aim 
to improve the knowledge gap in cancer care with our 
model.

Methods/Interventions: A literature review was 
performed with PubMed for Cancer education. We did 
not find any graphic model that provides a broad and 
didactic overview of Colorectal cancer management. 
We created a model based on a clock that corroborates 
chronologically with cancer stages. The stages clocks 
through diagnosis, staging, neoadjuvant, re-staging, 
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surgery or definitive therapy, recovery, adjuvant therapy, 
surveillance, and palliation. A patient might not pass 
through all stages of the clock as there may be advances 
by skipping or intervention. For example, a patient can 
be diagnosed with metastatic rectal cancer and clock to 
palliation, while a patient with locally advanced rectal 
cancer might clock through diagnosis-staging-neoadju-
vant-restaging-surgery-recovery- and -surveillance.

Results/Outcome(s): The Cancer Clock Model is a 
simple yet effective schematic tool for both surgical and 
non-medical personnel that deal with Colorectal cancer. 
It essentially fosters expectation and understanding to 
patients, family members, and health care trainees.

Conclusions/Discussion: An embracement of this 
simple model will encourage our colleagues to build on 
this to create and disseminate Colorectal cancer aware-
ness. Such widespread dissemination will help garner 
support more than ever in our continued pursuit of new 
treatments for this dreaded disease process.

EMERGENCE OF DE NOVO ULCERATIVE 
COLITIS IN PATIENT RECEIVING ADJUVANT 
ENDOCRINE THERAPY FOR EARLY STAGE 
BREAST CANCER.

ePoster AbstrActs eP354

A. Foster, r. Morgan
Englewood, CO

Purpose/Background: the pathogenesis of inflam-
matory bowel disease (ibD) is only partially understood, 
however a developing body of research has implicated 
estrogen and estrogen modulation in colonocyte physi-
ology and ibD. specifically, combined oral contraceptive 
pills (ocPs) and hormone therapy for cancers have been 
shown to have effects on symptoms and disease severity 
of ibD. We submit a case report of de novo emergence of 
Ulcerative colitis (Uc) in a 38-year-old woman receiving 
adjuvant hormone therapy for early stage breast cancer.

Methods/Interventions: An otherwise healthy 
38-year-old female without risk factors for autoimmune 

disorders or ibD suffered severe diarrhea while being 
treated with giredestrant and leuprorelin for breast cancer. 
After failing symptomatic management, a diagnostic colo-
noscopy and biopsy revealed erosions and distorted crypt 
architecture consistent with Uc.

Results/Outcome(s): this is a patient who would not 
typically be considered at high for ibD relative to general 
population and who is not in the typical age for first 
diagnosis. instead, this emergence of Uc occurred while 
receiving adjuvant endocrine therapy with giredestrant for 
the treatment of breast cancer. the wealth of existing data 
implicating hormone modulation as a factor influencing 
ibD activity along with this case report of emergence of de 
novo Uc in a patient receiving adjuvant endocrine therapy 
for breast cancer suggest that selective estrogen receptor 
degraders (serDs) and uteinizing hormone releasing 
hormone (LHrH) agonist may affect the colonic epithe-
lium through similar mechanisms.

Conclusions/Discussion: this case highlights the 
importance of estrogen homeostasis in the colon and its 
importance in the development and clinical course of ibD. 
this suggests that possible environmental and iatrogenic 
exposure to estrogen modulation could explain both 
the pathogenesis of ibD and the cyclic disease severity 
many women with ibD report. While appropriate cancer 
treatment should be a continued priority, further research 
regarding the role of estrogens in the colon could lead to 
the development of highly targeted immunotherapies for 
the treatment of ibD.

OUTCOMES AMONG MALNOURISHED 
PATIENTS WITH CROHN’S DISEASE 
UNDERGOING ELECTIVE ILEOCECECTOMY: A 
NATIONWIDE ANALYSIS.

ePoster AbstrActs eP355

K. Kodia, c. Huerta, A. ribieras, L. Horner, n. Paluvoi
Miami, FL

Purpose/Background: While pre-operative risk factors 
associated with post-operative outcomes have been 
attempted to be identified for crohn’s disease patients 
undergoing elective operations, the effect of nutritional 
status remains to be more clearly elucidated. this study 
aims to characterize the effect of malnutrition on post-op-
erative outcomes and readmission patterns for patients 
with crohn’s disease undergoing elective ileocecectomy 
using a nationally representative cohort.

Methods/Interventions: the colectomy-targeted 
national surgical Quality improvement Program Database 
(2016-2020) was used to identify patients with crohn’s 
disease without systemic complications who underwent 
elective ileocecectomy. Malnourished status was defined 
as hypoalbuminemia < 3.5 g/dL, weight loss > 10% in 6 
months, or body mass index <18.5 kg/m2 prior to surgery. 
Patients who underwent emergency surgery were excluded. 
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Demographics, pre-operative factors, and post-operative 
outcomes were compared using standard statistical tests. 
the data was analyzed using the χ2 and Kruskal-Wallis 
tests, presented as frequencies and percentages for categor-
ical variables or median and interquartile range (iQr) for 
continuous variables.

Results/Outcome(s): there were 1,464 patients (56% 
female) identified, of which 1137 patients (88%) were 
well-nourished and 327 (22%) met criteria for malnour-
ished state. Demographic variables including diabetes, 
hypertension, and steroid use did not significantly vary 
between cohorts. Post-operatively, malnourished patients 
more frequently suffered organ space surgical site infec-
tions (ssi) (9%) compared to the nourished group (4%, 
p<0.001). the malnourished group had a higher rate of 
bleeding requiring transfusion (9% vs. 3% nourished, 
p<0.001). this corresponded to a pre-operative hema-
tocrit that differed significantly between malnourished 
(33% [30-38%]) and nourished cohorts (39% [36-42%], p 
<0.001). 30-day unplanned readmissions were higher in the 
malnourished group (14% vs. 9% nourished, p = 0.032) 
and index admission length of stay was significantly higher 
in the malnourished group (6 days [4-11 days]) versus 
the nourished group (4 days [3-6 days], p<0.001) (table 
1). notably, other infectious complications (superficial 
and deep ssi and sepsis) were not significantly different. 
there was no significant difference in anastomotic leak or 
prolonged ileus and both cohorts had equivalent 30-day 
mortality.

Conclusions/Discussion: Poor nutritional status is 
associated with post-operative morbidity including organ 
space ssi and bleeding in patients with crohn’s disease 
undergoing elective ileocecectomy; malnutrition is asso-
ciated with longer hospitalizations and more frequent 
readmissions. these findings highlight the importance of a 
detailed nutritional risk profile and a critical role for nutri-
tional prehabilitation prior to elective surgery.

table 1

MALIGNANT TRANSFORMATION OF 
PERSISTENT PERINEAL SINUSES IN PATIENTS 
WITH CROHN’S DISEASE.

ePoster AbstrActs eP356

s. Pansuriya1, J. Hain2

1Detroit, MI; 2Troy, MI

Purpose/Background: Persistent perineal sinus (PPs) is 
widely recognized as a distressing and challenging clinical 
problem after proctectomy or pouch excision for crohn’s 
disease (cD). PPs has been defined as a perineal wound 
that remains unhealed for more than 6 months after 
surgery. the incidence of PPs in patients undergoing 
surgery for inflammatory bowel disease (ibD) ranges from 
3% to 70% at 6 months and remains at up to 33% at 12 
months. the association between cD and squamous cell 
carcinoma (scc) has been established in anal fistulas in 
crohn’s disease; however, there is a scarcity of literature 
regarding scc in PPs. this case study aims to highlight 
the risk of malignant transformation of PPs following 
proctectomy.

Methods/Interventions: 43-year-old male had a 
surgical history of total abdominal colectomy with J-pouch 
construction which was complicated by anal disease. this 
progressed despite multiple attempts with surgical and 
medical control, requiring intersphincteric proctectomy. 
55-year-old male with a past medical history of cD status 
post intersphincteric proctectomy who had a complicated 
medical course of multiple perineal sinuses.

Results/Outcome(s): the two patients developed 
multiple perineal sinuses requiring multiple incision and 
drainage procedures despite undergoing proctectomy. 
Patients were found to have progression of their perianal 
disease despite biological and antibiotic therapy. both 
patients experienced an interruption in care due to loss to 
follow-up. Although they were offered wide local excision 
with flap closure, both refused. All surgical specimens 
were negative for malignancy prior to a tissue diagnosis 
confirming invasive scc. they failed nigro protocol with 
the progression of pelvic disease complicated by enterocu-
taneous fistula. the patients enrolled in hospice because of 
their persistent disease and sepsis.

Conclusions/Discussion: the incidence of perineal 
sinuses in patients with cD is found in 20% to 25% of 
patients with cD limited to the ileum and in 60% when 
the rectum is involved. chau et al in a retrospective study 
of 81 cD patients who underwent proctectomy, the cumu-
lative probability of unhealed perineal wound at 6 and 12 
months after surgery in patients with cD was 85% and 
48%, compared to 21% and 13% in patients without cD. 
Additionally, both patients were treated with infliximab. 
Anti-tumor necrotic factor t which can therapy result in 
a 30% increase in the risk of scc, roughly translating to 
an annual number needed to harm of 1600. While the 
management of PPs is difficult, a guideline approach to 
the management of complex perineal sinus by downsizing 
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large defects with VAc therapy after wide local excision, 
followed by gracilis muscle flaps, is successful in about 80% 
of cases. in conclusion, this report outlines the importance 
of maintaining vigilance in crohn’s patients with chronic 
perineal sinus and exposure to anti-tumor necrosis factor 
therapy for malignant transformation.

SURGICAL MANAGEMENT OF RECTAL 
PROLAPSE. EXPERIENCE OF A SINGLE CENTER 
IN MEXICO IN THE LAST 5 YEARS.

ePoster AbstrActs eP357

H. estrada, M. Aceves, L. ortiz, A. chávez Hernández, 
J. Villanueva-Herrero, b. Jimenez, J. De Leon rendon
Ciudad de Mexico, Mexico

Purpose/Background: rectal prolapse (rP) is a rare 
pathology, with an unclear pathophysiology; but that 
includes a pelvic floor disorder; it is also a disease with a 
great impact on the lifestyle of patients who suffer from 
it. it typically occurs in older adult women but can occur 
in men and women of all ages. the most frequent clinical 
manifestations include fecal incontinence, constipation, 
and foreign body sensation in the rectum. in this study we 
describe the demographic and clinical features, surgical 
treatment, and outcomes of patients with rectal prolapse 
in a tertiary care hospital in Mexico.

Methods/Interventions: A retrospective, relational, 
analytical study was carried out in which we included 47 
patients with rP diagnosis treated consecutively in the 
coloproctology service at Hospital General de México 
“Dr. eduardo Liceaga”, in the period from January 2017 to 
December 2021. the clinical and demographic features of 
each patient (gender, age, comorbidities, smoking, consti-
pation, fecal incontinence) were collected. the surgical 
procedure used to correct the rP, surgical reinterventions, 
and number of recurrences due to the pathology were 
documented. the degree of rectal prolapse was classified 
using the oxford scale, and severity of fecal incontinence 
was measured using the Wexner scale. statistical analysis 
was carried out using the statistical package sPss version 
26.

Results/Outcome(s): the demographic and clinical 
features of patients with rP are described in table 1. in 
our hospital, rP represented 0.88% of hospitalizations in 
the study period (47/5290 hospitalizations). of the total 
of patients included, only two required reinterventions in 
the same hospitalization and eleven (23.4%) had rP recur-
rence. We found no association or correlation between 
age, smoking or presence of comorbidities with the degree 
of rP. However, we identified a positive correlation with 
the degree of rectal prolapse and the presence of fecal 
incontinence (r=0.32, p=0.02) [Figure 1]. no association 
was found between age, smoking, presence of comor-
bidities or rP degree and rP recurrence, but there were 
differences between the surgical procedure performed and 

rP recurrence (p=0.002). the most frequently performed 
surgical procedure for rP correction was laparoscopic 
posterior rectopexy. the Delormes procedure was the most 
frequent surgical technique in the group of rP recurrences 
(54.2%) [table 2].

Conclusions/Discussion: rP represented less than 1% 
of hospitalizations in our center in the last 5 years. this 
pathology is commonly associated with fecal incontinence 
and constipation. Fecal incontinence was correlated with 
the degree of rP. the most frequently performed surgical 
procedure for rP correction was laparoscopic posterior 
rectopexy. the recurrence after surgical treatment of the 
rP was 23.4%.

CASE REPORT - USE OF SACRAL NERVE 
STIMULATOR FOR POST-OPERATIVE FECAL 
INCONTINENCE AFTER RESTORATIVE 
PROCTOCOLECTOMY WITH ILEAL POUCH 
ANAL ANASTOMOSIS (IPAA).

ePoster AbstrActs eP358

W. sang, M. Gaffley, M. Ferrara, r. Mueller, s. DeJesus, 
P. Williamson, J. Gallagher
Orlando, FL

Purpose/Background: A 38 year-old female with a 
history of familial adenomatous polyposis developed fecal 
incontinence after a restorative total proctocolectomy 
with ileal pouch anal anastomosis (iPAA). A 2-stage total 
Proctocolectomy with iPAA and diverting loop ileos-
tomy was performed with subsequent ileostomy reversal 
6 months later at the age of 16. she presented with 
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fecal incontinence 22 years postoperatively with a Fecal 
incontinence score index (Fisi) of 19/20. notable history 
included one vaginal delivery as well as multiple exam-
inations under anesthesia for fistula-in-ano. Her workup 
included anorectal manometry (ArM) and non-invasive 
anal sphincter electromyography (eMG). Longitudinal 
sphincter profile showed a decreased mean pressure at 
rest and decreased mean pressure at strain at 35 mmHg 
(normal >40 mmHg) and 70 mmHg (normal >100 mmHg) 
respectively. eMG was significant for normal short peak 
evaluation and ten second contraction tests. Defecation 
profile revealed a Def #2 pattern where strain was greater 
than rest.

Methods/Interventions: she had tried stool bulking 
agents with minimal success. With these findings the 
patient was offered a trial of sacral nerve stimulation 
(sns) in which she had a good response. A permanent 
generator was placed with significant improvement of 
symptoms.

Results/Outcome(s): Her postoperative Fisi was 5/20 
(2 months) and 6/20 (12 months).

Conclusions/Discussion: sacral nerve stimulation is a 
good treatment alternative for patients who develop fecal 
incontinence after iPAA in which conservative measures 
have failed.

SACRAL NERVE STIMULATION FOR FECAL 
INCONTINENCE: DOES PELVIC FLOOR 
TESTING MATTER?

ePoster AbstrActs eP359

W. sang1, J. sahawneh1, c. Verschoor2, M. Ferrara1, 
r. Mueller1, P. Williamson1, J. Gallagher1

1Orlando, FL; 2Sudbury, ON, Canada

Purpose/Background: Fecal incontinence (Fi) is a 
complicated and debilitating condition with up to 18% 
prevalence in the general population prevalence and up 
to 50% prevalence in institutionalized patients. sacral 
nerve stimulation (sns) has revolutionized the treatment 
of fecal incontinence since its inception. Ascrs clinical 
practice guidelines recommend sns as first-line therapy for 
Fi with and without sphincter defects. there are varying 
degrees of success of improvement, but there is no true 
physiological measure to predict patient outcomes. Pelvic 
floor physiology testing, including anorectal manometry 

(ArM) and electromyogram (eMG), can aid in defining 
the dysfunction and guide treatment. Decreased rectal 
sensation is frequently found in patients with Fi. in this 
study, we provide our experience from a single institution 
practice with robust pelvic floor physiology testing. We 
hypothesize that patients with a normal rectal sensation 
threshold on preoperative anorectal manometry will have a 
greater degree of improvement of their Fecal incontinence 
score index (Fisi) compared to those with decreased 
baseline sensation.

Methods/Interventions: We performed a retrospective 
review of patients with Fi from the colon & rectal clinic 
of orlando from 2006 - 2022. We reviewed 829 patients 
with a diagnosis of Fi. of those, 85 underwent a two-staged 
sns implant for Fi. seventy-seven had documented 
Fisi and manometry records. We performed univariate 
regression analysis to determine if different variables 
correlated with the degree of change of Fisi scores pre 
and post-operatively. Variables of interest include age, sex, 
race, previous pelvic surgery, pudendal neuropathy, prior 
biofeedback, and rectal sensation threshold. A subgroup 
analysis was also performed for history of vaginal delivery 
in the female population.

Results/Outcome(s): seventy-seven patients were 
analyzed. 85% (n=66) were female and 14.3% (n=11) 
were male. the average improvement of Fisi scores for 
all comers was -6.8 (-7.9, -5.6) (p<0.001). on univar-
iate regression analysis, our primary end-point of rectal 
sensation threshold was not statistically significant. of the 
secondary endpoints, male sex was the only group that 
reached statistical significance (p=0.003). the subgroup 
analysis of the history of vaginal delivery did not reveal 
any statistical significance for the degree of change in the 
Fisi score.

Conclusions/Discussion: Patients who underwent sns 
had a statistically significant improvement in their subjec-
tive incontinence scores. From our analyses, only the male 
sex predicted a greater degree of improvement. We also 
did not find physiologic data points on ArM or eMG 
that showed correlation to changes in Fisi. Despite these 
findings, pelvic floor physiology testing can still be useful 
for diagnosing and guiding treatment for patients with Fi.
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SALVAGE ABDOMINOPERINEAL RESECTION 
FOR ANAL SQUAMOUS CELL CARCINOMA 
FOLLOWING DEFINITIVE CHEMORADIATION: 
TIME TO RE-EVALUATE THE TREATMENT 
PARADIGM?

ePoster AbstrActs eP360

A. stefanou, M. Gomez, m. genilo delgado, M. Park, 
s. Felder
Tampa, FL

Purpose/Background: Definitive chemoradiation 
(crt) is the primary treatment for localized anal squa-
mous cell carcinoma (scc). rarely, disease may persist 
or recur loco-regionally following treatment, for which 
salvage abdominoperineal resection (APr) is recom-
mended. salvage APr has been associated with significant 
morbidity, high risk for positive margin resection (r1), and 
poor disease-free and overall survival compared to clinical 
complete responders following definitive crt. in this 
patient series, factors associated with oncologic outcomes 
among salvage APr patients were examined.

Methods/Interventions: A retrospective single-institu-
tion review of anal scc patients treated with definitive 
crt, biopsy confirmed persistence or recurrence, under-
going salvage APr (or multi-visceral pelvic resection) was 
performed between 1996 - 2022. Positive resection margin 
was considered <=1mm. Main outcomes of interest were 
disease-free survival from the time of operation to recur-
rence or death, rates of positive margins, and overall 
survival

Results/Outcome(s): 34 patients with complete clinical 
data were identified. the mean age at salvage APr was 
58 (range 33-83), 71% female, and 6% immunocompro-
mised. 18 patients (53%) had persistent disease, leaving 
16 patients (47%) with recurrent disease, though there 
were no significant differences between the two groups. 
Average number of weeks between completion of crt 
and APr was 126 weeks. of the salvage resections, 9 
patients (27%) were multi-visceral, and 14 resections 
(41%) underwent perineal flap reconstruction. Grade of 
tumor differentiation was well- or moderate in 59%, the 
remaining 14 patients (41%) poorly differentiated. r0 
resection occurred in 23 patients (68%), r1 in 10 patients 
(29%) and r2 in 1 patient (3%). Pathologic staging was 
stage 1 (3 patients, 9%), stage 2 (22 patients, 65%), and 
stage 3 (9 patients, 27%). At an average follow-up of 34 
months, 12 patients (35%) were alive. Median overall 
survival following salvage APr was 25 months (48%) 
while median disease-free survival was 10 months (29%). 
After adjusting for age, grade, margins, extended APr, and 
pathologic stage, the cox proportional Hazard ratio (4.2, 
95% ci 1.31-13.53) for persistent vs recurrent disease was 
most significant (p=0.02).

Conclusions/Discussion: Although salvage APr 
remains the mainstay for anal scc local failure following 
definitive crt, our series showed a high rate of incomplete 

resection, despite substantial multi-visceral surgery, and 
frequent recurrence and mortality. Persistent disease 
compared to recurrent disease after crt was particularly 
unfavorable for survival following salvage APr. the high 
rate of treatment failure following immediate salvage APr 
questions the guideline paradigm. Alternative approaches, 
including preoperative chemotherapy and/or immuno-
therapy before salvage APr, may improve outcomes for 
selected patients and warrant further study.

COLONOSCOPIES DURING THE COVID-19 
PANDEMIC RECOVERY PERIOD: ARE WE 
CAUGHT UP ON COLORECTAL CANCER 
DETECTION AND PREVENTION? A SINGLE 
INSTITUTION EXPERIENCE.

ePoster AbstrActs eP361

H. Alnajem, H. Alibrahim, c. Guindi, A. chen, 
G. rigas, H. Munir, J. Holland, M. boutros
Montreal, QC, Canada

Purpose/Background: the coViD-19 pandemic 
resulted in a shutdown of endoscopy in many health-
care centers, followed by a ramp-up period. We recently 
published on the impact of the shutdown and ramp up 
periods (March-June 2020, and July-August 2020, respec-
tively) and found a dramatic decrease in colonoscopies 
performed, cancers detected and adenoma removed. this 
follow-up study aims to assess the efficacy of the following 
colonoscopy recovery period (september-December 2020) 
on colorectal cancer (crc) detection and screening.

Methods/Interventions: After institutional ethics board 
approval, the endoscopy database at an academic tertia-
ry-care center in Montreal, canada, was used to include 
all colonoscopies performed during the recovery period 
of the coViD-19 pandemic. We compared the recovery 
period (september-December 2020) to its equivalent 
in 2019 (pre-pandemic) to assess how close to pre-pan-
demic norms we were in terms of indications, crc and 
adenoma detection rates, as well as the prioritization of 
urgent procedures. We also compared the entire pandemic 
year (March-December 2020) to the pre-pandemic year 
(March-December 2019) to assess if we have indeed made 
a recovery post-shutdown.

Results/Outcome(s): in the recovery period, 1968 colo-
noscopies were performed, compared to 2,481 in the same 
period in 2019, a 20.7% reduction. Urgent and inpatient 
colonoscopies increased (238 (12.2%) vs. 122 (5.1%), 
p=0.04) while surveillance and high-risk screening colo-
noscopies remained significantly lower (750 (38.6%) vs 
1249 (52.7%), p<0.01). However, during the recovery 
period, cancer detection rates (47 (2.4%) vs 71 (2.9%), 
p=ns) and adenoma detection rates (633 (26.4%) vs 533 
(27.4%), p=ns) were preserved. this resulted in a reduc-
tion in adenoma removal in 138 patients. overall, for the 
entire pandemic year, 3,273 colonoscopies were performed, 
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compared to 6,324 in the pre-pandemic year, a 51.7% 
reduction. overall, urgent and in-patient colonoscopies 
increased, while surveillance and high-risk screening colo-
noscopies remained significantly lower (1126 (34.4%) 
vs. 3118 (49.3%), p=0.03). overall, this represents a 
reduction in adenoma removal in 860 patients and cancers 
undetected in 52 patients.

Conclusions/Discussion: the restriction of access to 
colonoscopy during the coViD-19 shutdown resulted in 
a significant reduction in screening and surveillance of 
high-risk patients, and crcs diagnosed. Despite all efforts 
to ramp up and recover, colorectal cancer detection and 
prevention has not caught up to pre-pandemic levels. 
clinicians and patients will face the oncologic ramifica-
tions of this for the coming years.

SURGICAL MANAGEMENT OF A MARJOLIN’S 
ULCER IN AN UNTREATED PILONIDAL CYST.

ePoster AbstrActs eP362

A. Kajmolli, M. Gachabayov, M. Felsenreich, 
r. bergamaschi
Valhalla, NY

Purpose/Background: Marjolin’s ulcer arising from 
chronic or neglected primary pilonidal disease is a rare 
complication reported in approximately 0.1% of cases. 
these tumors are locally aggressive, have poor outcomes 
and are often resistant to chemoradiation. Marjolin’s ulcer 
can be especially difficult to manage when they infiltrate 
the levator ani muscles and the bones of the pelvis.

Methods/Interventions: this is a case study of skin 
squamous cell carcinoma invading into the puborectalis 
muscle requiring APr.

Results/Outcome(s): A 56 year old male who presents 
with a large malodorous fungating buttock mass with 
chronic drainage from sacrococcygeal region. the patient 
underwent multiple drainage procedure without definite 
resection in the past. biopsy confirmed well differentiated 
squamous cell carcinoma. Preoperative imaging revealed 
large soft tissue ulcerative lesion with involvement to 
posterior puborectalis muscle and intersphincteric space. 
the patient underwent an enbloc resection via an abdom-
inoperineal resection, coccygectomy partial sacrectomy 
resulting a in a large wound measuring 1344cm2 that was 
closed with a complex VrAM flap and split thickness 
skin graft. the patient received adjuvant radiation and is 
currently disease free.

Conclusions/Discussion: We recommend that all pilon-
idal lesions be sent for pathological examination and that 
early definite excision of all pilonidal disease be conducted 
as soon as the active infection process is managed.

PREDICTION OF PATHOLOGIC COMPLETE 
RESPONSE FOR RECTAL CANCER BASED ON 
PRE-TREATMENT FACTORS USING MACHINE 
LEARNING.

ePoster AbstrActs eP363

K. chen1, P. Goffredo2, L. butler1, J. stem1, J. Guillem1, 
s. Gomez1, M. Kapadia1

1Chapel Hill, NC; 2Minneapolis, MN

Purpose/Background: non-operative management of 
locally advanced rectal cancer is an emerging treatment 
option. Despite its promise, predicting response to neo-ad-
juvant therapy remains a significant challenge, especially 
in the pre-treatment setting. Patients with pathologic 
complete response (pcr) after surgery in retrospective 
cohorts may have benefited from non-operative manage-
ment, so predicting pcr in this group could give insights 
to support current treatment decision-making. We sought 
to create a more accurate pre-treatment model for pcr for 
rectal cancer using machine learning, which applies more 
complex modeling strategies that can identify combinatory 
and non-linear effects. our ultimate goal is to produce a 
highly accurate, yet convenient clinical decision-support 
tool.

Methods/Interventions: We used the rectal cancer 
dataset of the national cancer Database, including years 
2010-2017, and split the cohort into training, validation, 
and test sets. We included adult patients with stage ii-iii 
rectal cancer who underwent neoadjuvant chemoradiation 
followed by surgical resection. our primary outcome was 
pcr, defined using pathologic staging. All pre-treatment 
factors were included in modeling, including patient, disease, 
and treatment facility characteristics with 38 variables 
included in total. three machine learning-based models 
were developed, including random forest (rF), gradient 
boosting (XGb), and neural network (nn). these were 
compared with standard logistic regression (Lr). Models 
were evaluated with area under the receiver operating  
characteristic curve (AUroc), sensitivity, and specificity. 
the contributions of each variable to model predictions 
were assessed using shapley additive explanations.

Results/Outcome(s): the dataset included 56,093 
patients, of whom 22.9% experienced pcr. the mean age 
was 60 years and 37% of patients were female. At diag-
nosis, 49% of patients had stage 2 disease and 51% had 
stage 3 disease. in the test set, nn showed the highest 
performance, with an AUroc of 0.766 (95% ci 0.762 
- 0.770) compared with 0.685 (95% ci 0.681 - 0.690) 
for Lr. rF and XGb performed similarly with scores of 
0.755 (95% ci 0.751 - 0.759) and 0.763 (95% ci 0.759 
- 0.766) respectively (Figure 1A). nn also outperformed 
Lr in terms of sensitivity and specificity, with a sensi-
tivity of 66% and specificity of 70%, compared with 57% 
and 70% for Lr. the factors most highly associated with 
pcr included lymphovascular invasion, ceA, perineural 
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invasion, microsatellite instability, grade, size of tumor, 
and t stage (Figure 1b).

Conclusions/Discussion: Machine learning-based 
models were able to predict pcr for rectal cancer with 
good accuracy from pre-treatment variables alone. With 
further refinement and external validation, these models 
could be used to assist clinicians with prognosis for patients 
with locally advanced rectal cancer.

URGENT PELVIC EXENTERATION WITH 
LIVER RESECTION FOR PERFORATED RECTAL 
CANCER WITH ISOLATED LIVER METASTASIS.

ePoster AbstrActs eP364

i. Gardner, J. Lam, e. Abdalla, M. Al Fayyadh, 
M. schertzer, t. simon, c. Zhang, W. Ambroze
Atlanta, GA

Purpose/Background: Pelvic exenteration is associ-
ated with significant post operative complications and 
pre-operative optimization of patients remains critical 
in the elective setting. Unfortunately, locally advanced 
rectal cancers may progress to perforation, abscess, and 
sepsis that require urgent surgical intervention prior to 
elective exenteration.

Methods/Interventions: We present a case study of 
a 67-year-old man with ct4bn1bM1 rectal cancer with 
isolated liver metastasis and invasion of the bladder who 
presented with perforation of his rectal cancer with sepsis 
and underwent urgent pelvic exenteration with resection 
of liver metastasis. He had completed chemoradiation and 
four cycles of FoLFoX with evidence of improvement in 
his isolated liver metastasis on Mri prior to presenting 
with acute perforation of the primary tumor. We elected 
to proceed with pelvic exenteration in order to obtain 
adequate source control of his pelvic sepsis. in anticipa-
tion of a prolonged recovery which could delay subsequent 
treatment, we decided to remove the liver lesion at that 
time to achieve an r0 resection.

Results/Outcome(s): the patient did well post oper-
atively without any short-term post operative complica-
tions. He developed stoma prolapse and parastomal hernia 
requiring repair 10 months after his operation. Despite 
poor compliance with surveillance and patient’s refusal of 
adjuvant chemotherapy, he remains disease free twenty 
months later.

Conclusions/Discussion: Although pelvic exentera-
tion is usually done electively to allow pre-operative 

prehabilitation and nutritional optimization, urgent pelvic 
exenteration with simultaneous limited liver resection can 
be performed in the setting of perforation in highly selected 
cases.

SURGICAL FACTORS AFFECTING NODAL 
HARVEST IN RECTAL CANCER TME 
FOLLOWING TNT.

ePoster AbstrActs eP365

V. Pemmaraju, M. Ziegler, H. Wasvary
Royal Oak, MI

Purpose/Background: Lymph node retrieval with proc-
tectomy is an important prognostic and decision-making 
factor in the care of patients with rectal cancer. Prior 
studies have shown that longer specimen lengths were 
correlated with larger lymph node harvests, as well as the 
association between neoadjuvant chemoradiotherapy and 
smaller lymph node harvests. However, no study to date 
has examined the correlation between specimen length 
and lymph node harvest following total neoadjuvant 
therapy, which is quickly becoming the standard of care in 
non-metastatic rectal cancer.

Methods/Interventions: We identified all patients from 
our health center between 2019-2022 who underwent some 
form of proctectomy with total mesorectal excision (tMe) 
for rectal cancer after having undergone total neoadjuvant 
therapy (tnt). We then selected an equal number of 
patients with rectal cancer who underwent tMe without 
tnt. these patients were selected in reverse chronological 
order until we achieved a 1:1 ratio with our tnt patients. 
Patient, tumor, and operative characteristics were analyzed 
through a chart review process. our primary objective was 
to determine if operative factors such as specimen length 
are associated with greater rate of successful nodal harvest 
(>12 nodes harvested) in patients who underwent tnt. 
secondary objective was to determine if tnt contributed 
to lower nodal harvests.

Results/Outcome(s): We identified a total of 47 
patients who underwent tMe after tnt. 40 patients had 
at least 12 nodes identified in their pathology reports while 
7 patients did not. there were no significant differences 
in age, bMi, AsA status, or gender breakdown between 
patients with adequate and inadequate nodal harvests. 
there were no significant differences in tumor differenti-
ation, or tumor response to tnt between these 2 groups. 
While mean specimen length was shorter in patients 
with inadequate nodal harvests (19.97 cm vs. 25.67 cm, 
p=0.12), it did not reach statistical significance. High 
ligation of iMA, high ligation of iMV, and mobilization of 
the splenic flexure were not predictive of adequate nodal 
harvest. We also compiled a secondary control group 
composed of 47 patients who did not undergo tnt. 45 
patients in this group had at least 12 nodes harvested. 
specimen lengths were similar between patients who 
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underwent tnt and those who didnt (24.82 cm vs. 23.80 
cm, p=0.37). Patients who underwent tnt were found to 
have fewer overall nodes harvested than those who did not 
undergo tnt (15.15 nodes vs. 23.74 nodes, p=0.0001).

Conclusions/Discussion: Adequate nodal harvest with 
tMe following tnt is not conclusively associated with 
specimen length, high ligation of inferior mesenteric 
vessels, or mobilization of the splenic flexure. there is a 
clear association between tnt and smaller nodal harvests. 
the primary limitation of our study is that it is underpow-
ered. continuous accrual of data as more patients undergo 
the tnt approach may allow us to draw more definitive 
conclusions.

operative factors among tnt patient with adequate and inadequate 
nodal harvests

WILL ADOPTING ROBOTIC RIGHT 
HEMICOLECTOMY WITH INTRACORPOREAL 
ANASTOMOSIS CHANGE MY OUTCOMES?

ePoster AbstrActs eP366

s. Dantu, M. Johns, A. Klipfel
Providence, RI

Purpose/Background: the common technique for a 
laparoscopic right hemicolectomy involves laparoscopic 
mobilization with possible addition of laparoscopic ligation 
of the ileocolic pedicle, then extraction and an extracorpo-
real anastomosis. A permutation of this an intracorporeal 
anastomosis, in which the colon is then divided intracor-
poreally and a stapled isoperistaltic anastomosis is created 
with the common enterotomy closed laparoscopically. 
the robotic platform allows for more facile operation 
and ease of use allowing more surgeons to comfortably 
transition to intracorporeal anastomosis. Unfortunately, 
studies so far have failed to demonstrate a significant 
difference in post-operative ileus, or length of stay in this 
patient population in comparison to traditional laparo-
scopic surgery with extracorporeal anastomosis. We have 
partially adopted this technique in our department starting 
in 2019, although many in our practice still perform the 
traditional laparoscopic surgery.

Methods/Interventions: We performed a retrospec-
tive observational study, focusing on a single surgeon 
performing both laparoscopic right hemicolectomy with 
extracorporeal anastomosis, and robotic right hemicol-
ectomy with intracorporeal anastomosis from the years 
2020 onward. only elective surgeries for benign polyps 
or malignancies were included. Primary outcomes were 

hospital length of stay, time to flatus, and incidence of 
post-operative ileus. secondary outcomes were operative 
time, estimated blood loss, post-operative transfusion 
requirement, anastomotic leak, deep space and superficial 
surgical site infection, readmissions, Pain levels post- 
operatively, incidence of deep vein thrombosis, as well as 
lymph node harvest from surgery.

Results/Outcome(s): A total of 65 patients met inclu-
sion criteria, 29 of which underwent laparoscopic surgery, 
and 35 of which underwent robotic surgery. the median 
length of stay for robotic surgery and laparoscopic surgery 
was 62 and 67 hours respectively (p = .719). Average 
return of bowel function was similar in both groups (2.2 
days). three patients experienced significant post-operative  
bleeding (10%) in the laparoscopic group vs. one patient 
in the robotic group (2.8%) (p=.22). to note the mean 
duration of the robotic procedure was significantly longer 
than laparoscopic (134 vs. 241 minutes p<.005)

Conclusions/Discussion: robotic right hemicolectomy 
did not confer a significant benefit in regards to length 
of stay in our patients and on average lasted 107 more 
minutes. Post-operative bleeding events seemed to be 
lower in the robotic group, however not significant. this 
can possibly be attributed to the advancement in stapler 
technology in comparison to traditional open GiA staples. 
in light of these findings, we question the added benefit of 
the robotic platform in the setting of an enhanced recovery 
pathway.

COUNTY-LEVEL DEPRIVATION AND 
COLORECTAL CANCER INCIDENCE AND 
MORTALITY IN MINNESOTA, 2014-2018.

ePoster AbstrActs eP367

r. tessler1, A. Althans1, c. Jensen2

1Pittsburgh, PA; 2Minneapolis, MN

Purpose/Background: socioeconomic status (ses) is 
a critical consideration for population health outcomes, 
including colorectal cancer (crc). the literature is 
evolving on which variable, or combination of variables, 
accurately captures ses. because of challenges in individ-
ual-level measurements, deprivation indices that represent 
a composite measure of ses at the community level are 
gaining popularity. Understanding accurate ses predic-
tors for crc detection, treatment, and outcomes could 
help health systems target efforts for improving equitable 
distribution of resources. While deprivation indices exist at 
small geographic levels, such as the neighborhood block, 
population rates of crc incidence and mortality are only 
readily available at the larger county level. Whether an 
association exists between county-level deprivation and 
crc incidence and mortality is currently unknown.

Methods/Interventions: We performed an ecologic 
cross-sectional study to assess the association of county- 
level deprivation with crc incidence and mortality 
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in Minnesota from 2014-2018. Data were obtained 
from the Minnesota Department of Health and the 
centers of Disease control and Prevention Wide-ranging 
online Data for epidemiologic research (WonDer). 
the Multidimensional Deprivation index (MDi) uses 
Us census data and comprises variables in six domains: 
standard of living, education, health, economic security, 
housing quality, and neighborhood quality. it is available 
for all Us counties for the year 2017 and presented as the 
percentage of the county population that is “deprived” 
based on thresholds in each domain. We performed nega-
tive binomial regression to model the association between 
MDi and crc incidence and mortality after adjusting 
for country-level sex and age proportions. incidence rate 
ratios and 95% confidence intervals are presented.

Results/Outcome(s): between 2014 and 2018 there 
were 12,027 incident crcs in Minnesota’s 87 counties 
of which 5,724 were among women. over the same time, 
3,867 deaths occurred due to crc. county-level crc 
age-adjusted incidence ranged from 26.6 to 68.2 per 
100,000 people. the county-level MDi, as calculated for 
the year 2017, varied from 2.87% to 14.17%. in adjusted 
models, there was no association between crc incidence 
(irr 1.02; 95% ci 0.99, 1.04) or mortality (irr 1.03; 
95%ci 0.98, 1.09). no association was observed in addi-
tional analyses stratified by sex.

Conclusions/Discussion: We found no association 
between county-level MDi and crc incidence or mortality 
in this study. Given counties are large geographic areas 
with significant internal variation, deprivation indices 
at smaller geographic units may provide more detailed 
assessment. Availability of crc outcome data at smaller 
geographic units would enable research to explore this in 
future studies.

THE BLACK PANTHER EFFECT: WAS THERE A 
DECREASE IN THE MEDIAN AGE FOR COLON 
CANCER SCREENING AFTER THE DEATH OF 
THE FAMOUS ACTOR?

ePoster AbstrActs eP368

L. bridges, e. King-Mullins, K. Hand, J. Fabien
Macon, GA

Purpose/Background: early onset colorectal cancer 
(eocrc), those diagnosed under 50 years of age, is on the 
rise. According to the colon cancer coalition, about one 
out of every five cases of crc occur in adults between the 
ages of 20 - 54. those under the age of 55 are almost 60 
percent more likely to receive a late-stage diagnosis than 
older Americans. Given this the U.s Preventive services 
task Force, formerly recommending that screening for 
crc begin at the age of 50, now recommends screening 
at the age of 45 for people at average risk. Furthermore, 
given racial inequities faced by black Americans regarding 
crc, the American college of Physicians now advises 

black patients to undergo their first screening at the age 
of 40. the death of the 43-year-old black Panther actor 
chadwick boseman in August 2020 took the world by 
storm. Mr. boseman was diagnosed with stage iii disease 
several years prior in 2016. His death was particularly 
shocking as crc is typically viewed as a disease of the 
elderly. recent studies have shown that interest in crc 
spiked in relation to chadwick’s death on August 28th, 
2020, particularly among the black population. this study 
aims to evaluate the trend in the median age of those 
presenting for screening before the and after the death of 
chadwick boseman.

Methods/Interventions: this is a single institution 
retrospective review from August 2019 until July 2022 
reviewing all colonoscopies performed. A total of 3702 
charts will be reviewed, diagnostic and surveillance colo-
noscopies excluded. A total of 150 screening colonoscopies 
prior to boseman’s death and 297 after his death were 
evaluated for abstract purposes. complete statistical anal-
ysis will include the entire 1 year before and 2 years after 
his death.

Results/Outcome(s): the median age in the pre-death 
group was 53 and in the post death group was 52 years 
old. the mean age for both groups was 54. sixty-three 
percent of patients were female and 36% male. racial 
demographics were as follows: white 53%, black 41%, and 
other 6%. Further data collection and statistical analysis 
is pending.

Conclusions/Discussion: in 2013, Angelina Jolie 
disclosed in the new York times that she had undergone 
risk-reducing bilateral mastectomy (rrbM) after learning 
that she was a brcA1 mutation carrier. subsequent 
studies showed that following Angelina Jolie’s mastec-
tomy there was a statistically significant increase in the 
uptake of genetic testing and in rrbM among women. 
our current study aimed to evaluate whether chadwick 
boseman’s death yields similar results regarding colon 
cancer screening in young adults. our initial numbers 
indication no difference but is underpowered. With the 
full statistical analysis of 1 year prior and 2 years after his 
death we hope to identify if the median age decreased. 
With eocrc increasing, it will likely take public figures 
in addition to the full complement of the health care team 
to relay the importance.

EMERGENCY COLON SURGERY IN PATIENTS 
HOSPITALIZED FOR COVID-19. A NEW ENTITY?

ePoster AbstrActs eP369

n. Palominos1, A. cuneo2, e. Melkonian2, c. Villalon2, 
D. espinola2, c. jensen2, L. espindola2

1Santiago de Chile, Chile; 2Vitacura, Chile

Purpose/Background: the coViD-19 pandemic has 
affected medicine in different fields; coloproctological 
surgery has not been exempt from this reality. throughout 
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this period, at clínica Alemana de santiago, we have seen 
emergency colorectal surgery pathology in patients hospi-
talized for severe pneumonia due to coViD-19. Morbidity 
(58% serious complications) and associated perioperative 
mortality (16.7%) have been described in patients with 
emergency surgery with coViD-19. objective: to describe 
our experience in the treatment of patients with covid 19 
who presented colon emergency surgeries.

Methods/Interventions: Methods: Prospective obser-
vational series, which includes all patients hospitalized 
for severe pneumonia due to coViD-19 and who under-
went surgery for an emergency colon pathology without a 
specific diagnosis, between April 2019 and August 2021 
at the German clinic in santiago. results of diagnosis, 
surgery, complications, perioperative mortality and days of 
hospitalization are analyzed.

Results/Outcome(s): results: A total of 7 patients (6 
men) were included, all of whom underwent partial colec-
tomy and end ileostomy. the average age was 58 years (36 
to 76). Hospitalization days at the time of surgery averaged 
24.1 days (7 to 70). the days of invasive mechanical 
ventilation was 37 days on average (14 to 73). the average 
hospital stay was 52.2 days (27 to 74 days). in 4 (57.1%) 
there was colon perforation (3 cecal and 1 sigmoid), 2 
(28.5%) due to lower gastrointestinal bleeding and 1 
(14.3%) due to mucormycosis of the transverse colon. 2 
patients had postoperative complications (1 collection and 
1 lower digestive bleeding), in none of them it was neces-
sary to reoperate. there were no deaths.

Conclusions/Discussion: conclusion: in our series 
of patients, morbidity and mortality was significantly 
lower than that described in the international literature. 
Although it is a “relatively low” number of patients, since 
international series describe series of up to 468 emergency 
surgeries with coViD-19; there are no enought publi-
cations that specifically describe the pathology of colon 
surgery, which gives value to our results in this study. All 
the patients, except two, which as a finding presented an 
adenocarcinoma in the transverse colon, were operated on 
for pathologies that did not present prior to hospitaliza-
tion. therefore, it seems important to continue studying 
the causal relationship between these emergency surgical 
pathologies in the colon and coViD-19, for which longer 
observation time and a larger number of patients are 
required. With what can clarify the pathophysiology of this 
phenomenon.

IMPACT OF COVID-19 ON MANAGEMENT 
OF DIVERTICULITIS IN AN EPICENTER OF 
COVID-19.

ePoster AbstrActs eP370

V. Yuan, J. Hong, V. Layrisse, c. Foglia, s. chao
Flushing, NY

Purpose/Background: the early 2020 lockdown of 
elective surgeries due to coViD-19 pandemic altered 
management of common surgical diseases including appen-
dicitis, cholecystitis and diverticulitis. With resources 
redirected towards the coViD-19 pandemic, many hospi-
tals managed these diseases nonoperatively. new York 
Presbyterian Queens (nYPQ) is a hospital located at a 
large epicenter of coViD-19 that modified treatment 
of common surgical diseases to focus efforts towards the 
pandemic. our goal is to understand how the initial wave 
of the coViD-19 pandemic affected management and 
outcomes of diverticulitis.

Methods/Interventions: Patients admitted with acute 
diverticulitis between March and June of 2018 to 2021 
were extracted from the nYPQ patient registry. time 
periods were organized into “before pandemic” defined 
between 2018 and 2019, “during pandemic” in 2020, and 
“late pandemic” in 2021. inclusion criteria were adult 
patients admitted for diverticulitis between 2018 and 2021. 
Demographics, Hinchey score, management, and post-dis-
charge colonoscopy were collected. bivariate analyses were 
performed using sAs Academic.

Results/Outcome(s): 107 patients admitted with acute 
diverticulitis were identified. 46 patients were admitted in 
2018, 34 in 2019, 11 in 2020, and 16 in 2021. 49 patients 
(46%) were male. no difference in age, gender, or race 
was seen between the 3 periods (p>0.05). no difference 
in average Hinchey score was seen between the 3 periods 
(p=0.43). However, 0 (0%) patients in 2020 and 2021 
presented as Hinchey 3 or higher, compared to 4 (9%) 
and 4 (12%) in 2018 and 2019, respectively. between 
time periods, there was no difference in the proportion of 
patients undergoing operative intervention or ir (p=0.83, 
p=0.94). Higher rates of follow-up colonoscopy within a 
year of discharge were seen for patients admitted during 
the pandemic (p=0.00024, 19% [15/80] before, 55% 
[6/11] during, and 6% [1/15] late pandemic). there was 
no significant difference between rates of follow-up colo-
noscopy between patients under 45 years old (17% [4/24]) 
and patients 45 years or older (23% [18/80]). rates of 
colonoscopies for patients under 45 years old were 13% 
[2/14] before, 67% [2/3] during, 0% [0/5] late pandemic 
and 45 years old or older were 21% [13/61], 50% [4/8], 9% 
[1/11]) (p>0.05).

Conclusions/Discussion: Despite fewer admissions 
observed in 2020, those that were treated appear to be 
more engaged and compliant in their care. this was 
evidenced by an increase of follow-up colonoscopies after 
admission for acute diverticulitis without an increase in 
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severity on presentation. this increase in engagement 
with healthcare services during the pandemic is also seen 
with increased rates of follow-up colonoscopy in not only 
patients 45 and older, but also in patients under 45 in 
2020. these suggest that patients may have modified their 
health behaviors based on concerns that arose during the 
coViD-19 pandemic leading to increased participation in 
health care services.

TIME TRENDS AND PREDICTORS OF COST 
OF HOSPITALIZATION IN DIVERTICULITIS: A 
NATIONAL WIDE STUDY.

ePoster AbstrActs eP371

s. balvardi, J. Moon, D. Marinescu, r. salpeter, 
G. Ghitulescu, A. Pang, c. Vasilevsky, M. boutros
Montreal, QC, Canada

Purpose/Background: in the United states diverticu-
litis has become a major health burden and costs over $2.2 
billion UsD annually. there is a rising interest in possible 
interventions to decrease hospitalization costs. therefore, 
in this study we aimed to analyze the predictors of cost of 
hospitalization in acute uncomplicated (AUD) and acute 
complicated (AcD) diverticulitis.

Methods/Interventions: Hospital admissions for a 
primary diagnosis of AUD and AcD (based on icD-9/
icD-10 codes) were captured from 2000-2018 using the 
national inpatient sample (nis). A chi-square test of 
independence was used to compare hospital costs, patient, 
and hospital characteristics between patients with AcD 
and AUD. Multiple linear regression was used to deter-
mine predictors of hospitalization costs.

Results/Outcome(s): between 2000-2018, a total 
138,092 and 464,936 admissions were for AcD and 
AcD, respectively. the mean total cost of hospitalization 
for AcD and AUD was 55,071.67 [95% ci 54,682.47, 
55,460.87] and 21,785.87 [95% ci 21,693.17, 21,878.57] 
UsD (p<0.001), respectively. overall, there is a rising trend 
in cost of hospitalization in both AcD and AUD between 
years 2000 and 2018 (image), with a more significant 
increase in AUD (p<0.001). the mean length of hospi-
tal-stay for AUD and AcD was 4.16 and 8.07 days, and 
38.4% of admissions for AcD vs 6.7% for AUD required 
in-hospital procedures defined as surgical or percutaneous 
procedures (p<0.001). in addition to year of presenta-
tion (b=4375.70 [95%ci 4375.69, 4375.70] for AcD 
and b=1309.66 [95%ci 1309.65, 1309.66] for AUD), 
lowest income quartile (b=–4472.32 [95%ci –4472.30, 
–4472.33] for AcD and b=–2002.01 [95%ci –2002.00, 
–2002.02] for AUD), teaching hospital status (b=4375.70 
[95%ci 4375.69, 4375.70] for AcD and b=2787.03 
[95%ci 2787.03, 2787.04] for AUD), private hospital 
control (b=11495.26 [95%ci 11495.24, 11495.28] for 
AcD and b=3092.32 [95%ci 3092.31, 3092.33] for 
AUD), presence of comorbidities (b=34325.46 [95%ci 

34325.44, 34325.48] for AcD and b=24747.81 [95%ci 
24747.78, 24747.83] for AUD), immunosuppression 
(b=17577.77 [95%ci 17577.72, 17577.82] for AcD and 
b=8272.03 [95%ci 8272.01, 8272.05] for AUD), and 
requiring in-hospital procedures (b=33704.97 [95%ci 
33704.96, 33704.99] for AcD and b=36059.01 [95%ci 
36059.00, 36059.03] for AUD) were strongly associated 
with cost of hospitalization per admission (p<0.001).

Conclusions/Discussion: While cost of hospitalization 
in AcD and AUD continues to rise, more than 90% of 
admissions for AUD and more than 60% for AcD consist 
of non-procedural care and observation. Presence of 
comorbidities and need for in-hospital procedures had the 
highest association with cost of hospitalization. therefore, 
future studies should focus on novel strategies to omit 
in-patient hospitalization for select patients with AcD 
and AUD through use of Hospital-at-Home and telehealth 
services with appropriate patient selection.

A CASE OF ENDOMETRIOSIS PRESENTING 
WITH ACUTE APPENDICITIS.

ePoster AbstrActs eP372

M. ismael1, L. saint Louis2, n. ivezaj2, D. James1

1Middletown, NY; 2New York, NY

Purpose/Background: endometriosis is a relatively 
common condition in women of childbearing age. it’s char-
acterized by the implantation of endometrial tissue outside 
of the uterus. extrapelvic endometriosis can manifest with 
symptoms that can mimic other conditions. it’s important 
to include endometriosis in the differential diagnosis when 
dealing with female patients complaining of pain.

Methods/Interventions: A 21-year-old woman was 
diagnosed with acute appendicitis after experiencing 
abdominal pain for four days. both ct and ultrasound 
findings were consistent with acute appendicitis. A laparo-
scopic appendectomy was performed.

Results/Outcome(s): Analysis of the specimen revealed 
endometrial tissue within the appendix.

Conclusions/Discussion: Appendicitis is a surgical 
emergency that occurs due to obstruction of the appendiceal 
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lumen leading to inflammation and/or infection. on 
the other hand, endometriosis is characterized by the 
implantation of endometrial tissue outside of the uterus. 
endometriosis of the Gi tract is uncommon, and endo-
metriosis of the appendix is a rare finding with few cases 
reported in the literature. Acute appendiceal inflammation 
can result from complete or partial occlusion of the appen-
diceal lumen by the endometrioma. Preoperative diagnosis 
of appendiceal endometriosis is difficult; thus, it is often 
diagnosed pathologically after the removal of the appendix. 
it is important to consider appendiceal endometriosis in 
females of childbearing age presenting with classic clinical 
symptoms of appendicitis. these patients should follow up 
with their ob/GYns to assess the extent of endometriosis.

INCISIONAL HERNIA AFTER OSTOMY 
TAKEDOWN - SURGEON PERSPECTIVES AND 
PREVENTION STRATEGIES.

ePoster AbstrActs eP373

e. chamely, t. clements, J. stulberg
Houston, TX

Purpose/Background: temporary ostomies are a 
commonly used tool in the field of colon and rectal 
surgery. they allow for protection of an anastomosis, relief 
of a malignant obstruction, or diversion at times when 
an immediate anastomosis may not be feasible. While a 
necessary procedure, reversal of the ostomy is not without 
morbidity. the literature suggests that hernias develop at 
the former ostomy site in up to 50% of patients. We sought 
to understand what surgeons think their rate of hernia 
formation is, how they currently close ostomy sites, and 
how they monitor hernia occurrence.

Methods/Interventions: A survey was sent to 60 general 
and colon and rectal surgeons in Houston, tX. the ques-
tions sought to understand the surgeons’ behaviors around 
ostomy takedown, and their perceptions of this problem. 
Data was collected on the surgeons’ specialty training, 
years in practice, their techniques of closing the abdom-
inal wall defect during ostomy reversal, their perception 
of hernia risk, and their average follow up. the survey was 
anonymous and distributed through an online platform.

Results/Outcome(s): 30 surgeons (50%) responded to 
the survey, with most being male (70%) and the majority 
in academic practice (90%). While most were in their first 
five years of practice (43.3%), there were varied levels of 
experience within the group, with 7 (23.3%) having more 
than ten years of experience. 11 respondents (37.9%) had 
formal fellowship training in colon and rectal surgery. the 
majority (63.3%) report closing the abdominal wall defect 
in 2 layers (fascia and skin). only 3 surgeons reported 
closing the defect in more than 2 layers. overwhelmingly, 
absorbable suture was preferred (93.3%), in either an inter-
rupted or running fashion. When asked to estimate the 
incisional hernia rate nationally following ostomy closure, 

almost all (86.7%) of the surgeons reported it was 10% 
or more. 40% of surgeons believed this number was likely 
greater than 20%. However, when asked to estimate how 
many of their own patients would develop an incisional 
hernia, 19 surgeons (63.3%) reported it was less than 10%, 
even though, 80% of surgeons followed their patients for 
less than a year after ostomy takedown, with 50% of them 
following for less than 3 months.

Conclusions/Discussion: surgeons underestimate the 
rate of hernia development following ostomy closure and 
consistently describe their own hernia rate as even lower. 
Additionally, most surgeons follow their patients for less 
than a year following ostomy reversal. our survey high-
lights a bias in surgeon perception which underestimates 
the true hernia development rate.

THE RARE DEVELOPMENT AND TREATMENT 
OF A COLO-FALLOPIAN FISTULA 
FROM A COMPLICATION OF SIGMOID 
COLON DIVERTICULITIS: A FIRST CASE 
PRESENTATION.

ePoster AbstrActs eP374

D. Jones, s. spielmann, i. obokhare
Lubbock, TX

Purpose/Background: background: Diverticulitis is a 
common in the western country that develops as small 
protrusions (diverticula) along any weak point in the Gi 
tract with the majority occurring in the large intestine. 
these protrusions occur from dysfunction of motility of the 
Gi tract, eventually leading to diverticulosis. Most patients 
with diverticular disease are asymptomatic, however, other 
complications can arise from patients that develop diver-
ticulitis. this can include abscess formation as well as the 
development of fistulas with any adjacent viscera in the 
Gi tract. it is vital to recognize and treat sigmoid fistulas 
quickly and promptly as they can lead to complicated 
recurrent infections and later sepsis. We present our case 
in recognizing and treating a patient with recurrent vaginal 
infections that was later diagnosed as a sigmoid colon 
diverticulitis complicated by a colo-fallopian fistula.

Methods/Interventions: case Presentation: 65 yr old 
female with PMH of hyperlipidemia initially presented 
with recurrent e. coli vaginal infections. cystoscopy 
was performed with bilateral ureteral lighted stents that 
showed no bladder lesions. Diagnostic laparoscopy was 
then performed which showed the sigmoid colon that was 
noted in the pelvic area with adhesions to the uterus and 
to the anterior abdominal wall. there were some dense 
adhesions to the right fallopian tubes suggestive of the 
location of the tubo-colic fistula. Adhesions were lysed 
with careful dissection for sigmoid mobilization utilizing 
robotic trochars between the sigmoid colon and the 
abdominal wall as wells as between the small bowel and 
bladder. Ureters were identified and protected. rectum 
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and rectosigmoid junction were mobilized and transected. 
Adequate blood flow to the descending colon was checked 
to ensure vascularity. Descending colon and sigmoid 
colon as well as the distal rectum were brought out using 
a Pfannenstiel incision. the end-to-end anastomosis was 
created, and a leak test was performed in the pelvis which 
showed no anastomotic leak.

Results/Outcome(s): results: significant improvement 
was noted following the procedure. the patient was able 
to advance diet and was discharged the next day. Post op 
patient was seen, and no recurrent e. coli vaginal infec-
tions were seen.

Conclusions/Discussion: conclusion: in this case, this 
patient had a complicated sigmoid colon diverticulitis and 
a colo-fallopian fistula. this patient was managed with 
minimally invasive surgical technique which proved to be 
safe and beneficial to the outcome of this patient. there is a 
plethora of sigmoid colon diverticulitis complications such 
as a colo-vesical fistula, colo-vaginal fistula, colo-prostatic 
fistula, colo-cutaneous fistula, and a colo-perineal fistula. 
However, this is the first reported case in the literature 
of a colo-fallopian fistula evidenced by recurrent vaginal 
infections.

SHORT-TERM OUTCOMES OF LAPAROSCOPIC 
COLORECTAL CANCER SURGERY USING A 
NEW ARTICULATION DEVICE, ARTISENTIAL: 
A MULTICENTER RETROSPECTIVE ANALYSIS 
USING A POOLED DATABASE.

ePoster AbstrActs eP375

D. Pyo1, J. Huh1, Y. Lee1, b. Min1, J. Lee5, c. Kim2, 
H. oh3, Y. Yoon1, D. bae4

1Seoul, Korea (the Republic of); 2Chonnam, Korea (the 
Republic of); 3Bundang, Korea (the Republic of); 4Gyeonggi-do, 
Korea (the Republic of); 5Uijeongbu, Korea (the Republic of)

Purpose/Background: the articulating laparoscopic 
devices emulate the arm movement of surgical robots and 
may overcome the limitations of conventional straight 
surgical devices. though initial experiences and case series 
of surgery using articulating devices have been reported, 
their safety and feasibility need more validation because 
most studies included a small number of patients and were 
conducted in a single institution. this multi-center retro-
spective analysis presents the short-term outcomes of the 
largest cohort to date of colorectal cancer patients who 
underwent laparoscopic colorectal cancer surgery using 
articulating devices.

Methods/Interventions: the patients with colorectal 
cancer who underwent laparoscopic surgery using 
Artisential by experienced surgeons in seven tertiary 
hospitals in south Korea between January 2021 and May 
2022 were included. intraoperative and short-term postop-
erative outcome data were analyzed.

Results/Outcome(s): A total of 495 patients were 
included, including 349 (70.5%) colon cancer and 146 
(29.5%) rectal or rectosigmoid junction cancer. the 
median age was 65 and males were 277 (56.0%). Among 
the rectal cancer patients, 22 (24.7%) received neoadju-
vant chemoradiotherapy. the most frequently performed 
surgical procedures were right hemicolectomy (158/495, 
31.9%), followed by anterior resection (146/495, 29.5%), 
and low anterior resection (135/495, 27.3%). in 304 
(61.4%) cases, articulating devices were used in the 
surgeon’s both hands, and in 130 (26.3%) cases, they were 
only used in the surgeon’s right hand. the most frequent 
combination was an articulating spatula in the right hand 
and an articulating grasper in the left hand. the median 
operating time was 149 minutes (interquartile range  
123 – 187 min). there was no case of open conversion. 
the median day of the first bowel movement was post-
operative day 2 (interquartile range 2 – 3). the median 
postoperative hospital stay was 6 (interquartile range  
5 – 8). the incidence of anastomotic leakage that required 
surgical management was 5 (1.0%). the cases of periopera-
tive bleeding that were managed by transfusion and surgery 
were 11 (2.2%) and 1 (0.2%), respectively. the number 
of patients with stage 0, i, ii, iii, and iV was 14 (2.8%), 
128 (25.9%), 130 (26.3%), 185 (37.4%), and 38 (7.8%), 
respectively. the median number of harvested lymph 
nodes was 21 (interquartile range 15 – 31). All specimens 
of rectal cancer showed complete total or tumor-specific 
mesorectal excision quality (93/93, 100%).

Conclusions/Discussion: Laparoscopic colorectal 
cancer surgery using articulating devices is safe and 
feasible. A multi-center prospective clinical trial comparing 
articulating device-assisted surgery and robotic surgery is 
warranted.
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APPLICATION OF ADHESION BARRIER 
ON TEMPORARY LOOP ILEOSTOMY 
SIGNIFICANTLY REDUCED PARASTOMAL 
ADHESION FORMATION AND OPERATION 
TIME AT ILEOSTOMY CLOSURE.

ePoster AbstrActs eP376

M. Do, D. Pyo, s. Yun, H. Kim, Y. cho, J. Huh, Y. Park, 
J. shin, W. Lee
Gangnam-gu, Korea (the Republic of)

Purpose/Background: the use of adhesion barriers was 
well known to reduce postoperative adhesion formation. 
in this study, we assessed the efficacy of sodium hyaluro-
nate and carboxymethyl cellulose (seprafilm) on the ileal 
mesentery during temporary loop ileostomy formation 
in patients with rectal cancer who underwent curative 
resection. We evaluated the degree of parastomal adhesion 
formation and operation time at ileostomy closure.

Methods/Interventions: We retrospectively reviewed 
the electric medical records of consecutive patients with 
rectal cancer who underwent ileostomy closure from 
January 2020 to July 2022 in a single institution. Patients 
were grouped according to the use of seprafilm during 
loop ileostomy formation. operation time were separated 
into the dissection/anastomosis time and closure time. 
Parastomal adhesion formation were recorded as none, 
mild, moderate, and severe.

Results/Outcome(s): Among the overall 310 patients, 
132 (42.6%) were grouped as seprafilm group. the base-
line demographic characteristics including age, sex, body 
mass index, were not different between the groups. in 
terms of type of initial rectal cancer surgery, the proportion 
of minimally invasive surgery were greater in seprafilm 
group (92.4% vs. 83.1%, P = 0.025). the incidence of 
the moderate to severe parastomal adhesion formation 
were 20.5% vs. 44.4% in seprafilm and no-seprafilm 
group, respectively. the dissection/anastomosis time were 
significantly shorter in seprafilm group (33.5 min vs. 48.0 
min, P < 0.0001). the overall operation time was 58.5 
min and 69.0 min in seprafilm and no-seprafilm group, 
respectively. the closure time were not shown statistically 
significant difference between the groups. in multivariable 
regression analysis, none-to-mild parastomal adhesion 
formation and the use of seprafilm were significantly asso-
ciated with dissection/anastomosis time.

Conclusions/Discussion: When seprafilm applied 
to ileal mesentery during loop ileostomy formation, it 
significantly reduced parastomal adhesion formation and 
operation time, especially dissection/anastomosis time. 
therefore, seprafilm may decrease surgical difficulties for 
ileostomy closure.

STAPLED EXTRACORPOREAL ILEOCOLIC 
ANASTOMOSIS USING THE “BARCELONA” 
TECHNIQUE FOR LAPAROSCOPIC RIGHT 
HEMICOLECTOMY; A SINGLE SURGEON’S 
EXPERIENCE.

ePoster AbstrActs eP377

L. Kang, K. Welch
Akron, OH

Purpose/Background: We report our experience 
with the barcelona technique to create an extracorpo-
real stapled ileocolic anastomosis during laparoscopic 
right hemicolectomy (LrHc). this technique has been 
routinely used for ileostomy reversal, but its utility in colon 
operations has not been described to date in the United 
states. We describe our experience with the barcelona 
technique in creating extracorporeal ileocolic anastomosis 
for both benign and malignant conditions.

Methods/Interventions: the operation is begun lapa-
roscopically. the ileocolic pedicle is identified, and the 
ileocolic artery is divided. the right colon is mobilized up 
to the hepatic flexure with the medial-to-lateral approach 
and the right branch of the middle colic artery is divided. 
We then perform the barcelona technique as follows: the 
proximal and distal resection margins of the right colon 
and terminal ileum are extra-corporealized via a small 
midline laparotomy and approximated, an enterotomy is 
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made in each limb, a stapled common channel is created, 
and the same stapler is used to create a side-to-side, 
functional end-to-end anastomosis and amputate the 
specimen. We use two 75 mm blue loads with one linear 
cutting stapler to create this anastomosis. We report the 
characteristics and outcomes of a single surgeon’s series of 
14 patients who underwent LrHc and barcelona ileocolic 
anastomosis between 2021-2022.

Results/Outcome(s): 14 patients underwent LrHc 
with extracorporeal ileocolic anastomosis using the 
barcelona technique. 13 cases were due to right-sided 
colon cancer and one was due to a benign stricture. the 
average age was 68 years. Average bMi was 24.7. For the 
oncologic resections, there were adequate margins and 
the average number of lymph nodes harvested were 21. 
Average operative time was 156 minutes. there were 
no anastomotic leaks. one patient had prolonged ileus 
resolved with bowel rest. there were no short- or long-
term complications requiring invasive intervention.

Conclusions/Discussion: We found that the barcelona 
technique is a safe, cost-effective method to perform 
ileocolic anastomosis during LrHc without added 
complication or compromise in oncologic outcomes. All 
ileocolic anastomoses performed in our patient series 
were successfully completed with two firings from a single 
linear stapler. Although the barcelona technique is our 
anastomotic technique of choice for LrHc, its use should 
take into consideration key factors such as the mobility 
of the mesentery, ability to obtain adequate oncologic 
margins, and body mass index.

IMPLEMENTATION OF A STRUCTURED 
ROBOTIC COLORECTAL CURRICULUM FOR 
GENERAL SURGERY RESIDENTS.

ePoster AbstrActs eP378

K. Unruh, s. stovall, L. chang, s. Deal, J. Kaplan, 
r. Moonka, n. Wiegand, V. simianu
Seattle, WA

Purpose/Background: the rate of robotic colorectal 
surgery has almost quadrupled at our institution over the 
past four years. Accordingly, there is increasing demand 
for earlier colorectal robotic training for general surgery 
residents, both at the bedside and on the console. As such, 
we implemented a robotic colorectal surgery curriculum to 
increase resident proficiency on the robotic platform and 
to graduate residents with an equivalency certificate in 
robotic surgery.

Methods/Interventions: our curriculum was intro-
duced in 2019 and consists of didactics, virtual and 
tissue simulations, and clinical case performance. of 70 
modules on the simnow® platform, 13 are mapped to 
the colorectal rotation. simulation and clinical objectives 
for common robotic colorectal operations are specified for 
both junior residents (post-graduate years 1-2) and senior 

residents (post-graduate years 3-5). the robotic colorectal 
surgical experience was characterized by comparing robotic 
to non-robotic operations, differences in robotic operations 
across post-graduate year (PGY) on the colorectal service, 
and percentage of graduates achieving an equivalency 
certificate. robotic operations are tracked using AcGMe 
case log annotation. equivalency certificate of da Vinci® 
robotic surgical training is provided to all residents 
meeting criteria by graduation.

Results/Outcome(s): between years 2017 and 2021, 
24 residents logged 681 major large bowel operations on 
the colorectal service (PGY 1 mean = 7.6 +/- 4.56, PGY 
4 mean = 29.7 +/- 14.4, PGY 5 mean = 29.8 +/- 14.8). 
robotics made up 24% of PGY 1 (49% laparoscopic, 27% 
open), 35% of PGY 4 (35% laparoscopic, 29% open) and 
41% of PGY 5 (44% laparoscopic, 15% open) colorectal 
operations. robotic bedside experience is primarily during 
PGY 1 and 2, while most PGY 4 and 5 robotic operations 
are on the console (Figure 1). robotic certification was 
achieved by 50% of graduates in 2019, 80% in 2020, and 
100% in 2021 and 2022.

Conclusions/Discussion: our structured robotic 
colorectal curriculum for general surgery residents has 
facilitated early bedside robotic training for junior residents 
and console experience for senior residents without dimin-
ishing exposure to open and laparoscopic colorectal opera-
tions. since implementation, there has been an increase in 
robotic certification for our graduates. We plan to continue 
our examination of this curriculum by following trends of 
robotic console experience as our current junior residents 
progress through the robotic colorectal curriculum.

Figure 1
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RADIOLOGIST INTER-RATER RELIABILITY FOR 
SIGMOID VOLVULUS ON CT SCANS.

ePoster AbstrActs eP379

e. satchell, b. sylvester, b. cagir
Sayre, PA

Purpose/Background: Up-to-date defines a delay in 
intervention for sigmoid volvulus as a wait period longer 
than 48 hours. Delays in care lead to increases in compli-
cation rates, readmission, and reintervention. our institu-
tion often diagnoses sigmoid volvulus with computerized 
tomography (ct) scan, making the radiologist read highly 
important. We aimed to determine interrater reliability on 
patients seen at our institution.

Methods/Interventions: there were 68 cases of sigmoid 
volvulus between 2007 and April 2022. 27 of these were 
in unique patients diagnosed by ct. two independent 
radiologists reviewed the 27 images without knowledge of 
each other’s, or the original reader’s, reports. radiology 
categorization of the reading fell into three categories: 
Volvulus, inconclusive, and no Volvulus.

Results/Outcome(s): radiologists disagreed on twelve 
patients. the interrater reliability was 55.56% (κ =.33, 
95% ci: [.05, .62]). two patients had interventions 
outside the defined 48-hour window. one of these two 
underwent surgical intervention, however no evidence of 
volvulus was found in the or.

Conclusions/Discussion: the importance of an accu-
rate radiologist read cannot be overstated. While imaging 
remains a key diagnostic tool in deciding if patients should 
undergo surgical correction of their volvulus, we suggest 
that additional training for recognition of sigmoid volvulus 
improve reliability.

GIANT GALLSTONE: A RARE CASE OF 
CONCOMITANT CHOLECYSTOCOLONIC AND 
COLOCUTANEOUS FISTULAS.

ePoster AbstrActs eP380

H. Lanser, A. shu, M. James
Pontiac, MI

Purpose/Background: cholecystoenteric fistulas are 
a rare complication of gallstone disease seen in ~0.1% 
of cholecystectomy procedures which are associated with 
high morbidity and mortality [2, 5, 7]. Fistulous communi-
cations from the gallbladder are commonly identified in the 
duodenum (75-80%), followed by the colon (10-25%), and 
then stomach (5%) [10]. cholecystocolonic fistula typi-
cally form as a result of an aberrant connection between the 
gallbladder and the right colon [3]. Due to the rarity of this 
condition and variable presentations, there are diagnostic 
and treatment challenges. Delayed operations to manage 
these fistula are controversial. there is no consensus on 
the efficacy of minimally invasive surgical approaches. 
We report a rare case of cholecystocolonic fistula with the 

transverse colon leading to gallstone impaction into and 
subsequent perforation of the sigmoid colon that presented 
as a colocutaneous fistula who was managed successfully 
with a delayed single-stage robotic approach.

Methods/Interventions: A previously healthy 
74-year-old woman presented with a two-week history 
of progressively worsening abdominal pain and phys-
ical exam findings consistent with suprapubic abdominal 
wall abscess. After initial evaluation, a cholecystocolonic 
fistula as well as large gallstone within the sigmoid colon 
causing a contained perforation and colocutaneous fistula 
was discovered on contrast computed tomography (ct) 
imaging. she underwent incision and drainage of the 
abscess and failed flexible sigmoidoscopy to attempt gall-
stone retrieval. she was discharged with oral antibiotics 
with plans for delayed surgical management once infection 
and inflammation had subsided. two months later, she 
underwent an elective robotic repair of the cholecystoco-
lonic and colocutaneous fistulas. the patient’s postopera-
tive course was uneventful and she was discharged to home 
on postoperative day three.

Results/Outcome(s): robotic approach allowed for 
excellent visualization as well as concomitant repair of 
both fistulas. the patient’s postoperative course was 
uneventful and she was discharged to home on postoper-
ative day three. in short-term follow-up, the patient had 
resolution of symptoms and no signs of recurrence.

Conclusions/Discussion: complicated cholecystoco-
lonic fistulas are extremely rare, with most reported cases 
presenting with sigmoid obstruction [8, 9]. We describe 
the first report of a patient with cholecystocolonic fistula 
who presented with a colocutaneous abscess resulting from 
contained perforation of the sigmoid colon. Delayed oper-
ative interventions should be considered to allow infection 
and inflammation to subside and allow for a minimally 
invasive approach. We present a patient who underwent 
successful delayed management of complicated gallbladder 
disease with concomitant cholecystocolonic and colocuta-
neous fistulas using a single-stage robotic approach.
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CLINICAL UTILITY OF ROUTINE ABDOMINAL 
DRAINS FOLLOWING SUBTOTAL COLECTOMY 
IN PATIENTS WITH ULCERATIVE COLITIS.

ePoster AbstrActs eP381

A. shellito, A. ricardo, t. Helbig, A. Greenstein, 
s. Hahn, P. sylla, s. Khaitov
New York, NY

Purpose/Background: rectal stump leak is a rare but 
morbid complication after subtotal colectomy (stc) for 
ulcerative colitis (Uc). it is many surgeons’ preference to 
routinely place an abdominal or pelvic drain to capture 
rectal stump leaks post-operatively given the level of 
inflammation, increased use of immunosuppressive medi-
cations and malnutrition plaguing patients with Uc. 
However, abdominal drains are not without morbidity 
themselves. they may not be routinely necessary in this 
population. We hypothesize that abdominal drains placed 
after stc for Uc do not consistently detect rectal stump 
leaks and other early post-operative complications.

Methods/Interventions: We performed a retrospective 
chart review of an institutional prospective ibD database 
to identify all Uc patients undergoing stc from 2017 
to 2022. Patients undergoing ileorectal or ileoanal anas-
tomosis at first the operation and patients undergoing 
concurrent abdominal operations (e.g., liver resection) 
were excluded. operative reports were reviewed to collect 
drain data. Patient demographics, perioperative factors 
and post-operative complications were collected.

Results/Outcome(s): 346 Uc patients underwent stc 
during the 5-year time period. ninety six percent (n=332) 

of patients had an abdominopelvic drain placed during stc 
and 4% (n=14) did not. stc was performed emergently in 
57 patients (16%) and electively or semi-electively in 289 
(84%) of patients. indication for stc was medically refrac-
tory disease in 92% of patients. All drains were removed 
prior to index discharge. rectal stump leak was diagnosed 
in 4 patients (0.9%). rectal stump leak patients presented 
with pelvic abscess or peritonitis. Mean time to diagnosis 
of leak was 9.8 days (range 7 to 12 days). All four patients 
had drains placed at initial surgery, however the drains 
were removed prior to hospital discharge and not present 
at time of leak. there were 6 patients (1.7%) who had post 
operative bleeding requiring blood transfusion. All 6 cases 
of bleeding were from endoluminal bleeding (either rectal 
stump or ileostomy). there were 0 patients with abdominal 
bleeding, and 0 instances where abdominal drains were 
used to diagnose bleeding. there were 2 patients (0.6%) 
identified with post operative chylous leak. the abdominal 
drains diagnosed the leak in both patients by exhibiting 
milky fluid. the chyle leaks did not require intervention 
apart from low fat diet.

Conclusions/Discussion: this 5-year review of Uc 
patients undergoing stc found that a vast majority of 
patients had an abdominal drain placed during the index 
operation. these drains did not aid in the diagnosis of 
rectal stump leak as they were removed prior to patients 
presenting with leak. our findings challenge the routine 
placement of abdominal drains during subtotal colectomies 
for ulcerative colitis as they may not help in the diagnosis 
of post-operative complications.

CROHN’S DISEASE IN CHILDHOOD. CASE 
REPORT.

ePoster AbstrActs eP382

M. ePstein, F. Milan sapuppo
Sao Paulo, Brazil

Purpose/Background: chron’s disease is a chronic 
transmural granulomatous inflammatory disordes, a type 
of inflammatory bowel disease that may occur in any part 
of the gastrointestinal tract, including the mouth. the 
incidence of the childhood-onset disease is estimated to 
be 0.1-11.2 cases per 100.000 individuals per year and 
and an aetiopathogenesis role of immunological, genetic, 
environmental, psychosocial and dietary factors has been 
suggested. Purpose: to report a case of chron’s disease in 
childhood with symptoms that started at 18 months of age.

Methods/Interventions: Female patient, 10 years old, 
diagnosed at age of 4 with crohn’s disease. the mother 
reports that at 18 months of age she started to have 
peripheral arthritis and was treated with methotrexate 
with partial improvement. After one year she presented 
recurrent episodes of diarrhea and a diagnostic hypoth-
esis was made of a side effect of methotrexate, which was 
descontinued. Ath 4 years of age, she presented a new 
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episode of arthritis associated with diarrhea and underwent 
a colonoscopy that showed granulomatous ileitis with a 
biopsy compatible with crohn’s disease.

Results/Outcome(s): Adalimumab was started and 
methrotexate reintroduced. the patient presented remis-
sion of symptoms for 3 years, and at 7 years of age, she 
presented diarrhea, anemia and signs of malnutrition. the 
patient underwent a colonoscopy that showed granulo-
matous ileocolitis (Figure 1) and a biopsy of the terminal 
ileum showed erosive ileitis with microgranulomas and a 
right colon with exuberant granulation tissue and mixed 
inflammatory infiltrate. Left colon with erosive colitis 
and foci of cryptitis and apoptosis. the patient also had a 
positive asca and fecal calprotectin above 1800. she was 
hospitalized and administered intravenous corticosteroids 
and infliximab was started, with improvement in symp-
toms. the patient is currently in clinical remission using 
infliximab.

Conclusions/Discussion: At the present, the exact 
cause of ibD is not known. the most commonly accepted 
hypothesis for the pathogenesis of ibD is that inflamma-
tion develops in the gut following interactions between 
the intestinal microbiota and host immune mechanisms 
in an individual with underlyng genetic risk factors, with 
environmenta infuences also playing an important role. 
extra-intestinal manifestations of ibD can be present at 
diagnosis or develop subsequently, in up to 30% of indi-
viduals. biological therapies have clear roles in the induc-
tion of remission in severe disease and in the subsequent 
maintenance of disease with ongoing dosing. the efficacy 
and safety of both infliximab and adalimumab has been 
considered in children and adolescents. Many of these are 
biological therapies that are able to considered consequent 
to improved understanding of the complex inflammatory 
events in ibD.

RISK OF RECTAL NEOPLASM IN PATIENTS 
WITH RECTAL STUMP OR ILEORECTAL 
ANASTOMOSIS FOR ULCERATIVE COLITIS: A 
SYSTEMATIC REVIEW.

ePoster AbstrActs eP383

J. chacko, c. evans, M. Ahmed, A. Patel
Coventry, United Kingdom

Purpose/Background: Patients with Ulcerative colitis 
who undergo colectomy continue to experience a higher 
risk of rectal cancer (rc) in either the residual rectal 
stump (rrs) or with ileorectal anastomosis (irA). 
Previous studies have reported that the incidence of rectal 
cancer is approximately 2.2% and 3.25% respectively in 
these groups. A recent retrospective study (July 2021) 
involving over 400 000 patients analysing the effect of 
biologics reported a reduced risk of cancer with the use 
of biologics; an odds ratio of 0.78. this systematic review 
aims to evaluate the risk of rectal cancer in patients who 
have undergone colectomy with rrs or irA and establish 
if this risk is reduced with the use of biologics.

Methods/Interventions: A systematic review was 
performed with searches undertaken on: Medline, Web of 
science, eMcAre, cinAHL, cochrane Library and trip 
Databases. two authors independently screened the arti-
cles to identify the relevant articles. studies were included 
if outcomes were reported separately for Uc in irA and 
rrs; no date restrictions were applied. the following 
terms were used: (rectal neoplasm* or rectum neoplasm* 
or rectal tumour* or rectal tumor* or rectal cancer* 
or “cancer of the rectum”) AnD “ulcerative colitis” 
AnD (colectomy or “rectal stump” or “pouch-anal 
anastomosis”)

Results/Outcome(s): A total of 890 articles were 
screened following the removal of duplicates for which 
35 were included in this study for both rrs(n=10) and 
irA (25). they mostly consisted of retrospective cohort 
studies (n=30; prospective n=5) in which patients were 
followed up with surveillance in the form of endoscopies. 
this produced a pooled total population of 5767 (irA, 
n=3154), the mean patients per study was 165 with a 
range of 7-1607. this population ranged from all studies 
varying from earliest 1940 to the latest 2019. not all 
studies included a mean follow up since colectomy was 
performed. rectal neoplasms were detected in 151 of 
these patients producing a pooled risk of 2.62% (95% 
confidence interval (ci), 1.90-4.32). the risk was higher 
in irA (3.55% (n=122, ci 1.79-5.05) versus 1.49% 
in rrs (n=39, ci 0.90-3.77)). no studies analysed or 
reported the association with the use of biologics vs the 
risk factor in neoplastic development in patients who 
underwent colectomy.

Conclusions/Discussion: this systematic review 
suggests that the risk of rectal cancer is 2.62% in patients 
with Ulcerative colitis following colectomy with rrs or 
irA. Future studies need to assess the effect of biologics 
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on the development of neoplasm in colectomy patients and 
develop endoscopic surveillance schedules that address 
varying risk.

EXAMIANTION UNDER ANAESTHESIA FOR 
THE INVESTIGATION OF HIGH GRADE 
INTERNAL RECTAL PROLAPSE - THE 
OVERLOOKED INVESTIGATION.

ePoster AbstrActs eP384

H. Drysdale
Woolloongabba, QLD, Australia

Purpose/Background: the accurate diagnosis of high 
grade internal rectal prolapse (HGirP) can be challenging. 
Many sources describe a defacating protocogram (DPG) 
as the ‘gold standard’ investigation for the diagnosis of 
HGirP. An alternative method for the diagnosis includes 
an examination under anaesthesia (eUA). eUA involves 
the examination of an anaesthetised patient in the oper-
ating theatre. no data has validated the role of eUA for 
the investigation of HGirP. our philosophy, and reflected 
practice, is that if a DPG that does not demonstrate 
HGirP then this does not necessarily exclude the diag-
nosis of HGirP. if there is sufficient clinical concern for 
HGirP, despite a negative DPG, an eUA is undertaken. 
the aim of this study is to assess whether an eUA demon-
strates different findings to the DPG and if it changes 
clinical management.

Methods/Interventions: A retrospective review of 
patients seen between May 2014 and June 2022 in Queen 
elizabeth ii Hospital, a busy quaternary pelvic floor unit 
in brisbane, Australia was performed. Patients who had 
an eUA of the rectum for investigation of symptoms 
consistent with a suspected HGirP were identified from 
the pelvic floor database. An individual review of these 
patient’s medical records was then undertaken to review 
their presentation, previous investigations and findings of 
the eUA.

Results/Outcome(s): Forty patients were identified. 
thirty-eight were female and there was a median age of 
66. At their initial pelvic floor clinic appointment, 34 
(85%) were thought to have internal rectal prolapse on 
Dre. on presentation, patients had a median Faecal 
incontinence severity score (Fisi) of 15 (range 4-50), a 
median obstructed Defecation score (oDs) of 11 (range 
0-22) and a median constipation scoring system (css) of 
12 (range 0-23). At eUA, 30 patients (75%) had a HGirP. 
of the 30 patients with HGirP at eUA, 19 had a previous 
DPG performed. Fifteen (79%) of these DPGs showed no 
evidence of HGirP. of these 15 patients with HGirP on 
eUA with a ‘negative’ DPG for HGirP all went on to have 
surgical management of their HGirP.

Conclusions/Discussion: Half of the patients in this 
series with a HGirP at eUA (15 patients) had previously 
had a DPG which did not demonstrate a HGirP. this 

supports that if there is a clinical suspicion of HGirP, 
despite a negative DPG, patients should proceed to an 
eUA. this was a clinically significant result for these 
patients, because all of these patients then proceeded to 
operative intervention. HGirP can be difficult to diag-
nose. When clinically suspected, a negative DPG should 
not exclude the diagnosis of HGirP. A multi-modal 
approach to diagnosis is essential as no single test can be 
consistently relied upon. eUA may be helpful in cases of 
diagnostic uncertainty and should not be overlooked as a 
key investigation in the diagnosis of HGirP.

UTILIZING REMOTE, VIDEO-BASED PELVIC 
FLOOR PHYSICAL THERAPY FOR RECTAL 
CANCER PATIENTS: A FEASIBILITY TRIAL 
PROTOCOL.

ePoster AbstrActs eP385

n. coppersmith, K. reinhart, e. ray, i. Leeds, H. Pantel, 
V. reddy, A. Mongiu
New Haven, CT

Purpose/Background: Low anterior resection syndrome 
(LArs) can greatly afflict patients’ quality of life after 
undergoing treatment for rectal cancer. Post-operative 
pelvic floor physical therapy (PFPt) is one treatment 
methodology employed that has shown promising results 
to improve LArs symptoms. However, at present patient 
access to PFPt is limited by geographic, scheduling, and 
travel restraints. remote PFPt could help patients access 
vital physical therapy and improve their quality of life, and 
remote physical therapy has been shown to be a feasible 
alternative to in-person therapy for patients with other 
malignancies and chronic illness. the feasibility of remote, 
video-based PFPt has not been studied. this trial will seek 
to understand the feasibility of remote, video-based PFPt 
for post-treatment rectal cancer patients.

Methods/Interventions: rectal cancer patients planned 
for surgery (low anterior resection +/- protective ileostomy) 
will be recruited to the study pre-operatively, with planned 
program start following the two-week post-operative visit. 
We have created a graded intensity PFPt exercise web 
application designed by PFPt specialists at our institu-
tion. there will be one cohort with 10 patients. Patients 
will meet with a therapist at the start of the program for 
instruction in the exercises and to distribute equipment 
(exercise bands). exercise instructional videos will be 
hosted on a secure server at our institution with access 
links sent via the electronic medical record (eMr) portal 
(ePic Mychart) and may be viewed on any computer or 
mobile device. Patients will follow the exercise program 
for eight weeks. the website will collect usage data from 
each patient. Patients will complete pre-trial, weekly, and 
exit surveys through the website that will assess patient 
satisfaction as well as other metrics. An exit evaluation 
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performed by a pelvic floor physical therapist will score 
how well patients are able to complete the exercises.

Results/Outcome(s): the primary outcome will be 
feasibility as measured by patient retention, video usage 
and completion, adverse events, usability (system usability 
scale), and patient satisfaction. the secondary outcomes 
will be quality of life measures, low anterior resection score, 
neuropathy score, and the extent that patients are able to 
correctly perform the PFPt exercises at the end of the trial 
as evaluated by trained pelvic floor physical therapists.

Conclusions/Discussion: this feasibility project will be 
the first step towards understanding the utility of remote 
PFPt on postoperative rectal cancer patients, the majority 
of whom suffer from LArs in the immediate postoperative 
period. the path forward will be a clinical trial to evaluate 
the effectiveness of remote PFPt in treating LArs and a 
feasibility trial to understand the potential of remote PFPt 
prehabiliation on the mitigation of the development of 
LArs.

DOES OBESITY IMPACT THE RESULTS OF 
SACRAL NERVE STIMULATION FOR FECAL 
INCONTINENCE?

ePoster AbstrActs eP386

e. Duchalais1, D. Mege2, A. Leroy3, c. brochard4, 
G. Meurette5

1Nantes, France; 2Marseille, France; 3Rouen, France; 
4Rennes, France; 5Geneve, Switzerland

Purpose/Background: obesity negatively impacts 
the results of dietary measures and sphincter repair in  
the management of fecal incontinence (Fi). However, the 
results of sacral nerve stimulation (sns) in obese patients 
suffering from Fi have never been specifically studied. the 
aim of this study was to compare the functional results of 
sns between obese and non-obese patients treated for Fi in 
a large prospective cohort.

Methods/Interventions: the data of all patients 
implanted with permanent sns for Fi in fours centers were 
prospectively collected. the severity of Fi was evaluated by 
the cleveland clinic score (ccs). Quality of life was eval-
uated by the French version of the Ascrs quality of life 
questionnaire (FiQL). Patients completed questionnaires 
at baseline, 6 months, 1 year postoperatively and then 

once a year. Morbidity rates, ccs and FiQL score were 
compared between obese (bMi ≥ 30 kg/m2) and non-obese 
patients (bMi < 30 kg/m2). Generator lifespan was calcu-
lated according the Kaplan-Meier method.

Results/Outcome(s): A total of 613 patients were 
implanted with permanent sns (599 females, mean age = 
61±13 years), including 125 (20%) obese patients. obese 
patients presented more frequently with diabetes than 
non-obese patients (24% vs 4%; p<0,0001). However, the 
rate of infection of the device did not significantly differ 
between groups (5% vs 3% ; p=0,43). the rate of revi-
sion due to loss of efficacy was significantly lower in obese 
patients (2% vs 10% ; p=0,005) but definitive explant 
rate (17% vs 19% ; p=0,68) and generator lifespan were 
similar between groups. ccs and FiQL scores significantly 
improved from baseline to either 1-3 years and 4-5 years 
in both groups, without any difference between obese and 
non-obese patients at each time point.

Conclusions/Discussion: sns achieves similar func-
tional and quality of life results in obese patients compared 
to non-obese patients, with the same safety results. these 
data encourage to emphasize sns rather than other 
surgical alternatives impacted by bMi in the treatment of 
Fi in obese patients.

IMPACT OF QUALITY METRICS AND MARKET 
FACTORS ON PROCTECTOMY PRICING: 
A NATIONAL ANALYSIS OF LEAPFROG 
HOSPITALS.

ePoster AbstrActs eP387

s. Masoud, A. García-González, c. Mantyh, J. Migaly, 
M. cerullo
Durham, NC

Purpose/Background: Hospital charges for complex 
operations like proctectomy are historically varied 
and opaque. the centers for Medicare and Medicaid 
services (cMs) price transparency rule aims to facilitate 
cost-conscious decision-making. novel data platforms 
provide insight into negotiated payer-specific prices. We 
hypothesized that high volume centers have greater price 
transparency and lower prices for proctectomy.

Methods/Interventions: the Leapfrog Hospital survey 
was used to identify participant hospitals. Proctectomy was 
defined by current procedural terminology (cPt) codes 
for total abdominal colectomy, abdominoperineal and low 
anterior resection, and pelvic exenteration. Pricing and 
financial performance were derived from the turquoise 
Health research Dataset and cMs Medicare cost 
reports. Herfindahl-Hirschman index (HHi) estimated 
monopolization in each hospital referral region. Modified 
Poisson regression evaluated associations between opera-
tional characteristics, quality indicators, and price disclo-
sure. two-part models queried average marginal effects of 
hospital factors on proctectomy prices.
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Results/Outcome(s): of 946 Leapfrog Hospitals, 538 
(56.87%) disclosed proctectomy prices. Disclosing hospitals 
were more likely to exceed 20 operations annually (25.7% 
vs. 18.8%, p=0.01) and achieve the two highest Leapfrog 
ratings for proctectomy (30.4% vs. 22.6%, p=0.01). 
Disclosing hospitals had higher net margins (1.20% vs. 
-4.90%, p<0.01) and charge-to-cost ratios (6.26 vs. 4.83, 
p<0.01). in multivariate analysis, location in a populous 
metro, for-profit and government status, teaching affilia-
tion, net margin, and bed size predicted disclosure (table 
1). Market monopolization predicted lower transparency, 
but also decreased Medicare prices by $4174 (95% ci 
$1846 - $6503, p<0.001) in moderately monopolized and 
$3901 (95% ci $1375 - $6426, p<0.01) in highly monopo-
lized markets. For-profit ownership decreased proctectomy 
prices an average $6558 (95% ci $4163 - $8953, p<0.001) 
and $2956 (95% ci $1407 - $4505, p<0.001) under 
private and Medicare insurance, respectively. For every 
ten hospital beds added, private insurer prices increased an 
average $122 (95% ci $45 - $200, p<0.01). Multivariate 
analyses did not show significant impacts of procedure 
volume or Leapfrog ratings on proctectomy prices or their 
disclosure.

Conclusions/Discussion: A national analysis of Leapfrog 
hospitals demonstrated high rates of price non-disclosure 
for proctectomy. Price transparency was driven by higher 
net margins, bedsize, metro area, teaching affiliation, and 
hospital ownership. Hospital competition and non-profit 
status, rather than surgery at high-volume centers of excel-
lence, correlated with higher prices. our findings suggest 
proctectomy pricing remains uncoupled from markers of 
quality. Market forces appear to be a major driver in price 
transparency and should be considered in policies incentiv-
izing disclosure and cost-reduction.

THE IMPACT OF PROLONGED OPERATIVE 
TIME ASSOCIATED WITH MINIMALLY 
INVASIVE COLORECTAL SURGERY: A REPORT 
FROM THE SURGICAL CARE OUTCOMES 
ASSESSMENT PROGRAM.

ePoster AbstrActs eP388

K. Unruh1, A. bastawrous1, s. Kanneganti2, J. Kaplan1, 
r. Moonka1, L. rashidi2, A. sillah1, V. simianu1

1Seattle, WA; 2Tacoma, WA

Purpose/Background: Prolonged operative time 
in colorectal surgery is associated with worse surgical 
outcomes. in contrast, laparoscopic and robotic (minimally 
invasive) operations have improved outcomes despite 
longer operative times, making the impact of prolonging 
these operations less clear. in addition, the definition 
of “prolonged” operative time has not been consistently 
defined. the goal of our study was to first define prolonged 
operative time across several colorectal operations and 
surgical approaches. We then used this definition to eval-
uate the impact of prolonged operative time on short-term 
surgical outcomes.

Methods/Interventions: A cohort of six common, 
elective colorectal operations was created from sites 
participating in the surgical care outcomes Assessment 
Program. Prolonged operative time was defined as the 75th 
quartile of operative times for each operation and surgical 
approach (open, laparoscopic, or robotic). outcomes were 
length of stay (Los), discharge home, and combined 
adverse events (cAe). both linear and logistic regression 
models were used to account for factors that could impact 
both operative time and length of stay across the strata of 
open and minimally invasive approaches.

Results/Outcome(s): From 2011-2019, 23,098 elective 
colorectal operations were included from 42 hospitals. 
these operative times were stratified by operation and 
surgical approach to define prolonged operative time 
(Figure 1). Prolonged operative time was associated with 
longer median length of stay (7 vs. 5 days open, 5 vs. 4 days 
laparoscopic, 4 vs. 3 days robotic), more frequent compli-
cations (42% vs. 28% open, 24% vs. 17% laparoscopic, 
and 27% vs. 13% robotic), but similar discharge to home 
(86% vs. 87% open, 94% vs. 94% laparoscopic, and 93% 
vs. 96% robotic). After adjustment, each additional hour 
of operative time was associated with 0.65 (0.57, 0.72) days 
longer length of stay for open operations compared to 0.39 
(0.35, 0.44) days longer for minimally invasive operations.

Conclusions/Discussion: Prolonged operative time is 
associated with longer length of stay and higher probability 
of complications, but this detrimental effect is diminished 
with minimally invasive approaches. though our study 
has multiple limitations including unadjusted surgeon bias 
and learning curves, our findings support the use of mini-
mally invasive approaches, even in prolonged colorectal 
operations.
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Figure 1. operative time distributions by operationa nd operative 
approach

EVALUATING CLINICAL PRACTICE 
GUIDELINES FOR THE MANAGEMENT OF 
RECTAL CANCER: DID THEY GET IT RIGHT?

ePoster AbstrActs eP389

M. cai, s. Mayo, r. cotter, s. Wong
Lebanon, NH

Purpose/Background: the management of rectal cancer 
has undergone profound changes in recent years, high-
lighting the importance of multidisciplinary care. With the 
increasing complexity of oncologic management, clinical 
Practice Guidelines (cPGs) are crucial in assisting health-
care providers with delivering high-quality, evidence-based 
patient care. Despite their significance, cPGs vary widely 
in quality, content, and structure. the reporting items for 
practice Guidelines in Healthcare (riGHt) checklist was 
created in 2017 to improve the reporting process of cPGs. 
in this study, we utilized the riGHt checklist to assess 
the reporting quality of four frequently referenced cPGs 
addressing the management of rectal cancer.

Methods/Interventions: Four specialty-specific cPGs 
(Ascrs, American society of colon and rectal surgeons; 
esMo, european society of Medical oncology; nice, 
national institute for Health and care excellence; 
nccn, national comprehensive cancer network) for 
the management of rectal cancer published between 
January 2017 and september 2022 were identified. each 
cPG was quantitatively assessed using the validated 
22-item riGHt checklist tool across 7 domains. three 
authors independently reviewed and scored each cPG 
individually. Disagreements were resolved with discus-
sion and each cPG then received a final score based on 
author consensus. Additionally, qualitative analysis was 
performed to capture contrasting attributes and themes 
across the guidelines.

Results/Outcome(s): the riGHt checklist items 
fulfilled by each cPG ranged from 13 to 17 (out of 22). 
each guideline was structurally disparate and demon-
strated significant variation across the checklist domains. 

each cPG had unique categories of weakness (Figure 
1). Ascrs was lacking in basic information (1 out of 
4 items), esMo in evidence (1 out of 3), nccn in 
recommendations (1 out of 3), and nice in review 
and Quality Assurance (0 out of 2). common themes 
that emerged through qualitative analysis included a 
paucity of discussion pertaining to the financial impact of 
rectal cancer management as well as lack of transparency 
regarding the processes used to gather, evaluate, and 
display evidence for management recommendations.

Conclusions/Discussion: While no cPG assessed in 
this study fulfilled all riGHt checklist criteria, each 
demonstrated areas for improvement in different domains. 
this variation implies that individual components are 
already present in contemporary cPGs, and that careful 
implementation of the components of the riGHt check-
list would allow experts to create a guideline adhering to 
high quality reporting standards. Despite the wide varia-
tion in the structure of each cPG included in this study, 
the ability to effectively convey recommendations was 
maintained. Utilizing a tool such as the riGHt checklist 
in creating a guideline helps developers report their work 
to clinicians in a safe, transparent, and efficient manner.

RARE INSTANCE OF REFRACTORY RECTO-
SEMINAL VESICLE FISTULA AFTER LAR: CASE 
REPORT AND MANAGEMENT.

ePoster AbstrActs eP390

L. nelson, b. Mistretta, J. thiele, J. cooper, J. rakinic
Springfield, IL

Purpose/Background: A 65 year old male with Htn 
and DM underwent an ultralow anterior resection with a 
diverting loop ileostomy in April 2014 after chemoradia-
tion for stage 3 rectal cancer. He developed a long-term 
refractory seminal vesicle fistula requiring complex inter-
ventions as late as 2022. this report details the manage-
ment as a discussion of the options for treating this rare 
and difficult problem. Patient initially healed well from 
LAr and underwent ileostomy reversal in Dec 2014 after 
a normal appearing sigmoidoscopy and contrast study. 
1 month later, he developed pneumaturia. cystoscopy 
did not identify a colovesical fistula, however ct and 
Mri identified obvious air within the left seminal vesicle 
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indicative of a fistula. He was initially treated conser-
vatively with antibiotics which improved his symptoms. 
However, several months later, he developed further wors-
ening of pneumaturia, recurrent Utis, and rectal bleeding. 
Fistulous tract with friable granulation tissue was present 
on sigmoidoscopy. biopsies were negative for a recurrent 
malignancy.

Methods/Interventions: transanal approaches were 
initially considered to avoid the risks of a re-operative 
pelvic surgery. endorectal advancement flap was preferred 
but was impossible due to the patient’s anatomy and scar 
tissue. A cook fistula plug was inserted into the obvious 
fistula opening and secured in place. Patient then devel-
oped a refractory phlegmon and abscess of the seminal 
vesicle and surrounding area. Diverting loop ileostomy was 
performed in 2016 to manage this. He remained diverted 
for 5 years. in sept 2021, he desired reversal thus under-
went flexible sigmoidoscopy with note of only a small 
dimple at the anterior anastomosis: 2 resolution clips were 
placed.

Results/Outcome(s): one month later, contrast enema 
demonstrated no evidence of residual fistula. this was 
confirmed with direct injection of contrast into the seminal 
vesicles via transrectal ultrasound. in Feb 2022, after final 
endoscopic confirmation of an intact anastomosis, the 
ileostomy was taken down. He was asymptomatic until 
Aug 2022 when he developed profound fecaluria, fevers, 
and pelvic pain. ct demonstrated a large feculent pelvic 
collection communicating with the colorectal anastomosis 
and the bladder. He was taken to the operating room for 
resection of his anastomosis, fistula takedown, washout, 
and colostomy. there was obvious complete disruption of 
the anastomosis into the pelvic abscess cavity with erosion 
into the bladder. Final pathology was negative for recur-
rent malignancy. recovery was uneventful.

Conclusions/Discussion: recto-seminal vesicle fistula 
is an unusual presentation rarely reported in the literature, 
a small portion of which are complication of LAr. this 
case details the management options when these fistulas 
are refractory to conservative treatment.

EVALUATION OF THE EFFECT OF SPHINCTER 
PRESERVING SURGERY FOR RECTAL 
CANCERS ON ANORECTAL FUNCTION USING 
ANORECTAL MANOMETRY.

ePoster AbstrActs eP391

r. Mizuno, r. Ganeko, s. nagayama
Kyoto, Japan

Purpose/Background: the indications of sphincter 
preserving surgery for lower rectal cancers have been 
expanding owing to the development of surgical tech-
niques and preoperative treatments. However, preserving 
the anorectal function is still challenging and some 
patients suffer from symptoms including fecal urgency, 
frequent bowel movements, bowel fragmentation and 
incontinence, which seriously impairs the postoperative 
quality of life (QoL) and mental status.

Methods/Interventions: to improve the postoperative 
QoL, it is important to predict the risk of postoperative 
anorectal dysfunction. For this purpose, we retrospec-
tively evaluated the perioperative anorectal functions and 
QoL of rectal cancer patients who underwent sphincter 
preserving surgery between october 2021 and september 
2022. Anorectal functions were assessed by anorectal 
manometry and questionnaires with Wexner score and 
Modified Fecal incontinence Quality of Life scale preop-
eratively and 3-6 months after surgery.

Results/Outcome(s): Fifteen rectal cancer patients (13 
men, median age 70 years, range 44-82) were included in 
this retrospective cohort study. Four and eleven tumors 
were located in ra and rb region, respectively. the 
median distance between the tumor and anal verge (AV) 
was 50 (30-80) mm. Laparoscopic and robotic surgeries 
were performed in 2 and 13 cases, respectively. Lower 
anterior resection (LAr) and intersphincteric resection 
(isr) were performed in 14 and 1 case respectively. All of 
9 patients treated with neoadjuvant chemoradiotherapy, 
underwent LAr with diverting ileostomy. the median 
anastomotic height was 25 (5-40) mm from AV. the mean 
pre- and postoperative length of functional anal canal was 
48 and 44 mm, the mean resting pressure was 76 and 64 
mmHg, and the mean squeezing pressure was 309 and 
243 mmHg, respectively. the postoperative resting and 
squeezing pressures showed correlations with the anas-
tomotic height, and the degree of correlation was more 
significant in resting pressure. Postoperative QoL was 
impaired, especially in patients with anastomosis in less 
than 50% of the length of the anal canal.

Conclusions/Discussion: We demonstrated that the 
postoperative resting and squeezing pressures correlated 
with the anastomotic height. Although the postoperative 
QoL relating to the anorectal function in patients with 
ileostomy was difficult to evaluate, there was a tendency 
that QoL in patients with anastomosis in less than 50% 
of the preoperative length of the anal canal was impaired. 
As anorectal manometry is a noninvasive and feasible 
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procedure, it could be an effective tool to predict the 
postoperative QoL following sphincter preserving surgery 
based on the location of tumors and the measurements by 
anorectal manometry. We are currently accumulating cases 
and extending the observation period to investigate the 
long-term effect of sphincter preserving surgery on anorectal 
function and QoL.

TRANSANAL MINIMALLY INVASIVE SURGERY 
(TAMIS) VERSUS TRANSANAL ENDOSCOPIC 
MICROSURGERY (TEM) FOR RECTAL CANCER: 
A SYSTEMATIC REVIEW AND META-ANALYSIS 
OF THE LITERATURE.

ePoster AbstrActs eP392

Z. Garoufalia1, s. Meknarit2, s. Mavrantonis3, s. emile1, 
r. Gefen1, n. Horesh1, P. Zhou1, s. Wexner1

1Weston, FL; 2Boca Raton, FL; 3London, United Kingdom

Purpose/Background: Few studies have compared the 
outcomes of teM versus the flexible tAMis for local exci-
sion of early rectal cancer. We systematically searched the 
literature to compare intraoperative, postoperative, and 
oncologic outcomes of these platforms.

Methods/Interventions: A random-effect meta-analysis 
was performed and statistical heterogeneity was assessed 
using the i2 statistics. An open-source, cross-platform 
software for advanced meta-analysis openMeta [Analyst] 
(V12.11.14) was used. PubMed and scopus databases 
were systematically searched until August 2022 according 
to PrisMA guidelines. Differences were expressed as odds 
ratio and 95% confidence interval for categorical variables 
and weighted mean difference for continuous variables. All 
studies comparing tAMis versus teM treatment in rectal 
cancer patients in terms of intraoperative, short-term 
postoperative, and oncological outcomes were included. 
studies including patients <18 years, reviews, duplicate or 
animal studies, non-comparative studies, or non-english 
text were excluded. Main outcome measures were intra-
operative and short-term postoperative outcomes and 
specimen quality.

Results/Outcome(s): 7 studies published between 
2015-2022 were identified, incorporating a total of 931 
patients (423 females); 402 underwent tAMis and 529 
underwent teM. Median age and bMi were similar. 
the two techniques did not differ in terms of blood 
loss (Weighted Mean Difference (WMD):1.13,95% ci: 
-16.8 – 19.1;p=0.9), operative time (WMD:11.1, 95% 
ci: -2.6 – 25;p=0.11), % of defect closure (or:0.7, 95% 
ci: 0.06 – 8.22;p=0.78), or incidence of peritoneal viola-
tion (or:0.41, 95% ci: 0.12 – 1.43;p=0.16). overall 
short-term postoperative complications were reported 
in 14.7% of the teM and 12.7% of the tAMis groups 
(or:1.3, 95% ci: 0.88 – 1.99, p=0.17). there were no 
significant differences regarding minor (or:1.42, 95% ci: 
0.89 – 2.26, p=0.13) or major postoperative short-term 

complications (or:1.17, 95% ci: 0.49 – 2.8, p=0.71). 
Patients in the teM group were 3-times more likely to be 
re-admitted within 30 days compared to the tAMis group 
(or: 3.1, 95% ci: 1.07-9.4, p=0.03). rates of positive 
resection margins were similar (teM: 7.6% vs tAMis: 
9.34%, or:0.81, 95% ci: 0.42 – 1.55, p=0.53) as was 
specimen fragmentation (teM: 3.3% vs tAMis: 4.4%, 
or:0.74, 95% ci: 0.33 – 1.64, p=0.46). three studies 
reported oncological outcomes after a median follow-up 
of 14 months (range, 6-36); local recurrence rates were 
similar (teM: 3.2% vs tAMis:3.9%, or:0.8, 95% ci: 
0.33 – 1.94, p=0.63). 5.5% of the teM patients and 
6.2% of the tAMis patients underwent salvage surgery 
(or:0.8, 95% ci: 0.4-1.8, p=0.7).

Conclusions/Discussion: tAMis and teM seem 
to have similar operative and short-term postoperative 
outcomes, except for a lower readmission rate after 
tAMis. specimen quality did not differ between the two 
techniques.

METACHRONOUS TUMOR OF THE 
TRANSVERSE COLON AS THE CAUSE OF 
INTESTINAL OCCLUSION IN A PATIENT WITH 
PROSTATE CANCER, CASE REPORT.

ePoster AbstrActs eP393

J. ordonez, J. GoYtortUA, D. ramírez González, 
M. crUZ, i. MonZon
Mexico City, Mexico

Purpose/Background: Multiple primary neoplasms 
(MPn) are defined as ≥2 malignant neoplasms of the 
same or different organ with different histological char-
acteristics, regarding metastasis. they are synchronous if 
tumors are diagnosed within 6 months and metachronous 
if they are diagnosed >6 months. standing as 18% of all 
cancers in the U.s. MPns in patients with prostate cancer 
are rare, in incidence is 1.14% to 8.7%. (2) While the 
incidence of association of prostate cancer with colorectal 
cancer is 0.3%. in a systematic review and meta-analysis 
of 21 studies by Wallis et al, radiation therapy was found 
to increase the risk of developing nPM of the bladder, 
colon, and rectum. However, Fan et al found that the 
risk in patients with radiotherapy increases in bladder and 
colon cancer, but not for tumors in the rectum. objective: 
to present the case of a patient with a history of prostate 
cancer who presented intestinal occlusion secondary to a 
metachronous tumor of the transverse colon.

Methods/Interventions: A review of literature involving 
the subject and a clinical case was carried out.

Results/Outcome(s): results: A male of the eighth 
decade of life, history of systemic arterial hypertension 
of 5 years of evolution with adequate management. 
open transurethral resection of the prostate secondary 
to a moderately differentiated prostatic adenocarcinoma, 
Gleason 7 (3+4). He was admitted into a third-level 
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hospital with 8 days in evolution characterized by diffuse 
abdominal pain of moderate intensity without any irradia-
tion, progressive distension, nausea that causes 4 episodes 
of gastrobiliar vomit, and the inability to evacuate, which is 
why he self-medicates without improvement. Laboratories 
with leukocytes of 9540, neutrophils 84%, lymphocytes 
10%, hemoglobin 16 gr/dL, hematocrit 47.2%, platelets 
176000. simple and contrasted ct scan of the abdomen 
and pelvis is performed where it is seen with centralized 
small intestine loops and enlarged with a diameter of up 
to 55mm, cecum and ascending colon dilated up to 90mm, 
forming multiple levels. surgical exploration is decided 
with the following findings; the spontaneous exit of 100 
milliliters of ascites fluid, a sample is taken for cytological 
study. Loops of the small intestine, cecum, and ascending 
colon with significant enlargement and slight changes of 
ischemia, stenosis at the level of the hepatic angle of the 
colon of 100% of the lumen, firm adherences to gerota 
fascia, and perforation. transverse colon, descending and 
sigmoid were collapsed. the result of pathological anatomy 
of the surgical piece was a positive result for moder-
ately differentiated, infiltrating, ulcerated and perforated 
adenocarcinoma.

Conclusions/Discussion: the incidence of patients 
with metachronous tumors of the prostate and colon is 
low, the treatment should be individualized, according to 
the location and stage of the tumors.

PRESERVING THE DISCHARGE DISPOSITION OF 
ELDERLY PATIENTS WITH COLON CANCER –  
THE ADVANTAGES OF MINIMALLY INVASIVE 
SURGERY.

ePoster AbstrActs eP394

A. Zorigtbaatar1, K. Guidolin1, s. Gearhart2, D. beattick2, 
F. Quereshy1, A. chadi1
1Toronto, ON, Canada; 2Baltimore, MD

Purpose/Background: older adults with cancer are at 
an increased risk of post-operative morbidity. Minimally 
invasive surgery (Mis) has allowed for the reduced risk 
of postoperative complications in all patients, with direct 
implications on recovery. the preservation of indepen-
dence is a major treatment goal of elderly patients, poten-
tially enhanced by Mis techniques. the objective of this 
study was to investigate the impact of Mis techniques on 
the preservation of elderly patient independence.

Methods/Interventions: this was a retrospective cohort 
study using data extracted from the Acs nsQiP Geriatric 
surgery Project database and merged with the Acs 
nsQiP colectomy-specific database. All elderly patients 
(>65 years) who underwent a colectomy for colon cancer 
and who had geriatric-specific variables recorded as part 
of the Acs nsQiP Geriatric pilot project between 2014 
and 2018 (inclusive) were included. Patients who under-
went colectomies for non-cancer indications and those 
passed away prior to discharge were excluded. the main 
outcome was loss of independence (Loi), defined as either 
of change in functional status, mobility aid use, or change 
in discharge disposition. General demographics, comor-
bidities, operative variables and geriatric specific variables 
were included in our assessment. Loi was assessed using 
logistic regression and presented for each surgical approach 
(open, Mis, and Mis converted to open).

Results/Outcome(s): A total of 661 elderly patients 
who underwent a colectomy for colon cancer between 2014 
and 2018 were included. Most patients were non-Hispanic 
White (64.0%), from home (77.91%), did not use a mobility 
aid (62.03%), did not have a previous history of falls 
(63.99%), were deemed functionally independent (76.55%), 
and did not have cognitive impairment (74.28%) prior to 
their procedure. Among the 661 patients, 208 (31.47%) 
had a change in functional baseline, 265 (40.09%) had a 
change in mobility aid use, and 145 (21.94%) had a change 
in discharge disposition. this represents 363 (54.92%) 
individuals. those who underwent a minimally invasive 
surgery had a trend towards a lower odds of sustaining a 
loss of independence compared to those who underwent 
open colectomy (or=0.64, [95%ci 0.37-1.09], p= 0.09). 
When loss of independence was evaluated by each definition 
separately, Mis strategies were protective against the change 
in discharge disposition was evaluated (or=0.43, 95%ci 
0.22-0.84, p= 0.01).

Conclusions/Discussion: over half of elderly surgical 
patients with colon cancer will have a post-operative 
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change in their independence. Mis strategies decrease 
the likelihood of a change in discharge disposition, with 
a trend towards improving any change in loss of indepen-
dence. As Mis strategies become more prominent, the 
encouraging minimal impact on elderly patient indepen-
dence may further enthuse surgeons to provide curative 
intent treatment for our elderly patients.

SIMULTANEOUS RESECTION OF COLORECTAL 
CANCER AND SYNCHRONOUS COLORECTAL 
LIVER METASTASIS: A RISK STRATIFIED 
ANALYSIS OF THE NSQIP DATABASE.

ePoster AbstrActs eP395

s. radomski1, s. chen1, M. stem1, J. Done1, J. efron1, 
b. safar2, c. Atallah1

1Baltimore, MD; 2New York, NY

Purpose/Background: over 25% of patients diagnosed 
with colorectal cancer (crc) will develop colorectal liver 
metastases (crLM) at some point during their disease. 
controversy exists over the management of crc primary 
tumors and synchronous crLM. this study aims to inves-
tigate the safety of a simultaneous surgical approach in 
crLM patients, using risk stratification by procedure risk 
and by procedure approach (open vs. minimally invasive 
surgery [Mis]).

Methods/Interventions: Using the Acs-nsQiP 
database (2016-2020), adult patients with crc who 
underwent simultaneous colon and liver resections were 
identified. Patients were categorized into an isolated resec-
tion or a simultaneous resection group. Further stratifica-
tions were made based on the procedure risk and surgical 
approach (open vs. Mis) of the colon and/or hepatic 
procedure. Procedure risk was defined by calculating the 
30-day overall morbidity for each isolated colon or hepatic 
procedure from the nsQiP database and using a 30% 
morbidity rate as inclusion in the high-risk group for open 
procedures and 28% in the Mis group. Primary outcome 
was 30-day overall morbidity. secondary outcomes were 
30-day serious morbidity, mortality, readmission, reopera-
tion, length of stay, and operative time.

Results/Outcome(s): A total of 65,417 adult patients 
were identified, with 1550 (2.4%) undergoing simulta-
neous resections. 1207 (78%) of these patients underwent 
a low-risk colorectal resection with a low-risk hepatic resec-
tion, with fewer undergoing a high-risk colorectal resection 
with a high-risk liver resection (n=18, 1.1%). the majority 
of patients had open simultaneous resections (n=1239, 
80%). on multivariable analysis, there was no significant 
difference in overall morbidity between patients who had 
a simultaneous open high-risk colorectal procedure with 
a low-risk hepatic procedure compared to patients that 
had an isolated open high-risk colorectal procedure (or 
1.19; 95% ci, 0.94-1.50; p=0.148). All other investi-
gated combinations of simultaneous procedures had a 

statistically significant higher rates of morbidity than the 
isolated procedure group (Figure 1).

Conclusions/Discussion: simultaneous resection of 
colorectal primary and synchronous colorectal liver metas-
tases is associated with an increased risk of overall morbidity 
in most circumstances compared to isolated resection in a 
risk-stratified analysis, although rates of readmission and 
reoperation are not increased. Patient selection based on 
the procedure combination in simultaneous resections 
may help minimize morbidity and guide physician patient 
conversations regarding expected postoperative outcomes.

Figure 1. 30-Day Postoperative overall Morbidity of simultaneous 
resections compared to isolated resections using Multivariable Modified 
Poisson regression. *Denotes statistical significant difference at p <0.05 
in multivariable modified Poisson regression controlling for age, sex, 
race, AsA class, functional status, obesity, smoking status, coPD, cHF, 
and preoperative chemo. Adjusted or and 95% ci are shown above 
each set of comparisons. in all cases compared to isolated colon resection 
except in low-risk colorectal/high-risk hepatic group the comparison is to 
high-risk isolated hepatic.

A RARE CASE OF RECTAL ROSAI-DORFMAN 
DISEASE.

ePoster AbstrActs eP396

i. Gardner, J. Lam, M. Al Fayyadh, W. Ambroze, 
M. schertzer, t. simon, c. Zhang
Atlanta, GA

Purpose/Background: rosai-Dorfman disease (rDD) 
is a rare disease characterized by over proliferation of 
histiocytes. classically, rDD presents with massive bilat-
eral cervical lymphadenopathy, but extranodal sites can 
be involved in about 40% of patients. While case reports 
describe a wide heterogeneity of clinical presentations, 
gastrointestinal involvement in rDD occurs in less than 
1% of published literature.

Methods/Interventions: We present a case of a 
59-year-old man with a several-year history of mild diar-
rhea who was found to have an extraluminal rectal mass on 
routine surveillance colonoscopy. Pet/ct showed hyper-
metabolic activity of the distal sigmoid, rectum, anal canal, 
mesorectal fat, and bilateral iliac nodes. Multiple attempts 
at biopsy, endoscopically and percutaneously, were incon-
clusive and demonstrated only hyperplastic colonic tissue 
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with glandular changes. Lymph node aspiration demon-
strated normal lymphoid tissue negative for malignancy. 
Patient subsequently underwent laparoscopic low anterior 
resection with diverting loop ileostomy.

Results/Outcome(s): Post operative course was 
uneventful and was discharged on post operative date five. 
Pathology demonstrated colonic wall harboring dense and 
extensive nodular infiltrate including large atypical histio-
cytic cells consistent with rosai-Dorfman disease.

Conclusions/Discussion: rDD can present similarly 
to a lymphoma and appears hypermetabolic on Positron 
emission tomography (Pet). there is no uniform 
evidence-based approach to the treatment of rDD. Most 
cases can be observed or treated with local therapies. 
Patients with nodal or cutaneous disease may have spon-
taneous remissions, but this is less common for extranodal 
disease. Unifocal disease can be often be cured with surgery 
and debulking may play in role for palliation in multifocal 
disease. Medical options for the management of rDD 
include steroids, chemotherapy, immunomodulators, and 
radiation. Although rare, rDD should remain on the 
differential for Pet avid extraluminal colorectal lesions.

SURGICAL MANAGEMENT OF A GIANT 
RETRORECTAL EPIDERMOID CYST.

ePoster AbstrActs eP397

H. Aydinli, J. shehebar
New York, NY

Purpose/Background: retrorectal tumors are rare 
lesions but they include a wide range of histological differ-
entiation. Patients might have a wide range of clinical 
presentations and diagnosis and surgical management 
might be challenging.

Methods/Interventions: We report a case of giant 
retrorectal epidermoid cyst in a young female patient in 
her 20’s and discuss the operative approach taken to treat 
this rare entity.

Results/Outcome(s): this is a 28 year-old female with 
past medical history significant for hepatitis b virus (on 
antiviral) who presented with rectal mass. she reports 
that discomfort with sitting started 4 months ago and she 
noticed this mass approximately 2 months prior to presen-
tation (image 1a). Patient denied drainage, bleeding, pain 
with defecation or change in bowel habits. An Mri of the 
abdomen pelvis was done and revealed a large fluid density 
retrorectal mass protruding through the median gluteal 
fold measuring approximately 7.5 x 5.4 x 9.9 cm in size. 
Patient was taken to the operating room and a vertical 
incision was made from below the coccyx to just external 
to the posterior aspect of the anal sphincter complex. the 
anococcygeal ligament was encountered superiorly and 
divided which then gave exposure to the retrorectal space. 
With the aid of a finger in the anorectal canal, the mass 
was located and meticulously dissected off of the posterior 

distal rectal wall using sharp and blunt dissection. the 
large multiloculated mass was completely separated from 
the rectal wall and coccyx and removed (image 1b). the 
wound was closed in layers with 2-0 Vicryl to the deepest 
layer adjacent to the rectum, 3-0 Vicryl deep dermal 
sutures and 4-0 Vicryl vertical mattress sutures to the skin. 
Patient tolerated the procedure well and wound healed 
with no complications. Pathology revealed a giant retro-
rectal epidermoid cyst.

Conclusions/Discussion: surgical management of 
retrorectal tumor is mandatory and it is recommended 
as first line-therapy. Anterior (transabdominal) approach 
might be used for tumors located above s3 or when 
there is a concern for pelvic wall involvement however 
most retrorectal tumors treated via posterior (perineal) 
approach with decreased morbidity with this approach. 
resection or elevation of the coccyx might be needed to 
achieve better exposure however is not mandatory unless 
there is no tumor invasion. Long-term results depend on 
the type of tumor and margin negativity during the initial 
surgery. Although many authors have reported that benign 
retrorectal tumors have 100% overall survival rates with 
no recurrences the patients should be followed-up for 
potential risk of local recurrence.

RECTAL GIST: AN UNEXPECTED DIAGNOSIS.
ePoster AbstrActs eP398

W. Feng, s. Zeineddin, M. Mazraani, n. Warrington, 
P. Del Prado
Phoenix, AZ

Purpose/Background: Gastrointestinal stromal tumors 
(Gists) are connective tissue tumors commonly seen in 
the stomach, but can also occur in the small intestine, 
esophagus, colon, rectum, and mesentery. Gists have a 
spindle-cell histology, similar to that of leiomyomas, and 
often present with vague symptoms.

Methods/Interventions: A 49-year-old woman was 
found to have uterine fibroids during an evaluation for 
abnormal uterine bleeding. A large rectal mass was also 
palpated during the bimanual exam. Her elective hyster-
ectomy was postponed, and she was referred to general 
surgery clinic. A rectal exam under anesthesia demon-
strated a nonobstructive anterior mass approximately 4-5 



264 ePoster AbstrActs

centimeters from the anal verge that was bulging into 
the rectum. the rectal mucosa did not show any obvious 
lesions, and biopsy revealed benign colonic mucosa without 
malignancy. she proceeded with her hysterectomy. the 
mass was palpated in the rectovaginal septum and was not 
continuous with the uterus or cervix. General surgery was 
consulted intra-operatively, and the decision was made to 
complete the hysterectomy and proceed with diagnostic 
workup afterward. A pelvic Mri showed a well-circum-
scribed hypoenhancing mass originating from the posterior 
vaginal wall; it was favored to be benign or low-grade given 
its characteristics. the patient returned for excision of the 
mass. several solid multi-lobulated masses were enucle-
ated from the rectovaginal septal space. A specimen was 
sent to pathology as a frozen section intra-operatively; the 
tissue architecture was reported as consistent with uterine 
leiomyoma. Meanwhile, a 1-mm lesion was taken as a 
posterior and inferior margin. it involved the rectum, and 
a rectorrhaphy was performed.

Results/Outcome(s): the final pathology report iden-
tified the masses as a 10-cm Gist. the most posterior 
margin best demonstrated the Gist arising from the 
muscularis propria of the rectum. this was high grade, 
with high mitotic rate >15 per 5mm2 and multiple positive 
margins. the patient was referred to Medical oncology 
and was started on Gleevec therapy. Her case has been 
discussed at tumor board; adjuvant radiation was not 
advised due to lack of clear-cut data. she was presented 
with the option of surgical resection, which would involve 
a permanent ostomy; she declined. repeat imaging has 
shown no obvious distant metastases or residual rectovag-
inal region mass.

Conclusions/Discussion: the simultaneous presence 
of uterine leiomyoma and rectal Gist – both of which can 
have similar gross and microscopic appearances – draws 
attention to this case. recognizing that patients can have 
two simultaneous medical problems is critical in preventing 
a missed diagnosis and delay in care. surgical exploration 
and resection ultimately led to our patient’s timely diag-
nosis and treatment for rectal Gist.

PREDICTING LOW ANTERIOR RESECTION 
SYNDROME USING PRE-TREATED BOWEL 
DYSFUNCTION VS. THE POLARS SCORE.

ePoster AbstrActs eP399

s. robitaille, A. Wang, A. Liberman, b. stein, 
P. charlebois, J. Fiore, L. Feldman, L. Lee
Montreal, QC, Canada

Purpose/Background: restorative proctectomy for 
rectal cancer can be associated with significant bowel 
dysfunction(bD) and impairments in quality of life. As 
a result, some patients may prefer to opt for permanent 
colostomy if major bD is anticipated. We sought to 
compare a novel approach of predicting bD using pretreat-
ment Low Anterior resection syndrome(LArs) category 
to the PoLArs tool[JFFJD1], a previously published 
nomogram used to predict bD after rectal cancer surgery.

Methods/Interventions: Patients undergoing treatment 
for rectal cancer with restorative proctectomy at a single 
university affiliated colorectal referral center were included 
if they completed a pre-treatment LArs questionnaire 
and were >6 months from surgery or ileostomy reversal. 
Patients were excluded if they had metastatic disease. 
Patients were then grouped according to bD severity after 
surgery measured with the LArs score, a 5-item weighted 
questionnaire that categorizes patients as no, minor or 
major LArs. Patient, tumor and treatment factors were 
recorded. Pretreatment bowel dysfunction was measured 
at initial visit with a colorectal surgeon using the LArs 
score. Predicted LArs category was determined retrospec-
tively using the online PoLArs tool. Pre-treatment and 
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PoLArs generated LArs categories were compared to 
post-operative LArs using Pearson’s chi-square(table). 
Mean pre-treatment LArs and predicted PoLArs scores 
were compared between groups using AnoVA.

Results/Outcome(s): A total of 85 patients (34 no, 
25 minor and 26 major LArs) were included. overall, 
there was no difference in mean age, sex, comorbidity, or 
neoadjuvant therapy between the groups. Patients with 
major LArs had lower tumors than those with no or minor 
LArs (P=0.04). overall, mean pre-treatment LArs 
scores were significantly different between post-treatment 
LArs groups whereas, mean predicted PoLArs scores 
were not different between post-treatment LArs cete-
gories(table). Further, pre-treatment LArs categories 
were not different from post-treatment categories whereas, 
predicted PoLArs categories were significantly different 
than post-treatment LArs categories(table). notably, the 
PoLArs score significantly underestimated the propor-
tion of patients who did not develop LArs (P<0.001). 
the proportion of patients that did not have pretreatment 
LArs was similar to the proportion that did not develop 
LArs following treatment (P=0.1498).

Conclusions/Discussion: Pretreatment LArs category 
appears to be a more reliable predictor of postoperative 
LArs category than currently available measures. Patients 
who develop LArs have, on average, higher pretreatment 
LArs scores than those who do not. no difference was 
observed in mean PoLArs score between patients with 
LArs and without LArs. Pre-treatment LArs also more 
accurately identifies patients who will not develop LArs 
following treatment. Accurate prediction of bD severity 
can help guide patients in the shared decision-making 
process.

QUALITY OF RECTAL FUNCTION AFTER 
TOTAL NEOADJUVANT THERAPY AND 
LIMITED TRANSANAL LOCAL EXCISION FOR 
LOCALLY ADVANCED RECTAL CANCER.

ePoster AbstrActs eP400

H. Gharib, A. Alame, M. barawi, e. Drelichman, Z. Kafri, 
A. Aref
Detroit, MI

Purpose/Background: total Mesorectal excision 
(tMe) is the standard surgical treatment for locally 
advanced rectal cancer (LArc), however it is often 
associated with significant deterioration of rectal function. 

therefore, organ preservation strategy that avoids tMe for 
a selected group of patients with tumors that respond favor-
ably to neoadjuvant nonsurgical treatment is being actively 
investigated in several centers. transanal Local excision 
(Le) is one method of organ preservation approach.

Methods/Interventions: We initiated a phase ii clin-
ical trial to investigate the safety of organ preservation 
approach in LArc patients who respond completely to 
6 cycles of FoLFoX chemotherapy followed by a course 
of concurrent chemoradiotherapy. Limited Local excision 
of the residual mucosal abnormality, with no margin of 
surrounding normal tissue was performed. We view the 
role of Le in this setting as simply a biopsy to confirm 
histologically the absence of any residual cancer without 
any therapeutic role.

Results/Outcome(s): table 1 shows the results of 
the quality of life (QoL) and LArs score at 1 year after 
transanal Local excision

Conclusions/Discussion: Limited local excision 
following total neoadjuvant therapy for locally advanced 
rectal cancer, contrary to some published reports, does not 
have to be associated with poor rectal function. our study 
is limited by its small size.

table 1: QoL and LArs at 1 year following transanal Local excision
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ENDORECTAL ULTRASOUND VERSUS 
MAGNETIC RESONANCE IMAGING IN LOCAL 
STAGING OF RECTAL CANCER: A SINGLE 
CENTER EXPERIENCE.

ePoster AbstrActs eP401

A. Villamor1, c. Verschoor2, A. Ferrara1, J. Gallagher1, 
s. DeJesus1, r. Mueller1, J. Karas1, P. Williamson1

1Orlando, FL; 2Sudbury, ON, Canada

Purpose/Background: Accurate local staging is a crucial 
step in the management of rectal cancer. Multiple modali-
ties, including endorectal ultrasound (eUs) and magnetic 
resonance imaging (Mri), are used to obtain local staging. 
Multiple studies have been performed to determine the 
advantages and disadvantages of one modality over the 
other. the purpose of this study is to provide a single center 
experience in local staging of rectal cancer with eUs and 
Mri and compare the findings with final pathology.

Methods/Interventions: A retrospective chart review 
was performed for patients diagnosed with rectal cancer 
between January 2015 and september 2022. inclusion 
criteria included patients who underwent both eUs and 
Mri for local staging. Patients were divided between those 
who proceeded with upfront surgery versus neoadjuvant 
therapy followed by surgery. Pathology from both sets of 
patients was reviewed to obtain a final pathologic stage. 
the primary outcome measure was the comparison of 
congruence in pathologic staging between eUs and Mri. 
secondary outcome measures included the comparison of 
congruence in the pathologic tumor (t) class and nodal 
(n) class between eUs and Mri. the 8th edition of the 
American Joint committee on cancer was used to deter-
mine staging criteria. the primary and secondary outcomes 
were statistically evaluated with Kendall rank correlation 
analysis as well as bland-Altman analysis.

Results/Outcome(s): 72 patients met the inclusion 
criteria. 20 patients underwent upfront surgery. there 
were differences in sex (p = 0.022), pathologic stage (p = 
0.003), and pathologic t class (p = 0.001) between the 
two groups. there was no difference in ages (p = 0.840). 
Upfront surgery patients had statistical significance in 
correlation in eUs and pathologic stage (τ = 0.49, p = 
0.019) and eUs and pathologic t class (τ = 0.57, p = 
0.007). neoadjuvant therapy patients had statistical signif-
icance in correlation in eUs and pathologic stage (τ = 
0.31, p = 0.012), Mri and pathologic stage (τ = 0.36, p = 
0.003), eUs and pathologic t class (τ = 0.28, p = 0.021), 
eUs and pathologic n class (τ = 0.27, p = 0.041), Mri 
and pathologic t class (τ = 0.39, p = 0.001), and Mri and 
pathologic n class (τ = 0.32, p = 0.013). Upfront surgery 
patients on bland-Altman analysis showed low but similar 
bias between eUs and Mri in stage (eUs: 0.4 vs. Mri: 
0.3), in t class (eUs: 0.25 vs. Mri: 0.25), and in n class 
(eUs: 0.1 vs. Mri: 0.1). neoadjuvant surgery patients 
showed higher but similar bias between eUs and Mri in 

stage (eUs: 0.85 vs. Mri: 0.75), t class (eUs: 1.06 vs. 
Mri: 0.87), and n class (eUs: 0.10 vs. Mri: 0.23).

Conclusions/Discussion: both eUs and Mri show 
a good congruence with final pathology in patients who 
underwent upfront surgery versus those who underwent 
neoadjuvant therapy followed by surgery. Further studies 
are needed if there are differences in modalities in earlier 
stage cancers.

Patient breakdown based on neoadjuvant or non-neoadjuvant status.
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INCIDENCE OF INCISIONAL HERNIA AT THE 
SITE OF A PREVIOUS OSTOMY: A SYSTEMATIC 
REVIEW.

ePoster AbstrActs eP402

e. chamely, t. clements, J. stulberg
Houston, TX

Purpose/Background: A temporary ostomy is a 
commonly performed procedure in the field of colon 
and rectal surgery. once the stoma is taken down these 
patients are then susceptible to an incisional hernia at the 
site of the prior ostomy. the goal of this systematic review 
is to summarize the existing data to better quantify the 
estimated risk to patients after having an ostomy reversal.

Methods/Interventions: A search of PubMed was used 
to identify studies which investigated the rate of ostomy 
site incisional hernias. studies were limited to those which 
looked at ostomy site incisional hernia rate as a primary 
outcome and those that studied only adult patients. single 
case reports and invited commentaries were excluded. the 
review was carried out according to PrisMA guidelines.

Results/Outcome(s): initial search for MesH terms 
“ileostomy or colostomy or ostomy or surgical stoma or 
enterostomy” garnered over 54,000 articles. the addition 
of the MesH term “Hernia (not parastomal or paraesoph-
ageal or diaphragmatic)” reduced the article count to 
483. the addition of “closure or reversal or takedown” 
produced 106 articles, 100 of which were published in 
english. Abstracts of these 100 papers were then reviewed, 
filtering out articles that studied pediatric patients, were 
invited commentaries, or those which did not study inci-
sional hernia at prior ostomy sites as a primary end point. 
the remaining 32 manuscripts included 9 systematic 
reviews or meta-analyses. these were similar to our study, 
with minor differences. their references were searched, 
and 6 papers were added to our review. the reviews were 
then excluded, leaving 29 manuscripts. of the 29 studies 
included in our review, only three were prospective trials. 
there were 7 manuscripts which separately reported rates 
of hernia formation following ileostomy and colostomy 
reversals. the rate of hernia at prior colostomy sites, 
ranging from 9.6 to 40%, was higher than that of ileostomy 
sites, which ranged from 0 to 33%. one third of the articles 
reviewed made no mention of how the fascia was closed 
following ostomy reversal. the reporting of follow-up after 
ostomy reversal was heterogeneous, and ranged from 0 to 
144 months. As most of the studies were retrospective, the 
reported hernia rate was usually based on a combination of 
physical exam and available imaging, with a wide variety 
of criteria used. the three prospective trials all followed 
patients for at least 12 months, and while all three used 
clinical exam as their preferred method of detection, two 
of them also used routine ct scans in their diagnostic 
algorithm.

Conclusions/Discussion: incisional hernia at the prior 
ostomy site is a significant morbidity for many patients 

with prospective trials estimating a 20 – 23% incidence. 
However, studies to date provide little evidence of the 
effect of closure technique, as this is often not reported. 
Further study into techniques to reduce hernia develop-
ment is warranted.

DIVERTICULITIS OF THE APPENDIX.
ePoster AbstrActs eP403

H. Aydinli, A. Vu, s. Kumar
New York, NY

Purpose/Background: Diverticular disease of the 
appendix (DDA) is rarely identified on preoperative 
imaging, and the majority of reported cases are diagnosed 
histopathologically. Patients can present with symptoms 
mimicking acute appendicitis and subsequently they are 
being treated for acute appendicitis. Although surgical 
resection of the appendix is the appropriate treatment 
for DDA, patients who choose nonsurgical management 
might have a delay their definitive treatment. this case 
serves to illustrate DDA as a source of recurrent appendi-
citis in a patient who was initially treated with antibiotics.

Methods/Interventions: this is a 45-year old female 
with past medical history of fibromyalgia, anxiety, and 
depression who presented with persistent nausea, emesis 
and right lower quadrant pain after being treated with 
antibiotics for acute appendicitis. she initially presented 
to the emergency department and got diagnosed with 
acute appendicitis, subsequently wanted to be treated with 
antibiotics. After she tolerated diet and her pain improved, 
she was discharged home. However she presented 3 weeks 
later to the emergency room and was diagnosed with 
recurrent appendicitis based on history, physical exam and 
blood work.

Results/Outcome(s): Patient was taken to the oper-
ating room for laparoscopic appendectomy. Appendix was 
found to be short with a thick base (image). induration 
was appreciated with the graspers along the retrocecal area 
with dense fibrotic changes in the posterior peritoneum 
in the right lower quadrant, and no obvious abscesses 
were identified. Mesoappendix was divided with ligasure 
device and the base of the appendix was then doubly 
ligated with 2-0 Vicryl endoloops. Patient tolerated the 
procedure well and discharged home on postoperative day 
1. Pathology report revealed acute diverticulitis of the tip 
of the appendix.

Conclusions/Discussion: DDA represents a rare 
subtype of acute appendicitis and holds a greater risk of 
perforation and high association with malignancy. the 
majority of cases are identified intraoperatively or post-
operatively. if identified preoperatively or incidentally, 
resection should be considered even if asymptomatic. 
Failure of early identification, and antibiotic treatment for 
appendicitis carry high risk for recurrence.
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image: intraoperative image of the appendix.

SUPERIORITY OF INTERSPHINCTERIC 
FISTULOTOMY TO LIGATION OF 
INTERSPHINCTERIC FISTULA TRACT (LIFT) 
PROCEDURE FOR TRANSSPHINCTERIC 
FISTULA-IN-ANO.

ePoster AbstrActs eP404

Z. Zhang1, M. Ali2, r. Hegde3, t. Zhang4, r. Feinn2, 
P. shetty2, s. Kurtzman2

1Waterbury, CT; 2North Haven, CT; 3Springfield, MO; 
4Washington, DC

Purpose/Background: BACKGROUND: the 
incidence of fistula-in-ano ranges from 15-38% and is 
found more commonly in young adult males. For simple 
fistulae, fistulotomy alone is adequate treatment. For 
transsphincteric fistula, a two-staged approach is admin-
istered, involving an initial seton placement, followed by 
a sphincter-sparing procedure, such as LiFt, endoanal 
advancement flap, fibrin glue, or fistula plug. the healing 
rate for such procedures is not optimal. OBJECTIVE: the 
purpose of this study is to describes a novel, single-staged 
procedure for managing transsphincteric fistula with or 
without associated anorectal abscess, and to demonstrate 
its advantages compared to LiFt.

Methods/Interventions: DESIGN: retrospective study. 
SETTINGS: Academic teaching hospital. PATIENTS: 
A total of 50 patients with transsphincteric fistula were 
included, 26 of whom were managed with intersphinc-
teric fistulotomy and 24 were managed with the LiFt 
procedure.

Results/Outcome(s): MAIN OUTCOME 
MEASURES: the primary outcome measures were recur-
rent fistulas and fecal continence. RESULTS: All 24 
patients receiving the LiFt procedure required initial 
draining seton placement. 20.8% (5/24) patients presented 
with recurrent fistulas post-operatively with a follow up 
range of 14-36 months. there were no patients with fecal 
incontinence. For the patients receiving intersphincteric 
fistulotomy, 26.9% (7/26) had an associated abscess during 
the operation. no patients presented with post-operative 

fistula recurrence or fecal incontinence; median follow up 
of 8 months. these results were statistically significant in 
comparison with the LiFt group.

Conclusions/Discussion: LIMITATIONS: single 
center retrospective study with small sample sizes. 
CONCLUSIONS: intersphincteric fistulotomy is a 
novel, single-stage procedure for treating patients with 
transsphincteric fistula-in-ano with or without associated 
abscess resulting in successful healing with no fistula 
recurrence or fecal incontinence. this procedure is safe, 
effective, and simpler compared to the LiFt. Additionally, 
intersphincteric fistulotomy is an outpatient procedure 
and does not require a pre-op seton. Larger studies may 
be considered for this procedure to become the definitive 
treatment for transsphincteric fistulas.

UNCONVENTIONAL FLUORESCENCE-
ENHANCED GUIDED ROBOTIC COLORECTAL 
SURGERY.

ePoster AbstrActs eP405

e. stocco, s. neri, A. caudo, e. Morpurgo
Camposampiero, Italy

Purpose/Background: indocyanine green (icG) 
fluorescence-enhanced imaging is a surgical tool with 
increasing applications in colorectal surgery. to date, the 
most studied applications of this dye include the verifica-
tion of the colic perfusion before transection and creation 
of the anastomosis (Jafari MD et al. Perfusion assessment 
in laparoscopic left-sided/anterior resection (PiLLAr ii): 
a multi-institutional study. J Am coll surg 2015; 220: 
82–92) and the mapping of abdominal lymph nodes for 
targeted identification of potentially metastatic ones. the 
use of icG has spread over time in various surgical disci-
plines (Keller Ds et al. indocyanine green fluorescence 
imaging in colorectal surgery: overview, applications, and 
future directions. Lancet Gastroenterol Hepatol. 2017; 
2(10):757-766.)

Methods/Interventions: After intravenous injection, 
icG is visualised as fluorescent green when excited by 
light in the near-infrared spectrum through an appro-
priate camera. in our practice while performing robotic 
colorectal procedures we normally inject 0,1-0,3 mg/Kg of 
icG around 20-60 seconds before starting the dissection. 
We have used a combination of standard and near-infrared 
cameras to identify different structures based on the inten-
sity and timing of their fluorescence. With well-vascular-
ized structures and organs reaching high concentrations 
very rapidly and other tissues (e.g. adipose tissue, ureter) 
requiring longer concentration times, we were able to 
identify a less common but just as useful application of this 
dye. if necessary a second intravenous injection of icG was 
performed.

Results/Outcome(s): During right robotic colectomy 
icG can help identify the right dissection plane through 
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the visualization of the duodenum and the pancreas (well 
vascularized-organs) as fluorescent green organs. We also 
achieve a clear visualization of the origin of the ileocolic 
vessels using icG for a better dissection and to conduct 
a thorough lymphadenectomy. During medial-to-lateral 
dissection even ureter can be identified belatedly as an 
uncoloured gray straight structure. While performing left 
robotic colectomies or anterior resection the dye can help 
to better assess the pancreatic plane and the left flexure.

Conclusions/Discussion: intraoperative icG fluores-
cence-enhanced imaging is a simple and safe (Hellan M et 
al. the influence of fluorescence imaging on the location 
of bowel transection during robotic left-sided colorectal 
surgery. surg endosc 2014; 28: 1695–702) method that 
can help to better identify different abdominal organs 
thanks to the variation in brightness of different structures 
through time. this allows for an easier recognition of 
the correct dissection plane, thus minimizing the risk of 
accidental injuries. the technical details regarding dose 
and timing of icG administration have not yet been stan-
dardised but its use continues to increase improving the 
accuracy and outcomes of colo-rectal robotic procedures.

SPLENIC FLEXURE ADENOCARCINOMA: 
A NATIONAL ANALYSIS OF SURGICAL 
APPROACHES AND OUTCOMES.

ePoster AbstrActs eP406

J. Kohn1, A. troester1, Q. Wang1, r. Madoff1, i. Hassan2, 
W. Gaertner1, s. Marmor1, P. Goffredo1

1Minneapolis, MN; 2Iowa City, IA

Purpose/Background: splenic flexure (sF) tumors 
are relatively uncommon, accounting for ~5% of all 
colon cancers. While it is well established that surgery is 
the mainstay of management, significant debate remains 
regarding the optimal extent of resection. these tumors 
straddle the left and right mesenteric vascular territories 
with lymphatic drainage in a watershed area, and current 
guidelines recommend either segmental colectomy (sc) 
or extended colectomy (ec). this study aimed to analyze 
surgical management of sF adenocarcinoma in the United 
states, hypothesizing that the two approaches have similar 
oncologic outcomes.

Methods/Interventions: Adults with sF adenocarci-
noma were identified in the surveillance, epidemiology, 
and end results database (2004-2019). exclusion criteria 
were distant metastasis, tumor in situ, or radiation therapy. 
surgical approaches were grouped as segmental (partial/
segmental colectomy) or extended (left/right hemicolec-
tomy with portion of transverse colon, and subtotal/total 
colectomy). Lymph node ratio (Lnr) was calculated as the 
number of positive lymph nodes (Ln) over total Ln exam-
ined. Multivariable logistic and cox proportional hazard 
regressions were performed to identify factors associated 

with ec, and 5-year overall (os) and disease-specific 
survival (Dss).

Results/Outcome(s): of 5,238 patients, 55% (n=2,856) 
underwent ec. compared to sc, ec patients were younger 
at the time of diagnosis (median age: 66 vs. 67 years, 
p<0.001), and more likely to have advanced t stage or 
receive chemotherapy. in multivariable analysis, younger 
age and stage ii (or 1.53, 95%ci 1.28-1.82, p<0.001), but 
not stage iii disease (or 1.31, 95%ci 0.83-2.07, p=0.24), 
remained independently associated with ec. Although 
fewer Ln were examined in sc (median: 14 vs. 16 in ec, 
p<0.001), the total number of positive Ln and Lnr were 
similar between the cohorts. surgical approach was not 
significantly associated with increased positive Ln yield 
in adjusted analyses (any positive Ln: or 1.08, 95%ci 
0.96-1.21, p=0.19; number of positive Ln: incidence rate 
ratio 1.00, 95%ci 0.89-1.12, p=0.99). Five-year os and 
Dss were 73% and 84% for sc, and 72% and 83% for ec 
(p=0.44 and 0.54; figure 1). After adjustment for available 
confounders, sc and ec had comparable 5-year os and 
Dss.

Conclusions/Discussion: in this population-based 
study, we observed similar rates of sc and ec for sF 
colon cancer across the Us, with ec more commonly 
performed in younger patients and those with stage ii but 
not stage iii disease, indicating a lack of stage migration 
due to increased Ln examined. in fact, ec was not asso-
ciated with better oncologic outcomes, including positive 
Ln yield, Lnr, os, or Dss. these equivalent outcomes 
support current practice involving either approach, which 
should be tailored to patient-related factors and prefer-
ences, while considering technical aspects and quality of 
life.

Figure 1. 5-year (A) overall and (b) disease-specific survival by extend-
ed vs. segmental colectomy of splenic flexure colon adenocarcinoma.

PREOPERATIVE NEUTROPHIL-TO-
LYMPHOCYTE RATIO IS A PREDICTOR OF 
RECURRENCE IN PATIENTS WITH STAGE II 
COLON CANCER.

ePoster AbstrActs eP407

D. nasir1, M. esparza2, K. Mccutchan1, s. Maniskas1, 
J. Golan1, G. Akopian1, H. Kaufman1

1Pasadena, CA; 2Castro Valley, CA

Purpose/Background: colectomy with regional lymph-
adenectomy is standard treatment for colon cancer. 
However, the use of adjuvant therapy in stage ii colon 
cancer is less clearly defined, as studies have found 
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survival benefits in only patients with high-risk features. 
neutrophil-to-lymphocyte ratio (ntLr) has emerged as 
a simple and inexpensive marker that has been reported 
to be a predictor of survival for numerous cancers. the 
purpose of this study is to determine if ntLr is associated 
with cancer recurrence and survival in patients with stage 
ii colon cancer who underwentwent curative surgical 
resection.

Methods/Interventions: cancer registry and medical 
records were retrospectively reviewed for adult surgical 
patients with stage ii colon cancer from 2007-2019. 
Patients with inadequate staging, appendiceal or rectal 
cancer, carcinoid tumors, <3 years follow-up, and early 
postoperative death were excluded. in prior studies, a 
preoperative ntLr=4 was determined to be the best 
cutoff value based on receiver operator characteristic 
(roc) analysis. Univariate analysis with Kaplan-Meier 
estimates and multivariate cox proportional hazards 
models were performed.

Results/Outcome(s): A total 175 patients (median age 
70, 47% male) underwent resection. twenty one patients 
(12%) recurred with a median time to recurrence of 2.5 
years. For ntLr≥4 and ntLr<4, median recurrence was 
1.3 years and 3.8 years, respectively (P=0.08). ntLr≥4 
was associated with an increase in disease recurrence 
(P<0.05). Demographics, comorbidities, steroid use, emer-
gency surgery, tumor grade, t-classification, lymph nodes 
examined, and adjuvant chemotherapy were not associ-
ated with recurrence. cox proportional hazards analysis 
identified that ntLr was associated with lower rates of 
disease free survival (Hr 1.021, 95% ci 1.004-1.038; 
P<0.05) and higher rates of recurrence (Hr 1.026, 95% ci 
1.007- 1.046; P<0.05).

Conclusions/Discussion: ntLr≥4 was associated with 
higher recurrence rates in patients with stage ii colon 
cancer following surgical resection. Preoperative ntLr 
measurement is a simple, inexpensive and readily avail-
able biomarker for identifying patients at higher risk for 
recurrence. Pending further studies, ntLr may have value 
as an additional marker to identify stage ii colon cancer 
patients who could benefit from adjuvant chemotherapy.

TRANS-ANAL COCCYGECTOMY AND 
STAPLED MARSUPIALIZATION FOR 
PERIRECTAL ABSCESS CAUSING COCCYGEAL 
OSTEOMYELITIS.

ePoster AbstrActs eP408

L. Kang, t. Ma
Akron, OH

Purpose/Background: We present a case of a 
67-year-old male with a history of paraplegia from a motor 
vehicle accident who presented with sacral pain and rectal 
bleeding. He underwent pelvic Mri which demonstrated 
early coccygeal osteomyelitis and a perirectal abscess with 
a sinus tract to the coccyx. Given recent coronary stenting 
and medical co-morbidities, he was treated with 6-weeks of 
intravenous antibiotics. three months later, he presented 
with fevers and foul-smelling drainage per rectum. ct of 
the pelvis demonstrated a 6 cm posterior rectal abscess 
and erosion of the tip of the coccyx which communicated 
with the abscess cavity. Due to concern for pelvic sepsis, 
he was taken to the operating room for single-site diverting 
loop ileostomy creation and debridement of the perirectal 
abscess and coccyx through the anal canal with marsupial-
ization of the perirectal abscess cavity. We also describe a 
novel technique of trans-anal coccygectomy for coccygeal 
osteomyelitis.

Methods/Interventions: the patient was positioned in 
the lithotomy position. A laparoscopic single-site diverting 
loop ileostomy was performed. We then proceeded with 
a rectal exam. Upon digital examination, we palpated a 
separate lumen that communicated with a posterior rectal 
abscess cavity in continuity with the coccyx. the coccyx 
was felt to be mobile and disintegrated. We used two loads 
of a 60 mm laparoscopic stapler to marsupialize the abscess 
cavity to facilitate the drainage and exposure of the cavity. 
We then excised the coccyx through this opening using a 
combination of blunt dissection and electrocautery. Flexible 
sigmoidoscopy was performed which demonstrated that the 
abscess cavity was confined to the posterior rectal space. A 
large Malecot drain was placed within the abscess cavity.

Results/Outcome(s): Post-operatively, the patient 
developed an ileus which resolved with two days of 
nasogastric decompression. clostridium perfringens and 
bacteroides fragilis were cultured from the coccygectomy 
specimen and was treated with a 6-week course of pipera-
cillin-tazobactam. the rectal tube was left in place for the 
duration of his hospital stay, for 16 days.

Conclusions/Discussion: We describe the novel tech-
nique of trans-anal approach to coccygectomy, which is 
traditionally performed through an incision above the 
sacro-coccygeal joint. Fecal diversion was necessary in 
order to prevent fecal contamination of the exposed bone. 
endoscopic stapled marsupialization has been performed 
for select cases of chronic presacral sinuses due to leak 
following low anterior resection, successfully preserving 
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the anastomosis. our case is the first reported case in liter-
ature in which it was performed for a perirectal abscess, 
which has developed a well-epithelialized sinus tract and 
mature cavity. our minimally invasive approach to the 
treatment of a complicated perirectal abscess and coccy-
geal osteomyelitis benefited the patient by sparing a large 
open wound.

A & b: Axial and sagittal ct abdomen/pelvis demonstrating a perirec-
tal abscess and bone erosion of the tip of the coccyx (red arrows) 
c: intra-operative photograph showing an opening at the low rectum 
communicating with the perirectal abscess cavity with the tip of the 
coccyx in view (white arrow) D: intra-operative flexible sigmoidoscopy 
in the distal rectum showing the true lumen (yellow arrow), staple line 
(red arrow), and marsupialized abscess cavity and coccyx (blue arrow)

LONG-TERM OUTCOMES OF 
SACROCOCCYGEAL PILONIDAL DISEASE 
TREATMENT BY LASER ABLATION: A SINGLE 
INSTITUTE PROSPECTIVE STUDY.

ePoster AbstrActs eP409

Z. Li, L. Jin, y. gong, J. Wu
Shanghai, China

Purpose/Background: the treatment of sacrococcygeal 
pilonidal disease (sPD) is still challenging. Although there 
are many non-surgical and surgical methods, no consensus 
has been reached on the best treatment. the purpose of 
this study was to evaluate the efficacy of laser ablation 
using 1,470nm ring diode laser fiber in the treatment of 
sPD.

Methods/Interventions: in september 2022, we retro-
spectively studied the data of our 48 patients operated with 
this technique between March 2019 and september 2022. 
All patients were treated with laser ablation using 1,470nm 
ring diode laser fiber. the healing rate and recurrence rate, 
demographic and surgical data, postoperative pain, compli-
cations (wound infection, wound bleeding), the time of 
returning to normal work and life, and the time of wound 
healing were recorded. Postoperative pain was measured 
based on the visual analog scale (VAs) score.

Results/Outcome(s): Among the 48 patients, 41 males 
and 7 females, with a mean age of 27.7 years (range 14–42)
the healing rate was 100% and the average healing time 
was 28.3±5.5 days. the recurrence rate was 2.9%. one 
patient relapsed 3 months after operation. the patient 
underwent laser ablation again and the sinus tract was 
closed. the VAs score on the day of operation was 0 (0,2). 
the VAs score on the first, third, and seventh day after 
the operation was 0 (0,2), 0 (0,1), and 0 (0,1), respectively. 
there was no wound infection or bleeding after the opera-
tion. the mean time to normal work/life was 7.1±3.2 days.

Conclusions/Discussion: Laser ablation using 1,470nm 
ring diode laser fiber is effective in sPD treatment. it is 
associated with small wounds and mild postoperative pain. 
it is a simple, safe, and minimally invasive technique, and 
its clinical application for acute and chronic sPD in the 
absence of abscess is promising.

LOOSE-SETON TREATMENT FOR HIGHLY 
COMPLEX ANAL FISTULA—A MODIFIED 
SPHINCTER-CONSERVING TREATMENT.

ePoster AbstrActs eP410

L. Jin, K. Qin, H. Yang, c. cui, Z. Wang, J. Wu
Shanghai, China

Purpose/Background: the difficulty in the treatment 
of complex anal fistula is to both eradicate the disease and 
achieve the minimum damage and change in anatomy. 
based on large Mri samples, it has been confirmed 
that most anal fistulas, especially the posterior complex 
fistula, have abscess in Deep Posterior inter-sphincteric 
space(DPis). the purpose of this study is to advocate a 
modified loose-seton treatment for highly complex anal 
fistula based on the above theory.

Methods/Interventions: A total of 25 patients with 
highly complex cryptoglandular anal fistulas received 
the treatment. All surgical procedures were performed 
by the same surgeon, who is experienced in coloprocto-
logical surgery, assisted by a skilled collaborative team. 
Mri-based types of selected perianal fistulas were high 
trans-sphincteric fistulas(14cases), supra-sphincteric fistu-
las(10cases) and extra-sphincteric fistula(1case). opened 
the side tract which was outside the external sphincter. 
if high ischiorectal extension existed,even the tract into 
the Deep Postanal space(DPAs), it would have opened 
and drained adequately. then a partial internal sphincter 
was divided until the inter-sphincteric plane. the incision 
should be extended upward to DPis level while the infec-
tion involving DPis. Assessed the amount of involved 
sphincter and laid open the skin, subcutaneous tissue and 
subcutaneous external anal sphincter covering the tract. 
A rubber band was passed around the external sphincter 
and tied loosely.

Results/Outcome(s): of the 25 patients, there were 16 
men and 9 women. the mean age was 47.12±13.02 years. 
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the follow-up time was 47(15,53) months. there were 
18 cases involving DPis and (or) DPAs. the remaining 
7 patients had anterior fistula. After removing seton, 
primary healing occurred in 21 of 25 patients (84%). the 
median seton removal time was 14 days (12,17). the 
primary healing of high trans-sphincteric fistula was 90% 
(12/14). the primary healing of supra-sphincteric fistula 
was 90% (9/10). in patients with horseshoe fistula and 
anterior fistula, the former primary healing rate was 83% 
(10/12) and the latter was 71% (5/7). All six patients who 
had a posterior fistula recovered. the failure rate was 16% 
(4/25). two recurrence cases occurred in horseshoe fistula. 
no patients experienced problems controlling solid stool. 
one patient complained of frenquent gas and liquid stool 
incontinence. symptom disappeared after biofeedback 
treatment. Mucous discharge was noted occasionally in 
three patients.

Conclusions/Discussion: the key to improving the 
success rate of highly complex anal fistula surgery lies in 
removing the infection in DPAs and DPis, especially the 
latter. Partial external sphincter prevention with loose-
seton technique can be utilized successfully and prevents 
anal function. it can be used by any surgeon who has a 
basic knowledge of anorectal anatomy.

Fig1.A: sagittal Mri image of supra-sphincteric fistula (a 39-year-old 
female patient). An inflammatory granulomatous tract into the DPis 
(white arrow). b: Preoperative c: Postoperative D: Wound healing

CASE SERIES OF COLORECTAL 
ADENOCARCINOMA WITH ASSOCIATED 
FISTULA-IN-ANO IN A TERTIARY 
GOVERNMENT TRAINING HOSPITAL.

ePoster AbstrActs eP411

L. Limjoco, J. chua, A. Abella, J. cruz
Pasig, Philippines

Purpose/Background: colorectal adenocarcinoma 
associated with fistula-in-ano, is infrequently reported 
in literature, and work-up and surgical management. 
it is a challenging diagnostic and surgical dilemma as 
the fistula biopsy and technique has not yet been estab-
lished. implantation of cancer in fistula-in-ano (FiA) was 
described by Guiss as early as 1954.

Methods/Interventions: Data were obtained using 
the annual reports from the Department of surgery at 
rizal Medical center, Pasig city, Philippines. Medical 
records of patients presenting with colorectal adeno-
carcinom associated with fistula-in-ano as a diagnosis 
from January 2013 to December 2020 were identified 
from the database and retrieved. A chart review of these 
patients was carried out, including official reports of 
the physical examination, surgical memorandum, colo-
noscopy reports, laboratory reports, biopsy result, out- 
patient follow-up documnetation, and imaging from the 
radiology department (ct scan and Mri results). Patient 
data were then collated, tabulated, and reviewed by the 
authors.

Results/Outcome(s): in our case series, 3 of the 4 
patients underwent curative resection and none of them 
were associated with ibD, had no previous surgery relating 
to colorectal cancer or perianal abscess, and were all male. 
they were relatively young with the age range of 49-58 
years. All patients complained of anal symptoms within 
the year of the diagnosis of the rectal cancer but was not 
their main reason of consult. none of our patients showed 
evidence of drop metastasis towards the fistula-in-ano 
on final histopathology. these patients were followed-up 
until 10-16 months and none shows disease recurrence or 
metastasis.

Conclusions/Discussion: colorectal adenocarcinoma 
with associated fistula-in-ano is rare and presents a difficult 
disease management strategy outside of a multidisciplinary 
team approach. reports of drop metastasis of rectal cancer 
with implantation towards a more distal fistula-in-ano, do 
occur and are confined to case reports and case series also 
due to its rarity of diagnosis. Future clinical questions focus 
on removing the primary cancer and metastasis separately 
or to carry out an en-bloc resection of the primary lesion 
and the suspected metastasis. other issues surround this 
is if there is a non-yielding biopsy result of the FiA. We 
recommend a collaborated data gathering across different 
institutions in doing a retrospective pooled data analysis 
towards the outcomes of management.
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ESCHERICHIA COLI AND ENTEROCOCCUS 
FAECALIS BACTEREMIA ARE ASSOCIATED 
WITH INCREASED RECURRENCE RATES AFTER 
COLORECTAL CANCER SURGERY.

ePoster AbstrActs eP412

M. Hsieh, b. You, n. tien, c. Li, J. Yu, t. Ke, P. chen
Taichung, Taiwan

Purpose/Background: escherichia coli (ec), and 
enterococcus Faecalis (eF) have been proven to be asso-
ciated with the occurrence of colorectal cancer (crc). 
However, the relationship between tumor recurrence and 
bacteremia is not well established. We conducted a study 
to investigate the relationship between the bacteremia of 
any one of these two strains (b2) and the recurrence of 
colorectal cancer after surgery.

Methods/Interventions: this is a retrospective study, all 
colorectal cancer patients who had received blood culture 
examination after primary tumor resection were collected 
during 2010-2019. A total of 546 stage 1-3 colorectal 
cancer patients were included, 80 patients in the b2 group 
and 466 patients with negative blood cultures (bn).

Results/Outcome(s): the recurrence rate was higher in 
the b2 group than bn group (41.2% vs 22.5%, p<0.001). 
After multivariable analysis, independent risk factors for 
recurrence were b2 (or: 2.23, ci: 1.25-4.00), age <65 
years (or: 1.78, ci: 1.11-2.87), and stage iii cancer (or: 
2.93, ci: 1.31-6.57). Furthermore, after using stratifica-
tion by age, the younger group (<65 years old) was more 
likely to increase recurrence with b2 (or: 5.40, ci: 2.11-
13.84) than the older group (>65 years old) (or: 1.06, ci: 
0.45-2.53)

Conclusions/Discussion: escherichia coli and 
enterococcus Faecalis bacteremia are significantly associ-
ated with colorectal cancer recurrence after primary tumor 
surgery in stage i-iii patients, especially in the younger 
population (<65 years old). therefore, we should pay more 
attention to the possibility of recurrence and adjust the 
post-operative follow-up if the younger patients had b2 
bacteremia after colorectal surgery.

RADIOGRAPHIC FACTORS ASSOCIATED WITH 
LYMPH NODE METASTASES IN RIGHT-SIDED 
COLON CANCER.

ePoster AbstrActs eP413

M. Kobritz3, K. Weber1, r. Hollis2, M. Greenwald2

1Chicago, IL; 2New Hyde Park, NY; 3Manhasset, NY

Purpose/Background: nodal staging in colon cancer 
by pathologic determination of positive lymph nodes has 
significant impact on treatment. Previous work has tried 
to use tumor features present on imaging to guide neoad-
juvant treatment, but because of poor radiographic staging 
of locoregional disease, segmental colectomy and standard 
lymph node resection remains the initial treatment for 
the majority of patients. this study attempted to describe 
features of lymph nodes on imaging that correlated with 
the presence of lymph node metastases in right-sided colon 
cancer.

Methods/Interventions: A retrospective review was 
completed for all patients with right-sided colon cancer 
who underwent colectomy from 2015 through 2020 at 
north shore University Hospital or Long island Jewish 
Medical center. Patients under age 18 or who did not 
have invasive adenocarcinoma on final pathology were 
excluded. body radiologists performed a blinded review of 
ct scans performed within 90 days prior to colectomy to 
identify abnormal findings. Variables of interest included 
patient age, sex, tumor location, tumor size, tnM stage 
on final pathology, enlarged lymph nodes, pericolonic 
lymph node clustering, internal heterogeneity, lobulation 
and irregular borders, central necrosis, and pericolonic 
inflammation. Univariate and multivariate regression were 
performed to assess the relationship between patient vari-
ables, disease variables, radiographic abnormalities, and 
presence of nodal metastases in pathologic specimens. 
Variables found to be significantly associated with lymph 
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node metastases in univariate analyses were included in 
the multivariate regression.

Results/Outcome(s): the final cohort included 218 
patients. the patient cohort was 44.5% male, had a mean 
age 72.6 ± 12.5, and mean bMi of 27.2. sensitivity, spec-
ificity, positive predictive value (PPV), negative predic-
tive value (nPV), and area under the curve (AUc) for 
each radiographic finding are presented in table 1. Age, 
number of enlarged lymph nodes, pericolonic lymph 
node clustering, internal heterogeneity, irregular borders/
lobulated lymph nodes, and pericolonic inflammation 
were significantly predictive of lymph node metastases in 
univariate analysis and were included in the multivariate 
regression. However, in the multivariate model only lymph 
nodes with internal heterogeneity (or 4.809, p < 0.01) 
were significantly predictive of lymph node metastases.

Conclusions/Discussion: Previous efforts to radio-
graphically identify colon cancer patients appropriate 
for neoadjuvant treatment found inconsistency in tumor 
staging, however this analysis suggests that lymph node 
abnormalities, specifically internal heterogeneity, may 
predict lymph node stage. Knowledge of the nodal staging 
preoperatively may change initial management and yield 
survival benefit similar to what is seen in other cancer 
types.

TRANSANAL REPAIR OF ANASTOMOTIC 
LEAKAGE AFTER LOW ANTERIOR RESECTION.

ePoster AbstrActs eP414

W. Lossius, t. stornes, t. bernstein, A. Wibe
Trondheim, Norway

Purpose/Background: the purpose of this study was to 
report the efficacy of transanal surgery to treat anastomotic 
leakage after low anterior resection for rectal cancer by 
following a protocol of early detection and sepsis control 
followed by transanal repair. the primary endpoint was 
healing of the anastomosis and secondary endpoints were 
length of stay and 100-day mortality.

Methods/Interventions: this prospective single centre 
cohort included all patients treated with low anterior 
resection for rectal cancer at a norwegian university 
hospital from January 2018 to June 2022. if early signs of 
anastomotic leakage were observed, the anastomosis was 

examined by computer tomography with rectal contrast 
and flexible endoscopy. Anastomotic leakage was deemed 
eligible for repair if involving less than half of the circum-
ference and there was no ischemia or retraction of the 
colon. Depending on size of the defect, the cavity behind 
the anastomotic defect was cleaned by a simple catheter 
which was placed through the defect for intermittent 
irrigation, or by an endosponge. A diverting stoma was 
created and a transabdominal pelvic drain was inserted if 
not in place after initial surgery. then the anastomosis was 
examined every 3-4 days. if the leakage was still eligible, 
the sepsis was under control, and the cavity behind the 
defect was clean, the defect was sutured using transanal 
Minimally invasive surgery (tAMis) or open transanal 
technique, depending on the level on the anastomosis. 
computer tomography with rectal contrast and rigid proc-
toscopy was performed after 3 months to ensure successful 
healing before the diverting stomas were taken down, and 
at 12 months.

Results/Outcome(s): there were 171 low anterior 
resections, 42% women and 58% men and mean age 
was 67 years. neoadjuvant radiotherapy was given to 58 
patients (34%). An anastomotic leak was diagnosed in 18 
patients (10.5%), and eight of these (44%) were repaired 
transanally, three were treated only by antibiotics, five 
underwent abdominoperineal resection, and two had a 
Hartmann’s procedure. At three months the anastomosis 
had healed in 7 of 8 patients who were treated transanally, 
and one patient healed after 6 months. one patient 
required dilatation for stenosis. At 12 months a presacral 
sinus appeared after closure of the diverting stoma in one 
patient, resulting in a healed anastomosis in 7 of 8 patients. 
Median length of stay was 18.5 days for those treated by 
transanal repair, compared to 15 days for the remaining 
patients with anastomotic leakage. there was no 100-day 
mortality in any patient with anastomotic leakage.

Conclusions/Discussion: eight out of 18 anastomotic 
leakages were eligible for transanal repair and seven of 
these were successful, with no mortality and acceptable 
increase in length of stay. this organ-sparing approach to 
treat anastomotic leakage seems promising.
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Fig 1. Posterior defect sutured by TAMIS 11th postoperative day

UNDERSTANDING SURGEON AND NURSE 
PERSPECTIVES ON THE USE OF PATIENT-
GENERATED DATA IN THE MANAGEMENT OF 
LOW ANTERIOR RESECTION SYNDROME.

ePoster AbstrActs eP415

o. Monton1, A. smith2, c. Vasilevsky3, n. Morin3, 
G. Ghitulescu3, A. Pang3, F. rajabiyazdi4, M. boutros3

1Hamilton, ON, Canada; 2London, ON, Canada; 3Montreal, 
QC, Canada; 4Ottawa, ON, Canada

Purpose/Background: the management of low anterior 
resection syndrome (LArs) requires patient engagement 
and self-management. Patient-generated LArs data is 
currently being used in the management of rectal cancer 
survivors with LArs, however, healthcare practitioners’ 
(HcPs) perspectives and experiences remain largely unex-
plored. the aim of this study was to explore surgeon and 
nurse perspectives on the use of patient-generated LArs 
data.

Methods/Interventions: After institutional ethics 
board approval, we utilized snowball sampling to recruit 
international LArs experts, including surgeons and 
nurses, with knowledge and expertise in LArs (LArs 
Data Visualization collaborative). We conducted 
semi-structured interviews to understand the use of 
patient-generated data (PGD) in managing LArs. We 
used grounded theory to thematically analyze the tran-
scribed interviews using the MAXQDA software.

Results/Outcome(s): our sample included 14 HcPs, 
including eight colorectal surgeons and six nurses. 
saturation was achieved after 5 interviews. Four themes 
emerged from analysis: data collection, data review, data 
utility, and future directions for developing a clinical tool 
to enhance the use of PGD for LArs patients. in terms of 
data collection, most LArs experts ask patients to collect 
various types of PGD related to LArs, which is collected 
by different means. there is no agreed upon duration of 

data collection for LArs patients, but most HcPs feel 
that the first several months are the most important time 
for patients to collect data. For data review, we found that 
both surgeons and nurses review PGD, typically during 
clinical encounters alongside patients. Most HcPs find it 
difficult to interpret PGD and identified time constraints, 
legibility, and completeness as the most common barriers 
to reviewing data in clinic. HcPs feel that data collection 
helps engage patients in their care through self-reflection 
and self-management. it also helps HcPs identify trends, 
understand symptoms and their impact, and guide treat-
ment. Most LArs experts feel that a clinical tool in the 
form of an online app or website to support data collection 
and enhance data visualization would be useful. this 
should include various types of LArs data and data visual-
izations that are easy to interpret and understand. Patient 
buy-in and compliance were highlighted as important 
considerations. Finally, some HcPs see promise in lever-
aging patient-generated LArs data to inform the creation 
of automated treatment algorithms for LArs patients.

Conclusions/Discussion: this study highlights many 
gaps in the processes of PGD collection and review in the 
management of LArs. A clinical tool including various 
data collection templates and data visualization prototypes 
could help to address these gaps. Future research will focus 
on incorporating the patient perspective.

CHEMORADIATION CONFERS A SURVIVAL 
ADVANTAGE FOR PATIENTS UNDERGOING 
LOCAL EXCISION FOR T1 RECTAL 
ADENOCARCINOMA WITH UNFAVORABLE 
HISTOPATHOLOGY.

ePoster AbstrActs eP416

c. sharon, r. straker, G. tortorello, J. Miura, 
G. Karakousis, n. saur, n. Mahmoud1

Philadelphia, PA

Purpose/Background: Management of patients with 
clinical t1n0 rectal adenocarcinoma typically includes 
either total mesorectal excision (tMe) or transanal exci-
sion with subsequent close observation. For patients 
with unfavorable histopathology following local exci-
sion, such as lymphovascular invasion (LVi) or poor 
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differentiation, optimal management remains undefined, 
and the options include observation or adjuvant chemora-
diation (chemoXrt). We sought to determine long term 
survival outcomes of t1 rectal adenocarcinoma patients 
with poor histopathology who received local excision 
compared to tMe.

Methods/Interventions: Patients with pathologic t1 
and clinical n0M0 rectal adenocarcinoma who under-
went surgical excision in the form of local excision or 
tMe were identified from the national cancer Database 
(2004-2019). Patients with positive margins, unknown 
LVi status and unknown lymph node sampling were 
excluded. Unfavorable histopathology (UH) was defined 
as the presence of LVi or poor differentiation. treatment 
of patients with UH was compared to those with favorable 
histopathology (FH) using chi-square analyses. Five-year 
overall survival (os) for patients who had UH and local 
excision or tMe with and without chemoXrt was esti-
mated using Kaplan-Meier (KM) and cox proportional 
hazards modeling.

Results/Outcome(s): of the 5,414 patients identi-
fied, the median age was 62 (53-71), 59% were male 
(n=3,227), most were White (90.8%, n=4,692), and the 
minority of patients had UH (15.4%, n=832). While most 
patients underwent tMe (76.6%, n=4,139), there was no 
difference in rates of local excision between patients with 
FH (23.3%) and UH (24.4%, p=0.46). of the patients 
with UH who underwent local excision (n=203), 12.8% 
(n=26) received adjuvant chemoXrt. While on KM 
analysis patients with FH who underwent tMe had an 
improved 5-year os compared to those who received 
local excision (89.1% tMe vs. 84.3% local, p<0.001), this 
finding did not persist on multivariate cox analysis (Hazard 
ratio [Hr] 0.85, p=0.20). For patients with UH, perfor-
mance of tMe demonstrated a survival advantage on 
both KM (87.4% tMe vs. 76.4% local, p<0.001) and cox 
analyses (Hr 0.56, p=0.035). However, on KM analysis, 
tMe did not carry a survival advantage for patients with 
UH who received adjuvant chemoXrt (86.2% tMe vs. 
87.1% local, p=0.94), and this persisted with cox modeling 
(Hr 1.19, p=0.26).

Conclusions/Discussion: For t1n0 rectal cancers with 
UH, tMe demonstrates a survival advantage over local 
excision alone. However, survival is equivalent between 
patients who undergo tMe compared to local excision 
with adjuvant therapy. this suggests that tMe can be 
safely avoided for select patients with t1n0 rectal cancer 
with UH. Adjuvant therapy should be strongly considered 
in this population.

DILIP’S SCHEMATIC DIAGRAM OF THE 
ANORECTUM WITH MANAGEMENT 
PROTOCOLS FOR FISTULA-IN-ANO.

ePoster AbstrActs eP417

D. Pathak
Jabalpur, India

Purpose/Background: Presently only two drawings - 
one coronal and the other axial are used and have their 
own limitations. in the coronal, it is not clear whether the 
lesion is anterior or posterior, and in the axial, the level is 
not defined. the present work proposes documentation 
with more sections and color coding for the sphincters 
which will give more information and guidance as well for 
the management of various fistulas.

Methods/Interventions: 83 patients of Fistula-
in-Ano were subjected to the study from January 2020 to 
september 2022. the first diagram was drawn based on the 
clinical examination. if Mri was done, then the radiologist 
was requested to draw it. thirdly, operative findings were 
drawn and compared with the pre-operative clinical find-
ings. in case of any gross discrepancy with the Mri, the 
operative diagram was sent to the radiologist for his review.

Results/Outcome(s): Mri was done in 54% of cases. it 
was observed that Mri proved to be useful in 30% of cases 
for searching the high and discrete collections which were 
not anticipated in the clinical examination. Mri reported 
absent internal openings in 18%, all of which were defined 
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during surgery. 26% of operative findings did not correlate 
with the pre-operative clinical findings in the diagram.

Conclusions/Discussion: this new documentation 
gives a piece of better information. it aids the surgeon 
in better understanding the case and will make the 
management more effective and safe through the guidance 
given in color coding. the diagram is self-explanatory: 
correlating to the traffic signal, when the fistula tract lies 
in the green zone, there is no risk of incontinence. if it falls 
in the yellow zone, one has to be cautious. the red zone 
indicates it is a complex one and liable for incontinence. it 
is very simple to decide - if the lesion is seen in the red zone 
in Mri, novice surgeon should avoid it. For every zone, 
treatment options are suggested. it was observed that posi-
tive Mri findings were helpful to search for the discrete 
abscess cavities and high supra or trans levator extensions, 
but negative Mri findings were not pertinent. in all the 
patients where the internal opening was not seen in Mri, 
it was found in surgery. A review of the pre-operative 
drawings with actual operative findings improve the clin-
ical acumen, and decision-making over the period.

1. internal op at 8 o’clock in dentate line 2. Ascending up in supra 
sphincteric space on rt side 3. crossing high up at the level of puborec-
talis sling from rt to Lt (10 to 2) posteriorly. (red) 4. becomes trans 
sphincteric between the sup and the Deep components of the ext 
sphinct on rt side (Yellow) 5. collects in iA fossa to rupture out mak-
ing ext op at 8 o’clock, 4 cm away from the anus posterolaterally in 
the right buttock (Green) Management 1. Green zone - safe (iA fossa). 
excision of the ext op, deroofing and liberal drainage. 2. Yellow zone 
- be cautious (sup/ Deep ext sphinct) curettage and placing seton 3. 
red zone - risky (suprasphincteric collection). only meticulous careful 
drainage with placement of the Foley’s catheter for few days.

SUPRAANAL HEMORRHOIDECTOMY: A 
ANODERM-PROTECTING SURGERY METHOD.

ePoster AbstrActs eP418

F. Pakravan, Z. Poschinski
Duesseldorf, Germany

Purpose/Background: Deciding on the proper surgery 
method for advanced hemorrhoids is still hard, even 
though there are new pathophysiological insights and 
new therapy options. especially the therapy of prolapsing 
hemorrhoids with anoderm is still challenging using anat-
omy-protecting surgery methods, such as stapler hemor-
rhoidectomy (HP) or transanal open hemorrhoidectomy 
(toH). the supraanal hemorrhoidectomy proposes an 
anoderm-protecting alternative.

Methods/Interventions: between october 2018 and 
october 2021, 46 patients (30 men, 16 women, age 52 ± 
15 years, median follow-up 1,9 ± 0,8 years) with prolapsing 
hemorrhoids after different HP-surgeries (26 patients with 
stapler and 20 patients with toH) underwent supraanal 
hemorrhoidectomy. in lithotomy position, a cuneiform 
resection of the submucosal hemorrhoids was performed 
parallel to and approx. 5 mm above the linea dentata. 
the defect was provided with 2-0 vicryl running stitches 
without haemostasis.

Results/Outcome(s): 36 patients were symptom free 
right after surgery. in 6 patients, a perianal thrombosis 
was detected postoperative. in 7 patients, there was 
a wound dehiscence postoperative which were treated 
conservatively. All patients were free of complaints during 
follow-up. there were no cases of postoperative bleedings 
or pruritus

Conclusions/Discussion: the supraanal hemorrhoidec-
tomy is a technically easy and cost-effective method, which 
is done in a short period of time under sight of the situs at 
all times. to confirm these first positive results, there is a 
need of further studies with larger patient cohorts.

LEVATOR PLATE SAGGING.
ePoster AbstrActs eP419

F. Pakravan, Z. Poschinski
Duesseldorf, Germany

Purpose/Background: the descending perineum 
syndrome (also known as levator plate sagging) refers to a 
condition, where the perineum balloons several centime-
ters below the bony outlet of the pelvis. this condition can 
be treated by several operative treatments including retro-
rectal levatorplasty, post-anal repair, retro-anal levator 
plate myorrhaphy. in this study, pretreated patients under-
went rehn Delorme surgery in order to improve their 
condition.

Methods/Interventions: between 2016 and 2021, 29 
patients were seen in total. 21 patients severe psychological 
problems and all had defecation difficulties. All patients 
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were treated conservatively first. 11 patients (3 male, 8 
female, age between 19 and 70 years) had underwent tran-
sanal mucosa resection rehn-Delorme for treating levator 
plate sagging after different previous surgeries.

Results/Outcome(s): the surgery was successful in all 
patients: there were no cases of postoperative bleeding or 
infection. After surgery, 7 patients needed further enemas. 
in 4 patients, symptoms were reduced right after surgery. 
During median follow-up time of 10 months, symptoms 
were reduced in all patients.

Conclusions/Discussion: even though there are this 
many different treatment options, including Parks surgery, 
in the past few years, some patients presented with an 
almost circular levator weakness and prolapse of the 
rectum with severe difficulties in defecation. these patients 
will be even more difficult to be treated, also because the 
pathophysiology and pathogenesis is not clear yet. A lot of 
patients have had difficulties from young age and are very 
complex to treat. therefore, we need a discussion about 
this new condition in terms of treatment. rehn Delorme 
surgery might be a promising therapeutic approach in 
young patients following conservative treatment.

MODIFIED POPS SURGERY SHOWS GOOD 
RESULTS IN SHORT TIME FOLLOW UP IN 
PATIENTS WITH RECTAL PROLAPSE.

ePoster AbstrActs eP420

F. Pakravan, Z. Poschinski
Duesseldorf, Germany

Purpose/Background: rectal prolapse is mostly 
common in patients over 50 years old, especially in 
women with simultaneous pelvic floor conditions. there 
are several abdominal and perineal surgical approaches 
including PoPs (pelvic organs prolapse suspension) by 
Longo. in this modified version, the mesh is not fixated at 
the vagina but ventral of the rectum in order to elevate the 
rectum and eradicate the rectal prolapse.

Methods/Interventions: between october 2016 and 
october 2021, 54 patients (11 male, 43 female, age 68 
(43-87) years, median follow up 13.8 months) under-
went modified PoPs operation. Most patients under-
went previous surgeries, including hysterectomy, stArr 
surgery and perineal prolapse resection.

Results/Outcome(s): the surgery was successful in all 
patients: there were no cases of postoperative bleeding or 
infection. 26 patients (48.1%) were symptom free after 
surgery, 20 patients (37%) had distinct improvement. 8 
patients (14.8%) only experienced a minor improvement. 
During follow-up, 42 patients (77.7%) reported a sustain-
able improvement of symptoms.

Conclusions/Discussion: the ventral rectopexy with 
modified PoPs surgery seems to be safe and successful in 
this patient cohort. it might be a more protecting surgical 

method compared to other methods used at the moment. 
there is a need for longer follow-up times and larger 
patient cohorts in order to prove these results.

MONKEYPOX VIRUS AND INFECTIOUS 
PROCTITIS.

ePoster AbstrActs eP421

n. ceballos1, V. Lao2

1Hollywood, FL; 2Pembroke Pines, FL

Purpose/Background: Monkeypox has re-emerged 
worldwide with evidence of person-to-person transmis-
sion becoming a public health concern. Monkeypox is 
a zoonotic infection caused by the monkeypox virus, a 
double stranded DnA virus of the genus orthopoxvirus 
of the family Poxviridae. the diagnosis is made with viral 
DnA polymerase chain reaction (Pcr) since immunohis-
tochemistry cannot differentiate monkeypox from other 
orthopoxviruses. the literature supports that cases are 
associated with sexual contact, particularly receptive anal 
intercourse. typical presentation includes fever, chills, 
headache, respiratory symptoms, myalgias, skin rash, and 
lymphadenopathy.

Methods/Interventions: the patient is a 35-year-old 
male with one week of anal pain associated with tenesmus, 
sore throat, fever, and chills. on exam he was clinically 
stable with a leukocytosis of 14. An exam under anesthesia 
revealed a friable, inflamed anal canal with multiple umbil-
icated pustular lesions and exudate. edema extended to 
the distal rectum. A flexible sigmoidoscopy revealed proc-
titis with a small ulcer in the proximal rectum. Multiple 
biopsies were taken and the exudate was sent for culture 
analysis.

Results/Outcome(s): the anal canal culture revealed 
moderate growth enterococcus faecium, light growth mixed 
anaerobes, scant escherichia coli and candida lusitaniae. 
the anterior anal canal biopsy revealed squamous mucosa 
with necrosis and extensive acute inflammation consis-
tent with an abscess. the rectal biopsies revealed active 
proctitis with prominent lymphoplasmacytic infiltrate. 
testing was negative for chlamydia trachomatis, neisseria 
gonorrhoeae, hepatitis, human immunodeficiency virus, 
and syphilis. Monkeypox virus DnA qualitative Pcr was 
detected. the patient underwent close follow-up. on 
subsequent examination he had tender inguinal lymphade-
nopathy and vesicular lesions at varying stages of healing. 
currently, there is no definitive cure. treatment is focused 
on symptomatic improvement, decreasing complications, 
and preventing transmission.

Conclusions/Discussion: Monkeypox virus with 
predominantly anal involvement is seen with increased 
frequency and should be considered in the differen-
tial diagnosis especially for those in higher risk groups 
including patients who practice receptive anal intercourse.
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RECTAL INJURY IN UROLOGIC SURGERY.
ePoster AbstrActs eP422

X. Peters, s. Kirkendoll, c. Ko
Chicago, IL

Purpose/Background: rectal injury (ri) is a feared 
complication of prostate surgery. ri has been described in 
the context of prostatectomy but remains underreported in 
cystectomy. the aims of this study were to report the inci-
dence of ri in this urologic cohort, identify potential risk 
factors and to explore the multidisciplinary relationships in 
caring for patients with rectal injury.

Methods/Interventions: Data for cystectomy and 
Prostatectomy cases from January 2019 through December 
2021 in the American college of surgeons national 
surgical Quality improvement Program (Acs nsQiP) 
registry were analyzed. Morbidity, mortality, and length 
of stay (Los) comparisons were made between the rectal 
injury and no injury groups for both cystectomy and prosta-
tectomy. Logistic regression was conducted to evaluate for 
effects of age, surgical approach, body mass index (bMi), 
and race on the incidence of rectal injury.

Results/Outcome(s): of 23,038 patients that under-
went prostatectomy, 76 (0.3%) suffered ri. of 8,935 
cystectomy patients, 116 (1.3%) suffered ri. the median 
length of stay increased in prostatectomy patients with 
rectal injuries from 1 to 3 days as compared to patients 
without rectal injury (p < 0.0001) the same was true for 
cystectomy patients, where median Los increased from 6 
to 7 days in those with ri compared to those without ri 
(p = 0.003). of 76 patients with ri, 5 (6.6%) underwent 
intraoperative diversion in the prostatectomy group, while 
23 (19.8%) of 116 underwent intraoperative diversion 
in the cystectomy group. in logistic regression modeling, 
surgical approach demonstrated a protective effect on ri 
when controlling for bMi, age, and race (or Laparoscopic 
vs open 0.42, robotic vs open 0.22; p = 0.0002) for the 

cystectomy group. results differed between cystectomy 
and prostatectomy groups. Minority (non-white) status 
was the only variable to reach significance within the 
regression model, demonstrating increased risk for rectal 
injury (or 1.76; p=0.027).

Conclusions/Discussion: We report here the most 
recent data on rectal injury in prostate and bladder surgery, 
including the incidence of injury requiring fecal diversion. 
consistent risk factors for ri between the prostatectomy 
and cystectomy group could not be identified, perhaps 
owing to the overall low event rate of ri. this may other-
wise suggest a relatively small contribution of these patient 
demographics to overall risk for rectal injury relative to 
intraoperative circumstances.

ANORECTAL MONKEYPOX: PHYSYCAL AND 
ENDOSCOPIC FINDINGS.

ePoster AbstrActs eP423

L. De campos-Lobato, G. dos santos nogueira
Brasilia, Brazil

Purpose/Background: in July 2022, the World Health 
organization declared the monkeypox outbreak a public 
health emergency of international concern. there are 
currently nearly 28,000 cases in the Us. Although the 
cutaneous form is easily recognized by most clinicians, 
the anorectal presentation remains unknown to many 
colorectal surgeons, which can delay adequate patient care 
and facilitate the spread of disease among the surgeons 
themselves and other healthcare professionals. therefore 
the purpose of this case study is to report a case of 
anorectal smallpox, describing the physical examination 
and endoscopic findings.

Methods/Interventions: We describe a case of 35 
year old male, presenting at the emergency department 
complaining of progresive and severe anorectal pain and 
mucous discharge over the past 4 days. He had no comor-
bidities the symptoms stared after he had umprotects anal 
sex intercourse with another man. General physical exam-
ination was unremarkable. Pain killer medications were 
prescribed, blood tests, pelvic Mri and colorectal surgeon 
consultation were ordered.

Results/Outcome(s): blood tests revealed a white blood 
cell count of 14,000 × 109/L, and the c-reactive Protein 
test was 42 mg/dL. Pelvic Mri demonstrated edema of 
the distal rectal mucosa and excluded the presence of any 
abscess. screening for HiV, hepatitis b and c and syphilis 
was negative. Anorectal examination showed vesicles and 
pustules with umbilication. Flexible sigmoidoscopy showed 
severe distal rectal proctitis characterized by mucosal 
swelling and friability, associated with purulent secretion. 
rectal and perianal lesions were swabbed and the sample 
sent for real-time polymerase chain reaction (Pcr), which 
confirmed the diagnosis of monkeypox. the patient was 
hospitalized for pain control and was discharged 4 days 
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later with recommendation of contact isolation until reso-
lution of all lesions and symptoms.

Conclusions/Discussion: Anorectal Monkeypox is a 
new condition that is becoming more frequent in emer-
gency departments. Knowing the physical and endoscopic 
findings is crucial for colorectal surgeons. our case report 
can help facilitate immediate patient diagnosis and prevent 
accidental contamination of colorectal surgeons.

INTRABDOMINAL BLEEDING AFTER DOPPLER 
GUIDED HEMORRHOIDAL ARTERY LIGATION 
WITH RECTO-ANAL REPAIR.

ePoster AbstrActs eP424

Z. ALHUMoUD, t. ALsHAMMAri
Dammam, Saudi Arabia

Purpose/Background: Doppler-guided hemorrhoidal 
artery ligation with recto-anal repair (DGHAL-rAr) is a 
minimally invasive techniques used to treat hemorrhoidal 
disease. reports of complications following this proce-
dure are very rare in the literature, however, herein we 
report a case of serious intrabdominal bleeding following 
DGHAL-rAr without rectal bleeding.

Methods/Interventions: case presentation: A 
35-year-old male presented with acute abdominal pain 
associated with distension and signs of an acute abdomen 
that had developed following an elective doppler-guided 
hemorrhoidal artery ligation with recto-anal repair 
(DGHAL-rAr) procedure for third-degree hemorrhoids 
two days previously. the procedure had been performed 
without any intraoperative complications. An initial 
proctoscopy examination showed no evidence of active 
bleeding. Laboratory investigation revealed a very low level 
of hemoglobin. A computerized tomography scan (ct) of 
the abdomen and pelvis revealed peritoneal fluid collection 

extending into the pelvis, and a thickening of the rectal 
wall without extravasation of the contrast medium.

Results/Outcome(s): the patient’s clinical condition 
indicated the need for an emergency laparoscopic explor-
atory procedure with high suspicion of intrabdominal 
hemorrhage. A huge hematoma was found occupying 
the rectovesical pouch, with a seromuscular tear on the 
anterior rectal wall without evidence of active bleeding 
or bowel perforation. Hematoma evacuation and primary 
repair of the rectal layer tear were performed without 
bowel resection.

Conclusions/Discussion: the reported case shows 
that diagnosis of intrabdominal hemorrhage following 
DGHAL-rAr is challenging, and multimodal investiga-
tions and high clinical awareness is needed. this case is 
the first such case to be reported as intraperitoneal hema-
toma following the DGHAL-rAr technique managed 
without bowel resection or stoma diversion. Awareness of 
this serious complication after this surgical technique for 
hemorrhoidal disease is vital to guide subsequent investiga-
tions and prevent inappropriate treatment or unnecessary 
surgical interventions.

HEMORRHOIDECTOMY: DOES AGE MAKE A 
DIFFERENCE?

ePoster AbstrActs eP425

s. capece1, c. browning2, c. barros de sousa1, K. shaak1, 
J. Yoon1, W. sangster1

1Allentown, PA; 2Los Angeles, CA

Purpose/Background: symptomatic hemorrhoids 
constitute a large portion of office visits. treatment of 
hemorrhoids often involves a combination of dietary 
changes, medical management, office-based procedures, 
and surgery. While management of grade i and iV hemor-
rhoids generally involve medical and surgical intervention, 
respectively, grade ii and iii hemorrhoids often require a 
multimodal approach with an end result that may culmi-
nate in surgical resection. While the decision to proceed 
with hemorrhoidectomy is multifactorial, age and overall 
medical condition around the time of diagnosis can often 
impact the decision. the objective of this study was to 
evaluate patients with a diagnosis of symptomatic grade 
ii or grade iii hemorrhoids and to determine progression 
to hemorrhoidectomy based on age and the time interval 
between diagnosis and surgical intervention.

Methods/Interventions: A retrospective cohort study 
was undertaken by reviewing a single institutional data-
base. Patients age 18-75 with grade ii or grade iii internal 
hemorrhoids between 2015 and 2020 were included within 
the study. Patients with thrombosed hemorrhoids or surgical 
contraindications to hemorrhoidectomy were excluded. 
Patient baseline demographics, treatment choices, and 
time to hemorrhoidectomy (if applicable) were stratified 
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and analyzed based on hemorrhoid grade (grade ii and iii) 
and age groupings that were pre-determined by the authors 
(18-30, 31-50 and 51-75).

Results/Outcome(s): A total of 961 patients met 
inclusion criteria for Grade ii (n=442) and iii (n=519) 
hemorrhoids. irrespective of age, patients with Grade iii vs 
Grade ii hemorrhoids were more likely to choose hemor-
rhoidectomy as the initial treatment management (27.6% 
vs 4.1%). irrespective of hemorrhoid grade, patients in 
age groups 18-30 and 30-50 were more likely to choose 
hemorrhoidectomy as the initial treatment management 
compared to patients ages 51-75 years old (23.5% and 
22% vs 12.8%). in patients who were initially treated with 
medical management or office based procedures and then 
progressed to hemorrhoidectomy, no significant differences 
in length of time to hemorrhoidectomy were noted based 
on hemorrhoid grade or age, with the median time to 
surgery of the sample being 67 days.

Conclusions/Discussion: treatment choice for Grades 
ii and iii hemorrhoids will remain a combination of 
surgeon and patient preference. While a variety of factors 
can be attributed to why patient’s choose medical manage-
ment over hemorrhoidectomy, age and lifestyle likely 
drives the decision-making process. our study shows that 
the younger population will seek hemorrhoidectomy first 
over the older population especially in more advanced 
hemorrhoidal disease.

intervention choice stratified by age and grade

CHARACTERIZATION OF CRYPTOGLANDULAR 
FISTULA MICROBIOME USING A NOVEL 
TECHNIQUE.

ePoster AbstrActs eP426

M. Zafar, P. nepal, M. Abdulhai, A. Perez-tamayo, 
V. chaudhry, A. Mellgren, G. Gantt
Chicago, IL

Purpose/Background: bacterial infection within the 
inter-sphincteric space is thought to be central to anal 
fistula formation, as suggested by Park’s cryptoglandular 
hypothesis. However, it has been difficult to isolate the 
microorganisms in fistula specimens using conventional 

culturing techniques. We describe a novel technique to 
obtain fistula biopsy samples to characterize the crypto-
glandular fistula microbiome using 16s ribosomal rnA 
(rrnA) gene amplicon sequencing. We also aim to 
correlate the microbiome with clinical outcomes.

Methods/Interventions: Fistula specimens were 
collected from the fistula tract close to the internal fistula 
opening using a pediatric cystoscope between December 
2021 and June 2022. six patients were treated with 
fistulotomy, while one of each was managed with rectal 
advancement flap, ligation of inter-sphincteric fistula tract 
procedure, and a combination of Video-Assisted Anal 
Fistula treatment and fibrin glue. Patients were classified 
as either having resolving or persistent fistula disease at 
the 3-month postoperative visit. extracted genomic DnA 
was Pcr amplified using domain-level primers, followed by 
deep sequencing to interrogate fistula microbial commu-
nity structure. Differences in microbial community struc-
ture between groups were explored through comparison of 
alpha diversity, beta diversity, and taxon-by-taxon differ-
ential abundance analysis.

Results/Outcome(s): At follow-up, 6 had resolved 
fistula and 3 had persistent fistula. the mean age (40 
years) and bMi (30) were similar between the groups. the 
most common phylum across all samples was Firmicutes. A 
trending difference in alpha diversity (shannon index) was 
observed between resolved/persistent fistulas, with higher 
diversity observed in the resolving fistula group (p=0.26). 
beta diversity analysis (PerMAnoVA) did not identify 
significant community-level differences between groups. 
Despite substantial within-group variation, persistent 
fistula patients had higher relative abundance of puta-
tively pathogenic bacteria from the phylum Fusobacteria 
(logFc value= 9.2) at all taxonomic levels (p<0.05), 
including the genus Fusobacterium (logFc value= 5.7). 
similarly, the relative abundance of bacteria from the class 
Verrucomicrobiae, essentially Akkermansia muciniphila, 
was higher in the persistent fistula group (logFc value= 
6.0, p=0.04). conversely, patients with resolving fistula 
had higher relative abundance of the bacteria from the 
phylum Firmicutes, and class negativicutes (logFc value= 
3.9, p=0.04).

Conclusions/Discussion: to our knowledge, this is the 
first study to describe the cryptoglandular fistula micro-
biome. Persistent and resolving cryptoglandular fistula 
appear to differ in their microbial community structures. 
Additional patients are being enrolled to further charac-
terize the microbiome and investigate the possible rela-
tionship between the microbiome and fistula treatment 
outcomes.
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Figure: top 7 Phyla represented in cryptoglandular fistula tracts.

FISTULECTOMY AS SURGICAL OPTION FOR 
PATIENTS WITH MULTIPLE ANAL FISTULA.

ePoster AbstrActs eP427

M. rosado Martinez
Monterrey, Mexico

Purpose/Background: Patients with multiple fistula are 
difficult to treat given the amount of reoccurrence of the 
disease. surgical intervention is by far the most common 
treatment option for these patients but the outcome 
depends on the surgical technique used to treat the fistula, 
and because of this many patients undergo several surgical 
procedures with a high rate of reoccurrence. We propose 
to use fistulectomy as a one-time surgical intervention on 
this type of patients.

Methods/Interventions: For this study, out of the 120 
patients that we diagnose annually with anal fistula only 13 
were diagnosed with multiple fistulae. We followed these 
13 patients after fistulectomy (single surgical intervention) 
for 18 months. in order to determine the outcome of the 
surgery we used the healing time and Wexner score as 
outcome measure. All patients were diagnosed by clinical 
observation and endoanal ultrasound as the only imaging 
diagnostic tool.

Results/Outcome(s): All 13 patients were male and 
diagnosed with at least 2 fistula. the median age was 41 
years old (31-58.5 iQr). the wound healing time had 
a mean of 2.4 months (1.44 sD) and the Wexner score 
mean was 1.3 (1.3 sD). of all 13 patients only 23% had 
type 2 Diabetes Mellitus or high blood pressure. it is 
very interesting that all our patients were male, this is a 
striking result for us because all published data reported 
a 2:1 ratio of male:female incidence. After 18 months, all 
patients reported a full recovery and none of them had 
reoccurrence of the fistula and only presented minimum 

incontinence per the Wexner score. the healing period 
was also very short regardless of the length, type or local-
ization of the fistula.

Conclusions/Discussion: With these results we want to 
demonstrate that fistulectomy can be the best treatment 
option in this type of patients because it seems to solve not 
only the reoccurrence of the disease but also eliminates 
the need for several surgical interventions. We also would 
like to highlight the fact that the endoanal ultrasound can 
be a very useful and cheap tool to diagnose this pathology.

PERIANAL ABSCESS AFTER INCISION: SHOULD 
AN ANTIBIOTIC BE ADMINISTERED?

ePoster AbstrActs eP428

A. Alam, n. Fathallah, e. Pommaret, A. barre, 
A. rentien, L. spindler, L. Kassouri, M. Aubert, 
P. benfredj, V. de Parades
Paris, France

Purpose/Background: the French school assumes that 
any perianal abscess is related to a fistula and therefore 
requires its treatment at the risk of recurrence of the 
abscess. the Anglo-saxon school, on the other hand, 
advocates simple incision in case of a first abscess on the 
grounds that more than 60% of them will not recur. in 
addition, predictive factors for abscess recurrence have 
been reported such as age more than 40 years, female 
gender, high bMi, corticosteroids, crohn’s disease (cD). 
conversely, antibiotic (Ab) therapy associated with inci-
sion was considered “protective”. the objective of this 
study was to evaluate our experience in our department.

Methods/Interventions: We have listed all patients 
who consulted in 2019 for a first perianal abscess. Patients 
with a previous perianal abscess, a history of proctological 
surgery, a pilonidal abscess, an infected fissure and those 
with a failed incision under local anesthesia were not 
included. other patients were treated by incision under 
local anesthesia, possibly combined with Ab therapy with 
amoxicillin/clavulanic acid for 5 days. When there were 
obvious signs of fistula (internal orifice, subcutaneous 
cord...), they were immediately scheduled for surgery. 
the primary objective was to evaluate the rate of patients 
requiring surgical management of fistula and/or whose 
abscess recurred. the secondary objective was to identify 
factors predictive of surgery and/or recurrence. the study 
was approved by the hospital ethics committee.



 283

Results/Outcome(s): During the study period, 336 
patients consulted for an abscess, of whom 109 (74% men), 
with a mean age of 43 years (+/- 13), were included. of 
these patients, 55 had incision alone and 54 patients had 
anal fistula surgery after incision (Figure). the mean 
follow-up of the 55 patients who had incision alone was 
29.7 months +/- 5.4. ten of these patients had abscess 
recurrence (18%) while the rest (82%) did not recur. 
comparing the 45 patients who did not recur to the 64 
patients who had undergone fistula surgery or had recur-
rence, univariate logistic regression analysis showed that 
smoking (or 3.13; 95% ci, 1.07 - 9.20; p=0.03) and no 
Ab therapy after incision (or 0.44; 95% ci, 0.20 - 0.98; 
p=0.04) were predictive of recurrence. in contrast, gender, 
age, bMi, diabetes, cD, HiV infection, prior nsAiD use 
and abscess location were not predictive. Multivariate 
analysis was not performed because of insufficient numbers 
for some variables.

Conclusions/Discussion: this study showed that 41% 
of patients who had a first perianal abscess incised under 
local anesthesia did not recur during a mean follow-up of 
approximately 30 months. in addition, the administration 
of Ab therapy after incision was predictive of non-recur-
rence. before concluding that Ab treatment should be 
offered after incision of a perianal abscess, randomized 
trials should confirm this recommendation and also specify 
the molecule to be used and its duration of administration.

DILIP’S ‘CRUCIATE INTERSPHINCTERIC 
DRAINAGE’ (CID) - A NEW CONCEPT FOR THE 
MANAGEMENT OF FISTULA-IN-ANO.

ePoster AbstrActs eP429

D. Pathak
Jabalpur, India

Purpose/Background: Fistula-in-Ano is managed by 
various methods, the less invasive methods cause recur-
rences, and more invasive increase the risk of inconti-
nence, morbidity, and delayed healing. A new method: 
cruciate intersphincteric Drainage (ciD), deals with the 
root cause of the fistula. it involves medial fistulotomy plus 
opening up the inter-sphincteric space by cruciate incision 
and deroofing it. it reduces the chances of recurrence and 
incontinence.

Methods/Interventions: the external and internal open-
ings are defined. the cruciate incision is placing two incisions 
(of 1.25 cm each), crossing at the inter-sphincteric groove. 
one limb is radial, from the internal opening, extending 
towards the ischio-anal fossa, crossing the inter-sphincteric 
groove and extending over the fibers of the sub-cutaneous 
component of the external sphincter. the other limb crosses 
above at right angles in the inter-sphincteric groove, parallel 
to the anal opening. the corners of this crossover are cut 
to a diamond-shaped wound in the inter-sphincteric plane. 
inter-sphincteric space is well opened, and the collection is 
drained. the distal component of the tract is dealt variably 
from laser to VAAFt to coring. A diverting seton is placed 
between external opening and the opened-up inter-sphinc-
teric plane. routine post-operative care without packing. 
seton is removed on day 10. Follow up after 5 days and 
every 10 days.

Results/Outcome(s): 176 cases were operated from 
December 2018 to August 2022 and graded according to 
the st James University grading: Grade 1 - 18 %, Grade 
2 - 24%, Grade 3 - 22 %, Grade 4 - 32%, Grade 5 - 04%. 
Healing time - 70 % of cases within 3 months. Follow up 
for 6 months and longest was 4.5 yrs. 20% of patients were 
lost to follow-up. recurrence - 80% within one year, rest 
up to 3 yrs. times - once in 12 pts (6.8%), twice in 5 pts 
(2.8%), and thrice in 3 pts of 176. (1.7%). incontinence 
in none.

Conclusions/Discussion: the gold standard is fistu-
lotomy, but if the eo is far away from the anus, cutting 
across the whole length is unnecessary. Hence, fistulo-
tomy is proposed from the io to the subcut es only. As 
fistula is a chronic abscess, deroofing of the cavity is ideal. 
i combined both - medial fistulotomy and deroofing by 
cruciate incision and cutting the corners. For the high is 
extension, gentle curettage is done and foley’s catheter 
placed for 10 days. Most of the recurrences belonged to 
this category. 12 patients (7%) had recurrence once, 5 
patients (2.8%) had twice and 3 (1.7%) of them had the 
recurrence for the third time. All the recurrences were 
also operated with ciD. they healed eventually. ciD is 
effective to disconnect the internal opening, hence can be 
an adjuvant for VAAFt or laser ablation. since it doesn’t 
touch the superifical and deep external sphincter, conti-
nence is not affected.
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ciD is basically a medial fistulotomy and deroofing of the inter sphinc-
teric space for free drainage, by cruciate incision and cutting the corners 
of flap.  in above pic there was no collection in the is space hence cav-
ity is not seen.

DILIP’S CLINICAL CLASSIFICATION OF 
FISTULA IN ANO AND ANORECTAL 
ABSCESSES.

ePoster AbstrActs eP430

D. Pathak
Jabalpur, India

Purpose/Background: Fistula in ano is a morbid condi-
tion and is difficult to treat. the challenge in the treat-
ment is to understand the difference between a simple and 
complex fistula. simple fistulae can be dealt by a novice. 
complex fistula needs management by an expert. there is 
no clinical classification that will guide juniors in the selec-
tion of cases. All the existing classifications precisely define 
only the anatomy and the predictions of outcomes. this 
new classification is purely clinical which will also guide 
the selection of cases that need further investigations like 
Mri and expert management. the fistula in ano is mostly 
the sequel of cryptoglandular abscesses. this classification 
also includes abscesses as the management of fistula and 
crptoglandular abscesses go together. it is necessary to 
also understand the gravity and proper management of 
anorectal abscesses to prevent fistula formation in the 
future.

Methods/Interventions: 106 patients were subjected to 
the clinical classification from January 2021 to september 
2022. this classification was co-related with Mri and 

the operative findings. the observation was made of the 
severity predicted in clinical classification vs the Mri and 
operative findings

Results/Outcome(s): the clinical classification 
and Mri and operative findings were co-related. the 
percentage of co-relation was observed in about 90% of 
the cases. in very few cases there were unexpected Mri or 
operative findings.

Conclusions/Discussion: this new classification was 
found to be valid in more than 90% of the cases. All 
patients could not get Mri done but their operative 
findings were correlated with the clinical classification 
and found to be quite useful. it will be benefited in the 
following: 1. Assessment of the gravity of the disease 2. 
need for an Mri 3. Management by a novice surgeon or 
referral to an expert 4. Prediction of the long-term output 
and recurrences.

Dilip’s clinical classification of Fistula in Ano and Anorectal abscesses 
will help to categorise the patients between a simple and the complex 
fistulas. it will also guide for the need of Mri and expert management

DILIP’S TRANS MUCOSAL INTERNAL 
SPHINCTEROTOMY (TMIS) - A 
SIMPLIFIED WAY OF LATERAL INTERNAL 
SPHINCTEROTOMY TO TREAT FISSURE IN 
ANO.

ePoster AbstrActs eP431

D. Pathak
Jabalpur, India

Purpose/Background: A fissure in ano is a very painful 
condition and can be treated with different modali-
ties. Lateral internal sphincterotomy (Lis) remains the 
gold standard, but it is not so easy to perform for an 
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inexperienced surgeon due to the lurking fear of injury to 
the external sphincter. Hence, anal dilatation continues as 
a treatment of choice for fissure in ano. tMis is an attempt 
to simplify Lis.

Methods/Interventions: Under the saddle block, the 
patient is placed in the lithotomy position. the internal 
anal sphincter is made prominent by a simple technique. 
the anus is gently retracted anteriorly and posteriorly. 
the mucosa is rolled out by insinuation of a 1.5 cm wide 
spatula in the intersphincteric groove, which also retracts 
the subcutaneous external sphincter. this bundle of the 
internal anal sphincter is hooked below the dentate line 
with two stay sutures. internal sphincter fibers can now be 
divided with monopolar cautery by 3 mm puncture with to 
and fro fan-like movements. this small puncture does not 
need closure.

Results/Outcome(s): the study was carried out on 124 
patients between December 2020 and February 2022. the 
median duration of symptoms was 110 days. All patients 
had taken medical therapy previously. the median oper-
ative time was 7 minutes. only three patients (2.5%) had 
surgical site infections. All patients had complete healing 
at follow-up at a median of 9 weeks. only four patients 
(3%) had incontinence to flatus. two patients (1.6%) 
had a recurrence of fissure after long-term follow-up at six 
months. the other patients remained asymptomatic.

Conclusions/Discussion: the conventional Lis has the 
following issues - incision if radial, is big and needs closure. 
the incision in the inter-sphincteric (is) groove is a blind 
approach and the groove not palpable in obese patients. 
closed Lis is predisposed to hematoma, infection, and 
sometimes to a painful nodule. injury to the mucosa, even 
thermal, makes it liable for fistula formation. the incision 
is cutaneous hence painful. tMis is very simple, not a 
blind approach, and easy to master. As the target (internal 
sphincter) is just below the anal mucosa, no dissection 
is required. A 3mm puncture does not need closure and 
being in the insensitive area (mucosa), is not associated 
with pain. the risk of perianal abscess, anal tag, or fistula 
formation is minimal in tMis (none in our patients).

in Dilip’s tiMs, int sphinct is made prominent by gentle retraction 
and insinuation of the spatula in the intersphincterc plane. this also 
retracts the ext sphinct. the int sphinct bundle is seen and felt as well. 
int sphinct is hooked below dentate line by two stay sutures. Desired 
amount of intsphinctererotomy is done under full control, through a 
small mucosal puncture of 3 mms by monopolar cautery tip. it doesn’t 
need any closure. it receeds back into the anal canal. no external 
wound is seen at the end.

SIGMOID COLON ENDOLUMINAL STENTING IN 
THE SETTING OF OBSTRUCTING METASTATIC 
LUNG CANCER.

ePoster AbstrActs eP432

M. turley1, H. Kirkpatrick2, s. Whitney2

1Austin, TX; 2Dallas, TX

Purpose/Background: indications for endoluminal 
stenting in the setting of large bowel obstruction continue 
to evolve. We describe successful stenting in the setting 
of large bowel obstruction without a histologic diagnosis 
of a colonic primary. Figure 1: coronal computed tomog-
raphy demonstrating large bowel obstruction, endoluminal 
imaging from first colonoscopy, post stenting.

Methods/Interventions: A 63-year-old male presented 
with left lower abdominal pain and anemia. colonoscopy 
was remarkable for narrowing at the sigmoid colon with 
inflamed and polypoid appearing mucosa and no malig-
nancy on biopsy. A computed tomography scan demon-
strated narrowing of the sigmoid colon and a large right 
upper lobe lung mass. biopsies of the lung confirmed 
a primary squamous cell carcinoma of the lung. He 
was discussed at a multidisciplinary tumor board and 
the decision was made to proceed with treatment of 
his lung primary before treatment of a possible second 
colonic primary tumor. He presented to the emergency 
Department 3-months after his initial colonoscopy and 
3-weeks after completion of neoadjuvant treatment for his 
lung primary with a large bowel obstruction. An endolu-
minal stent was successfully positioned and he underwent 
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bowel preparation and ultimately robotic sigmoid resection 
with primary anastomosis. During the dissection, it was 
clear the sigmoid colon mass was invading into the left 
pelvic sidewall superior and lateral to the iliac vessels. A 
margin of normal-appearing tissue was resected enbloc 
with the mass. clips were placed intra-operatively for 
future assistance if there was residual cancer at the margin 
requiring radiotherapy. Pathology confirmed microscopic 
positive margins. He completed radiotherapy to the clipped 
area. repeat imaging is currently pending.

Results/Outcome(s): Histopathologic analysis of the 
specimen was consistent with metastatic squamous cancer 
consistent with a lung primary.

Conclusions/Discussion: While endoluminal stenting 
is a useful tool for patients with obstructing sigmoid and 
rectal primary tumors its utility in other etiologies of 
obstruction is less well accepted. this case demonstrates 
success of this technique from an extraluminal mass effect. 
the case is unusual in that multiple endoscopic biopsies of 
his sigmoid narrowing failed to demonstrate dysplasia, but 
with the working diagnosis of synchronous colon and lung 
malignancy a stent was deemed appropriate when he ulti-
mately presented obstructed. this management allowed 
the patient to recover from his chemoradiotherapy for 
management of his lung primary. He subsequently was able 
to tolerate a high protein diet to improve his nutritional 
parameters in anticipation of surgery, tolerate a bowel 
preparation, and undergo robotic sigmoid colon resection 
with primary anastomosis. surgeons can consider use of 
endoluminal stenting for large bowel obstruction in the 
absence of histologically confirmed colonic malignancy, 
but where clinical suspicion remains high.

DON’T GET BEHIND: ADENOMA DETECTION 
RATES IN 40-45 YEAR OLDS UNDERGOING 
SCREENING COLONOSCOPIES.

ePoster AbstrActs eP433

r. Gao, J. DeKloe, K. Flewelling, K. Kelley
Kalamazoo, MI

Purpose/Background: Many studies have demon-
strated that screening programs are an effective method in 
reducing the incidence and mortality of colorectal cancer. 
Although colorectal cancer is most frequently diagnosed 
among 65-74 year olds, estimates show that 10.5% of new 
colorectal cancer cases occur in those younger than 50 
years of age. in May of 2021, the Us Preventative services 
task Force lowered the initial screening age for colon 
cancer in people of average risk to begin at 45 years old. 

the adenoma detection rate (ADr) is the proportion of 
screening colonoscopies performed by a physician that 
detects at least one histologically confirmed adenoma or 
adenocarcinoma. the nationally recognized minimum 
thresholds are 25% overall; 30% in men and 20% in 
women. Little is known regarding the ADr in ages 45-49. 
We aim to determine the ADr in patients ages 45-49 
undergoing screening colonoscopies and compare this to 
the national recommended minimums to assure adequate 
colonoscopy quality in this age group.

Methods/Interventions: this is a retrospective obser-
vational study utilizing the electronic health records in a 
single institution. Patients between the ages of 45-49 who 
were seen between 1/1/2022 and 6/20/2022 for a screening 
colonoscopy were included. to determine Adenoma 
detection rate (ADr) and 95% confidence intervals, a 
frequency table was created. Multiple analyses were run 
using logistic regression with the dichotomous adenoma 
variable as the outcome. odds ratios were calculated.

Results/Outcome(s): our study included 299 patients. 
113 were found to have at least one histologically confirmed 
adenoma or adenocarcinoma. the calculated ADr was 
37.79%; for males 41.84% and 34.18% for females. ADr 
by race was 37.1% for white patients [31.08-43.11%] and 
48% for black patients [28.42-67.58%]. Patients with 
normal bMi had a ADr of 46.64% [32.09-61.24%], the 
overweight bMi rate was 34.07% [24.33-43.08%], obese 
bMi rate was 37.89% [30.39-45.38%]. smoking status 
revealed ADr of 27.78% in current everyday smokers 
[13.15-42.41%], 31.25% in current some day smokers 
[8.54-53.96%], 38.64% in former smokers [28.46-48.81%] 
and 40.25% in never smokers [32.63-47.87%]. there were 
no statically significant demographic factors in our patient 
population that predicted a higher chance of having an 
adenoma discovered on colonoscopy.

Conclusions/Discussion: the ADr in our study was 
above the established minimum threshold for people 
ages 50-75. therefore, colonoscopy remains an excellent 
screening tool for early detection of colorectal cancer and 
the ADr for ages 50-75 can be applied to the 45-49 age 
group. We may consider raising the expected ADr in this 
age group with additional data.
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DEEP LEARNING MODEL FOR THE 
PREDICTION OF MISMATCH REPAIR-
DEFICIENCY FROM RADIOLOGIC IMAGES IN 
COLORECTAL CANCER.

ePoster AbstrActs eP434

J. Guo, Q. Qin
Guangzhou, China

Purpose/Background: Mismatch repair (MMr) status 
in colorectal cancer is crucial for the response of immu-
notherapy and prognosis. in clinical practice, immu-
nohistochemical test is universally applied to identify 
MMr-deficient patients. Here we investigate the potential 
of a deep learning-based system for automated MMr 
prediction directly from computed tomography (ct) 
images.

Methods/Interventions: Deep neural networks were 
developed using 144851 contrast-enhanced ct images 
from 700 patients (530 with MMr-proficiency and 170 
with MMr-deficiency) who had biopsy or resection for 
colorectal cancer at the sixth Affiliated Hospital of sun 
Yat-sen University between 2010 and 2016. We built 
models using the algorithm of VGGnet-19, residual 
neural network (resnet), and transformer structure, 
respectively. We internally validated the models on a 
holdout test set of 62079 images from 300 patients (227 
with MMr-proficiency and 73 with MMr-deficiency). 
Performance was primarily evaluated using the sensi-
tivity, specificity, positive predictive value (PPV), negative 
predictive value (nPV), and area under the receiver oper-
ating characteristic curve (AUroc).

Results/Outcome(s): the resnet model achieved an 
AUroc of 0.943 (95% ci 0.926-0.960), sensitivity of 
0.865 (95% ci 0.840-0.887), specificity of 0.963 (95% ci 

0.933-0.982), PPV of 0.987 (95% ci 0.976-0.993), and 
nPV of 0.695 (95% ci 0.657-0.730) on the holdout test 
set. the AUroc for VGGnet-19 model and transformer-
based model was 0.567 (95% ci 0.532-0.603) and 0.607 
(95% ci 0.574-0.641), respectively.

Conclusions/Discussion: our resnet model showed 
good performance in the prediction of MMr status from 
ct images. this deep neural network may contribute 
to the automated screening of patients for confirmatory 
testing.

Figure 1.comparison of three deep learning models

DEEP LEARNING ASSISTED COMPUTED 
TOMOGRAPHY IMAGE DATA ANALYSIS FOR 
DIAGNOSIS OF COLORECTAL CANCER.

ePoster AbstrActs eP435

Y. chern
Taoyuan, Taiwan

Purpose/Background: Abdominal computed tomog-
raphy (ct) is a frequently used imaging modality for 
evaluation for gastrointestinal disease, and the detec-
tion of colorectal cancer (crc) is often apparent on 
ct prior to more invasive colonoscopy in recent years. 
Despite the continuous advancement of ct scanners and 
imaging techniques, the clinicians and radiologists are still 
faced with many challenges when interpreting colorectal 
disease on ct. Missed incidental colon cancers on ct 
are an emerging problem for both clinicians and radiol-
ogists. consequently, there arises need for automatically 
localizing the lesion in ct images of unprepared bowel 
consisting of several similar intensity masses.

Methods/Interventions: the ct data used in this study 
were collected from 2018 January to 2021 December, down-
loaded from the picture archiving and communications 
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system (PAcs) in chang Gung Memorial Hospital. there 
was total 232 diagnosed colorectal patients’ ct slices 
included in the study. the radiologist and colorectal 
surgeon labeled the cancer on the slices, and total 1880 
slices were annotated. We used approximately 80% data for 
training (190 patients, 1558 labeled slices) for training and 
20% data (42 patients, 322 labeled slices) for testing. After 
data processing, we used four popular detection models 
(Mobilenetv1, inception-v2, Yolo-v3, and retinanet) and 
compare their performance.

Results/Outcome(s): in the phase i slice-wise testing, 
143 patients with 1219 ct slices with colorectal cancer 
were enrolled and annotated. retinanet showed best 
performance with 94% recall and 97% F-score when 
compared with the other two models (Mobilenetv1 and 
inception-v2). in the phase ii slice-wise testing, 89 patients 
with 661 ct slices with colorectal cancer were enrolled 
and annotated. From the outputs, it was observed that 
retinanet performed slightly better than Yolo-v3 with 
F-score of 0.97 (0.005). in patient-wise testing, 42 patients 
with 322 labeled slices were enrolled to test the detection 
performance using retinanet, which achieved 59.00.31% 
in recall, 92.70.04% in accuracy and 46.20.26% in F score.

Conclusions/Discussion: this study was focused on 
development and evaluation of deep-learning based model 
for localization of crc in ct scan images. We used 
different popular object localization models and retinanet 
exhibited a specificity of 94% when 5-fold cross valida-
tion-based random slice-wise testing performed. in patient-
slice testing, retinanet showed a valuable result in ct 
reading for crc diagnosis. if we can add more information 
and training the model, the performance may improve and 
help in clinical usage for colorectal cancer diagnosis.

Flow chart of patients and ct slices enrolled

EFFICACY OF AFLIBERCEPT IN COMBINATION 
WITH FLUOROURACIL, LEUCOVORIN, 
AND IRINOTECAN IN PATIENTS WITH 
METASTATIC COLORECTAL CANCER 
PREVIOUSLY TREATED WITH AN 
OXALIPLATIN-BASED REGIMEN IN INITIAL 
EXPERIENCE.

ePoster AbstrActs eP436

W. Kang, s. Park
Yeongdeungpo-gu, Korea (the Republic of)

Purpose/Background: in VeLoUr trial, aflibercept in 
combination with infusional fluorouracil, leucovorin, and 
irinotecan (FoLFiri) conferred a statistically significant 
survival benefit over FoLFiri combined with placebo 
in patients with metastatic colorectal cancer (mcrc) 
previously treated with infusional fluorouracil, leucovorin, 
and oxaliplatin (FoLFoX). Aflibercept plus FoLFiri 
combination therapy were approved for mcrc as second-
line treatment in 2017. We reported our initial experience 
with 24 patients treated with aflibercept and FoLFiri in 
mcrc patients and analyzed the progression free survival, 
overall survival and adverse effect of these patients.

Methods/Interventions: this was a retrospective study 
between september 2018 and January 2022 in single insti-
tution in Korea. Aflibercept was administered at a dose of 
4 mg/kg as an intravenous infusion over 1 hour on day 1 
every 2 weeks immediately after the FoLFiri regimen.

Results/Outcome(s): twenty-four mcrc patients were 
analyzed (male : 58.3%; median age : 63.5 years). Patients 
received a median of 7.5 cycles overall (17.95weeks), 
and the median follow-up time was 12.5 months. All 
patients had previously received either bevacizumab with 
FoLFoX (70.8%) or cetuximab with FoLFoX (29.2%). 
Progression free survival (PFs) was 6.13 months (95% ci, 
4.67 to 7.57), similar with those of VeLoUr study, and 
overall survival (os) was 24.99 months (95% ci, 17.21 to 
32.76), higher than those of VeLoUr study. A total of 26 
treatment-related adverse effects occurred in 19 patients. 
A total of 11 grade ≥ 3 treatment-related adverse effects 
occurred in 10 patients; proteinuria (16.7%), pneumonia 
(16.7%), venous thromboembolic event (12.5%).

Conclusions/Discussion: the addition of aflibercept 
to FoLFiri showed a good PFs and os and tolerable 
toxicity in patients with mcrc. Yet this study was a small, 
retrospective study performed in a single institute. Further 
multi-center study with long-term follow up data is needed.
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THE PSYCHOSOCIAL IMPACTS OF 
COLORECTAL CANCER AMONG YOUNGER 
ADULTS.

ePoster AbstrActs eP437

c. shabet, c. Vitous, P. suwanabol
Ann Arbor, MI

Purpose/Background: by 2030, younger adults (aged 50 
years and younger) will account for > 30% of all colorectal 
cancers (crc) in the U.s. in parallel to this rapidly 
changing demographic, there will be an increasing number 
of crc survivors, many with persistent and burdensome 
symptoms impacting quality of life. Although substantial 
efforts have been made to improve oncologic outcomes 
following crc treatment, far less attention has been aimed 
at the growing population of younger adults who have the 
potential to live with treatment-related effects for longer 
periods of time. in this context, we sought to investigate 
the impact of diagnosis and treatment of crc among 
younger adults.

Methods/Interventions: this qualitative study was 
designed to explore the physical and psychosocial impacts 
of colorectal cancer among younger adults during and 
following treatment. We used convenience sampling to 
recruit 22 patients who underwent crc surgery at the 
University of Michigan. Most participants had a diagnosis 
of rectal cancer (68%). Gender identity was nearly even 
with 55% (n=12) identifying as female and 45% (n=11) 
identifying as male. Participants had a median age of 42 
years (range: 22-50). Most participants identified as white 
and non-Latinx (68%). transcripts were analyzed itera-
tively using descriptive content analysis.

Results/Outcome(s): Data indicated that although 
participants experienced ongoing physical symptoms, these 
were often an anticipated aspect of their recovery process. 
For many, the more profound burden was related to 
psychosocial stressors, including emotional health, finan-
cial security, and family planning. As one participant artic-
ulated, “i barely had any money so do i risk putting this 
money up to freeze something that i don’t even know if i 
am going to be here or not? or do i feed my family? At that 

time, i felt like it was an easy decision, now it is like i don’t 
know.” Participants described a need for more in-depth 
support to address the unique psychosocial stressors that 
extend beyond the typical timeframe of offered support.

Conclusions/Discussion: Younger adults with crc 
report burdens related to emotional health, financial secu-
rity, and family planning. in-depth understanding of the 
implications of crc diagnosis and treatment will better 
inform both decision-making and survivorship among 
younger adults. Further, these findings may also be applied 
broadly to other cancers affecting younger adults with 
similarly impactful symptoms and treatment-related side 
effects.

Quotes from interviews with participants

FACTORS ASSOCIATED WITH DELAYS IN 
DEFINITIVE RESECTION FOR COLON CANCER.

ePoster AbstrActs eP438

t. Holleran, A. nigam, M. el Hechi, D. Dulak, Z. sun, 
s. berkey, b. bello
Washington, DC

Purpose/Background: Previous studies have shown 
that a timing of 3-6 weeks between diagnosis of colon 
cancer and definitive resection is associated with improved 
patient outcomes. Factors that impact the time between 
diagnosis and oncologic resection may be patient-specific 
or institutional-based. it is important to identify which 
populations are most vulnerable to delays in care to target 
interventions most effectively. our objective was to iden-
tify factors that were associated with delays in definitive 
surgery for colon cancer.

Methods/Interventions: A retrospective review of 
the national cancer Database (ncDb) was conducted 
including patients that underwent definitive surgical 
resection for colon cancer between 2012-2016. Patients 
were divided into two cohorts based on the length of time 
between tissue diagnosis of cancer and surgical interven-
tion (3-6 weeks and > 6 weeks). Patients with stage iV 
disease or missing data on surgical timing were excluded. 
Demographic, socioeconomic, and baseline medical 
characteristics (charlson-Deyo-comorbidity-index), 
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hospital-specific variables, and 30- and 90-day mortality 
were analyzed via chi-squared analysis and unpaired t-test. 
A p-value of < 0.05 considered statistically significant.

Results/Outcome(s): From 2012-2016, 28,670 cases 
met inclusion criteria. of this total, 10,455 (36.5%) cases 
were performed greater than 6 weeks after diagnosis and 
18,215 (63.5%) cases were completed between 3 to 6 
weeks after diagnosis. As compared to the 3-6 week group, 
patients in the >6 week cohort were more likely to identify 
as African American (14.6% vs. 10.1%; p<0.001), have a 
higher comorbidity burden via charlson-Deyo score ≥ 2 
(11.8% vs. 9.3%; p<0.001), were more likely to be unin-
sured (2.6% vs. 1.8%; p<0.001), and have a household 
income <$38,000 (4.0% vs. 2.6%; p<0.001). there was 
a higher proportion of patients in the >6 week cohort 
that received treatment at a national cancer institute-
designated facility (38.8% vs. 29.6%; p < 0.001). Patients 
in the >6 week cohort also had significantly higher 30-day 
(6.5 vs. 5.7%; p=0.006) and 90-day mortality (12.2% vs. 
9.3%; p<0.001).

Conclusions/Discussion: Key demographic and socio-
economic differences in patients with delayed surgical 
care after diagnosis of colon cancer exist when compared 
to those who undergo timely resection. this suggests 
inequalities in healthcare access in these populations. 
interventions to streamline care of colon cancer should 
be targeted towards these vulnerable groups in order to 
ameliorate outcomes disparities. Future studies should 
explore the impact of expedited surgical intervention on 
outcomes in these populations.

SINGLE-INCISION ROBOTIC COLECTOMY 
WITH DA VINCI SP SURGICAL SYSTEM VERSUS 
CONVENTIONAL MULTIPORT LAPAROSCOPIC 
COLECTOMY FOR COLON CANCER: 
COMPARISON OF SHORT-TERM OUTCOME.

ePoster AbstrActs eP439

G. noh, H. Kim, s. chung, r. Lee, K. Kim
Seoul, Korea (the Republic of)

Purpose/Background: the da Vinci sP (dVsP) surgical 
system allows its instruments to have flexible movement 
through single port and limitless quadrant abdominal 
surgery under single docking state, which makes to perform 
robotic colectomy easier. in this study, we compared the 
short-term outcome of single-incision robotic colectomy 
using dVsP with conventional laparoscopic multiport 
surgery to verify its efficacy and safety for colon cancer 
surgery.

Methods/Interventions: the medical records of 237 
patients underwent colonic resection for colon cancer by 
a single surgeon were reviewed retrospectively. Patients 
with metastatic disease and synchronous malignancy were 
excluded and who were performed open, emergency, 

palliative resection, and simultaneous surgery for other 
disease were also excluded. Patients were categorized to 
two groups of single-incision robotic surgery (rs group) 
and multiport laparoscopic surgery (Ls group). Patients’ 
preoperative characteristics, intraoperative details, patho-
logic results, and postoperative course were compared 
between two groups.

Results/Outcome(s): of 237 patients, 140 patients were 
included in the analysis. All procedures were performed by 
single-incision robotic or multiport laparoscopic surgery 
for 43 and 97 patients, respectively. Patients in rs group 
showed lower age, female predominance, and better 
AsA grade. there was not significant difference in bMi 
and distribution of tumor location. Performed proce-
dures were right/left hemicolectomy, transverse colectomy, 
and anterior/low anterior resection and their distribution 
was not significantly different. total operation time was 
longer in rs group but estimated blood loss was not 
different between two groups. intraoperative transfusion 
and conversion to open surgery were present only in 
Ls group. on the pathologic data, pathologic stage and 
histologic grade were higher in Ls group. there were no 
differences in the number of harvested lymph nodes and 
specimen length. on univariate analysis for postoperative 
outcomes, complication rate was not significantly different 
but major complications were only detected in Ls group 
although it was limited in case number. Additionally, rs 
group showed faster first flatus passing and lower opioid 
analgesics requirement. Assessing the basic inflammatory/
immune markers, rs group showed less crP elevation 
and albumin depletion. However, on multivariate analysis 
to adjust the deviated patients’ underlying characteristics, 
there was no significant difference in the postoperative 
outcomes.

Conclusions/Discussion: in the present study, 
single-incision robotic colectomy with dVsP showed 
comparable postoperative outcomes with conventional 
multiport laparoscopic surgery for colon cancer. Further 
analysis with larger and balanced cohort is required to 
confirm the efficacy and safety of single-incision robotic 
colectomy with dVsP.

DISTANCE TO AMBULATORY ENDOSCOPY 
CENTERS AND ACUTE CARE CENTERS 
AMPLIFIES RACIAL INEQUITIES IN 
COLORECTAL CANCER MORTALITY IN 
WASHINGTON STATE.

ePoster AbstrActs eP440

A. edwards, r. Kudrna, o. Amram, A. Kumar
Spokane, WA

Purpose/Background: race and access to care have 
long been associated with poorer health outcomes. this 
study evaluates the relationship between race, access to 
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endoscopy centers and acute care centers (Accs), and 
colorectal cancer (crc) mortality in Washington state 
(WA).

Methods/Interventions: Utilizing the WA Department 
of Health (DoH) database, we discovered locations 
of ambulatory surgical centers that provide endoscopy 
services. We overlayed those locations with place of 
residence at time of death from crc from DoH data 
(2011-2018), using geospatial epidemiology software 
[ArcMap]. “range” was defined as residence within 10km 
from endoscopy center. crc mortality data was compared 
between white and nonwhite individuals within and 
outside of the range. We then repeated this same process 
for Accs in WA state.

Results/Outcome(s): there were 7,629 deaths among 
patients >40y from crc during the study period (6783 
vs. 840 deaths, white vs. nonwhite, respectively). Median 
age at death was 73y vs. 67.5y for white vs. nonwhite, 
respectively (p<0.001). reviewing our endoscopy data 
first, the median age at death for white individuals was 
74y vs. 72y (residence within 10km of an endoscopy loca-
tion vs. outside range, p=0.289). comparison of crc 
mortality among non-whites within range vs. nonwhites 
outside of range was 74y vs. 66y (p<0.001). When we 
repeated the process to evaluate the impact of distance 
from acute care centers, we saw similar results. Median 
age of death for white individuals within 10 km range 
was 74 vs. 66 for nonwhites residing further than 10 km 
from an Acc (p<0.001). to help visualize where distance 
from endoscopy center or Acc had the biggest impact 
on age of death, we created two maps [Figure 2 and 3]. 
We noted differences were most prominent in the Yakima 
and everett areas. A closer view of the Yakima-area 
hotspot is illustrated in Figure 2. Yakima-area is home to 
a large population of indigenous peoples and migrant farm 
workers.

Conclusions/Discussion: results suggest that 
geographic access to endoscopy services and Accs dispro-
portionately impacts nonwhites in Washington. these 
data help identify communities which may benefit from 
improved access to alternative colorectal cancer screening 
methods such as stool-based tools or telehealth. our 
team’s next steps will focus on the Yakima and everett 
hotspots of crc mortality.

LARGE CELL NEUROENDOCRINE CARCINOMA 
IN ASCENDING COLON PRESENTED WITH 
BOWL OBSTRUCTION: A CASE REPORT.

ePoster AbstrActs eP441

s. Huang, M. Lee
Kaohsiung, Taiwan

Purpose/Background: A large cell neuroendocrine 
carcinoma (Lcnec) located in colon is extremely rare 
with only less than 200 cases previously reported in the 
literatures worldwide. the prognosis of Lcnec is gener-
ally poorer than that of adenocarcinoma. Most patients 
have an advanced metastatic disease on first presentation 
and even with radical surgery, the 5-year survival was still 
only up to 61% in the previous literature. Here we present 
a case of Lcnec in the unusual location of ascending 
colon with bowel obstruction.

Methods/Interventions: A 73-year-old woman was 
transferred from local hospital to our medical center due 
to an ascending colon tumor noted on computed tomog-
raphy causing bowel obstruction. the patient denied 
history of any systemic diseases and previous surgery. 
she complained of right lower quadrant abdominal pain 
two hours after having dinner and denied symptoms of 
nausea and vomiting initially. Abdominal ct showed an 
ascending colon tumor causing bowel obstruction. no 
distant metastatic lesions were found. We then performed 
surgery of laparoscopic right hemicolectomy with primary 
anastomosis, and the final pathological diagnosis was 



292 ePoster AbstrActs

poorly-differentiated large cell neuroendocrine carcinoma 
with lymph node metastasis, staging pt3n1a.

Results/Outcome(s): After surgery, the patient refused 
to receive adjuvant chemotherapy. she was followed up at 
our outpatient department, and neither recurrence or new 
metastasis was detected via colonoscopy and abdominal 
ct six months after surgery.

Conclusions/Discussion: Poorly differentiated Lcnec 
is extremely rare in colon and bears a much worse prog-
nosis compared to adenocarcinoma. the definitive treat-
ment of Lcnec differs from that of adenocarcinoma and 
has not been established. clinical manifestations, colono-
scopic appearance and radiological features of an Lcnec 
could all mimic an adenocarcinoma. A correct diagnosis is 
hardly possible without a pathological examination.

A: colonoscopic appearance of the tumor; b: preoperative abdominal 
computed tomography; c: surgical specimen of right hemi-colon

THE IMPACT OF GEOGRAPHICAL DISTANCE 
ON DISPARITIES RELATED TO RECEIPT 
OF CHEMOTHERAPY IN PATIENTS WITH 
SURGICALLY RESECTED COLON CANCER: A 
NATIONAL CANCER DATABASE ANALYSIS.

ePoster AbstrActs eP442

K. ottaviano1, H. Xu2, A. Ata1, s. Wexner3, s. sharp2

1Albany, NY; 2Richmond, VA; 3Weston, FL

Purpose/Background: travel distance to healthcare 
facilities can present obstacles to receiving appropriate 
cancer treatment. Despite the evidence-based recommen-
dation for chemotherapy, a significant number of patients 
never receive or even refuse chemotherapy. We hypothe-
size that geographical distance adversely affects adherence 
to receiving chemotherapy in patients with stages 2-4 
colon cancer who undergo surgical resection.

Methods/Interventions: Patients between the ages 
of 18-90 with stages 2-4 colon cancer who were recom-
mended to receive either neoadjuvant or adjuvant chemo-
therapy were analyzed from the ncDb from 2012 to 
2018. Patients were stratified according to the distance 

in miles to facility where cancer was diagnosed (<10, 
>10-20, >20-50, >50-100, or >100-250). A multinomial 
logistic regression was then used to evaluate age, gender, 
race and ethnicity, cancer stage, insurance status, income 
level, treating facility type, high school diploma status, and 
urban/rural status. A sub-analysis was performed in each 
distance subcategory.

Results/Outcome(s): We identified 264,480 patients 
with stages 2-4 colon cancer requiring surgical interven-
tion and chemotherapy. Patients were less likely to receive 
recommended chemotherapy who lived closest to the diag-
nostic facility (<10 miles) compared to patients living 10-20 
miles (rr=1.21, p < 0.0001), 20-50 miles (rr=1.58, p < 
0.001), or 100-250 miles (rr=1.35, p < 0.001). those who 
were black (rr=0.84, p <0.0001), uninsured (rr=0.44, 
p < 0.001) Medicaid status (rr=0.65, p < 0.001), living in 
a metro region (rr=0.79, p < 0.0001), and patients living 
in zip codes with higher rates without a high school degree 
(rr=0.63, p < 0.0001) were less likely to receive chemo-
therapy. As distance increased, disparities associated with 
race, education, and living in a metro region disappeared, 
while disparities related to being uninsured or having 
Medicaid status persisted.

Conclusions/Discussion: Patients living closer to the 
diagnostic facility along with other factors such as race, 
insurance status, education level, and residing in a metro 
region were all found to affect receipt of chemotherapy 
after multinomial adjustment. race, education, and metro 
region disparities were mitigated at increasing distance 
from diagnosing facility. identifying socioeconomic factors 
that place patients at risk of not receiving chemotherapy is 
important for improving oncologic outcomes. Further study 
is warranted to best counsel patients and improve compli-
ance with evidence-based recommended chemotherapy.
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PERIOPERATIVE DEXAMETHASONE FOR 
PATIENTS UNDERGOING COLORECTAL 
SURGERY: A SYSTEMATIC REVIEW AND META-
ANALYSIS.

ePoster AbstrActs eP443

t. McKechnie, s. ichhpuniani, G. elder, A. chen, 
K. Logie, A. Doumouras, D. Hong, c. eskicioglu
Hamilton, ON, Canada

Purpose/Background: Despite a broadening array of 
anesthetic medications and the advent of minimally 
invasive procedures, rates of postoperative nausea and 
vomiting (PonV) remain substantial. in colorectal 
surgery, these risks are heightened as the nature of the 
operations predisposes patients to postoperative ileus 
(Poi). Dexamethasone is a glucocorticoid that is often 
administered intraoperatively as prophylaxis for PonV. it 
has been studied with several randomized controlled trials 
(rcts) in the context of colorectal surgery. no study to 
date has aggregated these data. As such, this systematic 
review and meta-analysis aims to assess the postoperative 
impacts of dexamethasone use in colorectal surgery.

Methods/Interventions: this systematic review was 
completed in accordance with the Preferred reporting 
items for systematic reviews and Meta-Analyses guide-
lines. A search in MeDLine, embase, and centrAL 
from database inception to June 2022 was performed. 
Articles were eligible for inclusion if they were rcts, 
cohort studies, or case-control studies that compared 
perioperative intravenous dexamethasone to a control 
group in patients undergoing elective colorectal surgery in 
terms of postoperative morbidity. the primary outcomes 
were Poi and PonV. secondary outcomes included 
postoperative infectious morbidity and return of bowel 
function. A pair-wise meta-analysis was performed using 
an inverse variance random effects model. the GrADe 
approach was conducted to assess quality of evidence.

Results/Outcome(s): After reviewing 3,476 relevant 
citations, seven peer-reviewed articles (five rcts, 2 retro-
spective cohorts) met inclusion criteria. overall, 1,568 
patients were in the perioperative dexamethasone group 
(mean age: 59.0, 46.4% female) and 1,459 patients were 
in the control group (mean age: 59.0, 46.2% female). the 
most common operation amongst the studies that reported 
specific operations was proctectomy (29.2%) and 44.8% 
of operations were performed laparoscopically. Patients 
receiving perioperative dexamethasone experienced 
significantly less Poi based on moderate quality evidence 
(three studies, or 0.46, 95%ci 0.28-0.74, p<0.01). there 
was no difference between groups in terms of PonV based 
on moderate quality evidence (four studies, or 0.90, 
95%ci 0.64-1.27, p=0.55). similarly, there was no signif-
icant difference in the rate of 30-day postoperative infec-
tious complications based on low quality evidence (seven 
studies, or 0.74, 95%ci 0.55-1.01, p=0.06).

Conclusions/Discussion: this review presents 
moderate quality evidence that perioperative intrave-
nous dexamethasone may reduce Poi following elective 
colorectal surgery. there was no significant observed effect 
on PonV nor postoperative infectious complications. 
overall, perioperative dexamethasone should remain a 
part of colorectal erAs programs moving forward. Further 
prospective comparative study is required to confirm the 
effects on Poi and infectious complications.

DOES OPERATING VOLUME ON-CALL VARY BY 
SURGEON? ANALYSIS OF ON-CALL CASES IN 
AN ACADEMIC COLORECTAL PRACTICE.

ePoster AbstrActs eP444

n. McKenna, K. bews, M. Mirande, s. Kelley, K. Mathis
Rochester, MN

Purpose/Background: certain surgeons have reputa-
tions as being busier on-call than others. Whether these 
reputations are warranted or simply a reflection of the 
human tendency to better recall strongly negative events 
is unknown in colorectal surgery. therefore, we aimed to 
determine 1) what call looks like in a modern academic 
colorectal surgery practice where a separate acute care 
practice and practice agreement exists and 2) whether the 
number of on-call cases performed varied across colorectal 
surgeons.

Methods/Interventions: the on-call schedule for a 
colorectal practice at an academic medical center was 
cross-referenced with operative case logs from January 1 
through December 31, 2021 to identify all on-call cases 
performed by surgeons who took a minimum of twenty 
24-hour call shifts. cases were classified as either during 
“normal hours” (case start between 07:00 and 17:00 on 
Monday to Friday) or “after hours” (case start after 17:00 
on Monday-Friday or any holiday or weekend case). Where 
the consult originated from, operation type, indication for 
surgery, and operative approach was also determined. 
Average cases per call per surgeon were calculated and 
then compared using an AnoVA test. this was followed 
by post hoc pairwise comparisons using tukey’s Honestly 
significant Difference test.

Results/Outcome(s): 366 on-call cases were performed 
across 355 call days by 10 surgeons. of these cases, 58% 
(n=214) occurred during “normal hours.” of “after hours” 
cases (n=152), 33% (n=50) were on weekdays and the 
remainder were on weekends or holidays (n=102, 67%). 
the median age of patients operated on-call was 57 years 
(interquartile range [iQr], 42-69) and 58% were male. 
Most patients operated on call were admitted from the 
emergency department (n=216, 59%) followed by patients 
on non-colorectal inpatient services (n=85, 23%) and 
the colorectal inpatient service (n=42, 11%). indication 
for surgery varied widely with perianal abscesses (n=105, 
29%) and bowel obstruction (n=98, 27%) the leading 
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reasons. operations performed also varied widely with 
exam under anesthesia (n=143, 39%) and bowel resection 
the most common (n=120, 33%). of non-eUA cases, 
72% were performed open. ten surgeons took at least 20 
calls, and average cases per call ranged from 0.5 to 1.4 with 
1.0 the overall average (p=0.007). Analyzing individual 
surgeon pairs, differences existed between the two busiest 
on-call surgeons and the least busy on-call surgeon (both 
p < 0.05) (FiGUre).

Conclusions/Discussion: on average, one on-call 
case was performed per day, and nearly 40% of on-call 
colorectal cases occurred “after hours” at a hospital with a 
separate acute care practice. surgeon on-call volume was 
largely similar aside from the busiest and least busy on-call 
surgeons. these data can help inform the scheduling of 
elective cases on call days, and they provide objective data 
of on-call responsibilities for aspiring colorectal surgeons.

box and whisker plot of call cases per day by surgeon with the diamond 
representing the mean number of cases and thick black line representing 
the median. the box shows the interquartile range. star is p < 0.05.

RESIDENT VERSUS ATTENDING OPERATIVE 
DICTATIONS IN COLORECTAL SURGERY: A 
PROCEDURAL BILLING ANALYSIS.

ePoster AbstrActs eP445

J. chen, D. Weirich, t. Wang, M. Kalady, M. Arnold, 
s. Husain, A. Harzman, A. traugott, A. Gasior, 
L. cunningham, e. Huang
Columbus, OH

Purpose/Background: operative notes are a crucial 
component of patient medical records, communicating 
details of patient care and steps of a performed procedure. 
Additionally, dictation for surgical trainees assists in their 
preparation for the American board of surgery certifying 
exam. However, learning opportunities may conflict with 
accurate procedural coding and billing. in an effort to 
improve billing accuracy, our general surgery department 
implemented a policy in June 2021 requiring attendings to 
dictate operative reports. in this study, we evaluate relative 
colorectal procedural billing before and after this change.

Methods/Interventions: colorectal procedures 
performed between July 1, 2020 to June 30, 2022 were 
identified from institutional billing data, using colorec-
tal-relevant current procedural terminology (cPt) codes. 
surgeon, case cPts, and relative value units (rVUs) were 
extracted. surgeons not present for the entire two-year 
period and cases requiring more than one surgeon were 
excluded. Descriptive statistics and Kolmogorov-smirnov 
(Ks) non-parametric tests were performed to compare 
rVU distributions relative to the policy change.

Results/Outcome(s): A total of 2487 colorectal 
procedures were performed during the two-year dura-
tion, with similar case distribution before (50.7%) and 
after (49.3%) the policy change. there was a small but 
significant increase in rVU distribution for overall case 
distribution post-policy (Ks 0.09, p<0.001) and anorectal 
cases including examination under anesthesia (Ks 0.134, 
p=0.029), treatment of fissures (Ks 0.260, p=0.028), and 
treatment of abscesses and fistulas (Ks 0.164, p=0.003). 
However, there were no significant differences in rVU 
distributions for transanal tumor excision, pilonidal cyst 
removal, hemorrhoidectomy, ileocecectomy, partial colec-
tomy, total abdominal colectomy, total proctocolectomy, 
proctectomy, abdominoperineal resection, ileoanal pouch 
creation, ostomy revision or reversal, appendectomy, proc-
topexy, or Altemeier procedure (p>0.05). ileocecectomy 
and partial colectomy were aggregated, and stratification 
based on diagnostic indication yielded no differences in 
rVU distribution (p>0.05).

Conclusions/Discussion: Attending-dictated operative 
reports resulted in a small but significant overall increase 
in rVU distribution in colorectal surgery. However, resi-
dents can, and should, be entrusted with operative dicta-
tion in colorectal surgery, particularly in abdominal cases 
where educational benefit is high and no significant rVU 
differences are noted. interestingly, a small but statisti-
cally significant increase in rVU distribution was seen for 
anorectal cases favoring dictation by attending surgeons. 
Attending review of anorectal notes and their complexity 
thereby provides an opportunity to increase revenue and 
further educate residents in colorectal surgery.

OUTCOMES OF PATIENTS PRESENTING WITH 
PNEUMATOSIS INTESTINALIS AND/OR PORT 
VENOUS GAS ON COMPUTED TOMOGRAPHY: 
A STUDY OF FACTORS ASSOCIATED WITH 
SURVIVAL AND SURGICAL INTERVENTION.

ePoster AbstrActs eP446

n. Wong, s. Paredes, D. seyfi, K. ng
Camperdown, NSW, Australia

Purpose/Background: Pneumatosis intestinalis (Pi) and 
portal venous gas (PVG) traditionally portend poor prog-
nosis. However, contemporary studies of patient outcomes 
are lacking, and it is unclear what factors influence 
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mortality and surgical intervention. this study investigated 
the incidence of, and outcomes following, Pi and/or PVG.

Methods/Interventions: A retrospective study of 
patients diagnosed with Pi and/or PVG on computed 
tomography (ct) at a quaternary centre (2013–2021) was 
performed. Data relating to clinical presentation (including 
quick sequential organ failure assessment [qsoFA] score), 
co-morbidities (charlson comorbidity index), biochem-
ical data (including peak lactate level), and radiological 
findings, were obtained. outcome measures were inpatient 
mortality and predominant management. Factors associ-
ated with these were assessed by logistic regression.

Results/Outcome(s): From 16,428 ct scans, 107 
(0.65%) demonstrated Pi and/or PVG (mean 65.2yrs 
[sD15.2]; 60 [56%] male). overall, 37 patients (35%) 
had both Pi and PVG. 33 deaths (31%) were recorded. 
54 patients (51%) underwent surgery. Death was asso-
ciated with qsoFA score (qsoFA 1: or5.71, 95%ci 
1.31–24.87; qsoFA 2: or10.00, 95%ci 1.94–51.54), cci 
5 (or2.86, 95%ci 1.19–6.84), peak lactate 2.6mmol/L 
(or14.53, 95%ci 4.39–48.14), and concomitant Pi and 
PVG (or8.25, 95%ci 3.04–22.38). the presence of free 
fluid (or3.23, 95%ci 1.44–7.28) or perforated viscus 
(or5.10, 95%ci 1.05–24.85) were the only predictors for 
surgery.

Conclusions/Discussion: Pi and/or PVG are rare 
diagnoses in our cohort, being reported in less than 
1% of abdomino-pelvic ct scans performed during the 
period. Despite traditionally portending a poor prognosis, 
mortality was recorded in only one-third. there were clear 
indicators of mortality viz. sepsis severity, comorbidities, 
and concomitant Pi and PVG. Factors predicting surgery 
warrant further investigation.

PERSPECTIVES ON STANDARDIZED LETTERS 
OF RECOMMENDATION TO SUPPORT 
CANDIDATES APPLYING TO COLORECTAL 
SURGERY RESIDENCY PROGRAMS: A STEP 
TOWARDS HOLISTIC REVIEW?

ePoster AbstrActs eP447

A. nguyen, c. Zipf-sigler, A. Kumar
Spokane, WA

Purpose/Background: Leaders of the Association of 
Program Directors in colon and rectal surgery (APDcrs) 
were early adopters of a national mandate by the coalition 
for Physician Accountability (coPA) to transition from 
narrative letters of recommendation (nLors) to stan-
dardized letters of recommendation (sLors) for candi-
date recruitment. Letter writers supporting applicants 
to colorectal surgery (crs) residency programs now use 
sLors. this new approach may reduce factors that often 
disadvantage underrepresented applicants. our study seeks 
to explore letter readers’ and writers’ perspectives to gain 
insights about sLors and how they affect goals of holistic 
review and selection.

Methods/Interventions: semi-structured video inter-
views (validated via our prior study with general surgery 
program directors and faculty) collected perspectives on 
sLor utility in candidate selection from crs program 
directors (PDs) and non-program directors (non-PDs). 
Using a list of north American accredited crs training 
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programs, six regions were defined for geographic repre-
sentation [Figure 1]. Participants were chosen from each 
region. opinions were captured from letter readers and 
writers regarding the strengths and limitations of sLors 
[Figure 2]. Audio transcripts from these conversations 
were independently coded via qualitative analysis software 
by two researchers using common themes consolidation.

Results/Outcome(s): We completed 14 interviews 
(PDs = 7; non-PDs = 7). Pre-interview demographic 
surveys revealed that participants served many years in 
medical education (mean = 17, range = 6 to 32, sD = 
7.8). Participants write a variable number of letters of 
recommendation per year (mean = 9, range = 1 to 20, 
sD = 7.0). More PDs had experience with sLors than 
non-PDs, though the trend was not statistically significant 
(86% vs. 57%, p = 0.24). conversations revealed that 
while nLors are more detailed and tailored, they are inef-
ficient, vary in quality, and can introduce coded language, 
implicit bias, and performance inflation. Discussion about 
sLors revealed that they are more objective, efficient, and 
provide holistic review. However, they are not universally 
accepted, can lack detail, and do not eliminate the issue 
of performance inflation. regardless of the type of letter 
(nLor or sLor), emphasis and value was placed on 
candidate qualities and competencies, specific anecdotes, 
reputation of the letter writer, and narratives to contextu-
alize metrics [Figure 3].

Conclusions/Discussion: this study will inform sLor 
development, improvement, and implementation in 
medical education for holistic review. small steps like 
these may bring training programs closer to true holistic 
review, thereby achieving Dei goals in candidate selection. 
the APDcrs can correlate this change (nLor to sLor) 
with recruited candidates’ demographic data to track if this 
change has made an impact.

Ascrs Figures 1-3

INTEGRATED PELVIC FLOOR AND 
BENIGN ANORECTAL CURRICULUM FOR 
FELLOWS IN FEMALE PELVIC MEDICINE 
& RECONSTRUCTIVE SURGERY, 
GASTROENTEROLOGY, AND COLON AND 
RECTAL SURGERY.

ePoster AbstrActs eP449

s. ranney, U. Patel, c. Heisler, r. King
Madison, WI

Purpose/Background: Pelvic floor disorders and 
anorectal pathologies encompass a variety of pathologies 
and incorporate complex anatomical and physiologic rela-
tionships. Pelvic Floor centers across the country utilize 
the expertise of fellowship trained doctors in the fields 
of Female Pelvic Medicine and reconstructive surgery 
(FPMrs), Gastroenterology (Gi), and colon and rectal 
surgery (crs). However, despite the entwined relation-
ship in practice, there is negligible overlap in training. 
thus, trainees learn in silos, limiting their understanding of 
other specialties’ approaches, expertise, or treatments. the 
optimal learning strategy would expose fellows to other 
disciplines in clinic, pre-operative diagnostics, and surgical 
and procedural techniques from specialties outside their 
field. the goal of this educational research endeavor is to 
determine the specific goals and objectives of integrating 
portions of these fellowships as well as the optimal educa-
tional strategy for delivering this content and teaching 
these methods in order to enhance the didactic, clinical, 
and operative experience of Gi, FPMrs, and crs fellows.

Methods/Interventions: Following Kern’s model for 
curriculum development (Figure 1), faculty for the FPMrs, 
Gi, and crs fellowships at a single institution determined 
that fellows were not receiving adequate cross-disci-
pline training and exposure. the trainees (learners) were 
isolated to their respective faculties’ practices and opera-
tive cases; as such, learners were not seeing the breadth 
of pathology and operative techniques needed to provide 
optimal care for the pelvic floor and anorectal conditions. 
Using a modified Delphi technique, teaching faculty will 
be asked to identify various pathologies, conditions, and 
common operations to which fellows of the opposite disci-
pline should be exposed. once a consensus is reached, 
each fellow will have various options for engaging in clinic, 
diagnostic work-up, didactic sessions, and assisting in the 
operating room/endoscopy suite. Using a Likert scale, 
fellows will score their experiences for each modality as to 
how it improved their general knowledge of pelvic floor 
disorders, potential interventions, and understanding of 
common operations.

Results/Outcome(s): currently, the faculty are deter-
mining the Goals & objectives for this specific integrated 
curriculum. each fellow will generate a score for each 
discipline (clinic, didactic, operating room) based on these 
objectives.
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Conclusions/Discussion: Pelvic floor and anorectal 
disorders are a complex set of conditions; however, the 
content is taught in silos and experiences across disciplines 
are limited. this curriculum will allow for interdisciplinary 
instruction to improve education of FPMrs, Gi, and crs 
fellows. Ultimately, this curriculum would be packaged to 
enhance education to fellowships even when only a subset 
of these three fellowships exists.

WHY TRAINEES PURSUE COLON AND RECTAL 
SURGERY RESIDENCY: MENTORSHIP MATTERS 
MOST.

ePoster AbstrActs eP450

A. D’Angelo1, J. D’Angelo1, r. Hoedema2, 
D. colibaseanu3, K. Mathis1, e. Dozois1, s. Kelley1

1Rochester, MN; 2Grand Rapids, MI; 3Jacksonville, FL

Purpose/Background: the pursuance of colorectal 
surgery (crs) residency training has become increasingly 
competitive with significantly more applicants than posi-
tions available. Little research has examined what draws 
trainees to the subspecialty. We aimed to investigate what 
attracts applicants to crs; and do these factors differ by 
future practice plans or gender.

Methods/Interventions: An electronic survey was 
distributed to 150 crs applicants (96% of total appli-
cant pool). survey items assessed experiences associated 
with crs during residency (yes/no), the influence these 
experiences had on applicants, and additional factors for 
pursuing crs training (Likert scales; 1 strongly disagree 
to 5 strongly agree). Welch’s AnoVA with Games-
Howell multiple comparison method was used to compare 
responses between different plans for practice and one-way 
AnoVA was used to compare responses by gender.

Results/Outcome(s): A total of 93 applicants responded 
(62% response rate; 54.4% Male). While applicants had a 
range of experiences, a crs mentor in medical school 
(M=4.67/5, sD=.64) or residency (M=4.58/5, sD=.86) 
and rotating on a crs service in medical school (4.48/5, 
sD=.80) or residency (4.51/5, sD=.98) were ranked most 
influential. Most residents decide to pursue crs training 
prior to (68.8%) or during (21.5%) their PGY-4 year. 
Applicants were likely to agree that the opportunity to 

become board certified and the flexibility of crs practice 
were strong influences on their decision to pursue crs 
residency (table 1). there were no significant differences 
between male and female applicants regarding these factors. 
Following training, most participants intend to work at an 
academic medical center (57%), as opposed to a communi-
ty-based program/private practice (25.8%) or independent 
academic medical center (17.2%). of note, those who 
intend to practice at a community-based program/private 
practice, compared to an academic medical center, believe 
work/life balance is better for crs compared other special-
ties (p<.05).

Conclusions/Discussion: Mentorship, crs rotations, 
the opportunity to become board certified, and flexibility of 
the specialty all strongly influence trainees to pursue crs 
residency. the influence of mentorship or crs rotations 
may be greatest earlier in residency as most applicants 
decided on crs residency prior to their PGY-4 year.

Factors influencing the Decision to Pursue crs residency training

COLON AND RECTAL SURGERY PROGRAM 
DIRECTOR OPINIONS OF RESIDENCY 
APPLICATIONS.

ePoster AbstrActs eP451

s. Kelley1, A. D’Angelo1, D. colibaseanu2, K. Mathis1, 
J. D’Angelo1

1Rochester, MN; 2Jacksonville, FL

Purpose/Background: Applicants apply for colon and 
rectal surgery residency training through the electronic 
residency Application service (erAs). the application 
includes a tremendous amount of information, all of which 
may not be useful to Program Directors (PDs). this study 
aimed to evaluate PD perspectives on what information is 
useful when deciding on applicants to invite for interviews.

Methods/Interventions: PDs were invited to partic-
ipate in a survey evaluating their perspective on erAs 
applications. PDs judged all erAs applicant, research 
publication, and letter of recommendation (Lor) factors 
on their importance (5-point Likert scale) in the candi-
date evaluation process and whether or not they used 
select components of the application (i.e. test scores) 
(yes/no). Free-text questions queried PDs on additional 
information regarding how they currently utilized the 
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erAs application and how it can be improved. these 
statements were analyzed in an iterative fashion to iden-
tify overarching themes.

Results/Outcome(s): Fifty-two PDs (69% Male) 
responded (80% response rate). of 44 unique erAs appli-
cant, research, and Lor factors, only 8 items were judged 
on average to be considered “important” (Mean Likert 
scale > 3.6/5) and 9 items were judged on average “not 
important” (Mean Likert scale < 2.4/5) (Figure 1). only 
30.8% PDs use UsMLe and 17.3% use coMLeX scores 
to determine who to offer an interview to. Whereas, the 
majority (94.2%) use Absite scores, with free responses 
indicating most programs have a cutoff below which they 
are unlikely to offer an interview. Most PDs (78.9%) 
strongly agree or somewhat agree that it should be manda-
tory that all publications listed in erAs have a hyperlink 
method to verify accuracy. open-ended responses indi-
cated that colorectal related and quality journal outlets 
are important factors when judging scholarly activity. 
the majority (84.6%) of PDs indicated that they agree or 
strongly agree the APDcrs resident assessment applica-
tion standardized form is an “important component of the 
erAs application.” critiques of the form generally indi-
cated that its usefulness can be dependent on the program 
that the applicant is coming from and the evaluator: 
“small programs say all their applicants are top tier. Larger, 
more competitive programs tend to discriminate more.” 
Free response questions generally indicated the need for a 
more concise application: “i do think the application could 
be more concise, there is a lot of extra data that we don’t 
need in the erAs form and it is difficult to sort through, 
taking more time than needed.”

Conclusions/Discussion: the erAs application may 
present unnecessary material which can cause an informa-
tion overload and time constraint on those responsible for 
attempting to evaluate candidates. Future research should 
consider applicant perspectives and pilot different applica-
tion designs and approaches.

electronic residency Application service (erAs) applicant, research, 
and letter of recommendation factors program directors indicated as 
important (Mean < 3.6/5.0) or unimportant (Mean < 2.4/5.0).

RETURN TO OSTOMY FOR LOW ANTERIOR 
RESECTION SYNDROME.

ePoster AbstrActs eP452

A. Gazal1, e. roesler1, e. stroumpi1, e. Maric2, Y. Wang1, 
s. tsoraides1

1Peoria, IL; 2Chicago, IL

Purpose/Background: Low anterior resection (LAr) 
can result in severe bowel dysfunction. LAr syndrome 
(LArs), includes urgency, frequency, clustering, diarrhea 
and incontinence. several studies report the high inci-
dence (56-65%) of a permanent colostomy or ileostomy in 
patients after LAr. the reasons for conversion to perma-
nent stoma are various, but anastomotic leakage appears to 
be the most prevalent. Data is lacking regarding patients 
who choose to return to ostomy for LArs alone. our 
primary objective is to identify the proportion of patients 
who have ostomy creation for LArs after initial closure.

Methods/Interventions: We included patients who 
are 18 and older who underwent LAr 2011-2020 in 
a University-affiliated hospital reviewed retrospectively. 
Demographics, operative and perioperative variables 
were collected for all patients. LArs was determined 
based off the low anterior resection syndrome score 
(emmertsen and Laurberg). categorical variables were 
assessed with chi-square. Association between permanent 
ostomy, LArs and factors assessed by univariate analysis. 
statistical analyses using sAs software v9.4 (sAs institute 
inc., cary, nc, UsA). P>0.05 was considered statistically 
significant.

Results/Outcome(s): A total of 162 patients who 
underwent LAr, 99 (61.1%) had LAr without diverting 
ostomy and 63 (38.9%) had diverting ileostomy. Mean age 
was 61.4 ± 12.6 and 43.6% were female. 61 (37.7%) of all 
LAr patients had LArs symptoms. of the 63 who had 
initial diversion, 49 (77.8%) had their ileostomy subse-
quently closed. A total of 3 patient (6.1%) had a return to 
ostomy: 2 (4.1%) for LArs and 1 (2.0%) for leak. odds 
ratio to have a permanent ostomy was 5.49 (p = 0.026) for 
LArs symptoms compared to those without LArs. odds 
ratio 4.78 (p=0.0129) for anastomotic leak compared to 
those without leak.

Conclusions/Discussion: of patients who underwent 
LAr with diversion and subsequent closure, only 4.1% 
returned to ostomy for LArs symptoms, suggesting a high 
percentage of patients who prefer to manage their LArs 
symptoms non operatively rather than return to ostomy. 
this study offers an additional point of education for our 
patients when counseling them them about the risks of low 
anterior resection, the possibility for LArs, and possible 
return to ostomy.
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TRENDS AND DISTRIBUTION OF ILEAL POUCH 
ANAL ANASTOMOSIS (IPAA); IS THE HOLY 
GRAIL OF COLON AND RECTAL SURGERY 
TRAINING GETTING HARD TO FIND?

ePoster AbstrActs eP453

t. Peponis1, D. Ubl1, e. Habermann1, F. Abarca 
rendon1, n. McKenna1, A. ofshteyn1, K. Mathis1, 
D. colibaseanu2, s. Kelley1

1Rochester, MN; 2Jacksonville, FL

Purpose/Background: A decrease in the number of ileal 
pouch anal anastomosis (iPAA) procedures could have 
significant implications for both colon and rectal surgery 
(crs) residents and training programs. there has been 
concern that the frequency of these procedures has been 
decreasing over the past decade, however the evidence 
to support that is limited. the aim of our study was to 
evaluate the number of iPAA performed among general 
surgery and crs residents and examine the distribution of 
iPAA on a national level.

Methods/Interventions: the AcGMe case Log 
national Data reports were collected for crs and general 
surgery trainees from 2005 to 2019. the number of iPAA 
performed each year was recorded to identify any signif-
icant trends. the nationwide inpatient sample (nis) 
database was used to identify patients undergoing iPAA 
from 2005 to 2019. All patients were included regardless 
of the underlying diagnosis and results were reported using 
nationally representative weighted estimates. Univariate 
and trends analyses were performed to compare the 
number of iPAA performed over time and in urban-
teaching, urban non-teaching, and rural hospitals during 
the study period.

Results/Outcome(s): Among crs trainees AcGMe 
data revealed a significant increase both in the mean 
number of iPAA per resident and the total number of 
iPAA across all crs training programs from 2005 to 
2013, followed by a decline in both metrics after 2013 
(figure 1). Despite the decrease, the mean number of 
iPAA per resident has remained >6 between 2011 and 
2019. A similar trend was observed among general surgery 
residents. A total of 48,532 patients who underwent iPAA 
were identified in the nis database. there was a signif-
icant increase in the number of iPAA performed from 
2005 to 2014 on a national level (p<0.001), but there 
was no statistically significant change in the number of 
iPAA performed from 2016 to 2019 (p=0.45). there was 
no difference in iPAA trends based on hospital region 
(p=0.95). However, there was a decrease in the propor-
tion of patients undergoing iPAA in rural and urban 
non-teaching hospitals from 1.98% to 1.6% and 25.6% to 
4.3% respectively and an increase in iPAA performed in 
urban teaching hospitals from 72.4% to 94.1% (p<0.001).

Conclusions/Discussion: Despite the increase in the 
proportion of iPAA performed at urban academic centers 
over the last few years, there has been a slow but steady 

decrease in the total number of iPAA performed by 
surgery trainees. the reasons behind this remain unclear. 
nevertheless, the mean number of iPAA performed by 
colon and rectal surgery residents remains above the 
minimum requirement set by the AcGMe. Further studies 
are needed to evaluate alternative effective ways to train 
residents to perform these complex operations.

Average number of iPAA performed by colon and rectal surgery res-
idents and total number of iPAA performed per year by all crs resi-
dents in the Us from 2005 to 2019.

READABILITY OF PATIENT EDUCATION 
MATERIALS ON COLON AND RECTAL 
PROCEDURES AND OPERATIONS.

ePoster AbstrActs eP454

J. Pang, M. Vivens, s. Arshad, L. McKean baste, 
s. Popek, V. rai
Albuquerque, NM

Purpose/Background: informed consent is critical to 
the ethical principle of patient autonomy. to supplement 
the informed consent process, many surgical societies and 
national organizations have provided online or printable 
patient education materials (PeM) that can be distributed 
perioperatively. to ensure PeM are accessible, the Joint 
commission (JAcHo) recommends that PeM be written 
at a fifth-grade reading level, and the national institutes 
of Health (niH) recommend that PeM be written at an 
eighth-grade reading level. this project aims to assess the 
readability of PeM on colorectal procedures and surgeries, 
hypothesizing that these remain above the recommended 
reading levels.

Methods/Interventions: english language patient 
education materials and brochures were identified online 
from the American society of colon and rectal surgeons 
(Ascrs), the society of American Gastrointestinal and 
endoscopic surgeons (sAGes), the American college of 
surgeons (Acs), the national institutes of Health (niH), 
and UptoDate. We also included colorectal procedures 
and operation-specific PeM from our institution. these 
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were assessed in Microsoft Word for Mac 2016 to deter-
mine the Flesch reading ease (Fre) and Flesch-Kincaid 
Grade Level (FKGL) scores for each PeM. Descriptive 
statistics were calculated from the data.

Results/Outcome(s): A total of sixteen PeM were 
identified. these covered common colorectal surgeries, 
procedures, and perioperative care topics. Fre scores 
ranged from 21.9 to 68.7 with an average score of 41.3, 
corresponding with FKGL scores of 7 to 15, with an 
average score of 11.6 or a 12th-grade reading level [table 
1]. only two of the PeM evaluated were under the recom-
mended 8th-grade reading level, and none were under the 
recommended 5th-grade reading level. the PeM closest to 
the recommended reading level were “taking care of Your 
ileostomy” and “Your Guide to colon surgery” from our 
institution, scoring at a 7th-grade reading level. Despite 
having been evaluated by our institutional health literacy 
office, both of our PeM were still at a 7th-grade reading 
level based on the FKGL scores.

Conclusions/Discussion: online and institutional 
patient education brochures assessed in this project were 
all well above the recommended reading level for PeM 
by JAcHo. Although these materials are beneficial for 
enhancing the informed consent process, surgeons must be 
mindful that due to the readability of these materials they 
may not be accessible to all patients. Patient education 
materials and brochures do not replace the discussion and 
conversation that are essential to the process of informed 
consent.

READABILITY OF AMERICAN SOCIETY OF 
COLON AND RECTAL SURGEONS PATIENT 
INFORMATION DOCUMENTS.

ePoster AbstrActs eP455

V. Wagner, s. Kanneganti
Tacoma, WA

Purpose/Background: information and education are 
the cornerstone of patient autonomy and shared surgical 
decision making. to share information surgeons utilize 
multi-modal communication including patient informa-
tion brochures published by the specialty’s respective 

professional society. However, the literature offered may be 
at inappropriate reading levels for the average patient. the 
average Medicare beneficiary reads at the 5th grade level 
and the average United states (Us) resident reads at an 
8th grade level. Per recommendations from the American 
Medical Association and national institutes of Health 
patient education material should not exceed the 6th grade 
reading level.

Methods/Interventions: We aimed to examine the 
American society of colorectal surgeons (Ascrs) 
patient information literature. english-language patient 
education articles were collected from the Ascrs patient 
information section and evaluated for readability using 
two validated readability scoring systems, the Flesch-
Kincaid Grade-Level (FKGL) and Flesch reading ease 
(Fre). FKGL rates text on Us grade level. Fre is a 0-100 
score corresponding to the readability of a text with scores 
between 90-100 being considered readable by a 5th grader.

Results/Outcome(s): 56 patient education articles were 
scored, of which no article was below an 8th grade reading 
level or scored above 60 on the Fre. Mean and median 
Fre scores were 39.6 and 40.7, respectively, with a range 
of 5.9 to 60.7. the average and median FKGL was 12.2 
and 12.1, respectively, with a range of 8.4 to 23.7.

Conclusions/Discussion: refinement of Ascrs 
patient education literature would likely expand usability 
and allow opportunity for better disease understanding, 
shared decision making, and informed consent.

DOES THE USE OF ENHANCED RECOVERY 
AFTER SURGERY DECREASE LENGTH OF 
STAY IN INFLAMMATORY BOWEL DISEASE 
PATIENTS UNDERGOING SURGERY: A 
SYSTEMATIC REVIEW OF META-ANALYSIS.

ePoster AbstrActs eP456

e. theodosopoulos, J. Gomez, M. brar, H. Macrae, 
A. De buck Van overstraeten, e. Kennedy
Toronto, ON, Canada

Purpose/Background: While enhanced recovery after 
surgery (erAs) has been shown to improve outcomes in 
patients with colorectal cancer, there is limited data eval-
uating the effect of erAs on patients with ibD and these 
studies suggest that erAs is not as effective in patients 
with inflammatory bowel disease (ibD) compared to those 
with colorectal cancer. the purpose of our systematic 
review was to evaluate the effect of erAs on length of stay 
(Los) in patients with ibD.

Methods/Interventions: A systematic search was 
carried out using MeDLine, embase, cinAHL, cochrane 
central register of controlled trials, cochrane Database 
of systematic reviews (cDsr) and Google scholar to 
identify all studies published up to november 5, 2021 that 
assessed erAs vs conventional care (pre-erAs) in ibD 
patients.
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Results/Outcome(s): our search yielded 541 studies 
and, after removal of duplicates, title, abstract and full text 
screening, 6 studies met inclusion criteria (1 rct and 5 
cohort studies). on meta-analysis, length of stay was signifi-
cantly decreased with implementation of erAs (mean 
difference 1.83 days, 95% ci 1.15 to 2.50, p<0.00001). 
secondary outcomes, including 30 day return to the or 
(or 0.59, 95% ci 0.30-1.17, p=0.13) and re-admission 
(or 0.73, 95% ci 0.51-1.05, p=0.09) showed no clear 
evidence of benefit with erAs. similarly, meta-analysis 
showed no clear evidence of benefit in rates of post-operative  
ileus (or 1.07, 95% ci 0.46-2.53, p=0.87), anastomotic 
leak (or 0.37, 95% ci 0.08-1.80, p=0.22), surgical site 
infection (or 0.52, 95% ci 0.19-1.42, p=0.20) and 
urinary tract infection (or 0.51, 95% ci 0.05-4.85, 
p=0.56) in the erAs groups. erAs protocol compliance 
was high (>70%) across all studies, with the most vari-
ability seen in the opioid sparing pain regimens.

Conclusions/Discussion: this systematic review and 
meta-analysis demonstrates that Los is decreased by 1.83 
days with the implementation of erAs in the ibD patient 
population, without any clear evidence of benefit in rates 
of post-operative complications, mortality, re-admissions 
or return to or. this reduction in Los is comparable, 
although less pronounced, to that seen in all colorectal 
surgical patients who undergo erAs when compared with 
conventional perioperative patient management (mean 
difference 2.94 days; 95% ci 2.19 to 3.69). there are 
special implications to consider when designing and imple-
menting enhanced recovery protocols in the ibD patient 
population, such as pre-operative malnutrition, chronic 
pain, and increased rates of post-operative ileus. this 
suggests that our erAs protocols need to be tailored to 
this specific patient population to achieve similar benefits 
as for patients with colorectal cancer.

MANAGEMENT OF SMALL BOWEL 
OBSTRUCTION SECONDARY TO MESH 
MIGRATION FOLLOWING PARASTOMAL 
HERNIA REPAIR IN CROHN’S DISEASE: A CASE 
REPORT.

ePoster AbstrActs eP457

A. brackett, D. Palange
Wilmington, DE

Purpose/Background: Mesh migration is a known, 
yet uncommon, complication of hernia repair that has 
been described following inguinal, incisional/ventral, and 

umbilical hernia repairs. intraluminal mesh migration is 
even more rare and may present with a variety of symp-
toms including abdominal pain, bleeding, and obstruction, 
among others. We present the case of 60-year-old male 
who presented with small bowel obstruction due to intralu-
minal mesh migration from prior parastomal hernia repair.

Methods/Interventions: A 60-year-old male with a 
history of inflammatory bowel disease and complex surgical 
history presented with nausea, vomiting, and decreased 
ileostomy output. He had initially been diagnosed with 
ulcerative colitis and underwent total proctocolectomy 
with ileal pouch anal-anastomosis approximately 40 years 
prior to presentation. He later developed fistulizing disease 
from pouch to perineum and was subsequently diagnosed 
with crohn’s disease. He underwent pouch excision with 
end ileostomy creation, which was complicated by recur-
rent obstructing parastomal hernias requiring six hernia 
repairs and eventual re-siting of ileostomy. He experienced 
intermittent bowel obstructions which were managed 
conservatively. on the day of presentation, he had noted 
a foreign object protruding from his ostomy, which he 
removed and discovered to be a piece of mesh. on exam-
ination, he was grossly distended and focally tender around 
the ileostomy, with a visible piece of protruding mesh that 
was found to be firmly adherent. ostomy digitized with 
palpation of a firm lesion below the fascia. A ct scan 
revealed intraluminal mesh and an additional mesh with 
keyhole repair of parastomal hernia. He was admitted for 
nGt decompression and rehydration.

Results/Outcome(s): An ileoscopy was performed. A 
segmental area in distal ileum was moderately erythem-
atous and friable. terminal ileum contained the mesh 
foreign body, which functioned as a valve, causing the 
obstruction. removal of hernia mesh was accomplished 
endoscopically to avoid an extensive surgery. the mesh 
was adhered to the terminal ileum at the site of erosion. 
Using biopsy forceps and gentle traction, the mesh was 
detached from the bowel wall. care was taken to avoid 
perforation. A roth net was then used to remove the mesh 
from the terminal ileum. Post-procedurally, the patient 
had return of full bowel function with subsequent nGt 
removal, diet advancement, and discharge. He was seen 
in the office after discharge at which time he reported 
complete resolution of his obstructive symptoms.

Conclusions/Discussion: this case demonstrates an 
uncommon complication of parastomal hernia repair with 
successful endoscopic removal of intraluminal hernia 
mesh.
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representative ct image showing obstructing intraluminal mesh.

TRENDS IN OPERATIVE INDICATIONS FOR 
SURGICAL MANAGEMENT OF ULCERATIVE 
COLITIS: A RETROSPECTIVE REVIEW OF A 
LARGE COLORECTAL PRACTICE.

ePoster AbstrActs eP458

J. robertson2, c. Verschoor1, J. Gallagher2, 
P. Williamson2, s. DeJesus2, r. Mueller2, M. Ferrara2

1Sudbury, ON, Canada; 2Orlando, FL

Purpose/Background: Ulcerative colitis (Uc), 
an immune mediated chronic inflammatory disease 
of unknown etiology affecting the colon and rectum, 
continues to be a disease of surgical significance. Despite 
many advances in medical therapies and significantly 
improved rates of response to medical therapies, surgery 
continues to be a mainstay in treatment. surgical manage-
ment has evolved in the past several decades. traditional 
indications included severe Uc, refractory chronic disease 
(despite maximal medical therapy), dysfunctional colon, 
dysplasia or malignancy. During the biologic era, there has 
been a trend toward a decrease in colectomy rates, as well 
as a shift in indication for proctocolectomy in Uc.

Methods/Interventions: A retrospective case series of 
78 surgeries performed by multiple providers at a single 
institution in the setting of ulcerative colitis from 2004-
2022 was reviewed. We sought to evaluate trends in demo-
graphics, as well as trends in management and indication 
for proctocolectomy in the biologic era. Primary endpoints 
examined were effect of biologic therapy on surgical indi-
cation and rates of malignancy or dysplasia.

Results/Outcome(s): in an evaluation of 78 procedures 
over 18 years, 46 (59%) of patients underwent operation 
for refractory disease, 24 (30.8%) for emergent indications, 
and 8 (10.3%) for dysplasia or malignancy. operations 
performed included restorative proctocolectomy with ileal 
pouch anal anastomosis, 57 (73.1%), total proctocolec-
tomy with end ileostomy, 20 (25.6%), and total abdominal 
colectomy with ileorectal anastomosis, 1 (1.3%). of the 
78 patients, 38 (48.7%) were on biologics at the time of 
surgery. in the group of patients on biologic therapy, 27 
(71.1%) underwent surgery for refractory colitis, 4 (10.5%) 
for emergent indications, and 7 (18.4%) for dysplasia 
or malignancy. in the group of patients not on biologic 
therapy, 19 (47.5%) underwent surgery for refractory 
colitis, 20 (50%) for emergent indications, and 1 (2.5%) 
for dysplasia or malignancy. A significant association was 
found between biologic use and operation for dysplasia or 
malignancy (P=0.027). no statistically significant associa-
tion (P > 0.05) was found between biologic use and oper-
ation for dysplasia or malignancy with age, sex, race, bMi, 
steroid use, or procedure performed.

Conclusions/Discussion: biologic therapy has dras-
tically improved rates of control of disease in Uc. this 
improved clinical control with the widespread use of 
biologics, effective treat to target strategies, and multidis-
ciplinary approach has led to an overall reduced colectomy 
rate and shift in indication. in our review, a significant 
association was found between biologic use and operation 
for dysplasia or malignancy. because of this, careful surveil-
lance will be of extreme importance as the population of 
patients with prolonged clinical control continues to grow.
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OUTCOMES AFTER RIGHT-SIDED COLON 
SURGERY IN CROHN’S DISEASE VERSUS 
CANCER.

ePoster AbstrActs eP460

b. choi, J. church, M. Zoccali, D. schwartzberg, P. Kiran
New York, NY

Purpose/Background: surgery for crohn’s disease (cD) 
is generally considered to have more complications than 
for other conditions, likely due to the underlying inflam-
matory disease process, immunosuppression, and malnu-
trition. Prior studies studying differences in outcomes 
between cD and non-cD patients suffer from small cohort 
size and lack of homogeneity for type of resection and 
perioperative care. We sought to study the outcomes of 
right-sided colonic resection in cD and cancer patients 
at a high-volume tertiary center utilizing a standardized 
perioperative protocol.

Methods/Interventions: this is a retrospective obser-
vational study of outcomes for all cD or cancer patients 
undergoing ileocolic resection or right hemicolectomy with 
ileocolic anastomosis at a single institution from 2013-
2022. Patients were excluded if they underwent another 
procedure simultaneously (e.g., sigmoid resection, entero-
cutaneous fistula takedown). Data were analyzed using 
Wilcoxon rank-sum and chi-squared tests for univariate 
analyses, and logistic and linear regressions for multivariate 
analyses.

Results/Outcome(s): 146 cD and 595 cancer patients 
were included. cD patients were significantly younger 
(34.5 [iQr 25-51] vs 72 [62-81] years, p<0.0001) with 
lower body mass index (bMi) (23.2 [20.5-26.6] vs 26.3 
[22.9-29.7] kg/m2, p<0.0001) and less likely to have 
comorbidities, including diabetes (0.7 vs 25%, p<0.0001), 
hypertension (12 vs 63%, p<0.0001), stroke (0.7 vs 6.6%, 
p=0.01), hypercoagulability (4 vs 12%, p=0.01), chronic 
obstructive pulmonary disease (0.6 vs 6%, P=0.015), and 
cardiac problems (p<0.05). cD patients also were less 
likely to have a smoking history (20 vs 31%, p=0.007) 
or prior abdominal surgery (30 vs 44%, p=0.002), but 
more likely to be on steroids (9 vs 2%, p<0.0001). both 
groups had similar laparoscopic approach, conversion, 
intraoperative complication rate, and blood loss (table 1). 
cD patients were less likely to have clean or clean-con-
taminated wounds (55 vs 78%, p<0.0001), and more 
likely to have drains (8 vs 2.5%, p=0.0002). Despite the 
preoperative and intraoperative differences, both cD and 
cancer patients had similar lengths of stay (Los) (5.1 
[3-6] vs 5.4 [3-6] days, p=0.67), readmission, reopera-
tion, and mortality rates. none of the surgical outcomes 
differed significantly between the two groups, including 
surgical site infection, abscess, organ failure, transfusion 
requirement, or venous thromboembolism (table 1). on 
multivariate analysis, cD diagnosis was not associated 
with reoperation, readmission, mortality, or Los while 
controlling for age, bMi, comorbidities, and intraoperative 
characteristics.

Conclusions/Discussion: With the use of standardized 
perioperative protocols, surgery for cD at a high-volume 
tertiary center with expertise in cD can be performed with 
comparable results to other indications such as cancer.

table 1. intraoperative and Postoperative outcomes for crohn’s Disease 
versus cancer Patients after right-sided colonic surgery
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MODERN DAY CONTINENT ILEOSTOMY 
SURGERY: REVISION FOR POUCH RETENTION.

ePoster AbstrActs eP461

J. Miller-ocuin1, J. Ashburn2, r. charles1, D. Dietz1

1Cleveland, OH; 2Winston-Salem, NC

Purpose/Background: continent ileostomy (ci) 
may improve quality of life after proctocolectomy but 
often requires revisional procedures. We describe recent 
outcomes of ci revision by experienced surgeons at 2 
quaternary 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. revisional operative characteristics were iden-
tified. Patient charts were abstracted for demographics, 
clinical information, and perioperative variables.

Results/Outcome(s): We identified 150 patients with 
ci in place. 116 (77%) patients underwent an operation 
(creation: 31(27%), revision: 85(73%)). the remaining 
34 sought surveillance. More patients were female (67%), 
median age was 60 years, and median distance to referral 
center was 470 miles. of those undergoing revision, 
67(79%) underwent major operations, 7(8%) underwent 
minor operations, and 11(13%) underwent ci excision. 
Patients underwent a median of 3 total revisions and 2 
major revisions. Major revisions included nipple valve revi-
sion (n=13;19.5%), nipple valve revision with 180-degree 
pouch rotation (n=32;48%), neo-ci creation (n=9;13%), 
and adhesiolysis (n=13;19.5%). reasons for revisions 
included incontinence (n=24; 36%), difficulty intubating 
(n=18;27%), slipped valve not specified (n=5;7%), 
obstruction (n=10; 15%), fistula (n=7; 10%), infection 
(n=3, 4%). in patients who underwent ci revision, there 
were no 30- or 90-day mortalities, thromboembolic events, 
anastomotic leaks, or deep space infections. the most 
frequent complication was ileus (n=10;15%) followed 
by superficial surgical site infection (n=5;7%). the most 
frequent ci-specific complications were fistula (n=3;4%), 
valve stricture (n=2;3%) and pouchitis (n=2;3%).

Conclusions/Discussion: this descriptive study is inher-
ently limited by its retrospective nature and the quality of 
available patient data. Modern ci surgery is primarily 
comprised of revisional operations that afford pouch 
retention rather than excision. Given the complexity and 
nuance of these procedures, revision occurs primarily at ci 
referral centers. surgeons should understand the natural 
history of ci revisions and refer patients to experienced 
centers.

ASSESSING REACH DURING ILEAL POUCH 
SURGERY: ARE LAPAROSCOPIC AND OPEN 
MEASUREMENTS EQUIVALENT?

ePoster AbstrActs eP462

e. Adams, c. Lansky, c. browning, c. Kallman, 
K. Zaghiyan, P. Fleshner
Los Angeles, CA

Purpose/Background: As a tension-free anastomosis 
during ileal pouch-anal anastomosis (iPAA) is critical, intra-
operative maneuvers should have the pouch apex extend 
4 fingerbreadths below the pubic symphysis. Laparoscopic 
iPAA creates a pouch via an ileostomy site and is associated 
with faster postoperative recovery. However, the absence of 
an abdominal incision prevents traditional assessment of the 
relationship between the pouch apex and pubic symphysis. 
the aim of this study is to compare pouch lengths taken from 
an ileostomy site and Pfannenstiel in patients undergoing 
laparoscopic assisted iPAA.

Methods/Interventions: Ulcerative colitis patients 
undergoing laparoscopic assisted 3-stage iPAA were 
prospectively evaluated. Laparoscopic mobilization of the 
small bowel mesentery was performed through the ileos-
tomy site. All pouches were created in an extracorporeal 
fashion. Pouch length was assessed at 3 points: 1) via 
ileostomy site after stoma mobilization; 2) via ileostomy 
site after laparoscopic mobilization of the small bowel 
mesentery; 3) via Pfannenstiel. Lengths between the 
pouch apex and pubic symphysis were tabulated, with 
negative values reflecting the pouch apex lying superior to 
the top of the pubic symphysis and positive values inferior. 
to define a clinically significant metric, we calculated 
marginal length difference, defined as patients with < 2 cm 
difference in length measurement after small mesentery 
mobilization and after Pfannenstiel (table, Measurements 
2 and 3). continuous variables were compared with 
regression. categorical variables were compared with 
chi-squared analysis. Data presented as mean (sD).

Results/Outcome(s): 25 patients had a mean age of 35 
(16) years and included 13 (52%) males. Mean body mass 
index (bMi) was 22.6 (3.8). Following stoma takedown, 
mean initial length was - 0.2 cm (2.9) (table). After 
mesenteric mobilization, mean length was 2.7 (2.2) cm, an 
increase of 2.9 cm from initial measurement. Mean length 
was 5.9 (2.3) cm when measured via Pfannenstiel incision, 
an increase of 3.2 cm from stoma site measurement. no 
preoperative clinical features, including height, weight, 
gender, age or bMi was associated with the increase in 
length. Although length following stoma mobilization was 
associated with length after Pfannenstiel (r2 = 0.44; p 
< 0.01), other intraoperative features such as stoma wall 
thickness or pubis length were not. Marginal length differ-
ence was observed in 8 (32%) patients and was associated 
with a shorter final length relative to the pubic symphysis 
(5.0cm vs. 6.9cms; p=0.04). no features predicted this 
phenomenon.
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Conclusions/Discussion: Assessment of the pouch 
length through an ileostomy site during laparoscopic iPAA 
underestimates actual pouch apex length by 3.2 cm. these 
data suggest that the apex of an ileal pouch during laparo-
scopic iPAA need only reach the pubic symphysis and not 
extend 4 cm below.

table: intraoperative Length Measurements

LONG-TERM OUTCOMES AFTER REDO 
ILEORECTAL ANASTOMOSIS FOR CROHN’S 
COLITIS: HOW DO REDOS DO?

ePoster AbstrActs eP463

K. Hu, A. truong, M. Valente, H. Kessler, t. Hull, 
J. Lipman, s. steele, D. Liska, s. Holubar
Cleveland, OH

Purpose/Background: surgical management of crohn’s 
colitis (cc) in patients with rectal sparing can include 
total abdominal colectomy with ileorectal anastomosis 
(irA). Although irA provides the advantage of intestinal 
continuity, patients may develop disease recurrence at the 
anastomosis. the incidence of anastomotic recurrence 
and complications after redo irA for cc has not been 
reported. We aim to evaluate postoperative outcomes 
and long-term anastomotic survival in patients with cc 
undergoing primary and redo irA. We hypothesized that 
redo irA results in long-term anastomotic survival for the 
majority of patients.

Methods/Interventions: our prospectively maintained 
colorectal surgery registry was queried for patients with cc 
who underwent primary or redo irA between 2002-2021. 
our primary outcome was long-term irA survival, with 
failure defined as surgical recurrence necessitating irA 
takedown with redo irA, completion proctectomy-end 
ileostomy, or no reversal of a diverting loop ileostomy 
(DLi) when utilized. secondary endpoints were short-term 
(30-day) postoperative outcomes. Differences between the 
groups were evaluated using univariate and Kaplan-Meier 
survival analyses. All comparisons are reported as primary 
vs redo irAs, respectively.

Results/Outcome(s): A total of 121 patients were 
included: 98 (81%) primary and 23 (19%) redo irAs. 
Mean age of the entire cohort was 44 years (sD 14.4) and 
53.7% were female. With exception of lower bMi (mean 
25.8 vs 22.2, p=0.02) in the redo group, there were no 
significant preoperative differences between the groups, 
including use of pre-operative steroids (30.8% vs 40.9%, 
p=0.46). there were no significant differences in surgical 

approach (51.0% vs 78.3% open, p=0.06), utilization of 
DLi (53.1% vs 56.5%, p=0.82), and rate of handsewn 
anastomosis (13.3% vs 30.4%, p=0.06). While there was 
higher incidence of organ/space surgical site infection 
(ssi) in the redo irA group (6.1% vs 21.7%, p=0.03), 
there were no differences in length of stay (mean 6.1 vs 
8.1 days, p=0.24), readmission (20.4% vs 26.1%, p=0.58), 
anastomotic leak (4.1% vs 8.7%, p=0.32), and time to DLi 
reversal (3.9 vs 3.9 months, p=0.91). regarding long-term 
anastomotic survival, no significant difference in irA 
failure was observed (16.3% vs 26.1%, p=0.40, Figure). 
only 2 (8.7%) redo irA patients had a permanent ileos-
tomy at time of last follow-up.

Conclusions/Discussion: We present the largest 
published series evaluating outcomes after redo irA for 
crohn’s disease. Although we observed a greater incidence 
of organ/space ssi after redo compared to primary irA, 
there were no significant differences in overall complica-
tion, anastomotic leak, readmission, and long-term anasto-
motic survival. our findings suggest that redo irA can be a 
safe surgical option to offer patients with recurrent crohn’s 
disease after irA.

Kaplan Meier curve of irA survival with the number at risk at 1-year 
intervals

SOCIAL VULNERABILITY IN PATIENT 
UNDERGOING SURGERY FOR INFLAMMATORY 
BOWEL DISEASE: A LOSING COMBINATION.

ePoster AbstrActs eP464

c. Lam, W. Kethman, W. Johnston, c. Whitlow, 
H. Vargas, b. Kann, D. Kay, J. Paruch
New Orleans, LA

Purpose/Background: the social Vulnerability index 
(sVi) was developed by the centers for Disease control 
(cDc) to assess the resilience of communities to threats 
to public health and may help to identify patients that are 
at risk for poor health outcomes. the sVi is a composite 
metric of 15 variables, grouped into 4 subthemes: socio-
economic status, household composition and disability, 
minority status and language, and housing type and 
transportation. Patients with inflammatory bowel disease 
(ibD) require multidisciplinary, resource-intensive care 
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in the perioperative period, and those with high sVi may 
be at risk for poor outcomes following surgery. the goal of 
this study was to assess the relationship between sVi and 
outcomes in patients undergoing surgery for ibD.

Methods/Interventions: A database was created of all 
patients who underwent a colorectal resection for manage-
ment of ibD between 2020 -2021within a multi-hospital  
healthcare system. Patient demographics, operative details, 
and post-operative complications were collected using 
national surgical Quality improvement Program (nsQiP) 
data and chart review. Post-operative outcomes were 
merged with procedural data and sVi by census-tract 
using the United states census geocoder tool. cases were 
then stratified based on their outcome and analyzed using 
unpaired t-test.

Results/Outcome(s): A total of 108 colorectal  
resections (61 crohn’s Disease, 43 ulcerative colitis, 4 inde-
terminate) were performed for 93 patients. colon resec-
tions included partial colectomy (n=11), total colectomy 
(n=29), proctocolectomy (n-7), proctectomy (n=13), 
ileocolic resection (n=34), pouch excision (n=3), and 
ileal pouch anal anastomosis (n=17). sixty-three patients 
(58%) required an ostomy. Patients who were readmitted 
within 30 days (p=0.014) or had a serious complication  
(p < 0.0001) including venous thromboembolism 
(p=0.016), wound disruption (p=0.043), or organ space 
surgical site infection (p=0.006) all had significantly higher 
levels of social vulnerability. Higher vulnerability scores 
were not associated with need for diversion in patients with 
crohn’s Disease(p=0.190). of the 4 subthemes of social 
vulnerability, housing/transportation and socioeconomic 
status were more significantly associated with serious 
complications than minority status or language. When 
stratified by insurance type and race, higher social vulnera-
bility was associated with serious complications in patients 
with private insurance (p=0.002) and white race (p<.001), 
but not in other groups.

Conclusions/Discussion: socially vulnerable patients 
are at an increased risk of developing adverse postoperative 
complications following surgery for ibD. this provides an 
opportunity to develop targeted interventions for patients 
at increased risk and should be considered in risk-adjust-
ment models for reimbursement and quality ranking.

THE EFFECT OF SURGICAL APPROACH FOR 
ILEAL POUCH ANAL ANASTOMOSIS ON 
POUCH-RELATED OUTCOMES.

ePoster AbstrActs eP465

A. Mesiti1, J. Johnson1, Y. Li1, V. Vilchez2, M. Manasa2, 
s. Lee1, e. Hwang1, A. Hsu2, J. Kim2, M. Jafari1, 
A. Pigazzi1
1New York, NY; 2Orange, CA

Purpose/Background: total proctocolectomy with ileal 
pouch-anal anastomosis (iPAA) is the most common 
procedure for patients with ulcerative colitis requiring 
surgical intervention. there is limited data available on the 
utility of minimally invasive surgery to limit pouch-related 
complications associated with iPAA. the purpose of this 
study is to determine if there are differences in pouch-re-
lated outcomes between three surgical approaches: robotic, 
laparoscopic and open.

Methods/Interventions: A retrospective review of 
patients undergoing iPAA was conducted at two inde-
pendent academic institutions from 2008-2021. subjects 
were categorized based on surgical approach for proctec-
tomy: open, laparoscopic and robotic. Demographics and 
clinical characteristics between the three groups were 
compared using AnoVA, Kruskal-Wallis or chi-square 
tests, as appropriate. Multivariable regression analysis was 
performed to determine adjusted odds ratios for pouch-
itis, cuffitis and pouch failure between the three groups.  
Data analysis was performed using r Version 4.1.2  
(the r Foundation for statistical computing).

Results/Outcome(s): 130 patients were included in 
the study. 17% (22/130) underwent robotic iPAA, 42% 
(54/130) underwent laparoscopic, and 42% (54/130) 
underwent open surgery. 95% (123/130) of patients had 
a preoperative diagnosis of Ulcerative colitis. Length of 
stay was shorter in the robotic group compared to the 
laparoscopic group (5.4 days vs 6.9 days p-value=0.026) 
and open group (5.4 vs 8.5, p-value=0.010). time to 
ostomy closure time was also significantly shorter in  
the robotic group compared to the laparoscopic group  
(83 days vs 120 days, p-value=0.019) and open group  
(83 vs 121 days, p-value=0.005). there was no difference 
in readmission rates (p-value=0.39) or 30-day compli-
cations (p-value=0.051) between the three groups. the 
open group was more likely to have cuffitis and pouchitis 
than minimally invasive approaches, although statistical 
significance was reached only for cuffitis (or: 5.276; 95% 
ci: 1.197, 28.03; p-value: 0.035). the rate of pouch failure 
was similar between all three groups [11% (6/54) vs 7.4% 
(4/54) vs 9.1% (2/22), p=0.92].

Conclusions/Discussion: We found a shorter length 
of stay, shorter time to ostomy closure, and lower likeli-
hood of cuffitis in patients undergoing minimally invasive 
surgery. As the use of minimally invasive surgery continues 
to increase for the treatment of inflammatory bowel 
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disease, the impact of surgical approach on the rate of 
pouch related complications needs to be further studied.

THREE-STAGE VERSUS MODIFIED TWO-STAGE 
ILEAL POUCH ANAL ANASTOMOSIS FOR 
ULCERATIVE COLITIS: A PATIENT-CENTERED 
TREATMENT TRADE-OFF STUDY.

ePoster AbstrActs eP466

M. Yang, M. brar, e. Kennedy, A. De buck Van 
overstraeten
Toronto, ON, Canada

Purpose/Background: there is ongoing debate as to 
whether an ileal pouch anal anastomosis needs diversion 
at the time of construction. stomas are associated with 
complications including dehydration, difficult stoma care, 
and small bowel obstruction - all potentially resulting in 
hospital readmission. this treatment trade-off study aims 
to investigate patient preferences by measuring the abso-
lute risk of anastomotic leak and pouch failure that they 
are willing to take to avoid a diverting ileostomy.

Methods/Interventions: Ulcerative colitis (Uc) 
patients with or without previous pouch surgery from 
Mount sinai Hospital in toronto were identified. eligible 
patients subsequently underwent a standardized interview 
using the threshold technique to measure the absolute 
increased risk for anastomotic leak and pouch failure that 
they would accept to avoid an ileostomy at the time of 
pouch creation. An online anonymous survey was used to 
collect patient demographics.

Results/Outcome(s): thirty-two surgery patients with 
Uc average aged 38.7 ± 15.3 and 20 non-surgery Uc 
patients aged 39.5 ± 11.9 participated in this study. 
overall, patients were willing to accept an absolute 
increased risk of 5% (iQr 4.5-15%) in anastomotic 
leak to avoid a diverting ileostomy. similarly, patients 
were willing to accept an absolute increased risk of 
5% for pouch failure (iQr 2.5-10%) to avoid an ileos-
tomy. Younger patients aged 21-29 had lower tolerance  
for pouch failure and would only accept an absolute 
risk increase of 2% vs. 5% for patients older than 30  
(P = 0.01).

Conclusions/Discussion: in general, patients were 
willing to accept a 5% increased anastomotic leak rate 
or pouch failure rate to avoid an ileostomy at the time of 
pouch surgery. this information can help guide surgeons 
when deciding between three-stage vs. modified two-stage 
surgery.

LAPAROSCOPIC VERSUS TRANSANAL 
ILEAL-POUCH ANAL ANASTOMOSIS FOR 
ULCERATIVE COLITIS: A PATIENT CENTERED 
TREATMENT TRADE-OFF STUDY.

ePoster AbstrActs eP467

M. Yang, M. brar, e. Kennedy, A. De buck Van 
overstraeten
Toronto, ON, Canada

Purpose/Background: transanal ileal pouch anal anas-
tomosis (iPAA) for the treatment of ulcerative colitis (Uc) 
is a relatively new technique aiming to minimize surgical 
trauma on the patient while providing better access to the 
pelvis. currently, the impact of transanal access on pouch 
function is being investigated. this treatment trade-off 
study aims to investigate patient preferences by measuring 
the absolute risk of decreased pouch function patients are 
willing to take to undergo transanal surgery.

Methods/Interventions: Ulcerative colitis patients with 
or without previous pouch surgery from Mount sinai 
Hospital in toronto were identified. Patients’ demo-
graphics and clinical data were collected by online survey. 
eligible patients subsequently underwent a standardized 
interview using the threshold technique to measure the 
absolute increase in bowel frequency, bowel urgency, and 
fecal incontinence that they would accept to undergo 
transanal surgery as opposed to traditional laparoscopic 
surgery.

Results/Outcome(s): thirty-two surgery patients with 
Uc average aged 38.7 ± 15.3 and 20 non-surgery Uc 
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patients aged 39.5 ± 11.9 participated in this study. 
Patients were willing to accept an absolute increase of 
two bowel movements per day and one episode of fecal 
incontinence per month to undergo transanal iPAA. they 
were also willing to accept 10 minutes of worsening bowel 
urgency (ie. decrease 10 minutes of “holding time”) for 
transanal surgery. Younger patients aged 21-29 had a lower 
tolerance threshold for bowel urgency and would only 
accept an absolute decrease of 5 minutes vs. 10 minutes in 
older patients (P = 0.02).

Conclusions/Discussion: Patients were willing to 
accept decreased functional outcome to undergo less 
invasive transanal pouch surgery. studies evaluating long-
term functional outcomes after transanal pouch surgery 
needs to continue to help patients make educated surgical 
decisions.

A RARE CASE OF COLONIC 
LYMPHANGIOMATOSIS.

ePoster AbstrActs eP468

J. Wassef1, b. rodriguez2, P. Kaye1

1Englewood, NJ; 2Hackensack, NJ

Purpose/Background: Lymphangiomatosis is a benign 
lymphatic malformation characterized by multiple enlarged 
thin walled lymphatic channels that appear as a collection 
of cysts. it most commonly affects the bone and lungs. in 
the abdomen it is most commonly found in the mesentery, 
omentum, and mesocolon. it rarely presents in the colon. 

When found in the colon, they are usually solitary lesions 
and rarely present as multiple lymphangiomas in the colon. 
the condition of multiple lymphangiomas in the colon 
is referred to as colonic lymphangiomatosis. they are 
often asymptomatic, however symptoms may include pain, 
bleeding, or intussusception.

Methods/Interventions: A 51 year old female presented 
for routine colonoscopy. of note she had a family history 
of colorectal cancer in her father and paternal grand-
father. colonoscopy was significant for polypoid lesions 
blanketing the splenic flexure with colitis (Figure 1). this 
focal segment of polyps was not amenable to endoscopic 
excision. biopsies were obtained in this splenic flexure and 
pathology revealed hyperplastic polyp. Due to her signifi-
cant family history of colorectal cancer and the numerous 
polypoid appearance at the splenic flexure with inability 
to remove them endoscopically, the decision was made to 
undergo left hemicolectomy.

Results/Outcome(s): Patient underwent robotic left 
hemicolectomy which was uncomplicated. Pathology 
revealed lymphangiomatosis and hyperplastic polyps 
without malignancy.

Conclusions/Discussion: there is no definitive treat-
ment for colonic lymphangiomatosis as it is a rare and 
benign condition. some case reports also describe spon-
taneous resolution of these lesions. Although traditionally 
treated with surgical resection, asymptomatic lymphangi-
omas do not require resection. resection may be required 
in cases with abdominal pain, bleeding, intussusception, or 
protein losing enteropathy.

Figure 1: colonoscopy demonstrating appearance of multiple polypoid 
lesions.

A CASE REPORT OF BENIGN CALCIFYING 
PSEUDOTUMOR PRESENTING AS CECAL MASS 
AND LITERATURE REVIEW.

ePoster AbstrActs eP469

i. Ahmad, s. nalamati
Detroit, MI

Purpose/Background: colonoscopy is the gold standard 
when it comes to screening for colonic masses. Masses 
from multiple etiologies can be evaluated, each of which 
can present variably. stromal lesions can be difficult to 
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elucidate on an endoscopic exam, and biopsies may not 
provide a definitive diagnosis. A rare presentation of a 
colonic mass is benign calcifying pseudotumor, which is 
of mesenchymal origin. the incidence of benign calci-
fying pseudotumor is not well understood since it is an 
uncommon entity that presents in multiple different 
areas of the body but has recently been thought to occur 
more commonly in the gastrointestinal tract. this case 
highlights the difficulty in establishing a diagnosis before 
surgical resection.

Methods/Interventions: review of patient eMr. 
Literature review via PubMed

Results/Outcome(s): 53-year-old man who under-
went a screening colonoscopy was found to have a 
2cm firm submucosal nodule in the cecum and had a 
biopsy performed. Pathology found normal colonic mucosa 
without evidence of dysplasia. Given the concern for 
sampling error during the biopsy, the patient underwent 
ct enterography and Pet cu-G4 DotAtAte scan to 
better characterize the lesion. cross-sectional imaging 
confirmed the presence of the mass but could not diagnose 
the etiology of the mass. DotAtAte scan did confirm 
the mass was not consistent with a neuroendocrine tumor. 
to help better determine the etiology of the mass, the 
patient underwent a repeat colonoscopy which rediscov-
ered a 2cm mass in the cecum, and tunnel biopsies were 
performed. Pathology of these samples found normal 
colonic mucosa with smooth muscle which suggested 
possible submucosal leiomyoma. At this point, the patient 
was referred to colorectal surgery and offered surgical 
resection. Given the concern for undiagnosed malignancy, 
a robot-assisted right hemicolectomy was performed. the 
patient tolerated the procedure well and was discharged 
on postoperative day 2. Final pathology confirmed a 3cm 
benign calcifying pseudotumor, stained positive for igG4.

Conclusions/Discussion: there is a paucity of litera-
ture regarding benign calcifying pseudotumors, especially 
those found in the colon. the pathophysiology of benign 
calcifying pseudotumor is not established. However, these 
tumors commonly stain positive for igG4. igG4-related 
diseases often give rise to inflammatory mass lesions which 
are benign. this pathway is seen in benign pancreatic 
tumors, a similar pathway in the colon is not established. 
there are several stromal tumors with a similar appear-
ance that make establishing a clear diagnosis extremely 
difficult. this may lead to increased imaging, procedures, 
and overall costs. Further reporting is required of these rare 
lesions to better understand their incidence and clinical 
implication such as growth rate and rate of reoccurrence.

INTRAOPERATIVE USE OF OXYGEN 
SATURATION ENDOSCOPIC IMAGING TO 
ASSESS COLORECTAL ANASTOMOSES.

ePoster AbstrActs eP470

A. Gupta, s. choi, s. Koller, K. cologne, J. shin, s. Lee
Los Angeles, CA

Purpose/Background: breakdown of an intestinal 
anastomosis can be catastrophic. Adequate perfusion 
is paramount when creating a colorectal anastomosis. 
indocyanine green (icG) fluorescence imaging has been 
used to assess perfusion at the anastomosis, but requires 
intravenous (iV) injection of icG which may affect 
patients adversely. Furthermore, assessment of perfusion 
is qualitative, and ultimately subject to operator inter-
pretation & timing of icG injection. oxygen saturation 
endoscopic imaging (oXei) uses multispectral illumina-
tions and the different absorption properties of oxy- and 
deoxy-hemoglobin to provide numerical tissue oxygen 
saturation (sto2) measurements. oXei can superimpose 
a sto2 “map” onto the endoscopic image in real time 
(without any need for iV contrast) and thereby augment 
traditional flexible endoscopic evaluation of an anasto-
mosis with a quantitative assessment of its perfusion. We 
present an observational case series in which oXei was 
used to assess intraluminal, perianastomotic sto2 after 
intestinal anastomosis creation.

Methods/Interventions: the FUJiFiLM eluxeo Vision 
system with the ec-740t/L colonoscope was used to eval-
uate intraoperative sto2 measurements in 12 consecutive 
patients undergoing elective left-sided colorectal resec-
tion. During leak test and endoscopic evaluation of the 
anastomosis, sto2 measurements were obtained in four 
locations: distal base, distal staple line, proximal staple 
line, and proximal base. calibrations were conducted at 
the proximal and distal bases. retrospective chart review 
was employed to gather demographic data and investigate 
clinical outcomes.

Results/Outcome(s): Average age of the study popu-
lation was 60.2 (range 38-80) years. Average AsA class 
was 2.8 (range 2-4). 58.3% (n=7) were male. Procedures 
included the following: 4 sigmoid resections for diverticu-
litis, 4 low anterior resections for rectal cancer, 3 sigmoid 
colectomies for colon cancer, and 1 proctectomy with ileal 
pouch-anal anastomosis for ulcerative colitis. the average 
sto2 measurements were as follows: 53.0% (sD=19.0%) 
at the distal base, 37.7% (sD=22.2%) at the distal staple 
line, 45.6% (sD=17.6%) at the proximal staple line, and 
58.2% (sD=14.2%) at the proximal base. none of the 
patients were observed to have a positive air-leak test, 
anastomotic bleeding, or significant ischemia based on 
white light endoscopy. At an average follow-up of 5.3 
(range 2-13) weeks, 0 patients had clinical evidence of 
anastomotic breakdown.

Conclusions/Discussion: in addition to providing 
traditional endoscopic evaluation, the oXei platform 
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allowed for real-time assessment of mucosal perfusion at 
the anastomosis during left-sided colorectal resection. 
Further studies are warranted to evaluate whether sto2 
measurements can be used to influence intraoperative 
decision-making and predict postoperative outcomes.

Figure 1: endoscopic image (left) and sto2 Map (right) of a colorectal 
Anastomosis

IS COMPLICATED APPENDICITIS ASSOCIATED 
WITH AN INCREASED RISK OF APPENDICEAL 
MALIGNANCY?

ePoster AbstrActs eP471

s. Donahue, s. Langenfeld, J. Leinicke, r. batra, 
c. Wenos, t. Kumar, A. cloos
Omaha, NE

Purpose/Background: Previous studies have demon-
strated an incidence of appendiceal neoplasm in up to 
20% in patients with complicated appendicitis (cA, 
defined as perforation or abscess), leading many to recom-
mend routine interval appendectomy after non-operative 
management of cA. these findings have not been repro-
duced in larger, population-based studies. the purpose of 
this study was to determine the incidence of appendiceal 
tumors following complicated appendicitis.

Methods/Interventions: the nsQiP appendectomy 
procedure-targeted database was queried between 2016 
and 2020 to identify patients who received appendectomy 
for appendicitis. Patients were stratified by age, disease 
severity (simple vs complicated), and “tumor/malignancy 
involving the appendix.” exclusion criteria included pres-
ence of concurrent procedures and disseminated cancer of 
non-Gi origin. categorical variables were assessed using 
chi-square tests or Fisher’s exact tests when expected cell 
sizes were low). continuous variables were assessed with 
independent samples t-tests. Variables which had a p-value 
less than 0.05 in the univariable analysis were included 
in a logistic regression model. odds ratios are presented 
with 95% confidence intervals (ci). All analyses were 
performed using sAs software version 9.4 (sAs institute 
inc., cary, nc).

Results/Outcome(s): A total of 64,903 patients were 
included in the final analysis, of which 15,628 (24.1%) 
were complicated. Appendiceal tumor/malignancy was 
found in 1,122 patients (1.7%). the incidence of tumor/
malignancy (t/M) was 1.3% for complicated appendicitis 
and 1.9% for simple appendicitis (p<.0001). Median age 
was higher for patients with t/M (55 years old vs 37 years 
old, p<0.001). Median white blood cell count was lower 

for t/M (8.3 vs 12.5, p<0.001). on univariate analysis, 
significant preoperative predictors of tumor/malignancy 
included female sex (2% vs 1.5%), diabetes (3.4% vs 
1.6%), dependent functional status (4.3% vs 1.7%), coPD 
(3.7% vs 1.7%), cHF (4.8% vs 1.7%), hypertension (3.5% 
vs 1.4%), chronic steroid use (4.2% vs 1.7%), weight loss 
(5.8% vs 1.7%), and presence of ascites (9.3% vs 1.7%). 
on logistic regression analysis, older age and lower Wbc 
were predictive of t/M (p<0.001). For patients >30 years 
as well as for patients >50 years old, complicated appendi-
citis was not associated with a higher risk of t/M (or 0.87 
and 0.67, respectively).

Conclusions/Discussion: complicated appendicitis is 
not associated with a higher risk of tumor/malignancy, 
regardless of age. our study was limited by the category of 
“tumor/malignancy” in nsQiP without the ability to deter-
mine specific appendiceal pathology, as well as the inability 
to differentiate patients undergoing interval appendectomy 
from upfront appendectomy.

DOES INSUFFLATION TYPE EFFECT ADENOMA 
DETECTION RATE?

ePoster AbstrActs eP472

M. Laskovy, A. Menning, H. Wasvary, r. callahan, 
D. studzinski, M. Ziegler
Royal Oak, MI

Purpose/Background: colonoscopy is an essential 
screening tool for early detection and prevention of 
colorectal cancer. Adenoma detection rate (ADr) is 
widely considered the most important quality metric for 
colonoscopy. numerous studies have shown that the use 
of carbon dioxide (co2) insufflation during colonoscopy 
leads to less post procedural abdominal pain and bloating 
when compared to traditional air insufflation. the goal 
of our study was to investigate if the type of insufflation 
used during routine screening colonoscopy in average risk 
patients influences ADr.

Methods/Interventions: this is a retrospective, single 
institution study. We queried our electronic medical 
record for all patients that underwent routine screening 
colonoscopy from January 2017 through December 2017 
and July 2020 through June 2021. the 2017 patients all 
underwent colonoscopy with air insufflation, as co2 insuf-
flation was not yet available in our endoscopy department. 
in the ’20-’21 group all endoscopist except one, whose 
data was excluded from our analysis, exclusively used 
co2 insufflation. Patients were excluded if they had a 
history of colon cancer, colon polyps, inflammatory bowel 
disease, prior colon surgery, age < 45, or family history 
of colon cancer. Data collected included demographics, 
polyps removed, polyp location, number and type of 
adenomas detected, cecal intubation rates, and endosco-
pist’s specialty. our statistical analysis compared the co2 
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vs. air insufflation group with P-value <0.05 considered 
statistically significant.

Results/Outcome(s): there were a total of 2245 
patients in the air insufflation group vs. 1281 patients in 
the co2 insufflation group during this time period. the 
mean (sD) age of the study population was 59.4 (8.1). 
there was no statistically significant difference between 
the two groups in regard to age or sex. the co2 group had 
a slightly higher average bMi 29.4 (6.8) compared to 28.9 
(6.4), P=.007. the overall polyp detection rate (PDr) 
was 51.1%. there was a higher PDr in the co2 insuf-
flation group (53.6% vs 49.6%, P=.021). We found no 
statistically significant difference in ADr between the two 
groups, with the ADr of the air group at 32.6% and co 
group 34.3% (P=.271). no difference was noted in cecal 
intubation rates (98.8% - Air vs 99.3% - co2, P=.189).

Conclusions/Discussion: colonoscopy remains the 
gold standard screening method for colorectal cancer with 
adenoma detection rate an important quality indicator. 
We found no difference in ADr based on type of insuf-
flation used with both groups’ ADr within the range of 
current practice guidelines.

IS HIGH-RESOLUTION ANOSCOPY NECESSARY 
FOR THE DETECTION OF ANAL DYSPLASIA? 
RESULTS OF A PROSPECTIVE CASE CONTROL 
STUDY.

ePoster AbstrActs eP473

J. chen, r. Aoun, b. Krasnick, s. Husain
Columbus, OH

Purpose/Background: Anal cancer rates, particularly in 
the HiV+ and LGbtQ community, continue to rise in the 
United states at rates similar to breast and prostate cancer. 
the recently published Anal cancer-HsiL outcomes 
research (AncHor) trial highlighted the importance of 
screening for pre-malignant anal lesions in high-risk popu-
lations. However, consensus on the best screening and 
diagnostic technique remains controversial. the objective 
of this study was to compare enhanced Anoscopy (eA) 
and High resolution Anoscopy (HrA) in detecting anal 
dysplasia.

Methods/Interventions: Patients age 18+ who 
presented with abnormal anal pap smears between 2017-
2022 were included. each patient underwent eA (anal 
canal staining with acetic acid and Lugol solution) followed 
by HrA using a standard colposcope with magnification. 
Anal canal abnormalities identified with each visualization 
technique were recorded. suspicious lesions identified with 
either technique were biopsied and correlated with final 
pathology. in this manner, each case acted as their own 
control. Performance differences were calculated using 
Wald’s z-test.

Results/Outcome(s): A total of 33 patients underwent 
eA followed by HrA leading to 106 biopsies, of which 84 
(75.6%) were seen with eA, 81 (73.0%) with HrA, and 
59 (55.7%) with both techniques. Approximately half of 
all biopsies returned with dysplasia (52.4% seen with eA vs 
51.9% with HrA). there was no significant difference in 
the ability to visualize high-grade squamous intraepithelial 
lesions (HsiL) amongst all dysplastic lesions (70.5% eA vs 
81.0% HrA, p=0.116). eA had a sensitivity and specificity 
of 79.5% and 20.9% in detecting HsiL with an accuracy 
of 42.5% whereas HrA had a sensitivity and specificity of 
87.2% and 29.9% with 50.9% accuracy. seeing a lesion 
under both eA and HrA led to a sensitivity of 66.7%, 
however specificity was 50.7% and accuracy was 56.6%.

Conclusions/Discussion: eA can adequately detect 
HsiL amongst dysplastic lesions without the need for a 
colposcope, suggesting the acceptability of eA as a tech-
nique for anal cancer screening when colposcopy or other 
magnification devices may not be available. However, 
the addition of HrA increases specificity and accuracy. 
similarly, the addition of careful inspection of the anal 
canal prior to magnification leads to improved overall 
accuracy.

EVALUATING PRACTICE PARAMETERS FOR 
HIGH-RESOLUTION ANOSCOPY FOR ANAL 
DYSPLASIA: A PROPENSITY MATCH ANALYSIS.

ePoster AbstrActs eP474

J. chen, r. Aoun, b. Krasnick, s. Husain
Columbus, OH

Purpose/Background: High resolution Anoscopy 
(HrA) was recently shown to decrease anal cancer inci-
dence in high-risk populations. However, two current areas 
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of controversy include: 1) timing of fulguration relative to 
biopsies and 2) the need for anesthesia. concomitant 
fulguration during the index visit is favorable for patient 
convenience and cost, but the two-stage approach allows 
for histologic confirmation of high-grade squamous intraep-
ithelial lesions (HsiLs), thereby preventing unnecessary 
fulguration of benign lesions. similarly, anesthesia can 
improve visualization but is less cost-effective. this study 
evaluates 1) the feasibility of performing fulguration imme-
diately after biopsy in a single encounter and 2) outpatient 
HrA.

Methods/Interventions: A retrospective review of 
patients age 18+ with abnormal anal pap smears between 
2017-2022 was performed. All anal anomalies seen under 
exam Under Anesthesia (eUA) and/or HrA were fulgu-
rated during the same encounter immediately after biop-
sies were obtained. the two-stage approach increases 
costs by 61.6%. As such, a threshold of 38.2% of lesions 
returning as HsiL would justify concomitant fulguration. 
Patients were then stratified based on operative location 
and propensity score matching (PsM) was performed on 
patient age, sex assigned at birth, smoking status, history 
of anal dysplasia, and history of HiV.

Results/Outcome(s): HrA was performed on 86 
patients (n) leading to a total of 212 biopsies (n). Most 
patients were men (68.6%), 24.4% were current smokers, 
and 18.6% had a history of anal dysplasia. HiV was 
detected in 61.6%, of whom viral loads were detectable in 
11.3% and cD4<250 in 3.8%. Concomitant Fulguration 
with Biopsy over half of the patients (n=51, 59.3%) had 
biopsies with HsiL. HsiL was detected in 35.8% of all 
biopsies (n=76), whereas LsiL was seen in 28.3% (n=60) 
and benign in 35.8% (n=76). in HiV+ patients, however, 
HsiL was detected in 42.9% of biopsies (n=60), LsiL in 
27.9% (n=39), and benign in 29.3% (n=41). Anesthesia 
Versus Outpatient nearly half of patients (n=48, 44.8%) 
underwent HrA under anesthesia in the operating room 
(or) whereas the remainder (n=39, 55.2%) were in the 
office. HrA under anesthesia led to 125 biopsies (average 
3.21 biopsies/patient) whereas 95 biopsies were from the 
office (average 1.98 biopsies/patient). Following propensity 
score matching, there was no difference in the detection of 
HsiL based on procedure location (PsM 0.054, p=0.355). 
However, biopsies that were performed in the or were 
more likely to return as benign (PsM -0.283, p<0.001).

Conclusions/Discussion: concomitant fulguration 
after biopsy is more cost-effective in patients presenting 
with abnormal anal pap smears (especially once poor 
follow-up, facility fees, transport, work absence are taken 
into consideration), particularly in patients living with 
HiV. similarly, HrA can be performed in the outpa-
tient office setting without compromising exam or biopsy 
quality.

CASE REPORT: RECTAL NEUROENDOCRINE 
TUMOR: A RARE CLINICAL ENTITY.

ePoster AbstrActs eP475

W. Advincula, A. Manching, H. Monroy, A. Abella
Taguig City, Philippines

Purpose/Background: Rectal Neuroendocrine 
tumor (NET) is a rare clinical tumor with no current 
consensus on the management. The incidence rate 
during screening colonoscopy of Colorectal NET is 
0.17%. According to studies, Rectal NET in the United 
States is more common in women. Other risk factors 
investigated are alcohol, low HDL cholesterol, and 
young age <50 years old. They are diagnosed in routine 
colonoscopy and are asymptomatic but when they are 
symptomatic they present with diarrhea, abdominal 
pain, weight loss and bleeding.

Methods/Interventions: This is a report of a 51-year-old 
female presenting with a 2 month history of hemato-
chezia. Physical exam revealed a firm, circumferential 
mass 7 centimeters from anal verge. On colonoscopy, 
up to the terminal ileum was visualized and noted an 
ulcerated rectal mass 6 to 10 centimeter from anal verge 
occupying half of the lumen. Biopsy revealed a Well 
Differentiated Neuroendocrine Tumor WHO Grade 2, 
with partial ulceration of the overyling colonic mucosa, 
mitotic count ½ square millimeters, with no defi-
nite lymphovascular invasion. Immunohistochemical 
staining was positive for Chromogranin, Synaptophysin, 
ki-67 5.4%. Lower abdominal MRI revealed intra-
luminal lobulated mass showing restricted diffusion 
and enhancement in the mid to lower rectum. The 
distance of lowest tumor margin is about 5.3cm from 
anal verge and about 2cm from ano-rectal junction. 
The mass measures about 5cm in length. There is no 
anal canal involvement. No enlarge lymph nodes. The 
patient agreed and underwent exploratory laparotomy, 
low anterior resection with total mesenteric excision, 
diverting ileostomy.

Results/Outcome(s): The decision to choose 
a therapeutic intervention for rectal NETs depends 
on the location, size, and ability to obtain adequate 
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oncologic resection. On histopathology, it revealed a 
Well Differentiated Neuroendocrine Tumor, Grade 2, 
5.2 centimeter in size, mitotic rate 1 per 2 square milli-
meter. Lymphovascular invasion and perineural inva-
sion identified. Proximal, distal and mesenteric margins, 
Negative for tumor. One (1) out of twenty (20) lymph 
nodes, Positive for metastasis. Ki67: 19.16%. The 
pathologic stage for this case is Stage IIIB (T3N1M0). 
No adjuvant chemotherapy is recommended for a Stage 
IIIB, WHO grade 2. The planned surveillance for a 
grade 2 Stage IIIB is an annual endoscopic ultrasound, 
colonoscopy, MRI up to 10 years. Complete surgical 
resection confers an excellent prognosis. The 5 year 
overall survival for Rectal NET is 88-98%.

Conclusions/Discussion: There is an increasing inci-
dence of Rectal NETs on routine colonoscopy. A multi-
disciplinary approach is recommended to maximize 
completeness of resection and to assess the impact of 
long term outcomes in patients. Surgeons should be 
aware of this rare clinical disease and assess which 
therapeutic option to consider depending on the clinical 
profile as they have excellent prognosis with optimal 
management.

PELVIC EXENTERATION IN A TRANSGENDER 
FEMALE WITH INVASIVE SQUAMOUS CELL 
CARCINOMA OF THE NEOVAGINA.

ePoster AbstrActs eP476

t. nguyen, K. Alter, M. Gachabayov, J. Philips, 
r. bergamaschi, r. bendl
Valhalla, NY

Purpose/Background: invasive squamous cell cancer 
(scc) of the neovagina in transgender patients following 
gender reconstruction surgery is rare, with only a few 
reported cases. We present the case of a fifty-six-year-old 
HiV and HPV-positive transgender female who presented 
with an obstructing rectal mass found to be invasive scc 
originating from neovagina. With the infrequency with 
which it is encountered, cancer of the neovagina can go 
undiagnosed and eventually present as a locally advanced 
disease.

Methods/Interventions: A fifty-six-year-old trans-
gender female presented with two months history of 
constipation, bloating, and most recently rectal pain and 
bleeding. Her past medical history is significant for HiV 
on HAArt therapy, HPV infection, and non-Hodgkin 
lymphoma now in remission after cHoP therapy. she 
underwent gender affirmation surgery twenty-two years 
prior. on admission, she was reporting constipation and 
her last bowel movement was two weeks ago. she had 
a near-obstructing friable mass in the distal rectum on 
rectal exam. During her workup, a partially circumfer-
ential, ulcerating mass was seen on colonoscopy, and on 
endorectal ultrasound, the mass was invading the bladder 

and adjacent perirectal space staged as ct4bn2. cross-
sectional imaging revealed a large 10cm mass in the pelvis, 
extending from the anterior rectal wall to the posterior 
bladder wall. she underwent diverting ileostomy during 
the initial admission due to obstructing symptoms. exam 
under anesthesia demonstrates the entire neovagina is a 
necrotic tumor and biopsy demonstrated HPV-associated 
squamous cell carcinoma. While no operative records were 
available, the physical exam was consistent with penile 
inversion vaginoplasty where the functional neovagina was 
reconstructed from scrotal skin.

Results/Outcome(s): the patient eventually under-
went a pelvic exenteration: en-bloc multi-visceral resection  
of the bladder, urethra, prostate, neovagina, sigmoid colon, 
rectum, and anus with ileal-conduit urinary diversion, end 
colostomy, and complex perineal closure with myocu-
taneous flap. Pathological examination of the specimen 
revealed specimen-confined HPV-associated keratinizing 
scc of the neovagina.

Conclusions/Discussion: this case report highlights an 
unusual presentation of invasive squamous cell carcinoma 
arising from a neovagina years after otherwise successful 
gender-affirmation surgery. HPV-associated scc involving 
the neovagina in transgender patients is rare and may 
present as locally advanced disease. the high prevalence 
of sexually transmitted infections in transgender women, 
specifically HiV and HPV, has been widely reported 
and HPV is associated with about 90% of anal cancers. 
HPV-positive transgender females are at an increased risk 
for both anal cancer and cancer of the penile and scrotal 
skin. thus, combined surveillance for both anal and penile 
carcinoma in this high-risk population is required.
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RADIATION THERAPY FOR THE TREATMENT 
OF PERIANAL BASAL CELL CARCINOMA.

ePoster AbstrActs eP477

M. Gutman1, t. Luan1, L. rivera1, H. bahna2, J. ray2

1Atlantis, FL; 2Nashville, TN

Purpose/Background: it is estimated that 5.4 million 
non-melanotic skin cancers (nMsc) are diagnosed in 
the Us yearly. About 80% of nMsc diagnosed yearly 
are basal cell carcinoma (bcc). risk factors for bcc 
include UV light exposure, having light-colored skin, older 
age, radiation exposure, long-term/severe skin inflam-
mation/injury, immunosuppression/immunocompromised 
status. treatment options include surgery, radiation 
therapy, chemotherapy, immunotherapy, and cryotherapy. 
radiation therapy is often used in areas that may be diffi-
cult to excise surgically or as an adjunct to surgical excision.  
recurrence rates are estimated to be anywhere from 5-15% 
depending on the treatment modality. recurrence can 
depend on size of tumor, with larger tumors more likely 
recurring.

Methods/Interventions: n/A
Results/Outcome(s): A 62-year-old male with no 

reported medical history presents with an enlarging anal 
mass for 1 year with associated bleeding and drainage. 
on initial exam, a large, ulcerated, and raised perianal 
mass with bleeding and friability was seen. colonoscopy 
redemonstrated an 8-cm perianal mass extending from 
the anal verge with biopsy revealing basal cell carcinoma 
supported by immunohistochemistry. Pet-ct revealed an 
ovoid FDG-avid soft tissue density in the subcutaneous 
tissues of the midline gluteal region. Mri demonstrated 
the mass extending from the anorectal junction to the 
perineum into the upper gluteal cleft without suspicious 
pelvic adenopathy. After discussion at a multidisciplinary 
tumor board, the decision was made to proceed with radia-
tion therapy in attempt to reduce the size of the mass and 
necessity for an extensive, challenging surgical resection. 
the patient underwent radiation therapy for 6 weeks 
and a total of 6000cGy with significant improvement in 
size and associated symptoms at 1-week and 2-months 
post-radiation.

Conclusions/Discussion: Despite basal cell carcinoma 
being the most common skin cancer, it is rarely seen in 
non-sun-exposed areas of the skin and exceedingly rare 
in the perianal region. there are no proven theories for 
the underlying etiology of bcc in non-sun-exposed areas, 
however immunocompromise/immunosuppression have 
been proposed as significant risk factors in addition to viral 
infections such as HPV. surgical excision has been proven 
to be a safe and effective treatment for bcc, however not 
every bcc is amenable to surgical excision. radiation 
therapy is an accepted alternative or adjunct therapy to 
surgery for patients who are poor surgical candidates and/
or have tumors located in areas where surgical excision 
may produce life-altering changes or significant cosmetic 

defects. Perianal bcc has been seen in the literature with 
several complex surgical excisions documented including 
bilateral perianal V-Y flaps. the proximity of the tumor in 
our patient to the anal-sphincter complex made radiation 
therapy a more feasible option upfront for a patient who 
was interested in the least invasive treatment option for 
his tumor.

Perianal basal cell carcinoma

THE IMPACT OF THE COVID-19 PANDEMIC ON 
COLONOSCOPY FOR COLORECTAL CANCER 
SCREENING.

ePoster AbstrActs eP478

t. Patel, s. Kling, J. Poggio
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. 
the coViD-19 pandemic caused significant issues with 
access to health care which is hypothesized to have 
impacted the rates of crc screening. our aim was 
to elucidate trends in crc screening with colonos-
copy/sigmoidoscopy (endoscopy) and the impact of the 
coViD-19 pandemic on screening practices.

Methods/Interventions: the 2019-2021 data was 
queried from the publicly available, annually published 
behavior risk Factor surveillance system (brFss), an 
annual interview with over 400,000 Us adults. overall 
trends were observed, and linear regression analyses were 
performed to analyze trends in percentage of interviewees 
who underwent endoscopy for crc screening in 2019, 
2020 and 2021. these analyses were performed for those 
who underwent endoscopy within 1 year and within 2 years.  
2 years was chosen as the cutoff as this was the amount 
of data available since the pandemic began. 2019 is 
considered pre-pandemic, 2020 mid-pandemic, and 2021 
post-pandemic.

Results/Outcome(s): compared to pre-pandemic rates, 
there was a 4.38% decrease (20.90% to 16.52%) in endos-
copy rates during the pandemic and a 1.33% decrease 
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(20.90% to 19.57%) in endoscopy rates after the pandemic 
for those who underwent endoscopy for crc screening 
with in the last 1 year. similarly, compared to pre-pandemic  
rates, there was a 5.73% decrease (36.87% to 31.14%) 
in endoscopy rates during the pandemic and a 1.38% 
decrease (36.87% to 35.49%) in endoscopy rates after the 
pandemic for those who underwent endoscopy for crc 
screening with in the last 2 years.

Conclusions/Discussion: initially, rates of crc 
screening with endoscopy decreased during the pandemic. 
thankfully, they have recovered to pre-pandemic levels. 
Understanding trends in crc screening with endoscopy 
relating to the coViD-19 pandemic will assist in better 
addressing evolving health maintenance needs of patients 
to provide appropriate screening tests in a post-pandemic 
setting.

PERCUTANEOUS ENDOSCOPIC CECOSTOMY: 
A NOVEL PROCEDURE FOR ACUTE COLONIC 
PSEUDO-OBSTRUCTION.

ePoster AbstrActs eP479

K. Donovan, J. singh
Valhalla, NY

Purpose/Background: background: ogilvie syndrome 
is characterized by acute colonic distension in the absence 
of mechanical obstruction. Patients are often elderly with 
multiple comorbidities. Prolonged severe distension may 
result in ischemia and perforation of the colon with need for 
subtotal colectomy. Percutaneous endoscopic cecostomy is 
a minimally invasive alternative, providing decompression 
of the colon and a route for antegrade colonic enemas. 
case presentation: A 74-year-old female chronic nursing 
home resident with multiple medical comorbidities was 
admitted for deep vein thrombosis of the lower extremity 
after hip replacement surgery. she developed emesis with 
abdominal pain and distention. A ct scan of abdomen 
displayed diffusely dilated colon with cecum measuring 
11.3 cm in maximum dimension and fecal load in rectum. 
Despite initial improvement from laxatives, she developed 
increasing abdominal pain with rising leukocytosis. she 
was taken to the operating room due to persistent cecal 
dilation and concern for bowel ischemia with impending 

perforation. stool burden in the sigmoid and rectum was 
lavaged colonoscopically. Patchy ischemia was observed 
in the cecum with no evidence of perforation or bleeding. 
there was distention observed throughout the colon but 
no signs of obstructing masses or lesions. A cecostomy 
tube was placed using similar steps as the “pull” technique 
for percutaneous endoscopic gastrostomy tube placement.

Methods/Interventions: endoscopic transillumination 
on abdominal wall through cecum is performed with 
colonoscope. insertion site chosen after one-to-one inden-
tation of anterior wall of cecum with a finger over the 
abdominal wall. string is introduced into cecum via needle 
through abdominal wall, then grasped by endoscopic snare 
forceps and pulled antegrade from colon to anus. external 
end of feeding tube is tied to string, and tube threaded into 
the cecum to exit via the abdominal wall. Feeding tube 
secured to abdominal wall with stitch after ensuring cecum 
approximated to peritoneum. tube placed to gravity for 48 
hours. Patient kept on therapeutic anticoagulation. tube 
flushed with saline every 6 hours to prevent obstruction. 
repeat abdominal X-ray on postoperative day 2 indi-
cated improvement of cecal and rectosigmoid distention. 
Abdominal pain and distention resolved.

Results/Outcome(s): tube flushed with saline every  
6 hours to prevent obstruction. repeat abdominal X-ray 
on postoperative day 2 indicated improvement of cecal and 
rectosigmoid distention. Abdominal pain and distention 
resolved.

Conclusions/Discussion: this case illustrates successful 
placement of percutaneous cecostomy tube which aided 
resolution of acute colonic pseudo-obstruction, obvi-
ating need for colectomy due to ischemia or perfora-
tion. Antegrade colonic enemas could be used for fecal 
disimpaction in the future to prevent the risk of bowel 
perforation.



316 ePoster AbstrActs

TREATMENT TRENDS AND DEMOGRAPHIC 
FACTORS THAT IMPACT MANAGEMENT 
OF STAGE II AND III RECTAL CANCER: A 
RETROSPECTIVE ANALYSIS USING THE 
NATIONAL CANCER DATABASE.

ePoster AbstrActs eP480

D. barnes, J. conner, A. chu, K. choong, J. Kim
Columbia, SC

Purpose/Background: the management of stage ii and 
stage iii rectal cancer has shifted towards more frequent 
utilization of neoadjuvant therapy with chemoradiation, 
at times even obviating the need for surgical interven-
tion. the aim of this study was to assess the treatment 
trends over time and the demographic factors that impact 
management of patients with stage ii and stage iii rectal 
cancer.

Methods/Interventions: Using the national cancer 
Database, 103,456 total patients with stage ii (n=44,039) 
and stage iii (n=59,417) rectal cancer were identified 
between 2010 and 2019. We queried the database for 
treatment modality, demographic factors, and socioeco-
nomic factors. We evaluated overall trends in utilization 
of surgery only, chemotherapy and radiation, or a combi-
nation of all three therapies. Further subgroup analysis 
was performed to evaluate the impact of age, gender, race, 
insurance, and charlson comorbidity scores on treatment 
modality. the data was evaluated using Mann Kendall 
trend analysis and chi-squared tests where appropriate.

Results/Outcome(s): overall from 2010 to 2019, the 
treatment trend for rectal cancer showed increasing use 
of chemotherapy and radiation for both stage ii (10.2% 
to 18.3% with p<0.05) and stage iii (10.2% to 17.8% 
with p<0.05) disease. Management with surgery only 
has decreased significantly for both stage ii (15.4% to 
12.2% with p<0.05) and stage iii (9.0% to 4.4% with 
p <0.05) rectal cancer. there is a decreasing trend of 
combination therapy with surgery, chemotherapy, and 
radiation with advancing age for both stage ii and iii 
rectal cancer (p<0.05). there was no significant impact in 
the treatment trends of rectal cancers with regards to sex 
or race. those insured with Medicare were found to have 
higher rates of surgery only across all insurance modalities  
(p <0.05); while, private insurance had a higher percentage 
use of combination therapy with surgery, chemotherapy, 
and radiation compared with the other insurances  
(p <0.05). increasing charlson comorbidity index inversely 
correlated with use of combination therapy with surgery, 
chemotherapy, and radiation for stage ii and stage iii 
rectal cancer (p <0.05). these high comorbidity patients 
were more commonly treated with either surgery only or 
chemotherapy and radiation.

Conclusions/Discussion: the treatment trend for stage 
ii and stage iii rectal cancer over the last decade has 
evolved, with overall increasing use of chemotherapy and 
radiation and decreasing use of surgery only modalities. 

our review of the national cancer Database showed 
statistically significant trends in overall management and 
for age, insurance and comorbidity score factors for stage 
ii and iii rectal cancer.

DISPARITY IN THE MANAGEMENT OF 
LOCALLY ADVANCED RECTAL CANCER IS 
IMPACTED BY REGION OF THE COUNTRY AND 
FACILITY TYPE.

ePoster AbstrActs eP481

W. Luo, c. Agala, P. shetty, M. Kapadia, J. stem, 
J. Guillem
Chapel Hill, NC

Purpose/Background: surgical margins following rectal 
cancer resection impact oncologic outcomes and may 
reflect adequacy of care. We previously demonstrated 
that non-Hispanic black patients were more likely to have 
positive margins following resection of locally advanced 
rectal cancer than non-Hispanic White patients. We now 
examine how the region of the country and facility type 
where care is rendered impact this disparity.

Methods/Interventions: We queried the national 
cancer Database for patients diagnosed with tnM stage 
ii-iii rectal cancer between 2004-2018 who underwent 
resection and excluded patients with missing data for 
race/ethnicity and radiation therapy/surgery status, and/
or who had local excision only. Using logistic regression, 
we applied inverse probability of treatment weighting 
(iPtW) to compare odds of margin positivity between 
non-Hispanic White, non-Hispanic black, Hispanic and 
other non-Hispanic patients. the selection model included 
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age, sex, charlson-Deyo score, pathologic stage, patho-
logic grade, time from diagnosis to resection, surgery type, 
sequence of radiation and surgery, insurance type, level of 
education, and distance between patient and facility. We 
then used interaction terms in logistic regression models 
to assess differences in margins positivity within and 
across regions (northeast, West, Midwest, and south) and 
facility types (Academic/research, community cancer 
Program, and integrated network cancer Programs).

Results/Outcome(s): of 67,023 patients included in 
the study, 40% (n=25,418) were female. Mean age of 
participants was 62 years (sD:13 years). 80% of the patients 
identified as non-Hispanic White, 8% as non-Hispanic 
black, 6% as Hispanic and 5% as non-Hispanic other. 
After iPtW adjustment, patients from the northeast had 
lower odds of positive margins than those from the south 
(or:0.92, 95% ci:0.85-0.99, p=0.03). receipt of care 
from academic/research centers was also associated with 
lower odds of positive margins than community cancer 
centers (or:0.90, 95% ci:0.84-0.95, p=0.0005). Within 
the south, non-Hispanic black patients were more likely to 
have positive margins than non-Hispanic White (p=0.02) 
and non-Hispanic other (p=0.01). similarly, in the 
northeast, non-Hispanic black patients had higher rates 
of positive margins than non-Hispanic Whites (p=0.01) 
and non-Hispanic others (p=0.02). Among academic/
research centers, non-Hispanic black patients were more 
likely to have positive margins than Hispanic (p=0.03) 
and non-Hispanic other patients (p=0.006).

Conclusions/Discussion: our study demonstrates 
disparity in rectal cancer management across regions of the 
country and facility type with non-Hispanic black patients 
most heavily impacted, even within academic centers. our 
work supports further research examining etiologies for 
disparity and quality improvement opportunities for rectal 
cancer management in all groups but especially in black 
patients.

EARLY RESULTS OF THE IMPACT ON SHORT-
TERM OUTCOMES IN RECTAL CANCER 
PATIENTS WITH THE ESTABLISHMENT OF 
THE NATIONAL ACCREDITATION PROGRAM 
FOR RECTAL CANCER AT AN ACADEMIC 
COMMUNITY HOSPITAL.

ePoster AbstrActs eP482

A. rather1, A. Fisher1, i. Khan1, r. sawhney1, 
J. Mannion1, Z. Manji2, D. brenner1, b. Dave1

1Dover, DE; 2Philadelphia, PA

Purpose/Background: the national Accreditation 
Program for rectal cancer was established in 2017 to 
improve care through standardization and a multidisci-
plinary approach. to date, there is very little data on the 
impact of a rectal cancer Program on patient outcomes. 

We evaluated the impact on short-term outcomes at 
bayhealth Medical center.

Methods/Interventions: A retrospective chart review 
of patients diagnosed with rectal cancer who underwent 
definitive oncologic resection at our institution between 
January 2017 and october 2022 was performed. thirty-
eight patients were identified and divided into two groups, 
20 before and 18 after establishment of the program. Patient 
demographics, process changes in rectal cancer evaluation, 
completion rates of chemoradiation, and surgical results 
were reviewed. student’s t tests and chi squared were used 
to evaluate differences between the groups.

Results/Outcome(s): Patient demographics were similar 
between the two groups. there was a significant increase 
in the percentage of patients discussed at multi-disciplinary 
tumor board after program implementation (p=0.048). 
there was also a tendency for greater appropriate genetic 
counseling referral (p=0.065). improvements in patho-
logic evaluation were evident, with greater lymph nodes 
identified (p=0.028), and a greater percentage of patients 
undergoing thorough evaluation of completeness of tMe 
(p=0.000). there was no change in operative mortality, 
30-day readmissions, or positive circumferential margins. 
there was a significant reduction in the rates of perma-
nent colostomy (p= <0.0001), although there was a 
greater percentage of patients with proximal rectal cancer 
(p=0.057) in the study group.

Conclusions/Discussion: Patients undergoing treat-
ment for rectal cancer at a community hospital can benefit 
from establishment of a rectal cancer Program. in our 
study, improvements in preoperative evaluation, lymph 
node yield, evaluation of tMe completeness, and colos-
tomy rates were evident. Longer-term studies and data 
from high-volume centers are needed to effectively eval-
uate impacts on patient outcomes.

PILOT STUDY OF PHYSICAL ACTIVITY 
INTERVENTION TO MANAGE BOWEL 
DYSFUNCTION IN RECTAL CANCER 
SURVIVORS: PRELIMINARY FINDINGS.

ePoster AbstrActs eP483

A. nehemiah, e. Pettke, r. notchick, D. Krauss, 
M. ozisik, r. Krouse
Philadelphia, PA

Purpose/Background: Many patients with rectal cancer 
develop post-surgical bowel dysfunction, termed low ante-
rior resection syndrome (LArs). these constellation of 
symptoms can be disruptive to patients’ daily routines 
and negatively impact their quality of life (QoL). our 
group found that some patients use physical activity (PA) 
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to mitigate their LArs. this prompted us to develop a 
physical activity intervention for this patient population 
that is delivered via telehealth. We present preliminary 
findings from a pilot study examining the feasibility and 
acceptability of this intervention.

Methods/Interventions: Patients with stage 1-3 rectal 
cancer and an anastomosis were contacted by phone for 
recruitment to the study. interested potential participants 
had their LArs score determined by a team member to 
confirm eligibility for the study. LArs scores of 21-42 met 
inclusion criteria. A study team member received inten-
sive training to be the health coach. the health coach 
meets weekly via virtual platform with each participant 
for 12 weeks to discuss bowel habits and exercise behav-
iors, and determine physical activity goals for the coming 
weeks. Prior to starting the coaching sessions, partici-
pants complete LArs, international Physical Activity 
Questionnaire, Memorial sloan Kettering bowel Function 
instrument, and city of Hope Quality of Life – colorectal 
cancer surveys. Following the intervention, they complete 
the mentioned surveys, then again at 6 months with an 
exit interview conducted by the University of Pennsylvania 
Mixed Methods research Lab.

Results/Outcome(s): to date, we attempted to contact 
36 potential participants for this study; 17 were reached 
and 16 expressed interest in participating. one person 
could not participate due to logistical and scheduling 
concerns, and three did not meet LArs score criteria. We 
are awaiting consents from six people. there are seven 
patients accrued to this study, with one who dropped out 
for unknown reasons prior to initiating the intervention. 
the median age of this cohort is 55 years. All members 
are White, 4 of them are women, and one is part of 
the LGbtQ+ population. two participants completed 
the 12-week pilot and exit interview. All active partici-
pants remain engaged and willing to reschedule coaching 
sessions should unforeseen conflicts arise. study comments 
by active participants to the health coach are positive, 
with emphasis on the mental and emotional benefits of the 
coaching sessions. Participants stress the importance of 
talking to someone who is empathetic, has the appropriate 
medical knowledge, and has access to their care teams.

Conclusions/Discussion: our pilot is demonstrating 
feasibility and acceptability of a PA intervention for rectal 
cancer survivors with bowel dysfunction. it is imperative 
to include disparity populations to ensure they may also 
benefit from such a program. based on current findings, a 
larger prospective trial may be possible.

A RETROSPECTIVE REVIEW OF 100 
ABDOMINOPERINEAL RESECTIONS WITH AT 
LEAST FIVE-YEAR FOLLOW-UP PERFORMED IN 
THE PRIVATE PRACTICE SETTING SERVING A 
TRISTATE POPULATION.

ePoster AbstrActs eP484

r. Zaunbrecher, e. Adams, b. Hebert, M. stratton, 
A. Werner, W. Grimes
Shreveport, LA

Purpose/Background: there is an abundance of 
literature describing abdominoperineal resection (APr) 
outcomes performed in high volume urban colorectal 
centers, however, the data describing outcomes in a 
predominantly rural population is lacking. our goal is to 
critically review patient charts within our private practice 
serving the tristate area of Louisiana, texas and Arkansas 
with at least five years follow up. We wish to describe the 
population we treat and also to examine our complication 
rates as well as malignancy recurrence rates.

Methods/Interventions: Using our own clinic elec-
tronic medical record, charts were identified utilizing cPt 
codes. the time period of May 3, 2011 to november 15, 
2016 was selected to obtain five year follow up. inclusion 
data was all patients to have undergone an APr. charts 
were discarded due to incomplete records or incorrect cPt 
codes. the charts were then retrospectively reviewed.

Results/Outcome(s): one hundred charts were 
included. Demographics of our population were 55% male, 
45% female. eighty-three percent of patients described 
themselves as White or caucasian, while 17% identified 
as black. twenty-two percent of those included were 
diabetics and 34% were considered to be class i obese or 
heavier (bMi 30-34.9). Fifty-five percent were former or 
current smokers. indications for APr was overwhelmingly 
for rectal cancer with 76%. other indications included 
anal cancer, irritable bowel Disease, and other. ninety-
seven percent of these APr’s were closed primarily with 
only two utilizing mycocutaneous flaps and one with a local 
advancement flap. in the 81 included APr’s for cancer, 
we had positive margins in nine cases (8 positive radial 
margins, 1 positive distal margin, and no positive proximal 
margins). We identified 11 recurrences with nine found 
distally (liver/lung), and two local recurrences. overall 
complication rate was found to be 51%, the vast majority 
of these being superficially perineal related (n=30). other 
complications included perineal hernia (n=5), pelvic 
abscess (n=4), abdominal wall related (n=5), ureteral 
injury (n=2), among others. eleven percent of our patients 
required a return to the operating room for varying reasons 
relating to their underlying malignancy and to complica-
tions from the initial operation.

Conclusions/Discussion: to our knowledge this 
is the first retrospective review examining strictly 
Abdominoperineal resections performed in a predomi-
nantly rural population. our overall complication rate of 
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51% is similar to the total complication rate identified by 
tooley et. al. of 50.1% found in open APrs. We had an 
13.5% (n=11) recurrence rate which is comparable to a 
previously published cohort from a single institution. With 
further evaluation of our results, we hope to identify the 
patients most at risk for poor outcomes and make changes 
to optimize results.

RISK FACTORS FOR NEGATIVE OUTCOMES 
AFTER PROCTECTOMY IN GERIATRIC 
PATIENTS WITH RECTAL CANCER.

ePoster AbstrActs eP485

c. Walsh, r. Hajjar, A. Lacaille-ranger, J. Latulippe, 
M. Poirier, J. trepanier, J. tremblay
Montreal, QC, Canada

Purpose/Background: Guidelines for rectal cancer 
management do not consider the singularity of the elderly 
and frail patients. this population is heterogenous, and its 
outcomes depend on multiple factors such as cognitive, 
functional, nutritional and medical status. better clinical 
tools must be developed to guide clinical decision making 
by healthcare teams and patients. the objective of this 
study is to assess the risk factors associated with the occur-
rence of severe postoperative complications after proctec-
tomy for rectal cancer in the elderly.

Methods/Interventions: Patients aged 70 and older 
with a confirmed diagnosis of rectal cancer between 2017 
and 2021 were identified in our institution using the 
Quebec sArDo database. those undergoing proctectomy 
with curative intent were included in the study. Medical 
records were reviewed for demographic characteristics, 
comorbidities, geriatric risk factors, treatment regimen and 
perioperative outcomes, including early and late complica-
tions. complications were classified based on the clavien-
Dindo score, and were considered as severe if graded 3 or 
more. comorbidity scores, such as charlson comorbidity 
index, 5-items Frailty index (5-iFi), delirium score and 
geriatric score, including main geriatric risk factors, were 
calculated based on the available information.

Results/Outcome(s): eighty-six patients were included 
in the study. History of previous abdominal surgery and local 
tumor extension at presentation were significantly associ-
ated with severe complications after surgery (or= 3.62,  
P = .019; P = .03). A preoperative delirium score of 1 or 
more was highly associated with a poor surgical outcome 
(or= 6.23, P = .001) and patients with multiple geri-
atric risk factors tended to have a greater rate of severe 
complications (P = .055). this study showed no difference 
between the group that had a colorectal anastomosis and 
the one that had a permanent stoma.

Conclusions/Discussion: Previous abdominal surgery, 
local tumor extension at presentation and the presence of 
geriatric comorbidities, mostly delirium, were identified as 
risk factors of severe complications after protectomy with 

curative intent for rectal cancer in older patients. Age, 
medical comorbidities and the creation of a colorectal 
anastomosis were not specifically associated with poor 
outcomes. More studies are needed to develop a clinical 
score to assist with patient selection before curative proc-
tectomy for rectal cancer in the elderly.

A NOVEL DATABASE FOR THE 
ORGANIZATION AND ANALYSIS OF NAPRC-
ASSOCIATED PATIENT DATA.

ePoster AbstrActs eP486

M. Moccia, c. Zhu, s. Mcclane, D. Giugliano
Camden, NJ

Purpose/Background: rectal cancer affects more 
than 40,000 patients in the United states each year. 
For many years, outcomes for patients diagnosed with 
rectal cancer in the Us lagged behind those treated in 
europe. so, the national Accreditation Program for rectal 
cancer (nAPrc) was formed to address these differences. 
Additionally, cancer registries and databases can provide 
a critical framework for cancer research and for improving 
cancer-related care. the rigorous and specific standards 
set by the nAPrc, as well as the vast amount of data 
required for accreditation, present a significant challenge 
for hospital programs and cancer centers. to achieve 
nAPrc accreditation, a cancer program must demon-
strate high-quality cancer care and comply with estab-
lished commission on cancer and nAPrc standards. 
Maintaining patient care information that can be easily 
accessed and evaluated is a crucial part of a program’s 
development and quality commitment.

Methods/Interventions: Utilizing research electronic 
Data capture (reDcap), our team built a database of 
patients with rectal cancer treated at our single, large 
volume, nAPrc-accredited center. Advanced algorithmic 
features of field validation and branching logic for optimal 
data quality, custom reporting for real-time program compli-
ance updates, and data-based triggers for time-sensitive  
clinical deadlines were all used to build our project. 
information on 267 rectal cancer patients seen over the 
past 4 years was loaded into 3 separate data collection 
instruments within reDcap. When it became available, 
date of initial visit, date of surgery, surgeon, pathologist, 
and select other relevant information, was entered.

Results/Outcome(s): the five required nAPrc 
compliance deadline dates are calculated, reported, and 
selectively sent as alerts to providers to ensure compliance. 
real-time summary reports on the status of various data 
points, including pathologic evaluation, ct and Mri 
scans, ceA level, and surgical /pathologic reports are 
also generated to act as reminders to complete if needed. 
in addition to day-to-day patient care information, this 
database creates outputs on a program’s performance 
relative to the required compliance standards listed in 
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the 2020 Patient care chapter of the American college 
of surgeons optimal resources for rectal cancer care 
Manual, including compliance information about staging, 
operative/photo/pathology reports, and deadlines over any 
specified time period. this data, essential for both local 
program quality control and for national accreditation, is 
readily accessible and accurate.

Conclusions/Discussion: to our knowledge, this is the 
first database specifically geared towards simplifying the 
nAPrc accreditation process and therefore allow more 
institutions to provide high quality rectal cancer care to 
patients.

INITIAL OUTCOMES OF LATERAL PELVIC 
LYMPH NODE DISSECTION AFTER 
NEOADJUVANT CHEMORADIATION IN 
LOCALLY-ADVANCED RECTAL CANCER: A 
PHILIPPINE TERTIARY HOSPITAL EXPERIENCE.

ePoster AbstrActs eP487

M. Zamora, M. LoPeZ, M. onglao, H. Monroy
Manila, Philippines

Purpose/Background: Locally-advanced rectal cancer 
(LArc) presents with metastasis to the lateral pelvic lymph 
nodes 15 to 20% of the time, which poses an increased risk 
for recurrence and decreased overall survival. the addition 
of lateral pelvic lymph node dissection (LPLnD) to total 
mesorectal excision (tMe) after neoadjuvant chemora-
diotherapy (crt) has shown improvement in outcomes. 
since 2018, the Division of colorectal surgery of the 
Philippine General Hospital (PGH) adapted LPLnD in its 
practice and remains the only hospital in the country to do 
so. this is a review of our experience from 2018 to 2022.

Methods/Interventions: A retrospective observational 
study was conducted on all LArc cases in PGH who 
underwent LPLnD for rectal cancer. Patients whose 
lateral pelvic lymph nodes had a short-axis diameter of at 
least 7 mm and 4 mm on pre- and post-treatment imaging, 
respectively, underwent LPLnD. the medical records 
were retrieved from the hospital’s digital records system 
and the patients were individually contacted for follow-up. 
the postoperative course of each patient was reviewed, 
and the following data were documented: recurrence rates 
and disease-related mortality rates.

Results/Outcome(s): twenty-two cases of LArc 
underwent LPLnD over a period of 5 years. Majority were 
stage iiib (72.72%) at the time of surgery, while the rest 
were stage iiic or iV (resectable metastasis). sixteen cases 
received conventional long-course chemoradiotherapy 
(Lccrt) while six had total neoadjuvant therapy (tnt), 
following the rAPiDo protocol. on histopathology, those 
who had Lccrt had higher rates of lateral pelvic lymph 
node positivity (31.25%), versus tnt (0%). During the 
median follow-up of 15.93 months (range: 5.23-42.10), 
recurrence rates of 18 patients followed-up were: 25% 

for Lccrt (2 central and 1 lateral compartment recur-
rence), and 16.67% for rAPiDo (1 central compartment 
recurrence). three cases progressed to stage iV disease in 
the Lccrt group after an average of 16.67 months after 
surgery, and one case in the rAPiDo group 11 months 
after surgery. the cancer-specific mortality rates were: 
8.33% for Lccrt and 16.67% for rAPiDo (table 1).

Conclusions/Discussion: neoadjuvant treatment may 
affect tumor metastasis to the lateral pelvic lymph nodes 
and performing LPLnD may further decrease the risk of 
recurrence in these patients. it is noteworthy that all spec-
imens from the rAPiDo group had negative tumor on 
histopathology and this observation supports the benefit 
of giving tnt to control metastasis to the pelvic nodes. 
Although the population in the study is limited, the results 
and outcomes presented here show potential, and longer 
follow-up and more patient recruitment are necessary to 
validate our initial findings.

table 1. initial outcomes of lateral pelvic lymph node dissection in 
locally-advanced rectal cancer in PGH from 2018 to 2022.
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CAN CCRT/RT ACHIEVE FAVORABLE 
ONCOLOGIC OUTCOME IN RECTAL CANCER 
PATIENTS WITH HIGH-RISK FEATURE AFTER 
LOCAL EXCISION?

ePoster AbstrActs eP488

s. Kim, J. Huh
Gangnam-gu, Korea (the Republic of)

Purpose/Background: rectal cancer is one of the most 
common types of cancers in humans for which radical 
resection is the standard treatment for rectal cancer. 
However, radical surgery, such as low anterior resection 
(LAr) and abdominoperineal resection, is associated with 
significant morbidities such as anastomosis site leakage, 
sexual dysfunction, and urinary dysfunction. in addition, 
some patients require permanent colostomy after APr, 
leading to poor quality of life. therefore, local excision has 
been used as an alternative surgical option in early rectal 
cancer. the oncologic outcome of concurrent chemora-
diotherapy (ccrt) after local excision in patients with 
high-risk early rectal cancer as compared with radical 
operation has not been reported. the aim of this study is to 
compare the oncologic outcome between radical operation 
and adjuvant ccrt after local excision for high-risk early 
rectal cancer.

Methods/Interventions: From January 2005 to December 
2015, 266 patients diagnosed with early rectal cancer and 
treated with local excision who showed high-risk character-
istics were retrospectively analyzed. exclusion criteria were 
as follows: recurrent disease, palliative surgery, preoperative 
chemoradiation therapy, familial cancer, or lack of follow-up 
data. the high-risk group included tumor size ≥3 cm, posi-
tive resection margin, and unfavorable tumor characteris-
tics such as lymphovascular invasion, poor differentiation, 
mucinous adenocarcinoma, signet ring cell type, deeper 
than sM1, and pathologic t2 rectal cancer. Propensity 
score matching was applied in a ratio of 1:4, comparing 
the ccrt/radiotherapy (n = 34) and radical operation  
(n = 91) groups. Univariate and multivariate analyses were 
performed to identify prognostic factors for survival.

Results/Outcome(s): the median follow-up period 
was 112 months. the 5-year disease-free survival rate and 
the 5-year overall survival of the radical operation group 
were significantly higher than those of the ccrt/rt 
group after propensity score matching (96.7% vs. 70.6%, 
p < 0.001; 100% vs. 91.2%, p = 0.005, respectively). in 
a multivariate analysis, salvage therapy type and preop-
erative carcinoembryonic antigen (ceA) were prognostic 
factors for 5-year disease-free survival (p < 0.001 and  
p = 0.021, respectively). the type of salvage therapy, the 
preoperative ceA, and the pt were prognostic factors  
for 5-year overall survival (p = 0.009, p = 0.024, and  
p = 0.046, respectively).

Conclusions/Discussion: Patients who undergo radical 
operation after local excision with a high-risk early rectal 
cancer had better survival than those treated with adjuvant 

ccrt/rt. therefore, radical surgery may be recom-
mended to high-risk early rectal cancer patients who have 
undergone local excision for more favorable oncologic 
outcomes.

PROGNOSTIC FACTORS FOR SURVIVAL 
IN PATIENTS WITH GOOD RESPONSE TO 
NEOADJUVANT CHEMORADIOTHERAPY FOR 
LOCALLY ADVANCED RECTAL CANCER.

ePoster AbstrActs eP489

s. Kim1, J. Huh1, W. Lee1, s. Yun1, H. Kim1, Y. cho1, 
Y. Park1, J. shin1, A. Alotaibi2
1Gangnam-gu, Korea (the Republic of); 2Unaizah, Saudi 
Arabia

Purpose/Background: Approximately 30%–50% 
patients undergoing chemoradiotherapy for locally 
advanced rectal cancer show favorable responses and 
oncological outcomes. owing to the low recurrence rate 
in patients showing good response to chemoradiotherapy, 
limited studies have evaluated the prognostic factors for 
survival. therefore, this study aimed to evaluate the prog-
nostic factors associated with survival among patients with 
rectal cancer who showed pathological complete response 
or yield pathological stage i after neoadjuvant chemoradio-
therapy with total mesorectal excision.

Methods/Interventions: Data on patients diagnosed 
with locally advanced rectal cancer who underwent neoad-
juvant chemoradiotherapy with total mesorectal excision 
between January 2008 and April 2017 were retrospec-
tively reviewed. Among the 1394 patients, 474 (34.2%) 
patients who showed pathological complete response or 
yield pathological stage i after treatment were enrolled. 
the prognostic factors for disease-free survival and overall 
survival were analyzed.

Results/Outcome(s): Among the patients diagnosed 
with good response, 161 (34%) patients showed patho-
logical complete response. the prognostic factors for 
disease-free survival were circumferential resection margin  
(p = 0.011) and adjuvant chemotherapy (p = 0.022), 
while those for overall survival were clinical lymph node 
stage (p = 0.035) and adjuvant chemotherapy (p = 0.015).

Conclusions/Discussion: circumferential resection 
margin, clinical n stage, and adjuvant chemotherapy 
were prognostic factors for survival in patients with rectal 
cancer showing good response to neoadjuvant chemora-
diotherapy. therefore, patients with positive circumfer-
ential margin and clinical n stage might need intensive 
follow-up for favorable oncologic outcome and adjuvant 
chemotherapy would be recommended in patients with 
good response despite a favorable response to neoadjuvant 
chemoradiotherapy.
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POST-CHEMORADIATION MRI 
CIRCUMFERENTIAL RESECTION MARGIN 
PREDICTS TREATMENT FAILURE AFTER 
MULTI-DISCIPLINARY DIRECTED SPHINCTER 
PRESERVATION IN LOW RECTAL CANCER.

ePoster AbstrActs eP490

s. Kim, M. Park, s. Yang, Y. Han, M. cho, K. Lee, 
J. Lim, b. Min
Seodaemun-gu, Korea (the Republic of)

Purpose/Background: sphincter preservation is a 
cornerstone of successful functional outcomes in rectal 
cancer surgery, and magnetic resonance imaging (Mri) has 
become a standard tool for preoperative diagnosis through 
multidisciplinary managements. this study aims to review 
the Mri features of patients with low rectal cancer under-
going preoperative chemoradiotherapy (crt) and investi-
gate the risk factors and oncologic outcomes of sphincter 
preservation success (sPs) or failure (sPF).

Methods/Interventions: Patients who underwent stan-
dard crt and radical surgery for low rectal cancer 
in tertiary referral hospital (severance Hospital, seoul, 
Korea) between January 2000 and December 2011 were 
retrospectively reviewed. Histologically confirmed rectal 
adenocarcinoma located within 7 cm of the anal verge 
in Mri were included. synchronous or metachronous 
cancer, metastatic cancer, transanal excision, emergency 
surgery, palliative surgery, and sphincter defunctioning 
surgeries such as abdominoperineal excision or Hartman’s 
operation were excluded. sPF was defined as any one of 
the following: positive pathologic circumferential resection 
margin, local recurrence, failure to repair ileostomy, or 
permanent stoma formation due to anastomotic compli-
cations. Mri-assessed t (mrt) stage was reclassified into 
six stages according to the depth of invasion. the tumor 
location was quartered into the anterior, lateral, and poste-
rior. Mri low pelvic line (mrLPL) was drawn 1 cm above 
the level of the anorectal junction on the coronal image to 
correlate with the upper end of the intersphincteric plane. 
Definite invasion of Mri circumferential resection margin 
(mrcrM) was defined as direct invasion or thickening of 
the mesorectal fascia.

Results/Outcome(s): Among the 191 enrolled patients, 
161 and 30 patients were in the sPs and sPF groups, 
respectively. there were no significant differences between 
two groups in clinicohistologic characteristics other than 
age, ypt stage, and lymphovascular invasion. Most Mri 
features including mrt stage, regional and pelvic lymph 
nodes, extramural vessel invasion, tumor locations, and 
mrLPL were not significantly different. However the sPF 
group showed a higher mrcrM positive rate than the 
sPs group before and after crt (before crt:33.3% vs. 
16.1%, P=0.027; after crt:23.3% vs. 6.2%, P=0.002). 
Multivariate analysis showed that only mrcrM after crt 
was associated with sPF (hazard ratio=4.596, P=0.005). 

the sPF group showed worse 5-year cancer-specific 
survival than the sPs group (51% vs. 92.7%, P<0.001).

Conclusions/Discussion: Mri-based assessment of 
circumferential resection margin of tumor after crt plays 
a crucial role in predicting the success and feasibility of 
sphincter preservation as well as oncological outcomes in 
patients with low rectal cancer.

Kaplan-Meier survival graph showing rectal cancer-specific survival for 
the sphincter preservation success (sPs) group and sphincter preserva-
tion failure (sPF) group.

RADICAL RECTAL CANCER RESECTION WITH 
CONCOMITANT LATERAL LYMPH NODE 
DISSECTION: AN EARLY SINGLE-INSTITUTION 
EXPERIENCE.

ePoster AbstrActs eP491

M. Al Khaldi, r. Loungnarath, É. De broux, r. ratelle, 
M. Gagnon-Konamna, F. schwenter, H. sebajang, 
r. Wassef, c. richard, F. Dagbert
Montreal, QC, Canada

Purpose/Background: Lateral lymph node dissec-
tion (LLnD) with radical surgery following neoadjuvant 
chemoradiation therapy is being more widely used across 
north America for the treatment of advanced rectal 
cancer with lateral lymph nodes involvement.

Methods/Interventions: this is a retrospective study of 
17 consecutive patients who underwent radical resection 
of their rectal cancer with concomitant LLnD between 
2017 and 2021. the primary endpoint was to establish 
the rate of lateral lymph node positivity. the secondary 
endpoint was patient morbidity associated with LLnD.

Results/Outcome(s): Most patients were male (15, 
88.2%), with an average age of 61.4 ± 10.4 years. Most 
patients had clinical stage iiic disease (7, 41.2%), followed 
by stage iiib (5, 29.5%). twelve patients (70.6%) had 
only one suspicious lateral lymph node on pelvic magnetic 
resonance imaging. All patients underwent neoadjuvant 
treatment consisting of either chemoradiotherapy (13), 
total neoadjuvant therapy with chemoradiotherapy (3) or 
radiotherapy alone (1). Average size of enlarged lateral 
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lymph node prior to neoadjuvant treatment was 12.4 mm, 
downsizing to 8.7 mm after neoadjuvant therapy. LLnD 
was mostly performed robotically (11, 64.7%). Most LLns 
were along the internal iliac artery (7, 41.2%). the median 
number of LLn per specimen was 6. six patients (35.3%) 
had positive lateral lymph nodes. Four patients (23.5%) 
reported self-limiting lower extremity paresthesia, one 
of which had an associated lymphocele that resolved on 
repeat imaging. no genitourinary dysfunction was noted. 
Median follow-up time was 15 months with 3 (17.7%) 
recurrences, all of which were distant.

Conclusions/Discussion: in this series, close to a third 
of patients had positive lateral lymph nodes after neoad-
juvant treatment. in experienced hands, LLnD is safe. 
optimal selection criteria for this procedure are yet to be 
determined and oncologic benefit remains debated.

EFFICACY AND SAFETY OF SHAOBEI 
INJECTION ON PATIENTS WITH GRADE I-III 
INTERNAL HEMORRHOIDS: A POLYCENTRIC 
AND SINGLE ARM STUDY.

ePoster AbstrActs eP492

D. Huang, Z. Liu, D. Zhang, D. su, H. Peng, D. ren
Guangzhou, China

Purpose/Background: this study aimed to determine a 
cohort of patients with symptomatic hemorrhoidal disease 
(HD) treated with shaobei injection. sclerotherapy was 
selected for non-surgical treatment in this population 
owing to its proven effects on hemorrhoidal symptoms in a 
large number of patients. However, its clinical application 
is limited by the adverse reactions caused by injection 
drugs. this clinical trial was designed to establish the 
clinical effectiveness and safety of shaobei injection on 
grade i-iii internal hemorrhoids of large-scale patients of 
multicenter.

Methods/Interventions: this trial was a large, open-
label, multicentre, single-arm trial done in adult partic-
ipants (aged 18 years or older) referred to the hospital 
for non-surgical treatment for grade i-iii hemorrhoids. 
Participants received shaobei injection. the primary 
outcome was efficacy, the secondary outcome was safety. 
the observation indexes included recovery of anal func-
tion, hemorrhoid recurrence, and adverse events.

Results/Outcome(s): From July 15, 2019, to Dec 10, 
2020, of 283 patients screened, 275 patients with grade 
i-iii hemorrhoids were enrolled. of these participants, 273 
had primary outcome data. At 4 weeks post-treatment, 
the cure rate was 72.5% (66.8%, 77.7%), the effective 
rate in 4 weeks ± 2 days was 100% (98.7%, 100%). At 
1 year post-treatment, 234 patients were followed up 
by telephone through symptom inquiry, 25 (10.6%)of 
234 patients had hemorrhoid recurrence. seven patients 
experienced adverse events (trAes), all of which were 
moderate and manageable. one patient (0.4%) presented 

with anal discomfort, which may be related to drugs. no 
adverse events resulted in abscission, and no level 4 trAe 
or new safety signals were identified.

Conclusions/Discussion: shaobei injection had satisfied 
clinical efficacy and high safety in the treatment of grade 
i-iii hemorrhoids. these results would provide a theoret-
ical basis for clinical injection therapy for hemorrhoids.

A COMPARATIVE STUDY BETWEEN 
TRANSANAL AND TRANSABDOMINAL 
APPROACHES IN TREATMENT OF COMPLETE 
RECTAL PROLAPSE.

ePoster AbstrActs eP493

H. KWAK
Gwangju, Korea (the Republic of)

Purpose/Background: there is a wide variety of surgical 
methods to treat rectal prolapse; however, to date, no clear 
agreement exists regarding the most effective surgical 
method. this study was designed to compare the results 
according to the surgical approach for complete rectal 
prolapse in women.

Methods/Interventions: this study was conducted from 
March 2016 to February 2021 on female patients with 
rectal prolapse who underwent surgery. First, all patients 
were classified into mucosal and full layer groups to 
confirm the difference in results between the two groups. 
then, only full layer prolapse patients were divided into 
transanal and abdominal approaches to compare parame-
ters and functional outcomes in each group.

Results/Outcome(s): A total of 180 patients were 
included, with an average age of 71.7 years and 102 
complete prolapses. the full layer group was found to have 
more abdominal access, longer operating time, and higher 
recurrence rates compared to the mucosal layer group. 
(p<0.001) When targeting only the full layer patients, 
there were 65 patients with the transanal and 37 with 
the abdominal (laparoscopic) approaches. the abdominal 
approach group had a longer operating time and hospital 
stay (p<0.001, respectively) and lower recurrence rate 
than the transanal group (transanal vs. abdominal, 38% 
vs. 10.8%, p=0.003), while the Wexner constipation 
and incontinence scores showed improved results in both 
groups.

Conclusions/Discussion: Although operating time and 
hospitalization period were shorter in the transanal group, 
laparoscopic abdominal surgery is a procedure that can 
reduce the recurrent rate for complete rectal prolapse.
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STUDY ON THE INFLUENCE OF PERIANAL 
ANATOMY ON ANAL FISTULA RECURRENCE 
AFTER SURGERY, AND A NOMOGRAM FOR 
PREDICTING THE RECURRENCE.

ePoster AbstrActs eP494

L. Zhang, J. Zhu, Q. Wang, Z. Mei
Shanghai, China

Purpose/Background: the aim of our study was to 
analyze the risk factors for anal fistula recurrence (AFr) 
after surgery, especially the influence of perianal anatomy 
on it, and construct the nomograph model for risk 
prediction.

Methods/Interventions: We performed a retrospective 
analysis of 562 patients with anal fistula who underwent 
fistulectomy between March 2019 and september 2021. 
A one-way analysis of variance was used, followed by 
screening the independent variables with P<0.10, and a 
multifactor logistic regression was performed using the 
forward stepwise method. internal opening location was 
defined as follows : posterior (5 to 7 o’clock), anterior(11 
to 1 o’clock), lateral (2 to 4 o’clock, 8 to 10 o’clock).

Results/Outcome(s): Among 562 cases, the ratio of 
male to female was 8.1:1.0, Postoperative recurrence rate 
was 15.8%(89/562). Horseshoe fistula accounts for 17.2% 
(97/562). Posterior internal opening accounted for 63.8% 
(359/562), while this percentage was 75.2% (73/97) in 
horseshoe fistula cases, which was significantly higher 
than 61.5% (286/465) in non-horseshoe fistula cases  
(P < 0.05). Multivariate logistic regression analysis showed 
that obesity (bMi ≥ 28, or = 2.858, 95% ci: 1.100-
7.426), internal opening location (or = 2.858, 95% ci: 
1.100-7.426), supra-sphincteric fistula (or = 10.256, 
95% ci: 2.456-42.822), horseshoe (or = 3.399, 95% 
ci: 1.374-8.406), one treatment history (or = 50.832, 
95% ci: 19.725-130.998), More than one treatment 
history (or = 204.016, 95% ci: 58.386-712.881), height 
of internal opening (or = 1.624, 95% ci: 1.158-2.278) 
were independent risk factors for anal fistula recurrence  

(P < 0.05). A nomogram was developed. Hosmer–
Lemeshow test showed that the classification model was 
well calibrated (P = 0.815).

Conclusions/Discussion: several patient and fistula- 
related factors are significantly associated with postoper-
ative AFr, and the nomogram model can visually display 
these results. these findings strengthen clinical awareness 
of early warning to identify patients with high-risk disease 
recurrence for AFr.

RETROSPECTIVE ANALYSIS OF THE 
ANAL TONOMETRY FINDINGS IN PRE VS 
POST OPERATIVE PATIENTS OF LASER 
SPHINCTEROTOMY(LS).

ePoster AbstrActs eP495

J. Maheshwari
Jaipur, India

Purpose/Background: A chronic anal fissure can be 
identified by the presence of hypertrophied anal papilla, 
visible internal sphincter fibres at the base of the fissure, 
a sentinel polyp at the distal end or a fibroepithelial polyp 
at the apex. elevated sphincter pressures cause ischemia 
of the anal lining and is responsible for the pain of anal 
fissures and their failure to heal. the present paper eval-
uates the improvement in anal tonometry findings, post 
procedure, corelating with resumption of normal anal 
tone, and thus healing of fissures in patients of chronic 
anal fissures with anal hypertonia who underwent laser 
sphincterotomy.

Methods/Interventions: 187 operated patients (89 males  
and 98 females) of anal fissure by laser sphincterotomy 
were examined retrospectively. the patients with chronic 
anal fissure and severe anal spasm with VAs scores 8-10 
were selected. Anal tonometery was performed using the 
Anal tonometer which recorded the Anal resting pres-
sure[ArD], AMV(maximum contraction)AV (average) 
and AMD(post contraction relaxation) Data ontonom-
etery findings preoperative, and on each follow up visit 
was noted. data on duration of procedure, 6 months 
follow-up data of post-operative complications, resolution 
or persistency were collected. Follow up was scheduled in 
outpatient clinic at 1 week, 3 week, 2 months, 3 months 
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and 6 months post-operatively. the preoperative average 
readings of patients with spasm in males were 120-140 
mmHg and in females it was recorded to be 110- 125 mmHg

Results/Outcome(s): the results showed that patients 
had reduced healing time, early resumption of lifestyle 
activity with no scars following minimally invasive (Ls)
when compared to conservative surgical procedures the 
anal tonometry findings showed significant improvement 
post operatively. the readings became near normal by end 
of 2nd month postoperatively. Post-operative events as 
mild bleeding, pain and pruritis at the follow-up period, 
with 2 cases developing intersphincteric abscess detected 
by end of 1st week.

Conclusions/Discussion: the pathophysiology of 
chronic Anal fissre is the ischemia [secondary to muscle 
spasm], of anal muscle in the region of fissure leading to 
non healing of fissure and pain experienced by the patient. 
anal tonometery is performed using the anal tonometer 
which has a air filled balloon which when inserted inside 
anus gives the anal resting pressures as well as pressure on 
contracting the anal muscle and post contration pressure. 
Anal resting pressures are high in patients of chronic anal 
fissure[cAF], the anal contraction pressures on the other 
hand are low in such patients. tonometeric Measurement 
of post Ls procedure depicts improvement in anal pres-
sures evident by 1st week of surgery. reaching near normal 
by 2nd month postoperative. this significant improvement 
in tonometeric readings is evident in the patients good and 
early recovery and resumption of normal lifestyle activity.

Preoperative and postoperative Anal tonometry findings in Males and 
females of chronic Anal fissure with Anal Hypertonia

INTERSPHINCTERIC SPACE: DOES IT HOLD 
THE KEY TO THE GATEWAY OF TREATMENT 
OF COMPLEX FISTULA IN ANO: ANALYSIS 
INTO INSIGHT.

ePoster AbstrActs eP496

J. Maheshwari
Jaipur, India

Purpose/Background: evaluating, classifying and plan-
ning surgical approach in a minimal invasive way are the 
goals of treatment strategy in complex fistula patients. We 
analyse retrospectively 68 patients of complex fistula in 
ano[in the year 2020-2021] treated by trans anal opening 
of intersphincteric space [tAois] as a minimal invasive, 
sphincter sparing approach.

Methods/Interventions: 68 patients evaluated, clas-
sified, and after preoperative anal tonometery to deter-
mine anal muscle tone, were operated. external (eo)
and internal opening(io) of the fistula tracts defined. 
the trans anal opening [tAois] of intersphincteric 
space(is) performed using curved radiofrequecy probe, 
through the (io), anteriorly in anterior fistulas and poste-
riorly in posterior fistulas. intersphincteric spread in some 
fistulas could be defined and thorough currettage of space 
performed. High rectal extensions and rectal perforations 
could be identified and treated as well, using curettage 
and laser to ablate. the (eo)of the fistula patients were 
thoughly curettaged, irrigated clean with saline, cored out, 
or ablated using radiofrequency or Laser. Postoperatively 
patients early lifestyle resumption was remarkable. wound 
healing monitored in postoperative visits, weekly, in first 
2 weeks, in 10 days for following 1 month and then in 
15 days, until complete healing. few cases required curet-
tage of intersphincteric space by 6 weeks postoperatively 
Anal tonometery was performed at 1 month, 3 month, 6 
month postoperatively, along with physiotherapy. Mri was 
performed in all the cases after wound healing.

Results/Outcome(s): Patients recoverd uneventfully, 
with minor pain on the vas scale 2-4, minor intermittent 
bleeding and discharge per anum. tAios, is a minimal 
invasive treatment approach to complex fistula in ano 
patients.

Conclusions/Discussion: complex Anal fistulas can be 
[high horseshoe] intersphincteric, transphincterc[-high, 
horseshoe, J shaped, multiple eo, io], extrasphincteric, 
and suprasphincteric. treatment strategy involves dealing 
with (eo), dealing with tract, and most important dealing 
with (io) the recurrence and treatment failures usually 
happen because of not identifying [io], or failure of treat-
ment strategy on (io), for e.g suture blow out, or advance-
ment flap failures. the cryptoglandular theory states that 
the abscess originates in (is), sometimes it traverses in 
the (is) and in these cases mere treating the (io) will not 
suffice as infection can again arise in the is space and lead 
to failure of surgical procedure and recurrence of fistula. 
tAois involves internal sphincterotomy, from the io till 



326 ePoster AbstrActs

the is space, the advantage is it being minimal invasive, 
gives proper drainage of is plane, high is tracts which are 
not apparent even on Mri can be identified and tackled, 
horseshoeing in the is plane can be tackled, and chances 
of anal incontinence are avoided as it does not involve 
extensive cutting of external anal sphincter.

PERIANAL ABSCESS AND FISTULA: 
CHARACTERIZING A SIMPLE PROBLEM WITH 
COMPLEX OUTCOMES IN MODERN ERA.

ePoster AbstrActs eP497

s. Gupta, s. Khan, e. steinhagen, s. stein
Cleveland, OH

Purpose/Background: Perianal abscess is an anorectal 
pathology for which the data on its incidence and prev-
alence has not been recently analyzed. Anecdotally, 
providers often quote the rate of conversion from abscess 
to a fistula to be about 50%. However, the literature shows 
a wider range of 30-50%. our aim was to analyze the 
overall incidence and epidemiology of perianal abscesses 
and characterize the rate of fistula development and type 
of surgical intervention.

Methods/Interventions: A retrospective observational 
study was conducted using trinetX, a global federated 
health research network with access to electronic medical 
records (eMrs) from 70 participating health care organi-
zations, from January 2015 to october 2022. All statistical 
analyses were completed on the trinetX online platform. 
icD-10 codes for perianal abscess and fistulas were used. 
We only included patients who had the diagnosis of abscess 
with no fistula at presentation. For cohort of perianal 
abscess, we followed the cohort of perianal abscess with 
added icD-10 codes of fistula from the day of diagnosis 
onwards. We used the following cPt codes to determine 
specific surgical intervention: 46288, 46020, 46030, 46045, 
46280, 46706, 46707, 46040, 45990.

Results/Outcome(s): From 2015-2022, the overall 
incidence was 126 per 100,000 individuals in all partic-
ipating centers using the trinetX database. baseline 
characteristics of these patients include mean age at index 
to be 46.2 years with males (66%) being more frequently 
diagnosed than females (34%). in the perianal abscess 
cohort, patients with abscess were more frequently of 
White race (61%) followed by black/African American 
race (21%). Major comorbidities seen in correlation were 
nicotine dependence (23%), overweight and obesity and 
diabetes mellitus (both at 21%). the incidence of patients 
who developed fistula following abscess were 15.6%. More 
males (68%) were diagnosed with a fistula with individuals 
from non-Hispanic or Latino descent having the highest 
rate (67%). With respect to comorbidities, noninfective 
enteritis and colitis (24%) followed by overweight/obesity 
(23%) were found to be most associated with the risk of 
developing a fistula. nearly half of these patients had to 

proceed with a surgical intervention for perianal fistula 
(47.1%). the most common surgical intervention was 
placement of seton (43%) followed by surgical treatment 
including fistulectomy/fistulotomy (26%).

Conclusions/Discussion: the incidence of perianal 
abscess 126 per 100,000 individuals in the modern era. 
Less than 20% patients go on to develop a fistulous disease. 
certain co-morbidities, especially having history of colitis, 
carry a higher risk of this complication and should be 
considered in counseling these patients.

epidemiology of patient population across the cohorts

BENEFITS OF HPV VACCINATION BEYOND 
CDC RECOMMENDED AGE REMAINS UNCLEAR 
IN THE PREVENTION OF ANAL DYSPLASIA IN 
MEN.

ePoster AbstrActs eP498

L. Lau, t. Vercueil, c. Fong, s. Kim
New York, NY

Purpose/Background: HPV vaccination is recom-
mended ideally before exposure, with catch-up vaccination 
for men only recommended as recently as 2011. A recent, 
follow-up study shows that early or catch-up vaccination 
in men younger than 27 years old have a lower incidence 
of HPV related anal lesions even at 10 years. Positive 
HiV status is associated with greater risk of anal dysplasia. 
With HPV vaccination only conditionally recommended 
for those beyond 27 years of age, it remains unclear if late 
vaccination confers any benefits. this study aims identify 
association between HPV vaccination and HiV status with 
risk of anal dysplasia in men vaccinated after 27 years old.

Methods/Interventions: A prospectively collected 
database of patients evaluated for anal dysplasia by two 
colorectal surgeons at a single institution between 9/2018 
and 8/2022 was reviewed. information on age, sex, HPV 
vaccination status, HiV status, anal pap smear result, and 
biopsy results were collected. only men who were at least 
27 years old in 2011 were included. chi-square statistical 
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analysis of anal dysplasia rates was performed comparing 
associations with vaccination and HiV status.

Results/Outcome(s): 740 unique patients were seen 
for anal pap smear. 412 men met inclusion criteria. the 
median age at time of anal pap smear is 50 years (34 to 
79). the HPV vaccination status was known for 382 
patients and HiV status for 391 patients. only 18 men 
(4.7%) of known vaccination status were vaccinated. 259 
men (66.2%) were HiV+, of which only 12 (4.8%) were 
vaccinated. compared to the unvaccinated group, vacci-
nated men were more likely to have abnormal anal pap 
smears (83.3% vs 68.6%, p=0.35) and abnormal biopsy 
results (Ain 1-3) (85.7% vs 70.8%, p=0.26). HiV+ men 
were significantly more likely to have abnormal anal pap 
smears, 72.6% vs 62.1%, p= 0.03. this group also had 
more abnormal biopsy results 34.3% vs 29%, p = 0.08. 
comparing vaccinated and unvaccinated HiV+ men, anal 
dysplasia rates did not significantly differ, p=0.10.

Conclusions/Discussion: only a small percentage of 
men, 4.7%, are vaccinated against HPV beyond recom-
mended age, which is a limitation of this study. We showed 
that vaccination status and HiV+ status were not asso-
ciated with greater dysplasia rates with statistical signifi-
cance. However, men with HiV+ status were significantly 
to have abnormal pap smears. it remains to be seen if HPV 
vaccination after the recommended age of 27 provides any 
benefit, particularly in HiV+ men who are at greater risk 
of anal dysplasia and anal cancer. More studies are needed 
to determine benefits in HPV vaccinations in men beyond 
recommended age.

AUGMENTED SURGICAL REPAIR OF COMPLEX 
ANAL FISTULA USING AUTOLOGOUS 
PLATELET-RICH PLASMA AND ACELLULAR 
BIOLOGIC MATRIX– A PILOT STUDY.

ePoster AbstrActs eP499

J. Muniz castro, c. Xing, J. Van eps
Houston, TX

Purpose/Background: treating complex anal fistulas 
remains a blight for the colorectal surgery community. even 
when performed by seasoned surgeons, sphincter-sparing 
operations entail a roughly 25-30% risk of fistula recur-
rence. Various biologic agents have been investigated for 
their ability to augment soft tissue wound healing. the 
bioactive factors and provisional matrix provided by plate-
let-rich plasma (PrP) along with its autologous nature and 
anti-inflammatory, anti-bacterial properties make it an 
attractive candidate. biologic acellular matrices (AM) act 
as a scaffold for recruited cells to build upon and have been 
commercially available for decades. our study is the first to 
investigate the combination of PrP and AM to augment 
surgical treatment of complex fistulas. the purpose of this 
pilot study is to investigate the safety and feasibility of this 
technique before an upcoming randomized clinical trial.

Methods/Interventions: We performed a retrospective 
review of patients who underwent complex anal fistula 
repair by ligation of intersphincteric fistula tract (LiFt) or 
advancement flap augmented by autologous PrP and AM. 
Patients received Acell MicromatrixÒmixed with 5-8cc 
of autologous PrP obtained using an Arthrex AngelÒkit. 
Half of the mixture was reconstituted and injected at the 
internal closure site, tissue bed of a flap, and along the 
fistula tract just outside the wall, while the other half 
was mixed at a 1cc:100g ratio to make a paste used to fill 
the fistula lumen. the primary endpoint was safety, with 
avoidance of adverse events (Ae), and secondary endpoint 
was fistula recurrence. Patients were followed at regular 
intervals and clinical exam including anoscopy. Patients 
with a recurrent fistula, blind-ending sinus, multiple 
branching tracts, history of preceding horseshoe abscess, 
or any fistula associated with immunosuppression were 
classified as high-risk. institutional review board approval 
was obtained.

Results/Outcome(s): in total, 11 patients received 
augmented repair by a single surgeon with an average 
follow-up of 542 (+221) days. six cases were considered 
high risk. no treatment-specific Ae occurred. three 
patients suffered recurrence (2 LiFt, 1 flap)- 2/5 average 
risk patients and only 1/6 high risk patients. clinicians 
anecdotally noted shorter times to external healing and 
drainage cessation, and less postoperative pain and narcotic 
use compared to historical controls without biologic agents, 
but these were not defined outcome endpoints.

Conclusions/Discussion: this pilot study demonstrates 
a new technique of concurrently applying PrP and AM to 
augment complex fistula repair. Although successful repair 
may be increased in high-risk patients, any clinical conclu-
sions are limited by the small number of patients. However, 
it appears to be a safe approach. Adequately powered, 
forthcoming pragmatic studies are required to define the 
clinical effectiveness of this new technique.
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IS LASER AN EFFECTIVE TOOL TO TREAT 
HIGH INTERSPHINCTERIC COMPONENTS OF 
COMPLEX FISTULAS?

ePoster AbstrActs eP500

J. Maheshwari
Jaipur, India

Purpose/Background: High intersphincteric tracts 
can be present in high complex, intersphincteric [is] 
or complex transphincteric[ts] fistulas. the tracts can 
be seen traversing up the intersphincteric plane while 
performing the trans anal opening of is[tAois] plane in 
complex fistulas, they can end blind or a rectal perforation 
can be traced up. the tracts can be very thin. treating 
these thin tracts can be a challenge and if untreated they 
can be a cause of recurrence of fistula. Diode 1470nm laser 
fistula fibre comes in 2 diameters, and is a very effective 
tool to treat such high [is] tracts.

Methods/Interventions: 12 patientsof high complex 
fistula [8ts,4 is] were operated [2020-2021].After iden-
tifying the internal opening in each case of anterior or 
posterior fistula, tAois was performed. As the is plane 
opened, the high extensions could be visible and traced 
upward. in 2 patients there were 2 high is tracts. none of 
the patients had visible intersphincteric high extensions 
apparent on Mri. the tracts were curettaged carefully and 
then treated with1470 diode laser, using round tip fistula 
fibre on cW settings. in some cases the tracts were excised 
using bare fibre of Laser. in cases with rectal perforation, 
figure of eight was taken at the site with 2-0 polyglycolic. 
the transphincteric tracts and external openings of fistula 
were also treated with laser fibre. the patients discharged 
in 1 or 2 days. Followed up weekly for 1st 2 weeks then 
fortnightly for 3 months postoperatively. on complete clin-
ical healing, Mri was prescribed as a standard.

Results/Outcome(s): the recovery was uneventful 
in all the patients. the pain score ranged from 2 -4 on 
VAs scale, reaching 0 by end of 6 week postoperatively. 
Mild bleeding, discharge per anum reduced with wound 
healing, and itching during final stages of wound healing 
were common post operative symptoms. Physiotherapy 
with Anal tonometry was performed at 1, 3, and 6 month 
postoperatively which showed improvement in parametres

Conclusions/Discussion: Mentioned by eisenhammer 
in 1958, the is space has a significance in pathogenesis 
and management of Anal fistula. the intersphincteric 
component is present in most complex fistulas. drainage of 
the is space with identification and treatment of superior 
extensions of tracts in the is plane is crucial to prevent 
recurrence in complex fistula. Diode 1470 Laser is a new 
novel tool to treat higher extensions of is tracts, the tracts 
can be curettaged and then treated using the round tip 
fistula fibre, which comes in 2 diametres, for use as per 
the diameter of the tracts. the very thin intersphincteric 
superior extensions can be finely cored and dissected up 
using the bare fibre which gives a very neat dissection. 

to conclude, Laser enables fine meticulous dissection or 
ablation, of the higher is tracts in a minimal invasive way, 
thus minimising recurrences, minimising damage to anal 
sphincter complex, and early postoperative recovery in 
high complex anal fistulas.

LASERS: CAN IT BE A GOLD STANDARD 
FOR TREATMENT OF GRADE 2 AND 3 
HEMORRHOIDS.

ePoster AbstrActs eP501

J. Maheshwari
Jaipur, India

Purpose/Background: Hemorrhoids are the most 
common anorectal complaint, and approximately 10-20% 
of patients with symptomatic hemorrhoids require surgery. 
A surgical procedure which has less postoperative pain, 
less bleedimg and less chances of recurrences along with 
being minimal invasive is looked upon to by patients. Laser 
procedure of Hemorrhoids is a new novel technique which 
has all the advantages of minimal invasive procedure. 
we analyse 57 patients who undewent laser produre for 
hemorrhoids [2016-2021]

Methods/Interventions: Preoperative workup of 
patients included routine blood investigations, chest 
Xray, ultrasonography abdomen, and colonoscopy. the 
patients were operated under epidural anaesthesia. the 
Hemorrhoidal arterial ligation [HAL] was performed for 
each hemorrhoidal mass prior to performing laser proce-
dure. the conical tip fibre of 1470 diode laser was used. 
the fibre was made to enter the submucosal plane of the 
hemorrhoid mass through the mucocutaneous junction. 
the tip of the fibre was rotated while delivering laser energy 
in the submucosal plane, so as to avoid stickinf of the tip. 
each hemorrhoid mass was deliverd 150 to maximum of 
250 joules of energy. ice was placed in the anal canal post 
procedure. Additional procedures like excision of external 
hemorrhoids, fissurectomy, laser sphincterotomy were also 
performed in some cases. the patients were discharged 
on the next day of surgery on a regular diet. they were 
prescribed Micronised purified flavonoid fraction[MPFF], 
antibiotics, analgesics and stool softners. for the first 
postoperative week, followed by continuation of MPFFfor 
another week and stool softners upto 3 months.. postoper-
ative follow up visits were at 1, 3 weeks, and then monthly 
upto 3 months.

Results/Outcome(s): the most common postopera-
tive symtoms were mild pain[VsA 0-2], mild bleeding, 
discharge and itching. the patients resumed their lifestyle 
early, and returned to workplace in a week after the 
procedure.

Conclusions/Discussion: Proper classification of 
hemorrhoidal disease is a must before planning the treat-
ment strategy. for a hemorrhoidal disease, of grade 2 and 3, 
invoving less than 50 percent of rectal mucosa, Lasers can 
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be the be the best minimal invasive approach. in conclu-
sion Laser procedure for grade 2 and 3 hemorrhoids can be 
considered as the gold standard of treatment.

DOES SOCIOECONOMIC STATUS INFLUENCE 
OUTCOMES OF PERIANAL ABSCESS?

ePoster AbstrActs eP502

L. Hakki, b. Kuritzkes, J. Knowles, J. church, P. Kiran
New York, NY

Purpose/Background: initial care of perianal abscess is 
often provided in the emergency setting. Decreased access 
to follow-up care among socioeconomically vulnerable 
patients may be associated with adverse outcomes, yet 
little is known about the demographics of patients with 
perianal abscess. We present the first study to examine 
the association between demographic, socioeconomic, and 
comorbidity and outcomes of perianal abscess.

Methods/Interventions: A retrospective review 
of patients undergoing emergency drainage of perianal 
abscess at a tertiary referral center, January 2020-June 
2022, was performed. Patients with inflammatory bowel 
disease or anorectal malignancy were excluded. Access to 
care was determined by insurance status, which was clas-
sified as well-insured (employer-sponsored, union-spon-
sored, non-group, or Medicare plans) or under-insured 
(Medicaid, essential plans, or no insurance). correlation 
was determined with Pearson chi-squared, Fisher exact or 
Wilcoxon rank sum tests, as appropriate.

Results/Outcome(s): 159 patients underwent emer-
gency drainage of perianal abscess during the study period. 
Median age was 39 years (interquartile range, 30-52); 
122 patients (77%) were male, and 87 (55%) were 
under-insured. Under-insured patients were more likely 
to self-identify as non-white (82%), Hispanic (63%), 
and tobacco users (32%). only 62% of the study popula-
tion attended outpatient follow-up. those who attended 
follow-up were more likely to be well-insured (71% vs 54%, 
p=0.03). 61 (38%) patients re-presented to the emergency 
department with persistent or recurrent symptoms. Under-
insured patients were more likely to return to the emer-
gency department (46% vs 29%, p<0.05). of 98 patients 
seen in follow-up, 44 patients (45%) developed an anal 
fistula; median time to fistula diagnosis was 25 days (inter-
quartile range, 0-51). rates of fistula formation did not 
vary significantly with bMi, tobacco use, diabetes, other 
comorbidity, or insurance status (all p≥0.05). 33 patients 
underwent fistula repair with median time to healing of 
142 days; rates of fistula repair and time to recovery did not 
vary with insurance status.

Conclusions/Discussion: We find that 45% of patients 
undergoing perianal abscess drainage develop an anal 
fistula. Under-insured patients with perianal sepsis are 
at equal risk for fistula formation as their better-insured  
counterparts, but they are more likely to be lost to follow-up 

and experience higher rates of emergency department 
recidivism. this has important implications for quality of 
life, functional outcome, and cost of care. Future efforts 
should target patient and system factors to reduce inequi-
ties in care.

MODIFIED MARTIUS-LIFT: AN EFFECTIVE 
SURGICAL OPTION IN RECURRENT RECTO-
VAGINAL FISTULAS.

ePoster AbstrActs eP503

s. Wu, M. Al Khaldi, r. ratelle, M. Gagnon-Konamna, 
F. schwenter, H. sebajang, r. Wassef, c. richard, 
F. Dagbert, r. Loungnarath, b. reichetzer, s. ouellet, 
É. De broux
Montreal, QC, Canada

Purpose/Background: recto-vaginal (rV) fistulas 
remain an entity within the spectrum of benign anorectal 
diseases that carries significant morbidity in terms of 
quality of life. the aim of this single-center retrospective 
case series is to explore the efficacy of an additional surgical 
option for recurrent recto-vaginal fistulas: a combined 
Modified Martius Flap and Ligation of intersphincteric 
Fistula tract (LiFt) technique.

Methods/Interventions: A chart review spanning 2010-
2022 was conducted to identify all rectovaginal fistulas 
that were treated with the combined Modified Martius-
LiFt technique at the centre Hospitalier de l’Université 
de Montréal (cHUM). All adult patients with rV fistulas 
were included, regardless of fistula etiology. the primary 
outcome was defined as the cure of rV fistula, while the 
secondary outcome was defined as time to recurrence.

Results/Outcome(s): between 2010-2022, 489 cases of 
perianal and recto-vaginal fistulas were initially identified, 
of which 19 cases of recto-vaginal fistulas were included in 
this study. Average age was 45 ± 11.3 years, with 84% (16) 
of patients having had prior rV fistula repair attempts. 
eleven patients (58%) were active smokers, and five (26%) 
had medical history of inflammatory bowel Disease (ibD). 
ten (52.6%) developed fistulas in a post-partum context. 
only two patients (10.5%) had stomas prior to their 
Modified Martius-LiFt procedure. overall, 14 patients 
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(74%) experienced a cure of their rV fistula. Median 
follow-up time was 8.8 months [4.6-25]. of the 5 patients 
who recurred, median time to recurrence was 3.1 months 
[2.1-4.5]. this study is limited by its retrospective, single-
center nature and its limited number of patients.

Conclusions/Discussion: this retrospective case series 
demonstrates that a Modified Martius-LiFt technique is 
an effective surgical option to be considered, particularly 
in recurrent rV fistula cases. these findings could serve 
as guidance towards a future prospective study comparing 
this combined technique with current traditional surgical 
options.

LACK OF REPORTING AND REPRESENTATION 
OF RACIALLY AND ETHNICALLY DIVERSE 
PARTICIPANTS IN US-BASED COLORECTAL 
SURGERY TRIALS.

ePoster AbstrActs eP504

A. ore, b. Liu, K. Arndt, r. Arean sanz, A. Hernandez, 
c. Ponce, P. bain, e. Messaris
Boston, MA

Purpose/Background: Despite the established national 
institute of Health revitalization Act (1993) which aims 
to include ethnic and racial minority representation in 
surgical trials (sts), racial and ethnic enrollment dispar-
ities persist. in colorectal surgery, retrospective studies 
have found worse outcomes for racial/ethnic minorities 
undergoing colorectal cancer management, our goal is to 
assess enrollment and representation of non-White partic-
ipants in sts

Methods/Interventions: With the help of an expert 
librarian search terms were created to identify sts. 
inclusion criteria included: trials performed in the United 
states between January 1st 2000 and May 30th, 2022, 
colorectal cancer diagnosis, with a surgical intervention, 
technique, or postoperative outcome. trials evaluating 
chemotherapy, radiotherapy or other medical interventions 
were excluded. search was performed using MeDLine 
(ovid), embase, Web of science, and cochrane central. 
Primary outcome was rate of race and ethnicity reporting 
in sts. Pooled proportion analysis and meta-regression 
was performed to identify proportion of patients by race 
and ethnicity included in sts, and association of year of 
publication and funding source.

Results/Outcome(s): We screened 10,673 unique 
publications, of which 80 were examined in full-text. 18 
studies met our inclusion criteria. 66.7% (12) of trials did 
not report race, 16.7% (3) reported race as proportion of 
White participants only, and 16.7% (3) reported three or 
more races. there was no description of ethnicity in 78% 
(14) of trials, with 11% (2) describing “non-caucasian” as 
ethnicity, and 11% (2) describing only Hispanic ethnicity. 
Pooled proportion of black participants in sts was 7%, 
compared to a Us population proportion of 13.6%, Asian 

participants had a pooled proportion of 4.6%, in contrast 
to a Us population proportion of 6.1%, Hispanic patients 
had a pooled proportion of 4.1%, and represent 18.9% of 
the Us population. Publication year was not associated 
with increased odds of race reporting in sts (or 0.94, 
p=0.378), and government funding source was associ-
ated with 10% less chances of race reporting (or 0.90, 
p=0.016)

Conclusions/Discussion: both race and ethnicity are 
severely underreported in colorectal surgical trials. When 
reported, the number of participants recruited for trials are 
not a representation of the diversity in race and ethnicity 
the Us has in its population. the inadequate representa-
tion in clinical trials has the potential of prolonging the 
already known outcome disparities of minority patients in 
colorectal cancer management.

ARE THERE ANY SURVIVAL DIFFERENCES 
BETWEEN SYNCHRONOUS AND 
METACHRONOUS LIVER METASTATIC COLON 
CANCER- A 7-YEAR COHORT OF NATIONAL 
HEALTH INSURANCE RESEARCH DATABASE.

ePoster AbstrActs eP505

c. Lin, F. chiang
Taichung, Taiwan

Purpose/Background: colorectal cancer is the third 
most common malignancies worldwide. Among patients 
who first diagnosed colorectal cancer, up to 25% patient 
had metastatic disease. Liver first approach, new concepts 
of treatment for colorectal cancer liver metastasis (crLM) 
had emerge since 2000. Whether synchronous or meta-
chronous crLM had better survival benefits was still 
in debate and lack of large number cases study. our 
purpose is to investigate survival, patient characteristics 
and different of treatment between synchronous crLM 
and metachronous crLM in taiwan population

Methods/Interventions: We analyzed data retrospec-
tively on national Health insurance research database 
between January 2003 to December 2010. All patient 
with crLM with liver and colon resection were identified. 
synchronous liver crLM were defined any crLM iden-
tified within 6 months after colorectal cancer detected. 
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clinical variables were compared between the patient 
groups, and survival outcomes were characterized.

Results/Outcome(s): there were 1935 patients noti-
fied in synchronous crLM and 648 patients notified 
in metachronous crLM group. Five year survival rate 
of synchornous liver metastasis was 31.4%, comparing 
with metachronous crLM, 39.3% (p<0.05). neoadjuvant 
regimens were also differed in both groups (p<0.001). in 
multivariable analysis, age, synchronous crLM, and adju-
vant chemotherapy may have significant risk on patient 
survival and oxaiplatin based chemotherapy was superior 
then irinotican based chemotherpy. With Kaplan-Meier 
method, it was also obvious to note liver resection will 
increase survival benefits comparing to no liver resection 
in crLM patients.

Conclusions/Discussion: Patients with synchronous 
colorectal liver metastases had significant lower 5-year 
overall and disease-free survival, comparing to patients 
with metachronous liver metastases. Further factors as 
resection strategies and neoadjuvant therapy regimens 
should be evaluated in the future.

oxaliplatin based chemtherapy had better survival benifit than irinoti-
can based chemotherapy in both synchronous crLM and metachronous 
crLM

SATISFACTION FOR REGIONAL 
POSTOPERATIVE REFERRAL PATIENTS 
WITH COLORECTAL CANCER FOLLOWING 
ENHANCED RECOVERY AFTER SURGERY: A 
CROSS-SECTIONAL STUDY.

ePoster AbstrActs eP506

P. Xie, Y. Ding, Q. Deng, X. chen, Q. Yu, X. Wang
Chengdu, China

Purpose/Background: to investigate the status quo of 
satisfaction for regional postoperative referral patients with 
colorectal cancer (crc) following enhanced recovery 
After surgery and to explore its influencing factors.

Methods/Interventions: A cross-sectional survey was 
conducted at some hospitals in chengdu, china. self-
designed general information and satisfaction question-
naire were delivered to 214 regional postoperative referral 
patients with crc following enhanced recovery After 
surgery. the questionnaire consisted of four dimen-
sions: referral process, diagnostic and treatment services, 
the environment of hospitals and the convenience of 
medical treatment, overall satisfaction, and 1 open-ended 
question. We used the Mann-Whitney U test and the 
Kruskal-Wallis H test to perform a one-factor analysis of 
the factors affecting the satisfaction of each dimension, 
and the correlation of overall satisfaction to each satisfac-
tion dimension was analyzed using spearman correlation 
Analysis.

Results/Outcome(s): 214 regional postoperative 
referral patients with crc following enhanced recovery 
After surgery were included in this cross-sectional study. 
the overall satisfaction score of this survey was (3.390 
± 0.715), with the highest score of diagnosis and treat-
ment services (3.270 ± 0.853) and the lowest score of the 
environment of hospitals and the convenience of medical 
treatment (3.050 ± 0.860). the spearman correlation 
analysis showed that the environment of hospitals and the 
convenience of medical treatment (r=0.642, P<0.001) 
were associated with overall satisfaction significantly. the 
rank sum test and Mann-whitney U analysis showed that 
the overall satisfaction of referral patients was affected 
by patients’ gender (P= 0.815), age (P= 0.291), marital 
status (P=0.263), educational level (P= 0.199), occupa-
tion (P=0.479) and payment form of medical expenses 
(P=0.124). And the rank sum test and Mann-whitney U 
analysis showed that the influence of gender (P=0.023) 
on referral process satisfaction and the effect of education 
(P=0.033) on referral service satisfaction were significant.

Conclusions/Discussion: We found that the satisfac-
tion of crc referral patients needs to be improved. the 
environment of hospitals and the convenience of medical 
treatment had the greatest impact on overall satisfaction, 
which may be related to the increased need for a good 
inpatient environment and amenities for patients in the 
postoperative recovery period. our study suggested that 
female patients generally more satisfied with the referral 
process than males. At the same time, the educational 
level had the most significant impact on the satisfaction 
of treatment services. Medical personnel should pay more 
attention to assessing patients’ educational levels during 
the treatment process and provide answers to patients’ 
questions in line with their educational level.
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OUTCOMES OF COLORECTAL ROBOTIC 
SURGERY IN NEWLY ESTABLISHED ROBOTIC 
SURGERY CENTER: A CASE SERIES.

ePoster AbstrActs eP507

D. soliman1, A. Al-Khamis1, s. Almazeedi2, 
b. Alshaban2, s. Alsafran1

1Kuwait, Kuwait; 2Surra, Kuwait

Purpose/Background: the adoption of robotic surgery 
in the Middle east has been slow, and there is very limited 
data regarding outcomes in newly established programs. 
our aim is to report our experience and outcomes of 
robotic colorectal surgery performed by fellowship-trained 
robotic colorectal surgeons.

Methods/Interventions: this is a retrospective case 
series of 34 patients collected from Jaber Al Ahmad 
hospital surgical department in the state of Kuwait 
from 11/2021 till 08/2022. the data was collected using 
patients’ electronic medical records. Primary outcomes 
were postoperative morbidity and mortality, conversion to 
open, and length of hospital stay.

Results/Outcome(s): the most common indications 
for surgery were rectal adenocarcinoma (n=13, 38.2%), 
colon adenocarcinoma (n=12, 35.3%), and complicated 
diverticulitis (n=4, 11.8%). other indications were rectal 
prolapse (n=3, 8.8%), ulcerative colitis (n=1, 2.9%), and 
colonic inertia (n=1, 2.9%). the most common operations 
were low anterior resection (n=18, 52.9%), abdomino-
perineal resection (n=5, 14.7%), partial colectomy (n=8, 

23.5%), and rectopexy (n=3, 8.8%). eleven patients 
(32.4%) had a postoperative complication within 30 days 
of surgery. All complications were defined according to the 
clavien-Dindo classification. Most of the complications 
were mild to moderate (Grades i-ii). the most common 
postoperative complications were intra-abdominal and 
rectus sheath hematoma (n=4, 10.8%) and acute kidney 
injury (n=4, 10.8%). two patients had an intra-abdominal 
abscess (Grade ii), while one patient had an anastomotic 
leak requiring reoperation (Grade iV). other complica-
tions include pulmonary embolism (Grade ii) (n=1, 2.7%) 
and local ischemia in the loop ileostomy requiring local 
revision (Grade iiib) (n=1, 2.7%). the mean length of 
stay in the hospital was eight days. there were no conver-
sions to open surgery, and there was no reported mortality 
within 30 days of surgery.

Conclusions/Discussion: in newly established rela-
tively small programs, robotic colorectal surgery performed 
by fellowship-trained surgeons can result in comparable 
outcomes to other well-established larger robotic programs 
or other programs utilizing alternative minimally invasive 
techniques.

COMPARISON OF HEALTHCARE 
EXPENDITURES FOR MINIMALLY INVASIVE VS. 
OPEN COLECTOMY IN COLON CANCER.

ePoster AbstrActs eP508

A. bastawrous1, i. shih4, Y. Li4, M. Khalil2, b. Almaz1, 
r. cleary3

1Seattle, WA; 2Nashville, TN; 3Ann Arbor, MI; 4Sunnyvale, 
CA

Purpose/Background: Most studies comparing surgical 
platforms focus on short-term outcomes. in this study, we 
compare the expanding societal penetration of minimally 
invasive surgery with open colectomy by assessing payer 
and patient expenditures for up to one year for patients 
undergoing surgery for colon cancer.

Methods/Interventions: We analyzed the ibM 
Marketscan Database for patients who underwent a left 
or right colectomy for colon cancer between 2013 and 
2020. outcomes included perioperative complications 
and total healthcare expenditures up to 1-year following 
colectomy. We compared results for patients with open 
colectomy (os) to those with minimally invasive (Mis) 
operations. subgroup analyses were performed for adjuvant 
chemotherapy (Ac+) versus no adjuvant chemotherapy 
(Ac-) groups and for laparoscopic (Ls) versus robotic (rs) 
approaches.

Results/Outcome(s): of 7,063 patients, 4417 cases 
did not receive adjuvant chemotherapy (os: 20.1%, 
Ls: 67.1%, rs: 12.7%) and 2646 cases had adjuvant 
chemotherapy (os: 28.4%, Ls: 58.7%, rs: 12.9%) after 
discharge. Mis colectomy was associated with lower mean 
expenditure at index surgery as well as at post-discharge 



 333

periods for Ac- patients (index surgery: $34,588 vs 
$36,975; 365-day post-discharge $20,051 vs $24,309) and 
for Ac+ patients (index surgery: $37,884 vs $42,160; 
365-day post-discharge $103,341vs $135,113; p<0.001 
for all comparisons). Ls had similar index surgery expen-
ditures but significantly higher expenditures at post-dis-
charge 30-days (Ac- : $2,834 vs $2276, p=0.005; Ac+: 
$9,100 vs $7,698, p=0.020) than rs. the overall compli-
cation rate was significantly lower in the Mis group than 
in the open group for Ac- patients (20.5% vs. 31.2%) and 
Ac+ patients (22.6% vs. 39.1%, both p<0.001).

Conclusions/Discussion: Mis colectomy is associated 
with lower mean healthcare expenditures compared to the 
open approach for colon cancer at the index operation and 
at 365-days post-discharge. Healthcare expenditures for Ls 
were higher than for rs at 30 days. the complication rate 
was lower in the Mis group than in the open group.

Figure. time series graphics for the unadjusted expenditures. Health 
care expenditure was calculated by adding hospital and physician pay-
ments during the inpatient stay (index surgery) and all health services 
related costs within the 1-year after discharge, including inpatient, 
outpatient, and prescription drug services cumulatively. Ls, laparoscopic 
surgery; rs, robotic surgery.

IMMEDIATE POSTOPERATIVE 
INTRAPERITONEAL DRAIN CEA LEVEL CAN 
AID IN RECURRENCE PREDICTION IN RECTAL 
CANCER.

ePoster AbstrActs eP509

e. Park, M. Park, s. Yang, Y. Han, M. cho, H. Hur, 
K. Lee, b. Min
Seodaemun-gu, Korea (the Republic of)

Purpose/Background: As prevalence of colorectal 
cancer increases, the emphasis on modalities for disease 
screening and recurrence surveillance rises. During 
patients’ follow-up, serum ceA level is checked periodi-
cally, but its low sensitivity has always been an issue. We 
aimed to explore how checking ceA level in intraper-
itoneal drain postoperatively can support in recurrence 
screening

Methods/Interventions: retrospective review of 
consecutive patients undergoing colorectal cancer oper-
ation at a single center, by a single surgeon between 
2014/07-2018/11 was conducted. Primary colon or rectal 
cancer patients who had curative resection were included. 
Palliative resection, patients who did not have bowel resec-
tion, and those who did not have intraperitoneal drain 
insertion were excluded. total of 354 cases were included 
in the analysis

Results/Outcome(s): Patients’ general characteristics 
(i.e. age, gender, bMi) did not show significant differences. 
Median level of serum ceA (sceA) was 2.63ng/mL preop-
eratively and 1.27ng/mL on postoperative day 7. For peri-
toneal ceA (pceA) level, results were 6.88ng/mL, 4.41ng/
mL, and 2.17ng/mL for postoperative 0, 1, 5 day (PoD0, 
1, 5), respectively. on this study, sensitivity and specificity 
of preoperative sceA for recurrence was both 62.0% at 
cutoff of 3.3ng/mL (AUc 0.66, p <0.001). results were 
comparable for pceA, and especially for immediate post-
opearative day pceA (PoD0 pceA), which showed 61% 
of sensitivity and 60% of specificity at cutoff of 8.71ng/mL 
(AUc 0.63, p=0.001). At cutoff of 5ng/mL, patients with 
elevated PoD0 pceA had higher t stage (p<0.001), larger 
tumor size (p<0.001), longer proximal (p=0.001) and 
distal margin (p<0.00 1), more harvested Lns (p=0.005) 
and higher number of recurrences (p=0.002). number of 
recurrences was higher for all postoperative 0, 1, 5 days 
(p=0.002, 0.002, and 0.044 respectively). When adjusted 
for clinical or pathological features known to be associated 
with higher risk of recurrence, PoD0 pceA elevation had 
higher risk (Hr=1.91, p=0.045). separate analysis was 
done according to tumor location (colon or rectum), and 
it revealed PoD0 pceA elevation to be associated with 
increased risk for recurrence for rectal cancer patients 
(Hr 3.81, p=0.016), but not for colon cancer patients. 
Moreover, sceA elevation did not have statistically signif-
icant association with recurrence risk similar to previous 
studies, 5-year disease free survival and overall survival 
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were not different between normal and elevated pceA 
groups, but neither did normal and elevated sceA groups

Conclusions/Discussion: As insertion of intraperito-
neal drain is mostly routinely-done after colorectal cancer 
operations, checking peritoneal ceA level can be done 
readily and the results, from our study results, can aid 
as a reference in recurrence risk stratification along with 
serum ceA level for rectal cancer patients under cancer 
survivorship

table. cox regression analysis for recurrence risk for rectal cancer 
patients

COLORECTAL SARCOMATOID CARCINOMA: 
MAYO CLINIC EXPERIENCE.

ePoster AbstrActs eP510

D. souza2, s. Kelley1

1Rochester, MN; 2Irvine, CA

Purpose/Background: Primary colorectal sarcomatoid 
carcinomas are rare neoplasms, representing less than 0.1% 
of all colorectal malignancies. survival tends to be poor, 
and no treatment guidelines have been established. the 
aim of our study is to describe the presentation, manage-
ment, and outcomes of primary colorectal sarcomatoid 
carcinomas.

Methods/Interventions: A retrospective database 
review was performed using the Mayo clinic cancer 
registry from 1992 - 2022. Pathology reports were screened 
to identify pathological diagnosis of primary colorectal 
sarcomatoid carcinomas. Patients were excluded if the 
sarcomatoid carcinoma was primary elsewhere and meta-
static to the colon and/or rectum.

Results/Outcome(s): six patients (3 female) were 
diagnosed with primary colorectal sarcomatoid carcinoma. 
Mean age of diagnosis was 60 years (range, 49 - 72). the 
mean time between onset of symptoms and diagnosis 
was 2.7 months (range, 0.5 - 6). Hematochezia was the 
presenting symptom in 83% (n=5) and the mean tumor 
size at diagnosis was 4.8 cm (range, 2.8 - 7.0). Four (66%) 
neoplasms were in the rectum, one in the sigmoid colon, 
and one in the transverse colon. At the time of diag-
nosis none had distant metastasis. one patient received 

neoadjuvant radiotherapy, and none received neoadju-
vant chemotherapy. endoscopic resection was performed 
in three and the others underwent surgical resection 
(extended right hemicolectomy, sigmoid colectomy, and 
low anterior resection). other than the radial margin of 
the sigmoidectomy, margins were negative in five (83%). 
two patients were found to have positive regional lymph 
nodes. Postoperatively, one patient received adjuvant 
chemoradiotherapy (endoscopic resection with 1 positive 
lymph node), one received chemotherapy (sigmoidec-
tomy with 25 of 44 positive lymph nodes), one refused 
further therapy (extended right hemicolectomy), and 
three were offered surveillance alone (two endoscopic 
and one low anterior resection). Mean follow-up was 25.4 
months (range, 3 - 60), during which four patients (66%) 
experienced metastatic recurrence and expired, one died 
secondary to unrelated comorbidities, and one endoscopic 
rectal resection (alive at the time of this study) developed 
local recurrence requiring re-excision with a transanal 
approach. the mean survival among those with colonic 
and rectal sarcomatoid carcinoma was 7 (range, 3 - 11) and 
39 months (range, 9 - 60), respectively.

Conclusions/Discussion: this is the largest reported 
single-institution series of primary colorectal sarcomatoid 
carcinoma. our experience revealed an aggressive tumor 
biology with high rates of recurrence following endoscopic 
excision and surgical resection. new avenues of treatment 
need to be explored.

CLINICOPATHOLOGIC CHARACTERISTICS 
AND PROGNOSIS OF SYNCHRONOUS AND 
METACHRONOUS COLORECTAL CANCER: A 
RETROSPECTIVE COHORT STUDY.

ePoster AbstrActs eP511

W. Zhang, H. Fan, G. Yu, r. wen, L. Zhou, r. Meng, 
L. Hao, Z. Lou, X. Gao
Shanghai, China

Purpose/Background: As a specific and rare type of 
colorectal cancer (crc), evidence about synchronous 
crc (scrc) and metachronous crc (Mcrc) are 
controversial. this study aimed to investigate the clinico-
pathologic characteristics and prognosis between scrc 
and Mcrc.

Methods/Interventions: Patients who underwent 
surgery for scrc and Mcrc at colorectal surgery depart-
ment of shanghai changhai hospital between January 
2000 and December 2021 were included. Perioperative 
indicators were comprehensively compared and included 
in survival analyses.

Results/Outcome(s): A total of 563 patients with 
scrc (n = 372) and Mcrc (n = 191) were included. 
Patients with scrc were more likely to have long onset 
time, multiple polyps, positive ceA, advanced tnM 
stage, large tumor, perineural invasion (Pni), p53 positive 
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expression, mismatch repair proficient (pMMr) and post-
operative chemoradiotherapy (crt). compared with 
Mcrc, patients with scrc showed worse 5-year overall 
survival (os) (68.6%±3.0% vs 81.9%±3.5%, P=0.018) 
and 5-year disease-free survival (DFs) (61.2%±3.1% vs 
71.0%±3.9%, P=0.022). in the subgroup analysis, separate 
segmental resection was an independent risk factor for 
long-term outcomes of bilateral scrc.

Conclusions/Discussion: the clinicopathologic and 
molecular features exhibited differences between scrc 
and Mcrc. Patients with scrc show a worse prognosis 
than those with Mcrc. bilateral scrc required extended 
resection for a better long-term outcome.

DEVELOPMENT OF NOVEL 
PROGNOSTIC SCORE BASED ON THE 
INDICATORS REFLECTING THE TUMOR 
GLANDULAR DIFFERENTIATION AND 
MICROENVIRONMENT FOR PATIENTS WITH 
COLORECTAL CANCER.

ePoster AbstrActs eP512

t. Kobayashi1, M. ishida2, H. Miki1, M. Hatta1, 
M. Hamada1, M. sekimoto1

1Hirakata, Japan; 2Takatsuki, Japan

Purpose/Background: the establishment of prognostic 
stratification in patients with colorectal cancer (crc) is a 
very important issue in the field of oncology. several prog-
nostic indicators and nomograms have been proposed. it 
has been well recognized that a tumor microenvironment 
plays important roles in tumor invasion and metastasis. 
Desmoplastic reaction (Dr) is an established histopatho-
logical prognostic indicator for resected specimens from 
patients with crc. Accordingly, the aim of the present 
study was to analyze the prognostic significance of combined 
histopathological indicators reflecting both tumor glan-
dular differentiation (HGD) and microenvironment.

Methods/Interventions: Patient selection We selected 
consecutive patients with crc who underwent surgical 
resection at the Department of surgery of Kansai Medical 
University Hospital between January 2016 and December 
2019. Accordingly, 137 patients with crc were included 
in this study. Score each histological evaluation and 
create a prognostic scale (i) HGD grading score was 
further divided into three score groups (0 points: HGD2, 
1 point: HGD3-4, and 2 points: HGD5-6) for reclassifica-
tion. (ii) tumor budding (tb) was scored 0-2 points for 
grade tb1-3, respectively. (iii)the relationship between 
pt and Dr grade was scored as follows: pt1,2:0 points, 
pt3,4 and Dr grade as mature and intermediate type:1 
point, and pt3,4 and Dr immature type:2 points. (iv) 
Lymph node metastasis was scored as pn0:0 points; 
pn1abc, 1 point; and p n2ab, 2 points. (v) in addition to 
histological evaluation, the standard value of carcinoem-
bryonic antigen (ceA), which is commonly used as the 

grade of malignancy, is set at 5.0 mg/mL, and any value 
higher than 5.0 is scored as 1 point. the sum of (i)–(v) 
(0-9 points) was grouped into prognostic scale i:0-2 points, 
ii:3-4 points, iii:5-6 points, iV:7-8 points, and V:9 points, 
and prognostic curves for 5-year overall survival (5yos) 
were generated using the Kaplan-Meier method.

Results/Outcome(s): continuous variables are presented 
as median [range]. n=137 cases, age 73 [40-89], sex male:fe-
male=75:62, pstage i:ii:iiiAb:iiic:iV=31:40:33:8:25, 
and tumor localization on the right side:left side=76:61. 
Histological factors included: (i) HGD: 2:3-4:5-
6=10:96:31, (ii) tb (points) 0:1:2=66:24:47, (iii) 
pt1-2:pt3-4 and (mature or intermediate):pt3-4 and 
immature=33:48:56, (iv) pn is 0:1abc:2ab=76:41:20, (v) 
ceA level of 4.25[1–2944]ng/mL, and 60 patients had 
a ceA of 5.0 ng/mL or higher. the prognostic scale was 
i:ii:iii:iV:V=40:37:33:20:7, 5yos was 61.2 months, and 
the prognostic curve is shown in Fig.

Conclusions/Discussion: this study is the first to 
report a prognostic scale that combines histopathologic 
indices reflecting both HGD and tumor microenviron-
ment plays. the scale correlated with grade in all stages of 
conventional tnM classification, suggesting new possibili-
ties for prognostic prediction.

USING PATIENT NAVIGATION TO INCREASE 
COLORECTAL CANCER SCREENING QUALITY 
AND ADHERENCE.

ePoster AbstrActs eP513

L. starks, M. Locke, e. rancore, b. bello, Z. sun, 
J. Ayscue, s. berkey
Washington, DC

Purpose/Background: colorectal cancer (crc) is the 
fourth most common cancer among men and women in 
the United states (Us) and is the fourth leading cause 
of cancer-related death. crc screening is a key factor in 
reducing incidence and mortality. Despite decreasing inci-
dence of crc nationally and in the District of columbia, 
Dc continues to have one of the highest incidence rates in 
the Us. the centers for Disease control and Prevention 
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estimate that 68.8% of adults in the Us are up-to-date on 
screening. in contrast, certain areas of Washington, Dc 
have reported screening rates of 42%. in 2017, Medstar 
colorectal cancer screening Program (MccsP) was 
created to reduce barriers to crc screening, diagnosis 
and treatment amongst the high-risk, unscreened popula-
tion in Washington, Dc. From 2017-2020 a total of 272 
patients were screened. to improve referral and screening 
rates, MccsP partnered with primary care providers 
at Medstar Health and two Federally Qualified Health 
centers. studies show that patients are more likely to 
undergo screening if recommended by a primary care 
provider. MccsP expanded the nurse navigation program 
to help enroll patients, schedule appointments and iden-
tify barriers that would prevent patients from completing 
screening. this study looks at MccsP screening comple-
tion rates after partnering with Medstar Primary care, 
Federally Qualified Health centers and expanding the 
nurse navigation program.

Methods/Interventions: to facilitate recruitment 
and screening completion rates, MccsP partnered with 
Medstar Primary care Partners and Federally Qualified 
Health centers. the nurse navigation program expanded 
using interventions based on the new Hampshire 
colorectal cancer screening Program.

Results/Outcome(s): since January 2021, 549 screen-
ings have been completed through the expanded MccsP. 
this includes 485 colonoscopies, 1 virtual colonoscopy, 19 
Fit tests, and 44 cologuard tests. of the patients screened, 
239 were referred by Medstar Primary care Partners, 276 
from Federally Qualified Health centers, 13 from commu-
nity events, and 21 from other referral sources. of the 
485 colonoscopies completed, 6 cancers were identified 
and 5 patients were found to have dysplasia. A total of 
298 patients had colon polyps and 506 high-risk polyps 
identified.

Conclusions/Discussion: MccsP was designed to 
improve crc screening in a high-risk population that may 
have otherwise not been screened. Majority of referrals 
came from Federally Qualified Health centers and newly 
partnered with Medstar Primary care. With expansion of 
both referral source and the nurse navigation program, 
MccsP screened 549 high-risk patients, identified 6 
cancers and 506 high-risk polyps. in comparison to 2017-
2020, screening rates doubled following the expansion 
of the program. While progress has been made, many 
individuals have been referred but have not completed 
screening. Future research will look to identify key barriers 
that prevent patients from undergoing screening

STAPLED ILEOCOLIC ANASTOMOSIS IN 
COLON CANCER: DOES SIZE MATTER?

ePoster AbstrActs eP514

Z. Garoufalia, s. emile, P. Zhou, r. Gefen, n. Horesh, 
V. strAssMAnn, G. Da silva, s. Wexner
Weston, FL

Purpose/Background: stapled antiperistaltic ileocolic 
anastomosis is commonly performed to restore gastroin-
testinal continuity after minimally invasive or open right 
colectomy. the size and height of staplers used for stapled 
ileocolic anastomosis vary; there is no consensus on the 
specifics of the stapler. this study aimed to assess if the 
different sizes of staplers used in stapled ileocolic anasto-
mosis impact postoperative outcomes.

Methods/Interventions: this was a retrospective cohort 
study of an irb- approved database of all patients who 
underwent a laparoscopic right colectomy for colon cancer 
with an extracorporeal antiperistaltic stapled ileocolic 
anastomosis, from January 2011 to August 2021. Main 
outcome measures were hort-term (< 30 days) postopera-
tive morbidity (ileus, anastomotic leak, surgical site infec-
tions, bowel obstruction, bleeding) and mortality.

Results/Outcome(s): the study included 270 patients 
(136 males) with a mean age of 68.7 years. Linear cutting 
stapler 75 mm length was used in 49 (18.1%) patients, 80 
mm length in 97 (35.9%) patients, and 100 mm length 
in 124 (45.9%) patients. blue cartridge (stapler height: 
3.5mm) was used in 64.5% of the study population and 
green cartridge (4.8mm) in 7%. Apical enterotomy closure 
was performed by linear stapler in 54% of the patients 
and linear cutting stapler in 46%. in 26.3% of the study 
population overrun suturing on the apical staple line was 
used. the incidence of overall postoperative complications 
was 28.9%, while the anastomotic leak rate was 2.6% 
respectively. the use of a 100-mm linear cutting stapler 
was independently associated with a lower risk of compli-
cations (or: 0.3, p=0.019). stapler height and the closure 
technique of apical enterotomy did not affect the postoper-
ative complication rate.

Conclusions/Discussion: the size of the linear stapler 
proved to impact short-term complications after right 
colectomy as the use of a 100-mm long stapler was asso-
ciated with a lower risk for postoperative complications as 
compared to shorter staplers.
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INCREASED BODY MASS INDEX IS 
ASSOCIATED WITH A LINEAR INCREASE IN 
THE N2 STAGE IN PATIENTS UNDERGOING 
RIGHT HEMICOLECTOMY.

ePoster AbstrActs eP515

s. emile, Z. Garoufalia, r. Gefen, F. Hernandez, 
s. Wexner
Weston, FL

Purpose/Background: right hemicolectomy can be 
technically challenging in patients with an increased body 
mass index (bMi). obesity has been linked to increased 
postoperative morbidities, longer operation time, and a 
higher rate of conversion to open surgery. the present 
study aimed to provide a detailed analysis of the outcome 
of right hemicolectomy stratified by the bMi of patients.

Methods/Interventions: in this retrospective cohort 
study, all consecutive patients who underwent right hemi-
colectomy for cancer or irretrievable polyps between 2011 
and 2021 were included. Patients were divided according 
to their bMi into five groups: normal bMi (18-24.9 kg/m2, 
overweight (25 to <30 kg/m2), class i obesity (30 to <35 kg/
m2), class ii obesity (35 to <40 kg/m2), and class iii obesity 
(≥40 kg/m2). the bMi groups were compared for baseline 
characteristics and outcomes. Main outcome measures 
were operation time, hospital stay, complications, reop-
eration, number of harvested and positive lymph nodes, 
resection status, and tumor recurrence.

Results/Outcome(s): 270 patients (50% male) with a 
mean age of 68.7±13.5 years and a mean bMi of 26.9± 
4.94 kg/m2 were included. 28.5% of patients had normal 
bMi, 47% were overweight, 17.8% had class i obesity, and 
6.7% had class ii-iii obesity. Patients with ii-iii obesity 
were significantly younger than patients with normal bMi 
(64.9 versus 70.8 years, p=0.011). there were more male 
patients with class i and ii-iii obesity than patients with 
normal bMi (52.1% versus 33.8%, p=0.004). Half of the 
patients with class i and class ii-iii obesity had diabetes 
mellitus, compared to 27.3% of patients with normal bMi. 
Patients with class ii-iii obesity were more likely to have 
the vascular division done by a stapler than patients with 
normal bMi, overweight, and class i obesity (11.8% vs 0 vs 
0.8 vs 0, p=0.043). the mean operation time in patients 
with class ii-iii and class i obesity was significantly longer 
than in patients with normal bMi (197.1 and 160 vs 143.3 
minutes, p=0.004). 16.7% of patients with class ii-iii 
obesity had pathologic n2 stage compared to 12.5% of 
patients with class i obesity, 6.4% of overweight patients, 
and 3.9% of patients with normal bMi (p=0.024). there 
were no significant differences among the bMi groups in 
the approach and type of surgery, estimated blood loss, 
hospital stay, complications, mortality, reoperation, tumor 
recurrence, number of harvested and positive lymph nodes, 
and r0 status.

Conclusions/Discussion: Patients with an increased 
bMi were younger, tend to be more often male, and had 

diabetes more often than did patients with normal bMi 
or who were overweight. increased bMi was associated 
with a longer operation time and more n2 stage, yet 
was associated with a similar hospital stay, complication 
rate, harvested lymph nodes, and oncologic outcomes to 
patients with lower bMi.

LOCAL VERSUS ANATOMICAL RESECTION 
OF STAGE I-III RECTAL CANCER IN 
OCTOGENARIANS: AN EXTRACT MATCHED 
ANALYSIS OF THE NATIONAL CANCER 
DATABASE.

ePoster AbstrActs eP516

r. Gefen, s. emile, Z. Garoufalia, n. Horesh, s. Wexner
Weston, FL

Purpose/Background: treatment of elderly cancer 
patients is challenging as they can be over-treated with 
respect to their frailty state or undertreated due to their 
advanced age. Moreover, maintaining quality of life is 
essential for this population. this study aimed to assess the 
impact of the extent of rectal cancer resection on overall 
survival (os) of octogenarian patients.

Methods/Interventions: this retrospective cohort study 
included all octogenarian patients with stage i-iii rectal 
cancer using the national cancer Database (ncDb) 
(2004-2019). Patients were subdivided into two groups: 
radical resection (rr) and local excision (Le). the two 
groups were matched using exact matched analysis for clin-
ical t and n stage, tumor size, and neoadjuvant treatment. 
Main outcome measures were os, 30-day-unplanned read-
missions, and short-term mortality.

Results/Outcome(s): overall, 9634 patients were 
included in this study (Le=2710 and rr= 6924). the 
rr group included more male patients, larger tumors, 
more positive lymph nodes, and more patients who 
received neoadjuvant radiotherapy (p<0.001 for all). After 
matching, 1106 patients were included in each group 
with a median follow-up of 49.9 and 51.7 months for the 
rr and Le groups, respectively. Although patients in the 
rr group were younger and had a higher rate of negative 
surgical margins (p<0.001), the os benefit of rr was 
<3 months (Figure). Patients who had Le had a shorter 
hospital stay (1 vs.7 days;p<0.001), lower 30-day mortality 
(4.3% vs 8.1%; or: 0.39; 95%ci: 0.23- 0.68;p=0.008), 
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lower 90-day mortality (1.7% vs 4%, or: 0.47, 95%ci: 
0.32- 0.68;p=0.0001), and lower 30-day readmission 
(3.5% vs 6.8%, or: 0.49, 95%ci: 0.33- 0.74;p=0.0006).

Conclusions/Discussion: rr of rectal cancer in octo-
genarian patients had a modest survival benefit. Le 
had lower odds of readmission and short-term mortality, 
compared to radical resection.

ASSOCIATION BETWEEN PATIENT 
ACTIVATION AND POST-OPERATIVE 
OUTCOMES IN RECTAL CANCER SURVIVORS.

ePoster AbstrActs eP517

A. chen, n. caminsky, t. Dumitra, s. Faris-sabboobeh, 
M. Demian, G. rigas, M. boutros
Montreal, QC, Canada

Purpose/Background: Patient activation (PA), a modi-
fiable behavioral concept referring to a patient’s confi-
dence/motivation to participate in healthcare, is poorly 
understood in cancer patients. the purpose of this study 
is to determine associations between PA of rectal cancer 
survivors and post-operative outcomes.

Methods/Interventions: this is an irb-approved 
single-institution cross-sectional study of adult rectal 
cancer survivors operated on between 2018-2021. 
exclusion criteria include inability to consent or speak/
understand english or French, and cases of recurrent 
cancer. the main exposure is PA as determined by the 
Patient Activation Measure-13 (PAM-13), a 13-item 
questionnaire which assigns 1 of 4 possible scores, further 
categorized into “high” PA (PAM 3-4) or “low” (PAM 
1-2). covariates are demographic factors (age, sex, bMi, 
income, education, GP access) and clinical characteristics 
(charlson comorbidity index, tnM & clinical staging, 
surgical factors, and neoadjuvant/adjuvant therapy). 
Primary outcome is unplanned healthcare use up to 
30-days post-hospital discharge, defined as eD visits, read-
missions, and unplanned surgical/oncology/nurse clinic 

visits. secondary outcomes are clavien-Dindo graded 
post-op complications, duration of hospital stay & ileos-
tomy diversion, anastomotic leak, and patient-reported 
quality of life using the euroQol-5 Dimension (eQ5D) 
questionnaire. Descriptive statistics, Fisher-exact/t-tests, 
and simple regression are used to compare high PA to low 
PA.

Results/Outcome(s): of 167 patients contacted, 81 
were recruited with mean age 61±12 years, bMi 27±6, and 
cci 3.9±1.3. 48 (59%) were male, median pre-op clinical 
stage was 3 (39, 48%), and 52 (64%) received neoadju-
vant treatment. Majority (58, 72%) had greater than high 
school education, were employed (41, 51%), and had 
household income >$35,000 (52, 64%). 31 were classified 
into low PA and 50 into high PA, with no significant differ-
ences in clinical or demographic covariates between the 
two. in the primary outcome, there was significantly more 
(p=0.049; or=5.76, 95% ci=[1.08, 30.6]) outpatient 
clinic use in the low PA group (5/31, 19%) as compared to 
high PA (2/50, 4%), but no difference in overall unplanned 
healthcare use. Aggregate patient-reported quality of life 
was lower (p=0.015) for low PA (mean eQ-VAs: 68.2) 
versus high PA (80.2), with differences arising in the 
eQ5D anxiety/depression dimension.

Conclusions/Discussion: Patients with low PA had 
more unplanned outpatient clinic use and lower patient- 
reported quality of life. efforts to increase PA in rectal 
cancers may improve their survivorship care.
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PARTICIPATION IN THE NATIONAL 
ACCREDITATION PROGRAM FOR RECTAL 
CANCER IMPROVES CLINICAL OUTCOMES AS 
MEASURED BY A MORE COMPLEX COMPOSITE 
SCORE IN LOCALLY ADVANCED RECTAL 
CANCER PATIENTS.

ePoster AbstrActs eP518

L. bustamante Lopez, M. Fuglestad, D. Habib, 
F. elabbasy, M. Albert, J. Kelly, M. soliman, J. Monson
Orlando, FL

Purpose/Background: the national Accreditation 
Program for rectal cancer (nAPrc) was designed to 
standardize processes and improve outcomes for patients 
with rectal cancer. Previous authors used a composite 
score including total mesorectal excision (tMe) grade and 
margin status as a care quality measure. this study aims to 
evaluate the impact of nAPrc standards implementation 
on rectal cancer outcomes, using a modified composite 
score that includes lymph nodes (Ln) harvested.

Methods/Interventions: single institution retrospective 
review of a prospectively maintained nAPrc database 
was performed. All patients with low or middle locally 
advanced rectal cancer (stages ii and iii) at the initial 
stage and who underwent curative proctectomy: (i.e., low 
anterior resection (LAr), abdominoperineal resection 
(APr), transanal total mesorectal excision (tatMe)) 
were included. stage iV patients and synchronous tumors 
were excluded. We studied patients from January 2016 
until 2018 (pre-nAPrc population) and from 2019 to 
2021 (nAPrc group). Univariate analysis of individual 
surgical quality measures and a composite score including 
quality of tMe, circumferential radial margin (crM) > 1 
mm, distal margin (DM) > 1 mm, and ≥ 12 Ln harvested 
was performed.

Results/Outcome(s): of the 1176 patients with rectal 
cancer identified from our institutional database between 
January 2016 and December 2021, 54% of them were 
female, mean age of 62.1 years old. We included 457 
patients undergoing curative proctectomy (LAr, APr, 
tatMe). one hundred ninety-six (42.9%) patients were 
pre-nAPrc and 261 (57.1%) were post-nAPrc. Patient 
demographics and clinical stage at presentation were 
similar between the two study periods. Pre and post-
nAPrc, rates of sphincter preservation, creation of 
an ostomy, and neoadjuvant therapy were similar. the 
majority of patients in each cohort underwent LAr (77% 
vs.78.5%, p=0.487). Pathologic complete response was 
documented in 9.1% and 10.7% (p=0.48). Mean Ln 
harvest was 21 vs. 22 with 14.3% vs. 12.2% harvesting 
< 12 Ln (p=0.377). incomplete tMe grade (18.9% vs. 
12.2%, p=0.12), and positive DM (12.2 vs. 8.4%, p=0.57) 
had no significant statistical difference. As compared to 
pre-nAPrc, post-nAPrc patients had lower rates of 
positive crM (19.8% vs. 10.7% p=0.029). the composite 
score (crM, tMe grade, and DM) was achieved in 133 

(67.8%) pre-nAPrc patients and 201 (77%) nAPrc 
patients (p=0.218). A complete composite score (crM, 
tMe grade, DM, and Ln harvested) was achieved in 
59.6% of the pre-nAPrc group and 69.7% of the nAPrc 
patients. (p=0.037). Table 1

Conclusions/Discussion: Using a more comprehensive 
composite scoring system, this study clearly demonstrates 
that the adoption of nAPrc standards in a high-volume 
rectal cancer center improved surgical outcomes in patients 
with locally advanced rectal cancer. nAPrc accreditation 
should be more widely adopted.

Table 1. Difference in surgical outcomes between 
Pre-NAPRC and NAPRC groups.

EXAMINING THE POST-TREATMENT 
SURVEILLANCE RATES FOR PATIENTS 
TREATED FOR RECTAL CANCER AT AN 
URBAN SAFETY-NET HOSPITAL.

ePoster AbstrActs eP519

M. el Hechi, J. Kakazu, L. sequeira, e. rancore, 
t. Holleran, Z. sun, s. berkey, b. bello
Washington, DC

Purpose/Background: regular surveillance impacts 
overall survival in patients with rectal cancer. there is 
a paucity of data examining the compliance with post- 
operative surveillance recommendations in rectal cancer 
patients in urban low-income area hospitals. We aimed 
to audit the post-treatment surveillance rates for patients 
treated at an urban safety-net hospital.

Methods/Interventions: A single-institution retro-
spective cohort study was conducted including patients 
with stage i-iii rectal cancer who received definitive 
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surgical therapy between May 2019 and June 2022. 
outcome measures included compliance with national 
comprehensive cancer network post-treatment screening 
guidelines. surveillance events comprised of clinic visits, 
computed tomography (ct) scans, carcinoembryonic 
Antigen (ceA) levels, and colonoscopies. events were 
defined as missed if not completed with 60 days of the 
upper limit of recommended interval. Descriptive demo-
graphic, socioeconomic, baseline medical characteristics, 
operative, and surveillance event variables were collected. 
Patients were then divided into two cohorts based on the 
median number of surveillance events missed and the 
variables analyzed via chi-squared analysis and unpaired 
t-tests.

Results/Outcome(s): 41 patients were eligible and 
included. Among all patients, 51% were male, median age 
was 65 years, and 54% had stage iii disease. neoadjuvant 
therapy was offered to 66% of all patients, and adju-
vant therapy to 31% of patients. A robotic low anterior 
resection was performed in 73% of patients, and 15% 
underwent an abdominoperineal resection. A stoma was 
created in 28% of patients. out of a total of 207 expected 
surveillance events, 76 (37%) were missed. Missed clinic, 
ceA, ct scan, and colonoscopy event rates were 25%, 
48%, 38%, and 45%, respectively. the median overall 
missed event rate was 15%, with 17 patients missing more 
than 15% of surveillance events. Patients with more than 
a 15% missed event rate were more likely to reside outside 
of the metropolitan area around the hospital (94% vs. 
63%; p=0.02), have preoperative imaging completed at an 
outside facility (82% vs. 46%, p=0.018), and not require 
adjuvant treatment (92% vs. 53%, p=0.017).

Conclusions/Discussion: in an urban safety-net 
setting, missed surveillance events are prevalent and are 
higher among patients who reside outside of the hospital’s 
immediate metropolitan area, have fragmented elements 
of care, and do not require adjuvant treatment. Further 
studies examining barriers to accessing in this population 
are warranted.

PELVIC RECURRENCE OF RECTAL CANCER 
5-YEARS AFTER SURGERY.

ePoster AbstrActs eP520

c. Domingos, r. ALMeiDA, A. Leão, L. caputo, 
i. Marques, J. Fayad
Rio de Janeiro, Brazil

Purpose/Background: to present the case of a patient 
followed at the coloproctology service of the Hospital 
Federal de ipanema rJ/Ms due to low rectal cancer, who 
presented pelvic recurrence 5 years after surgery.

Methods/Interventions: the data of physical  
examination, colonoscopy and imaging findings and the 
management we chose for treatment will be presented.

Results/Outcome(s): A 42-year-old female patient, 
first seen at the coloproctology service in 2017 with a 
hardened vegetating touchable lesion, in left lateral wall of 
the rectum. colonoscopy identified a vegetating lesion 5 
cm from the anal border, occupying 80% of the intestinal 
lumen. Histopathological report of the biopsy identified 
mucinous adenocarcinoma. chest, abdominal and pelvic 
ct showed no evidence of disease dissemination. Mri 
of the pelvis identified alteration in the segment of the 
rectum, conditioning luminal narrowing of this segment, 
distant about 80 mm from the anal margin, with lymph 
nodes in the perirectal fat pad in correspondence and 
without lymphadenomegaly in the retroperitoneum. indi-
cated neoadjuvant chemotherapy (Qt) and radiotherapy 
(rt). After the end of treatment, the patient returns with 
imaging studies that have not identified metastatic lesions. 
she underwent laparotomic surgery for anterior resection 
of rectum and mesorectum with ultra-low anastomosis 
and ileostomy protection. the analysis of the specimen 
confirmed ulcerated adenocarcinoma with mucinous areas, 
residual configuring a 2.7 x 2.0 cm lesion that infiltrates to 
fat tissue; presence of neural permeation and of vascular 
neoplastic emboli; free surgical limits; presence of metas-
tasis to 6 of 8 lymph nodes isolated from the fat tissue 
(staging: pt3 pn2a). she was referred to adjuvant therapy. 
Followed by ct scan, colonoscopy, physical examination, 
ceA dosage and periodic physical examination after treat-
ment that did not indicate recurrence of the disease for 
one year. in July 2020, ceA increased beyond the refer-
ence limit for the first time (ceA = 34.14) and remained 
high in subsequent dosages. Mri of the same year with 
appearance of an oval image, at the expense of necrotic/
fibrotic components, peripherally capturing paramagnetic 
contrast medium, measuring approximately 4.8 x 3.5  
x 6.5 cm, occupying the pararectal fat compartment and 
the right vesico-vaginal fat compartment, in close contact 
with the right posterolateral aspect of the vagina, with asso-
ciated changes in signal intensity of presacral fat. Patient 
underwent lymphadenectomy of the right obturator chain 
and removal of pararectal tissue in 2022 by laparoscopy. 
Analysis of the lesion showed moderately differentiated 
adenocarcinoma, compromising fibro-adipose tissue and 
neoplasm-free lymph nodes. currently, patient awaits for 
initiation of new chemotherapy cycle.

Conclusions/Discussion: the case described exposes a 
late pelvic recurrence in a patient undergoing neoadjuvant 
and adjuvant therapy. the condition is difficult to manage 
and the best treatment is debatable.
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MIXED ADENO-NEUROENDOCRINE 
NEOPLASMS: TWO CASES, ONE INSTITUTION.

ePoster AbstrActs eP521

c. Paterson, b. Mushtaq, G. Perrotti, J. Heilman, 
s. Fassler
Abington, PA

Purpose/Background: Background: epithelial tumors 
with neuroendocrine and non-endocrine components 
constitute the rare yet aggressive entity of neoplasms of 
the gastro-entero-pancreatic tract. these tumors were 
first named “mixed adeno-neuroendocrine carcinomas” 
(MAnecs) by the World Health organization in 2010 
and in 2017 renamed “mixed neuroendocrine non- 
neuroendocrine neoplasms” (Minens). new nomencla-
ture now includes non-glandular variants (e.g. squamous), 
and the term “carcinoma” has been replaced by “neoplasm” 
to account for low-grade malignancies.

Methods/Interventions: Methods: combined adeno-
carcinoma and neuroendocrine carcinoma neoplasms are 
a rare occurrence within the gastrointestinal tract. in this 
report, we describe two separate cases of mixed rectal 
adeno-neuroendocrine carcinomas and their treatment.

Results/Outcome(s): Results: A 47-year-old female with 
a history of uterine fibroids and hyperlipidemia presented to 
the gastrointestinal service with new complaints of blood 
per rectum and abdominal cramping relieved with defe-
cation. Polyps on colonoscopy measured 10-15mm and 
a 3cm ulcerated mass in the proximal rectum was noted. 
colonoscopic pathology revealed an adenomatous colonic 
mucosa with high-grade dysplasia and foci suspicious for 
carcinoma. Pet/ct demonstrated hypermetabolic activity 
within the high rectal neoplasm, right ovarian involvement, 
and two liver nodules. official diagnosis was clinical stage 4 
adenocarcinoma. she completed eight rounds of FoLFoX 
chemotherapy and underwent a diagnostic laparoscopy 
converted to exploratory laparoscopy with total abdom-
inal hysterectomy, bilateral salpingo-oopherectomy, low 
anterior resection and hepatic lobectomies of segments 5 
and 6. Pathology from the recto-sigmoid junction and liver 

lesions demonstrated high grade neuroendocrine carcinoma 
with mucin pools suggestive of treated adenocarcinoma. 
A 69-year-old male with a history of hypertension and 
diverticulitis presented to his primary care physician for 
an annual physical and was noted to have a PsA level of 
146 ng/ml. Mri of the pelvis noted t3n+ rectal cancer 
in the mid-rectum approximately 4.6cm in length without 
sphincter involvement. He underwent a robotic-assisted 
low anterior resection with laparoscopic assistance and liver 
biopsy. staging revealed stage 4 adenocarcinoma of the pros-
tate and stage 4 adenocarcinoma with focal neuroendocrine 
involvement of the rectum including 4/14 positive lymph 
nodes and liver metastasis. He subsequently began androgen 
deprivation therapy with a four-month course of FoLFoX 
chemotherapy. Pathology confirmed a mixed adeno- 
neuroendocrine neoplasm.

Conclusions/Discussion: Conclusion: Given the rarity 
of diagnosis and inconsistencies in both nomenclature 
and treatment recommendations in the literature, mixed 
adeno-neuroendocrine carcinoma epidemiology and prog-
nosis are not yet fully understood. Future prospective trials 
with a focus in management of Minens will offer valuable 
insight into these rare mixed carcinomas.

TEXTBOOK OUTCOMES IN RECTAL CANCER: 
AN ANALYSIS OF THE US RECTAL CANCER 
CONSORTIUM.

ePoster AbstrActs eP522

Z. Moazzam1, s. regenbogen3, J. Holder-Murray4, 
M. silviera5, G. balch3, A. Hawkins2, A. Khan2

1Columbus, OH; 2Nashville, TN; 3Atlanta, GA; 4Pittsburgh, 
PA; 5St Louis, MO

Purpose/Background: surgical resection is a keystone in 
the treatment of rectal cancer, but can be associated with 
debilitating postoperative complications. Although short-
term postoperative outcomes are frequently used to guide 
quality improvement initiatives, composite outcomes after 
rectal surgery remain relatively underutilized. A textbook 
outcome (to) is one such composite metric of short-term 
postoperative outcomes, signifying an optimal postoperative 
course. We sought to assess the frequency and associated 
factors of a to in patients who underwent rectal cancer 
surgery. We hypothesized that several, actionable factors will 
be associated with a to that can guide perioperative care.

Methods/Interventions: Patients who underwent 
surgery for non-metastatic rectal cancer between 2007-
2018 were retrospectively identified from the Us rectal 
cancer consortium database, which is a multi-institutional 
database comprised of six high-volume centers. A to was 
defined as the absence of any postoperative complications, 
extended length of stay (Los) (>75th percentile), 90-day 
readmission, and 90-day mortality. Multivariate logistic 
regression was utilized to identify factors associated with 
the achievement of a to.
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Results/Outcome(s): Among 1,224 patients who 
underwent surgery for rectal cancer, to was achieved 
by 44.6% (n=546) of patients. notably, the rate of to 
achievement increased over time (2007–2013: n=215, 
37.0% vs. 2014–2018: n=331, 51.4%) (p<0.001). When 
assessing individual to component failures, the devel-
opment of postoperative complications was the most 
common component failure (49.4%), followed by 90-day 
readmission (23.4%), extended Los (21.3%), and 90-day 
mortality (0.6%). on multivariate analyses, age > 70 years, 
AsA class > 2, operative time > 3.5 hours, and periopera-
tive prbc transfusion were associated with reduced odds 
of achieving a to. conversely, following the postoperative 
enhanced recovery After surgery (erAs) pathway was 
associated with 110% higher odds of achieving a to. of 
note, clinicopathologic and operative characteristics such 
as the American Joint committee on cancer (AJcc) 8th 
edition pathologic stage, operative approach (open vs. 
laparoscopic/robotic), and type of operation (LAr vs. 
APr) did not impact the odds of to achievement (Table).

Conclusions/Discussion: Despite demonstrable 
improvement in recent years, short-term outcomes after 
rectal cancer surgery remain suboptimal, with less than 
half of the patients able to achieve a to. strategies aimed 
at preoperative and postoperative patient optimization, 
such as the use of the erAs pathway, are essential to 
facilitate the achievement of to in patients undergoing 
rectal cancer surgery.

ROBOTIC RECTAL CANCER SURGERY - DOES 
BMI AFFECT OUTCOMES?

ePoster AbstrActs eP523

K. carsky, P. Addison, s. suarez, J. Martz
New York, NY

Purpose/Background: the robotic surgical platform has 
become increasingly utilized in colon and rectal surgery. 
there is evidence that robotic low anterior resection 
(LAr) vs laparoscopic LAr results in no difference in 
or time, lymph node harvest, or days to return of bowel 
function (robF). Additionally, there is a perception that 
the robot can be particularly useful in rectal surgery in 
obese male patients given the small pelvis and expected 
additional visceral and subcutaneous fat. it has previously 
been shown that robotic rectal surgery in obese patients 
results in shorter length of stay (Los) and lower rate of 

30-day readmission with no difference in conversion to 
open or incidence of complications when compared to the 
laparoscopic approach. We sought to determine whether 
patient body mass index (bMi) correlates with operative 
difficulty as defined by operative time, Los, and estimated 
blood loss (ebL), specifically in the case of robotic LAr 
for rectal cancer.

Methods/Interventions: We analyzed a series of cases 
of robotic LAr at one hospital from August 2018 to 
september 2022. ebL and Los were positively skewed. 
Pearson’s or spearman correlation compared continuous 
variables as appropriate. two-tailed p-value < 0.05 was 
considered significant. Previous literature of similar patient 
populations was determined to be inadequate for appro-
priate post-hoc power calculation.

Results/Outcome(s): of 58 patients included, the 
mean age was 64.1 ± 12.8 years and the mean bMi 25.1 ± 
4.1 (range 16.46 - 30.11). the procedure mean time was 
4.6 ± 1.1 hours and ebL 33.9 ± 67.8 mL. Mean length of 
stay was 3.6 ± 1.8 days. bMi and procedure time were not 
significantly associated (p = 0.715). in addition there was 
no correlation between bMi and ebL (p = 0.397) or Los 
(p = 0.893).

Conclusions/Discussion: in our cohort of robotic LArs 
for rectal cancer, bMi did not correlate with or time, 
suggesting that extremes of body habitus did not signifi-
cantly affect operative difficulty. We suggest that the 
robotic platform be considered technically feasible for all 
patients, regardless of bMi.

THE IMPACT OF BMI ON TME QUALITY IN 
ROBOTIC LARS.

ePoster AbstrActs eP524

P. Addison, K. carsky, s. suarez, J. Martz
New York, NY

Purpose/Background: incomplete total mesorectal 
excision (tMe) for rectal cancer is an established risk 
factor for increased recurrence and decreased survival. 
the current literature is mixed on the impact of bMi and 
tMe quality in laparoscopic and open cases. the effect of 
robotic surgery in patients with increased bMi on tMe 
quality has not been evaluated. We hypothesized that the 
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improved mechanics of operating in the pelvis robotically 
may mitigate the impact of bMi on tMe quality, and that 
bMi will not correlate with tMe quality for robotic low 
anterior resections (LArs).

Methods/Interventions: A retrospective review of 
all patients undergoing robotic LArs for rectal cancer 
between August 2018 and september 2022 was performed. 
tMe quality was assessed based on margin status (posi-
tive or negative), distal margin (DM, cm), circumferen-
tial resection margin (crM, cm), and overall integrity 
(complete vs. incomplete tMe). ebL, Los, DM and crM 
were positively skewed. Pearson’s or spearman correlation 
compared continuous variables as appropriate. t-test was 
used to compare means for the positive or negative margin 
groups. two-tailed p-value < 0.05 was considered signif-
icant. Previous literature of similar patient populations 
was determined to be inadequate for appropriate post-hoc 
power calculation.

Results/Outcome(s): of 58 patients included, 26 
received preoperative radiation, and the mean tumor 
height was 10.4 ± 3.8 cm. the mean age was 64.1 ± 12.8 
years and the mean bMi 25.1 ± 4.1 (range 16.46 - 30.11). 
the procedure mean time was 4.6 ± 1.1 hours and ebL 
33.9 ± 67.8 mL. Mean length of stay was 3.6 ± 1.8 days. 
DM data were not available for 4 patients (n = 54) and 
crM for 11 patients (n = 47). Mean DM was 4.1 ± 2.4 cm 
and crM was 1.9 ± 1.6 cm. All patients had a complete 
tMe. only two patients had a positive or indeterminate 
margin (1 with positive crM and perineural invasion, bMi 
23.7; 1 with crM unable to be determined, bMi 26.26), 
which did not correlate with bMi (p = 0.806). bMi was 
not correlated with DM (p = 0.948) or crM (p = 0.617).

Conclusions/Discussion: in our cohort of patients 
undergoing LArs for rectal cancer, bMi was not correlated 
with tMe quality as assessed by margin status, distal 
margin, circumferential resection margin and overall integ-
rity, suggesting that the robotic platform be considered 
suitable for all patients regardless of bMi.

UNUSUAL PRESENTATION OF PERFORATED 
RECTAL CANCER CAUSING COCCYGEAL 
EROSION WITH NECROTIZING FASCIITIS.

ePoster AbstrActs eP525

L. nelson, b. Mistretta, J. rakinic
Springfield, IL

Purpose/Background: We present a case of a perforated 
rectal cancer which caused erosion through the coccyx to 
the dorsal skin with extensive necrotizing fasciitis of the 
back and bilateral gluteal areas. this is a very unusual 
complication of locally advanced rectal cancer.

Methods/Interventions: A 60 year old male with Htn, 
cAD, cHF, and atrial fibrillation presented to the eD with 
dizziness, fatigue, back pain, and diarrhea. ct scan at that 
time demonstrated a 9.9 cm rectal heterogeneity consis-
tent with malignancy with extraperitoneal perforation. 
Patient had never had a previous colonoscopy. He was 
hemodynamically stable. Abdominal exam was benign, and 
a fixed rectal mass was palpable. the patient was presented 
a plan for sigmoidoscopy for tissue diagnosis, ir drainage 
of abscess cavity, and fecal diversion with colostomy. 
However, the patient left the eD against medical advice 
before management could be instituted. two weeks later, 
he returned to eD with progressive weakness, confusion, 
and lethargy. exam showed a new open wound in the 
sacral region draining malodorous purulent and feculent 
material. there was associated erythema, induration, and 
crepitus of the back and bilateral gluteal regions consistent 
with necrotizing fasciitis. ct imaging was consistent with 
erosion of the rectal mass through the coccyx into the soft 
tissues causing extensive soft tissue necrotic infection. At 
this time the patient was critically ill with hypotension, 
fever, bacteremia, and lactic acidosis. He was admitted to 
the icU, resuscitated with iV fluids, and started on broad 
spectrum iV antibiotics. A thorough discussion was had 
with the patient and his family regarding the severity of his 
condition, and his prognosis.

Results/Outcome(s): the patient ultimately elected for 
comfort care and passed away shortly thereafter.

Conclusions/Discussion: this case describes an 
unusual presentation of a locally advanced perforated 
rectal cancer that eroded through the coccyx into the 
adjacent soft tissue causing widespread necrotizing fasciitis 
and sepsis, without peritonitis. there are several reports 
in the literature of rare cases describing perforated rectal 
cancers leading to retroperitoneal, lower extremity, and 
abdominal wall necrotizing infections, however coccygeal 
destruction with necrotizing infection of the back and 
buttocks is less commonly reported (1). this case also 
highlights the importance of colorectal cancer screening 
and community outreach to stress the importance of 
colorectal cancer screening. References: 1. chih-Hung 
tai et al. necrotizing fasciitis as an initial manifestation of 
perforated rectal cancer in a young man. Journal of Acute 
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Medicine, Volume 2, issue 2, 2012. Pages 62-64, issn 
2211-5587, https://doi.org/10.1016/j.jacme.2012.05.003.

ACCURACY OF PREOPERATIVE MRI I STAGING 
OF RECTAL ADENOCARCINOMA, SINGLE 
CENTER RETROSPECTIVE ANALYSIS.

ePoster AbstrActs eP526

Z. Huang, r. Po
York, PA

Purpose/Background: Mri is the current gold-standard 
imaging modality for clinical staging of rectal cancer. Mri 
can identify high-risk features and classify sub-groups of 
locally advanced rectal cancer to guide clinician manage-
ment and assess for response to therapy. Wellspan York 
Hospital multidisciplinary rectal cancer consensus guide-
line was developed by the colorectal surgery group in 2018 
with establishment of rectal Mri protocol. single center 
retrospective analysis was performed to evaluate the rate 
of discordance between preoperative Mri staging and 
pathological staging.

Methods/Interventions: Patients from the oncology 
department registry who underwent intervention by the 
colorectal surgery group between 2018 to 2021 were 
extracted for analysis. inclusion criteria were rectal adeno-
carcinoma with location of tumor confirmed by colonos-
copy or rectal Mri and diagnosed by biopsy, availability 
of pre-operative Mri, availability of pathology result from 
surgical intervention. Patients who received neoadjuvant 
therapy prior to surgical resection were excluded if no 
post-treatment Mri are available to control for the effects 
of chemoradiation. Patients undergoing systemic therapy 
for concurrent cancer were excluded.

Results/Outcome(s): between 2018 to 2021, 47 
patients met our inclusion criteria. of those, 13 patients 
were excluded due to poor Mri image quality due to 
artifact, non-adherence to rectal Mri protocol, or lack of 
post-neoadjuvant therapy restaging Mri. For t staging, 
14/34 patients had concordant results when compared with 
surgical pathology (41%). 20/34 patients demonstrated 
discordance between pre-operative Mri and surgical 

pathology. of those 20 patients, 16 were over-staged and 4 
were under-staged. For local regional nodal invasion, addi-
tional 10/34 patients were excluded due to lack of nodal 
status on Mri report or received tAMis without adequate 
pathology for nodal staging. 17/24 patients were correctly 
staged (78%), 7/24 patients had discordant results where 
3 were over-staged and 4 were under-staged. there was 
a significant difference when comparing tumor staging 
vs nodal staging rate of concordance, (41.2% vs 70.8%, 
p=0.027). over-staging was also significantly different, 
(47.1% vs 12.5%, p=0.006) however, there was no differ-
ence in under-staging (11.8% vs 16.7%, p=0.598).

Conclusions/Discussion: results of this study suggest 
a considerable rate of discordance between pre-operative 
Mri imaging and histopathology, specifically for t-staging. 
Limitations in this study are the number of patients 
excluded due to nonadherence to rectal Mri imaging 
protocol, presumed inter-observer variation among radiol-
ogists and pathologists, as well as the retrospective nature 
of study. While our rate of concordance was in line with 
published data for nodal staging, additional work is neces-
sary to delineate areas of improvement in our practice.

SURVIVAL OUTCOMES AMONG PATIENTS 
WITH SYNCHRONOUS METASTATIC RECTAL 
CANCER TO THE LIVER UNDERGOING 
SURGERY IN THE ERA OF TOTAL 
NEOADJUVANT THERAPY.

ePoster AbstrActs eP527

A. Moyer, s. Lai, J. Llaque-salazar, A. Gleisner, 
M. Mccarter, e. birnbaum, J. Vogel, b. chapman
Aurora, CO

Purpose/Background: overall survival (os) in patients 
with metastatic rectal cancer is dependent on the extent 
and site of metastases with 5-year os ranging from 24-58% 
in patients with resectable hepatic metastasis. the aim of 
this study was to evaluate pathologic complete response 
(pcr) rates and long-term outcomes in patients with 
isolated synchronous metastatic rectal cancer to the liver 
in the era of total neoadjuvant therapy (tnt).

Methods/Interventions: Patients with synchronous 
stage 4 rectal cancer isolated to the liver at the University 
of colorado (2011-2021) were identified. A complete 
response (cr) was defined as a pcr of both the rectum 
and liver. Patient demographics, tumor characteristics, 
progression-free survival (PFs), and os were assessed.

Results/Outcome(s): We identified 47 patients who 
underwent surgical resection with curative intent to both 
the primary and metastases. the median age was 55 years, 
31% (n=66) were male, median ceA level was 14.5 ng/
mL, and the median distance from the anal verge was 7 
(iQr 4-9.1) cm. baseline ecoG performance status was 
>=1 in 40% (n=19) of patients. clinical t-stage was t1 
in 1 (2%) patient, t2 in 2 (4%) patients, t3 in 20 (43%) 
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patients, t4 in 4 (9%) patients, and unknown in 20 (44%) 
patients. clinical n-stage was node negative in 7 (15%) 
patients, node-positive in 21 (45%), and unknown in 19 
(40%). A tnt approach was utilized in 60% (n=28) of 
patients, systemic chemotherapy only in 23% (n=11), 
chemoradiation only in 9% (n=4), and 9% (n=4) received 
no neoadjuvant therapy. Among the 28 patients receiving 
tnt, 75% (n=21) received induction chemotherapy 
followed by chemoradiation, 18% (n=5) received induc-
tion chemotherapy followed by short-course radiation, 
and 7% (n=2) received short-course radiation followed by 
consolidative chemotherapy. A low anterior resection and 
abdominoperineal resection was performed on the primary 
in 85% (n=40) and 15% (n=7) of patients, respectively. 
Liver resection included wedge resection (n=11, 23%), 
segmentectomy (n=17, 36%), and hepatectomy (n=19, 
41%). surgical approach was liver-first in 51% (n=24) of 
patients, simultaneous in 34% (n=16), and rectum-first 
in 15% (n=7). overall, a cr was observed in 12% (n=5) 
of patients: 4 (80%) received tnt and 1 (20%) received 
systemic chemotherapy only. Among patients receiving 
tnt, the cr rate was 14% (n=4/28). Median follow up 
time was 41 (iQr 21-62) months. Among all patients, PFs 
and os were 96% and 100% at 1-year, 30% and 87% at 
3-years, and 11% and 64% at 5-years. Among patients with 
a cr, only 1 (20%) had disease recurrence at 32 months 
and all (100%) are alive at a median follow up time of 36 
months.

Conclusions/Discussion: A tnt approach in the 
management of synchronous stage 4 rectal cancer isolated 
to the liver was associated with a cr rate of 14% and 
excellent PFs and os.

OUTCOMES AFTER SOLID-ORGAN 
TRANSPLANTATION IN COLORECTAL 
CANCER SURVIVORS ARE COMPARABLE 
TO OTHER PRE-TRANSPLANT ABDOMINAL 
MALIGNANCIES.

ePoster AbstrActs eP528

s. ranney, M. Freeman, Q. Yang, c. Heise, D. Al-Adra, 
c. sanger
Madison, WI

Purpose/Background: colorectal cancer (crc) 
rates continue to rise, and survivorship is improving. 
simultaneously, the number of patients requiring a solid-
organ transplant is increasing. As a result, there is a growing 
population of crc survivors who require transplantation. 
Prior research suggesting poor outcomes discourages trans-
plants in crc patients compared to non-colorectal 
Abdominal Malignancies (ncAM). it is unknown if trans-
plant outcomes differ between crc survivors and other 
pre-transplant ncAM. We aim to compare outcomes 
in patients with pre-transplant crc to those with other 
ncAM.

Methods/Interventions: Utilizing a retrospective cohort 
design, we queried a transplant research repository and 
electronic medical records from 1999-2018 to capture all 
patients with a pre-transplant malignancy prior to abdom-
inal solid organ transplant (kidney, liver, simultaneous 
kidney-pancreas). Patients surviving crc were compared 
to those with ncAM with respect to graft survival, overall 
survival, and cancer-related cause of death. Pearson’s X2 
test was used for categorical variables while student’s t-test 
was used for continuous variables. survival rates were 
compared using log-rank test between crc and ncAM.

Results/Outcome(s): of the 670 patients identified, 
293 had ncAM, and 23 had crc. the median follow-up 
time for all patients was 7.5 years. there were no differ-
ences between the ncAM and crc groups in sex (71.1% 
male vs 73.9%, p=0.968), age at transplant (57.7 vs. 61.7, 
p=0.12), or bMi (27.8 vs 28.5, p=0.593). the distribution 
of transplant organ and the breakdown of pre-transplant 
malignancies are shown in table 1. cancer-related cause 
of death was not statistically different between the crc 
and ncAM patients (8.7% of v 6.7%, p=0.63). of the 2 
malignancy attributable deaths in the pre-transplant crc 
group, only 1 was due to crc recurrence. Graft survival 
was not significantly different between ncAM and crc 
(median survival 12.4 vs. 13.9 years, p=0.55). For both 
ncAM and crc patients, median overall survival was 
13.9 years, and log-rank comparison was not significantly 
different (p=0.99).

Conclusions/Discussion: in this single institution 
study, there was no difference in cancer-related death, 
graft-survival, or overall survival in transplant recipients 
after crc compared to ncAM. this data supports the 
consensus expert opinion statement published in 2020 
that we should be more critical of outdated guidelines that 
discourage transplantation after crc. our study suggests 
that transplantation success, risk of cancer recurrence, 
and overall survival of transplant patients is not negatively 
affected by pre-transplant crc compared to other abdom-
inal malignancies.
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Table 1: comparisons and outcomes between patients with non-col-
orectal abdominal malignancies (ncAM) or colorectal cancer (crc) 
pre-transplant. [sD= standard Deviation, sPK= simultaneous kid-
ney-pancreas]

COMPARISON OF CONVENTIONAL RESECTION 
TO D3 LYMPHADENECTOMY IN RIGHT-SIDED 
COLON CANCER.

ePoster AbstrActs eP529

P. raje1, s. sonal1, H. Kunitake1, D. berger1, 
r. ricciardi1, s. Morita2, K. shigeta2, K. okabayashi2, 
r. Goldstone1

1Boston, MA; 2Shinjuku-ku, Japan

Purpose/Background: the current available evidence 
on the benefits of extended lymphadenectomy in manage-
ment of right-sided colon cancer is inconsistent and limited. 
While D3 lymphadenectomy has been routinely adopted in 
several east Asian countries, it is not recommended by 
Ascrs or nccn guidelines. We aim to compare oncologic  
and pathologic outcomes of this approach to conventional 
resection in two populations.

Methods/Interventions: Patients with non-metastatic 
right-sided colon cancer who underwent conventional 
right hemicolectomy at a single Us institution and right 
hemicolectomy with extended lymphadenectomy at a 
single Japanese institution between January 2010 and 
December 2019 were selected for comparison. the primary 
outcome investigated was disease free survival, using 
Kaplan-Meier analysis and a cox proportional hazards 

model. secondary outcomes investigated were overall 
survival using the above methods, and postoperative 
complications using chi-squared analysis.

Results/Outcome(s): the conventional resection (D2) 
group consisted of 332 patients (55% female, mean age 
70 years). the extended lymphadenectomy (D3) group 
consisted of 344 patients (51% female, mean age 70 years). 
the two groups did not differ in composition by age or 
sex. However, the D2 group underwent significantly more 
laparotomies (88 vs. 41, p<.001) and had a significantly 
higher proportion of poorly differentiated or mucinous 
tumor histology (101 vs. 35, p<.001). there was no differ-
ence in proportion of patients who received adjuvant 
chemotherapy between groups. D3 dissection resulted in 
significantly greater lymph node yield (M=31 +/- 13.8 vs. 
M=26 +/- 11.6, p<.001). Kaplan-Meier survival analysis 
suggested greater disease-free and overall survival among 
the D3 group. However, when applying a cox proportional 
hazards model accounting for covariates including age, 
race, pathologic characteristics, and adjuvant chemo-
therapy, there was no significant difference in disease-free 
survival or overall survival between the two groups. the 
D2 and D3 groups had similar incidence of recurrence 
regardless of stage (13.6% and 12.2%, respectively). there 
were no differences between groups in postoperative 
complications such as anastomotic leak, ileus, venous 
thrombosis, or 30-day mortality. there was a significantly 
higher incidence of 30-day readmission in the D2 group 
(31 vs. 0 occurrences, p<.001) and 30-day reoperation in 
the D3 group (15 vs. 4 occurrences, p=.01).

Conclusions/Discussion: Long-term oncologic 
outcomes are comparable between conventional resection 
and extended lymphadenectomy in these two cohorts, 
despite risk factors such as higher tumor grade present in 
the conventional resection group. Further investigation 
with a randomized controlled trial and long-term follow up 
is needed to establish whether one surgical approach has 
a clear benefit.
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COMPARISON OF LYMPH NODE HARVEST 
BETWEEN LAPAROSCOPIC AND ROBOTIC 
COLECTOMY.

ePoster AbstrActs eP530

A. Parra Vitela, n. Davis, s. Alnajjar, P. Ferris, D. Lisle
Baltimore, MD

Purpose/Background: Lymphadenectomy is crucial in 
prognosis and survival. current guidelines recommend at 
least 12 lymph nodes to be harvested for an oncological 
resection. Laparoscopic surgery is becoming gold standard 
for colonic resections. robotic surgery is a growing field 
that is becoming important in colon resections due to the 
advantages that it bestows.

Methods/Interventions: conducted a retrospective 
study of colorectal cancer patients who underwent surgical 
resection at the Medstar Health baltimore system. between 
July 2017 and June 2020, a total of 134 patients underwent 
colorectal and anal cancer surgical resection either robotic 
or laparoscopic. comparison of lymph node retrieval was 
the primary objective

Results/Outcome(s): between July 2017 and June 2020, 
134 colon and anorectal resections due to cancer were 
performed at Medstar baltimore system. 45 were laparo-
scopic and 89 robotic. Analyzing all colectomies laparo-
scopic vs robotic there were no statistical difference in the 
number of lymph nodes in the lymphadenectomy of colonic, 
rectal or anorectal resection. (Laparoscopic 16.11+-7.28 vs 

robotic 16.62 +-6.98. t stat -0.39. p:0.34) there was no 
big difference in gender over all (65 males vs 69 females)

Conclusions/Discussion: Lymphadenectomy in colon 
resections has a close association with survival, current 
international guidelines recommend removal of at least 12 
lymph nodes in an oncological resection, robotic surgery is 
an emergent field that brings the same outcomes as laparo-
scopic surgery and some advantages in deep rectal cancer 
resections. there are not big trials to compare robotic vs 
laparoscopic surgery this is a field of further investigation.

INCREASING UTILIZATION OF ROBOTICS IN 
COLORECTAL CANCER IN OBESE PATIENTS: A 
NATIONAL DATABASE STUDY.

ePoster AbstrActs eP531

b. Krasnick, M. Abdel-rasoul, J. chen, L. cunningham, 
M. Kalady, s. Husain
Columbus, OH

Purpose/Background: to investigate national trends in 
robotic colorectal surgery utilization and operative times.

Methods/Interventions: We performed a query of 
the prospectively maintained nsQiP database, looking 
at the two most commonly performed robotic colorectal 
procedures over the years 2013-2020: right colectomies 
(rcs) and low anterior resections (LArs). only patients 
operated on for oncologic indications were included. We 
hypothesized that the proportion of minimally invasive 
operations done robotically would increase at a more 
rapid pace over time than those done laparoscopically, 
and as cumulative experience grows, operative time would 
decrease for robotic operations. to compare the trend 
in number of procedures done over time, the cochran-
Armitage trend test was used. For operative times a linear 
model was used to assess for changes over the time-period 
of the study. sAs was used for all statistical analysis.

Results/Outcome(s): From 2013 to 2020 there were 
2780 robotic rcs performed versus 21,214 laparoscopic 
rcs. over the same time-period there were 6,877 robotic 
LArs performed versus 20,073 laparoscopic LArs. over 
this period the number of robotic rcs performed increased 
15.1 fold, while there was only a 2.4 fold increase for lapa-
roscopic rcs (p<0.0001, Figure). For robotic LArs there 
was a 7.9 fold increase in cases completed, while there 
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was only a 2.2 fold increase in the number of laparoscopic 
LArs (p<0.0001, Figure). in addition, robotic operations 
tended to be performed on patients of greater bMi as 
compared to laparoscopic operations. For rcs, 10.7% of 
patients with a bMi<25 were operated on with a robotic 
technique, 11.6% of those with a bMi of 25-29.9, 13.3% 
of those with bMi 30-39.9, and 16.4% of patients with 
bMi >40. For LArs, 25.2% of patients with bMi<25 were 
operated on with a robotic technique, 26.2% of those with 
a bMi of 25-29.9, 28.2% of those with bMi 30-39.9, and 
28.2% of patients with bMi >40. As expected, operative 
times were increased for robotic procedures. interestingly, 
from 2013 to 2020 there was no significant change seen 
in laparoscopic (231 to 229 minutes) or robotic LAr 
(278 to 287 minutes) operative times, or laparoscopic 
rc operative time (142 to 154 minutes), but there was a 
significantly increased time seen for that of robotic rcs 
over time (181 to 211 minutes, linear model p<0.0001).

Conclusions/Discussion: since the nsQiP database 
began collecting robotic colectomy data in 2013, the 
rate of adoption of robotic surgery for colorectal cancer 
is rapidly outpacing the growth of laparoscopy. this is 
presumably due to increased robotic training and the 
influx of new practitioners performing robotic operations 
year to year. the increase in robotics is highest for obese 
patients, perhaps suggesting a perceived niche for robotics 
in obesity. A deeper analysis is needed to determine if this 
trend will impact outcomes.

increasing utilization of robotic right colectomy (rc) and low anterior 
resection (LAr) over time.

NATIONWIDE OUTCOMES AFTER 
NEOADJUVANT CHEMOTHERAPY FOR 
LOCALLY ADVANCED SIGMOID COLON 
CANCER - A PROPENSITY SCORE-MATCHED 
ANALYSIS.

ePoster AbstrActs eP532

K. Kodia, A. Alnajar, c. Huerta, G. Gupta, b. Giri, 
n. Paluvoi
Miami, FL

Purpose/Background: the rationale for neoadju-
vant chemotherapy (nAc) for locally advanced sigmoid 
colon cancer includes tumor size reduction, pathologic 

downstaging on final pathology, organ preservation, and 
an optimized approach at achieving microscopically nega-
tive margins (r0 resection). in the management of locally 
advanced sigmoid colonic carcinoma, nAc remains to 
be further characterized with significant variation in its 
utilization. We sought to evaluate the characteristics of 
patients who received nAc and their survival outcomes 
using a national cancer database.

Methods/Interventions: the national cancer Database 
was queried from 2004-2017 for patients with clinical t3 
or t4, n0-2, M0 sigmoid colon cancer who underwent 
surgical resection. Patients who received neoadjuvant 
radiation or had metastatic disease were excluded. A 
propensity score-matched analysis (PsMA) was performed 
utilizing 9 covariates, adjusted for socioeconomic and 
demographic factors, comparing patients who did or did 
not receive nAc. binary logistic regression was used to 
evaluate predictors of nAc utilization and cox regression 
analysis was used to evaluate predictors of overall survival.

Results/Outcome(s): We identified 23,597 patients 
of whom 364 (1.5%) received nAc. A greater number 
of patients received nAc at academic (41%, p<0.001) 
and high-volume centers (27%, p<0.001) as compared 
to other center types (table 1). Patients with Medicare/
Medicaid (39%) and private insurance (52%) were more 
likely to receive nAc (p<0.001). Pre-PsMA, Kaplan-
Meier survival curves demonstrated better survival advan-
tage for nAc patients (p=0.02). PsMA demonstrated 
patients >75 years old were more likely to receive nAc 
(or 0.61; 95% ci 0.36, 0.98, p = 0.046), and compre-
hensive community cancer programs (cccP) were less 
likely to provide nAc (or 0.64; 95% ci 0.47, 0.88, 
p=0.006). there was no difference in survival (p=0.20), 
r0 (p=0.09), or 30-day readmission rates (p=0.30) in the 
nAc cohort compared to the non-nAc cohort. survival 
rates for patients receiving nAc at 1, 5, and 10 years were 
96%, 69%, and 57%, respectively; there was no survival 
difference when compared to surgery-first patients after 
PsMA (p=0.33). notably, patients cccPs were less likely 
to recieve r0 resections as compared to academic centers 
(or 0.4; 95% ci 0.23, 0.70, p=0.002). Patients over the 
age of >65 years old, those receiving care at low-volume 
centers, and those without private insurance had increased 
risk of mortality (p<0.001).

Conclusions/Discussion: treatment at centers offering 
multi-disciplinary care with nAc prior to surgical resec-
tion was associated with better outcomes. Favorable 
factors include academic and high-volume centers, and 
patients with private or government-sponsored insurance. 
overall risk of mortality was higher in patients who were 
older, without private insurance, and who treated at 
low-volume centers.
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GAS GANGRENE FROM CLOSTRIDIUM 
SEPTICUM LEADS TO DISCOVERY OF COLON 
ADENOCARCINOMA - A CASE REPORT AND 
LITERATURE REVIEW.

ePoster AbstrActs eP533

P. Jennings1, A. Kerner1, J. Manicone2

1Long Branch, NJ; 2Newark, NJ

Purpose/Background: the authors seek to present an 
interesting case of a patint with an occult colorectal adeno-
carcinoma who presented to the emergency Department 
of a urban hospital within the new York city metropol-
itan area with a case of necrotizing fasciits of her lower 
extremity. After surgical debridement, her blood and oper-
tive cultures grew clostridium septicum. in conjunction 
with anemia and a positive hemoccult stool test in the 
post opertive period, it was determined that the patient 
should undergo colonoscopy. this revealed a partially 
obstructing adenocarcinoma in the descending colon. the 
authors seek to highlight the established, albeit not widely 
known link between c. septicum and colon cancer. by 
highlighting this case, we hope that other patients with 
this rare species of bacterial infection can be recognized, 
leading to earlier diagnosis and better oncologic outcomes 
of their colon malignancy.

Methods/Interventions: this is a case report and liter-
ature review regarding clostridium septicum necrotizing 
fasciitis and its association with colon cancer. the patient 
in question presented to the emergency department with 
signs and symptoms of a necrotizing soft tissue infection. 
she was brought to the or for wide debridement. in the 
post operative peroid, her colon malignancy was discov-
ered in part due to the presence of c. septicum in her 
blood and operative tissue cultures. she then underwent 
an oncologic resection with laproscopic hemicolectomy at 
a later date.

Results/Outcome(s): the patient in our case had a 
colon cancer discovered due to her presentation to the 
hospital with necrotizing fasciitis. once properly diagnosed 
she underwent a laparoscopic left hemicolectomy 2 months 
after her initial presentation. Final pathology resulted in a 

t3n0 adenocarcinoma. Without her developing this rare 
infection, her malignancy would have continued to go 
undiscovered, potentially leading to a more advanced case 
and a poorer outcome.

Conclusions/Discussion: clostridium septicum is a rare 
cause of necrotizing fasciitis. Unlike the more common 
clostridium perfringens, c. septicum myonecrosis is not 
associated with traumatic injury, which can delay recog-
nition and treatment of this lethal infection. When it is 
encountered it is paramount to investigate the presence of 
an underlying malignancy. the acute management of c. 
septicum myonecrosis does not differ from other causes of 
necrotizing fasciitis in that prompt recognition, early and 
aggressive surgical debridement, and antibiotic therapy 
remain the cornerstone of treatment. in this patient, c. 
septicum’s timely infection allowed for rapid diagnosis 
of an occult colonic adenocarcinoma, which ultimately 
resulted in the curative resection of an otherwise unsus-
pected colon cancer.

radiograph of the left lower extremity demonstrating subcutaneous gas 
(arrow) along the left medial thigh.
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PATIENT OUTCOMES AFTER COLECTOMY 
FOR COLORECTAL CANCER. SINGLE CENTER 
SIX YEARS RETROSPECTIVE STUDY IN THE 
DOMINICAN REPUBLIC.

ePoster AbstrActs eP534

A. tejada Jackson, r. Liriano, i. Gomez Lantigua
Santiago De Los Caballeros, Dominican Republic

Purpose/Background: the third most prevalent 
malignancy is colorectal cancer(crc); its burden is also 
increasing in low- and middle-income countries, likely due 
to western lifestyles. the Dominican republic is part of 
the countries in this spectrum. However, there is a lack of 
crc studies and its publication. You can’t improve what 
you don’t measure; hence, we present the first-ever docu-
mented study of crc outcomes after colectomy in the 
Dominican republic.

Methods/Interventions: retrospective review of patient 
records in a single institution from 2016 to 2022 that 
were treated for colorectal cancer with colectomy in the 
Dominican republic. A total of 102 patients were included. 
Demographic variables and risk factors that affect patient 
outcomes were collected. Variables of interest compro-
mised intraoperative complications, postoperative compli-
cations, and short-term (30-day) mortality. complication 
rates between right-sided and left-sided colectomies were 
compared

Results/Outcome(s): the mean patient age was 65 
years +/- 14.29 with the youngest being 29 years old and 
the oldest 94; 49% of the patients were male. risk factors: 
22.5% of the patients were >75 years of age. AsA score >3 
was present in 75.5% o the patients; 31.4% had diabetes. 
only 6.9% had prior Mi and 2% had vascular disease, 2% 
had chronic lung disease. 3% had renal insufficiency. 98% 
of cases of colectomy were elective. the sigmoid colon was 
the most common location for crc with 39.6% followed 
by the right colon with 38.6%. transverse and left colon 
account for 5.9% and 5% respectively. the most common 
procedure was left hemicolectomy with 46.5% of the 
population, followed by right hemicolectomy with 46.5%, 
Hartmann’s procedure was done in 8.9% of the cases. 
the Most common tnM staging was stage 3 with 52.9% 
of the cases followed by stage 4 with 13.7%. outcomes: 
8.8% of patients had intra-op complications; one had a 
urethral injury, and 8.8% of patients had bleeding. Post-op 
complications were present in 3.9% of the patients. 2% had 
wound dehiscence and 2% needed reoperation. 13.7% of 
the patient had medical complications. Mortality was 2%. 
complication rates did not show any statistical significance 
between right and left-sided colectomies.

Conclusions/Discussion: Half of the patients arrived 
with lymph node spread. the most common site was 
the sigmoid colon, the location with more pronounced 
symptoms. short-term mortality and surgical and medical 
post-op complications were comparable to other studies. 
the size of the population in six years review reflects the 

need for patient conscientization. Although outcomes 
were similar compared to other publications, further 
investigations with long-term follow-up and more exten-
sive characterization of the patient disease are required. 
screening strategies must improve to decrease the likeli-
hood of patients presenting with advanced disease.

POSTOPERATIVE SURROGATE AFTER SAME 
DAY DISCHARGE FOR COLORECTAL SURGERY -  
TELEPHONE ASSISTED VISITS VERSUS MOBILE 
APPLICATION.

ePoster AbstrActs eP535

D. Lai1, c. Kosnik2, M. Hawkins1, L. rashidi2
1Renton, WA; 2Tacoma, WA

Purpose/Background: Purpose: to investigate whether 
there is a difference in emergency department visits, read-
mission, and number of phone calls between those followed 
by postoperative telephone assisted visits versus an elec-
tronic patient platform (mobile application). Background: 
same day discharge after colectomy can be performed 
safely in certain patient groups. Postoperative follow up to 
both monitor the return of bowel function and to watch 
for development of complications can be performed by 
classic in office visits, telephone assisted visits (tAV), or 
with emerging electronic applications. in the post-coViD 
era, a shift towards decreasing in-person appointments and 
increase in telemedicine has led to interest in electronic 
patient platforms.

Methods/Interventions: Methods: Adult patients 
undergoing colectomy with same day discharge from 
December 2019 -current at Multicare were divided into 
two groups for postoperative follow up. the number of 
generated phone calls, Mychart messages, emergency 
room/urgent care visits, and readmissions were recorded 
and compared.

Results/Outcome(s): A total of 90 (n=90) patients 
undergoing same day procedures were evaluated. 43 (48%) 
patients were followed with a mobile application. 47 (52%) 
patients were followed with postoperative tAV. those 
followed with the mobile app resulted in more patient 
calls, more emergency department/urgent care visits, more 
Mychart messages, and more readmissions. there was 
no difference between the groups with regard to patient 
satisfaction score.

Conclusions/Discussion: Although an electronic plat-
form would appear to be less work-intensive, the lack of 
customization and loss of human interpretation can lead to 
more generated phone calls and visits. Further studies are 
needed to evaluate the best surrogate postoperative follow 
up after same day colectomy along with the feasibility and 
ease of patient cooperation.
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PROCEDURE-SPECIFIC RISKS OF MINIMALLY 
INVASIVE SIMULTANEOUS COLORECTAL 
LIVER METASTASES RESECTIONS.

ePoster AbstrActs eP536

s. radomski1, s. chen1, M. stem1, J. Done1, c. Atallah1, 
b. safar2, J. efron1, A. Gabre-Kidan1

1Baltimore, MD; 2New York, NY

Purpose/Background: Minimally invasive surgery (Mis) 
is widely utilized in colorectal procedures. this approach 
offers the benefit of smaller incisions, decreased postopera-
tive pain, and shorter length of stay (Los), with no differ-
ence in oncologic outcomes or mortality rates. recently, 
minimally invasive liver surgery (MiLs) has shown similar 
benefits. though there have been case reports and small 
institutional studies on Mis simultaneous colorectal and 
liver surgery for colorectal liver metastases, none have 
used a national database. the aim of this study was to 
report on procedure-specific outcomes of simultaneous Mis 
colorectal and liver surgery from the Acs-nsQiP database.

Methods/Interventions: Adult patients with colorectal 
cancer who underwent simultaneous colorectal and 
liver resections between 2016-2020 were identified from 
the colectomy, proctectomy, and hepatectomy-targeted 
Acs-nsQiP files. Further stratifications were made based 
on operative approach (laparoscopic, robotic, open). 
Primary outcome was 30-day postoperative morbidity. 
secondary outcomes were procedure-specific 30-day 
complications including ileus, anastomotic leak, liver 
failure, bile leak, and need for a hepatic invasive proce-
dure. colorectal-specific outcomes were available for 
patients retrieved from the colectomy/proctectomy files 
(41%) while hepatectomy-specific outcomes were available 
for patients retrieved from the hepatectomy file (59%).

Results/Outcome(s): A total of 1,550 patients were 
identified who underwent simultaneous resection. of 
these patients, 311 (20%) underwent resection by an 
Mis approach, either an attempted laparoscopic (n=241, 
78%) or robotic approach (n=70, 23%). A planned open 
approach was utilized in 1239 (80%) patients. Patients 
who underwent robotic surgery were younger (51.5 vs. 
62.0, p<0.001), had lower AsA class (p=0.042), and 
more frequently had received preoperative chemotherapy 
(71.9% vs. 55.9%, p=0.008) than patients who underwent 
laparoscopic surgery. the conversion to open rate was 9% 
for robotic cases and 22% for laparoscopic cases. rates of 
30-day postoperative overall morbidity (robotic: 26.6% vs. 
laparoscopic 27.1%, p=0.930), serious morbidity (7.8% vs. 
15.4%, p=0.124), readmission (8.4% vs. 9.6%, p=0.963), 
reoperation (3.1% vs 4.3%, p=0.999), mortality (0% vs. 
3.1%, p=0.575), and Los (5 days vs. 5 days, p=0.957) 
did not differ between the two Mis groups. Furthermore, 
patients who underwent robotic resections had lower rates of 
ileus compared to both laparoscopic and open groups. there 
was no difference in the rate of anastomotic leak or hepatic 
complications between the two Mis groups (table 1).

Conclusions/Discussion: As MiLs becomes more 
common, patients may increasingly be offered a robotic 
approach to simultaneous colon and liver resections. this 
is the first study to report on nsQiP data on combined 
robotic resections and indicates that they can be done 
without any added colon or liver specific procedure risk.

1colectomy/proctectomy-specific outcomes available for patients 
with colectomy/proctectomy resection listed as a primary procedure 
in the nsQiP colectomy/proctectomy- targeted files only (n= 41%). 
2Hepatectomy-specific outcomes available for patients with hepatic 
resection listed as a primary procedure in the nsQiP hepatectomy- 
targeted files only (n=59%).

A 15-YEAR EXPERIENCE OF RIGHT 
HEMICOLECTOMY IN AUSTRALIA AND 
NEW ZEALAND -WHAT CONTRIBUTES TO 
ANASTOMOTIC LEAK?

ePoster AbstrActs eP537

s. Koneru, M. reece, P. chapuis, K. ng, M. rickard
Sydney, NSW, Australia

Purpose/Background: surgery remains the mainstay of 
management for colon cancers. Anastomotic leak (AL) 
is a serious complication of colectomy and is responsible 
for significant morbidity and mortality. rates of, and risk 
factors associated with, AL following right hemicolectomy 
remain poorly documented across Australia and new 
Zealand. the bowel cancer outcomes registry (bcor) is 
a prospectively collected clinical quality registry established 
in 2007 by the colorectal surgical society of Australia and 
new Zealand (cssAnZ). this study examines the bowel 
cancer outcomes registry (bcor) to address this defi-
ciency in the literature.

Methods/Interventions: A retrospective cohort study 
was undertaken of consecutive bcor-registered patients 
who underwent right hemicolectomy (2007-2021). the 
primary outcome measure was the incidence of AL in 
patients who underwent right hemicolectomy with a 
primary anastomosis. secondary outcome measures were 
an analysis of risk factors for AL, specifically the role 
of anastomotic technique, comparing clinicopathological 
variables of patients who had a primary anastomosis versus 
a non-restorative resection and the trend of the AL leak 
rate over time. Factors associated with AL and a primary 
anastomosis were determined by logistic regression. trends 
of AL rates were assessed by linear regression.

Results/Outcome(s): A total of 13,512 patients under-
went right hemicolectomy during the study period (45.2% 
male, mean 72.5 years, sD 12.1). 258 (2.0%) patients 
had AL. on multivariate analysis, male gender (or 1.33; 
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95%ci 1.03-1.71) and emergency surgery (or 1.41; 
95%ci 1.04-1.92) were associated with AL. Private health 
insurance status (or 0.66; 95%ci 0.50-0.88) and mini-
mally invasive surgery (or 0.61; 95%ci 0.47-0.79) were 
protective for AL. Anastomotic technique (handsewn vs 
stapled) was not associated with AL (p=0.84). Patients 
with higher AsA status (or 0.47; 95%ci 0.39-0.58), 
advanced disease stage (or 0.56; 95%0.50-0.63), and 
emergency surgery (or 0.16; 95%ci 0.13-0.20 were less 
likely to have a primary anastomosis. there was no asso-
ciation between AL rate and year of surgery (p=0.521).

Conclusions/Discussion: this study examines the 
15-year experience of AL in patient treated by right hemi-
colectomy for colon cancer in Australia and new Zealand. 
registry-recorded AL rates are consistent with published 
literature and were stable throughout the study period. 
Gender, emergency surgery, insurance status, and mini-
mally invasive surgery were significantly associated with 
incidence of AL. Anastomotic technique was not associ-
ated with AL incidence. Ultimately, a consensus definition 
of AL must be implemented in addition to a more compre-
hensive documentation of the many additional patient, 
clinical and institutional factors that contribute to AL. 
Knowledge of these variables is of critical importance in 
identifying patients at risk of AL and in the overall tailored 
management of patients who develop an AL.

TREATMENT NAïVE MICROSATELLITE 
INSTABILITY-HIGH COLON CANCER WITH 
ACELLULAR MUCIN LYMPH NODE DEPOSITS: 
A CASE STUDY.

ePoster AbstrActs eP538

D. barnes, K. choong
Columbia, SC

Purpose/Background: We present an interesting case 
of treatment naïve microsatellite instability-high (Msi-H) 
right colon cancer with acellular mucin lymph node 
deposits.

Methods/Interventions: the patient is a 65 year old 
female with an ascending colon moderately differentiated 
adenocarcinoma arising from a 2.5 cm ulcerated sessile 
polyp. she underwent a right colectomy with stapled ileo-
colic anastomosis. Her postoperative course was uncompli-
cated, and she was discharged on postoperative day three.

Results/Outcome(s): the pathology showed a 1.3 cm 
right colon moderately differentiated, invasive adenocarci-
noma with mucinous component invading into the submu-
cosa. the margins were widely negative, but there was 
lymphovascular and perineural invasion. seventeen lymph 
nodes were harvested without evidence of metastatic 
disease; however, two were found to have acellular mucin 
present. Her final pathologic stage was i (t1n0M0). 

Further testing on the tumor demonstrated loss of expres-
sion of the mismatch repair proteins MLH1 and PMs2 due 
to MLH1 promoter hypermethylation. Given the high risk 
features of lymphovascular and perineural invasion, along 
with presence of acellular mucin, adjuvant chemotherapy 
was discussed and offered, but ultimately declined by the 
patient.

Conclusions/Discussion: the existing literature on 
acellular mucin lymph node deposits in colorectal cancer 
specimens is limited. Additionally, there is a disagreement 
between european and non-european pathologists as 
to whether acellular mucin lymph node deposits should 
be considered as nodal metastases in treatment naive 
patients. the current American Joint committee on 
cancer staging Manual 8th edition states that acellular 
mucin does not constitute nodal metastasis. With regard 
to adjuvant chemotherapy for Msi-H stage iii colon 
cancer, there is some literature stating a benefit when 
5-fluorouracil is used in combination with oxaliplatin, but 
no benefit with 5-fluorouracil alone. Avenues for further 
research should focus on the prognostic importance of 
mucin deposits in colonic mesenteric lymph nodes in 
treatment naïve patients, particularly with Msi-H tumors 
to help guide adjuvant therapy.

LAPAROSCOPIC COLORECTAL CANCER 
SURGERY FOR LIVER CIRRHOSIS PATIENTS 
AND OPEN CONVERSION RATE.

ePoster AbstrActs eP539

G. KU, s. ryoo, K. Park, s. Jeong, J. Park, M. Kim, 
H. Lim
Jongno-gu, Korea (the Republic of)

Purpose/Background: Liver cirrhosis (Lc) refers the 
end stage of damage to hepatocytes and patients with 
decompensated Lc present severe complications such 
as large ascites from portal hypertension, hepatorenal 
syndrome, and hepatic encephalopathy, which are well 
known to be a higher risk of morbidity and mortality 
following surgery. the laparoscopic surgery has been 
established as a standard procedure for colorectal cancer, 
but the safety and efficacy in these cirrhotic patients has 
not been verified yet. We analyze whether laparoscopic 
colorectal cancer surgery can be safely performed in 
cirrhotic patients and investigate the conversion rate to 
open surgery.

Methods/Interventions: this is a retrospective study 
for prospectively collected data of patients who underwent 
colorectal resection from January 2004 to December 2021 
at a tertiary hospital in Korea. We compared the clinical 
characteristics, operative outcomes, surgical pathology and 
long-term survival outcomes between open and laparo-
scopic surgery group in Lc patients.
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Results/Outcome(s): During the study periods, 98 
open and 51 laparoscopic surgeries had been performed 
in cirrhotic patients with colorectal cancer. body mass 
index was higher in the laparoscopic group than in the 
open group (22.7±3.4 vs. 24.3±3.2 kg/m2, p=0.007), but 
there were no significant differences in age, sex, American 
society of Anesthesiologists classification, and child-
turcotte-Pugh classification of Lc. the preoperative 
carcinoembryonic antigen level was higher in the open 
group (3.6 vs. 2.2 ng/ml, p=0.009). operative time was 
significantly longer in the laparoscopic group (131.5 vs. 
177.0 min, p<0.001). Four of 55 (7.3%) cases in the lapa-
roscopic group were converted to open surgery. reasons 
for conversion were variceal bleeding in all 4 cases. 
According to the child-turcotte-Pugh class, the conver-
sion rate was 2.1% in A and 42.9% in class b, respectively 
(p=0.005). the tumor size was significantly larger in the 
open group (4.3±1.9 vs. 3.2±1.9 cm, p=0.004). t and 
n stages were higher (p=0.007 and 0.005, respectively) 
and positive perineural invasion were more in the open 
group (p=0.040). Postoperative morbidity and mortality 
were not significantly different between the two groups. 
the length of hospital stay was shorter in the laparoscopic 
group (7.5 vs. 5.0 days, p=0.042). the 5-year overall 
survival rate were 49.1% in the open group vs. 88.4% in 
the laparoscopic group (p<0.001) and the 5-year disease 
free survival were 51.7% in the open group vs. 93.0% in 
the laparoscopic group (p<0.001).

Conclusions/Discussion: Although there were some 
differences in clinical or tumor characteristics, the post-
operative outcomes were not inferior with laparoscopic 
surgery than with open surgery in cirrhotic patients. Lc 
class b has a higher potential for conversion to open 
surgery than class A. therefore, we might safely perform 
the laparoscopic colorectal surgery with more cautious 
selection of the patients.

EFFECT OF COVID-19 ON ERAS COMPLIANCE 
AND OUTCOMES FOR ELECTIVE COLORECTAL 
SURGERY.

ePoster AbstrActs eP540

K. Kenning, J. canete, M. Keenan, b. Valerian, 
A. chismark, e. Lee
Albany, NY

Purpose/Background: the coronavirus pandemic 
(coViD-19) continues to create supply-chain and staffing 
shortages that affect healthcare delivery. the enhanced 
recovery After surgery (erAs) program is a resource-in-
tensive activity. We hypothesize that coViD-19 has 
caused decreased compliance and worse perioperative 
outcomes as a result.

Methods/Interventions: A single-center retrospec-
tive analysis was performed utilizing the nsQiP-iscr 
(improving surgical care and recovery) database for all 
elective colorectal surgery cases between January 2017 
–May 2022. Patients were stratified into pre-coViD 
(before 3/1/20) and post-coViD (3/1/20 and after) 
groups. Primary outcomes were compliance with erAs 
components and hospital length of stay. A multivariate 
interaction linear regression was used to evaluate factors 
associated with extended length of stay.

Results/Outcome(s): 1,239 patients (704 pre-coViD, 
535 post-coViD) were identified. there were no signifi-
cant differences in age, sex, bMi, or comorbidities (DM, 
coPD, Htn) between the two groups. in the post-
coViD group there were significantly fewer patients 
who received preadmission counseling (83.2% vs 93.9%, 
p<0.0001), preoperative Vte prophylaxis (79.5 vs. 84.5%, 
p=0.0065), preoperative carbohydrate drink (62.5% vs 
75.3%, p<0.0001), and pre-operative multimodal pain 
control (96.6% vs 99.0%, p=0.0039). Preoperative 
regional pain control and pre-admission opioid use were 
not significantly different. the post-coViD cohort was 
significantly more likely to have longer length of stay 
(7.1 vs 4.9, p<0.0001), develop sepsis (4.5% vs. 2.8%, 
p=0.029), pulmonary embolism (3.5% vs 0.0%, p=0.001), 
and acute kidney injury (4.1% vs. 0.0%, p=0.000). 30-day 
mortality was significantly higher in the post-coViD 
group (p=0.013) but it was not an independent predictor 
in multivariate analysis (p=0.2278). there was no statis-
tical difference in 30-day readmission rates (p=0.92). 
Multivariate regression of length of stay revealed a signifi-
cant relationship with coViD grouping (p<.0005), erAs 
percent compliance score (p<.0001) and their interaction 
(p<.0001) (Figure 1). in the post-coViD cohort, poor 
compliance with erAs components had a greater effect 
on increased length of stay compared to the pre-coViD 
cohort (p=0.0026). With increased compliance, length 
of stay approached pre-coViD values (p=0.4842). this 
interaction remained significant after adjusting for age, 
sex, race, AsA status, functional dependence, and length 
of surgery (p<.0001).



354 ePoster AbstrActs

Conclusions/Discussion: there is a significant decrease 
in compliance with erAs components in the post-coViD 
era. compliance with erAs components has a greater 
effect on decreasing the length of stay in the post-coViD 
era. identifying strategies to improving erAs compliance 
is important to improving outcomes for current colorectal 
patients.

Multivariate interaction regression Model of Length of stay by coViD 
Group and erAs Percent compliance

DOES LIVING IN A FOOD DESERT INCREASE 
RISK FOR ANASTOMOTIC LEAK RATE AFTER 
ELECTIVE COLECTOMY?

ePoster AbstrActs eP541

K. Perrone1, W. Weng2, Y. chen2, Z. torgersen1, 
s. Hendren2

1Omaha, NE; 2Ann Arbor, MI

Purpose/Background: Anastomotic leak after colon 
anastomosis is associated with increased morbidity, 
mortality, and cost. Modifiable risks factors may include 
pre-operative nutrition. Animal studies have demonstrated 
benefit from plant-based diet to improve microbiome  
and decrease leak risk. small studies have demonstrated 
increased wound complications and readmissions for 
surgical patients who live in food deserts (FD), regions 
of the country with limited access to healthy food. We 
hypothesized that patients living in a FD would have 
higher rates of anastomotic leak compared to patients who 
do not live in a FD.

Methods/Interventions: the cohort consisted of 
patients in the Michigan surgical Quality collaborative 
database who underwent elective laparoscopic or open 
partial colectomy with anastomosis from 08/01/2017 to 
08/01/2022. FD status was identified using the UsDA Food 
Access research Atlas low income / low access (LiLA) 
census tracts. the low access threshold used was 0.5 miles 
in urban areas and 10 miles in rural areas. bivariate and 
multivariate analysis was performed to evaluate the associ-
ation between LiLA status and anastomotic leak.

Results/Outcome(s): the cohort consisted of 7639 
colectomy patients of whom 1703 (22.3%) lived in a 
LiLA tract. LiLA patients were more likely to be male, 
non-white, have non-commercial insurance, AsA 3-5 
status, non-independent, diabetes, hypertension, coPD, 
be a smoker, on dialysis, obese and undergo open surgery. 
there was a significant difference in anastomotic leak 
rate [39 (2.3%) vs 72 (1.2%) p<0.01], readmission [179 
(10.5%) vs 484 (8.2%) p<0.01], and post op complica-
tion [292 (17.1%) vs 789 (13.3%) p<0.01] (table 1). For 
patients in LA tracts [n=3087 (40.4%)] there was a lower 
mortality [19 (0.6%) vs 52 (1.1%) p=0.02]. For patients 
in Li tracts [n=2431 (31.8%)] there were increased read-
missions [245 (10.1%) vs 418 (8.0%) p<0.01] and post 
op complications [394 (16.2%) vs 687 (13.2%) p<0.01]. 
on multivariate analysis LiLA status was independently 
associated with anastomotic leak risk (or=1.83 95% ci 
[1.21-2.78]). other risk factors were coPD (or=1.91 
95% ci [1.10-3.34]), and dialysis (or=5.58 95% ci 
[1.61-19.27]). there was decreased risk for overweight 
patients (or=0.5 95% ci [0.29-0.87]) and with Mis 
approaches (or=0.46 95% ci [0.31-0.68]).

Conclusions/Discussion: Patients living in a FD have a 
significantly greater risk of anastomotic leak after elective 
colectomy. these findings are consistent with existing 
literature in thoracic and vascular surgery and suggest that 
access to nutritious food is a pre-operative risk factor in 
colorectal surgery. Further work will need to be done to 
determine if a targeted prehabilitation program providing 
nutritious food can mitigate this risk.
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Table 1. baseline characteristics and outcomes for patients undergoing 
elective colectomy who live in low income and low access (LiLA) cen-
sus tracts.

DIVERSITY WITHIN SPEAKERS AT THE 
ANNUAL AMERICAN SOCIETY OF COLON AND 
RECTAL SCIENTIFIC MEETING.

ePoster AbstrActs eP542

J. Kramer, s. Haider, s. Gade, P. Hu, M. Alvarez-
Downing
Newark, NJ

Purpose/Background: ethnic and gender disparities 
have been observed and well documented in academic 
medicine and have led to a call to increase diversity across 
the discipline, including the field of surgery. this has 
become increasingly relevant over the past several years 
with the current social justice climate. in response, many 
national societies, including the American society of 
colon and rectal surgeons (Ascrs), have implemented 
Diversity, equity, and inclusion (Dei) committees to work 
on initiatives which promote equity and increase partici-
pation by UrM members. this study aims to evaluate the 
racial and gender diversity amongst speaker selections at 
the annual Ascrs scientific meeting for the past 5 years.

Methods/Interventions: Data was collected from the 
Ascrs annual scientific meeting program guide for 2018, 

2019, 2021 and 2022. there was no data collected for 2020 
as the conference was cancelled due to the coViD-19 
pandemic. individuals who spoke or presented during 
these years were identified. information on ethnicity and 
gender was recorded from the home institution’s website 
and biographies.

Results/Outcome(s): A total of 857 speakers presented 
between 2018-2022. there were 174, 218, 174, and 291 
speakers in 2018, 2019, 2021 and 2022 respectively. there 
was an average of 31% repeat speakers from year to year 
(sD 1.4%). in total, 71% (610, sD 4.25%) of speakers were 
caucasian and 29% (247, sD 4.25%) were non-caucasian.  
the percentage of caucasian speakers was 78%, 71%, 
71% and 67% for 2018, 2019, 2021 and 2022 respectively. 
For those same years, the percentage of non-caucasian 
speakers was 22%, 29%, 29% and 33% for 2018, 2019, 
2021 and 2022 respectively. in total, 62% (538, sD 7.97%) 
of speakers were male and 37% (319, sD 7.72%) were 
female. the percentage of male speakers was 66%, 72%, 
55% and 58% for 2018, 2019, 2021 and 2022 respectively, 
and the percentage of female speakers was 34%, 28%, 45% 
and 42%. When comparing 2018 to 2022, there was an 
11% increase in non-caucasian speakers observed over the 
5-year period. between the years 2019 and 2021, there was 
an 18% increase in female speakers.

Conclusions/Discussion: increasing diversity in 
ethnicity and gender among speakers selected for the 
Ascrs annual scientific meeting over the past 5 years 
has been observed. However, this increase has been 
minimal, particularly for non-caucasian presenters, and 
the majority of speakers still remain caucasian males. 
this finding suggests that despite efforts made, disparities 
continue to persist. Further investigation into the speaker 
selection process for the annual Ascrs scientific meeting 
and implementation of strategies to improve disparities is 
warranted.
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RISK-ADJUSTED CUMULATIVE SUM 
UTILIZATION TO ANALYZE SURGEON, 
DIVISIONAL, AND INSTITUTIONAL 
PERFORMANCE IN REAL TIME.

ePoster AbstrActs eP543

L. cooper, K. blackburn, A. bafford, Y. Hu, r. brown
Baltimore, MD

Purpose/Background: Few objective, real-time 
measurements of surgeon performance exist. Most perfor-
mance metrics are delivered on a quarterly or annual 
basis at the institutional level. in contrast, risk-adjusted 
cumulative sum (rA-cUsUM) can track surgeon-level 
outcomes on a continuous basis. the objective of this 
study was to implement rA-cUsUM to monitor outcomes 
following colorectal operations and identify clinically rele-
vant performance variations.

Methods/Interventions: the national surgical Quality 
improvement Program (nsQiP) was queried to obtain 
patient-level data for 1612 consecutive colorectal opera-
tions at a high-volume center from 2011-2020. For each 
case, expected risks of morbidity, mortality, reoperation, 
readmission, and anticipated prolonged length of stay 
(Los) were estimated using the nsQiP risk calculator. 
rA-cUsUM curves were generated to signal observed-
to-expected odds ratios (or) of 1.5 (poor performance) 
and 0.5 (exceptional performance). control limits were set 
based on a false positive rate of 5% (α = 0.05).

Results/Outcome(s): the cohort included data on 
seven surgeons: surgeon A = 861 cases; surgeon b = 28;  
surgeon c = 24; surgeon D = 131; surgeon e = 208;  
surgeon F = 106; surgeon G = 54. institutional observed 

vs expected outcomes were: morbidity 12.5% (vs 15.0%), 
mortality 2.5% (vs 2.0%), prolonged Los 19.7% (vs 19.1%),  
reoperation 11.1% (vs 11.3%), and 30-day readmission 
6.1% (vs 4.8%). rA-cUsUM identified within- and 
between-surgeon performance variations across all metrics. 
representative surgeon-level morbidity rA-cUsUM 
curves are shown in Figure 1. surgeon A delivered lower-
than-expected morbidity (or<0.5) consistently following 
a brief early period of higher-than-expected morbidity 
(or>1.5), suggesting a rapid learning process. in contrast, 
surgeon F remained within the expected morbidity rate for 
the duration of the study period.

Conclusions/Discussion: rA-cUsUM adjusts for 
patient-level risk factors to provide real-time data on 
surgeon-specific outcomes. this approach enables prompt 
identification of performance outliers and can contribute 
to quality assurance, root-cause analysis, and incentiviza-
tion not only at the surgeon level, but at divisional and 
institutional levels as well.

ERAS MITIGATES WEEKEND EFFECT ON 
LENGTH OF STAY FOLLOWING ELECTIVE 
COLECTOMY.

ePoster AbstrActs eP544

A. Kim, J. Hong, J. Levine, c. Foglia, P. saldinger, 
s. chao
Flushing, NY

Purpose/Background: studies have shown higher 
morbidity, including longer length of stay (Los), following 
elective colectomies performed later in the week. However, 
few studies examined this weekend phenomenon after an 
enhanced recovery after surgery (erAs) protocol was 
established and implemented in hospitals country-wide. 
the goal of this project was to determine if there still was 
a weekend effect at our single-center institution and to 
study other factors that could predict Los after erAs 
implementation.

Methods/Interventions: We performed a retrospective 
study on all elective colorectal surgeries at a single insti-
tution in new York city between January 1st, 2015 and 
December 31st, 2020. erAs protocol at this institution 
was implemented in the spring of 2017. We compared Los 
by day of the week of surgery, and the effect of erAs on 
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Los, using univariable and multivariable analysis. Python 
programming was used for statistical analysis.

Results/Outcome(s): 605 patients were included in the 
study. 41 cases were done on Mondays, 197 on tuesdays, 
45 on Wednesdays, 187 on thursdays, and 135 on Fridays. 
the day of the week significantly affected Los on univari-
able analysis (p-value=0.03). the median length of stay 
was four days. surgery done on Wednesday was associated 
with the longest Los of five days. Median Los for Monday 
and tuesday was three days. Median Los for thursday 
and Friday was four days. After controlling for age, 
race, comorbidities, complications, and lab values, having 
surgery later in the week (i.e., Wednesday, thursday, or 
Friday) was found to be significantly associated with a 
longer Los compared to earlier in the week (i.e., Monday 
or tuesday). Having operations done later in the week 
increased mean Los by 1.1 days. Patients were then 
analyzed based on whether they underwent the erAs 
protocol (Figure 1). the median length of stay was three 
days for those who underwent erAs and four days for 
those who did not. For patients who underwent erAs, 
there was no statistically significant difference in Los 
(p-value=0.06) when operated on early in the week versus 
later. For those who did not undergo erAs, Monday 
and tuesday were significantly associated with decreased 
length of stay (p-value=0.00006).

Conclusions/Discussion: to our knowledge, this is 
the first study to demonstrate that erAs can mitigate 
the weekend effect on length of stay. At our institution, 
longer Los later in the week may reflect a more complex 
discharge that covering weekend teams are hesitant to 
rush. erAs protocols may provide more structure to 
the hospital stay and allow patients to reach recovery 
milestones earlier, facilitating discharge even by covering 
teams. More studies are needed to better understand the 
mechanism by which erAs affects Los and mitigates the 
weekend effect.

Figure 1. Length of stay as a function of day of week and erAs status. 
boxes represent interquartile range (iQr). Yellow line represents the 
median. Whiskers represent +/- 1.5 x iQr.

DETERMINING COSTS OF ANASTOMOTIC 
LEAKS: CONSIDERATIONS IN POST-
OPERATIVE MANAGEMENT.

ePoster AbstrActs eP545

W. Wilt, b. Levy, H. McDonald, D. Davenport, J. Patel
Lexington, KY

Purpose/Background: Anastomotic leaks following 
colorectal resections frequently result in increased resource 
utilization and healthcare costs. Various treatment inter-
ventions exist, ranging from non-interventional treat-
ments to reoperation, pending patient needs. this study 
aims to assess costs associated with anastomotic leaks 
in the perioperative period to help guide interventional 
decision-making.

Methods/Interventions: institutional data using the 
American college of surgeons national surgical Quality 
improvement Program (Acs-nsQiP) database was queried 
for all patients undergoing colorectal resections from  
2013-2019. this was merged with our hospital financial 
database to assess direct costs of care for the index hospital 
stay as well as subsequent patient encounters at 30 days  
post-discharge. Data was then analyzed using multivariate 
analysis to determine the index hospital costs (iHc) and 
30-days post-discharge direct costs (PDDc) associated 
with anastomotic leaks and related interventions.

Results/Outcome(s): A total of 2233 patients under-
went colorectal resections during the study period, of 
which 123 had anastomotic leaks. 7 underwent no treat-
ment, 18 underwent noninterventional treatment, 35 
underwent interventional treatment, including advanced 
endoscopic and interventional radiologic procedures, and 
63 underwent reoperation. Leaks without treatment and 
without interventional treatment were not independent 
predictors of higher iHc or PDDc (table). Anastomotic 
leaks treated with reoperation were found to be 17% more 
costly than those without leaks for the index hospital stay 
and 66% more costly at 30-days post-discharge. Leaks 
treated with reintervention were not found to be signifi-
cantly more costly at the index hospital stay but did inde-
pendently predict significantly higher healthcare costs at 
30 days post-discharge (or 2.71, ci 1.68-4.38, p<0.001).

Conclusions/Discussion: Anastomotic leaks, though 
a dreaded complication, do not always confer increased 
hospital costs depending on their severity. Leaks treated 
with interventional means initially do not predict higher 
healthcare costs, but ultimately can predict higher costs, 
indicating increased healthcare utilization. Further inves-
tigation is needed to address costs of advanced procedural 
interventions versus early reoperations.
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UNIVERSAL PREOPERATIVE GLYCEMIC 
MANAGEMENT IN A TERTIARY REFERRAL 
CENTER. IMPLICATIONS FOR SURGICAL SITE 
INFECTION REDUCTION.

ePoster AbstrActs eP546

c. newton, s. sharma, J. Gibbs, Z. roberts, r. curran, 
s. stringfield, K. Voytovich, c. sommerhalder, 
W. Lichliter, K. Wells, A. Fichera
Dallas, TX

Purpose/Background: Perioperative hyperglycemia 
has been associated with surgical septic complications. 
Perioperative Point of care (Poc) glucose as part of an 
ssi bundle in enhanced recovery After surgery (erAs) 
patients is standard of care at our institution. this interven-
tion is not routinely extended to non-erAs patients and 
non-colorectal surgery disciplines. the aim of this study 
was to assess the current state of unexpected preoperative 
hyperglycemia in consecutive surgical patients at a tertiary 
referral center and its impact on septic complications.

Methods/Interventions: this is a prospectively 
collected review of all patients undergoing consecutive 
elective operations at our institution from April 2022 to 
July 2022. Preoperative Poc glucose was measured and 
a blood glucose level ^ 140 mg/dL was defined as hyper-
glycemic. Administration of insulin was defined as insulin 
given preoperatively, intraoperatively, or within 24 hours 
after surgery. Medical records were reviewed for endpoints 
of septic complications within 30 days of surgery (ssi, 
pneumonia, and Uti). Patients with %30 days follow-up 
or with an infection present at the time of surgery were 
excluded.

Results/Outcome(s): During the study period, 1262 
patients were analyzed. A total of 724 patients had Poc 
glucose recorded, for a compliance of 57.4%. of those, 
144 (19.9%) were hyperglycemic. twenty-five patients 
were excluded due to no follow-up or infection present at 
the time of surgery. of the remaining 119 hyperglycemic 
patients, 86 had diabetes (72.3%) and 33 were non-diabetic 
(27.7%). Fifty-two (43.7%) were appropriately treated with 
insulin in the perioperative period. septic events within 
30 days of surgery occurred in 28 patients (23.5%). of 
the hyperglycemic non-diabetics, undiagnosed predia-
betes (HgbA1c 5.7-6.4) and diabetes (HgbA1c 6.5-9.0) 
were present in 15.1% and 9.1% respectively. of the 

total diabetics who had hyperglycemia, poorly controlled 
diabetes (HgbA1c >9) was present in 15.1%. of the total 
diabetics who had a hyperglycemic event, 24 (27.9%) 
had an infection compared to 4 (12.1%) of nondiabetics 
with infection (or 2.8, p=0.09). of those hyperglycemic 
patients treated with insulin, 16 (30.8%) developed an 
infection compared to 12 (17.9%) not treated with insulin 
who developed an infection (or 2.0, p=0.13).

Conclusions/Discussion: in our consecutive series, 
preoperative hyperglycemia was common (19.9%), with 
almost a third of cases in non-diabetics, which is consis-
tent with available literature. Less than half of the hyper-
glycemic patients received appropriate treatment with 
insulin and less than one third of patients with a septic 
complication received appropriate treatment with insulin. 
this population represents an area of focus for quality 
improvement within our institution and furthers the need 
for more systematized quality control interventions like 
ssi bundles as part of an erAs program across surgical 
disciplines.

table 1. bivariate analysis between perioperative insulin treatment/dia-
betes status and septic events

USING PRE-OPERATIVE C-REACTIVE PROTEIN 
LEVELS TO PREDICT ANASTOMOTIC LEAKS 
AND OTHER COMPLICATIONS AFTER 
ELECTIVE COLORECTAL SURGERY: A 
SYSTEMATIC REVIEW AND META-ANALYSIS.

ePoster AbstrActs eP547

Z. cloutier2, t. McKechnie2, V. Archer2, L. Park2, J. Lee3, 
A. Patel1, D. Hong2, c. eskicioglu2

1London, ON, Canada; 2Hamilton, ON, Canada; 3Calgary, 
AB, Canada

Purpose/Background: Post-operative anastomotic leak 
(AL) remains a serious complication for patients under-
going elective colorectal surgery. While post-operative 
monitoring of c-reactive protein (crP) is used routinely 
in clinical practice as an early indicator of potential leak, 
pre-operative crP remains to be established as a potential 
predictor of AL and other infectious complications. this 
systematic review and meta-analysis aims to examine the 
association between pre-operative crP levels and AL and 
other short term post-operative complications, to deter-
mine if pre-operative crP could aid surgeons in pre-oper-
ative patient counselling and operative decision-making.
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Methods/Interventions: MeDLine, eMbAse, Web 
of science, PubMed, cochrane Library and cinAHL 
databases were searched up to october 2021. studies 
were included if pre-operative crP levels were measured 
prior to elective colorectal surgery involving anastomotic 
reconstruction, for benign and malignant disease and if 
short term post-operative outcomes were reported. Quality 
of included studies was assessed using Minors criteria. 
A pairwise meta-analysis was performed using an inverse 
variance random effects model for all meta-analyzed 
outcomes, to determine if patients with or without compli-
cations and AL differed in their pre-operative crP levels.

Results/Outcome(s): From 1555 citations, 19 studies 
evaluating 5426 patients were included, grouped and 
analyzed based on reported post-operative outcomes. 
Patients experiencing postoperative infectious complica-
tions had significantly greater preoperative crP values 
(n=8 studies, n=2421 patients, MD 6.26, 95%ci[2.89-
9.64], p<0.01, i2=93%). there was no association between 
preoperative crP values and the occurrence of AL (n=5, 
n=2176, MD 3.59, [-5.39-12.57], p=0.43, i2=82%) and 
with overall post-operative morbidity (n=7, n=2375, 
MD 4.63, [-4.38-13.64], p=0.31, i2=99%) after elective 
colorectal surgery. sensitivity analyses according to disease 
type (i.e. inflammatory bowel disease vs. non-inflammatory 
bowel disease) and risk of bias did not significantly change 
the results.

Conclusions/Discussion: Higher pre-operative crP 
levels are associated with increased rates of overall infec-
tious complications, but not with AL alone or with 
overall morbidity in patients undergoing elective colorectal 
surgery, for both benign and malignant indications. this 
suggests that pre-operative crP could be a useful tool to 
predict and counsel patient pre-operatively about post- 
operative infective complications, but not AL specifically.

IDENTIFYING HEALTH LITERACY-SENSITIVE 
COMPONENTS OF ERPS IN COLORECTAL 
PATIENTS.

ePoster AbstrActs eP548

b. Jones1, A. Harsono2, b. smith2, J. richman2, 
L. Wood2, M. rubyan3, D. chu2

1Dallas, TX; 2Birmingham, AL; 3Ann Arbor, MI

Purpose/Background: Low health literacy (HL) is a 
significant contributor to surgical disparities and drives 
increased healthcare costs and poor outcomes. enhanced 
recovery programs (erPs) are standardized multicompo-
nent perioperative care pathways that have demonstrated 
great potential in addressing surgical disparities. However, 
low HL surgical patients still suffer disparities despite being 
under an erP. A major need therefore exists to adapt 
erPs to low HL populations to improve outcomes for this 
disparity group. it is known that the efficacy of erP is 
dependent on fidelity (adherence to the individual compo-
nents of erPs). our goal is to identify the key components 
of erPs that are HL-sensitive and can be targeted to 
improve surgical outcomes. We hypothesize that low HL 
patients will have the lowest fidelity for erP components 
that require the most patient engagement.

Methods/Interventions: We performed a retrospective 
cohort study of all patients undergoing elective colorectal 
surgery at our institution from september 2021 to July 
2022. Data was acquired from our institution’s enhanced 
recovery database and linked to patient HL data using 
brieF (n=193), a validated HL screening tool. We 
compared participants based on HL level determined by 
brieF scores: adequate (17 to 20), marginal (13 to 16) 
and inadequate (4 to 12). summary statistics were calcu-
lated and compared by literacy categories using one-way 
AnoVA for continuous measures and chi-square tests 
for factors.

Results/Outcome(s): of the 193 patients, 170 (88.1%) 
had adequate HL, 17 (8.8%) had marginal HL and 6 
(3.1%) had inadequate HL. the overall erP adherence 
rate (defined as adherence to >70% of the individual 
components) for inadequate HL was 48.3%, which was 
lower than adequate HL (54.7%) or marginal HL (55.3%), 
though not significant (p=0.54). the only erP compo-
nent that varied significantly by HL was postoperative 
multimodal analgesia use with adherence for adequate and 
marginal HL of 91.7% and 100%, respectively, compared 
to 66.7% for those with inadequate HL (p=0.05). though 
not statistically significant, similar estimates of lower adher-
ence among the low HL group were also seen with preop-
erative education (90.1% adequate vs. 88.2% marginal 
vs. 66.7% low HL, p=0.27) and early post-operative  
mobilization (39.8% adequate vs. 23.5% marginal vs. 
16.7% low HL, p=0.27). the mean length of stay (Los) 
was 6.1 days for patients with adequate HL, and longer for 
those with marginal and inadequate HL (9.4 and 11.8 days, 
respectively, p=0.01).



360 ePoster AbstrActs

Conclusions/Discussion: Patients with low HL under 
erPs have significantly lower adherence to postoperative 
multimodal analgesia use, and early results suggest lower 
adherence to preoperative education and early mobiliza-
tion. they also experience overall longer Los. Additional 
studies will aim to identify disparities in outcomes associ-
ated with poor adherence to these components more fully 
accounting for demographic and clinical characteristics.

THE EFFECT OF CLOSING TRAY USE IN THE 
URGENT AND EMERGENT COLORECTAL 
SURGICAL SETTING ON SURGICAL SITE 
INFECTION.

ePoster AbstrActs eP549

b. Durbin, s. Fox
Wilmington, NC

Purpose/Background: colorectal surgery is known 
to have a higher rate of surgical site infections (ssi) 
than other surgical specialties. ssis carry a large burden 
affecting patient morbidity and healthcare costs. closing 
tray protocols as a part of bundled care play a part in ssi 
reduction. this study aims to determine whether using a 
closing tray in the urgent and emergent colorectal surgery 
setting also decreases the rate of ssis.

Methods/Interventions: surgical outcomes data from 
a single institution were prospectively collected over the 
course of one year (March 2021 to March 2022) after 
implementation of a closing tray protocol (ctP) utilized 
at the time of fascial closure in bowel surgery cases. ssi 
data was compiled, and outcomes documented. elective, 
trauma, gynecologic, pediatric, and foregut cases were 
excluded.

Results/Outcome(s): there were 145 total urgent/
emergent colorectal surgery cases (crs) performed over 
the one-year period by 18 different colorectal and acute 
care surgeons. twelve (8.3%) of these cases resulted 
in ssis: 5 (3.4%) superficial incisional infections and 7 
(4.8%) deep organ space infections. interestingly 8 (5.5%) 
of these 12 cases were known to have infection present 
at the time of surgery with pelvic or pericolonic abscess 
noted in all 8 cases. For the 12 ssis, wound classification 
ranged from 2 clean contaminated, 6 contaminated to 4 
dirty/infected. the ctP was utilized in 10 of the 12 ssi 
cases, and not utilized in 2 contaminated cases. the ctP 
was not used in 41 (28.3%) of the 145 cases. the rate of 
ssi when the ctP was used was 8.8% compared to a rate 
of 4.6% when the ctP was not used. this was not statis-
tically significant (p= 0.51). As infections present at the 
time of surgery are a likely confounding factor, these were 
excluded and data were re-examined. the ctP was used 
in all 4 (3.8%) cases that developed ssi, whereas the ctP 
was not used in 28 (26.6%) of 105 cases. the rate of ssi 
when the ctP was used was 4.9% compared to a rate of 

0% when the ctP was not used, again this was not statis-
tically significant (p=0.57).

Conclusions/Discussion: in the urgent and emergent 
colorectal surgery setting at our institution, a ctP did not 
significantly decrease the rate of ssis. this may in part 
be due to the fact that in 36 (24.8%) of the 145 cases, 
infection and contamination were already present in the 
abdominal cavity. ssi rates are multifactorial, and it is 
difficult to determine the effect of just one approach to 
ssi reduction. these data are limited by small sample size 
and further study is needed to evaluate the role of ctP in 
the urgent setting.

FACTORS ASSOCIATED WITH POOR 
ADHERENCE TO EXTENDED VENOUS 
THROMBOEMBOLISM PROPHYLAXIS 
GUIDELINES FOR PATIENTS UNDERGOING 
MAJOR CANCER SURGERY.

ePoster AbstrActs eP550

A. booth, J. Marsden, J. Zhang, P. Mauldin, c. Donahue, 
t. curran
Charleston, SC

Purpose/Background: Venous thromboembolism 
(Vte) including pulmonary embolism (Pe) and deep vein 
thrombosis (DVt) are highly morbid, costly, and rela-
tively common complications after major cancer surgery. 
30-day extended Vte prophylaxis with low molecular 
weight heparin (LMWH) is a safe and effective interven-
tion recommended for patients undergoing major cancer 
surgery by most relevant society guidelines including the 
American society of colon and rectal surgeons. Despite 
established society guidelines, utilization of extended Vte 
prophylaxis remains low across multiple disciplines. in 
preparation for a multi-specialty improvement program, we 
explored factors associated with receipt of an outpatient 
prescription for LMWH within 30 days of major cancer 
surgery.

Methods/Interventions: We identified all patients who 
underwent major gastrointestinal (colorectal, esophagus, 
pancreaticobiliary, stomach), urologic (bladder), and gyne-
cologic (uterus, ovary) surgery for a corresponding cancer 
diagnosis at a tertiary care hospital between 2014-2021. 
Patients with a history of end-stage renal disease or on 
therapeutic anticoagulation prior to surgery were excluded. 
the primary outcome was receipt of an outpatient LMWH 
prescription within 30 days of surgery (if discharged). 
Multivariable logistic regression modeling was used to 
identify variables associated with patients who received 
guideline-concordant care with LMWH for the entire 
study population and for colorectal patients alone.

Results/Outcome(s): 3872 patients were included 
and 886 (22.9%) received LMWH. on bivariate anal-
ysis, receipt of LMWH differed by age, poverty status, 
insurance provider, use of minimally invasive approach 
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(Mis), and organ system. Patients with bladder (48.9%), 
stomach (41.3%), and pancreaticobiliary cancer (25.1%) 
were more likely to receive LMWH than patients with 
colorectal (22.6%), gynecologic (19.6%), or esophageal 
cancer (1.2%). Among the 1031 colorectal patients, 
receipt of LMWH prescription differed by age, obesity, 
and abdominal vs pelvic operations (19.2%, 29.2% respec-
tively). results of multivariable regression are shown in the 
table. in the overall group, black race and poverty were 
independently associated with non-receipt of LMWH. 
Among colorectal patients, those traveling >50 miles were 
less likely to receive LMWH.

Conclusions/Discussion: At an institutional level, 
social and structural determinants of health (race, poverty, 
travel distance) were associated with provider compliance 
to guideline-concordant care with LMWH. Adherence 
to guidelines in colorectal surgery was higher in patients 
undergoing pelvic operations and open surgery. Data are 
in line with other statewide series but speak to the need 
for ongoing quality improvement efforts with particular 
attention to healthcare disparities.

RISK FACTORS FOR POST-OPERATIVE VTE 
FOLLOWING COLORECTAL SURGERY: IS 
CAPRINI SCORE ENOUGH?

ePoster AbstrActs eP551

A. Almanzar1, s. Dahmani2, Z. sun2, J. Ayscue2, 
b. bello2, s. berkey2

1Baltimore, MD; 2Washington, DC

Purpose/Background: Despite years of significant 
efforts at prevention of venous thromboembolism (Vte), 
this entity still represents a great burden to the Us health-
care system. Post operative colorectal Vte rates are 
estimated to be within 1-3%, with increased risk in this 
group attributed to factors like patient positioning, disease 
process (inflammatory bowel disease [ibD], cancer) and 
pelvic dissection. often, surgeons utilize risk assessment 
models, like the modified caprini score, to determine need 
for Vte prophylaxis. several studies have identified risk 
factors currently not assessed in the caprini risk model, 
including preoperative serum albumin level, perioperative 
blood transfusion, emergency surgery and preoperative 
steroid use. the aim of this study was to assess for these 
additional risk factors in our patient population.

Methods/Interventions: this was a retrospective, 
multicenter analysis of all colorectal surgeries performed 
across 9 Medstar Health centers from January 2021 – 
December 2021. the primary endpoint was Vte rate 
within 30 days post operatively. secondary endpoints 
included caprini scores, urgent/emergent surgery, preop-
erative serum albumin levels, preoperative steroid use and 
perioperative blood transfusion.

Results/Outcome(s): A total of 858 patients under-
went colorectal surgery during the study period. of these, 
15 patients had postoperative Vte events, for an overall 
incidence rate of 1.75%. Pe was present in 53% of patients, 
DVt in 34%, and both DVt/Pe in 13%. Mean age was 68 
years, mean surgery time was 230 minutes and mean Los 
was 34.3 days. Main comorbidities included Htn (40%) 
and DM (33%). Most common indication for surgery was 
cancer (53%). no patient had diagnosis of ibD. Most 
common procedures performed were low anterior resection 
(27%) and right colectomy (27%). All events ocurred in 
an inpatient setting, a mean of 9.9 days following surgery. 
of the 15 Vte cases, 53% underwent urgent/emergent 
surgery and 60% had perioperative blood transfusions. 
twelve patients had a known preoperative serum albumin 
level, with 66% being less than 3.5 g/dL. For caprini score, 
60% of patients had a moderate risk score and 30% high 
risk score. Fourteen patients were on Vte prophylaxis. no 
patient had preoperative steroid use. overall, patients with 
non-cancer-related diagnoses were more likely to have 
low-moderate caprini score (47% vs 27%), preoperative 
albumin level < 3.5 (42% vs 25%), urgent/emergent cases 
(40% vs 13%), but less blood transfusions (27% vs 33%) 
than patients with cancer.
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Conclusions/Discussion: Additional risk factors such 
as urgent/emergent surgery, preoperative serum albumin 
levels, and perioperative blood transfusions are present 
in over half of our post operative colorectal patients with 
Vte. therefore, consideration of these factors, in addition 
to caprini score, could help guide pre- and postoperative 
Vte screening and long term prophylaxis, especially in 
patients with non-cancer-related diagnoses.

COMPARING POSTOPERATIVE ANEMIA IN 
INTRACORPOREAL VS EXTRACORPOREAL 
ANASTOMOSIS IN MINIMALLY INVASIVE 
RIGHT COLECTOMY.

ePoster AbstrActs eP552

A. Fa, s. Parascandola, M. Ford, t. Geiger, M. Hopkins, 
r. Muldoon, s. Mcchesney, A. Khan, D. beck, 
A. Hawkins
Nashville, TN

Purpose/Background: right hemicolectomy is one of 
the most common major abdominal procedures performed 
in the United states. there have been numerous studies 
comparing the efficacy of intracorporeal anastomoses 
(icA) vs extracorporeal anastomoses (ecA) with distinct 
advantages to an icA approach, including faster postoper-
ative recovery and smaller incision burden. However, the 
data does suggest a potential increased bleeding risk from 
an icA approach. the aim of this study was to evaluate the 
bleeding risk of ic versus ec anastomosis using data from 
a single academic center. We hypothesize that ic patients 
will have a greater hematocrit decrease postoperatively.

Methods/Interventions: this is a retrospective single-
center study. Adult patients undergoing minimally inva-
sive right hemicolectomy from 2019-2022 were included. 
Patients were grouped based on anastomotic technique 
(icA vs ecA). Preoperative and postoperative hematocrit 
was determined from chart review. the primary outcome 
was hematocrit decrease postoperatively. Differences were 
tested by independent t-test, with p < .05 indicating 
significance.

Results/Outcome(s): 72 patients were included. 33 
(45.8%) patients underwent icA and 39 (54.2%) under-
went ecA. there was no statistically significant difference  
in preoperative hematocrit between patients undergoing 
icA and ecA (mean(standard deviation), 41.3(5.8) 
versus 39.3(6.1) mg/dL; p=0.17). there was no statisti-
cally significant difference in the postoperative decrease 
in hematocrit between patients undergoing icA and ecA 
(6.7(4.2) versus 4.9(3.4) mg/dL; p=0.052).

Conclusions/Discussion: compared to ecA patients, 
icA patients did not have a statistically significantly 
greater decrease in hematocrit postoperatively. icA has 
already been shown to improve postoperative recovery 
and cosmetic outcomes. Despite conflicting data regarding 

bleeding risk, icA does not pose a greater risk for bleeding 
and can be considered equivalent to ecA in this regard.

THE READABILITY, UNDERSTANDABILITY, 
AND SUITABILITY OF ONLINE RESOURCES 
FOR OSTOMY CARE MOSES CG, FICARINO HM, 
WOOD LN, CHU DI, HOLLIS RH.
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c. Moses, H. Ficarino, L. Wood, D. chu, r. Hollis
Birmingham, AL

Purpose/Background: Patients with a new ostomy face 
significant self-care challenges after leaving the hospital 
and frequently turn to the internet as a source of informa-
tion. Whether these resources are written at the appro-
priate level with essential content for the average patient 
is unknown. our objective was to evaluate the content, 
readability, understandability, and suitability of online 
resources for ostomy care.

Methods/Interventions: ostomy care websites designed 
for patients were identified by querying three online search 
engines using the search term “ostomy care.” the top 
60 search results were evaluated as candidate websites. 
exclusion criteria included websites that were intended 
for healthcare professionals, password protected, blogs, 
non-english language, fee-associated, or irrelevant to 
ostomy care. content areas were established following 
assessment of all websites by two reviewers. readability 
of each website was determined using the Flesch-Kincaid 
readability test and the simple Measure of Gobbledygook 
(sMoG) index. Understandability was measured using the 
Patient education Materials Assessment tool (PeMAt), 
and suitability was determined using the suitability 
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Assessment of Materials (sAM). chi-squared and rank 
sum tests were used to compare these measures across 
website type and by number of content areas.

Results/Outcome(s): overall, 23 websites met inclu-
sion criteria. of these websites, 34.8% were private, 26.1% 
were academic, and 21.7% were nonprofit. A total of 19 
content areas were determined including themes related 
to pouching, bathing, physical activity, managing output, 
lifestyle, mental health, and eating. the median number 
of content areas covered was 9 (iQr 4-14). the most 
common content areas were changing/emptying a stoma 
(87% of websites), skin irritation (78.3%), eating (65.2%), 
and odor (65.2%). Less than 26% of websites had content 
on irrigation, blockage/constipation, and body image. 
readability scores using the Flesch-Kincaid (Mean 63, sD 
10.5, iQr 54.7-69.5) and sMoG index (Mean 8.5, sD 
1.9, iQr 7.6-9.9,) correlated to a high-school or “fairly 
difficult” reading level. the mean PeMAt score was 80 
(sD 8, iQr 78.9-84). the mean sAM score was 56 (sD 
10.3, iQr 46.5-61.9), indicating “adequate material”. the 
type of website was not associated with in any difference 
in the four measures or number of content areas website 
(p>0.05). A greater number of content areas on the 
website was associated with worse readability (sMoG 
r=0.62; p<0.01; Flesh-Kincaid score r=-0.65; p<0.01).

Conclusions/Discussion: there is significantly vari-
ability in the content, readability, understandability, and 
suitability of online materials for ostomy care. Websites 
with more content areas were associated with worse 
readability. Directing patients to websites with essential 
content with high readability may be an important tool to 
improve post-ostomy outcomes.

QUANTIFICATION OF MOTION DURING 
COLONOSCOPIES AT THE POINT OF CARE 
WITH COMPARISON OF ATTENDINGS TO 
TRAINEES.

ePoster AbstrActs eP554

K. Perrone, b. Wise, s. Yang, c. Perumalla, c. Goll, 
c. Kin, c. Pugh
Stanford, CA

Purpose/Background: Quantification of a procedure 
allows for an objective understanding of performance and 
facilitates comparison between individuals. Quantification 
often occurs in simulation but not at the point of care. in 
this pilot study we demonstrate the ability to quantify and 
compare performance during colonoscopy performed at 
the point of care by attending surgeons and trainees.

Methods/Interventions: Motion capture at the point 
of care during routine performance of colonoscopies was 
conducted using Ascension trakstAr (Victoria, AUs) 
electromagnetic sensors. the sensors were taped to the 
right and left index fingers and thumbs of the attending 
and trainee performing the colonoscopy. Motion data 
was plotted and synced with video of the procedure. 
the motion metrics working volume (WV), idle time 
(iDt), and bimanual dexterity (bMD) were calculated for 
each participant during their performance of the proce-
dure. Metrics were calculated for the entire procedure. 
Additionally, metrics were calculated for the last 100 
seconds the trainee was active and the first 100 seconds 
the attending was active to capture performance on an 
overlapping segment of colon. statistical analysis with 
student t-test was performed comparing metrics between 
attendings and trainees and between right and left hands.

Results/Outcome(s): Motion capture was performed 
during eight colonoscopies with two attendings and three 
trainees. During the full procedure, median WV for 
attending right hand was significantly larger than for the 
trainee (0.107m vs 0.064m p=0.01) and there was no 
difference between left hands (0.099m vs 0.139m p=0.15). 
During the 100 second sample median WV for attending 
left hand was significantly smaller than for the trainee 
(0.057m vs 0.129m p=0.02) and there was no differ-
ence between right hands (0.078m vs 0.045m p=0.18). 
Additionally, there was a significant difference between 
the right and left hands for the trainees during the 100 
second sample (0.045m vs 0.129m p=0.01). there was 
no significant difference between attending and trainee or 
right and left hands for iDt and bMD (table 1).

Conclusions/Discussion: in this early pilot study we 
successfully quantified performance during routine colo-
noscopy at the point of care. We were able to identify 
a significant difference in WV between trainees and 
attending. During the full procedure the larger working 
volume for attendings may represent the use of the 
right hand when taking biopsies. During the 100 second 
sample the large WV for trainees may represent excess 
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unproductive motion as the trainee attempts to traverse 
difficult sections of the bowel. Further work will need to be 
done to translate these differences into actionable perfor-
mance feedback.

Table 1. Median working volume, idle time, and bimanual dexterity for 
attendings and trainees during a colonoscopy for the entire procedure 
and a 100 second sample.

VISUAL ABSTRACTS & AUDIO PODCASTS: A 
PILOT EFFORT IN ASYNCHRONOUS JOURNAL 
CLUB (JC) CREATION AND DELIVERY FOR 
CONSUMPTION BY REGIONAL COLORECTAL 
(CR) PROVIDERS.

ePoster AbstrActs eP555

t. brown1, M. Lavery2, M. Alterio1, A. Kumar1

1Spokane, WA; 2Seattle, WA

Purpose/Background: Jcs are an accreditation require-
ment for training programs and allow continuing medical 
education (cMe) for providers. With shifts to virtual 
delivery during the pandemic, new challenges were uncov-
ered: screen fatigue and mitigation of conflicting priorities. 
noting success with an asynchronous surgical journal club 
we piloted among students, we endeavored to determine 
the feasibility of visual abstract & podcast creation of Jc 
for consumption by our region’s cr providers.

Methods/Interventions: Articles selected for discussion 
at the monthly cr-Jc hosted by faculty/residents at an 
accredited cr training program over the past 12 months 
were sorted by themes, investigators’ institutions, impact 
factor, research methods. Phase #1: Visual Abstract 
creation (VAc). student volunteers (n=5) were sent 
articles for VAc and were polled on time investment and 
experience. Phase #2: creation of Jc podcasts following 
our previously reported method with the addition of faculty 
input on the article. Phase #3: Attendance rates tracked 
at synchronous, video-conferenced Jc and dissemination 
of asynchronous Jc for provider consumption/evaluation.

Results/Outcome(s): cr-Jc discussed 37 articles 
during the study period [Figure 1]. 16% of articles had 
visual abstracts already created by the author or publishing 
journal. of the 15 articles themed on diverticulosis and 
colorectal cancer, we sent those without visual abstracts 
to five medical students for VAc. Figure 2 illustrates the 
medical student’s VAc. Phase #1: the average VAc 
was 35 mins per abstract. All students reported that 
VAc enhanced their understanding of the article and 
creation of the abstract was enjoyable [Figure 3]. Phase 
#2: 4 podcasts were created. the average recording’s play 
time was 3 minutes and 25 seconds. Addition of faculty 
input was deemed unfeasible per our initial effort. only 
1 of four faculty contacted provided the discussion audio 
clip which was requested. #3: Attendance data from the 
most recent synchronous video-conferenced Jc revealed 
that of 73 invitations sent, attendance was as follows: 
trainees (n=6), cr program faculty (n=6), community 
cr surgeons (n=2). on-time attendance was 100% 
among trainees, while practicing surgeons joined at a rate 
of 2 per 10 minutes, for the first 30 minutes. evaluation 
of asynchronous Jc is underway. We aim to send the 
Jc podcasts to a sample of faculty who were absent, and 
request their evaluation of this program.
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Conclusions/Discussion: VAc is a form of active 
learning which promotes deeper understanding among 
students than reading alone. in addition to enhanced 
faculty engagement, a potential benefit in asynchro-
nous consumption is an opportunity to provide educa-
tional content, and potentially cMe, to providers with 
conflicting priorities during the traditional dinner-time 
hour of synchronous cr-Jc.

SURGICAL TRAINEE AND MEDICAL STUDENT 
FACTORS ASSOCIATED WITH IMPROVED 
PERFORMANCE ON THE GI MENTOR II 
SIMULATOR.

ePoster AbstrActs eP556

M. scott1, K. Jain2, P. Desai2, c. bargoud1, n. Maloney 
Patel1
1Piscataway, NJ; 2New York, NY

Purpose/Background: Virtual reality simulation has 
become a powerful educational tool and requirement for 
the surgical trainee. research has correlated factors such 
as video gaming experience, gender, and hand dominance 
with laparoscopic proficiency, but few studies have investi-
gated predisposing factors to success on endoscopic simula-
tion. the objective of this study was to determine if certain 
characteristics place surgical trainees and medical students 
at an advantage while training on the Gi Mentor ii.

Methods/Interventions: 33 general surgery residents, 
rWJMs with 60 pre-clinical (Ms1, Ms2) and 36 clinical 
(Ms3, Ms4) medical students volunteerwere assessed on 
the Gi Mentor ii™ simulator and then surveyed for base-
line characteristics. each learner completed 4 simulated 
tasks: 2 practice modules followed by an “easy” and “diffi-
cult” colonoscopying to participate. students completed 
four 10-15 minute tasks on the simulator - two unscored 
tasks followed by two scored simulations. Performance 
parameters and baseline characteristics were analyzed 
using chi-squared and Mann-Whitney U After comple-
tion, students completed a survey investigating specialty 
interesttests (p-value < 0.05 was considered significant).

Results/Outcome(s): Details summarized in table 1.
Conclusions/Discussion: several trainee factors were 

associated with improved simulator performance, including 
male gender and larger glove size, older age (greater than 
25 years old), resident trainee, as well as a history of 
video game use, playing an instrument and playing sports. 
characteristics such as higher-level resident, surgical 
interest among students, hand dominance or current video 
game use were not associated with an advantage.

ASSESSMENT OF RECTAL SURGERY-RELATED 
PHYSICAL PAIN AND CONDITIONING: A 
NATIONAL SURVEY OF CANADIAN RECTAL 
SURGEONS.

ePoster AbstrActs eP557

H. roy1, s. Webber1, r. Helewa1, D. Hochman1, J. Park2, 
F. shariff1, G. Johnson1, e. Hyun1

1Winnipeg, MB, Canada; 2Vancouver, BC, Canada

Purpose/Background: Pelvic surgery is physically 
demanding on the operating surgeon. However, there 
is little study data to quantify the pain and injury expe-
rienced by rectal surgeons. We examined the baseline 
state of physical discomfort and its consequences through 
a pre-intervention survey prior to initiating a rectal 
surgeon-focused physical exercise program.

Methods/Interventions: An internet-based survey was 
distributed by email to colorectal surgeons and surgical 
oncologists specialising in rectal surgery across canada. 
basic demographics, rectal-case experience and volume, 
musculoskeletal pain, and physical training related-data 
were collected. Univariate and multivariate logistic regres-
sion analysis was performed.

Results/Outcome(s): the survey was distributed to 
72 participants, completed by 48, for a response rate of 
66.6%. the median age was 43 years. Most surgeons were 
in practice 5 to 10 years (40%), and the majority performed 
>20 rectal surgeries per year (56.3%). Amongst the high-
est-volume rectal surgeons, 77% performed the majority 
of their rectal surgeries through minimally invasive (Mis) 
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techniques. During both open and Mis rectal surgery, 
over 95% of the surgeons reported experiencing physical 
discomfort or pain during a case, and more than half 
reported that the pain occurred at least once per week. 
the neck, shoulders, and back were the three most 
commonly identified locations for pain in both open and 
Mis cases. the greatest provoker of discomfort was use of 
laparoscopic equipment, followed by the headlight, and the 
pelvic retractor. Half of the respondents (53%) had sought 
therapy (massage, physio, surgery, etc.) for pain or injury 
related to rectal surgery. intraoperative stretching was 
only practiced by 47% of respondents as a risk-reduction 
strategy. Half (53%) of respondents performed exercises to 
improve their surgical conditioning. Most surgeons (60%) 
reported being less than satisfied with their current ability 
to perform rectal surgery free from pain or injury. on 
multivariate regression analysis, greater age and greater 
percentage of Mis surgeries performed were both signif-
icant predictors of increased pain in Mis rectal surgery, 
and vigorous exercise participation was a protective factor 
for pain experienced in both open and Mis rectal surgery.

Conclusions/Discussion: rectal surgeons in canada 
report high rates of rectal surgery-related pain and injury, 
resulting in limitations to work and personal activities. our 
results show a clear need to improve the safety of rectal 
surgery for surgeons, and to preserve surgeons’ physical 
health. they are a ‘call to action’ from industry, govern-
ment, and hospitals. they also justify our development of 
an exercise program study, in collaboration with exercise 
scientists, as one strategy to reduce pain during rectal 
surgery and preserve surgeons’ health. this follow-up study 
is currently in progress.

TOWARDS PROCESS IMPROVEMENT: USING 
A PATIENT COMPLAINT TO DRIVE QUALITY 
IMPROVEMENT INITIATIVES IN VA MEDICAL 
CENTER COLONOSCOPIES.

ePoster AbstrActs eP558

W. Wilt, A. bhakta, A. Harris
Lexington, KY

Purpose/Background: colonoscopies are performed 
with various anesthetic techniques, including moderate 
sedation (Ms) and monitored anesthesia care (MAc). 
choice of anesthesia is dependent on a multitude of 
factors. We hypothesize underutilization of MAc exists 
at our facility, resulting in likely increased risk of patient 
safety events, poor patient experience, and lack of patient 
choice in the periprocedural setting.

Methods/Interventions: A patient complaint was 
brought to the attention of colorectal surgery (crs) 
providers and the endoscopy suite after a negative expe-
rience during a colonoscopy using Ms. this complaint 
launched a quality improvement (Qi) initiative to assess 
current practices and anesthetic options available to crs 

at our local institution. Using lean methodology, key stake-
holders, including clinic and endoscopy case managers, 
colorectal surgeons, and gastroenterology providers, were 
engaged by the surgical Qi team. A current-state process 
map for colonoscopies was subsequently created (Figure). 
this revealed multiple decision points and issues in this 
process with high variability. subsequently, endoscopic 
procedures were analyzed from 1/2022-8/2022 to assess 
procedural cancellation rates, aborted colonoscopy rates, 
and appropriateness of anesthetic techniques based on 
patient comorbidities and previous colonoscopy reports.

Results/Outcome(s): our process map revealed high 
variation secondary to lack of standardization throughout 
the process of scheduling and completing a colonoscopy. 
significant discrepancy in ascertaining which patients 
should qualify for MAc vs. Ms was noted between 
crs staff and the endoscopy suite. this resulted in 
both communication issues between clinic staff and crs 
providers as well as interdepartmental communication 
issues for patient scheduling purposes with subsequent 
cancellations and delays in care. Further, we noted critical 
lack of access to MAc as a procedural option for crs 
providers. A total of 104 colonoscopies were performed by 
crs during the study period. on average, only 4% of these 
were aborted. However, 47% (93/197) were cancelled by 
either the patient (22%) or the clinic (25%). notably, 
using current guidelines, 75% (78/104) of patients who 
underwent colonoscopies qualified for MAc based on 
comorbidities and previous procedural toleration. Given 
this large discrepancy, the process was reorganized to 
include more patient choice and the option for MAc for 
all patients, which results in a more favorable safety profile.

Conclusions/Discussion: Using a patient complaint, 
current processes in place for colonoscopy scheduling and 
sedation were assessed utilizing lean methodology. Key 
stakeholders across multiple departments were engaged in 
creating a collaborative team to identify issues in current 
processes to establish a solution for patient safety and 
improved patient care.

Figure: current-state Process Map
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BREAKING BARRIERS TO IMPLEMENT 
ROBOTIC TECHNOLOGY IN COLON AND 
RECTAL SURGERY: IS LEARNING CURVE A 
LIMITING FACTOR?

ePoster AbstrActs eP559

V. Poylin1, i. Helenowski1, K. olortegui1, K. Umanskiy1, 
c. cordova-cassia2

1Chicago, IL; 2Lima, Peru

Purpose/Background: the application of the robotic 
platform is steadily increasing in the United states and the 
world. Prolonged operating room times for robotic cases 
have been one of the barriers to better adoption. Learning 
curve for surgeons and staff, understanding of the tech-
nology and need to educate surgical trainees are among 
likely causes. However, there is a lack of prospective data 
evaluating team performance’s impact on high-complexity 
robotic surgery. the goal of this study was to identify 
predictors of process variation and disruption in colorectal 
robotic surgery and its impact on efficiency

Methods/Interventions: this is multicenter observa-
tional study measuring team performance during robotic 
colorectal surgery. robotic colorectal cases were compared 
to laparoscopic right colectomies and robotic Assisted 
radical Prostatectomies (rArP). these control groups 
were included due to frequency performed and familiarity 
with procedures. the primary outcome was frequency, 
duration, and root cause of FDs. events were recorded by 
trained, observers using pre-specified tools. observational 
teamwork Assessment for surgery (otAs) and nAsA 
task Load index (nAsA-tLX) were used

Results/Outcome(s): overall 61 robotic colorectal, 82 
laparoscopic right colectomies and 25 rArP cases were 
analyzed. there was no difference in age, sex, bMi or AsA 
class between groups. total time was 225 min for robotic 
colorectal, 154.5 min for laparoscopic and 253 minutes 
for rArPs. operating phase was 106 min for robotic, 
75 min for laparoscopic and 79 min for rArPs. there 
were on average 8 FD per robotic, when compared to 4 
FDs per laparoscopic case. by univariate analysis, robotic 
cases were more likley to be delayed by teaching (or 
1.40) compared to laparoscopic cases that were delayed by 
discussion, distraction and extra activity (or 0.49, 0.45 
and 0.74 respectively). similar results were noted on multi-
variate analysis, table 1. team performance by otAs 
better cooperation in robotic colorectal surgery (or 1.04) 
but worse communication, coordination and leadership 
(or 0.98, 0.93 and 0.76) when compared to laparoscopic 
surgery. nAsA-tLX in primary surgeons showed higher 
effort, temporal and mental demand in robotic surgery 
(or 1.02, 1.02 and 1.003) but lower task complexity, 
physical demand and frustration (or 0.98, 0.99 and 0.97). 
All findings were statistically significant (p < .001)

Conclusions/Discussion: Frequency of flow disruption 
is increased in robotic surgery leading to prolonged case 
times. Among multiple causes for these interruptions, 

teaching trainees most significant factor, likely indicating 
lack of preparedness on attending and trainee side. robotic 
cases also fare worse performance from teamwork prospec-
tive, suggesting need for better preparedness. Further 
studies are needed to design specific interventions in order 
to improve outcomes

table 1: Multivariate analysis of laparoscopic colorectal, robot urology 
and robot colorectal cases

IMPACT OF 3D-PRINTED MODEL ON 
SHARED DECISION MAKING, EDUCATION, 
AND ANXIETY IN PATIENTS UNDERGOING 
COLORECTAL SURGERY. THE SEAD CLUSTER 
RANDOMIZED TRIAL.

ePoster AbstrActs eP560

G. sellyn1, Z. Moazzam2, H. samaras1, s. Mcchesney1, 
M. Hopkins1, r. Muldoon1, A. Hawkins1, A. Khan1

1Nashville, TN; 2Columbus, OH

Purpose/Background: Patients undergoing abdominal 
colorectal surgery often face anxiety due to poor under-
standing of their disease alongside the myriad of treatment 
options available. We hypothesized that patients taught 
preoperatively using 3D-printed models will demonstrate 
improved understanding of their surgery, experience lower 
anxiety levels, and perceive higher levels of involvement 
in their healthcare.

Methods/Interventions: We conducted a randomized 
trial in sequential patients 18 years or older undergoing 
abdominal colon or rectal surgery. six colorectal surgeons 
and 36 patients participated in this study from March to 
september 2022. surgeons were cluster randomized to 
teach their patients about their medical condition and 
upcoming surgery using either the “3D-printed model” or 
“standard of care”. the 3D-printed model had a modular 
design that allowed for removal and reattachment of 
segments of bowel using magnets, as well as a stoma 
marking on the abdominal wall (figure1a). Patient anxiety 
and understanding of their disease with intended surgery 
was assessed before and after the clinic appointment, 
using the state-trait Anxiety inventory (stAi-6) and 
an education Questionnaire respectively. the education 
Questionnaire consisted of 8 items intended to assess 
patient’s understanding of their disease and surgery. Patient 
involvement in decision-making was measured using 
the shared Decision-Making Questionnaire (sDM-9).  
Mcnemar change test was used to assess improvement 
in patient education in each arm, while AncoVA tests 
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were utilized to compare stAi-6 and sDM-9 scores after 
surgical consultation.

Results/Outcome(s): the mean age of enrolled patients 
was 50.5 years (sD 15.7), with 63% being women. Patients 
taught using 3D-models felt more engaged in decision 
making compared to patients taught using standard of 
care (sDM-9 score 3D-model score 91.4 vs standard of 
care score 83.9, p<0.05) (Figure1b). Additionally, patients 
taught using 3D-models were found to have a statistically 
significant improvement in their anxiety scores from their 
baseline compared to patients taught using standard of 
care (stAi 3D-model score 48.6 to 47.1 vs. standard of 
care score 47.2 to 49.2, p<0.05) (Figure1c). Patients in 
both arms demonstrated improvement in their under-
standing of the disease and type of surgery without any 
significant difference between the two groups (P>0.05).

Conclusions/Discussion: For patients undergoing 
major abdominal colorectal surgery, using 3D-models at 
the time of preoperative clinic visit results in lower patient 
anxiety levels and improved perception of involvement 
in their healthcare. though a significant improvement 
was noted in patient understanding of their disease and 
intended surgery, it was equal to the improvement noted 
for patients taught using “standard of care”.

DEVELOPMENT OF PERFORMANCE METRICS 
FOR AUTOMATED ASSESSMENT OF 
COLOANAL ANASTOMOSIS USING THE JOEL 
BAKER TECHNIQUE.

ePoster AbstrActs eP561

A. Desir1, G. sankaranarayanan1, L. Fair1, D. Demirel2, 
J. salgado Pogacnik1, s. De3, J. Fleshman1

1Dallas, TX; 2Lakeland, FL; 3Tallahassee, FL

Purpose/Background: task specific metrics are useful 
for both assessment and to provide formative feedback to 
trainees. As part of the development of a virtual reality 
simulator for basic open colorectal surgical tasks of the 

colorectal objective structured Assessment of technical 
skills, we are developing task specific metrics for auto-
mated performance assessment for coloanal anastomosis 
using the Joel baker technique.

Methods/Interventions: A detailed hierarchical task 
analysis was performed by interviewing expert colorectal 
surgeons to deconstruct the procedure into key tasks and 
subtasks. A total of 29 task-specific and 7 general metrics 
were chosen. to obtain consensus, an online survey was 
administered to experts who rated the importance of 
chosen metrics on a Likert scale with 1 (not important) to 
5 (very important). AdditionallyAdditionally, we requested 
their number of years in practice, specific procedure pref-
erences, and estimated adequate time for completion of 
anastomosis after the rectum has been removed. the data 
collected were grouped into two experience levels (5-15 
and >15 years). Mann-Whitney test was used to assess the 
agreement between the groups (p > 0.05 denotes perfect 
agreement).

Results/Outcome(s): A total of 25 colorectal surgeons 
completed the survey of which 6 had 5-15 years and 19 
had >15 years of experience. the adequate completion 
time for the anastomosis after removal of the rectum 
ranged from 5 (8%) to 30 minutes (12%), with 15 minutes 
as the most reported by 40% of the respondents. For 
the preference of purse string method when securing 
a stapler anvil through the side wall of the colon, 50% 
preferred no purse string with the anvil pushed through 
a pinpoint enterotomy at the apex of the fold of the 
distal colon, 34.62% preferred handsewn prolene, and 
15.38% preferred a purse string instrument. When asked 
to choose the distance from the cut end of the distal 
colon for the side-to-end anastomosis, 30.77% chose 
2cm, 15.38% chose 7cm, whereas the majority (53.85%) 
chose 5 cm. For preference on closing the open end of 
the colon beyond the side-to-end colon to the low rectal 
anastomosis, 30.77% preferred liner stapler over-sewn 
and 68.23% preferred linear stapler not over-sewn. the 
weighted average scores of the 29 task-specific metrics  
(Fig 1a) ranged from 1.6 (not important) to 5 (very 
important), with the majority (25 metrics) scoring 4 
(important) or above. For the general metrics (Fig 1b), it 
ranged from 3.1 (above neutral) to 4.35 (above important). 
comparison of the ratings between the groups showed 
good agreement in all the metrics (p > 0.05) except  
for two.

Conclusions/Discussion: Performance metrics for 
objective evaluation of coloanal anastomosis using the 
Joel baker technique were developed. the majority of the 
metrics, except for two, showed good consensus on their 
importance. our next step is to validate these metrics and 
incorporate each into our virtual reality simulator.
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Figure 1. the weighted average of expert ratings for the coloanal anas-
tomosis using the Joel baker technique (a) task-specific metrics and 
(b) General metrics

AIR POLLUTION AND COLORECTAL 
OUTCOMES: A LOCAL FEASIBILITY STUDY OF 
SHORT-TERM EXPOSURE.

ePoster AbstrActs eP562

W. oslock, r. Vilcassim, L. Wood, t. Wood, b. smith, 
b. Jones, c. Martin, D. chu
Birmingham, AL

Purpose/Background: Air pollution has been tied to 
gastrointestinal diseases in addition to pulmonary and 
cardiac disease processes. short-term exposure to higher 
levels of air pollution is associated with increased hospi-
talizations for ibD as well as higher rates of perforated 
appendicitis, however it has not yet been studied how 
short-term exposure to air pollution impacts surgical 
outcomes. therefore, our study aimed to assess the asso-
ciation between surgical outcomes and short-term air 
pollution exposures.

Methods/Interventions: this is a retrospective cohort 
study linking ePA air pollution data for Jefferson county, 
Alabama to institutional Acs-nsQiP data. Patients >18 
years old undergoing colorectal surgery from 2006-2020 
with available air pollutant data were included. Patient 
pollutant exposure to particulate matter that are 2.5 µm 
or less in diameter (PM2.5), ozone (o3), carbon monoxide 
(co), and nitrogen dioxide (no2) were recorded on 
day of admission (Lag0), day before (lag1), 2 days before 
(lag2), and 3 days before admission (lag3). Mean values 
were calculated to capture impact of cumulative short-
term exposure as follows: lag0-1, lag0-2, and lag0-3 where 
lag0-1 included day of admission and day prior while lag 
0-3 included day of admission and three days beforehand. 
Primary outcome was length-of-stay (Los). bivariate 
analysis as well as a linear regression model were used to 
identify associations between pollutant exposure Los.

Results/Outcome(s): overall, 280 colorectal surgical 
encounters from Jefferson county were linked to short-
term exposure of PM2.5, carbon monoxide (co), and 
nitrogen dioxide (no2), while 170 were linked to ozone 
(o3). For each cohort the majority were female (51.4% and 
55.9% respectively), black race (42.1% and 40.6%), and a 
majority had AsA 3 (67.9% and 70.6%). For the PM2.5, 
co, and no2 cohort, a majority of cases were non-elective  
(53.9%) and open (62.1%), while in the o3 cohort a 
majority of cases were elective (51.2%) and minimally inva-
sive (51.2%). on bivariate analysis, Los was significantly 

associated with race, AsA classification, surgical approach, 
and elective status. Pollutant exposure approached signif-
icance for PM2.5 exposure on lag0 (p-value 0.186) and 
no2 exposure on lag1 (0.072), lag2 (0.182), lag0-1 (0.138), 
lag 0-2 (0.089), and lag0-3 (0.192). on regression analysis, 
PM2.5 on lag0 had increased relative risk of 1.02 (p-value 
0.002) while other exposures approached significance for 
increased relative risk: PM2.5 on lag0-1 (p-value 0.095),  
o3 lag0 (0.054), and co lag0 (0.061).

Conclusions/Discussion: exposure to higher levels 
of PM2.5 was associated with longer Los for colorectal 
surgeries. While other pollutants were not significantly 
associated, the limited sample size warrants larger study 
populations. overall, these findings suggest that colorectal 
surgical outcomes may be impacted by environmental 
exposures, a finding that may help explain continued 
disparities.

A COMPARISON OF INTRACORPOREAL 
VERSUS EXTRACORPOREAL ANASTOMOTIC 
TECHNIQUES FOR ROBOTIC LEFT-SIDED 
COLECTOMY.

ePoster AbstrActs eP563

J. curtis, D. bowman, M. Furey, K. richards, 
b. Protyniak
Danville, PA

Purpose/Background: colorectal surgery has witnessed 
a shift to minimally invasive surgery (Mis) techniques. 
this includes the following iterations of Mis: hand assist 
laparoscopic, laparoscopic, robotic, as well as intracorpo-
real (icA) and extracorporeal (ecA) anastomoses. Many 
studies have been published comparing various methods 
of Mis to open surgery, but few specifically examine 
robotic intracorporeal to extracorporeal anastomotic tech-
niques. We sought to compare robotic left-sided colectomy 
performed with intracorporeal versus extracorporeal anas-
tomoses. to determine if the icA technique is equal or 
superior to ecA for left-sided colon resections regarding 
intraoperative and post-operative outcomes.

Methods/Interventions: A total of 159 patients under-
went a robotic left-sided colectomy with colorectal anasto-
mosis between December 2016 and July 2022 by a single 
robotically trained colorectal surgeon. sixty-eight patients 
underwent icA and 91 patients had ecA.

Results/Outcome(s): the average operative time for 
patients undergoing icA was shorter at 170 minutes 
compared to 238.5 minutes for ecA. icA required fewer 
splenic flexure mobilizations (50%) compared to ecA 
(97.8%). the 30-day readmission rate was lower for icA 
(2.94%) compared to ecA (4.3%). return of flatus was 
similar between the two groups: 1.35 days for icA and 
1.47 days for ecA. Average length of stay was noted 
to be similar for icA (2.47 days) and ecA (2.49 days). 
there was no difference between the two groups in terms 
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of anastomotic leak (1.47% icA versus 1.10% ecA) and 
mortality was 0 for both groups.

Conclusions/Discussion: both minimally invasive 
anastomotic techniques were both safe and efficacious 
in left-sided colectomy with similar outcomes in terms of 
complications, length of stay, and return of bowel func-
tion. robotic left-sided colectomy with icA demonstrated 
significantly reduced operative time and need for splenic 
flexure mobilization compared to ecA. this study is 
limited by collecting data from a single colorectal surgeon 
at a single facility.

Data table for operative outcomes

INVESTIGATING THE FUNCTION OF MAIT 
CELLS IN COLORECTAL LIVER METASTASIS 
USING A PATIENT-DERIVED TUMOROID 
CO-CULTURE SUSTEM.

ePoster AbstrActs eP564

A. Das
Melbourne, VIC, Australia

Purpose/Background: background: stage-iV colorectal 
cancer (crc) involves liver metastasis (crLM). tumour 
infiltrating lymphocytes (tiLs), particularly conventional 
cytotoxic cD8+ t-cells, play a critical role in cancer, 
serving as a key marker for the Galon-immunoscorer. the 
immunoscorer is informative of quantity, but not quality 
of tiLs. Mucosal-associated invariant t-cells (MAit) 
are a subset of innate-like cells that are abundant in 
the human liver and mostly cD8αα, meaning they are 
included as conventional cD8+ t-cells.

Methods/Interventions: Methods: to determine their 
role in crLM we assessed the quantity and phenotype of 
MAit cells from patients using flow cytometry. to further 

determine the function of immune cells, we used a recently 
developed in vitro immune co-culture assay involving 
patient-derived tumoroids.

Results/Outcome(s): results: We found that MAit 
cells account for 15-30% of conventional cD8+ t-cells 
in the tumour and liver. MAit cells were reduced in the 
tumour compared to surrounding liver and had elevated 
PD-1 and cD69 expression in the tissue. Healthy donor 
MAit cells were able to kill patient-derived tumoroids in 
an unstimulated and stimulated state, and this was only 
partially reduced with anti-Mr1. blocking of PD-1 did 
not enhance the effector function of MAit cells. secreted 
iFnγ produced by stimulated MAit cells induced MHi-i 
expression on tumoroids, demonstrating that MAit cells 
have the ability to influence the tumour microenviron-
ment (tMe).

Conclusions/Discussion: conclusions: overall our data 
indicates that stimulated MAit cells can kill patient-de-
rived tumoroids and can influence the tMe via induction 
of MHc-i expression which may increase the immunoge-
nicity of these tumours to immune-cell killing by tiLs.

COMPARISON OF TRADITIONAL WHITE 
LIGHT IMAGING (WLI) VISUAL ASSESSMENT 
OF BOWEL PERFUSION TO LASER SPECKLE 
CONTRAST IMAGING (LSCI) WITH 
QUANTIFICATION AND INDOCYANINE GREEN 
(ICG) IN MINIMALLY INVASIVE LEFT-SIDED 
COLORECTAL RESECTIONS.

ePoster AbstrActs eP565

G. skinner2, Y. Liu2, A. Harzman1, s. Husain1, 
A. Gasior1, L. cunningham1, A. traugott1, K. Diaz1, 
c. Lowe1, M. Kalady1, e. Huang1

1Columbus, OH; 2Boston, MA

Purpose/Background: the role of icG in intraopera-
tive perfusion assessment remains controversial. real-time  
quantification of tissue perfusion using Lsci, which 
measures tissue blood flow via coherent laser light scatter 
from red blood cells without intravenous dye, may provide 
more precise information for surgical decision-making and 
reduce anastomotic complications in colorectal surgery. 
this study compares clinical utility of perfusion assessment 
using Lsci, icG fluorescence, and WLi in assessing isch-
emic margins in left-sided colorectal resections.

Methods/Interventions: An interim analysis 
(irb#2021H0218) was performed on 21 consecutive 
patients undergoing left colorectal resection (9 LAr; 9 
sigmoidectomy; 3 left colectomy) for diverticulitis and 
cancer. Perfusion was assessed at two time points using 
Lsci (ActivsighttM, an FDA-cleared device), icG, and 
WLi: after devascularization but before transection of prox-
imal colon, and after anastomosis. Using each modality, 
operating surgeons identified proximal ischemic margins 
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intraoperatively. Post-hoc analysis included 1) measuring 
length of margin discordance between modalities and 2) 
calculating prototype relative perfusion units (rPU) based 
on normally perfused nearby tissue.

Results/Outcome(s): in 16 of 21 cases, assessment of 
ischemic demarcation using WLi was similar to Lsci and 
icG (mean: 0.15cm +/- 0.38). surgeons identified different 
margins in 5 of 21 cases using either Lsci or icG compared 
to WLi. the mean difference was 3.80 cm (+/- 4.03) more 
distal than the WLi (p=0.078). in two cases, Lsci was 
discordant with icG; icG suggested a more distal margin in 
both cases. rPU analysis revealed an ischemic demarcation 
zone around the surgeon-indicated area of demarcation, 
rather than a line. the average length of this zone was 
15mm (-5 to +10 mm in relation to the surgeon-determined  
line). rPU analysis detected a 10mm more distal line of 
ischemic demarcation when compared to the surgeon naked 
eye interpretation of perfusion heatmap, with 18.71% lower 
rPU at the line of demarcation (p<0.0005). one anasto-
motic leak within 28 days post op was observed. the overall 
procedure time remained comparable.

Conclusions/Discussion: in this interim analysis of left-
sided colorectal resections, advanced visualization using 
Lsci/icG identified different colon perfusion margins in 
25% of cases compared to WLi alone; an average addi-
tional difference of 4cm of viable bowel was detected, 
potentially impacting on intraoperative clinical decision. 
in two cases icG demonstrated more distal ischemic 
margins compared to Lsci. Prototype rPU quantification 
showed more sensitive and precise assessment of perfusion 
margins compared to naked-eye interpretation suggesting a 
potential role for computer vision and artificial intelligence 
in intraoperative ischemic margin assessment.

INTRACORPOREAL VS EXTRACORPOREAL 
ANASTOMOSIS FOR COLECTOMY: A 
SYSTEMATIC REVIEW AND METAANALYSIS.

ePoster AbstrActs eP566

M. salan-Gomez1, D. Hinojosa Gonzalez2, r. estrada 
Mendizabal2, V. Peña3, M. torres2, L. bueno Gutierrez2, 
J. escarcega bodagaray2, e. Flores Villalba2

1Houston, TX; 2Monterrey, Mexico; 3San Pedro Garza 
Garcia, Mexico

Purpose/Background: Laparoscopic intervention is a 
well-established approach for performing hemicolectomy. 
there are two main techniques for performing ileocolic 

anastomosis: intracorporeal (iA) and extracorporeal 
Anastomosis (eA). We aim to evaluate existing data to 
compare perioperative outcomes for hemicolectomy using 
iA vs eA.

Methods/Interventions: Following the Preferred 
instrument for systematic reviews and Meta-Analysis 
(PrisMA), we performed a systematic database search in 
september 2022, using PubMed, Web of science, scopus, 
and Google scholar as search engines. We used the terms 
“colorectal cancer”, “hemicolectomy”, “ileocolic anasto-
mosis”, “intracorporeal anastomosis” and “extracorporeal 
anastomosis” for our search. Prospective and retrospective 
cohort studies, as well as randomized clinical trials, were 
considered. two separate, independent reviewers further 
screened for inclusion, while a third reviewer performed 
data conciliation. our primary outcome was overall 
post-operative complications. Analysis was performed 
in review Manager V5.4 (cochrane). Higgins’ i2% test 
was employed to test heterogeneity, using 50% as a cutoff 
value. outcomes are expressed as mean difference for 
continuous variables and odds ratio for categorical.

Results/Outcome(s): We reviewed a total of 86 studies; 
59 of them fulfilled the inclusion criteria for meta-analysis. 
included studies were published from 2004 to 2021. the 
total population was 10,292 patients, with 4,880 in the iA 
group and 5,412 in the eA group. the summary of findings 
is displayed in table 1. the iA group had longer operative 
time (MD 12.35 [5.83, 18.88] p = 0.0002), but fewer 
blood loss (MD -16.39 [-23.44, -9.35] p < 0.0001), length 
of stay (MD -0.83 [-1.16, -0.50] p < 0.0001), time to first 
flatus (MD -0.26 [-0.31, -0.22] p < 0.0001), time to first 
bowel movement (MD -0.46 [-0.61, -0.31] p < 0.0001), 
time to solid diet (MD -0.73 [-1.06, -0.40] p < 0.0001), 
total postoperative complications (or 0.71 [0.60, 0.85]  
p < 0.0001), ileus (or 0.77 [0.63, 0.95] p = 0.01), surgical 
site infection (or 0.68 [0.55, 0.84] p = 0.0002), and anas-
tomotic leakage (or 0.74 [0.57, 0.97] p = 0.03). there 
were no statistically significant differences in the incidence 
of small bowel obstruction, intraabdominal abscess, or 
intraluminal bleeding.

Conclusions/Discussion: Laparoscopic hemicolectomy 
with intracorporeal Anastomosis (iA) is associated with 
fewer postoperative complications than extracorporeal 
Anastomosis (eA). A longer operative time is expected 
due to the complexity of the procedure. it is important 
to consider the technical difficulty and learning curve 
of performing an ileocolic anastomosis laparoscopically. 
treatment should remain an individualized process 
depending on the patient’s characteristics, surgeon’s expe-
rience, and hospital settings.
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RISK FACTORS ASSOCIATED WITH SURVIVAL 
AFTER METASTASECTOMY IN PATIENTS 
WITH PULMONARY METASTASIS FROM 
COLORECTAL CANCER: A SINGLE CENTER 
EXPERIENCE.

ePoster AbstrActs eP567

s. Lee, D. Pyo, J. shin, Y. Park, J. Huh, Y. cho, H. Kim, 
s. Yun, W. Lee
Seoul, Korea (the Republic of)

Purpose/Background: the lung is the second most 
common organ of metastases in patients with colorectal 
cancer after curative surgical resection. though the results 
of previous studies suggest the beneficial role of pulmonary 
metastasectomy, the optimal treatment strategy such as 
the timing of metastasectomy has not been fully estab-
lished and survival after metastasectomy has been scarcely 
investigated. We evaluated the risk factors associated with 
survival after pulmonary metastasectomy.

Methods/Interventions: We selected consecutive 
patients with initially non-metastatic colorectal cancer 
who were surgically treated with curative intent in a single 
institution from January 2001 to December 2017. Among 
the patients with pulmonary metastasis, the number and 
size of metastatic lesions, initial pathologic staging, the 
location of primary colorectal cancer, and the application 
of palliative chemotherapy with or without targeted agents 
were collected. the primary outcome was survival after 
pulmonary metastasectomy.

Results/Outcome(s): Among the total of 15,710 
patients, 893 (5.68%) were diagnosed with pulmonary 
metastases during surveillance. Median follow-up period 
was 55.3 months (interquartile range: 34.1 – 265.8 
months). Among the patients with pulmonary metas-
tasis, 408 (45.7%) were done pulmonary metastasectomy. 
Five-year survival after pulmonary metastasis was signifi-
cantly better in patients with metastasectomy (80.6 %  
vs. 22.8%, P < 0.0001). Among the patients not treated by 
metastasectomy, pathologic tnM staging and lymphovas-
cular invasion at the initial curative colorectal resection 
were significantly associated with survival after pulmo-
nary metastasis. However, in patients with metastasec-
tomy, mediastinal lymph node metastasis and three or 
more metastatic lesions were significantly associated with 
survival after pulmonary metastasis. After a diagnosis 
of pulmonary metastasis, the timing of metastasectomy 

including ‘immediate surgery’, ‘less than 12 months of 
palliative chemotherapy followed by surgery’, and ‘more 
than 12 months of palliative chemotherapy followed by 
surgery’ were not associated with survival after metasta-
sectomy (P = 0.12).

Conclusions/Discussion: significantly better survival 
was shown in patients who were treated by pulmonary 
metastasectomy. not clinicopathologic variables regarding 
primary colorectal cancer but metastatic burden and 
extent were associated with survival after metastasectomy. 
because the timing of metastasectomy did not significantly 
affect survival, surgeons should actively evaluate the oper-
ability and consider metastasectomy during any time of 
palliative chemotherapy.

(Left) comparison of survival after pulmonary metastasis between 
the patients who underwent metastasectomy and did not.(right) 
comparison of survival after metastasectomy among the patients who 
underwent upfront surgery, palliative chemotherapy of less than 12 
months, and palliative chemotherapy of more or equal to 12 months.

SURVIVAL FOLLOWING RESECTION OF 
SPLENIC FLEXURE CANCER: IMPLICATIONS 
FOR COMPLETE MESOCOLIC EXCISION (CME) 
AND CENTRAL VASCULAR LIGATION (CVL) 
SURGERY.

ePoster AbstrActs eP568

K. naidu, P. chapuis, K. brown, c. chan, M. rickard, 
K. ng
Concord, NSW, Australia

Purpose/Background: the management of splenic 
flexure cancers (sFcs) in the era of complete mesocolic 
excision (cMe) is challenging because of its water-
shed blood supply and variable lymphatic drainage. We 
hypothesize that sFcs are associated with poorer survival 
outcomes compared to other colon cancer (cc) subsites. 
therefore, the primary aim of this study was to analyse 
a single centre’s 25-year experience with colectomy for 
cc, comparing long-term survival outcomes of sFcs and 
non-sFcs. A subsidiary aim was to explore whether clin-
icopathological characteristics and macroscopic features 
might indicate a unique phenotype of sFcs which would 
account for any differences in their long-term survival 
outcomes.

Methods/Interventions: consecutive patients who 
underwent a potentially curative colon adenocarcinoma 
resection between January 1995 and December 2019 at 
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concord Hospital, sydney, Australia, were included in 
this observational retrospective cohort study. Patients were 
identified from a prospectively maintained institutional 
database. survival estimates and associations to clinico-
pathological variables were investigated with Kaplan–
Meier and cox regression analyses. Logistic regression was 
performed to determine any differences in clinicopatholog-
ical variables between the groups. the primary endpoints 
were overall survival (os) and disease-free survival (DFs).

Results/Outcome(s): 2,149 patients were operated 
for cc and 129 had an sFc. Amongst the sFc patients, 
67 (51.9%) were male, the mean age was 69.4 years (sD 
14.7), and the median hospital length of stay (Los) was 
10 days (range 8-15). An urgent operation was performed 
in 28 sFc patients (21.7%). of those operated urgently, 
23 patients (82.1%) were obstructed. An open opera-
tion was performed in 99 sFc patients (76.7%). of the 
30 sFc patients (23.3%) managed with a laparoscopic 
operation, conversion to open surgery was required in 
five (16.7%). 5-year os and DFs rate of all cases was 
63.6% (95%ci 62.5-64.7) and 59.4% (95%ci 58.3-60.5), 
respectively. sFcswere not associated with os (P=0.6) or 
DFs (P=0.5). sFcs were more likely to present urgently 
(P<0.001) with obstruction (P<0.001) or perforation 
(P=0.03), and more likely to require an open operation 
(P<0.001). these individual characteristics were associ-
ated with poorer survival outcomes. no differences were 
noted between sFcs and non-sFcswith respect to AJcc 
stage iii(P=0.3) and iV(P=0.9).

Conclusions/Discussion: sFcs have a distinct pheno-
type, the individual characteristics of which are associated 
with poorer survival. However, the survivals of sFcs and 
non-sFcs are similar, likely because the most important 
determinant of outcome, tumour stage, is no different 
between the groups. Given this similar propensity to 
metastasise, the oncological management of sFcs should 
align with non-sFcs, and approaches viz. cMe for sFcs 
should be standardised.

A NOVEL QUANTITATIVE CONCEPT OF 
COLON PERFUSION EVALUATION OF 
INDOCYANINE GREEN CAN PREDICT 
ANASTOMOSIS LEAKAGE OF COLORECTAL 
SURGERY.

ePoster AbstrActs eP569

s. Han, Y. Lee
Seoul, Korea (the Republic of)

Purpose/Background: Background: Anastomosis 
leakage (AL) is one of the worst complications after 
colorectal cancer surgery. several studies have reported 
that colonic perfusion evaluation using fluorescent angi-
ography with indocyanine green (icG) could lower AL. 
Although there were reports introduced some quantitative 
parameters related to anastomosis leakage, there is still no 

consensus. the reason is that the quantitative variables 
of fluorescent are relative values depending on many 
surrounding environments. therefore, in this study, the 
novel method was proposed to overcome this limitation 
as standardized parameters Objective: the purpose of this 
study is to evaluate the clinical impact of new parameters 
for anastomosis leakage through quantitative evaluation 
of icG.

Methods/Interventions: Patients who underwent 
colorectal surgery from october 2021 to February 2022 at 
this institution. During colorectal surgery, icG angiography 
was performed 2 times, baseline and before anastomosis  
with 3 different dosages (5, 7.5, 9 mg) and 3 different 
distances (5, 6, and 7cm). All surgical procedures were 
recorded for quantitative video analysis. When performing 
icG angiography, the colon perfusion was checked along 
with checking of perfusion of a small bowel as a control. From 
this approach, measured quantitative parameters (F_max, 
slope_max, t_max). the fluorescence intensity factors 
(F_max) and maximal fluorescent factors (slope_max)  
were calculated from each icG fluorescence graph. the 
novel standardized parameters were expressed as ratios by 
dividing the values of each factor by the parameters of the 
small bowel. As follows: F_max_ratio = F_max_colon/
small bowel, slope_max_ratio = slope_max__colon/small 
bowel, and tr_ratio = tr_colon/small bowel

Results/Outcome(s): From october 2021 to February 
2022, 93 patients were enrolled, and assigned to 9 groups. 
Linear regression was attempted by dividing each group 
according to dose and distance, but no significant associa-
tion was found. 8 patients had anastomosis leakage (AL), 
while 85 patients had no event on anastomosis. there were 
no significant differences of F_max (65.6 ±16.7 vs 59.8 ±0), 
slope_max (5.3 ± 2.8 vs 4.0 ± 1.2), and tr (0.38 ± 0.11  
vs 0.39 ± 0.11) depending on anastomosis leakage. However, 
in standardized parameters, F_max_ratio (0.91 ± 0.18  
vs  0.74 ± 0.23, P=0.022) and slope_max_ratio (0.77 ± 0.27  
vs 0.54 ± 0.18, P=0.021) had significant differences 
according to anastomosis leakage, but tr_ratio (1.20 ± 0.48  
vs 1.10 ± 0.36, P=0.563)

Conclusions/Discussion: the measured values of 
quantitative parameters of icG perfusion did not show a 
significant correlation by distance or dose and showed a 
more significant difference in standardized values than in 
the group with anastomosis leakage. therefore, standard-
ized parameters have more clinical impact.
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LAPAROSCOPIC COLECTOMY WITH LYMPH 
NODE NAVIGATION AND INTRACORPOREAL 
ANASTOMOSIS USING ICG TECHNIQUE.

ePoster AbstrActs eP571

W. toshiaki
Osakasayama, Japan

Purpose/Background: in laparoscopic colectomy for 
colorectal cancer, appropriate lymph node dissection 
and prevention of anastomotic leak are very important. 
indocyanine green(icG) images obtain through the lapa-
roscopic procedure helped visualize lymphatic drainage 
vessels and inform decision-making to determine the 
vessels. intracorporeal anastomosis has the advantages 
such as earlier recovery of postoperative bowel function, 
shorter length of wound incision, reduction of intestinal 
mobilization range, and fewer incisional hernia. We report 
the surgical technique and short-term results of 33 patients 
who underwent laparoscopic colectomy and intracorporeal 
anastomosis using icG fluorescence technique from July 
2020 to July 2022.

Methods/Interventions: two injections of 
icG(0.75mg×2) into the proximal and distal subserosa 
of the tumor preceded the surgical procedure after pneu-
moperitoneum. intraoperative lymph node mapping by 
the stryker1588AiM camera imaging system was visual-
ized. Laparoscopic colectomy was performed according 
to the cMe and cVL concept. complete intracorporeal 
anastomosis was performed by a functional end-to-end 

or overlap or Delta anastomosis. After anastomosis, icG 
(12.5 mg) was injected intravenously to check the intes-
tinal blood perfusion at the anastomosis site.

Results/Outcome(s): thirty three patients (sex; male: 
16, female: 15) (tumor location; c :14, A: 13, t: 5,D:3, 
s:1) (pstage0:2, 1:12, 2: 10, 3:7 4:2) were underwent. 
Median age was 74. Median bMi was 24. Median number 
of dissected lymph nodes was 18. the median opera-
tive time was 254 minutes. Median wound length was 
3.5cm. the median postoperative hospital stay was 7days. 
Visualization of lymphatic flow was observable in 12 of 16 
cases(75%). there were no intraoperative complications, 
and one patient had postoperative paralytic ileus.

Conclusions/Discussion: icG fluorescence lymphangi-
ography in laparoscopic colectomy for colon cancer allows 
visualization of lymphatic flow and may complement more 
reliable lymph node dissection. in addition, the evaluation of 
intestinal perfusion using icG contributes to the reduction  
of anastomotic leakage and enables safer intracorporeal 
anastomosis.

FRAILTY ASSESSMENT CAN PREDICT 
TEXTBOOK OUTCOMES IN SENIOR ADULTS 
AFTER MINIMALLY INVASIVE COLORECTAL 
CANCER SURGERY.

ePoster AbstrActs eP572

G. taffurelli
Ravenna, Italy

Purpose/Background: colorectal cancer (crc) surgery 
can be associated with suboptimal outcomes in older 
patients. the aim was to identify the correlation between 
frailty and surgical variables with the achievement of 
textbook outcome (to), a composite measure of the 
ideal postoperative course, by older patients with crc.

Methods/Interventions: All consecutive patients 
≥70years who underwent elective crc-surgery between 
January 2017 and november 2021 were analyzed from a 
prospective database. to obtain a to, all the following 
must be achieved: 90-day survival, clavien-Dindo(cD)<3, 
no reintervention, no readmission, no discharge to reha-
bilitation facility, no changes in the living situation and 
length of stay(Los) £5days/£14days for colon and rectal 
surgery respectively. Frailty and surgical variables were 
related to the achievement of to.

Results/Outcome(s): Four-hundred-twenty-one 
consecutive patients had surgery (97.7% minimally inva-
sive), 24.9% for rectal cancer, median age 80 years (range 
70-92), median Los of 4 days (range 1-96). overall, 
288/421 patients (68.4%) achieved a to. cD 3-4 compli-
cations rate was 6.4%, 90-day mortality rate was 2.9%. At 
univariate analysis, frailty and surgical variables (ileostomy 
creation, p=0.045) were related to to. However, multi-
variate analysis showed that only frailty measures such as 
flemish triage risk screening tool≥2 (or 1.97, 95%ci: 
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1.23–3.16; p=0.005); charlson index>6 (or 1.61, 
95%ci: 1.03-2.51; p=0.036) or timed-Up-and-Go>20 
sec (or 2.06, 95%ci: 1.01–4.19; p=0.048) independently 
predicted an increased risk of not achieving a to.

Conclusions/Discussion: the association between 
frailty and comprehensive surgical outcomes offers objective  
data for guiding family counseling, managing expectations 
and discussing the possible loss of independence with 
patients and caregivers.

MINIMALLY INVASIVE SURGERY; IS IT A RISK 
FACTOR FOR PERITONEAL CARCINOMATOSIS 
IN PT4 COLON CANCER?

ePoster AbstrActs eP573

s. Kim, M. Park, s. Yang, Y. Han, M. cho, K. Lee, 
b. Min
Seodaemun-gu, Korea (the Republic of)

Purpose/Background: Minimally invasive surgery 
(Mis) has dominantly been performed in colon cancer, 
and non-inferior oncological outcomes of Mis compared 
to open surgery have been demonstrated in advanced 
stages. Meanwhile, evidence is emerging on increased risk 
of peritoneal carcinomatosis (PM) in pt4 colon cancer 
with laparoscopic surgeries. We aim to discover differences 
of the incidence of PM between Mis and open surgery, and 
analyze the predictive factors of postoperative PM.

Methods/Interventions: Patients who underwent 
radical surgery for colon cancer in tertiary referral hospital 
(severance Hospital, seoul, Korea) between 2000 and 2018 
were retrospectively collected. Histologically confirmed 
adenocarcinoma under r0 resection were included. 
Patients who had neoadjuvant therapy, active abdominal 
malignancy, and metastasis were excluded.

Results/Outcome(s): of total 393 enrolled patients, 
95 patients underwent open colectomy, and 298 patients 
underwent either laparoscopic or robotic colectomy (279 
and 19 each). there were no significant clinical differences 
in age, sex, body mass index, AsA score, past history of 
abdominal surgery or malignancy, preoperative endoscopic 
stent insertion and synchronicity of the colon cancer. but 
Mis was performed more frequently in left colon (62.1% 
vs 48.4%, p=0.019), and had lower rates of high clinical 
features, meaning tumor bulk unable to pass endoscope 
or complicated with perforation and fistula (39.3% vs 
54.7%, p=0.008). Also, Mis group had less operative 
time, intraoperative blood loss, combined organ resection, 
length of hospital stays, and postoperative complications 
(all p<0.001). tumor sizes were smaller and ratio of pt4b 
were lower (4.9 vs 7.2 cm, 5.7% vs 36.8%, all p<0.001) but 
pn+ rates were higher (67.1% vs 51.6%, p=0.006) in Mis 
group. number of retrieved lymph nodes, tumor differen-
tiation, lymphovascular invasion (LVi) were not signifi-
cantly different between the groups. the risk factors of 
PM revealed in multivariate analysis were pn+ (Hr 2.39,  

p=0.023), harvested Ln<12 (Hr 3.99, p=0.015), histologic  
high grade (Hr 2.53, p=0.01), postoperative compli-
cations (Hr 3.05, p=0.028), higher clinical features 
(Hr 2.81, p=0.001), and Mis (Hr 3.05, p=0.011), 
whereas adjuvant therapy had no protective effect on PM. 
Although not significant, 5-year cumulative incidence of 
PM showed higher cumulative rates of PM of Mis group 
in t4 (17.4% vs 8.8%, p=0.094). there were no signifi-
cant differences of 5-year disease-free survival (DFs) and 
overall survival (os) between the groups (open: 60.3% vs. 
Mis 61.8%, p=0.27 for DFs, and open: 76.1% vs. Mis 
86.2%, p=0.11 for os).

Conclusions/Discussion: Minimally invasive surgery 
seems to be a risk factor for PM in pt4 colon cancers. 
Furthermore, surgeons may take extra precautions to 
employ Mis method for radical surgery in t4 colon cancer 
with high-risk clinical features.

cumulative incidence of peritoneal carcinomatosis in t1 colon cancer 
according to surgical methods.

PROGNOSTIC VALUE OF SERUM 
CARBOHYDRATE ANTIGEN 19-9 IN RELATION 
TO CARCINOEMBRYONIC ANTIGEN IN ASIAN 
PATIENTS WITH COLORECTAL CANCER 
AFTER RADICAL RESECTION.

ePoster AbstrActs eP574

W. runxian, r. Dou, s. He, Z. Jin Quan
Guangzhou, China

Purpose/Background: Background: serum carbohydrate 
antigen 19-9 (cA19-9) is commonly used as a prognostic 
marker for patients with colorectal cancer in Asia, but less 
in the western countries. the prognostic value of ca19-9 
remains unclear. Objective: to explore the prognostic of 
preoperative serum cA19-9 in comparison to ceA in Asian 
patients with colorectal cancer after radical resection.

Methods/Interventions: Methods: We retrospectively 
divided 1604 patients from a prospectively maintained 
database into four groups: normal ceA and cA19-9, 
normal ceA, elevated cA19-9; elevated ceA, normal 
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cA19-9; elevated ceA and cA19-9. survival was 
compared with the Kaplan-Meier method. Multivariate 
analysis of cA19-9, ceA and other clinicopathological 
factors was performed.

Results/Outcome(s): Results: Five-year overall 
survival of the four groups was 76.51%, 39.85%, 42.90%, 
and 27.60%, respectively (log-rank p < 0.001). cA19-9, 
ceA, and tnM stage (all p < 0.001) were independent 
risk factors for overall survival. no interaction between 
ceA and cA19-9 on survival were detected (p = 0.241). 
cA19-9 was associated with ceA, tnM stage, and tumor 
location (all p < 0.001).

Conclusions/Discussion: Conclusion: the prognostic 
value of cA19-9 is independent from that of ceA in Asia 
patients. similar investigations in other ethnic groups are 
needed. Addition of cA19-9 to the routine follow-up may 
be warranted, at least in Asian patients.

CHARACTERISTICS AND OUTCOMES OF 
RECTAL CANCER PATIENTS WHO UNDERGO 
NEOADJUVANT CHEMORADIATION AND 
REFUSE SURGERY AFTER NOT ACHIEVING A 
COMPLETE CLINICAL RESPONSE.

ePoster AbstrActs eP575

K. Melstrom, s. sentovich, L. Lai, M. Hanna, y. zerhouni, 
A. Kaiser
Duarte, CA

Purpose/Background: the treatment of rectal 
cancer has been rapidly changing over the last decade. 
non-operative therapy or watch and wait (WW) strategies 
are accepted forms of practice. However, only a third of 
patients will achieve a complete clinical response (ccr). 
the remaining patients will need surgery to achieve a cure. 
Unfortunately, there are patients who refuse this surgery 
for a variety of reasons. this population is less studied 
and often not followed as closely as someone who agrees 
to treatment. the aim of this study is to investigate the 
makeup of these patients and their ultimate outcomes.

Methods/Interventions: A retrospective review was 
conducted on patients with rectal cancer who received 
preoperative chemoradiation from 2014 through January 
2022. 29 patients did not achieve a ccr but refused a 
proctectomy. these patients were compared to 44 who 
did have a ccr and entered a WW protocol, and a cohort 
of 99 patients who did undergo curative surgery. stage iV 
patients were excluded. Patients who refused surgery were 
then sub-grouped and compared into those who later did 
convert to a ccr and those who had persistent disease. A 
univariate analysis was conducted using chi-square testing.

Results/Outcome(s): Patients who refused surgery 
were significantly older that those who underwent surgery 
or WW (68 vs. 58 vs. 60, p = 0.02). there was no differ-
ence in sex, race, functional status, or size of the tumor 
amongst the groups. the median surveillance time was 

43 months across the entire study. overall survival was 
significantly worse in the refusal group vs. surgery or WW 
(65% vs. 95% vs. 95%, p = 0.01). there was no differences 
in distant recurrence among the three groups (29% vs. 
9% vs. 15%, p = 0.16). 13 patients who refused surgery 
eventually converted to a ccr. the remaining 16 patients 
had persistent disease. the patients who converted were 
younger (64 vs. 76, p = 0.05) and had a better functional 
status (ecoG-0 92% vs. 44%, p = 0.02). Patients who 
converted had a lower distant recurrence rate (8 vs. 40%, 
p = 0.05). Finally, patients who converted to a ccr after 
initially refusing surgery were more likely to have a near 
complete response on sigmoidoscopy than those who had 
persistent disease (92% vs. 56%, p = 0.03).

Conclusions/Discussion: Patients who refuse surgery 
after an incomplete response to neoadjuvant chemoradia-
tion represent a less studied and harder to manage cohort. 
When they are surveilled like a WW patient, a significant 
portion will eventually convert to a ccr. this is highlighted 
by the finding that almost all of these patients will have a 
near complete response on post treatment endoscopy at 8-12 
weeks. this would suggest lengthening the time to declare a 
ccr. However, for those patients who do not achieve this, 
they are more likely to develop metastatic disease. As a group, 
patients who refuse surgery do have a lower overall survival.

CO2 LASER ROBOTIC SCANNER 
FISSURECTOMY: 1 YEAR FOLLOW-UP.

ePoster AbstrActs eP576

i. Giani, c. elbetti
Firenze, Italy

Purpose/Background: the aim of surgery for chronic 
anal fissure is first of all anal pain resolution then a stable 
and functional wound healing. nowadays this result 
is achievable through procedures that include internal 
sphincterotomy at the price of different grades of incon-
tinence which, although rare, are clinically reported. the 
goal of this study is to explore the effectiveness of co2 
Laser robotic scanner Fissurectomy.

Methods/Interventions: All patients affected by 
chronic anal fissure susceptible to surgery, in the period of 
6 months between April and september 2021, were eval-
uated. Data collection were scheduled before surgery, at 
24 h, 1 week and 1 month follow-up. then final follow up 
was established at 1 year. co2 Laser robotic scanner was 
used to obtain a smooth and dried wound with a minimal 
tissue thermal damage but also to obtain good postsur-
gical pain control, rapid and functional, elastic and stable 
healing, and to prevent potential relapses. sentinel skin 
tags, sentinel polyp wereco2 Laser vaporized too as the 
chronic fissure. Post operative pain control was achieved 
with Paracetamol 1 g every 8 h for the first 24 h and then 
continued according to each patient’s need. Ketorolac 
15mg was prescribed as rescue.
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Results/Outcome(s): the principal endpoint was estab-
lished to be a mean pain intensity ≤3. At 1 month follow 
up 26/29 patients achieved this goal with a final success 
rate of 89.7%. between them 1 was succesfully treated 
with lateral internal sphincterotomy and 2 were treated 
with anal dilatation. A statistically significant reduction 
of pain and itching was obtained bleeding, burning, 
maximum pain and reALis score showed a reduction 
too. At 1-month follow-up reepithelisation proved to be 
extremely fast and effective: 22 of 29 (75.9%) showed a 
complete healing and 5 showed a partial reepithelisation. 
At 1-year follow up all patients, those successfully treated 
with co2 Laser robotic scanner Fissurectomy, and those 
with lateral internal sphincterotomy or anal dilatation 
showed a complete healing.

Conclusions/Discussion: the good results of this study 
once again cast doubt on the need to always have recourse 
to the internal sphincterotomy procedure in every patient. 
the effectiveness of co2 Laser robotic scanner for fissu-
rectomy showed that it is undoubtedly necessary to change 
the surgical strategy reducing the number of patients 
treated with internal sphincterotomy. co2 Laser robotic 
scanner showed great results in terms of pain control and 
wound healing, secondary to an extremely precise ablation, 
vaporisation and debridement procedures withminimal 
lateral thermal damage.

FAECAL INCONTINENCE QUALITY OF LIFE 
OF PATIENTS WITH CRYPTOGLANDULAR 
PERIANAL FISTULA.

ePoster AbstrActs eP577

c. ralston, L. Ferrari, A. Hainsworth, t. Gala, A. schizas
London, United Kingdom

Purpose/Background: the ability to control bowel 
movements might be compromised in patients with peri-
anal fistula, due to repeated surgical procedures and also 
fistula activity. Assessing the degree of anal incontinence 
and its impact in quality of life is important to make and 
tailored surgical plan. Aim of this study was to assess which 
patient demographics and pre-operative fistula character-
istics were associated with presence of anal incontinence 
and consequent impairment in in quality of life using a 
standardised questionnaire.

Methods/Interventions: this is a prospective study 
conducted in a single institution between 2018 and 2021, 
where 127 affected by cryptoglandular fistula were recruited 
and completed Faecal incontinence quality of life (FiQL) 
questionnaire. FiQL is a questionnaire composed of 29 
questions, grouped into four domains: lifestyle, behaviour, 
depression and embarrassment. Patients’ demographics 
and previous fistula procedures were recorded. Fistula 
characteristics included were type of fistula (Park’s clas-
sification), position of longitudinal and internal opening, 
secondary extension, sepsis and presence of seton. Linear 

regression was used to examine factors associated with the 
four domains. the analysis was performed in two stages. 
Firstly, the separate association between each factor and 
the outcome was analysed in a series of univariable anal-
yses. secondly, the joint association between the factors 
and outcome was assessed in a multivariable analysis.

Results/Outcome(s): results of multivariate analysis 
for the four domains included in the questionnaire are 
summarised in table 1. An increase number of previous 
fistula operations is the only parameters independently 
associated with the worsening scores for the four domains. 
this is probably due to an increase number of unsuccessful 
procedures performed to control local sepsis. AsA score ii 
and iii were associated in multivariate analysis with FiQL 
lifestyle score, behaviour score and embarrassment score. 
Patient with AsA i has a better FiQL score compare to 
those with AsA ii and iii, regardless to fistula character-
istics. Furthermore, patients with multiple comorbidities 
have worse FiQL scores compared to those with 1 or less 
comorbidities. Female gender and previous pregnancy are 
associated with worsen FiQL behaviour score and embar-
rassment scores in multivariate analysis. interestingly, 
none of the fistula characteristics have reach statistical 
significance in faecal incontinence symptoms multivariate 
analysis.

Conclusions/Discussion: Patients with perianal fistula 
have impairment in quality of life, secondary to symptoms 
related to faecal incontinence. Fistula characteristics and 
complexities don’t predict FiQL probably because conti-
nence is multifactorial and other patients’ characteristics, 
such as comorbidities, AsA and previous pregnancies 
might have a bigger impact. this needs to be considered 
when we try to predict patients’ continence before fistula 
surgery.
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ACCURACY BETWEEN ENDOANAL 
ULTRASOUND AND PELVIS MAGNETIC 
RESONANCE IMAGING FOR PATIENTS WITH 
PERIANAL FISTULA.

ePoster AbstrActs eP578

L. Ferrari, A. Hainsworth, c. ralston, t. Gala, 
L. Johnston, A. schizas
London, United Kingdom

Purpose/Background: Pelvic magnetic resonance 
imaging (pMri) and endoanal ultrasound (eAUs) are 
both valid techniques to delineate anatomy prior to surgery 
for perianal fistula of cryptoglandular origin. the aim 
was to compare pMri and eAUs in terms of their accu-
racy regards specific parameters based on intra-operative 
findings.

Methods/Interventions: We conducted a single 
institution prospective study, collecting data from 108 
consecutive patients with cryptoglandular perianal fistula 
between 2018 and 2021. All patients underwent both 
eAUs and pMri for fistula before surgical intervention. 
both pMri and eAUs were assessed by three different 
blinded readers (two gastro-intestinal radiologists and one 

colorectal surgeon), the same outcomes were compared 
with intra-operative findings. All three readers were more 
confident in pMri rather than eAUs. Data from the three 
different readers were amalgamated to produce one report 
for patient, for pMri and eAUs. For each outcome and 
each subject, the agreement with the theatre findings were 
evaluated. this gave binary outcomes measures: agree-
ment or no agreement and the analysis was performed 
using the Mcnemar test.

Results/Outcome(s): table 1 summarises the results. 
the first column includes parameters analysed with eAUs, 
pMri and during surgery. Accuracy of the two radiolog-
ical methods are summarised in comparison with surgical 
findings. the difference in agreement between the two 
methods is next shown, with the percentage difference 
reported along with a corresponding confidence interval. 
the difference is calculated as value for pMri minus 
value for eAUs. P-values indicating the significance of 
the difference between methods are presented in the final 
column. the analysis results suggested a significant higher 
accuracy of pMri and eAUs for ischio-anal extension, 
horseshoe extension and for a lesser extend anal sphincter 
involvement. However, the accuracy for the remaining 
outcomes both related to anal canal sphincter integrity and 
perianal fistula characteristics did not significantly vary 
between pMri and eAUs.

Conclusions/Discussion: eAUs is an accurate tech-
nique to delineate anatomy for cryptoglandular fistula. it 
provides precise results about presence of fistula charac-
terises such as fistula type, number of tracks, anal canal 
position, supralevator extension. eAUs could be consid-
ered as first line investigation for perianal fistula, because 
cheaper, quicker and can be performed in the outpatient. 
eAUs also gives information about integrity of anal canal 
and location of potential defects, which should be consid-
ered before surgical plan. pMri might be reserved for more 
complex and or recurrent fistula where additional informa-
tion are needed before making a surgical.
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CLAMP AND SUTURE 
HEMORRHOIDECTOMY(CASH): A 
NEW TECHNIQUE FOR EXCISIONAL 
HEMORRHOIDECTOMY.

ePoster AbstrActs eP579

r. rojas, r. Azores, G. Maranon
Quezon City, Philippines

Purpose/Background: the objective of this 
study is to describe and evaluate the surgical 
outcomes and safety of cLAMP AnD sUtUre 
HeMorrHoiDectoMY(cAsH), a new technical inno-
vation in surgical excision of symptomatic hemorrhoids.

Methods/Interventions: this is a retrospective case 
series, compiling data from a primary rural district hospital 
in Lubao, Pampanga, a town, roughly 90 kms north of 
Manila, Philippines. outcomes of patients that underwent 
cAsH were documented during regular interval follow ups 
(at 7 days, 4 weeks, and 3-6 months after the procedure). 
outcomes measured included short term complications 
(urinary retention, bleeding, severe pain, wound complica-
tions and constipation), and long term complications(anal 
stenosis, recurrence, incontinence, reintervention).

Results/Outcome(s): the hemorrhoids of 34 patients 
were managed with this technique. For short term compli-
cations, one patient experienced urinary retention (2.94%), 
four had complains of severe pain requiring modification 
of their standard postoperative pain medication regimen 
(11.76%), and there were no patients that had significant 
bleeding, wound complications, or constipation. For long 
term complications, there were three patients had had 
recurrent piles on follow up (8.33%), and three that had 
some form of fecal incontinence (8.33%). none of the 
patients had documented anal stenosis and there were no 
reinterventions performed for any of the 34 patients.

Conclusions/Discussion: this case series may provide 
evidence that cAsH may be safe and easy to perform as 
treatment for symptomatic hemorrhoids however further 

comparative studies may be warranted to prove superiority 
over traditional hemorrhoidal excision.

EFFICACY OF THE FERGUSON 
HEMORRHOIDECTOMY TECHNIQUE 
COMPARED WITH THE MILLIGAN MORGAN 
TECHNIQUE IN THE TREATMENT OF 
HEMORRHOIDAL DISEASE.

ePoster AbstrActs eP580

A. tejada Jackson, r. Liriano, e. nuñez, L. Javier 
rodriguez, W. Fernandez
Santiago De Los Caballeros, Dominican Republic

Purpose/Background: Hemorrhoidal disease affects 
4% of the world’s population. surgical management is 
performed in cases of advanced disease. there are 2 
techniques for such purposes; the Milligan Morgan, or 
open technique, and the Ferguson technique, or closed 
technique. it is unknown which technique is superior with 
respect to its results and rate of post-surgical complica-
tions.(1,2,3,4) the objective of this study was: to establish 
the efficacy of the Ferguson hemorrhoidectomy technique 
in relation to the technique of Milligan Morgan in the 
surgical treatment of hemorrhoidal disease.

Methods/Interventions: comparative prospective 
study, a total of 39 patients undergoing hemorrhoidectomy 
by open technique or closed technique were recruited. the 
variables of surgical time, and postoperative complications 
were evaluated: pain, bleeding, surgical site infection, and 
the presence of risk factors for hemorrhoidal disease were 
assessed. Follow-up was given for a period of 30 days.

Results/Outcome(s): there were no significant differ-
ences regarding the surgical time between the open tech-
nique vs. the closed technique. incidence of postoperative 
complications was higher in the closed technique (62.5%) 
vs. the open technique (46.7%) [P=0.332]. surgical site 
infection was 2.56% of the population (1 case) in the 
closed technique group. bleeding was more frequent in 
the open technique (26.7%) vs closed technique (8.3%), 
without significant difference [P=0.123] Pain was more 
frequent in closed technique (54.2%) vs open technique 
(46.7. no significant difference [P=648].the most preva-
lent risk factor was constipation with 71.8% of cases

Conclusions/Discussion: there are no differences 
between the efficacy of both hemorrhoidectomy techniques,  
regarding the incidence of post-surgical complications in 
the 30-day period. there are no differences between the 
surgical time between the Milligan Morgan techniques 



380 ePoster AbstrActs

and the Ferguson technique for the management of 
hemorrhoidal disease. the incidence of postoperative 
complications was higher in the closed technique vs. the 
open technique with 62.5% and 46.7%, respectively. the 
open technique had a higher incidence of bleeding, 26.7% 
compared to the closed technique, 8.3%.the most preva-
lent risk factor for hemorrhoidal disease was constipation 
with 71.8% of cases.

HEMORRHOIDAL HIGH MACRO RUBBER BAND 
LIGATION TRIAL (HHIMARUBAN TRIAL) – 
PRELIMINARY REPORT.

ePoster AbstrActs eP581

A. canelas, P. Jacinto, P. Diaz Donoso, P. Farina, 
U. Gualdrini, o. Miravalle, J. brea, c. Lumi
Buenos Aires, Argentina

Purpose/Background: Hemorrhoidectomy is the most 
effective treatment for hemorrhoidal symptomatic disease, 
but it is associated to severe pain in the postoperative 
status. Procedures such as rubber band ligation (rbL) of 
hemorrhoids has the aim of less postoperative pain with an 
effective treatment of selected patients with hemorrhoids 
grade ii and iii. in 2007, reis neto et al. showed the 
results of including 3 cm3 of mucosa per ligation 3 – 4 cm 
above the pectine line looking for hemorrhoidal fixation. 
the objective is to assess high macro rubber band ligation’s 
(HMrbL) discomfort, safety and efficacy in patients with 
symptomatic hemorrhoidal disease.

Methods/Interventions: it is an observational prospec-
tive trial which includes patients with 1 to 3 HMrbL as 
treatment of symptomatic hemorrhoidal disease grade ii or 
iii from september 2020 to August 2021. Digital question-
aries were used before and after the procedure (30 minutes, 
6 hours, 24 hours, 48 hours, 4 days, 7 days, 1 month, 3 
months and 6 months) during the appointments. the pain 
was manage with non-steroidal anti-inflammatory drugs 
(nsAiDs) for a short period of time (3 days). Discomfort 
was assessed by pain [analog visual scale (AVs)], nausea, 
vomiting, bladder urgency, tenesmus and restart usual 
tasks; during the first 7 days. the complications were 
registered during the first month after the procedure. At 
6 months after the procedure were evaluated efficacy 
and patient’s quality of life and satisfaction by using 
Hemorrhoidal Disease symptom score (HDss) and short 
Health scaleHD (sHsHD).

Results/Outcome(s): 375 hemorrhoidal symptomatic 
disease patients were treated with HMrbL, 49 patients 
completed the data protocol questionaries. 73.5% of the 
patients had grade ii hemorrhoids, 26.5% grade iii hemor-
rhoids. 93.9% had hemorrhoidal prolapse and 89.8% rectal 
bleeding. 87.7% had severe hemorrhoidal symptom score. 
the mean quality of life score prior to procedure was 15.9. 
in the first 6 hours post procedure, the pain was mild 
(∼1.5 AVs at 30 minutes and ∼2.4 AVs at 6 hours); it 

increases to moderate intensity at 24 hours (∼4.4 AVs). 
48 hours after procedure the pain intensity decreases 
(∼2.9 AVs). 10.8% of the patients presented nausea in 
the first 24 hours with no record of vomiting. Within the 
first 24 hours 73.9% presented rectal tenesmus and 28.2% 
bladder tenesmus. 67.3% of the patients got back to their 
daily life activities within the 48 hours after the HMrbL. 
14.2 % presented minor complications. no major compli-
cations were recorded. HDss decreases in 70.2% and 
sHsHD increases in 58.3% after HMrbL. 10.2% required 
a surgical treatment due to not resolving symptoms with 
HMrbL. 86% would repeat the procedure and 92.1% 
would recommend it to another one getting a HMrbL.

Conclusions/Discussion: HMrbL is a secure an effi-
cient technique for selected hemorrhoidal grade ii and iii 
symptomatic disease treatment, with a little discomfort and 
quality of life improvement after procedure

TRENDS IN MANAGEMENT OF ANAL FISSURES.
ePoster AbstrActs eP582

s. Khan, s. stein, e. steinhagen
Cleveland, OH

Purpose/Background: Anal fissures are a frequent and 
painful colorectal complaint. though there are manage-
ment guidelines, it is unclear how patients are treated in 
real-world settings, particularly since patients may not see 
colorectal surgeons for medical management. this study 
describes trends in treatment and explores disparities in 
medical therapies (including calcium-channel blockers 
[ccb], nitroglycerin [ntG], and narcotics) and surgical 
treatments (including fissurectomies, chemodenervation, 
and sphincterotomy).

Methods/Interventions: trinetX is an electronic health 
record network from 70 health care organizations in the 
United states. cohorts were created within the trinetX 
platform using icD-10 codes for anal fissures, rxnorm 
codes for medications, and cPt codes for surgical inter-
ventions. Demographics were compared between patients 
that received surgical intervention within 1 year of diag-
nosis, ccb or ntG within 1 year, or narcotics within 30 
days versus those who did not. odds ratios were calculated 
for demographic comparisons.

Results/Outcome(s): 126,434 patients were included 
and 7,337 had surgical intervention (5.8%). of the total, 
48% are male, 65% White and 13.5% black (17.6% 
unknown race), and 64.2% non-Hispanic and 6.5% 
Hispanic (29.3% unknown). Factors associated with any 
surgical intervention were male sex (or 1.19) and White 
race (or 1.16). Male patients were more likely to undergo 
sphincterotomy (or 1.45). Females (or 1.31), non-His-
panic patients (or 1.47), and White patients (or 1.49) 
were more likely to have chemodenervation. regarding 
patients that did not have surgery, non-Hispanic patients 
(or 0.89) and White patients (or 0.84) were less likely 
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to receive ccb/ntG. Males (or 1.24), non-Hispanic 
patients (or 1.15), and black patients (or 1.32) were 
more likely to receive narcotics. there were no differ-
ences in rates of prescription of ccb/ntG between sex 
or ethnicities among patients who underwent surgery. 
surgical patients that are White were less likely to be 
prescribed ccb/ntG than surgical patients that are black 
(or 0.84). surgical patients that are non-Hispanic (or 
1.84) and black (or 1.24) were more likely to receive 
narcotics.

Conclusions/Discussion: Male fissure patients were 
more likely to undergo surgical intervention, specifically 
sphincterotomy, whereas females were more likely to receive 
chemodenervation. White and non-Hispanic patients had 
higher rates of surgical treatment. Furthermore, the differ-
ences in narcotic prescription especially among non-sur-
gical patients requires more attention. Further exploration 
of these differences may be warranted to enhance the care 
for patients with anal fissures.

CHANGES IN QUALITY OF LIFE AND 
CONTINENCE SCORE BEFORE AND AFTER 
PERIANAL FISTULA SURGERY.

ePoster AbstrActs eP583

L. Ferrari, A. Hainsworth, t. gala, c. ralston, A. schizas
London, United Kingdom

Purpose/Background: Quality of life (QoL) and faecal 
incontinence quality of life (FiQoL) are important to 
assess as baseline and following surgery for perianal fistula. 
A variety of surgical procedures are available, with different 
successful rate and risk to compromise faecal continence. 
the aim of this study was to assess variation of QoL and 
FiQL using two standardised questionnaires administered 
before and after three different surgical procedures.

Methods/Interventions: this is a prospective study 
conducted in a single institution between 2018 and 2021, 
where 96 consecutive patients affected by cryptoglandular 
fistula were recruited. All patients completed Faecal 
incontinence quality of life (FiQL) questionnaire and 
short form 36 health survey (sF-36) before and 12 weeks 
after lay open surgery (51), fistula plug insertion (20, cook 
Medical’s unique biodesign® Anal Fistula Plug set) and 
loose seton insertion (25). Although not all scores were 
normally distributed at each timepoint, the change in 
scores was found to be approximately normally distributed 

for all outcomes. therefore, the paired t-test was used to 
compare the difference between timepoints. separate sets 
of analyses were performed for each of the three procedure 
types.

Results/Outcome(s): results are summarised in table 
1. For patients underwent lay open procedure, the analysis 
results indicated a statistically significant change between 
pre and post-operative surgery for all the sF-36 and Fi-QoL 
components. For these outcomes, all scores increased 
at the post-operative timepoint. For sF-36 the highest 
increase was for the physical function and pain scores, both 
of which had a mean increase of 16 points. the embarrass-
ment component of the Fi-QoL score demonstrated the 
largest increase, with a mean increase of 0.4 units between 
timepoints. After fistula plug, the analysis results suggested 
statistically significant increases from pre to post-op for 
the role physical, pain and role emotional components 
of the sF-36 score. the largest increase was for pain, 
where there was a 12-unit increase at the post-operative  
timepoint. none of the Fi-QoL scores were found to differ 
strongly between timepoints. the analysis results for seton 
procedures suggested no statistically significant differences 
between the two timepoints for any components of the 
sF-36, Fi-QoL.

Conclusions/Discussion: colorectal surgeons have 
become reluctant in offering lay open procedure for peri-
anal fistula, due to concerns about faecal continence. 
However if patients are carefully selected and counselled, 
they can have significant improvement in quality of life, 
without impairment of bowel continence. on the contrary, 
sphincter preserving procedures such as fistula plug and 
loose seton might not achieve the same level of satisfaction 
due to lower successful rate, continue discharge of pus and 
perianal discomfort. Future studies are needed to stratify 
patients’ risk to offer them the procedure with higher 
successful rate.
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OUTPATIENT SYMPTOMATIC PILE TAILORED 
PROCEDURE FOR HEMORRHOIDAL DISEASE.

ePoster AbstrActs eP584

i. Giani, c. elbetti
Firenze, Italy

Purpose/Background: the anatomical presentation of 
haemorrhoids is extremely heterogeneous between patients 
but also within the individual patient. this heterogeneity 
is the basis of the need to guarantee the best treatment of 
each single hemorrhoid with the aim of proceeding with 
excisions only when it is strictly necessary in order to 
reduce the surgical trauma and post-operative pain. Aim of 
this study was to evaluate the role of outpatient “tailored 
single Pile treatment” in the short and long term.

Methods/Interventions: From March 2014 to January 
2017 a prospective non-randomised study was conducted 
on all consecutive patients who underwent “tailored single 
Pile treatment” in outpatient setting in our institution. All 
patients affected by hemorrhoids were evaluated according 
to Goligher classification and single Pile Hemorrhoidal 
classification (sPHc). Patients with one or more symp-
tomatic Goligher grade iii pile were included in the study. 
All the procedures were under local anesthesia using a new 
procedure called tailored Anal block (tAb) in an outpa-
tient setting. We treated with Hemorrhoidopexy second 

and third degree pile without Fibrous inelastic redundant 
pile (F) or subversion of dentate line or congestion of 
external pile (e) or not tolerated skin tags (s) es; tailored 
mucosectomy and hemorrhoidopexy (tM&H) for third 
degree piles with F pile, excision of external component 
for es piles, complete semi-closed pile excision for iii 
Fes degree pile and all iV degree pile. Hemorrhoidopexy 
alone or with tailored Mucosectomy (tM&H) were 
performed using a new small cylindrical proctoscope, 
Lbet 88 (sapimed®). Primary endpoint was recurrence of 
hemorrhoidal prolapse. secondary endpoints were overall 
clinical success, percentage of changing in surgical and 
anesthesiological strategy, intraoperative and postoper-
ative complications, readmission and reoperation rate, 
post-operative pain and patient’s satisfaction.

Results/Outcome(s): 186 patients were enrolled. Mean 
follow up was 44 months (range 30-64 months). All 
surgical operations were performed in the scheduled outpa-
tient pathway without any modification of the surgical or 
anesthesiologic technique. early post-operative complica-
tion occurred in 4 patients (2,1%). Five patients (2,7%) 
reported minor post-operative bleeding, treated with 
conservative management. French bleeding severity score 
improved from 6,5 (range: 5-8) to 2,2 (range 1-3) after 
treatment and mean General symptoms score improved 
from 15,7 (range: 14-18) to 2,9 (range 1-4). Mean value 
of post-operative painkillers days consumption (PKD) was 
4,1 days (range 0-15). in 10 patients (5,4%) there were 
recurrence of hemorrhoidal prolapse. Patient’s satisfaction 
was recorded as very much improved and much improved 
in the majority of patients.

Conclusions/Discussion: single pile tailored treat-
ment showed good results either in short and long term 
follow-up in the treatment of patients with one or more 
symptomatic Goligher grade iii pile.

MULTICENTER REVIEW OF CASES OF 
BUSCHHKE-LOWENSTEIN TUMOR IN THE 
PHILIPPINES.

ePoster AbstrActs eP585

s. Manlubatan1, M. LoPeZ1, M. onglao1, J. Fuentes2, 
r. bandolon3, M. catiwala-an4, o. ocampo5

1Manila, Philippines; 2Pasig, Philippines; 3Davao City, 
Philippines; 4Cebu City, Philippines; 5Quezon City, 
Philippines

Purpose/Background: the prevalence of buschke-
Lowenstein tumor (bLt), or giant condyloma acuminata, 
a sexually transmitted infection caused by the human 
papilloma virus (HPV), has been increasing over the 
years. this parallels the rise in the number of cases of 
human immunodeficiency virus (HiV) infection in the 
Philippines. this study investigated the clinical profile, 
management, and outcomes of patients with bLt who 
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were managed by the colorectal surgery training programs 
in the country from January 2015 to December 2021.

Methods/Interventions: this is a descriptive retrospec-
tive study that included all patients diagnosed with bLt 
who underwent surgery from January 2015 to December 
2021 at the following institutions: Philippine General 
Hospital, rizal Medical center, southern Philippines 
Medical center, Vicente sotto Memorial Medical center, 
and University of the east ramon Magsaysay Medical 
center. A review of patient records was done after 
obtaining approval from the Department of Health single 
Joint research ethics board.

Results/Outcome(s): of the 11 training programs in 
colorectal surgery, only five reported having managed a 
case of bLt during the study period. A total of 11 patients 
underwent surgery for bLt. All were males and positive 
for HiV, with ages ranging from 21 to 41 years (median 
30 years). one was heterosexual, while the rest admitted 
to having engaged in both insertive and receptive homo-
sexual anal intercourse. except for one, all patients had 
multiple partners. only one patient was documented 
to have received an HPV vaccine. common symptoms 
that included an anal mass, foul-smelling discharge, pain, 
bleeding, and pruritus, presented eight months prior to 
consult on average. All underwent excision, with the 
wound bed allowed to heal by secondary intention; except 
in two, who had a fasciocutaneous V-Y advancement 
flap. the average operative time was 140 minutes, and 
the average postoperative length of stay was four days. 
the average time to complete epithelization among those 
who underwent healing by secondary intention was seven 
weeks. the common complication identified was an anal 
stricture (45%). the reported recurrence rate was 18%, 
and these were noted between 2 to 8 months postopera-
tively. Among those who had a stricture, four underwent 
anal dilatation, and one needed a proximal bowel diver-
sion. recurrences were addressed by application of trichlo-
roacetic acid, but one eventually underwent cauterization 
of anal warts. Histopathologic analysis revealed condyloma 
acuminata for ten patients, while one had intraepithelial 
carcinoma without dermal invasion.

Conclusions/Discussion: Wide excision is the gold 
standard in the treatment of bLt, however, incidence of 
anal strictures remains high. the use of advancement flaps 
and avoidance of an overly aggressive surgical approach 
should be considered in patients at high risk of developing 
anal strictures. education and counseling are part of 
management.

table 1. Patient profile, wound closure, complications, and histopatho-
logic results of patients who underwent surgery for buschke-Lowenstein 
tumor, January 2015 to December 2021.

VAAFT PLUS FILAC PROCEDURE TO TREAT 
SUPRASPHINCTERIC FISTULA WITH LONG-
TERM FOLLOW-UP.

ePoster AbstrActs eP586

c. WAnG, Y. Yao, H. Liang, L. Yin, Y. Xu, J. Lu
Shanghai, China

Purpose/Background: the surgical treatment of supra-
sphincteric fistula is challenging because of the incidence 
of recurrence and incontinence. Video-assisted anal fistula 
treatment and energy delivery devices are sphincteric 
protecting techniques. but there are limited results about 
using these two techniques for suprasphincteric fistula at 
the same time. in this study we reviewed the outcomes 
of VAAFt plus FiLac procedure in regarding to success 
rate, healing time and complications and incontinence for 
suprasphincteric fistula with long-term follow-up.

Methods/Interventions: A retrospective observational 
study was conducted on patients with suprasphincteric 
who underwent VAAFt plus FiLac procedure between 
oct 2017 and Dec 2019. outcomes of interest were fistula 
healing rate, healing time and postoperative complications 
and incontinence. operative technique: We used a diam-
eter of 3.3×4.7mm fistuloscope through the external orifice 
in search of the fistulous tract and the primary opening, as 
well as of accessory paths. After the stage of diagnosis, a 360 
degree radial emission laser fiber was used via the scope. the 
laser fiber emitting 14watt laser energy with a wave length 
of 1470nm and was withdrawn slowly step by step at a speed 
of 1mm/sec which ensured homogenous photothermal 
destruction of the deep fistula tract under direct vision. if 
the primary opening was identified, then either laid open or 
closed full thickness depended on the situation.

Results/Outcome(s): in this study 26 patients with 
cryptoglandular suprasphincteric anal fistula were included. 
Patients age ranging between 22years and 59 years and 
male to female ratio was 21:5. Diagnosed by preoperative 
Mr imaging verified all patients had suprasphincteric 
fistula. the average number of previous operations was 
2.5(range 1-7). Primary success was 84.6% (22/26) with 
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mean healing time 6weeks. one male patient was lost 
during follow-up. three patients had persistence of symp-
toms beyond 3 months postoperatively and were operated 
again and the fistulas healed well. At a median follow-up 
of 42 month (range 30-60 months), the overall healing rate 
was 96.2% (25/26). no postoperative complications and 
incontinence were reported in this study.

Conclusions/Discussion: We performed using VAAFt 
and FiLac procedure to ablate and constrict the deep 
fistula track entirely. the procedure is minimally invasive 
and safe with high success rate in treatment of suprashinc-
teric anal fistula.

SAFETY AND EFFICACY OF RD2 VER.02 
WITH MINIMALLY INVASIVE PIT EXCISION 
PROCEDURE IN PILONIDAL SINUS DISEASE.

ePoster AbstrActs eP587

e. ram, Y. Zager, D. carter, r. Antibi, i. nachmany, 
n. Horesh
Ramat Gan, Israel

Purpose/Background: Pilonidal sinus (Pns) disease is a 
common inflammatory condition that usually affects young 
patients worldwide. treatment for Pns usually is surgical, 
especially when the sinus presents with secondary infection 
and abscess, requires incision and drainage and is associ-
ated with a ~40% risk of recurrence. rD2 Ver0.2 is an 
autologous whole blood clot product, that functions as an 
extracellular matrix (ecM), protecting the wound cavity 
and facilitating the healing process. Autologous blood clot 
treatment was found to be safe and effective in surgical 
and chronic wounds (2). the blood clot treatment serves 
not only as a provisional matrix but as a regenerative tissue 
that can seal the sinus cavity and lead to the formation of 
new granulation tissue and re-epithelization. in this study, 
we aimed to assess the surgical outcomes of Pns treated 
surgically and with rD2 Ver0.2, in a large tertiary center.

Methods/Interventions: A single-arm prospective pilot 
study was conducted, including Pns patients that under-
went minimally invasive trephine surgery using local 
anesthesia, followed by injection of rD2 into the surgical 
wounds. the procedure included pit and sinus excision, 
coring out the infected tissue, hair, and pus, cleaning, and 
flushing with saline. Following wound debridement, 15mL 
of blood was drawn from the patients and was mixed with 
Kaolin and calcium gluconate and applied into the sinus 
cavity, filling it entirely and allowing the blood to coag-
ulate inside to create a stable blood clot. Follow-up visits 
were conducted 1-, 3-, 6- and 12 weeks post-procedure. 
Long-term follow-up was conducted remotely via tele-
phone at 6- and 12 months following surgery.

Results/Outcome(s): An interim analysis of 51 patients 
was performed. twelve (12) weeks after the procedure, 42 
of the Pns were completely healed (82.3%) and 7 patients 
(13.7%) had significant improvement with partial wound 

healing. recurrence was noted in 2 patients (3.9%). on the 
6-month follow-up time point, 45/51 (91.8% and 88.2% in 
the per-protocol (PP) and the intent to treat (itt) respec-
tively) were healed. 2 patients were lost to follow-up and 2 
patients had Pns recurrence. For the 12-month follow-up, 
26 patients were analyzed and reached this time point. 
twenty-two (22) remained healed (84.6% and 88% in the 
itt and PP respectively) with recurrence in 3 patients and 
1 patient was lost to follow-up. overall, 28 adverse events 
(Aes) were recorded, including 1 patient with wound 
infection, and 27 unrelated Aes, none of which was severe. 
twenty-two (22) Aes were classified as mild (62.8%), 13 
(37.1%) as moderate, and none as severe. none of the 
patients were impacted by Aes due to rD2-Ver.02 use.

Conclusions/Discussion: rD2 Ver.02 was found to be 
a safe and effective treatment in Pns when coupled with 
a minimally invasive pit excision technique. Within 12 
weeks of treatment, 88% of Pns were completely healed, 
increasing to 91.8% healing rate by 6 months.

RE-STAGING AFTER TOTAL NEOADJUVANT 
THERAPY IN RECTAL CANCER: THE 
ACCURACY OF DIGITAL RECTAL EXAM, MRI, 
AND ENDOSCOPY.

ePoster AbstrActs eP588

J. Llaque-salazar, s. Lai, V. Leite Abud, A. Moyer, 
M. Mccarter, e. birnbaum, J. Vogel, b. chapman
Aurora, CO

Purpose/Background: As non-operative management 
(noM) of patients with a clinical complete response 
(ccr) after completion of neoadjuvant therapy is increas-
ingly utilized in clinical stage 2 and 3 rectal cancer, an 
accurate determination of a ccr is imperative. the aim of 
this study is to evaluate the accuracy of digital rectal exam 
(Dre), Mri, and endoscopy in predicting a ccr or patho-
logical complete response (pcr) following completion of 
total neoadjuvant therapy (tnt) in clinical stage 2 and 3 
rectal cancer.

Methods/Interventions: Patients with clinical stage 2 
or 3 rectal cancer who received tnt at the University of 
colorado (2016-2022) were assessed. only patients with 
palpable tumors on digital rectal exam at time of diagnosis 
and underwent complete restaging with Dre, Mri, and/or 
endoscopy were included in the analysis. A ccr required 
confirmation on rectal exam, Mri, and endoscopy. A 
complete response (cr) was defined as either a ccr in 
patients who underwent noM without regrowth or a 
pcr in patients who had total mesorectal excision. the 
sensitivity, specificity, and accuracy of restaging Mri and 
endoscopy were calculated

Results/Outcome(s): Among 147 patients undergoing 
tnt, 66 (45%) had complete restaging and the overall 
cr rate was 47% (n=31). A ccr was observed in 28 
(42%) patients with 26 (93%) subsequently undergoing 
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non-operative management and 2 (7%) having surgery. 
of the 26 patients managed non-operatively, 22 (85%) 
remained disease-free at a median follow up of 24 months 
from the date of noM (true-negative). the remaining 4 
patients demonstrated luminal regrowth at a median of 14 
months (range 11-30 months) and all were salvaged with 
an r0 resection (false-negative). both (n=2) patients with 
a ccr who underwent surgery had a pcr (true-negative). 
Among the 38 patients without a ccr undergoing surgery, 
31 (82%) did not demonstrate a pcr (true-positive) and 
7 (18%) did (false-positive). the overall sensitivity, speci-
ficity, and accuracy of Dre in combination with Mri and 
endoscopy was 89%, 77%, and 83%, respectively.

Conclusions/Discussion: in this single-institutional 
retrospective review, a combination of Dre, endoscopy, 
and Mri was able to correctly detect residual rectal cancer 
in 89% of patients after completion of tnt and correctly 
identify patients without residual cancer in 77% of patients. 
Although Mri and endoscopy has improved our ability to 
detect a ccr, improved techniques are needed to optimize 
the success of noM in rectal cancer.

CANARY IN THE COAL MINE: DOES EARLY 
RESTAGING FOLLOWING INDUCTION 
CHEMORADIOTHERAPY PREDICT POOR 
RESPONSE TO TOTAL NEOADJUVANT 
THERAPY?

ePoster AbstrActs eP589

W. chapman, s. Yilmaz, D. rosen, M. Valente, 
J. sommovilla, A. Kanters, H. Kessler, s. steele, 
i. Gorgun, D. Liska
Cleveland, OH

Purpose/Background: total neoadjuvant therapy 
(tnt) has become widely adopted in the treatment 
of locally advanced rectal cancer. Multiple guidelines 
recommend restaging patients at the conclusion of tnt 
for surgical planning or consideration of nonoperative 
management. However, there is no data regarding the 
utility of interim restaging at the conclusion of induction 
therapy. this study aims to determine whether post- 
induction magnetic resonance imaging (Mri) restaging 
could predict ultimate response to tnt and thereby refine 

neoadjuvant treatment strategies. We hypothesized that 
poor response on interim Mri is associated with an ulti-
mate poor response to tnt.

Methods/Interventions: Patients with stage ii-iV 
rectal cancer undergoing multidisciplinary tumor board- 
directed tnt at a single nAPrc-accredited center 
were retrospectively selected for inclusion. tnt routinely 
commenced with induction chemoradiotherapy (crt). 
Patients without post-induction Mri restaging, who did 
not complete induction crt, or undergoing organ pres-
ervation with fewer than 12 months of regrowth-free 
surveillance at time of data collection were excluded. 
the primary study outcome was association of interim 
Mri tumor regression grade (mrtrG) with final trG, 
a composite variable including either pathologic trG or 
durable (>12 months) clinical complete response for those 
nonoperatively managed. secondary outcomes included 
associations with neoadjuvant rectal (nAr) score – a 
measure of downstaging incorporating clinical and patho-
logic staging – and the frequency of aborted intended 
tnt. Analysis was performed with chi-square, Kruskall-
Wallace, and spearman’s nonparametric correlation coef-
ficient testing.

Results/Outcome(s): 94 patients were included in 
the final analysis; they were predominantly male (59.6%) 
and middle-aged (50 – 80 years old; 72.3%) with distally 
located (< 5cm from verge; 54.3%), node-positive (86.2%) 
tumors. Post-induction mrtrG was overall significantly 
correlated with final trG (spearman’s correlation coef-
ficient = 0.26, p=0.01), though the amplitude of correla-
tion was small. However, patients with minimal response 
on interim staging Mri (mrtrG=4) were significantly less 
likely to achieve a complete response following tnt (37% 
vs 13%, p=0.03). Finally, 5 patients (21.5%) with interim 
mrtrG-4 aborted tnt for earlier proctectomy compared 
to only one patient (1.4%) with mrtrG 1 – 3; reasons for 
treatment plan alterations included minimal response (4), 
progression (1), and poor tolerance of therapy (1).

Conclusions/Discussion: Minimal response to crt on 
interim restaging Mri is significantly associated with poor 
response to tnt and aborted tnt with early surgery. 
Prospective studies are needed to determine if poor tnt 
responders have better long-term outcomes with earlier 
surgery. if so, interim Mri may provide the critical data 
needed to identify patients who do not benefit from tnt.
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table 1

ADOPTION OF A TOTAL NEOADJUVANT 
THERAPY APPROACH IN LOCALLY ADVANCED 
RECTAL CANCER AND IDENTIFICATION OF 
OPPORTUNITIES TO REDUCE UNNECESSARY 
RECTAL RESECTION.

ePoster AbstrActs eP590

s. Lai, V. Leite Abud, J. Llaque-salazar, A. Moyer, 
M. Mccarter, e. birnbaum, J. Vogel, b. chapman
Aurora, CO

Purpose/Background: total neoadjuvant therapy 
(tnt) incorporates both systemic chemotherapy and 
radiation therapy prior to surgery and offers many poten-
tial advantages. the aim of this study was to evaluate our 
experience with adoption of tnt in patients with clinical 
stage 2 or 3 rectal cancer at an academic center and to 
identify opportunities for improved decision-making.

Methods/Interventions: Patients with clinical stage 2 
or 3 rectal cancer who received tnt at the University of 
colorado (2016-2022) were assessed. complete locore-
gional re-staging was defined as evaluation with Mri/
endoscopy. A complete response (cr) was defined as 
either a clinical complete response (ccr) in patients who 
underwent non-operative management (noM) without 
regrowth or a pathologic complete response (pcr) in 
patients who had total mesorectal excision (tMe).

Results/Outcome(s): Among 147 patients undergoing 
tnt, the median age was 53 years and 61% (n=90) were 
male. the median distance from the anal verge was 6.2 cm 
(iQr 4.1-8.7) and 43% (n=63) had an elevated baseline 
ceA. clinical t-stage was t2 in 5% (n=7), t3 in 75% 
(n=111), and t4 in 20% (n=29). clinical n-stage was 
n0 in 14% (n=21), n1 in 41% (n=60), and n2 in 45% 
(n=66). the tnt approach was induction chemotherapy 
and chemoradiation (crt) in 80% (n=118), crt and 
consolidative chemotherapy in 9% (n=13), induction 
chemotherapy and short-course radiation (scrt) in 6% 
(n=9), and scrt and consolidative chemotherapy in 5% 
(n=7). Among 86 patients with complete re-staging, 34% 
(n=29) had a ccr of whom 26 (90%) underwent noM 
and 3 patients underwent tMe who all had a pcr. of 
the 26 patients with a ccr undergoing noM, 22 (85%) 

remain disease-free at a median follow up of 24 (range 
6-67). Local regrowth occurred in 4 of these patients at 
a median of 14 (range 12-30) months and all had an r0 
salvage resection. of the 57 patients (66%) without a 
ccr undergoing tMe, 19% (n=11) had a pcr. Among 
61 patients with incomplete clinical re-staging, 59 (97%) 
underwent tMe with 31% (n=18) having a pcr. two 
patients with incomplete re-staging were deemed to have 
ccr based on Mri or endoscopy alone and remain disease-
free at a median of 16 (range 10-23) months. the overall 
cr was 38% (n=56) and poor predictors of a cr were 
an elevated ceA, increased tumor size, and clinical n2 
disease. Disease-free survival was significantly improved in 
patients with a cr at 3 years compared to no cr (94% vs. 
63%, respectively, p<.001).

Conclusions/Discussion: in this review of patients with 
clinical stage 2 and 3 rectal cancer, adoption of tnt facil-
itated organ preservation in one-third of patients with an 
acceptably low regrowth rate. A pcr in nearly one-third 
of patients who underwent tMe indicates that improve-
ments in post-neoadjuvant assessment could reduce the 
number of rectal cancer patients who undergo resection.

Flow chart of tnt patients

THE IMPORTANCE OF ENDOSCOPIC 
SURVEILLANCE AMONG WATCH AND WAIT 
PROTOCOLS.

ePoster AbstrActs eP591

c. sommerhalder1, K. Wells1, A. Waddle2, K. Voytovich1, 
M. ragsdale2, c. sorrels2, c. rowan2, r. rodriguez-
ruesga1, W. Lichliter1, M. Pendola1, e. Franko1, 
s. stringfield1, A. Dowli1, J. Fleshman1

1Dallas, TX; 2College Station, TX

Purpose/Background: Digital rectal exam, endoscopy, 
Mri, and ceA surveillance are part of most watch and 
wait regimens. it has been shown that Mri is required 
amongst these protocols for extra-luminal disease and that 
it may under-stage tumor and nodal disease post neoadju-
vant therapy. We aimed to assess the value of endoscopy 
in watch and wait protocols against Mri alone.
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Methods/Interventions: A retrospective review of 
multi-disciplinary tumor board and electronic medical record 
data was conducted of all patients with rectal adenocarci-
noma from 2018-2021. Mri and surgical pathology data was 
gathered for patients with Mri (3 tesla - rectal protocol) 
response of mrtrG-1 or mrtrG-2 after undergoing neoad-
juvant chemoradiotherapy in order to assess correlation with 
surgical pathology in our population. We separately analyzed 
Watch and Wait patients who received scheduled endo-
scopic surveillance in order to assess correlation between 
post-neoadjuvant Mri and endoscopic pathology exams.

Results/Outcome(s): of the total 318 patients included 
in the database, 54 patients were found to have mrtrG-1 
or mrtrG-2 response and available pathology for correla-
tion. the mean time between Mri and surgical pathology 
was 136 days (sD ± 189 days). there were significant differ-
ences between Mri results and pathology results for tumor 
grade (P=0.004), with poor correlation of t-stage using 
spearman coefficient (r=0.16, P=0.35) in the mrtrG 2 
group. For both mrtrG 1 and 2, Mri under-read tumor 
grade the majority of the time (mrtrG 1: 75%, mrtrG 
2: 50%) compared to surgical pathology (mean difference 
of two stages, ie. t1a to t1c). seventeen of these patients 
were on Watch and Wait protocols. Five out of 17 (29.4%) 
were found to have recurrent adenocarcinoma on endo-
scopic pathology which was not appreciated on Mri. the 
average time from Mri to endoscopy was 26.6 days (sD 
± 37.0) though 4 of the 5 were within 15 days. Features of 
recurrence on endoscopy included: ulceration (n=1), new 
polyp/mass at previous tattoo site (n=4).

Conclusions/Discussion: other studies have demon-
strated 94% of recurrent rectal adenocarcinoma occur intra-
luminally, pointing to the value of endoscopic surveillance 
for detection of regrowth despite reassuring Mri. our data 
is in agreement that Mri may under-stage tumor recurrence 
in mrtrG-1 and mrtrG-2 tumor responders after total 
neoadjuvant therapy; thus confirming the role of endoscopy 
as a critical assessement in the Watch and Wait protocol.

ACCURACY OF MRI IN DETERMINING NODAL 
STAGE FOR RECTAL CANCER.

ePoster AbstrActs eP592

K. Voytovich, K. Wells, s. stringfield, r. rodriguez-
ruesga, W. Lichliter, M. Pendola, A. Fichera, e. Franko, 
c. sommerhalder, c. newton, M. clemons, A. Dowli, 
J. Fleshman
Dallas, TX

Purpose/Background: nodal stage (n) is an important 
determinant of local recurrence and survival in rectal 
cancer. Accurate preoperative staging is essential for 

determining a patient’s need for neoadjuvant therapy. 
rectal cancer protocol pelvic magnetic resonance imaging 
(Mri) is the primary method of local staging. nevertheless, 
Mri may occasionally understage pathologic lymph nodes, 
resulting in undertreatment of these nodes.

Methods/Interventions: this retrospective, single-in-
stitution study aimed to analyze the diagnostic accuracy 
of post-neoadjuvant Mri in determining n stage when 
compared to staging determined by surgical pathology by 
location of tumor and node morphology on Mri. Patients 
were reviewed from a prospectively maintained database 
of those treated for rectal cancer. selected patients had 
undergone pre- and post-treatment Mri, neoadjuvant 
therapy for locally advanced disease, and total mesorectal 
excision (tMe). the post-treatment Mri was compared 
to surgical pathology results. A radiologist experienced 
with interpreting rectal cancer Mri performed a retrospec-
tive review of imaging determined to be understaged.

Results/Outcome(s): A total of 80 patients met study 
criteria. the majority of patients were caucasian (90%) 
and male (57%) with median age of diagnosis of 62 
years. All patients underwent neoadjuvant treatment 
with either chemoradiation (n=75) or total neoadjuvant 
therapy (n=5) followed by tMe. seventy-three (91.3%) of 
patients had complete or near-complete tMe performed. 
overall, 71.2% of patients had Mris that were concordant 
with surgical pathology. Understaging of nodal disease 
was seen in 13.8% (11/80) compared to final pathology 
(p=0.09). thirty-six percent of all upper rectal cancers 
were understaged based on post-treatment Mri n-stage, 
whereas 11% of middle rectal cancers and only 8.8% of 
distal rectal cancers were understaged. Understaged lymph 
nodes that were previously characterized on Mri as “not 
suspicious” were typically <5mm in size, oval, homoge-
nous, and/or exhibited evidence of treatment effect. one 
patient was retrospectively identified to have mucinous 
features, and because of this had missed pathologic nodes 
on imaging and was therefore understaged both before and 
after neoadjuvant therapy (Figure 1).

Conclusions/Discussion: rectal cancer protocol pelvic 
Mri is currently the most valuable tool for local staging 
of rectal cancer. Within our patient population, overall 
imaging accuracy for pathologic nodes was affected by 
tumor location with mid- and low-rectal tumors being more 
accurately staged by Mri. Factors that led to understaging 
included upper rectum location, mucinous features, <5mm 
nodal size, round node morphology, and nodes exhibiting 
treatment effect. Understanding these limitations of Mri 
may aid clinical decision-making to avoid undertreatment.
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Figure 1. suspicious right lateral mesorectal node with mucinous features.

INITIAL TUMOR GRADE OUTPERFORMS 
CT AND CN CLASSIFICATION IN 
PREDICTING TUMOR REGRESSION IN 
RECTAL CANCER AFTER NEOADJUVANT 
CHEMORADIOTHERAPY.

ePoster AbstrActs eP593

M. Johns, s. Dantu, A. Klipfel
Providence, RI

Purpose/Background: neoadjuvant chemoradio-
therapy with subsequent surgical resection is the mainstay 
for patients with locally advanced rectal cancer. this study 
aimed to determine the prognostic value of the clinical 
stage and tumor grade with respect to pathologic regres-
sion found at the time of resection.

Methods/Interventions: A retrospective review of all 
patients diagnosed with rectal adenocarcinoma that were 
treated with neoadjuvant chemoradiotherapy and subse-
quent surgery from 2017 – 2022 was performed. Patient demo-
graphics, polyp characteristics, colonoscopy reports, and 
pathologic resection features were obtained from the elec-
tronic medical record. correlation between pre-treatment  
clinical stage and tumor grade, pathologic tumor microen-
vironment, and other classical clinicopathological parame-
ters were studied using multivariate logistical regression. A 
p-value less than 0.05 was considered significant.

Results/Outcome(s): 50 patients were identified – 
pre-treatment tumor grade, clinical t and n stages, and 
post-surgery regression grades can be seen in table i. 
Multivariable logistic regression analysis results showed 
that tumor grade was significantly associated with response 
to neoadjuvant therapy (p = 0.03), whereas initial t-stage 
(p = 0.60) and n-stage (p = 0.73) were not associated 
with tumor regression.

Conclusions/Discussion: compared to clinical t/n 
staging, patients that have well-differentiated, locally 
advanced rectal cancer have an improved tumor regression 
grades on final pathologic review. these results may help 
clinicians determine the likelihood of complete pathologic 
response.

LINITIS PLASTICA OF THE RECTUM: AN 
UNCOMMON PRESENTATION OF ADVANCED 
BLADDER CARCINOMA.

ePoster AbstrActs eP595

e. bradford
Denver, CO

Purpose/Background: Linitis plastica is an uncommon 
pathologic condition often described in diffuse type gastric 
adenocarcinoma. However, linitis plastica of the rectum 
(LPr) has been rarely reported in the literature and is 
usually the result of a different primary neoplasm with 
rectal metastasis. Given its rarity and frequent diagnostic 
challenge, case reports of this condition are critical to 
diagnosing and treating LPr. Here, we present the case of 
a 79 year old male patient who was diagnosed with LPr 
secondary to recurrent bladder cancer. the patient ulti-
mately underwent diverting loop colostomy with plans for 
neoadjuvant chemoradiotherapy.

Methods/Interventions: Patient is a 79 year old male 
who presented with gross hematuria. After undergoing 
ct urogram, a 1.8x1.8x1.8cm posterior bladder mass was 
noted. this was treated with tUrbt and completion 
of induction bcG. the patient represented to the eD 
several months later with complaints of left abdominal/
flank pain, as well as change in stool caliber. A ct scan 
in the eD demonstrated severe left hydronephrosis, as well 
as a new finding of circumferential wall thickening of the 
distal 10cm of the rectum. this prompted a cystoscopy 
with attempted urtereral stent placement, which also 
was demonstrative of concern for recurrence of bladder 
cancer. Placement of stent was ultimately unsuccessful, 
and the patient underwent ir placement of a percuta-
neous nephrostomy tube. Given concern for metastatic 
bladder cancer, the patient underwent an Mri of the 
pelvis, which corroborated previous rectal findings on 
ct scan, as well as demonstrating mesorectal edema 
and inflammation without discreet mass. colonoscopic 
evaluation demonstrated circumferential narrowing and 
near obstruction from what appeared to be a neoplasm. 
Pathology demonstrated tubular adenoma. Given patho-
logic and radiographic discordance, the patient underwent 
additional flexible sigmoidoscopy with biopsies. Pathologic 
report demonstrated rectal mucosa with edema without 
any evidence of dysplasia or neoplasm. During this process, 
the patient was diagnosed with an upper extremity DVt 
and was treated with iV heparin.
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Results/Outcome(s): Given ongoing concern for LPr 
secondary to bladder cancer, as well as near-obstructing 
lesion, the patient underwent diverting loop sigmoid colos-
tomy with plans for neoadjuvant chemoradiotherapy.

Conclusions/Discussion: LPr is an uncommon patho-
logic diagnosis that is infrequently described in the literature.  
Given its rarity as well as potential detrimental outcome 
if diagnosis is missed, we recommend that patients with 
circumferential rectal wall thickening on Mri/eUs with 
negative biopsies undergo intensive work up for a primary 
neoplastic process.

SOCIAL DETERMINANTS OF HEALTH AFFECT 
SURGICAL OUTCOMES IN PATIENTS WITH 
RECTAL CANCER.

ePoster AbstrActs eP596

c. baldi, c. nwaiwu, i. sears, r. Peterson, i. Khatri, 
A. barton, D. Heffernan
Providence, RI

Purpose/Background: treatment of resectable rectal 
cancer ranges from polypectomy to surgical oncologic 
resection with or without chemotherapy and radiation. 
social determinants of health (sDoH) have been shown 
to affect other colorectal diseases. However, currently no 
study has evaluated the impact of sDoH on postoperative 
outcomes after low anterior resection for rectal cancer. 
Given the negative effect that sDoH have on other 
colorectal diseases, we hypothesize that sDoH will nega-
tively affect outcomes in rectal cancer.

Methods/Interventions: A 20-year review of the 
national inpatient sample of patients ≥18 years old 
who underwent low anterior resection for rectal cancer 
was completed. Patients were stratified by race, insur-
ance status, income quartile, and geographic region. 
Hospitals were divided by type into urban-teaching (Ut), 
urban-nonteaching (Unt), or rural. Multivariable logistic 
regression analyses assessed associations between sDoH 
and primary outcomes of anastomotic leak, surgical site 
infection, length of stay greater than 10 days after surgery 
(prolonged Los), and inpatient mortality.

Results/Outcome(s): 9,284 patients were included. 
the number of procedures rose steadily from 2000 to 2019. 
the mean age was 61.86 (±0.14). 41.4% were female, 
58.5% were White, 6.1% black, 6.5% Hispanic and 3.5% 
Asian/Pacific islander. Most patients had private insurance 
(48.1%), Medicare (39.7%), or Medicaid (7.34%). 67.8% 
were treated in Ut hospitals, 26.7% in Unt hospitals, and 
5.4% in rural hospitals. compared to open surgery, lapa-
roscopic surgery had lower odds of anastomotic leak (or 
0.82, p<0.001), infection (or 0.52, p<0.001), prolonged 
Los (or 0.62, p<0.001), and in-hospital mortality (or 
0.57, p<0.001). compared to private insurance, patients 
with Medicaid (or 1.33, p=0.02), Medicare (or 1.33, 

p=0.004), and uninsured patients (or 1.89, p=0.002) 
were more likely to have prolonged Los. black patients 
had greater odds of having a prolonged Los (or 1.93, 
p<0.001). there was no significant difference in odds 
of anastomotic leak, infection, or death between races. 
Female patients had lower odds of anastomotic leak (or 
0.63, p<0.001) and prolonged Los (or 0.79, p<0.001) 
compared to male patients. counter to findings in other 
disease processes, in our data we identified that there 
was no significant difference in certain sDoH outcomes 
including hospital type, hospital region, or income quartile.

Conclusions/Discussion: We have demonstrated a 
complex intersection of sDoH factors and outcomes of 
patients with rectal malignancy. these findings suggest 
that factors that affect access to care, including insur-
ance or income status may affect underlying conditions 
that would contribute to overall outcomes. Further, the 
differing effects of sex, but not race, upon anastomotic leak 
may be related to degrees of severity of underlying medical 
comorbidities. Future work will address pre-hospital sDoH 
and rectal cancer at a pre-surgical, community level.

POST-OPERATIVE CLINICAL OUTCOMES 
ASSOCIATED WITH ROBOTIC-ASSISTED 
SURGERY AMONG PATIENTS WHO HAD 
RECTAL CANCER RESECTION WITH STOMA 
CREATION.

ePoster AbstrActs eP597

r. Goldstone1, t. Francone1, G. Milky2, i. shih2, 
H. bossie2, Y. Li2, r. ricciardi1
1Boston, MA; 2Sunnyvale, CA

Purpose/Background: there has been widespread 
adoption of robotic-assisted surgery (rAs) in rectal cancer 
resection, however there is limited knowledge of its clin-
ical advantage over laparoscopic (Lap) and open (os) 
surgical approaches. thus, the purpose of this study was 
to compare clinical outcomes of rAs with Lap and os 
among patients who had rectal cancer resection with ileos-
tomy or permanent colostomy.

Methods/Interventions: We identified all patients aged 
≥ 18 years who had elective rectal cancer resection with 
stoma formation from 1/2013 through 12/2020 from the 
Premier Healthcare Databases. next, we assessed post-op-
erative complications, in-hospital mortality, discharge 
to home, reoperation and 30-day readmission. then 
we developed multivariable logistic regression models 
accounting for hospital clustering to compare rate of 
ileostomy formation between surgical approaches. Last, we 
built inverse probability of treatment weighted analyses to 
compare outcomes for ileostomy and permanent colostomy 
separately.

Results/Outcome(s): A total of 14,862 patients  
(os: 6,621 [44.5%]; Lap: 3,394 [22.8%]; rAs: 4,487 
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[32.6%]) underwent elective rectal cancer resection. 
compared to os, patients who had Lap (or= 1.27,  
p< 0.001), and those who had rAs (or= 1.49, p< 0.001) 
were more likely to have an ileostomy rather than perma-
nent colostomy. in those who had temporary ileostomy, 
rAs was associated with fewer ileus (or= 0.82, p = 0.020),  
lower bleeding (or= 0.51, p < 0.001), and higher discharge 
to home (or= 1.36, p= 0.015) compared to Lap; and 
lower anastomotic leak (or= 0.33, p< 0.001), lower 
bleeding (or= 0.52, p< 0.001) and lower surgical site 
infection (or= 0.61, p= 0.001) when compared to os. in 
those patients who had permanent colostomy formation, 
rAs was associated with lower ileus (or= 0.76, p< 0.001) 
and lower 30-day reoperation (or= 0.52, p< 0.001) than 
Lap; and lower ileus (or= 0.76, p< 0.001), lower bleeding 
(or= 0.70, p< 0.001), lower transfusion (or= 0.51,  
p< 0.001), and higher discharge to home (or= 1.37,  
p< 0.001) than os.

Conclusions/Discussion: rectal cancer patients treated 
with rAs were more likely to have ileostomy as part of 
treatment rather than permanent colostomy. in addition, 
the data reveal significant advantages including enhanced 
recovery for patients who undergo rectal cancer resection 
with rAs techniques compared to Lap and os.

THE IMPACT OF SARCOPENIA ON OUTCOMES 
IN RECTAL CANCER SURGERY.

ePoster AbstrActs eP598

A. Khan, J. Wong, J. Kong, G. Guerra, J. Mccormick, 
c. behrenbruch, s. Warrier, A. Heriot
Melbourne, VIC, Australia

Purpose/Background: the approach to rectal cancer 
management is evolving with increasingly invasive treat-
ments developing alongside approaches obviating the need 
for surgery. thus, identification of modifiable risk factors 
to predict operative and oncological outcomes is critical in 
guiding this decision-making. Hypothesis/Aim: this study 
assessed the impact of ct-imaging derived sarcopenia 
measures on outcomes following rectal cancer surgery

Methods/Interventions: All consecutive patients who 
underwent surgery for rectal cancer at a comprehensive 

cancer centre between January 2015 and December 2020 
were included. ct imaging post neoadjuvant treatment 
(or initial staging ct if no neoadjuvant treatment) was 
retrieved. the cross-sectional muscle area at the level of the 
third lumbar vertebrae were extracted, along with height 
measurements, to derive skeletal muscle index (sMi). the 
sMi cut-off values of <52.4 cm2/m2 for men and <38.5 cm2/
m2 for women were used to define sarcopenia. Demographic 
and outcome data was collected from a prospective database. 
categorical variables were compared using the chi-squared 
test and continuous data was compared using a Mann-
Whitney U-test. os and DFs were computed using Kaplan-
Meier analysis and compared using the log-rank test.

Results/Outcome(s): 275 patients were included (65.8% 
male and 34.2% female; mean age 58.9 ± 13.7) comprising 
143 with sarcopenia and 132 without. categories of clin-
ical stage included 6.7% stage 1, 24.3% stage 2, 51.9% 
stage 3 and 17.2% stage 4. surgical procedures included 
ultralow anterior resection (63.8), pelvic exenteration 
(21.1%) and other (15.1%). Approach included open 
surgery (42.1%), laparoscopic (17.3%), robotic (32.8%) 
and hybrid (7.7%). body mass index (bMi) was the only 
significantly different baseline characteristic between the 
sarcopenic and non-sarcopenia groups (bMi 24.6± 4.8 
vs 28.9 ± 5.9, p <0.001). Post-operatively patients with 
sarcopenia had higher rates of stoma formation (90.9% vs 
84.8%, p = 0.021) and longer length of stay (16.8±15.8 
vs 13.7 ± 10.46; p = 0.038). there was no difference in 
having a major complication (or 0.91, 95% ci 0.466-
1.780; p = 0.784). subgroup analysis of locally advanced 
rectal cancer patients (n= 173) showed that sarcopenia 
had a significant association with major complications 
(or 3.41, p = 0.037). the median overall survival was  
68.4 months for sarcopenic patients compared to 78.3 
months for patients without sarcopenia (p = 0.023). there 
was no significant difference in disease free survival.

Conclusions/Discussion: sarcopenia is common in 
patients undergoing rectal cancer surgery. sarcopenia was 
associated with increased stoma formation, length of stay 
and overall survival. in locally advanced cancer cases it was 
associated with increased post-operative major complica-
tions. Limitations: this study is limited by its retrospective  
design and current sMi thresholds which have not been 
validated in differing populations.
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DISTAL RECTAL CARCINOID TUMOR: A CASE 
REPORT.

ePoster AbstrActs eP599

r. Kalu, s. capece, H. Hashmi, W. sangster, J. Park, 
K. Halm
Allentown, PA

Purpose/Background: carcinoid tumors are a rare 
pathology with variable treatment algorithms based on 
their location. Anal canal lesions provide a unique oppor-
tunity to consider local excision. Different techniques have 
been described for the local resection of low-grade tumors. 
We present a case report of a patient with distal rectal 
carcinoid tumor who underwent transanal excision.

Methods/Interventions: A 52-year-old female with 
history of endometriosis presents for routine screening 
colonoscopy. on colonoscopy, 4 mm sigmoid and 3 mm 
distal rectal polyps were removed with cold snare. Pathology 
revealed sessile serrated sigmoid polyp and rectal submu-
cosal carcinoid polyp with Ki67 < 2%. to assess for residual 
disease, the patient underwent a repeat colonoscopy approx-
imately 3 months later. An additional 3 mm ascending colon 
polyp and a residual distal rectal polyp were found. the rectal 
polyp was tattooed and removed with hot snare (see Figure 
1). Pathology showed an ascending colon tubular adenoma 
and rectal polyp with carcinoid tumor, positive at base of 
the specimen, Ki67 < 1%, positive synaptophysin and cD56, 
negative for chromogranin. Given the low-grade pathology 
and distal location of the tumor, a transanal excision  
was planned. in the operating room, a flexible sigmoidoscopy 
was performed to confirm the location of the tumor. this 
was followed by patient repositioning to a prone-jack knife 
position and transanal excision of the residual tumor.

Results/Outcome(s): our patient recovered well from 
the procedure and pathology showed no residual disease 
found. Follow-up is planned in 6 months for repeat flex-sig 
and triphasic ct scan.

Conclusions/Discussion: Low grade distal rectal 
carcinoid tumors can be adequately managed via tran-
sanal excision (tAe). tAe has its limitation regarding 
location and types of cancers. tumors that are t1, < 30 
% circumference, and generally 8-10 cm from the anal 
verge can be potential candidates for tAe. the 8-10 
cm distance has been challenged with advancements in 
technology to allow greater maneuverability and reach 
in the rectum. our patient had a rare and low grade, t1 
carcinoid tumor that was adequately resected through 
transanal excision.

Figure 1: residual rectal polyp pre-(left) and post-(right) resection

PHASE 2 STUDY OF TAVT-119 (AMLODIPINE 
BESYLATE) GEL IN PATIENTS WITH CHRONIC 
ANAL FISSURE.

ePoster AbstrActs eP600

G. Filipcsei1, L. ritter1, L. Hornok1, Á. Altorjay1, 
F. ender1, Z. tomcsik1, M. Watissee2, e. Manning Duus3

1Budapest, Hungary; 2London, United Kingdom; 3Radnor, 
PA

Purpose/Background: An anal fissure (AF) is painful 
and severely debilitating. As surgery has a risk of incon-
tinence, AF is preferably managed with non-surgical 
interventions, such as dietary fiber and topical ointments 
containing glyceryl trinitrate (Gtn) or calcium channel 
blockers (ccbs). Headache can be a debilitating side 
effect of topical Gtn, and topical ccbs are not commer-
cially available in the United states. tAVt-119, a novel 
formulation of the long-acting ccb amlodipine besylate, 
was developed to treat AF-associated pain.

Methods/Interventions: this was a Phase 2, double-
blind, randomized, placebo-controlled trial with an open-
label extension conducted at three centers in Hungary. 
Adults with a single, chronic AF and moderate/severe 
anal pain applied tAVt-119 0.1% gel (amlodipine 0.5 
mg), 0.2% gel (amlodipine 1 mg), or placebo gel twice 
daily perianally for 6 weeks, followed by an optional 
6-week extension with tAVt-119 0.2%. change from 
baseline in resting anal pressure via manometry (primary 
endpoint at Day 42) was analyzed using mixed model 
repeated measures based on data from baseline (pre-treat-
ment) and days 14, 28 and 42. other endpoints included 
complete healing (epithelialization, categorized as grade 0 
[none], grade 1 [partial] or grade 2 [complete]), complete 
response rate (composite of healing and pain), pain (0–100 
mm visual analog scale, 0=no pain), bleeding (2–9 anal 
bleeding score; 2=lowest amount & severity) and safety.

Results/Outcome(s): the planned study in 90 patients 
was stopped early as sites closed due to coViD-19, and 
then terminated based on the interim assessment of the 
primary endpoint. Fifty-one patients were randomized, 49 
received blinded treatment and 47 completed the 6-week 
double-blind treatment period. Forty-three patients 
continued to the open-label extension and 39 completed 
the trial overall. While there were no significant differ-
ences between active treatment and placebo for changes 



392 ePoster AbstrActs

in anal pressure, healing or complete response rates at 6 
weeks, anal pain and bleeding improved, with the greatest 
difference in change from baseline to Day 28 (table). A 
pre-specified responder analysis (≥30% reduction in anal 
pain) was comparable between groups, while a higher 
threshold (≥50% reduction in pain; post hoc) was achieved 
in more patients receiving tAVt-119 vs. placebo (table). 
in the double-blind phase, tAVt-119 was well tolerated, 
with adverse events (Aes) recorded in 13 (81.3%), 10 
(58.8%), and 11 (68.6%) patients (placebo, tAVt-119 
0.1%, and 0.2%, respectively). the most common Aes 
included anorectal discomfort, constipation, respiratory/
thoracic-related infections and oropharyngeal pain; there 
were no serious Aes.

Conclusions/Discussion: in this first clinical trial of 
tAVt-119 gel, both tAVt-119 doses were well tolerated 
in patients with AF, and the higher dose showed promise 
in reducing anal pain. A phase 3 study is planned to further 
evaluate the efficacy and safety of tAVt-119.

Table. Outcomes from the DRGT119C01 trial 
(EUDRaCT 2019-000853-30) comparing TAVT-119 
vs placebo for anal fissure (Intent-to-Treat population)

QUALITY OF LIFE IN PATIENTS WITH 
PERIANAL FISTULA.

ePoster AbstrActs eP601

L. Ferrari, A. Hainsworth, t. Gala, c. ralston, A. schizas
London, United Kingdom

Purpose/Background: Quality of life has become an 
important parameters to assess during patients’ treatment. 
it has a multifactorial components and several factors 
might influence it. the aim of this study was to assess 
which patient demographics and pre-operative fistula 
characteristics were associated with impairment of quality 
of life using a standardised and validated questionnaire.

Methods/Interventions: this is a prospective study 
conducted in a single institution between 2018 and 2021, 
where 127 consecutive patients affected by cryptoglan-
dular fistula were recruited and completed short form 36 
health survey (sF-36). sF-36 is a questionnaire composed 
of 36 questions, grouped into 8 domains: general health, 
physical functioning, physical limitations, emotional 
limitations, level of energy/fatigue, emotional wellbeing, 

social function, pain. Patients’ demographics and previous 
fistula procedures were recorded. Fistula characteristics 
included were type of fistula (Park’s classification), position 
of longitudinal and internal opening, secondary extension, 
sepsis and presence of seton. Linear regression was used 
to examine factors associated with the four domains. the 
analysis was performed in two stages. Firstly, the separate 
association between each factor and the outcome was anal-
ysed in a series of univariate analyses. secondly, the joint 
association between the factors and outcome was assessed 
in a multivariable analysis.

Results/Outcome(s): Multivariate analysis results are 
summarised in table 1. For general health component, 
gender/pregnancy, smoking status, number of comorbidi-
ties, previous incision and drainage (i&D) abscesses and 
the presence of a seton were associated with deterioration 
of sF-36 score. regards limitations of physical component, 
the results suggested that AsA score, time from fistula 
diagnosis and questionnaire and the position of longitu-
dinal openings were significantly associated with restric-
tions. emotional limitation is associated only with number 
of comorbidities. regards pain score, multivariate analysis 
demonstrated its association with number of comorbidities 
and time from fistula diagnosis and questionnaire. none of 
the variables analysed have been found to be significantly 
associated with patients’ level of energy/fatigue, emotional 
wellbeing and social functioning.

Conclusions/Discussion: Quality of life should be 
assessed for patients before and after surgical procedures. 
it is important to be measured for long term medical condi-
tions, which include also perianal fistula. Disease duration 
and presence of additional comorbidities seem to play an 
important role in affecting QoL. these factors should be 
taken into account during decision making process and 
consent form.
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MODIFIED WHITEHEAD 
HEMORRHOIDECTOMY TECHNIQUE FOR 
GANGRENOUS GRADE 4 HEMORRHOIDS.

ePoster AbstrActs eP602

V. cabrera Leon, A. Akhtar, G. Apostolides
Baltimore, MD

Purpose/Background: Grade 4 gangrenous is an unusual 
presentation. We present a case of circumferential grade 4 
hemorrhoids with gangrenous changes. traditionally, in 
this type of case a Whitehead hemorrhoidectomy is recom-
mended where a circumferential excision of hemorrhoidal 
tissue and redundant anoderm just proximal to the dentate 
line is done. However, it has a high incidence of postoper-
ative complications including anal stenosis, mucosal ectro-
pion, and disturbed continence. We present a modified 
Whitehead hemorrhoidectomy procedure with the aim of 
excision of ischemic mucosal tissue while decreasing post-
operative complications.

Methods/Interventions: A 62 y/o male patient presents 
with excruciating anal pain associated with hemorrhoidal 
protrusion and constipation. Upon examination, he was 
found to have circumferential grade 4 hemorrhoids with 
early signs of gangrenous changes yet no systemic signs/
symptoms. Patient was taken to the operation room, 
where GetA induced, and placed in a prone jackknife 
position for a rectal exam under anesthesia. Local blockage 

performed with 0.5% bupivacaine/epinephrine mixed with 
20 mL bupivacaine liposome injectable suspension. A trap-
ezoid-shaped incision on either side where the narrow side 
is proximally in the rectal mucosa and extending outside 
to the limit of the hemorrhoidal complex. Anodermal 
flap raised from rectal mucosa towards the external limit 
of the hemorrhoid. Hemorrhoids are excised from under 
the flap in a 180 degree fashion. the proximal edge of 
the anodermal flap is sutured to cut edge for the rectal 
mucosa internally incorporating some muscle fibers. then, 
interrupted sutures done from flap to the underlying tissue 
to decrease third spacing where hematoma can be formed. 
Flap is closed with running locking Vicryl 4-0 suture down 
to anoderm. same procedure done to the other lateral side 
of anorectal tissue.

Results/Outcome(s): on one-week postoperative 
visit patients found with pain well controlled, wounds 
healing well with viable tissue and regular bowel move-
ments. Pathology report revealed hemorrhoidal tissue with 
dilated submucosal vessels with partially wrinkled grey-tan 
mucosal ulceration. on one-month and five-month follow 
up patient healed wound completely and no evidence of 
anal stenosis nor fecal incontinence reported.

Conclusions/Discussion: Hemorrhoidal disease pres-
ents in different stages of disease where different approaches 
may be considered especially where involved circumferen-
tial aspect and gangrenous mucosal changes. importance 
to excise all ischemic tissue, hemorrhoidal vessels while 
maintaining adequate anal sphincter function is essential. 
We present an unsual case where a modified Whitehead 
hemorrhoidectomy was performed to removed all 360 
degree hemorrhoidal tissue while preserving anodermal 
tissue into the anal canal and fixing it to underlying tissue. 
this way it decreases the development of ectropion, anal 
stenosis and hematoma formation.
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PREDICTORS OF FISTULA RECURRENCE AND 
LONG-TERM PATIENT REPORTED OUTCOMES 
FOLLOWING SURGICAL REPAIR FOR 
CRYPTOGLANDULAR ANAL FISTULA.

ePoster AbstrActs eP603

s. Khan1, r. Kotcher1, P. Herman2, K. cunningham1, 
J. celebrezze1, D. Medich1, J. Holder-Murray1

1Pittsburgh, PA; 2Seattle, WA

Purpose/Background: the management of cryptoglan-
dular anal fistula remains challenging due to the balance 
prevention of recurrence and fecal incontinence. in this 
study we compared the recurrence rates of cryptoglandular 
anal fistula as well as the long-term functional outcomes 
based on fistula classification and surgical repair type.

Methods/Interventions: Patients 18 years or older who 
underwent definitive surgery for a primary or recurrent 
anal fistula with an identified internal and external os were 
consented for enrollment between 2012 and 2020. Patients 
were excluded if they had a non-definitive procedure or 
if they had a non-cryptoglandular fistula (i.e., malignant 
neoplasm, crohn’s disease, radiotherapy). Patients were 
interviewed via phone via a standard questionnaire to 
evaluate incontinence (Wexner score) and impact on 
quality of life (FiQL score). Primary outcome was fistula 
recurrence. secondary outcomes were incontinence and 
postoperative quality of life.

Results/Outcome(s): A total of 312 patients were 
consented for the registry at the time of their procedure. A 
total of 178 patients met inclusion criteria (63.2% male). 
the median age was 46 years and 65.5% of patients had 
a prior non-definitive fistula repair. Fistula classifications 
were defined as complex anal fistula including mid/high 
transsphincteric (32.6%) and suprasphincteric (<2%), 
or noncomplex including low transsphincteric (35.4%), 
intersphincteric (23.6%), or subcutaneous (6.7%). surgical 
interventions included fistulotomy (63.5%), cutting seton 
(18.5%), LiFt (11.2%), fistula plug (5.6%), endoanal 
advancement flap or fistulectomy (<1%). there were 
no differences in recurrence rates based on age, gender, 
or race. Preoperative factors associated with increased 
fistula recurrence included diagnosis of diabetes mellitus 
(p=0.017), prior draining seton (p=0.013), prior incision 
and drainage procedure (p>0.001), and history of anorectal 
abscess (p=0.030). History of smoking, pelvic radiation, 
hemorrhoids, anal fissure, and fecal incontinence were not 
associated with increased recurrence. complex fistulae 
were associated with increased recurrence (p<0.001), 
whereas non-sphincter sparing surgical interventions 
including fistulotomy, fistulectomy, and cutting seton 
were associated with lower recurrence (p<0.001). Wexner 
scores were highest amongst patients with a mid/high 
transphincteric fistula. these patients also had the lowest 
quality of life, FiQL scores.

Conclusions/Discussion: Anal fistula repair with 
sphincter preservation is associated with an increased risk 

of recurrence. this does not correlate with the presence 
of a complex anal fistula. our data does show in increased 
likelihood of incontinence and decreased quality of life 
in patients with complex anal fistula. More studies and 
innovation in fistula management are necessary to advance 
successful anal fistula repair without sacrificing inconti-
nence or quality of life.

A PROSPECTIVE CASE REPORT ON 33 
CONSECUTIVE PATIENTS TREATED WITH 
THD® DOPPLER ANOLIFT PROCEDURE: FIRST 
OUTCOMES.

ePoster AbstrActs eP604

e. Merolla
Modena, Italy

Purpose/Background: transanal hemorrhoidal dear-
terialization (tHD) with mucopexy has evolved in last 
ten years as a popular, minimally invasive non-excisional  
surgery for symptomatic prolapsing haemorrhoids. 
recently, in addition to the standard technique, was 
introduced a targeted mucopexy (tM), called Anolift, 
which is performed using a continuous barbed suture with 
a synthetic absorbable monofilament (Polydioxanone) 2/0 
Filbloc (Assut europe) stich mounted on a 4/8 30 mm 
needle. We aim to analyse the very first outcome of the 
tHD technique performed combining the new targeted 
mucopexy (tM), in the management of prolapsing and 
symptomatic haemorrhoids

Methods/Interventions: A prospective data was 
collected on 33 consecutive cases of grade 2 (3 patients) 
and grade 3 (30 patients) symptomatic haemorrhoids 
who underwent the tHD Anolift procedure between 
september 2021 and september 2022. overall median 
follow-up is 6 months (range 1-12), and patients average 
age is 54.4 ranges from 34 to 79 and gender ratio of 61% 
Male and 39% Female. Pre-and postoperative symptoms 
were scored from 0 to 20 using a dedicated questionnaire: 
the Hemorrhoidal Assessment severity score (HAss). 
During the tHD Anolift procedure in 5 patients one or 
more skin tags were removed too, and in one patient a 
ragadectomy was performed

Results/Outcome(s): the Mean HAss changed from 
15,9 pre-operatively to 0,7 post-operatively. one patient 
suffered with difficulty in defecation and developed a 
fecaloma. there were no intra-operative neither post- 
operative bleeding, nor other significative complications, 
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and actually no cases of reoperation. According to the 
HAss score all patients suffered less pain and rectal 
tenesmus after tHD® Doppler for Anolift procedure 
when compared to the older tHD® Doppler procedure, 
where mucopexy was performed using the same suture 
used for the dearterialization

Conclusions/Discussion: tHD® Doppler for Anolift 
method is a safe and effective procedure for the manage-
ment of different degrees of hemorrhoidal diseases. Due 
to the dual action of dearterialization associated with 
mucopexy, this technique is also advantageous in cases of 
complicated hemorrhoids. Furthermore, tHD® Doppler 
for Anolift technique guarantees the benefits of minimally 
invasive surgery, including early patient discharge and with 
quick return to normal activities

TRANSANAL HEMORRHOID 
DEARTERIALIZATION WITH BARBED 
SUTURE LIFT VS. TRANSANAL HEMORRHOID 
DEARTERIALIZATION WITH SELECITVE 
MUCOPEXY. (A TRIAL OF MODIFICATION 
TO TRANSANAL HEMORRHOID 
DEARTERIALIZATION).

ePoster AbstrActs eP605

s. Kim, t. Vercueil
New York, NY

Purpose/Background: transanal Hemorrhoid 
Dearterialization (tHD) has been utilized as one of the 
options for treating bleeding and prolapsing hemorrhoids, 
especially when having patients who are wary of having to 
undergo painful and extensive excisional treatments. tHD 
however is not an entirely painless procedure. Multiple 
reports of pain, bleeding as well as urinary retention were 
shown ro be frequent complications. Although selective 
mucopexy with tHD has shown improvement to miti-
gate post operative pain, improvement still needed. As a 
modification, barbed sutures (stratifix®) was introduced 
to further decrease pain by eliminating plicating ties to 
the distal rectal mucosa as well as to achieve a more 
meaningful anal canal lift to restore normal anorectal 
anatomy. this is my initial experience and report of tHD 
with barbed suture in a retrospective review comparing 
with my last 20 tHD with selective mucopexy patients. 
20 tHD with barbed suture lift (tHD Lift) patients were 
compared with 20 tHD with selective mucopexy (tHD 
sMP) patients. these two groups were demographically 
matched. both groups of patients had the same number 
of mucopexies and barbed suture lifts. only differences 
in these two groups were technique and material used to 
achieve pexy or lift.

Methods/Interventions: 40 patients were compared 
in their subjective pain score (evening of the surgery 
date), amount of pain medication used (narcotic and non 
narcotic, and days of use), post op bleeding (if positive, 

how long), infection, satisfaction score. surveys were done 
during post operative visits and/or via telephone inter-
views. interviewers asking questions were blinded as to 
which procedure the patient had.

Results/Outcome(s): Patients who had tHD Lift had 
lower average pain score 1.33 Vs. 8.14 in PoD#1, used 
less medications and when medication was required, they 
were non narcotic medications. Average days of medica-
tion use was 1 Vs.13. bleeding and infection rates did not 
show differences between the groups. satisfaction score 
was higher in tHD Lift group with 8.83 Vs. 6.71.

Conclusions/Discussion: this is a very small retro-
spective review of a new technique utilizing barbed suture 
material in distal rectume to achieve anorectal lift. it shows 
that there is less pain associated with the new technique 
and therefore less medication use. Due to the small sample 
size, it is difficult to clearly state improvements from 
previous technique of tHD with mucopexy. Further and 
larger comparative study will be needed to answer if tHD 
Lift will be a better choice compared to tHD sMP.

LAPAROSCOPIC RECTAL MOBILIZATION 
WITH BILATERAL RE-HOUSE ADVANCEMENT 
FLAP ANOPLASTY FOR RESTENOSIS OF 
SEVERE ANAL STENOSIS SECONDARY TO 
HEMORRHOIDECTOMY WITH PROMISING 
OUTCOME: REPORT OF A CASE.

ePoster AbstrActs eP606

s. Phuwapraisirisan, D. charoensilavath, P. Kanjanasilp
Bangkok, Thailand

Purpose/Background: Anal stenosis is a disabling conse-
quences and challenging condition that often represents a 
complication of anorectal surgery, most commonly after 
hemorrhoidectomy with incidence ranging from 1.2% 
to 10%. several anoplasty techniques have been recom-
mended for severe form of anal stenosis. However, the 
optimal surgical treatment for restenosis after the anoplasty 
treatment is not well defined. We report the laparoscopic 
approach rectal mobilization with the re-house flap to 
solve this condition.

Methods/Interventions: A 41-year-old male with a 
history of hemorrhoidectomy, presented with complaints 
of difficulty passing the stool and narrowing of stool 
caliber. He underwent a bilateral house flap to correct the 
anal stenosis, but he had a postoperative wound infection 
causing complete re-stenosis. the diverting loop colostomy 
was performed before surgery. First, under GA, the patient 
was placed in a modified lithotomy position, then an exam-
ination under anesthesia showed total stenosis of the anal 
canal. the laparoscopic exploration was done. Following 
the lateral-to-medial mobilization of the left-sided colon, 
the pelvic dissection was performed in tMe plane down to 
the level of the pelvic floor. the pelvic autonomic nerves 
were identified and well preserved. the perineal phase 
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started with excision on the scar, closure of the anal lumen 
was created. intersphincteric dissection was made to join 
the previous dissection from the pelvis. the stenotic part 
of the anal canal was resected exposing the good viable 
distal rectal tissue. the incision was made on the previous 
house flap on both sides, then a re-approximation of 
skin, external sphincter muscles, and distal rectum were 
performed.

Results/Outcome(s): the patient was discharged home 
on a postoperative day 10 without complications. the 
colostomy reversal was performed 3 months after the 
operation. the patient was seen after six months later 
with improvement of anal sphincter function which was 
confirmed by anorectal manometry.

Conclusions/Discussion: in patients with a severe 
degree of restenosis of anal canal, it is not clear in which 
flap method is the best result in favorable outcomes. House 
flap anoplasty is easy to perform with combined advantage 
of triangular, rhomboid and V–Y flaps, in one technique, 
result in excellent clinical improvement and fewest compli-
cations. A 41-year-old male who suffered from restenosis 
of anal canal resulting from wound infection after the first 
bilateral house flap, successfully underwent re-house flap 
with autonomic nerve preserving laparoscopic rectal mobi-
lization. the patient recovered well without complications 
and good anal sphincter function. Conclusion For reste-
nosis after anoplasty, the laparoscopic rectal mobilization 
with a re-house flap is safe and feasible with promising 
outcomes in the selected patient.

COMPARISON OF MINIMALLY INVASIVE 
MANAGEMENT OF ILONIDAL DISEASE USING 
SINUS EXCISION TECHNIQUE VS. PILONIDAL 
CYSTECTOMY WITH RHOMBOID FLAP 
RECONSTRUCTION.

ePoster AbstrActs eP607

D. Kantarovich, P. Addison, D. sultan, V. Moon, 
J. ricci, J. Agnew
New Hyde Park, NY

Purpose/Background: A minimally invasive technique 
known as the trephine technique involves the excision of 
pilonidal pits together with the underlying fistulous tracts 
and hair debris through the use of skin punch biopsies. its 
main appeal is a short recovery time with faster return to 
normal activities, and it has been largely studied in pediat-
rics. We hypothesized that, for adults, a trephine technique 
will have non-inferior recurrence outcomes compared to a 
wide cyst excision with rhomboid flap reconstruction.

Methods/Interventions: Patients with pilonidal disease 
who underwent surgical intervention between April of 
2018 to June 2022 were retrospectively compared. cases 
were completed by two board-certified colorectal surgeons 
at a single multi-institutional facility. the rhomboid trans-
position flap portion of the case was performed by a single 
plastic surgeon. only index cases of pilonidal disease were 
included, and simple cystectomies without flap reconstruc-
tion and pediatric cases (patients < 18 years old) were 
excluded. continuous variables were compared with t-test 
and categorical with chi-square. two-tailed p-value < 0.05 
was considered significant.

Results/Outcome(s): A total of 62 cases were included; 
wide excisions with flap reconstruction (n=44) and 
trephine (n=18). estimated blood loss (ebL) was missing 
for 1 trephine case, or time was missing for 2 recon-
structive cases and the follow-up appointment missing for  
5 trephine techniques. the majority of cases were men 
(73%) and young, mean age 29 years old; there was no signif-
icant difference in the two groups for sex (p = 0.225) or age  
(p = 0.748). cystectomies with flap reconstructions tended 
to have longer operative times (64.4 ± 2.7 min vs 13.5 ± 
1.5 min, p < 0.01) and had a higher ebL (10.5 ± 1.3 mL 
vs 2.9 ± 0.7 mL, p < 0.01). Mean time to follow-up was 26 
days for the trephine and 10 days for the flap reconstruction  
(p < 0.01). there was no significant association between the 
incidence of recurrence and the type of surgery performed 
(p = 0.873). on post-hoc power analysis with 5% recur-
rence in rhomboid flap reconstruction and 40% for trephi-
nation based on currently available literature, 21 patients in 
each group would be required for 80% power and α = 0.05.

Conclusions/Discussion: Although pilonidal cystec-
tomy with flap reconstruction has an increased or time 
and ebL, our data suggest that the rates of recurrence 
are comparable between this operation and the trephine 
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technique. Further investigation of these techniques 
with longer follow-up and a larger cohort is needed to 
better understand the progression of disease post-surgical 
intervention.

LONG TERM RECURRENCE AFTER 
SELECTIVE VERSUS TOTAL MUCOPEXY 
WITH TRANSANAL HEMORRHOIDAL 
DEARTERIALIZATION AT A SINGLE 
INSTITUTION.

ePoster AbstrActs eP608

s. Arnott1, H. Almaazmi1, t. Doan1, G. rodriguez1, 
M. ng1, V. obias2

1Washington, DC; 2Bethesda, MD

Purpose/Background: transanal hemorrhoidal dear-
terialization is an effective treatment for hemorrhoids 
that has been associated with better pain control in the 
postoperative period. However, there is limited long-term 
data regarding the recurrence rates and reintervention 
rates following transanal hemorrhoidal dearterialization. 
Available data is also hard to interpret with variations in 
performing a total or partial mucopexy technique.

Methods/Interventions: this was a retrospective review 
of patients who underwent transanal hemorrhoidal dearte-
rialization between January 2012 until December 2021 by 
a single surgeon. Patients were included if they had at least 
one follow up beyond 30 days post procedure. our team 
evaluated patient demographics, rate of recurrence and 
reintervention. Patient characteristics and postoperative 
outcomes were compared between selective and total 
mucopexy cohorts.

Results/Outcome(s): We evaluated a total of 234 
hemorrhoidal dearterialization procedures done over a 
ten-year period. the cohort had a mean age of 56.9 years, 
was 70% male, and had a mean bMi of 27.4 kg/m2. the 
most common presenting symptom was bleeding (78.2%), 
followed by prolapse (48.7%), pain/itching (28.2%), and 
straining (9.8%). During the first 3 years, the surgeon 
performed six column mucopexy for all cases, before tran-
sitioning to a selective mucopexy after 2014. 33.4% of 
cases had six column mucopexy, while 1.5% had 0 column 
mucopexy, 7.3% had 1 column, 43.2% had 2 columns, 
11.0% had 3 columns, and 2.5% had 4 columns. there 
was a mean follow up of 924 days (ranged 51 days to 4371 
days). 37/234 (15.6%) patients reported a recurrence of 
symptoms prompting either an in office or operative rein-
tervention. there was no statistically significant difference 
in the rate of recurrence symptoms of pain(p=0.303), 
prolapse(p=0.767), or bleeding(p=0.372) between muco-
pexy cohorts. the mean time to reintervention was 21.3 
months. repeat reintervention was more common among 
the patients undergoing selective mucopexy, however it 
was not statistically significant (7.6% v 12.8%, p=0.222). 

27 patients had a reintervention performed in the oper-
ating room and 10 had in office interventions. only 13 of 
those patients had an early reintervention within a year of 
the original procedure.

Conclusions/Discussion: transanal hemorrhoidal 
dearterialization has an overall low rate of recurrence 
requiring reintervention regardless of the type of muco-
pexy. contrary to the findings of previously published, 
smaller studies, our study did not show increased rates of 
postoperative complications associated with total muco-
pexy nor increased recurrence rates with partial mucopexy.

operative Details and Long-term Postoperative outcomes for selective 
Versus total Mucopexy with transanal Hemorrhoidal Dearterialization.

PROSPECTIVE REGISTRY STUDY EVALUATING 
OVINE FORESTOMACH MATRIX GRAFT 
AS PART OF PILONIDAL SINUS FLAP 
RECONSTRUCTION - INTERIM ANALYSIS.

ePoster AbstrActs eP609

Y. nasseri, K. oka, K. La, A. Paola solis, J. cohen, 
M. barnajian
Los Angeles, CA

Purpose/Background: Flap procedures following exci-
sion of recurrent or complex pilonidal sinus disease (PsD) 
are associated with relatively high wound complication 
rate. Given the inflammation and contamination associ-
ated with PsD, we hypothesized that the addition of an 
ovine forestomach matrix graft to our existing bilateral 
gluteal fasciocutaneous advancement flap may help reduce 
wound complications.

Methods/Interventions: this is an interim analysis 
of a single site in an ongoing prospective registry study 
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evaluating the safety and efficacy of an ovine forestomach 
matrix (oFM) graft across a range of surgical proce-
dures (clinicaltrials.gov identifier: nct05243966). the 
oFM graft (Myriad Matrix™) is an FDA-cleared biologic 
implant, which provides a scaffold for cell re-population 
and rapidly forms well vascularized tissue and is remodeled 
over time. Following elliptical excision of pilonidal disease, 
gluteal fasciocutaneous advancement flaps were elevated 
circumferentially. Prior to closure, a hydrated oFM graft 
was placed in the surgical dead space above the pre-coccy-
geal fascia. the flaps were approximated with interrupted 
sutures incorporating the oFM graft. A surgical drain was 
then placed in the subcutaneous space followed by midline 
closure of the dermal layer with interrupted absorbable 
sutures. two full thickness retention sutures tied over a 
rolled-up gauze were placed at the inferior portion of the 
midline incision. the primary outcome for the study were 
device related adverse events, wound complications, and 
time (weeks) to complete healing.

Results/Outcome(s): A total of 9 (8 males) patients 
with a mean age of 26 (range: 21-35) years and mean bMi 
of 28.2 (range: 23.2-35.9) were included. Mean follow 
up was 13 weeks (range:4-27). seven (77.8%) patients 
had complete healing at their 1 month follow up. the 
mean time to complete healing was 6.5 weeks (range:4-
16). there were two superficial wound dehiscences that 
occurred before the 1-month post op visit and one super-
ficial wound dehiscence that occurred after the 1-month 
follow. All three healed without any need for subsequent 
surgery. there were no post-procedural infections, hema-
toma/seroma formation or device related adverse events. 
Four (44.4%) patients achieved a 3 month follow up with 
an average patient scar satisfaction score of 4.8 on a 1-5 
scale.

Conclusions/Discussion: the addition of the oFM 
graft to reconstruction of PsD wound was safe and had 
low rate of wound complications and high satisfaction with 
scar cosmesis. A larger analysis will be completed at the 
conclusion of the study.

VENOUS THROMBOEMBOLISM RISK AFTER 
AMBULATORY ANORECTAL SURGERY.

ePoster AbstrActs eP610

M. obi, J. Lipman, t. Hull, s. Holubar, s. steele, 
A. Lightner
Cleveland, OH

Purpose/Background: Anorectal disorders are very 
common, with about 90% of such cases suited for ambu-
latory management given their low-risk nature. Pain and 
bleeding are cited as common complications, but little is 
known regarding post-operative venous thromboembolism 
(Vte) rates. the 2015 American society of colorectal 
surgeons clinical Practice guidelines cite weak evidence 

for use of thromboprophylaxis in this subset of patients and 
thus no definitive conclusions have been made to guide 
reduction in Vte- related morbidity. this study aimed 
to describe a single institution’s symptomatic Vte rate 
post-ambulatory anorectal procedures.

Methods/Interventions: A retrospective review of all 
adult patients who underwent any ambulatory anorectal 
procedure from 2010-2022 was performed. Anorectal cases 
included management of fistulas, fissures, hemorrhoids, 
abscesses, pilonidal disease, any mass or lesion, and exams 
under anesthesia. Data collected included patient demo-
graphics, intra-operative details, use of in-hospital and 
post- discharge chemothromboprophylaxis, and in-hospital 
and 90-day post hospital discharge symptomatic Vte 
events.

Results/Outcome(s): A total of 34,731 patients were 
identified as meeting criteria, of which 313 (0.9%) devel-
oped subsequent symptomatic Vtes. of all Vtes, cancer 
and inflammatory bowel disease comprised 4.2% and 
1.0% of events, respectively; the remainder of Vte events 
were in the setting of other diagnoses requiring anorectal 
management. Mass or lesion management (whether malig-
nant or benign), stenosis care, and incision and drainages 
resulted in the highest rates of Vte development by proce-
dure (0.98%, 0.81%, and 0.79%, respectively), but overall, 
no procedure type resulted in a greater than one percent 
rate of symptomatic Vte. intra-operatively, supine posi-
tioning had more Vte events than prone positioning 
(1.0% versus 0.52%) and those who developed Vtes 
lost more blood (14.3 cc versus 6.6 cc). Post-operatively, 
patients who developed Vtes more frequently received 
inpatient prophylaxis (18.5% versus 12.2%) but were 
not prescribed extended prophylaxis (4.2% versus 7.8%). 
those who developed Vtes were older (55.1 versus 47.2 
years), more obese (bMi 31.1 versus 28.3), current or 
former smokers (60.1% versus 48.7%), and had underlying 
hypercoagulable states (21.4% versus 1.04%) and cardio-
vascular disease (15.3% versus 8.9%).

Conclusions/Discussion: overall, the rate of symptom-
atic Vte development after ambulatory anorectal surgery 
remains low at 0.9%, indicating standard use of chemo-
thromboprophylaxis may not be beneficial in this subset 
of patients. Further prospective and multi-institutional 
studies would better define cost and safety implications 
for chemothromboprophylaxis post ambulatory anorectal 
surgery.
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BOTOX FOR CHRONIC ANAL FISSURE: FEW 
BENEFIT FROM INITIAL TREATMENT AND 
NONE AFTER REPEAT TREATMENT.

ePoster AbstrActs eP611

H. carmichael, J. Lee, V. Leite Abud, J. Vogel, 
e. birnbaum, b. chapman
Aurora, CO

Purpose/Background: botulinum toxin (botox) injec-
tion can be used as an alternative to lateral internal 
sphincterotomy (Lis) in the treatment of anal fissures, 
particularly for chronic fissures that have not responded 
to treatment with topical agents. Healing and recurrence 
rates after botox injection reported in the literature 
are highly variable. the aim of this study is to evaluate 
outcomes after botox injection for anal fissure.

Methods/Interventions: this was a retrospective 
review of all patients undergoing perianal botox injection 
by a colorectal surgeon for a chronic anal fissure between 
1/2016 and 8/2022 at a single tertiary academic hospital. 
Patient demographics, characteristics of the fissure, botox 
injection technique, and postoperative outcomes were 
abstracted from the medical record.

Results/Outcome(s): Among 44 patients undergoing 
perianal botox injection, the median age was 40 years 
(iQr 34-47) and 46% (n=20) of patients were male. Most 
patients had duration of symptoms of more than 6 months 
(n=27, 61%) and 82% (n=36) had used a topical agent 
without success (n=27 diltiazem, n=5 nifedipine, n=4 
nitroglycerin). the fissure location was most commonly 
in the posterior midline (n=27, 61%) and 11% (n=5) 
had more than one fissure. botox injection was typically 
performed with 100 units (n=37, 84%) injected into the 
internal sphincter (n=37, 84%) or intersphincteric groove 
(n=7, 16%). Location of injection was variable: posterior 
midline (23%), right and left lateral position (23%), four 
quadrants (21%), circumferentially (16%), or other (17%). 
Fecal incontinence was reported in 6 patients (14%) prior 
to injection and an additional 4 patients (9%) developed 
new incontinence post-injection. At a median follow up of 
3.5 months (iQr 1.5-10.0), 43% (n=19) of patients had 
significant improvement or resolution of symptoms after 
injection. However, of these 19 patients, 42% (n=8) had 
eventual recurrence of symptoms at a median of 6 months 
(iQr 3-15) after treatment. repeat botox injection was 
performed in 8 (18%) patients and none of these patients 
experienced symptom relief after the procedure. Among 
the 38 patients with follow up, the overall success rate 
of botox was 29% (n=11). botox injection appeared to 
be more successful for isolated anterior fissures and less 
successful for fissures that were off midline. comparing 
patients who had significant improvement or resolution 
of symptoms after treatment without recurrence (n=11) 
to those who had no symptom relief or eventual fissure 
recurrence (n=27), there were no differences in patient 
demographics or technique of injection.

Conclusions/Discussion: in this single center study, 
perianal botox injection had a low rate of durable success 
for the treatment of anal fissure. repeat injection following 
initial botox failure provided no clinical benefit and these 
patients should be considered for Lis to expedite anal 
fissure healing.

A COMPLEX PRESENTATION AND SUCCESSFUL 
MANAGEMENT OF FISTULIZING PERI-ANAL 
CROHN’S DISEASE EXTENDING TO THE MID-
BACK.

ePoster AbstrActs eP612

b. Giri, K. Kodia, n. Paluvoi
Miami, FL

Purpose/Background: surgical management of complex 
peri-anal fistulas in patient’s with crohn’s disease present 
significant challenges to treating physicians. Here we 
describe a patient with complex perianal fistulas extending 
to the mid back and it’s successful management.

Methods/Interventions: A 22 year old male with history 
of crohn’s disease on Humira, severe malnutrition and 
prolonged immobility presented to our care with extensive 
fistulizing perianal crohn’s disease. His exam was signif-
icant for malnutrition, multiple peri-anal abscesses and 
draining fistulas that extended up to mid back. His prior 
treatment consisting of steroids, immunomodulators and 
multiple seton placements had failed to control symptoms.

Results/Outcome(s): As part of his staged treatment, 
he underwent a laparoscopic loop sigmoid colostomy. 
once fecal diversion was achieved, local control with 
abscess drainage, subcutaneous fistulotomy and seton 
placements of the fistulous tracts in the back and in the 
peri anal region was performed. At discharge, inflamma-
tion, drainage and pain was significantly improved with 
nutritional supplementation, physical therapy, wound care, 
antibiotics and immunomodulators.
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Conclusions/Discussion: Management of extensive 
and complex peri-anal fistulas in crohn’s patients requires 
a staged and multidisciplinary approach with focus on 
minimizing contamination, treating infection and use of 
setons, wound care and nutrition.

DIAGNOSTIC YIELD OF COLONOSCOPY 
IN YOUNG PATIENTS PRESENTING WITH 
HEMATOCHEZIA.

ePoster AbstrActs eP613

A. Wise, s. brenner, A. chudzinski, c. Martinez, 
J. Marcet, r. bennett
Tampa, FL

Purpose/Background: Hemorrhoids represent one of 
the most common complaints in anorectal disease, and 
often present with hematochezia. there is disagreement in 
the published literature regarding the best initial workup of 
hematochezia in patients who are younger than the recom-
mended age to begin endoscopic screening for colorectal 
cancer.

Methods/Interventions: A retrospective review of all 
colonoscopies performed by a single colorectal surgeon on 
adult patients younger than 45 years old was performed. 
Patients were included if their presenting symptoms were 
pain or bleeding. Patients were excluded if they had a 
known diagnosis of colorectal cancer or inflammatory 
bowel disease prior to colonoscopy. Patient history, endos-
copy results, pathology and outcomes were evaluated.

Results/Outcome(s): 97 patients under the age of 45 
years underwent diagnostic colonoscopy. of these, 91 had 
a presenting complaint of bleeding, and 63 had a diagnosis 
of hemorrhoids on presentation to a colorectal surgeon. 
25 patients had polyps on colonoscopy (8 hyperplastic 
polyps, 9 (9.9%) tubular adenoma, 1 (1.1%) sessile serrated 
polyp, 4 other benign pathology). 1 (1.1%) patient had a 
mass and was diagnosed with rectal adenocarcinoma. 13 
patients reported a family history of colorectal cancer, and 
3 (23.1%) of these patients were found to have polyps on 
colonoscopy. of the adenomatous polyps, 7 (70%) were 
left sided and 3 (30%) were right sided.

Conclusions/Discussion: Diagnostic colonoscopy in 
patients presenting with hematochezia below the currently 
recommended age to initiate screening colonoscopy 
remains controversial. in our review we identified 1 patient 
who had malignancy, and 10 patients with adenomatous 
polyps. though evaluation of the left colon only via flex-
ible sigmoidoscopy would identify many of these, 30 % of 
the adenomatous polyps in this patient cohort were on 
the right side and would be missed by this method. Full 
endoscopic evaluation in this patient population, while 
not standard, should be considered, particularly in patients 
with family history of malignancy.

TWO STEPS MFAT (MICROFRAGMENTED FAT) 
SURGERY FOR CHRONIC, FIBROTIC, COMPLEX 
AND RECURRENT FISTULA IN ANO: A SINGLE-
CENTER EXPERIENCE.

ePoster AbstrActs eP614

i. Giani, c. elbetti
Firenze, Italy

Purpose/Background: sphincter saving surgery for 
Perianal fistulas is still burdened by a high number of 
relapses despite new technologies and new surgical tech-
niques introduced in recent years. Failure may be related 
to the characteristics of the anal tissue undergoing surgery. 
Fibrotic, rigid, chronic and recurrent tissues have lower 
chances of success, let alone tissues undergoing radia-
tion therapy or patients suffering for crohn Disease or 
Ulcerative rectocolitis. MFAt showed to have extreme 
healing capacity, serving as a “site-regulated drug store” 
regulating and reducing inflammation. Aim of the study 
is to evaluate the effectiveness, safety and feasibility of 
MFAt surgery associated with reconstructive surgery in 
the treatment of complex perianal fistulas. the success of 
the procedure was estimated through the closure and/or 
non-secretion of the external orifice during the follow up.

Methods/Interventions: the surgical strategy foresees 
two interventions: local injection of autologous microf-
ragmented adipose tissue in the perianal fistula first, then 
at 30-45 days the sphincter saving surgery. From January 
2015 to August 2022, all patients affected by complex peri-
anal fistula, as previously decribed, were included in the 
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study. exclusion criteria were: age < 18 years, pregnancy, 
diagnosis of neoplasia. Paracetamol 1 g every 8 h was 
prescribed for the first 24 h and then continued according 
to each patient’s need. Ketorolac 15mg was prescribed as 
rescue.

Results/Outcome(s): the number of patients 
included was 12, mean age 53.8 years (range 36-77), 6 
women. 1 suffered for crohn disease, 2 for previous local 
radiotherapy. 11/12 underwent the second time proce-
dure (sphincter saving surgery): 1 patient was exlcuded 
because the internal orifice was still wide and rigid. no 
intraoperative or postoperative complications occurred 
after MFAt surgery. 1 case of abdominal pain due to 
liposuction was registered. sphincter saving surgery too 
did not registered intra or post operative complications. 
the postoperative pain was moderate and well controlled 
by pain relief therapy and was absent after 7 days for all 
patients. the results were as follows: at one month 1 follow 
up 7/12 showed the closure of the external orifice without 
any sign of recurrence, at 3 months the number of patients 
increased at 9/12 and remained stable at 6 months follow 
up. Follow up ranged from 6 to 90 months: at last follow up 
9/12 patients confirmed the surgical success.

Conclusions/Discussion: the results obtained, even if 
on a limited number of patients, indicate that two steps 
MFAt (Microfragmented fat) surgery represents a high 
interesting strategy in the care of patients affected by 
complex perianal fistula. in the near future it will be neces-
sary to increase the number of patients, perhaps resorting 
to multicentre studies, preferably conducted on patients 
with each other homogenesis first of all for diagnosis.

COMPLETE PATHOLOGIC RESPONSE AFTER 
LONG COURSE CHEMORADIOTHERAPY IN 
A REAL-WORLD SETTING - A POPULATION-
BASED STUDY.

ePoster AbstrActs eP615

L. cadili, J. Loree, M. Peacock, K. DeVries, A. Ghuman, 
A. Karimuddin, P. Phang, M. raval, c. brown
Vancouver, BC, Canada

Purpose/Background: neoadjuvant chemoradio-
therapy (crt) or radiotherapy alone (rt) decreases the 
local recurrence of rectal cancer and can produce complete 
pathologic response (pcr) in some patients. After comple-
tion of crt, the optimal time to surgery to maximize the 
chances of pcr in the general population of patients with 
rectal cancer is uncertain. the objective of this project is 
to determine impact on delay to surgery after crt on the 
pcr rate in a population-based cohort.

Methods/Interventions: in british columbia, a prospec-
tively maintained colorectal cancer database collects clin-
ical, treatment and outcomes data for all patients referred 
for radiation or chemotherapy treatment. We identified all 
adult patients with histologically proven tany, nany, M0 

rectal adenocarcinoma treated by rt or crt followed by 
total mesorectal excision (tMe). Demographic and tumor 
characteristics, pcr (defined as t0n0 pathologic stage), 
and survival data were analyzed.

Results/Outcome(s): between 2000 and 2017, 3478 
patients met inclusion criteria. of these, 1628 (46.8%) 
received crt and 1850 (53.2%) rt. the pcr rate 
in the entire cohort was 6.2%. A multivariable logistic 
regression model found that the number of days from 
chemoradiation to surgery (or 5.38, 95% ci 2.02-14.33, 
p = 0.002), patient sex (or 1.43, 95% ci 1.05-1.93,  
p = 0.022), and tumor grade (grade 2 or 0.49, 95% ci 
0.28 – 0.85, p = 0.011) were associated with pcr. no 
significant difference in pcr between rt and crt was 
observed, although there were only 26 patients in the rt 
group who achieved pcr. the median follow-up time is 
9.5 years. the median overall survival (os) time is 9.7 
years. After crt, the maximal pcr rate was observed 
at 16 weeks post treatment (see Fig 1). An adjusted 
cox regression analysis showed that advanced t stage  
(Hr 1.44, 95% ci: 1.14-1.81, p = 0.002), age at diagnosis 
(Hr 1.04, 95% ci:1.04-1.05, p <0.0001), and patient 
sex are strongly associated with os. the 5-year os rates 
among the rt patients are 72.6%, 73.2%, and 55.7% for 
delay to surgery of <1 week, 1-3 weeks and 3+ weeks 
respectively (p = 0.001). the 5-year os rates among the 
crt patients are 67.3%, 69.8%, and 56.5%, for <6 week, 
6-10 weeks and 10+ weeks respectively (p = 0.003).

Conclusions/Discussion: in rectal cancer patients 
treated by neoadjuvant crt, increase in pcr is observed 
with longer delay to radical resection in a population-based 
cohort. However, overall pcr rates are lower than those 
reported in trial populations, suggesting organ preserving 
strategies may not be an option for the majority of rectal 
cancer patients.



402 ePoster AbstrActs

AN INSTITUTIONAL EXPERIENCE WITH 
FLAP RECONSTRUCTION VERSUS PRIMARY 
CLOSURE AFTER ABDOMINOPERINEAL 
RESECTION. DO THE OUTCOMES DIFFER? A 
RETROSPECTIVE REVIEW.

ePoster AbstrActs eP616

A. rossi, s. Akmal, s. nithikasem, s. Perati, 
c. Anderson, D. Feingold, n. Maloney Patel, 
K. Donohue
New Brunswick, NJ

Purpose/Background: Healing complications arise 
frequently in the postoperative course of abdomino-
perineal resections. Flap-based reconstruction has been 
utilized to improve wound outcomes. the body of litera-
ture supporting this practice as opposed to primary closure 
remains limited, however. We sought to characterize our 
institutional experience with flap versus primary closure in 
these patients, as well as describe the respective costs and 
operative durations for each approach.

Methods/Interventions: the objective was to compare 
cost and outcomes for patients undergoing APr with 
and without flap closure, exploring complications noted 
in both the inpatient and outpatient settings. this was a 
retrospective analysis of our institutional APr database 
(2010-2020). All patients who underwent an APr with or 
without flap closure were included. Patient demographics, 
clinical and operative characteristics, surgical outcomes, 
and cost data were analyzed. Any complications noted 
in either the inpatient or outpatient documentation were 
included.

Results/Outcome(s): A total of 100 patients were 
identified (primary closure (Pc), n=70; flap closure (Fc), 
n=30). there were no significant differences in demo-
graphics, comorbidities or clinicopathologic characteristics 
between the two cohorts. Median participant age and bMi 
were 68 (± 19.25) and 27.1 (± 7.3) kg/m2. the majority of 
patients received neoadjuvant chemoradiotherapy (76%). 
node positive disease was seen in 27% of the patients, 
with local invasion (t3 or t4) seen in 51%. Poorly differ-
entiated tumors made up 14% of specimens. the Fc 
cohort had longer operative times (p<0.001); approached 
a significantly higher rate of dehiscence (16.6% vs. 4.3%, 
p=0.051), and trended towards higher rates of re-admis-
sion (33.3 vs. 17.1%, p=0.11) and reoperations (20 vs. 
7.1%, p=0.08). no significant differences were seen with 
respect to cost (p=0.39) between the two cohorts.

Conclusions/Discussion: Limitations: the limitations 
of this study include the nonrandomized and retrospective 
evaluation. More complex, severely diseased, or atypical 
resections were likely selected for flap reconstruction 
due to the nature of surgeon judgement in preoperative 
planning, despite not being evident in the clinicopatho-
logic variables captured here. Also, a significant shift in 
practice patterns occurred with the hiring of new faculty 
in the more recent years of the dataset who preferentially 

involved Plastic surgery in most cases, which was a 
departure from previous practice patterns of more selec-
tively involving Plastic surgery on a case-by-case basis. 
Conclusions: While patients with flap reconstruction 
displayed statistically significant longer operative times 
and a trend towards greater rates of dehiscence and need 
for re-intervention post-operatively, there was a lack of 
significant differences in the measured patient outcomes 
metrics between the groups.

COLORECTAL CANCER IN PREGNANCY. 
APPROACH AND COMPLICATIONS.

ePoster AbstrActs eP617

n. Villan-ramirez
Cali, Colombia

Purpose/Background: Diagnosis of cancer during preg-
nancy is a rare event, especially colorectal cancer (1 in 
13,000 pregnancies). Unfortunately, in pregnant patients, 
the clinical manifestations of cancer are confused by the 
symptoms of pregnancy itself, which causes a delay in 
diagnosis and causes it to occur in more advanced stages 
of the disease. the treatment depends on the gestational 
age at the time of diagnosis, the location of the tumor and 
the stage, as well as the patient’s desire to continue or not 
with her pregnancy. in this paper we present the case of a 
pregnant patient with early-stage upper rectal cancer.

Methods/Interventions: We present the case of a 
34-year-old patient, in her third pregnancy, with a 13-week 
pregnancy by ultrasound that she consulted for a month 
of rectal bleeding and constipation. colonoscopy was 
performed finding a mass in the upper rectum located 11 
cm from the anal verge that extended 5 cm caudally and 
compromised 40% of the circumference and 80% of the 
lumen. the pathology was compatible with adenocar-
cinoma. staging was performed with Mri of the chest, 
abdomen, and pelvis for fetal protection, taking into 
account gestational age. it is a t1n0M0 tumor, stage i. 
the patient wanted to preserve her pregnancy, so she 
decided to carry out an anterior resection of the rectum 
laparoscopically with curative intent.

Results/Outcome(s): An anterior resection of the 
rectum was performed laparoscopically with mechanical 
colorectal anastomosis with a circular stapler at 14 weeks’ 
gestation. the main technical difficulty presented was the 
uterine manipulation associated with the growth of the 



 403

uterus due to her own pregnancy, which generated diffi-
culty when performing the resection of the upper rectum 
and the middle rectum in order to obtain negative surgical 
margins. A liver retractor was used to gently retract the 
uterus to achieve adequate surgical exposure. the proce-
dure ended without complications and postoperative fetal 
viability was confirmed by gynecology. she was discharged 
on the fifth postoperative day. the patient was readmitted 
one week later due to multiple episodes of emesis, a abdom-
inal Mri was performed that showed an intestinal obstruc-
tion secondary to an internal hernia. A new laparoscopic 
surgery was performed to reduce the hernial content and 
close the mesenteric defect. the patient was discharged on 
the third postoperative day, tolerating the oral intake and 
with fetal viability confirmed by ultrasound. the surgical 
pathology confirmed an adenocarcinoma of the upper 
rectum with involvement up to the submucosa, with 0/15 
lymph nodes positive for a tnM: pt1n0M0.

Conclusions/Discussion: based on this case, we can 
conclude that it is feasible to perform a surgical approach 
with curative intent despite the technical difficulties that 
may be generated by pregnancy.

NEUTROPHILE TO LYMPHOCYTE RATIO AT 
DIAGNOSIS ASSOCIATED WITH ADVANCED 
STAGE AT PRESENTATION IN EARLY-ONSET 
COLORECTAL CANCER.

ePoster AbstrActs eP618

M. Hoskins, M. Mankarious, A. Finkelstein, A. Portolese, 
n. Jeganathan, A. Kulaylat, J. scow, M. Deutsch
Hershey, PA

Purpose/Background: the neutrophil-to-lymphocyte 
ratio (nLr) represents the magnitude of the systemic 
inflammatory response and has been reported as a prognostic 
marker for colon cancer in older patients. However, there is 

paucity of data regarding the reliability of the nLr as a prog-
nostic indicator for patients <50 years-old diagnosed with 
colorectal cancer. this study assesses the impact of nLr on 
disease stage at diagnosis and on overall and recurrence-free 
survival in early-onset colorectal cancer (eocrc).

Methods/Interventions: A retrospective review was 
performed on all patients <50 years of age diagnosed with 
sporadic colorectal cancer between 2005 and 2019 at a 
single tertiary care institution. nLr was calculated (neutro-
phil count/lymphocyte count) at time of diagnosis and 
patients were separated into cohorts of nLr >3 (nLr+) 
and nLr ≤3 (nLr-) based on previous literature utilizing 
similar cutoff. Demographics, tumor characteristics, treat-
ment modalities, date of last contact, vital status, and date 
of recurrence was collected. baseline patient characteristics 
were compared using univariate analysis. Kaplan-Meier 
analysis and multivariable cox proportional hazards to 
obtain hazard ratios for overall survival and recurrence-free 
survival between the two cohorts. Model adjusted for clin-
ical stage at presentation and nLr as a categorical variable. 
P-value of <0.05 was considered statistically significant.

Results/Outcome(s): 159 patients with available data 
were identified with a median age at diagnosis of 43 years. A 
total of 76 (47.5%) were nLr- and 83 (52.5%) were nLr+. 
baseline characteristics, including age, sex, race, ethnicity, 
history of polyposis, tumor side, histologic features, receipt 
of neoadjuvant chemotherapy, and AsA risk score, were 
equivalent between the two cohorts. nLr+ were more 
likely to present with stage iV disease (49.4% vs. 30.7%) 
compared to nLr-. on Kaplan-Meier estimates, nLr+ was 
associated with lower median overall survival (4.4 vs. 9.6 
years, p<0.05) and lower median recurrence-free survival 
(4.3 vs. 6.2 years, p<0.05) compared to nLr-. on multi-
variate survival model, nLr+ did not significantly impact 
mortality risk (Hr 1.16, p=0.56) or recurrence-free survival 
(Hr 1.18, p=0.46). stage at presentation was predictive of 
mortality with lower overall survival associated with stages 
1, 2, and 3 (Hr 0.11, 0.33, and 0.28, respectively, p<0.05) 
and lower recurrence free survival with stages 1, 2, and 3 
(Hr 0.09, 0.29, and 0.34, respectively, p<0.05).

Conclusions/Discussion: nLr values at presentation 
are associated with advanced disease at presentation but 
not independently predictive of overall or recurrence-free 
survival in patients with eocrc. this highlights that, 
while a poor prognostic marker, nLr serves as a marker 
of the systemic inflammatory response present in more 
advanced stages of eocrc.

overall (A) and recurrence-free survival (b) in patients with eocrc 
comparing high vs. low nLr at diagnosis.
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COMPARING EXTRACORPOREAL, “SEMI-
EXTRACORPOREAL,” AND INTRACORPOREAL 
ANASTOMOSIS IN LAPAROSCOPIC RIGHT 
HEMICOLECTOMY: INTRODUCING A 
BRIDGING TECHNIQUE FOR COLORECTAL 
SURGEONS.

ePoster AbstrActs eP619

H. cho, W. Kim, J. Kim
Seongnam, Korea (the Republic of)

Purpose/Background: intracorporeal anastomosis (iA) 
in laparoscopic right hemicolectomy has been associ-
ated with faster recovery in bowel function compared to 
extracorporeal anastomosis (eA). However, the technical 
difficulty of laparoscopic suturing technique and intraab-
dominal fecal contamination hinders many surgeons from 
implementing such procedure. We here introduce and 
compare a new technique known as “semi-extracorporeal” 
anastomosis (seA), which embraces the advantages of 
intracorporeal anastomosis while amending the drawbacks 
of extracorporeal anastomosis.

Methods/Interventions: between May 2016 and 
october 2022, patients who underwent laparoscopic right 
hemicolectomy were reviewed. All patients underwent one 
of the three anastomosis methods by a single colorectal 
surgeon: eA, seA, iA. seA is a method in which ileum 
and transverse colon are transected and tagged intra-
corporeally to prevent mesentery rotation after which 
hand-sewn bowel anastomosis is performed extracopore-
ally through the specimen extraction site. endoGiA was 
used for bowel transection in iA, and anastomosis was 
performed in isoperistaltic, side-to-side stapling method 
with closure of common channel via 3-0 barbed suture. 
Data including perioperative parameters and postoperative 
outcomes were analyzed by each group.

Results/Outcome(s): A total number of 100 patients 
were reviewed. thirty patients underwent extracorpo-
real anastomosis, and fifty and twenty patients under-
went semi-extracorporeal and intracorporeal anastomosis, 
respectively. there was no statistical significance in demo-
graphics and baseline characteristics between each group. 
operation time was 175.2min (range 100-285), 183.6min 
(range 110-280), and 147.5min (range 80-235) in eA, 
seA, and iA, respectively (P=0.007). Wound size was 
smaller in seA and iA compared to eA (mean 6.23 versus 
4.32 versus 4.48, P<0.001). iA and seA was associated 
with shorter time to first flatus and shorter time to first 
stool compared to eA (P<0.001 and P=0.028, respec-
tively). time to first flatus was shorter in iA even when 
compared to seA (P<0.001). Postoperative complication 
showed no statistical significance between the three 
groups, yet iA group showed an upward trend of surgical 
site infection. there were two cases of mortality in seA 
group due to the patients’ underlying disease, and one case 
of readmission within 30 days in the iA group.

Conclusions/Discussion: semi-extracorporeal is an 
attractive bridging option for colorectal surgeons worri-
some of the technical difficulty and surgical site infection 
of iA while maintaining faster bowel recovery and smaller 
wound incision compared to eA. in accordance with 
studies comparing eA and iA, iA showed shorter opera-
tion time, shorter time to first flatus, shorter time to first 
stool, and smaller wound size.

THE NUMBER OF PATIENTS WITH 
OBSTRUCTIVE COLORECTAL CANCER IN A 
RURAL HOSPITAL IN JAPAN DURING THE 
COVID-19 PANDEMIC: A RETROSPECTIVE 
SINGLE-CENTER COHORT STUDY.

ePoster AbstrActs eP620

r. Ganeko, r. Mizuno, s. nagayama
Kyoto, Japan

Purpose/Background: the global pandemic of 
coViD-19 has changed dramatically the circumstances of 
cancer therapy. in Japan, cancer screenings were tempo-
rarily restricted and the number of endoscopy and surgery 
was decreased in some hospitals based on the state of 
emergency declared. the aim of the study was to investi-
gate the impact of the coViD-19 pandemic on the clinical 
characteristics of colorectal cancer (crc) patients in our 
hospital that are on the frontline of both coViD-19 and 
cancer treatments.

Methods/Interventions: this is a retrospective cohort 
study that analyzed the cases of all of the crc patients 
(n = 123) who underwent surgery at our regional cancer 
treatment center and tertiary emergency hospital in Japan 
during a 120-day period ranging from before to after the 
state of emergency declaration. crc patients during 
the corresponding period in the previous year were also 
compared.

Results/Outcome(s): Although the number of crc 
patients remained almost the same before and after the 
pandemic started, the rate of obstructive crcs signifi-
cantly increased after the beginning of the pandemic. the 
number of outpatients and colonoscopies both decreased 
in our hospital, which could have resulted in the decline 
of crc patients detected in the earlier stage by cancer 



 405

screening during the pandemic. Likewise, the number of 
both symptomatic crc patients and emergency admis-
sions also increased significantly during the pandemic.

Conclusions/Discussion: our findings indicate that the 
diagnosis of crc could be delayed due to the halt of cancer 
screenings because of the coViD-19 pandemic, resulting in 
the increase of the number of patients with obstructive crc. 
these results stress the importance of cancer screening and 
necessity that the screening system for cancers should be 
restructured preparing for the future pandemics.

THE IDEAL TEAM PLAYER: A COLORECTAL 
SURGERY APPLICANT PERSPECTIVE.

ePoster AbstrActs eP621

c. thacker, K. nealon, K. Long, r. Hoffman
Danville, PA

Purpose/Background: teamwork is an everyday skill in 
the life of a surgeon. increasing emphasis on the develop-
ment of teamwork skills can be seen starting in undergrad-
uate medical education through surgical practice. Little 
research has been published on how colorectal surgeons or 
colorectal surgery residents (csr) applicants view the team 
player. Patrick Lencioni, psychologist, notes that the 3 most 
important qualities identified are humility, hunger (drive) 
and smart (emotional intelligence). this study evaluates 
the perceptions of those qualities among csr applicants.

Methods/Interventions: this study was conducted with 
prospective csrs at a single program. During the institu-
tion’s standard interview process, applicants were asked 
questions regarding the ideal team Player framework. 
responses were documented, but not shared between inter-
viewers or used in the scoring/ranking process (reasoning 
and discussion were more important). responses were 
compared to each other and aspects of the application 
including Absite scores, standardized letter rankings, and 
adjectives used to describe applicants.

Results/Outcome(s): there were 32 complete responses 
(rr 97.0%); 20 female (62.5%). Most (n=16; 50.0%) 
identified humility as the most important virtue in a team 
player, 12 (37.5%) noted emotional intelligence (ei) and 
only 4 (12.5%) said hunger (drive). When asked in what 
order these virtues manifested in themselves personally, 
the order was the same (humble, 14;43.8%, ei 10;31.3%, 
and hunger 8;25.0%). those that noted hunger first had 
the lowest median 4 th year Absite percentile (51.5 vs 77 
for humble and 73.5 for ei). this trend was the same for all 
the years of the exam. no differences were found in rela-
tion to UsMLe step 1 scores. those who identified hunger 
first had the lowest mean ranking (22 vs 13 for humble 
and 16 for ei). Adjectives used to describe applicants who 
listed hunger first included “hard-working,” “determined” 
and “committed.” Words used to describe applicants who 
said humility included “empathetic,” “polite,” and “critical 
thinker.”

Conclusions/Discussion: Among prospective csrs, 
humility was identified as the most valuable attribute of a 
team player, and most frequently self-identified. Applicant 
self-assessments seemed to match faculty assessments of 
their strengths in standardized ranked letters. Applicants 
who self-identified as hungry had lower Asbite scores 
and mean rankings. thought-provoking questions for 
candidates may lead to improved alignment between core 
values of applicants and programs.

COLON AND RECTAL RESIDENCY APPLICANT 
TRENDS 2014-2020: ACADEMIC INFLATION, 
POTENTIAL MISREPRESENTATION, AND 
TRENDS IN PUBLICATION.

ePoster AbstrActs eP622

s. Kelley1, A. D’Angelo1, J. elnagar2, s. broccard3, 
J. sample1, n. Kapur4, K. Mathis1, D. colibaseanu3, 
J. D’Angelo1

1Rochester, MN; 2Wynnewood, PA; 3Jacksonville, FL; 
4Minneapolis, MN

Purpose/Background: colon and rectal surgery (crs) 
residency has become increasingly competitive with 30% 
of applicants not matching in 2021. this added pressure 
may lead candidates to exaggerate accomplishments or 
create a higher possibility of accidental misrepresenta-
tion when entering a robust resume into the electronic 
residency Application service (erAs) system. this study 
aimed to evaluate academic productivity trends and 
verify applicant publication listings for inaccuracies from 
2014-2020.

Methods/Interventions: All erAs applications to one 
crs program were analyzed from 2014-2020. individual 
data points were recorded including test scores, graduate 
degrees and research years, and total number of publica-
tions, manuscripts, and presentations. researchers then 
verified each applicant’s listed manuscripts by searching for 
evidence of published accuracy. Any discrepancies between 
listing and publication were noted as a misrepresentation. 
Descriptive statistics were calculated for recorded variables 
and spearman correlations were used to test for relation-
ships between variables.

Results/Outcome(s): A total of 733 applications were 
analyzed, with an average of 105 (sD=18) applicants per 
year. over the six years, there was no visibly distinct trend 
in test scores, with Absite means ranging between 54.16 
(sD=22.42) in 2016 at the lowest and 59.79 (sD=19.84) 
in 2019 at the highest (M=57.19±21.49), and UsMLe 
scores ranged between 222.80 (sD=14.23) in 2015 at 
the lowest and 234.25 (sD=14.05) in 2019 at the highest 
(M=229.16±17.80). there was a distinct positive trend in 
average total publications, manuscripts, and presentations 
(table 1). notably, there was some evidence of increase in 
the percentage of individuals with a discrepancy in manu-
script reporting (9.4% in 2016, 9.6% in 2017, 17.7% in 2018, 
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and 21.0% in 2019), this pattern dropped off in 2020 with 
only 8.6% of applicants having evidence of a discrepancy 
(table 1). evidence of misrepresentation ranged from incor-
rect authorship order to the listing of publications that the 
applicant was not actually an author on. there was no rela-
tionship between test scores, graduate degree, or research 
years and misrepresentation. Absite score, r(663)=.152, 
p<.001., UsMLe score, r(662)=.091, p=.019, and research 
years, r(739)=.533, p<.001, were positively correlated with 
the number of total manuscripts listed.

Conclusions/Discussion: this large analysis of resi-
dency applications shows evidence of increasing compe-
tition in the form of publication, manuscript, and presen-
tation listings. there is also evidence that within these 
applications there is a degree of accidental misrepresenta-
tion (at best) or deception (at worst) as applicants present 
their scholarly accomplishments. Future work should focus 
on increasing the efficiency and precision of the applica-
tion process.

Academic Production and Misrepresentation in colon and rectal 
surgery residency Applicants 2014-2020

MINIMALLY INVASIVE COLON AND RECTAL 
SURGERIES; HOW DO GENERAL AND COLON 
AND RECTAL SURGERY RESIDENCIES 
COMPARE?

ePoster AbstrActs eP623

A. ofshteyn1, D. Ubl1, e. Habermann1, t. Peponis1, 
F. Abarca rendon1, n. McKenna1, K. Mathis1, 
D. colibaseanu2, s. Kelley1

1Rochester, MN; 2Jacksonville, FL

Purpose/Background: Minimally invasive colon and 
rectal surgeries have significantly evolved in complexity 
over the past two decades. colon and rectal surgery resi-
dency program directors report a decreasing level of surgical 
skills among newly matched general surgery residency grad-
uates. We aimed to evaluate the number of Accreditation 
council for Graduate Medical education (AcGMe) mini-
mally invasive colorectal surgeries performed by general 
and colon and rectal surgery residents, and to compare 
them to national surgical Quality improvement Program 
(nsQiP) rates over time.

Methods/Interventions: AcGMe case logs for general 
and colon and rectal surgery residencies from 2005 to 
2020 were reviewed focusing on case codes relevant to 
minimally invasive colorectal surgeries. Additionally, the 
nsQiP database was searched from 2005 to 2020 utilizing 

common procedural terminology (cPt) codes for colon 
and rectal surgeries, and the percentage of minimally 
invasive cases was calculated as a proportion of total yearly 
cases. the rate of growth in general and colon and rectal 
surgery residencies and nsQiP rates were compared over 
time. the mean number of cases were compared using 
t-tests.

Results/Outcome(s): in the AcGMe data, the mean 
number of colorectal minimally invasive surgeries rose 
gradually over time for both general (rate of increase 
3.4, average yearly increase 12.6%) and colon and rectal 
surgery residencies (3.8, 8%). each subsequent period 
had a statistically significant mean increase in cases (for 
every time comparison p<0.005 for Gs, p<0.006 for crs). 
However, the mean number of minimally invasive cases 
was consistently lower for general surgery every year (27.4 
in 2005 to 79.2 in 2020) compared to colon and rectal 
surgery (48.1 in 2005 to 105.8 in 2020), see Figure 1. the 
nsQiP data demonstrated that the proportion of mini-
mally invasive colorectal surgeries increased steadily from 
20.7% in 2005 to 47.6% in 2020.

Conclusions/Discussion: Despite a steady increase 
across the country, general surgery residencies continue to 
underperform when compared to colon and rectal surgery 
residencies in terms of minimally invasive cases related to 
colorectal surgery. Although we saw similar rates of growth 
in cases in general and colon and rectal surgery, general 
surgery residents continue to enter independent practice, 
or colon and rectal residency training, with a smaller 
volume of experience while the proportion of minimally 
invasive colon and rectal surgeries continues to increase 
across the United states.

Average colorectal minimally invasive surgeries plotted over time for 
general surgery residents, colorectal residents, and nsQiP.
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IS IT TIME TO REDEFINE AFFERENT 
LIMB SYNDROME IN ILEAL POUCH-ANAL 
ANASTOMOSIS?

ePoster AbstrActs eP624

b. Mainali, A. sutter, J. Ashburn
Winston-Salem, NC

Purpose/Background: Afferent limb syndrome (ALs) 
has been historically described, in a limited manner, as 
the positioning of the most distal segment of the ileum in 
a position posterior to the ileal pelvic pouch (iPAA), thus 
causing an obstructive pattern of symptoms. We posit that 
this diagnosis is, in fact, quite diverse in presentation and 
the definitive management can be surgically complex. We 
aim to highlight this complexity by revealing its clinical 
features and management.

Methods/Interventions: Using our prospectively main-
tained database, we identified patients who underwent 
iPAA requiring a revision in our institution by a single 
surgeon. the demographic, clinical, endoscopic, and radio-
graphic features together with its management strategies 
and outcomes were studied.

Results/Outcome(s): We studied a sub-set of three 
patients who underwent iPAA revisions for pre-pouch 
pathologies in our institution. these three patients repre-
sent a key sub-category of pathologies that are all tradi-
tionally classified as ALs. All three patients presented with 
intermittent obstructive symptoms, including pain, diffi-
cult defecation, and tenesmus. these patients’ pathology 
included: A 23yo female with classic ALs with chronic 
kinking of the afferent limb posterior to the iPAA contrib-
uting additionally to a pouch body intussusception, A 30yo 
female with an internal herniation and pouch ischemia due 
to acute on chronic rotation of the small bowel mesentery 
with extrinsic compression of the afferent limb where the 
afferent limb herniated underneath the cut edge of the 
small bowel mesentery forming a complete obstruction, 
and a 27yo male with fibro-stenosis of the afferent limb 
likely related to his crohn’s disease. each patient under-
went targeted surgery based on their surgical presentation: 
with resection of angulated bowel with pouch revision and 
pouchopexy, lysis of adhesions with pouch mobilization 
and small bowel fixation, and small bowel resection and 
primary anastomosis respectively.

Conclusions/Discussion: the presentation of 
pre-pouch pathologies that have historically been grouped 
together as ALs in patients after iPAA can be markedly 
varied and diverse. this subset of patient presentations 
highlights not only the importance of accurate diagnosis of 
pouch dysfunction, but also the need to better describe the 
syndrome. Many patients require surgical therapy for defin-
itive fixation, and accurate identification of the pathology 
is paramount for successful surgical correction.

LAPAROSCOPIC RIGHT HEMICOLECTOMY 
FOR INFLAMMATORY BOWEL DISEASE: IS 
INTRACORPOREAL ANASTOMOSIS FEASIBLE?

ePoster AbstrActs eP625

K. Mallette, J. Hawel, A. elnahas, c. schlachta, 
n. Alkhamesi
London, ON, Canada

Purpose/Background: inflammatory bowel disease 
affects individuals of all ages and backgrounds, and encom-
passes both crohn’s disease and ulcerative colitis. Many 
individuals with ibD require surgical intervention during 
the course of their disease. the adoption of laparoscopic 
techniques to individuals with ibD has been slow, and the 
implementation of intracorporeal anastomoses for these 
patients has been even slower than its adoption for cancer 
patients. the aim of our study is to determine if patients 
with ibD undergoing totally laparoscopic right hemicolec-
tomy with intracorporeal anastomosis (icA) have similar 
outcomes to those undergoing laparoscopic assisted right 
hemicolectomy with extracorporeal anastomosis (ecA).

Methods/Interventions: this is a retrospective, single 
institution cohort study. eligible patients underwent lapa-
roscopic right hemicolectomy at our institution between 
2012 and 2022. Patients were identified using a hospital 
database, and surgeon office databases. Patients included 
in the study underwent laparoscopic right hemicolectomy 
for ibD or were diagnosed with ibD on pathology. We 
excluded patients who underwent laparotomy (planned or 
intra-operative conversion), resection without anastomosis 
or unconfirmed diagnosis of ibD. Data was compared using 
two sided t-test evaluation with a 95% confidence interval.

Results/Outcome(s): A total of 70 patients were 
included, 12 icA (17%) and 58 ecA (83%). Patient 
demographics (age, biologic sex, AsA and bMi) were not 
significantly different. Underlying disease characteristics 
(type of ibD, number of ibD specific medications, type of 
medication, smoking status (nicotine and cannabis were 
included), or underlying reason for or) were also not 
statistically different between groups. Anastomotic leak 
rate (icA 8.3% (n=1), ecA 8.6% (n=5), p=0.97) and 
surgical site infection rates (icA 0%, ecA 6.9% (n=4), 
p=0.36) were similar. Post-operative length of stay, rates 
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of 30-day readmission/re-operation and diagnosis of hernia 
at 1 year were not significantly different. timing of ibD 
recurrence and rates of remission at 1 year were similar. 
However, operative time was significantly longer in those 
undergoing icA (icA 187min vs. ecA 139min, p=<0.05).

Conclusions/Discussion: overall, our study demon-
strates that icA is a feasible and safe option in patients 
with ibD undergoing laparoscopic right hemicolectomy.

THE IMPACT OF BIOLOGIC THERAPY ON 
ULCERATIVE COLITIS THROUGH THE YEARS.

ePoster AbstrActs eP626

t. Patel, b. Monahan, b. Deshler, e. rockenbach, 
J. Poggio
Philadelphia, PA

Purpose/Background: biologic therapy has been widely 
accepted for early treatment of ulcerative colitis (Uc) due 
to its ability to induce and maintain remission. However 
Uc outcomes trends in the Unites states (Us) since the 
introduction of biologic therapy have not been analyzed. 
our goal was to identify surgical intervention, mortality, 
and admission trends associated with the emergence and 
prevalence of biologic therapy use in Uc patients in the 
Us.

Methods/Interventions: the national institute of 
Health database was used to identify patients diagnosed 
with Uc from 1998 to 2019. A retrospective analysis was 
completed to determine trends in admissions, procedures, 
and in-hospital mortalities in this cohort. Admissions were 
divided into elective and non-elective categories with 
the non-elective category including urgent and emergent 
admissions. Linear regression models were used with each 
data set to determine the r2 value and significance of each 
value trend over the analyzed time range.

Results/Outcome(s): the percentage of patients per 
year who have required a surgical procedure for treatment 
of Uc has dramatically decreased from 72.2% in 1998 to 
60.7% in 2019 (r2 0.91, p<0.0001). Meanwhile, there has 
not been a significant difference in the in-hospital mortality 
rate, which has consistently ranged from 1.7-2.8% from 
1998 to 2019. Within this patient population, black and 
Hispanic patients had significantly higher non-elective 
admission rates compared to White Uc patients. 88.3% 
of black patients (or 2.01, 95% ci 1.94-2.08, p <0.0001) 
and 86.3% of Hispanic patients (or 1.68, 95% ci 1.61-
1.74, p <0.0001) had non-elective admissions compared to 
78.9% of White patients.

Conclusions/Discussion: this is the first study demon-
strating a national trend in decreased surgical intervention 
rates over time since the introduction of biologic therapy. 
Despite this decrease in surgical intervention, in-hospital 
mortality rates have remained relatively stable. black and 
Hispanic patients to require urgent or emergent hospital 
admissions at much higher rates their White counterparts. 

Further studies are warranted to better understand the 
discrepancy between these patient populations, and this 
may reflect an additional health care disparity that these 
patient populations face.

DOES QUALITY OF LIFE WORSEN DEPENDING 
ON THE TYPE OF COLORECTAL CANCER 
RESECTION?

ePoster AbstrActs eP627

c. ralston, Z. noor, r. cuffe, A. Hainsworth, L. Ferrari, 
A. schizas, M. George, r. Johnson
London, United Kingdom

Purpose/Background: total pelvic exenteration (tPe) 
is undertaken to treat locally advanced and recurrent 
colorectal carcinoma. compared to less extensive surgeries, 
the removal of pelvic organs en-bloc creates a major impact 
on quality of life (QoL), due to often a prolonged recovery 
and the formation of two permanent stomas. Given the 
added burden we wanted to explore whether there were 
any QoL differences between the two types of surgeries.

Methods/Interventions: A prospective study analysing 
108 patients who underwent colorectal cancer resections 
(23 tPe patients) from 2021-2022 was performed. QoL 
assessed at four time points; baseline (t1), pre-operatively 
(t2), 30 days (t3) and 90 days post-operatively (t4). 
Fifteen subscales of QoL were assessed using the eortc 
QLQ-c-30 questionnaire. two-way mixed AnoVA anal-
ysis performed on the results using sPss software.

Results/Outcome(s): Findings showed two significant 
interactions effects on the fatigue and insomnia subscales; 
fatigue experienced by tPe patients at 30 days post oper-
atively were significantly higher than patients who under-
went non-tPe surgery, p=0.005. insomnia was also found 
to be significantly higher in tPe patients than non-patients 
at 30 days post-operatively (t3), p=0.016. in general, 
there was a trend in both tPe and non-tPe groups to 
have worsened functional and symptom outcomes from 
time of admission (t2) to 30 days post-op (t3), but 
improving at 90 days post-op (t4) to near baseline levels. 
Across both groups, a significant difference was shown in 
the following subscales; physical, cognitive, social, role 
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functioning, and pain, between both pre-operative time 
periods (t1, t2) and 30 days post-operative (t3). Global 
health scores were also markedly reduced over these same 
time periods. However, tPe patients did not experience a 
worse deterioration than non-tPe patients. no difference 
between the time points was noted in the remaining seven 
subscales of QoL assessed, most notably, Gi symptoms 
such as nausea, vomiting, constipation and diarrhoea. this 
may be due to mild pre-operative symptoms as patients are 
often previously defunctioned as well as the asymptomatic 
nature of locally advanced rectal cancer.

Conclusions/Discussion: After undergoing surgical 
resection of colorectal carcinoma, patients experience 
a temporary deterioration in eight subscales out of the 
fifteen QoL measures assessed by the eortc QLQ-c-30, 
with significant differences between tPe and non tPe on 
levels of fatigue and insomnia. Despite this deterioration, 
the trend observed showed improvement by 90 days post 
operatively. this indicates that despite more extensive 
surgery, tPe patients equate to non-tPe patients in their 
overall recovery by 90 days. Patients did not experience 
a change in baseline physical Gi symptoms, indicating 
surgery does not improve physical pre-operative symptoms. 
Future research is required to establish the QoL trajectory 
between patients with tPe and non-tPe beyond 90 days

ROBOTIC VS LAPAROSCOPIC-ASSISTED 
RECTAL CANCER RESECTION: A COST-
UTILITY ANALYSIS.

ePoster AbstrActs eP628

M. Li1, M. Dykstra2, r. snelgrove2, H. Wang2, i. Datta1, 
e. Dixon1, e. rennert-May1, t. crump1

1Calgary, AB, Canada; 2Edmonton, AB, Canada

Purpose/Background: robotic surgery has been increas-
ingly used in rectal cancer resection. However, its cost- 
effectiveness remains controversial and there is a paucity of 
economic evaluations to guide decision-making in robotic 
program implementation. this study aimed to assess the 
cost-effectiveness of implementing a new robotic vs. lapa-
roscopic-assisted program for rectal cancer resection in a 
canadian healthcare setting.

Methods/Interventions: A model-based cost-utility 
analysis using a decision tree was performed. A lifetime 
time horizon, healthcare system perspective and annual 
discount rate of 1.5% were adopted. the base case 
considered a canadian rectal cancer program utilizing 
a da Vinci si robot shared between different surgical 
specialties. the outcome was the incremental cost- 
effectiveness ratio (icer), which was compared to a 
cost-effectiveness threshold of cAn $100,000/quality- 
adjusted life year. Probabilistic and one-way sensitivity 
analyses were performed. three scenario analyses were 
conducted to consider changes in outcome when operating 
time and length of stay from the robotic vs. Laparoscopic 

resection for rectal cancer (roLArr) trial were used, 
when robotic volume was reduced, and when costs of the 
da Vinci Xi robot were used.

Results/Outcome(s): robot-assisted rectal cancer 
resection was cost-effective compared to the laparoscopic 
approach at an icer of cAD $17,500/QALY. results 
were most sensitive to length of stay, operating time 
and complication rate. the robotic approach remained 
cost-effective with inputs from roLArr and costs from 
the da Vinci Xi. However, when robotic volume decreased 
by 78% by assuming the robot was no longer shared 
between specialties, the robotic approach was no longer 
cost-effective.

Conclusions/Discussion: implementation of a new 
robotic program has a higher probability of being cost- 
effective than a laparoscopic program in the setting of 
canadian rectal cancer care, assuming a cost-effectiveness  
threshold of cAD $100,000/QALY and high robotic 
volume. When implementing a robotic program, centres 
should consider length of stay, operating time and minimi-
zation of complications.

INTRAOPERATIVE NEAR-INFRARED 
SPECTROSCOPY (NIRS) ASSESSMENT OF 
COLORECTAL ANASTOMOSIS.

ePoster AbstrActs eP629

F. Disilvio, A. Gazal, V. Lyuksemburg, e. stroumpi, 
J. Fischer, s. tsoraides
Peoria, IL

Purpose/Background: Visual inspection is the most 
relied on technique for assessment of colonic conduits, 
although limited by subjectivity. efforts for a standard-
ized approach have led to the popularity of near-infrared  
fluorescence(niF) imaging with indocyanine green(icG) 
dye. near-infrared spectroscopy(nirs) represents an 
alternative cost-effective, portable, non-invasive method 
to assess tissue viability without use of injectable material. 
it assesses oxygen saturation of hemoglobin rather than 
perfusion. the aim of this study was to determine the 
feasibility of intraoperative assessment using nirs while 
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adding data to the literature of viability with nirs. our 
hypothesis was that nirs would effectively evaluate bowel 
viability.

Methods/Interventions: colorectal resection and anas-
tomosis between December 2018 to october 2020 were 
included in the study. Procedures included: low anterior 
resection(LAr), partial colectomy, total abdominal colec-
tomy(tAc), Hartmann reversal, ileostomy reversal with 
robotic(31), laparoscopic(6), or open(18) technique. tissue 
was assessed by nirs with the use of Kent imaging(calgary, 
Ab, canada) to determine bowel demarcation after vascular 
ligation. surgeon assessment was performed subjectively 
between viable and nonviable bowel. For robotic proce-
dures, nirs of externalized bowel was compared to robotic 
niF imaging(FireFlytM). Primary outcome was correla-
tion with surgeon visual assessment and niF. secondary 
outcome was presence of anastomotic leak.

Results/Outcome(s): 55 patients underwent resection 
with intraoperative nirs: 54.5% LAr, 29.1% partial 
colectomy, 1.8% tAc, 9.1% Hartmann reversal, 5% 
ileostomy reversal. 32 were female and mean age was  
61± 13 years. Diagnoses included: cancer(74.5%), diver-
ticulitis(18.2%), and congenital band, constipation and 
endometriosis each 1.8%. 54 of 55 patients showed adequate 
oxygenation(>70%) of the proximal bowel with the use 
of nirs. surgeon assessment was consistent with niF  
for 89.1% of patients. in cases that utilized niF with 
icG there was 100% correlation when compared with 
nirs(Figure 1). the average oxygen saturation assessed 
by nirs for the proximal healthy bowel was 82.1% ± 7.2%, 
while the distal portion of the bowel was 46.5 ± 15.8%.  
one patient with suboptimal oxygenation on nirs devel-
oped a postoperative leak. there were five leaks in patients 
with adequate saturation on nirs. three were robotic 
LAr’s that had adequate perfusion with FireFlytM. the 
other two cases were an open partial colectomy and open 
Hartmann reversal did not use niF imaging.

Conclusions/Discussion: nirs offers adequate assess-
ment of colonic transection levels with similar results to 
niF while eliminating the need for intravenous injection. 
Levels of 82.1% ± 7.2% were consistent with viability. our 
results show that nirs was comparable to niF is assessing 
viability of bowel. inadequate oxygenation with nirs may 
correlate with risk for anastomotic leak. Limitations to this 
study include small volume.

Figure 1: A - robotic Fluorescence imaging (FireFlytM), b – Kent 
spectroscopy color imaging, c – Kent spectroscopy oxygen saturation 
imaging

HEMORRHOIDAL DISEASE MANAGEMENT 
WITH BAND LIGATION VERSUS 
POLIDOCANOL FOAM SCLEROTHERAPY: A 
SYSTEMATIC REVIEW AND META-ANALYSIS.

ePoster AbstrActs eP630

J. Patel, t. McKechnie, K. Wu, s. sharma, Y. Lee, 
A. Doumouras, D. Hong, c. eskicioglu
Hamilton, ON, Canada

Purpose/Background: symptomatic internal hemor-
rhoids impact up to 40% of the adult population in 
Western society. Multiple trials have compared both 
medical and surgical management options for manage-
ment of symptomatic hemorrhoids. Liquid sclerotherapy 
is an Ascrs-recommended second line treatment option, 
however polidocanol foam sclerotherapy is a relatively 
new treatment approach. this systematic review and 
meta-analysis compares polidocanol foam sclerotherapy 
to rubber band ligation for the management of grade i-iii 
internal hemorrhoids.

Methods/Interventions: systematic review was 
completed in accordance with the Preferred reporting 
items for systematic reviews and Meta-Analyses 
(PrisMA) guidelines. A comprehensive search was 
performed using MeDLine, embase, and centrAL 
databases from inception to August 2022. randomized 
controlled trials and cohort studies comparing sclero-
therapy to rubber band ligation, or studies that evaluated 
sclerotherapy alone for treatment of adult patients (over 
18 years) with internal hemorrhoids were included in the 
review. the primary outcome was therapeutic success 
and the secondary outcomes were treatment-relatedcom-
plications and Hemorrhoids severity score. A pair-wise 
meta-analysis was performed using a Mantel-Haenszel 
random effects model for comparative studies.

Results/Outcome(s): the search yielded 139 cita-
tions, of which 10 full text citations (3 comparative and 
7 single-arm studies) and 4 abstracts (2 comparative and 
2 single arm) were included in the review. For evaluating 
therapeutic success, three studies, roseira et al (2018), 
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Liu et al (2021) and salgueiro et al (2022) were included 
in the meta-analysis. Pooled estimate demonstrated 93% 
(151/163) people in the sclerotherapy group compared to 
75% (68/91) in the rubber band ligation group achieved 
therapeutic success [or 3.39, cl 1.48-7.74, p = 0.00]. 
in comparing the post-procedure morbidity between the 
groups, four studies (roseira et al (2018), Liu et al (2021), 
salgueiro et al (2022), Liu et al (2021)) were included in 
the analysis. Pooled estimates showed the post-procedure 
morbidity was 8% (17/200) in the sclerotherapy group and 
18% (23/128) in the rubber band ligation group [or 0.53 
cl 0.15-1.82, p = 0.31].

Conclusions/Discussion: Polidocanol foam sclero-
therapy was associated with a significantly higher likelihood 
of achieving therapeutic success compared to rubber band 
ligation without differences in post-procedure morbidity. 
these data are significantly limited by heterogeneity of the 
included studies and the number of included studies in the 
meta-analysis. Further comparative studies are required. in 
the interim, foam polidocanol sclerotherapy appears to be a 
safe and efficacious option for treating symptomatic grade 
i-iii internal hemorrhoids.

OPERATIVE OUTCOMES BETWEEN 
FISTULOTOMY AND LIGATION OF 
INTERSPHINCTERIC FISTULA TRACT FOR 
FISTULA IN ANO.

ePoster AbstrActs eP631

s. nahid
Chittagong, Bangladesh

Purpose/Background: Fistula in ano is the benign 
anorectal condition but becomes a major problem for the 
surgeon to cure the disease. it is difficult to treat fistula in 
ano due to high recurrence rate and anal incontinence. 
Ligation of the intersphincteric fistula tract (LiFt) is a new 
surgical procedure in the treatment of fistula in ano with 
the advantage of avoiding anal incontinence and has been 
shown to be successful in the short term.

Methods/Interventions: this comparative study was 
carried out in the Department of surgery of chattogram 
Medical college Hospital, chattogram, during the period 
nov 2019 to nov 2020. A total of 40 patients with fistula 
in ano of both sexes above 18 years were included in this 
study. Fistulotomy patient was considered as a group i and 
LiFt patient was considered as group ii. statistical analysis 
of the results was obtained by using windows computer 
software with statistical Packages for social sciences 
(sPss-version 22).

Results/Outcome(s): the mean age was 42.2±16.8 
years in group i and 41.3±13.58 years in group ii. Male 
to female ratio was 19:1 and 15:5 in group i and group 

ii respectively. More than a half (55.0%) of the patients 
had bleeding in group i and 2(10.0%) in group ii. More 
than one third (40.0%) patients had sphincter injury in 
group i and 1(5.0%) in group ii. the mean VAs scoring 
at 7th PoD was 6.3±1.0 in group i and 4.6±1.1 in group 
ii. the mean VAs scoring differences at 7thPoD,2 weeks, 
6 weeks, 12 weeks, and 6 months were statistically signif-
icant (p<0.05) between two groups. regarding the wound 
healing, 15(75.0%) patients at 6 months had healed in 
group i and all patients healed in group ii at 6 months. the 
difference was statistically significant (p<0.05) between 
two groups. incontinence was found 2(10.0%) and 0 (0%) 
in group i and group ii respectively. the difference was 
not statistically significant (p>0.05) between two groups 
at 6 months follow-up. Persistent symptoms were found 
3 (15.0%) in group i and LiFt failure found 1(5.0%) in 
group ii at 6 months follow-up. the difference was not 
statistically significant (p<0.05) between two groups at  
6 months follow-up.

Conclusions/Discussion: LiFt offers the benefit of a 
decreased postoperative pain, faster wound healing with 
no incidence of incontinence, with a low failure rate in 
comparison with Fistulotomy. the LiFt technique is 
simple and easy to learn and is a good choice for the treat-
ment of Fistula in Ano.

CLINICAL OUTCOMES OF LASWER 
HEMORRHOIDOPLASTY WITH FEEDING 
VESSELS HIGH LIGATION.

ePoster AbstrActs eP632

K. chen
Taichung, Taiwan

Purpose/Background: Laser hemorrhoidoplasty(LHP), 
which has been a new choice of minimally invasive 
treatment of hemorrhoids. Hypertrophic hemorrhoidal 
tissue was denatured by diode laser through probe. this 
procedure is indicated in grade 2 and 3 hemorrhoids. in 
addition, we suture ligated feeding vessels of hemorrhoidal 
tissue (3’, 7’ and 11’ of anus) before LHP that expected 
better effort and less postoperative hemorrhage. the aim 
of this study was to describe our current technique and 
identify the efficacy and complications. Also, the outcomes 
were compared with traditional hemorrhoidectomy.

Methods/Interventions: From september 2020 to 
August 2022, patients who received hemorrhoidectomy 
were included. the outcomes included operation time, 
postoperative pain, acute urine retention rate, length 
of stay, early bleeding and 28-days readmission rate and 
reasons. in the LHP group, hemorrhoids supplying vessels 
at 3’, 7’, 11’ of anus were suture ligated with 3-0 Vicryl 
first. A diode laser device was employed under a wave-
length of 1470mm, average energy of 316J each area. once 
has been completed, icicle was inserted into anal canal for 
2 minutes.
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Results/Outcome(s): 397 patients were included (202 
females, mean age 50.7 years). 185 patients received LHP 
and the remaining 212 received traditional the average 
length of stay in the LHP group was 0.96 days, 1.18 days in 
the traditional group. Postoperative pain was recorded by 
using a 10-point visual analog scale (VAs). Average VAs 
2 hours after operation was 3.28 versus 4.11. Postoperative 
day 1 average VAs was 1.27 versus 1.75. early postopera-
tive bleeding rate was 0.011(2/185) versus 0.052(11/212). 
Acute urine retention rate was 0.059 (6/185) versus 
0.132(28/212). in LHP group, there were 3 patients read-
mitted within 28 days after discharge. two of them had 
complications of postoperative bleeding. other complica-
tions included stricture(1/185), abscess formation(2/185).

Conclusions/Discussion: Laser hemorrhoidoplasty has 
been already used widely with less postoperative pain and 
less early bleeding and acute urine retention rate espe-
cially. We started to develop this procedure since 2020 
and we also do feeding vessels high ligation additionally. 
Most patients who received this procedure were satisfied 
with the outcomes including symptoms relieving and 
better appearance. Further following up of hemorrhoid 
recurrence and prospective randomized controlled studies 
are needed.

NURTURE OR NATURE: CAN ENHANCED 
RECOVERY PATHWAYS OVERCOME PATIENT 
FRAILTY.

ePoster AbstrActs eP633

e. McAtee, b. Levy, J. castle, W. Wilt, A. bhakta
Lexington, KY

Purpose/Background: Frailty is significantly associated 
with post operative morbidity and mortality, leading to 
increased healthcare utilization and poor post operative 
quality of life. We hypothesize patients can be risk strat-
ified based on their modified frailty index independent of 
enhanced recovery protocol (erP) interventions.

Methods/Interventions: Following institutional review 
board approval, patients from a high volume colorectal 
cancer center were queried from the institutional national 
surgical Quality improvement Program database from 
2013-2018. Patients were stratified into frailty risk cohorts 
of either no frailty, low, moderate, or severely frail based 
on their modified frailty index. cohorts were compared 
secondary to their adherence to erP. odds ratios for 
each factor were then used to calculate a corresponding 
frailty score for each patient, then used to stratify frailty in 
groups. A chi-square analysis of frailty group by morbidity 
was calculated to examined morbidity composite scores for 
each frailty group.

Results/Outcome(s): chi-square analysis revealed that 
morbidity composite scores among patients who did and 
did not receive erP treatment in the high frailty group 
did not differ (p-value .552). Morbidity composite scores 

among not frail, low frailty, and moderate frailty groups 
did differ significantly (p-value < .001). Morbidity events 
were noted to correlate significantly to frailty (p < .001), 
with patients in the high frailty group having readmission 
rates of greater than 20% and 30-day mortality rate of 10%.

Conclusions/Discussion: erP guidelines were created 
with the goal of improving clinical outcomes after elec-
tive colorectal surgery, however, frailty is an independent 
predictor of poor post-operative outcomes, regardless of 
erP adherence. therefore, preoperative counseling is a 
necessary component of wholistic colorectal care to ensure 
patient satisfaction and optimal healthcare utilization.

CUTANEOUS METASTASIS FROM SIGMOID 
CANCER.

ePoster AbstrActs eP634

r. ALMeiDA, J. Fayad, r. Periard, A. Leão, L. caputo, 
s. borges, D. Leal, A. Almeida
Rio de Janeiro, Brazil

Purpose/Background: We present the case of a 
72-year-old male patient referred to the coloproctology 
Department of the Hospital Federal de ipanema rJ/Ms 
for evaluation of an ulcerative-infiltrative lesion on the 
anal margin, which later proved to be a metastasis of an 
adenocarcinoma of the sigmoid.

Methods/Interventions: We will present the data from 
the physical examination, colonoscopy and imaging find-
ings and the management we chose for treatment.

Results/Outcome(s): Patient was referred to the 
coloproctology service for investigation of a lesion on 
the anal margin, with ulcerated surface, infiltrated base, 
measuring 7.3 x 6.5 x 4.0 cm and evolving over two years.. 
At the initial consultation, proctologic examination could 
not be performed due to severe pain. We scheduled an 
examination under sedation and colonoscopy, believing it 
to be adenocarcinoma of the rectum fistulizing to the anal 
margin. Magnetic resonance imaging of the pelvis identi-
fied a tumor in the left anal margin and in the proximal 
sigmoid a stenosis of neoplastic appearance with multiple 
lymph nodes committed to the inguinal and external iliac 
chain. the lesion was located between 3 and 7 o’clock, 
superficially infiltrating the external anal sphincter and 
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with a broad base of implantation in the skin and subcu-
taneous cellular tissue of the region. this study did not 
identify involvement of the rectum or mesorectal fat. 
During colonoscopy, a infiltrating tumor was observed in 
the sigmoid, beginning 25 cm from the anal border, with 
a proximal extension of 5 cm, whose histopathological 
report of the biopsy confirmed it was a moderately differ-
entiated adenocarcinoma. Analysis of the material sent 
to us revealed that it was also a moderately differentiated 
adenocarcinoma affecting the chorion and ulcerating the 
squamous epithelium, suggesting that it was a metastasis. 
tomographic studies did not identify any liver or lung 
metastases, and the carcinoembryonic antigen level was 
6.52 ng/mL (reference value: up to 5.0 ng/mL). We chose 
to perform a wide resection of the skin lesion with primary 
reconstruction by the Plastic surgery service using a V-Y 
flap and concomitant Hartmann rectosigmoidectomy with 
preservation of the rectum, aiming at a possible reestab-
lishment of the intestinal transit, if there was no signifi-
cant sphincter impairment. the histopathological study 
of the surgical specimens classified the sigmoid lesion as 
pt3, pn1a. A lesion morphologically compatible with the 
colorectal primary was also observed in a surgical specimen 
of the anal margin. both showed surgical margins free of 
neoplasia.

Conclusions/Discussion: the case reported here illus-
trates a rare site of metastasis from colorectal cancer 
treated surgically with complete removal of the primary 
lesion and the skin lesion with preservation of adjacent 
structures (sphincter complex and rectum) aiming to allow 
a better quality of life for the patient postoperatively and 
the possibility of reconstructing after the end of adjuvant 
treatment.

COVID-19: CHANGES IN COLORECTAL 
CANCER CARE AND IMPACT ON SURGICAL 
OUTCOMES, A SINGLE-INSTITUTION 
EXPERIENCE.

ePoster AbstrActs eP635

r. Arean sanz, A. ore, K. Arndt, K. crowell, t. cataldo, 
e. Messaris, A. Fabrizio
Boston, MA

Purpose/Background: the coViD-19 pandemic led to 
several challenges in the management of surgical patients. 
the aim of the current study is to evaluate its impact on 
the surgical care of patients diagnosed with colorectal 
cancer (crc).

Methods/Interventions: We retrospectively identified 
patients who underwent surgical management for crc 
from January 2018 to December 2021 at a single academic 
medical center. Patients who underwent surgery before 
the pandemic were compared to those who had surgical 
care during the pandemic. the primary outcome was time 
from colonoscopy to initiation of treatment (neoadjuvant 
therapy [nAt] and/or surgery). secondary outcomes 
included postoperative complication rates.

Results/Outcome(s): We identified 436 patients who 
underwent surgery for colon (71.1%) and rectal (28.9%) 
cancer, of which 58.3% had their procedure before and 
41.7% during the pandemic. For colon cancer, although 
not statistically significant, more colonoscopies were 
performed following symptom onset during the pandemic 
(67% vs 57%), while screening colonoscopies dropped 
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from 33% to 23%. Moreover, a higher proportion of 
patients were classified as AsA 3 and 4 during the 
pandemic (58% vs 45% and 2.3% vs 1.6% [p = 0.049], 
respectively). For rectal cancer, there were more patients 
diagnosed with stage iii disease at the time of surgery (31% 
vs 15%, p = 0.03) during the pandemic. regarding colon 
cancer patients, time from colonoscopy to resection was 
shorter during the pandemic (27 vs 32 days, p = 0.026). 
there were no differences in time from diagnosis to nAt 
or from nAt to surgery for rectal cancer patients. colon 
cancer patients who had surgery during the pandemic 
showed longer operative times (154 vs 127, p < 0.001), 
lower rates of robotic surgery (8.2% to 2.3% [p = 0.029]), 
and decreased rate of discharge to rehabilitation (8.2% 
vs 2.3% [p = 0.029]). similarly, robotic surgery for rectal 
cancer decreased from 60% to 35% (p = 0.006) in contrast 
to laparoscopic surgery, which increased from 29% to 
46% (p = 0.048). When performing subgroup analysis by 
ethnicity and insurance status, there were no differences in 
the outcomes evaluated.

Conclusions/Discussion: the coViD-19 pandemic 
impacted cancer care in multiple ways. We identified more 
colonoscopies were performed after onset of symptoms 
versus asymptomatic screenings. At our institution, once 
cancer was diagnosed, nAt and surgical care were not 
delayed. rectal cancer patients showed more advanced 
disease and surgical cases seemed to be more complex as 
demonstrated by an increase in operative time and higher 
AsA. coViD-19 further impacted patient care by limiting 
discharge to rehabilitation facilities. As we continue to see 
the effects on patient care due to coViD-19, strategies to 
prevent delays in cancer diagnosis and treatment should 
continue. Further long-term evaluation of the coViD-19 
impact on crc management and outcomes is needed to 
identify patients in need of expedited care.

THE IMPACT OF STANDARDIZED ROBOTICS 
COURSE TRAINING DURING COLORECTAL 
SURGERY RESIDENCY ON POST TRAINING 
PRACTICE: A SURVEY OF GRADUATES.

ePoster AbstrActs eP636

A. bastawrous2, H. bossie3, i. shih3, M. soliman4, 
r. cleary1

1Ypsilanti, MI; 2Seattle, WA; 3Sunnyvale, CA; 4Altamonte 
Springs, FL

Purpose/Background: the Association of Program 
Directors for colon and rectal surgery (APDcrs) has 
sponsored a standardized robotics course for colon and 
rectal surgery residents and minimally invasive surgery 
fellows since 2011 to offer residents an opportunity for 
exposure to this approach during the fellowship training 
year. this survey study aims to assess the effect of 
this program on the minimally invasive practice trends 
following fellowship training.

Methods/Interventions: An anonymous, internet-based 
42-question survey was sent via Qualtrics® to graduates 
of AcGMe-accredited colorectal surgery programs from 
2016-2022 using an email listserv. the survey questions 
were designed to determine the impact of the APDcrs-
sponsored course on surgical approaches adopted by young 
colorectal surgeons after fellowship training. All study vari-
ables are summarized using frequencies and proportions 
to offer a descriptive overview of training experiences by 
cohort.
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Results/Outcome(s): the survey response rate was 
27.1% and is ongoing. 95.7% participated in the APDcrs-
sponsored robotic course and respondents are currently 
distributed across community (46.4%), university (30.9%), 
non-university academic (16.5%), and military (2.06%) 
practices evenly distributed across geographic regions. 
During general surgery residency, 97.9% had laparoscopic 
colorectal experience with 44.7% completing more than 
25 cases; only 61.7% had robotic experience and only 
7.5% completed more than 25 cases. During colorectal 
surgery residency, all respondents received laparoscopic 
training with 50.0% performing more than 50 cases. in 
contrast, 93.6% had robotic exposure and only 33.0% 
performed more than 50 cases. During the first year after 
fellowship training, 22.4% performed ≥25 open cases, 
30.6% performed ≥25 laparoscopic cases, 5.9% performed 
≥25 HA-lap cases and 38.8% performed ≥25 robotic cases. 
robotics is currently utilized by 94.9% of respondents and 
47.1% have completed ≥50 robotic cases since fellowship, 
with 92.2% completing their first robotic case within 1 
year after fellowship. respondents reported that ≥75% of 
elective colectomies and ≥75% of rectal resections were 
done robotically by 33.3% and 53.6%, respectively. While 
82.9% of respondents agree (21.1%) or strongly agree 
(61.8%) that the APDcrs robotics training course met 
expectations, 80.3% agree or strongly agree that the course 
prepared them for post-graduate robotics practice. the 
most common barrier for utilizing the robotic approach is 
gaining access to a robot (37.2%).

Conclusions/Discussion: the APDcrs-sponsored 
robotics training course met expectations and prepared 
colorectal surgery residents for adopting the robotic 
approach after graduation, with the majority of respon-
dents reporting that they utilize robotics in their colorectal 
practice post-graduation.

SPEAKING STOMA: A NEEDS ASSESSMENT OF 
PATIENT-PROVIDER COMMUNICATION AND 
PATIENT-CENTERED CARE FOR INDIVIDUALS 
WITH OSTOMIES.

ePoster AbstrActs eP637

b. Lazenby, e. Donovan, r. Dailey, A. Guidry, s. ivatury
Austin, TX

Purpose/Background: one million people live with 
an ostomy in the Us. ostomates benefit from effective 
communication with their physicians about their care; 
however, many find these conversations difficult and 
burdensome. the purpose of this study is to better under-
stand communication difficulties ostomates face when 
communicating with their physicians.

Methods/Interventions: We conducted semi-struc-
tured interviews and focus groups with individuals who 
have had an ostomy for at least a year. the interviews 
discussed challenging interactions participants have had 
since receiving their ostomies, including difficult interac-
tions with physicians. We conducted inductive thematic 
analysis of interview transcripts and identified common 
themes.

Results/Outcome(s): Participants expressed oppor-
tunities to improve both their own communication and 
physician communication. First, participants found that 
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deciding whether or not to ask for a second opinion was 
often difficult, particularly when ostomy resources may be 
difficult to find. second, participants described a need to 
discuss the importance of finding what works for them and 
for physicians to include examples of different strategies for 
ostomy care rather than one method only. Finally, partici-
pants desired more optimistic communication about bene-
fits of ostomies. For instance, participants preferred when 
physicians emphasized how ostomies could offer immediate 
relief and improve quality of life.

Conclusions/Discussion: People with ostomies noted 
communication difficulties with their physicians regarding 
medical care such as requesting second opinions on their 
condition and ostomy care. they also expressed the need 
for more physician optimism regarding ostomies. Future 
work should address these issues to improve patient- 
centered care for people with ostomies. 

IMPACT OF A MODULAR SURGICAL 
TRAINING PROGRAM ON PERIOPERATIVE 
AND ONCOLOGICAL OUTCOMES IN ROBOTIC 
RECTAL CANCER SURGERY.

ePoster AbstrActs eP638

G. Piozzi, s. stefan, r. Harvitkar, n. sakib, J. Khan
Portsmouth, United Kingdom

Purpose/Background: robotic approach is rapidly being 
adopted in colorectal oncological surgery. However, struc-
tured training programs for robotic colorectal surgery have 
been limited due to the lack of suitable trainers, limited 
accredited training programs and curricula, and scarcity of 
dual console systems. Moreover, concerns on suboptimal 
surgical outcomes and longer operating times limit the 
training opportunities for a novice robotic surgeon. the 
aim of the study was to compare the perioperative and 
oncological outcomes of robotic total mesorectal excision 
(rtMe) for rectal cancer performed by expert consultants 
only and by surgical trainees in a modular surgical training 
program.

Methods/Interventions: consecutive rtMe cases were 
reviewed retrospectively from a prospectively maintained 
institutional database between october 2013 and october 
2017 and divided into two groups. Group i: rtMe 
performed by expert consultants only (May 2013-June 
2015). Group ii: rtMe performed by surgical trainees 
in a modular surgical training program under direct 
supervision (July 2015-December 2017). trainees were 
pursuing a six-month robotic colorectal fellowship. rtMe 
training module was divided into five modules which were 
performed in a stepwise fashion with increasing degrees of 
complexity. Video footage was recorded and revised post-
operatively. Demographic, perioperative, and oncological 
data were collected.

Results/Outcome(s): A total of 238 rtMe resections 
were performed (Group i: n=99, Group ii: n=139). 

Four trainees operated in Group ii with 37.5 modules 
performed in total by each trainee. Patients’ character-
istics were similar between groups regarding age (69/67 
years), sex (male 69/66%), and bMi (26/27 kg/m2). AsA 
iii was higher in group i (24/7%, p=0.005). operating 
time (251/263 minutes), morbidity rates (16/11%), mean 
intraoperative blood loss (17/13 ml), r0 resection rates 
(92/93%), and harvested lymph node count (19/19) were 
similar between groups. there were no conversions in 
either group. there was no difference between the two 
groups in terms of length of stay (6 days), anastomotic leak 
(4/5%), and return to theatre (4/3.6%). Median follow-up 
was 65 months. 5y overall survival (83 vs. 90%, p=0.62) 
and 5y disease-free survival (80.6 vs. 84.8%, p=0.96) were 
similar between groups.

Conclusions/Discussion: this modular surgical training 
program for rtMe maximizes the training experience for 
the trainee without affecting the perioperative and onco-
logical outcomes of rectal cancer patients. each rtMe can 
be performed by multiple trainees with different skills on a 
skill-proficiency basis, optimizing the training experience. 
Video footage revision could be a key component for feed-
back analysis.

NEOADJUVANT CHEMOTHERAPY COULD BE 
COMPLETED AS PLANNED IN MOST PATIENTS 
WITH LOCALLY ADVANCED COLON CANCER 
AND INCOMPLETE COLONOSCOPY: A 
RETROSPECTIVE COHORT STUDY.

ePoster AbstrActs eP639

Z. Jin Quan, s. He, W. runxian, r. Dou
Guangzhou, China

Purpose/Background: current evidence has shown 
oncological benefit of neoadjuvant chemotherapy for 
patient with locally advanced colon cancer (LAcc). 
However, LAcc often presents with stenotic bowel lumen, 
resulting in incomplete colonoscopy (ic) and potential of 
imminent bowel obstruction. Whether the stenosis will 
alleviate or aggravate after chemotherapy is unknown; this 
uncertainty and fear of obstruction prevents patients from 
receiving optimal treatment. this study aimed to evaluate 
the feasibility and safety of neoadjuvant chemotherapy in 
patients with LAcc and ic.

Methods/Interventions: this retrospective study 
included 124 patients diagnosed with LAcc and ic 
between 2013 and 2020. Primary outcomes of this study 
were discontinuance of planned 4 to 6 cycles, or 2 to 3 
months of neoadjuvant chemotherapy.

Results/Outcome(s): out of the 124 patients undergoing  
neoadjuvant chemotherapy, 35 developed obstruction 
(33) or perforation (2), 3 discontinued chemotherapy 
due to severe adverse reaction, and the remaining  
86 patients completed planned treatment uneventfully. 
Among the 35 patients with obstruction or perforation, 
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16 resumed and completed neoadjuvant chemotherapy  
(11 after conservative treatment, 1 after change of regimen, 
and 4 after stenting), 1 discontinued chemotherapy to have 
transverse colostomy, and 18 discontinued chemotherapy 
to have the primary tumor resected. of these 18 patients, 
6 also received stoma, 2 of which were Hartmann stomas. 
to conclude, 102 (82%) patients completed neoadjuvant 
chemotherapy as planned. serum carbohydrate antigen 
19-9 (cA19-9) > 105 U/mL (three times the upper limit 
of normal) was associated with discontinuance of planned 
chemotherapy (64.71% vs 26.19%; or = 5.07; p < 0.005). 
in multivariate analysis, cA19-9 > 105 U/ml was indepen-
dent risk factor for discontinuance (or = 8.94; 95% ci, 
1.54-74.2; p < 0.05).

Conclusions/Discussion: For most patients with LAcc 
and ic, neoadjuvant chemotherapy can be completed as 
planned. Patients with increased serum level of cA19-9, 
especially those with cA19-9 > 105 U/ml, are at higher risk 
of discontinuance of neoadjuvant therapy.

PREHABPAL: A DIGITAL TOOL FOR OLDER 
ADULTS TO INCREASE ENGAGEMENT WITH 
PREHABILITATION.

ePoster AbstrActs eP640

K. ogomori1, J. broering1, c. Kin2, G. chang3, 
e. Finlayson1

1San Francisco, CA; 2Stanford, CA; 3Houston, TX

Purpose/Background: older Adults who undergo 
surgery for colorectal cancer are at substantial risk of 
surgical complications, including discharge to a facility 
or death. by increasing resilience, pre-operative rehabil-
itation or “prehab” has been shown to mitigate adverse 
outcomes. However, there are multiple barriers to prehab 
implementation, including high cost, patient flow logistics, 
and the multidisciplinary expertise required to develop 
the programs. this abstract describes the protocol for 
a multi-site randomized clinical trial investigating a 
novel, web-based application for remote prehab aimed 
at increasing patient engagement in prehabilitation and 
improving clinical outcomes.

Methods/Interventions: this randomized clinical trial 
will be conducted at three high volume cancer centers. 
Patients age 65 years and older, are scheduled for colorectal 
cancer surgery, and have regular access to internet will be 
eligible for enrollment. Patients will be randomized to one 
of two study arms for prehabilitation activities: 1) digital 
prehabilitation via the PrehabPal web app (intervention 
arm, Arm 1) or 2) written prehabilitation instructions 
(usual care, Arm 2). the PrehabPal app was adapted from 
a prior in-person prehab clinic with input from patients 
and clinicians, and has been successfully piloted by more 
than 200 oncologic surgery patients at our institution. 
the written materials will include the same prehab core 
content as the web app. We will enroll at least 40 patients 

per site. Using data collected through chart review, patient 
self-entries, and surveys administered by study staff, we will 
compare the effect of the web app on patient engagement 
and adverse outcomes as compared to traditional written 
materials.

Results/Outcome(s): the effect of prehab will be 
compared between subjects randomized to the webapp 
(Arm 1) and written instructions (Arm 2). the primary 
outcome measure is the proportion of available days 
before surgery that the subject engaged in prehabilitation 
activities. secondary outcome measures include, surgical 
complications, hospital length of stay and 30-day readmis-
sion, and functional status at 8 weeks.

Conclusions/Discussion: Although prehab in older 
adults has been demonstrated to reduce healthcare costs 
and improve surgical outcomes, implementation is currently 
limited in the United states. if digital, remote prehabilita-
tion is found to increase patient engagement and mitigate 
adverse outcomes in colorectal cancer patients after 
surgery, prehab webapps may fill this critical gap.

THE EFFECT OF MINIMALLY INVASIVE 
SURGERY ON TIME TO INITIATION OF 
ADJUVANT CHEMOTHERAPY FOR COLON 
CANCER.

ePoster AbstrActs eP641

A. Mesiti1, M. Herre1, Y. Qiu1, J. Zell2, A. Pigazzi1, 
M. Jafari1
1New York, NY; 2Orange, CA

Purpose/Background: Adjuvant chemotherapy (Ac) 
is the standard of care for patients with high-risk stage 
2 or 3 colon cancer. Multiple studies have shown that 
increased time to initiation of adjuvant chemotherapy 
(tiAc) worsens overall survival. However, data regarding 
the effect of minimally invasive surgery on tiAc is limited. 
the purpose of this study is to determine if the type 
of surgical approach affects time to receipt of adjuvant 
chemotherapy for patients with colon cancer utilizing data 
from the national cancer Database (ncDb).

Methods/Interventions: Patients in the ncbD diag-
nosed with colon cancer between 2010-2019 were cate-
gorized based on surgical approach: open, laparoscopic 
and robotic. Demographics and clinical characteristics 
between the three groups were compared using AnoVA, 
Kruskal-Wallis or chi-square tests, as appropriate. tiAc 
was defined as days between surgery and first dose of 
Ac. Multivariable regression was performed to determine 
factors independently associated with tiAc. cox propor-
tional hazards regression models were used for survival 
analyses. Data analysis was performed using r Version 
4.1.2 (the r Foundation for statistical computing).

Results/Outcome(s): 77,697 patients with stage 2 
or 3 colon cancer who received adjuvant chemotherapy 
were identified. 45.6% underwent open resection, 45.2% 
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underwent laparoscopic resection and 9.3% underwent 
robotic resection. the median tiAc was 42 days for robotic 
surgery, 43 days for laparoscopic surgery and 47 days for 
open surgery. on multivariable linear regression, laparo-
scopic (or -3.9 days; 95% ci -4.28 - -3.52; p-value<0.001) 
and robotic surgery (or –4.6; 95% ci -5.25- -3.94; 
p-value<0.001) were independently associated with earlier 
receipt of adjuvant chemotherapy. on cox proportional 
hazard modeling increased number of days from surgery 
to receipt of adjuvant chemotherapy was independently 
associated with worse overall survival (Hr 1.006; 95% ci 
1.005-1.006; p-value<0.001) when controlling for comor-
bidities, stage, age and sex. Additionally, robotic (Hr 0.63;  
95% ci 0.58-0.68; p-value<0.001) and laparoscopic resec-
tion (Hr 0.73; 95% 0.71-0.76; p-value<0.001) were 
independently associated with improved overall survival 
compared to open surgery after adjustment for each of the 
above relevant clinical factors and tiAc.

Conclusions/Discussion: We found a survival benefit 
for earlier receipt of adjuvant chemotherapy in patients 
with colon cancer. Although patients who undergo mini-
mally invasive colectomy receive Ac slightly sooner, the 
true potential of Mis in reducing the time to initiation of 
chemotherapy needs to be investigated in future prospec-
tive trials.

NOVEL CRITICAL REVIEW OF PROGNOSTIC 
SCORING SCALES – NELA AND POSSUM – 
FOR EMERGENCY COLORECTAL MAJOR 
SURGERIES.

ePoster AbstrActs eP642

D. Yeo, H. chi, J. Ladlad, c. chong, D. Aw, J. ng, 
L. Ho, F. Koh
Singapore, Singapore

Purpose/Background: existing risk stratification 
models such as the national emergency Laparotomy 
Audit (neLA) and Physiologic and operative severity 
score (PossUM) have been designed to assist in predic-
tion of outcomes in emergency surgery (es). However, in 
existing literature, these scores have yet to be tested in 
colorectal-specific emergency surgeries which may have 
high morbidity and mortality rates.

Methods/Interventions: A review of prospectively 
collected data of all major emergency colorectal surgeries 
from 2019 to 2022 in a single institution in singapore was 
performed. Peri-operative AsA, neLA and PossUM 
scores were calculated and compared with observed short-
term surgical outcomes, such as clavien-Dindo (cD) 
morbidity classification, 30-day mortality and duration 
of hospitalisation, to determine the accuracy of such risk 
models.

Results/Outcome(s): A total of 165 adult patients who 
underwent major emergency colorectal surgeries between 
May 2019 to May 2022 were included. isolated ostomy 

creations without resections were excluded. incidence of 
morbidity cD classification ≥3b, 30-day mortality, and 
duration of hospitalisation ≥10 days were 22.4%, 3.6%, 
and 67.9% respectively. Analysis of receiver operating 
characteristic (roc) curves demonstrated that neLA 
was a better predictor of both mortality (0.862 vs 0.829) 
and length of stay (0.829 vs 0.746) when compared to 
PossUM. However, both neLA and PossUM were poor 
estimators of morbidity ≥3b cD classification (AUc 0.772 
vs AUc 0.682).

Conclusions/Discussion: this review of prognostic 
scoring systems in a novel subgroup of patients showed 
that neLA risk stratification model is useful predictor of 
30-day mortality and duration of hospitalisation for major 
emergency colorectal surgeries.
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AI EMPOWERMENT FOR LAPAROSCOPIC 
SURGERY.

ePoster AbstrActs eP643

s. Minami, n. Miyoshi, s. Fujino, Y. sekido, t. Hata, 
A. Hamabe, t. ogino, H. takahashi, M. Uemura, 
H. Yamamoto, Y. Doki, H. eguchi
Suita, Japan

Purpose/Background: Artificial intelligence (Ai) has 
made dramatic progress in various fields in recent years, 
from daily life to medical field. in our clinical field, we 
use the 2D tomographic image data of the Digital imaging 
and communication in Medicine (DicoM) standard, 
and the DicoM data such as computed tomography 
(ct) are converted to the three-dimensional (3D) data 
that are widely utilized, and they can be reconstructed to 
show the surface/body information (e.g., visceral, vessels, 
muscles, or bone). in the process, it is necessary to convert 
the two-dimensional (2D) tomographic image data into 
the 3D data composed by polygon. in order to construct 
an accurate real model, it is necessary to obtain sufficient 
information which is a sort of measurement information 
provided by the 2D data photographed by the fine slices. 
While the 3D data are useful to consider and estimate the 
general treatment in laparoscopic gastrointestinal surgery, 
we cannot handle the data during surgery “directly”. if we 
can control the data, like a real model constructed by the 
3D data by “touch,” it is very helpful for a simulation of 
laparoscopic surgery and evaluation of the anatomy and 
location around tumor as to oncological surgery. Although 
3D data are helpful for the patients to understand the 
disease and treatment policy, they also enable medical 
staff/team to recognize the spatial image.

Methods/Interventions: We have launched a project 
using 3D view device powered by Ai and wearable tools.

Results/Outcome(s): We use the benefit to project the 
3D data in laparoscopic surgery as a navigation surgery 
using this system, which helps us to perform oncological 
surgery with functional preservation even in the limited 
surgical space in the abdominal cavity. it enables us to 
detect the location, specifically, easily and safely, without 
examination by handling the Pc or keyboards.

Conclusions/Discussion: We report the present image-
guided, navigation surgery and the future.

ENDOLUMINAL VACUUM DEVICE CREATION.
ePoster AbstrActs eP644

V. raj, J. chen, s. Husain
Columbus, OH

Purpose/Background: Gastrointestinal perforations and 
leaks have historically caused significant morbidity and 
mortality. Advanced endoscopic techniques have revolu-
tionized minimally invasive techniques in addressing leaks 
(e.g. esophageal stents). endoluminal negative pressure 

wound therapy has been introduced as a possible technique 
for treating colorectal anastomotic leaks in appropriately 
selected patients. However, resources demonstrating the 
creation of the endosponge are limited. We thereby 
present a video exhibiting a technique used to create the 
endosponge with a nasogastric tube.

Methods/Interventions: the patient initially presented 
with an infected presacral cystic lesion and underwent 
excision of a 9.5 x 11 x 10 cm lesion, ultimately requiring 
excision of the posterior rectal wall, coccyx, and creation 
of a loop sigmoid colostomy. Despite months of appropriate 
diversion, the posterior rectal wall failed to heal adequately 
upon repeat evaluation. endoluminal negative pressure 
wound therapy was thereby recommended.

Results/Outcome(s): An endosponge was created using 
a small-bore nasogastric tube and negative pressure wound 
therapy supplies. the black sponge from the wound vac 
was cut to fit the rectal cavity being treated. the sponge 
was then secured onto the distal end of the nasogastric 
tube using a two-point anchor technique as demonstrated 
in the video and the nasogastric tube was connected to the 
wound vac tubing. the patient started negative pressure 
wound therapy on 7/26, returned to the operating room 
for wound vac exchanges every 2-3 days thereafter, and 
successfully healed within three weeks.

Conclusions/Discussion: endoluminal negative pres-
sure wound therapy remains a viable therapeutic approach 
for select patients presenting with gastrointestinal leaks.

ANAL MELANOMA: A PATHOLOGY MORE 
DESCRIBED IN BOOKS THAN SEEN IN REAL 
LIFE.

ePoster AbstrActs eP645

b. Morales eslava, A. Lagunes
Villahermosa, Mexico

Purpose/Background: Anal melanoma (AM) is a rare 
tumor, with poor prognosis. the first case was reported by 
Moore in 1857 and, so far, approximately 500 cases have 
been reported (2). it has an incidence of 0.4% - 1.6% of 
all malignant melanomas, <1% of all anorectal neoplasms 
and the incidence rate of AM is approximately 2.7 cases 
per 10 million population per year in the United states.
(3, 4). its clinical picture does not usually differ from other 
anal sphincter tumors, even simulating benign pathologies, 
being predominantly rectorrhagia, it can also be accompa-
nied by anal pain, pruritus or sensation of mass.(3) therapy 
has not been standardized due to the low incidence of this 
disease and the lack of clinical experience. surgical exci-
sion is the main treatment option, but the selection of 
abdominoperineal resection (APr) or local excision (Le) 
remains controversial (5, 6). currently remains a highly 
lethal disease; overall, patients with anorectal melanoma 
have a median overall survival (os) of 17 months and a 
5-year survival rate of 17%. Patients with localized disease 
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have a median os of 29 months and a 5-year survival 
rate of 25.6%, which is significantly superior to those with 
regional (median os of 21 months, 5-year rate of 16.1%) 
and distant (median os of 7 months, 5-year rate of 8.9%) 
groups.(7)

Methods/Interventions: We present the case of a 
73-year-old woman, with no relevant medical history, who 
was referred to our private colorectal practice, with a clin-
ical picture of long evolution, composed of rectorrhagia, 
sensation of lump in the anus and anal pain while defe-
cating. Anal inspection identified a mass of approximately 
8 centimeters in diameter, macroscopically compatible 
with anal melanoma (Figure 1, 2). the result of the ct 
scan and colonoscopy showed that it was a localized 
disease and she was offered local excision as treatment, 
which he accepted.

Results/Outcome(s): Local excision was performed 
(Figure 3, 4) and the surgical product was sent to 
pathology confirming the diagnostic suspicion. Adjuvant 
treatment with chemotherapy was offered and refused. 
A clinical follow-up of 6 months has been performed, in 
which no remission of the disease has been demonstrated.

Conclusions/Discussion: the infrequent incidence 
of AM, its nonspecific clinical features and its similarity 
to benign anorectal etiologies may lead to late diagnosis, 
and its aggressive behavior carries a poor prognosis. Am 
currently has no treatment guidelines; the choice of thera-
peutic approach should be carefully considered. the stage 
of the disease is the most important determinant of prog-
nosis in AM. Le with adjuvant chemoradiotherapy should 
be considered in selected patients with small tumors that 
are suitable for Le. However, APr should be offered for all 
advanced and deeply infiltrating lesions in which Le is not 
possible or as salvage after local recurrence. early diagnosis 
and a tailored multidisciplinary treatment plan would 
likely improve the outcome of MA treatment.

A RARE CASE OF SITUS INVERSUS 
AMBIGUOUS AND COLON CANCER 
PRESENTING AS ADULT INTUSSUSCEPTION.

ePoster AbstrActs eP646

J. Hernandez
Pasig City, Philippines

Purpose/Background: situs inversus (si) is a rare 
congenital abnormality in laterality of internal organs with 
incidence rate of 1 per 20,000. si ambiguous (hetero-
taxy) is much rare than totalis but both types are not 
premalignant and does not confer higher potential for 
malignancy.1,2,5 there is no proven direct correlation with 
cancer incidence and si abnormality but its presence poses 
treatment dilemma and confusion with actual disease 
creating surgical complication intra-operatively and poses 
varied post operative outcome from unplanned radical 
resection.

Methods/Interventions: A rare case of 61yo Filipino 
female presenting with nine months history of epigastric 
pain, loose stools, and anemia. Her abdomen was flat 
but with fullness at the supraumbilcal area to epigas-
tric area without signs of peritonitis. endoscopic biopsy 
showed adenocarcinoma. ct scan showed distinct colonic 
segments on the left while small bowels predominantly on 
the right and right-sided duodeno-jejunal junction. there 
is also telescoping pattern at the transverse colon and wall 
thickening of descending, sigmoid colon and rectum. Her 
ceA was normal.

Results/Outcome(s): An extended right colectomy 
with sigmoidopexy was performed with findings of marked 
centralization of cecum, appendix and ascending colon 
and detached right toldt’s (Fig 2). treitz ligament was 
absent with small intestines completely adherent to right 
side (Fig 2) and transverse colon intussusception (Fig. 1) 
without detorsion. sigmoid was redundant with mesenteric 
congenital bands. Histopathology showed a well differen-
tiated adenocarcinoma with muscularis propria invasion, 
negative node metastasis and no vascular nor perineural 
invasion (stage 1 pt2n0).

Conclusions/Discussion: si ambiguous occurence 
was initially described by Fabrizio (1600) followed by 
Kartagener (1933) and siewart (1904) supporting the 
etiology of immotile cilia syndrome. this paved way for 
bjorn Afzelius (1995) to postulate theories of complex 
relationship of immotile cilia and body axis abnormality 
resulting signal abnormality in laterality of organ devel-
opment. Adenocarcinoma type is the most common 
pathology for pts with concommitant si. incidentally, 
transverse colon (43%) is most common location followed 
by hepatic flexure (36%) and ascending colon (27%). 
conclusion si does not always cause serious condition 
as these are usually an incidental findings with other 
common disease e.g., appendicitis, cholecystitis, but it 
poses diagnostic dilemma and treatment challenge espe-
cially to surgeons---as an unplanned radical procedure 
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ensues surgical complication intra-operatively. they may 
need an immediate surgery for an initial disease complains 
hence emphasis with familiarity on pre-operative imaging 
by radiologist and surgeons alike will improve cancer 
treatment and outcome from specific cases. careful plan-
ning and multidisciplinary approach with subspecialty 
involvement as these cases involves anatomic variance and 
technical challenge.

image taken with consent

LENGTH OF STAY VARIES WITH RACE IN 
ONCOLOGIC COLECTOMIES.

ePoster AbstrActs eP647

J. Hong1, A. Kim1, A. de roulet1, r. Patrón2, c. Foglia2, 
P. saldinger2, s. chao2

1Flushing, NY; 2New York, NY

Purpose/Background: race and ethnicity have been 
linked to disparities in colorectal cancer. rates of screening, 
stage at diagnosis, and outcomes of oncologic resections 
differ for minority populations. Additional barriers to 
care, such as language barriers and distance to hospital 
can impede continuity of care and decrease quality of life. 
Although differences by race in short-term outcomes such 
as length of stay (Los) have been identified, these patterns 
are not consistent and have been challenging to explain. in 
our multicultural, metropolitan setting, we sought to iden-
tify causative factors and explain the relationship between 
race and Los following elective resections of colorectal 
neoplasms.

Methods/Interventions: this is a retrospective study of 
adult patients undergoing elective colectomy for colorectal 
neoplasm at a single institution between January 1st, 2015 
and December 31st, 2020. Data were abstracted prospec-
tively from the national surgical Quality improvement 
Program (nsQiP) database and from chart review. sAs 

Academic was used for statistical analysis. Patients with 
concurrent surgery or prior colectomies were excluded.

Results/Outcome(s): 383 patients were included. 161 
(42%) were female. 153 (40%) were Asian, 46 (12%) were 
black, 101 (26%) were Hispanic, and 83 (22%) were white. 
race was strongly associated with age (p=0.0009), bMi 
(p<0.0001), length of stay (Los) (p<0.0001), American 
society of Anesthesiologists (AsA) class (p=0.004), and 
use of enhanced recovery after surgery (erAs) (p=0.006). 
race was also associated with type of household members 
(p=0.009), discharge disposition (p=0.05), distance from 
home to hospital (p=0.0002), time to hospital by public 
transportation (p<0.0001), and number of transfers on 
public transportation (p<0.0001). Los was associated with 
similar factors such as age (p<0.0001), albumin (p=0.02), 
duration of surgery (p=0.0003), cci (p=0.003), AsA 
class (p=0.0004), and erAs (p<0.0001). it was addition-
ally associated with features of disposition, such as type 
of household members (p=0.002) and discharge dispo-
sition (p<0.0001). oncologic factors such as tumor size, 
nodal involvement, presence of metastases, and overall 
stage were not associated with race or Los (p>0.05). in 
multivariable analysis, race (p=0.01), duration of surgery 
(p=0.001), preoperative erAs (p<0.0001), operative 
approach (p=0.01), and discharge disposition (p=0.0003) 
remained associated with Los after accounting for age, 
bMi, albumin, AsA class, cci, and household members.

Conclusions/Discussion: in elective colectomies for 
colorectal neoplasm, race remained associated with Los, 
even after controlling for surgical risk factorsand postoper-
ative disposition. though only significant in bivariate anal-
yses, factors not commonly explored such as household 
composition may explain some of the variation in Los by 
race. Unmeasured factors such as views on hospitalization 
may also account for differences in Los by race.
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A CASE-MATCHED ANALYSIS OF SURGERY 
COMBINED WITH INTRA-OPERATIVE 
MICROWAVES ABLATION FOR THE 
MANAGEMENT OF COLORECTAL LIVER 
METASTASES.

ePoster AbstrActs eP649

s. Guadagni, F. Marmorino, n. Furbetta, G. Di Franco, 
D. Gianardi, M. Palmeri, A. comandatore, c. carpenito, 
e. cantini, L. Pollina, c. cremolini, G. Di candio, 
L. Morelli
Pisa, Italy

Purpose/Background: Parenchymal sparing surgery has 
nowadays become the best standard of care for patients 
with colorectal liver metastases (crLM) suitable for 
surgery. As the application of intra-operative microwaves 
ablation (iMW) combined with surgery remains poorly 
analyzed, we aimed to compare this approach with surgery 
alone in patients with crLM candidate to metastases 
resection with radical intent.

Methods/Interventions: Using a case-matched method-
ology based on age, gender, AsA score, bMi and crLM 
burden that considers the number and maximum size of 
lesions, 20 patients undergoing hepatic resection plus 
iMW (sUrG + iMW group) and 20 patients undergoing 
hepatic resection alone (sUrG group), were included. 
the two groups were compared in terms of peri-operative 
outcomes and follow up data, as well as of relapse-free 
survival (rFs) and post-resection overall survival (os).

Results/Outcome(s): Post-operative complications 
(p=0.110) and length of hospitalization (p=0.187) were 
similar in the two groups. At a median follow up of 
22.4±17.8 months, 12/20 patients (60%) in sUrG+iMW 
group and 13/20 patients (65%) in sUrG group experi-
enced crcLM recurrence (p=0.774). none of them had 
recurrence at the same surgical or ablation site of the first 
hepatic treatment. no differences were reported between 
the two groups in terms of rFs (p = 0.685) and post-resec-
tion os (p = 0.151). the combined use of iMW was not 
an independent factor affecting rFs and post-resection 
os at univariate and multivariate analysis.

Conclusions/Discussion: crLM patients undergoing 
surgery plus iMW have similar short and mid-term results 
compared with surgery alone group. the choice between 
the two approaches could be only technical, depending 
on the site, number, and volume of the crcLM. this 
approach could also be used in patients with crcLM 
relapse who have just undergone hepatic surgery.

RE-RESECTION HEPATECTOMY AFTER 
SIMULTANEOUS COLORECTAL AND HEPATIC 
RESECTION FOR METASTATIC COLORECTAL 
CANCER.

ePoster AbstrActs eP650

M. Heimberger, A. shaker, J. stauffer
Jacksonville, FL

Purpose/Background: simultaneous colon and liver 
resection is becoming more widely accepted as an effective 
and safe approach to synchronous metastatic colorectal 
cancer. Despite curative intent, recurrence of disease is 
common. Multiple treatment options are available for 
the management of colorectal metastases to the liver. We 
aimed to identify the safety and feasibility of repeat surgical 
resection in patients with recurrent or persistent disease.

Methods/Interventions: retrospective review of 
a prospectively maintained hepatectomy database at a 
tertiary referral center between 2010 and 2022 was studied. 
We identified patients who had undergone simultaneous 
colon/liver resection and subsequently required surgical 
re-resection of metastases to the liver. clinical, pathologic, 
and perioperative data were analyzed.

Results/Outcome(s): Fifty-eight patients underwent 
simultaneous colon and liver resections at our institution. 
eight patients (13.8%) required re-resection of metastatic 
disease to the liver. the mean time to re-resection was 
14.2 months (2-29). the most common location of the 
primary tumor was the sigmoid colon (62.5%). All patients 
had adequate lymphadenectomy at the time of colorectal 
resection, yet 4 patients (50%) had zero positive lymph 
nodes on pathological examination. Five patients (62.5%) 
initially underwent minor hepatic resection followed by 
major hepatectomy while two patients (25%) underwent 
major hepatectomy initially. two patients required percu-
taneous drainage (clavien-Dindo grade 3a) but otherwise 
there was no major perioperative morbidity or mortality for 
initial or subsequent resections.

Conclusions/Discussion: simultaneous colon and liver 
resection is a safe and reasonable approach for metastatic 
colorectal cancer. re-resection of liver metastases is neces-
sary and feasible in a large portion of these patients. this 
emphasizes the importance of planning for the possibility of 
future additional hepatectomy. important considerations 
include parenchymal sparing, avoidance of unnecessary 
liver mobilization, and limited hilar dissection at the time 
of initial operation. Use of other modalities such as Y90 or 
ablation for deeper lesions instead of larger hepatic resec-
tion should also be considered.
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INPATIENT SURGICAL TRENDS FOR PATIENTS 
WITH CROHN’S DISEASE IN THE UNITED 
STATES FROM 1998 TO 2019.

ePoster AbstrActs eP651

b. Monahan, t. Patel, b. Deshler, e. rockenbach, 
J. Poggio
Philadelphia, PA

Purpose/Background: the prevalence of crohn’s 
disease in the United states is 214 per 100,000. this study 
is designed to evaluate if the use of biologic therapies for 
crohn’s Disease, starting in 1998, has led to a decrease in 
the number of admissions, surgical interventions, and inpa-
tient treatments carried out for patients with this disease. 
Despite multiple pharmacological options, 2/3 of patients 
with crohn’s Disease will eventually require surgery with 
½ needing surgical resection within 10 years of diagnosis. 
in 1998, infliximab was the first FDA approved biologic for 
the treatment of crohn’s Disease. this study is designed 
to evaluate if the use of biologic therapies for crohn’s 
Disease, starting in 1998, has led to a decrease in the 
number of non-elective admissions, and inpatient surgical 
interventions in patients with crohn’s disease.

Methods/Interventions: Patients that were admitted 
with an admission or discharge for crohn’s disease from 
January 1, 1998, through December 31, 2019, were iden-
tified in the Healthcare cost and Utilization Project’s 
national inpatient sample based on diagnosis codes. the 
demographic data, number of patients that underwent 
surgical procedures, and admissions defined as elective 
were queried for this cohort.

Results/Outcome(s): During the studied period, the 
number of patients admitted with crohn’s disease for 
elective admissions increased slightly from 1.3/100k to 
1.9/100,000 (r2=0.4, p=0.007). the number of patients 
who underwent procedure during their hospitalization 
decreased significantly from 62.5% (62.4%-62.6%) to 
55.0% (54.9%-55.1%) (r2=0.8, p<0.0001). Patients who 
identified as black or Hispanic were more likely to present 
with crohn’s disease as non-elective admissions (or=1.61 
(1.57-1.65) p<0.001, and or=1.72 (1.65-1.78 p<0.001)).

Conclusions/Discussion: While elective admissions for 
crohn’s disease slightly increased during the studied period, 
patients undergoing procedures significantly decreased. 
this may have been due to increasing use of biologic 
therapy in patients with crohn’s disease. Additionally, 
patients identifying as black or Hispanic were less likely to 
present as elective admissions during the studied period.

ILEOCOLIC RESECTION FOR MEDICALLY 
REFRACTORY CROHN’S DISEASE RESULTS 
IN SIGNIFICANT IMPROVEMENT IN PATIENT 
QUALITY OF LIFE.

ePoster AbstrActs eP652

A. ricardo, A. niewinski, e. Hain, A. Huang, D. bhasin, 
s. Hahn, s. Khaitov, A. Greenstein, P. sylla
New York, NY

Purpose/Background: Despite advances in biologic 
therapy, a considerable proportion of patients with ileoco-
lonic crohn’s disease (cD) require resection for refractory 
disease. While surgery is usually a last resort, impact on 
patient quality of life (QoL) may provide insight regarding 
optimization of timing of surgical intervention in selected 
patients. We analyzed the initial results of patient reported 
QoL before and after primary ileocolic resection (icr) for 
medically refractory cD.

Methods/Interventions: A retrospective review of a 
prospectively maintained inflammatory bowel disease data-
base was performed to identify patients with cD who under-
went primary icr at a high volume tertiary care center 
between July 2018 and March 2022. QoL was measured 
using physical and mental component scores calculated 
from the rAnD sF-36 Questionnaire. Patients with preop 
and at least 1 response between 6-12 months postop were 
included. Age, gender, biologic therapy, disease features, 
surgical urgency, operative approach and 30-day morbidity 
were analyzed as potential confounders; variables with 
univariate p<0.30 were included for multivariate analysis.

Results/Outcome(s): 97 patients, median age 35.1 
(19-74), underwent primary icr and completed preop 
and at least 1 postop QoL survey. 68% of patients were 
exposed to a biologic preop and 67% were initiated on 
biologics within 6 months of icr. Disease phenotype based 
on Montreal classification included stricturing (49.5%), 
penetrating (15.5%), both stricturing and penetrating 
(17.5%) and non-stricturing non-penetrating (14.5%) 
disease. 80.4% of cases were elective vs 19.6% emer-
gent; 99% were approached laparoscopically with 10.4% 
conversion to open. 30-day morbidity was 14.4%, including 
1 anastomotic leak. Preop physical and mental survey 
scores were worse in patients who underwent emergent 
surgery (P<0.001 and P=0.003). there was no correlation 
between QoL scores and biologic use pre or postop. 96.9% 
and 71.1% of patients reported significant improvement in 
physical and mental QoL respectively (p<0.001). those 
<40 years of age (58.8%) had greater improvement in 
physical (p<0.001) and mental (p=0.044) scores. While 
females had significantly lower preop mental QoL scores 
(p=0.047), improvement in QoL scores did not correlate 
with gender (Pcs p=0.41, Mcs MV p=0.11), smoking 
status (p=0.53, p=0.44), concomitant perianal disease 
(p=0.97, p=0.58), disease phenotype (MV p=0.56, 
p=0.75), operative approach (p=0.35, MV p=0.69) or 
30-day morbidity (MV p=0.10, p=0.33).
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Conclusions/Discussion: in a cohort of cD patients 
in whom QoL was measured prior to and 6-12 months 
post-icr, significant improvement in QoL scores was docu-
mented, most pronounced in younger patients. Patients 
undergoing emergent surgery had lower preop QoL, which 
may reflect disease severity. rAnD sF-36 scores may 
help support consideration for earlier surgical resection in 
patients with medically refractory ileocolonic cD.

15-YEAR ACS-NSQIP ANALYSIS OF TRENDS IN 
CONTINENT ILEOSTOMY.

ePoster AbstrActs eP653

b. choi, J. church, b. shen, P. Kiran
New York, NY

Purpose/Background: since its first description in 
1969, the continent ileostomy (ci) has been a vital tool 
in the surgeon’s armamentarium for patients undergoing 
total proctocolectomy (tPc) who desire continence. 
However, it has been largely overlooked in recent years, 
as many patients prefer the ileal pouch-anal anastomosis 
(iPAA) for preservation of the anatomical route for defe-
cation. ci is also a technically challenging operation with 
reports of higher rates of postoperative complications. 
We sought to study the trends in ci over the last 16 
years and describe associated outcomes when compared 
to iPAA.

Methods/Interventions: Using the Acs-nsQiP data-
base, we identified patients undergoing either ci (cPt 
44156, 44316) or tPc with iPAA (cPt 44158, 44211) 
between 2006-2020. Univariate analysis was performed 
on preoperative characteristics (age, sex, bMi, race, and 
comorbidities) as well as surgical characteristics and 
postoperative outcomes. Multivariate analysis was used to 
determine significant predictors of reoperation, readmis-
sion, and mortality. Data were assessed using chi-squared 
test and logistic regression.

Results/Outcome(s): 365 patients underwent ci as 
compared to 6473 for iPAA. ci patients were older (55.9 
[iQr 45-69] vs 43.5 [30-55] years, p<0.0001), more likely 
to be female (53.4 vs 43.3%, p=0.0002), and more likely to 
have significant comorbidities including diabetes, pulmo-
nary disease, hypertension, renal disease, immunosup-
pression, malnutrition, and bleeding disorder. ci patients 
also had greater AsA class (60 vs 33%, p<0.0001), have 
a contaminated or dirty case (44 vs 19.2%, p<0.0001), 
and have shorter operative times (227 [138-298] vs 288 
[208-352] minutes, p<0.0001). on univariate analysis, ci 
patients had longer hospital stays (median 9 [6-16] vs 6 
[4-9] days, p<0.0001) and were more likely to experience 
postoperative complications such as superficial surgical 
site infection, respiratory failure, renal failure, anemia, 
sepsis (table 1). ci patients had similar reoperation 
(9.0 vs 7.5%, p=0.32) and readmission (11.5 vs 15.9%, 
p=0.13) but a significantly higher mortality rate (6.0 vs 

0.4%, p<0.0001). However, this association with mortality 
did not persist with multivariate analysis (coefficient esti-
mate 0.8, se 0.4, p=0.06).

Conclusions/Discussion: ci is a less commonly 
performed procedure as when compared to iPAA. 
considering it is technically challenging, ci is expectedly 
associated with a longer hospital stay and other postopera-
tive complications but can be performed with similar safety 
as tPc with iPAA.

table 1. Univariate Analysis of Postoperative outcomes

LAPAROSCOPIC TaTME-SHORT TERM AND 
LONG TERM RESULT OF FIRST HUNDRED 
CASES IN SINGLE CENTER.

ePoster AbstrActs eP654

s. Hon, t. chu, K. Futaba, J. Lee, s. ng
Hong Kong, Hong Kong

Purpose/Background: Laparoscopic total mesorectal 
excision technique has been widely adopted around the 
world since first described. short term and long term 
outcome varies in different localities. two dedicated 
surgeons started tatMe service after hands on training 
in Hospital clinic, spain. the short term ang long term 
outcomes were reviewed.

Methods/Interventions: clinical information of all 
patients with operations done for rectal cancers were 
collected prospectively in our database. the first 100 cases 
with tatMe done were reviewed, they were done from 
2015 to 2019.

Results/Outcome(s): All the cases had biopsy confirmed 
adenocarcinoma of mid to lower rectum, less than 10cm 
from anal verge, sphincter preserving tatMe was done 
followed by primary anastomosis and defunctiong stoma. 
early post-operative results were reported in table 1. 47 
patients received neoadjuvant chemoradiation. 50 patients 
had bMi >23, of which 29 had bMi>25. Mean operation 
time was 245±54min. conversion to open in 1 case who 
had previous right hemicolectomy done. r0 resection 
was acheived in all cases, except on close margin of 1mm. 



 425

there were 5 anastomotic leak, one was delayed presenta-
tion, no treatment was required, 4 needed antibiotics and 
endoscopic drainage or irrigation. Mean hospital stay was 
12±9 days. there were 2 patients lost to follow-up soon 
after operation, the rest of them had follow up at least 36 
months. the 3 year disease free survival was 76%, 3 year 
overall survival was 91%. there was 3 local recurrence.

Conclusions/Discussion: early experience in our centre 
showed that tatMe is a safe procedure with encouraging 
long term oncological outcome. in the absence of formal 
proctorship during the development of a new technique, 
hands on cadeveric training and partnership mutral training 
could be a solution to ensure patient safety and outcome.

table 1: Patient background and short term outcomes

PROPER RESECTION MARGIN FOR UPPER 
RECTAL CANCER.

ePoster AbstrActs eP655

J. Lee, K. Lee, s. oh
Seoul, Korea (the Republic of)

Purpose/Background: in order to reduce recurrence in 
patients with rectal cancer, it is important to secure a suffi-
cient distal margin. in upper rectal cancer, when the distal 
margin is lengthened, there is a risk of LAr syndrome 
because the rectum, which serves as a reservoir, disappears. 
conversely, if the distal margin is short, there is a risk of 
recurrence, therefore it is important to set the appropriate 
distal margin. the nccn guideline recommends tumor 
resection with a distal margin of 4-5 cm, however, it is 
questionable whether it is appropriate because the length 
of the rectum is different for each person. therefore, we 
aimed to evaluate the recurrence rate according to the 
length of the distal margin.

Methods/Interventions: Upper rectal cancer was 
defined as a case where the tumor was located from the 
lower part of the imaginary line connecting the sacral 
promontory and the pubic symphysis to the upper part 
of the anterior peritoneal reflection through Mri or ct. 
Patients included in this study were those who underwent 
curative surgery with stage ii or iii at our hospital from 
June 1, 2009, to December 31, 2017. Assuming that the 

resected specimen might contract about 30% after surgery, 
we divided the distal margin into two groups, a distal 
margin of 3.5 cm or more group (LM) and a less than 3.5 
cm group (sM). We performed propensity score matching 
(PsM) with the following covariates; age, sex, height, body 
mass index(bMi), AsA classification, obstruction, perfo-
ration, tumor size, t stage, n stage, lymphatics, venous 
and perineural invasion, tumor differentiation, adjuvant 
chemotherapy, and concurrent chemoradiotherapy. the 
primary outcome was 3-year recurrence-free survival, and 
the secondary outcome was 3-year overall survival.

Results/Outcome(s): out of the total of 88 included 
patients, 34 after PsM were assigned to the LM and 
sM groups, respectively. the mean ages of the LM and 
sM groups were 65.1 ± 12.7 and 65.2 ± 11.2(p=0.992). 
there was no difference in tumor size (p=0.088), t stage 
(p=0.350), n stage (p=0.743), lymphatic (p>0.999), 
venous (p=0.707) and perineural invasion (p= 0.559) 
between two groups. in the LM and sM groups, adju-
vant chemotherapy was performed in 88.2% and 79.4% 
(p=0.510). in terms of ccrt between the LM and sM 
groups, neoadjuvant ccrt was performed in 20.6% and 
11.7%, and adjuvant ccrt was performed in 5.9% and 
2.9% (p=0.485). As a primary outcome, 3-year recur-
rence-free survival was 50.2% in the LM group and 61.2% 
in the sM group, and there was no statistical significance 
(Log rank p=0.260). As a secondary outcome, 3-year 
overall survival was 70.3% in the LM group and 61.8% 
in the sM group, and there was no statistically significant 
difference between the two groups (Log rank p=0.970).

Conclusions/Discussion: securing a distal margin of 
less than 3.5 cm does not affect recurrence and survival. 
it might be more important to secure the length of the 
discriminatory distal margin according to the difference in 
the rectum length of each patient.

STUDY COMPARING NEO-ADJUVANT 
RESPONSE(NAR) SCORES IN DIFFERENT NEO-
ADJUVANT TREATMENT MODALITIES FOR CA 
RECTUM.

ePoster AbstrActs eP656

P. s, A. saklani, A. Desouza, M. Kazi, J. M, A. sharma, 
s. bankar, s. sAini, b. Varma
Mumbai, India

Purpose/Background: neo-Adjuvant response scores 
has been developed & validated as a new surrogate endpoint 
in rectal cancer clinical trials. Most of such data comes form 
trials using Long course radiotherapy. However no study 
has compared the nAr score between different neo-adju-
vant modlaities. in light of different combinations of regimes 
of long-course radiotherapy vs short course radiotherapy 
and induction chemo vs consolidation chemo vs sand-
wich regime(chemo--> scrt-->chemo) the difference in 
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validated nAr score can at least, suggest the modality with 
better response scores, if not pick the winner up.

Methods/Interventions: We have included curative 
intent rectal cancer patients that received neoadjuvant 
radiation, chemotherapy and underwent surgery where 
details on ct(from baseline Mri), Path trG, pt, pn, 
were available. this retrospective study was conducted 
between Jan 2020 to Dec 2021in a tertiary cancer hospital 
in Mumbai, india. out of the 1798 patients, 460 patients 
were eligible for the nAr score calculation. Different 
treatment modalities were compared for nAr scores, 
pathological trG scores.

Results/Outcome(s): Median nAr scores with 
interquartile ranges in nActrt, scrt+chemo, 
chemo->scrt->chemo, nActrt+additional chemo, 
scrt are 8 (4, 20), 15 (4, 30), 20 (8, 38), 20 (18, 30), 15 
(8, 15) with non-sgnificant p value 0.11.

Conclusions/Discussion: nAr scores didnt show any 
difference between different modalities in our study. 
Probably unequal numbers in different subgroups, non 
standardized interval between neo-adjuvant therapy & 
surgery would have affected the desired outcome. this 
study throws light on requirement of an appropriately 
powered prospective study to make final conclusions on 
difference in nAr scores between different treatment 
modalities.

GENETIC COUNSELING IN COLORECTAL 
CANCER PATIENTS: WHO COMPLETES 
GENETIC TESTING?

ePoster AbstrActs eP657

M. smithson, A. Heatherly, M. McLeod, H. Ficarino, 
s. reddy, r. Hollis
Birmingham, AL

Purpose/Background: Up to 10% of colorectal cancers 
are due to hereditary causes resulting from underlying 
cancer susceptibility genes. Genetic testing is essential to 
guide treatment and preventative measures in patients 

and family members. While indications for genetic testing 
are expanding, current genetic testing rates remain subop-
timal. our aim was to evaluate characteristics of colorectal 
cancer patients who do not complete genetic testing after 
consultation with a genetic counselor.

Methods/Interventions: We performed a retrospective 
review of prospective genetic testing logs maintained 
by genetic counselors at a large tertiary center in the 
deep south from June 2016 to August 2021. the cohort 
included patients diagnosed with colorectal cancer who 
were seen by a genetic counselor to discuss genetic testing. 
Key variables of interest included patient demographics, 
area level social vulnerability index (sVi), 2021 national 
comprehensive cancer network (nccn) criteria for 
genetic testing, and the clinic setting where genetic coun-
seling was performed. the primary outcome was successful 
completion of genetic testing. A multivariable logistic 
regression model was utilized to assess the relationship 
between key variables of interest and completion of genetic 
testing.

Results/Outcome(s): Among 142 patients referred to 
genetic testing for colorectal cancer, the median age was 
53 years (sD 13.5), 54.9% (n=78) were female, 76.5% 
(n=110) identified as white and 19.0% (n=27) identified 
as black. nccn criteria for genetic testing was met in 
86.6% (n=123) of patients. overall, 85.2% (n=121) 
agreed to undergo genetic testing. on bivariate analysis, 
patient who completed genetic testing had lower social 
vulnerability (sVi 0.504) compared to patients who did 
not complete testing (sVi 0.600; p=0.04). Patients who 
had genetic counseling in the genetics clinic were more 
likely to complete genetic testing (95.8%) compared to 
patients who were seen over telehealth (82.9%) or in a 
surgery clinic (63.3%; p<0.01). on multivariable analysis, 
genetic testing rates were significantly lower for patients 
seen over telehealth (or 0.20, 95%ci 0.05-0.83) or in the 
surgery clinic (or 0.08, 95%ci 0.01-0.30) compared to 
patient seen in the genetics clinic. in a subanalysis limited 
to patients meeting nccn criteria, similar findings were 
shown.

Conclusions/Discussion: even after meeting with 
genetic counselors, several patients with colorectal cancer 
do not undergo genetic testing. Genetic consultation 
over telehealth or in a surgery clinic was associated with 
decreased rates of genetic testing. better understanding of 
why these factors influence genetic testing rates is essen-
tial as indications for genetic testing expand in colorectal 
cancer.
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MINIMALLY INVASIVE HEPATIC TREATMENT 
OF COLORECTAL LIVER METASTASES 
EXPLOITING THE ACCESS OF SYNCHRONOUS 
STOMA CLOSURE: CASE SERIES AND 
TECHNICAL DETAILS.

ePoster AbstrActs eP658

s. Guadagni, M. Palmeri, n. Furbetta, G. Di Franco, 
A. comandatore, c. carpenito, e. cantini, D. Gianardi, 
e. Annunziata, M. caradonna, L. Pollina, G. Di candio, 
L. Morelli
Pisa, Italy

Purpose/Background: Patients with colorectal liver 
metastases (crLM) who may require a contextual stoma 
closure are nowadays increasing in frequency. We aim 
to report our case-series of minimally invasive hepatic 
resections for colorectal liver metastases, by exploiting the 
access of synchronous stoma closure.

Methods/Interventions: clinical and peri-operative 
data of four patients who underwent minimally invasive 
hepatic resection with curative intent for crLM plus 
stoma closure, from January 2018 to october 2022, were 
retrospectively reviewed and analyzed. All patients were 
previously operated for rectal cancer, three robotically with 
protective ileostomy, and one with open approach that was 
complicated with an anastomotic leakage requiring a re-do 
anastomosis with right colostomy. During the follow-up 
crLM were detected and, after systemic therapy and a 
multidisciplinary evaluation, the patients were considered 
for stoma closure plus hepatic resection.

Results/Outcome(s): the operations started with 
the stoma closure. then a GelPort device was always 
inserted through the access of the stoma closure: 
in two cases all the robotic trocars were positioned 
inside the GelPort and the da Vinci Xi was used for 
single site robotic crLM multiple resections. in one 
case, after extensive laparoscopic adesiolysis, two 
robotic trocars were disposed in the sovra-umbelical  
line to treat bilobar crLM. in the last case, the hepatic 
resection was carried out with an hand-assisted laparo-
scopic approach (HALs). the mean operative time was 
315 min and no intra-operative complications occurred. 
the post-operative course was uneventful in all cases, and 
the mean hospital stay was 4 days.

Conclusions/Discussion: A minimally invasive surgical 
treatment of crLM can be safely offered by exploiting 
the mini-laparotomy of a synchronous stoma closure in 
selected patients. the GelPort turned out to be very useful 
for the reported technique and it can be used both for pure 
laparoscopic, HALs and robot-assisted approach.

OPERATIVE AND LONG-TERM ONCOLOGIC 
OUTCOMES OF MID-TRANSVERSE COLON 
CANCER: THE OPTIMAL SURGICAL 
RESECTION?

ePoster AbstrActs eP659

s. Kim, i. Jo, M. Park, s. Yang, Y. Han, M. cho, K. Lee, 
b. Min
Seodaemun-gu, Korea (the Republic of)

Purpose/Background: the surgical procedure of trans-
verse colon cancer is not standardized due to its indistinct 
extent of resection margin regarding anatomic aspect. 
there are few studies comparing feasibility of surgical 
methods for transverse colon cancer. this study aims to 
compare operative and long-term oncologic outcomes 
of curative resection for mid-transverse colon cancer 
according to surgical procedures.

Methods/Interventions: Patients who underwent cura-
tive resection for transverse colon cancer in tertiary 
referral hospital (severance Hospital, seoul, Korea) 
between 1989 and 2018 were reviewed. Patients diagnosed 
with mid 1/3 transverse colon cancer and histologically 
confirmed adenocarcinoma were included. both flexure 
colon cancers, familial colon cancer, synchronous or 
metachronous cancer, metastatic cancer and emergently 
operated patients were excluded. extended colectomy 
(ec), which includes extended right or left hemicolectomy 
and subtotal colectomy, represents complete mesocolic 
excision (cMe) of right or left plus transverse colon 
and complete central vessel ligation (cVL) of the corre-
sponding vessels. transverse colectomy (tc) implies 
cMe and cVL of transverse colon and mid-colic vessels. 
segmental resection (sr) designates incomplete cMe of 
transverse colon and trunk-ligation of mid-colic vessels.

Results/Outcome(s): Among total 531 enrolled patients, 
ec, tc, and sr patients were 423, 71, and 37 each. there 
were no significant differences in age, sex, body mass 
index, AsA score, preoperative serum carcinoembryonic 
antigen (ceA), surgical approach (open, laparoscopic, or 
robotic), preoperative tumor status (bleeding, obstruction, 
or perforation), open conversion rates, combined resec-
tion, and intraoperative blood transfusion between the 
groups. tumor stages, histologic grade, and retrieved Lns 
were highest in ec group, followed by tc and sr group. 
Lymphovascular invasion, perineural invasion, and margin 
status were similar. Median follow-up duration was 50.6 
months. Five-year disease-free survival (DFs) and overall 
survival (os) according to surgical groups were not signifi-
cantly different (DFs: 84.9% vs 84.5% vs 76.8%, P=0.47, 
os: 85.4% vs 90.2% vs. 83.2%, P=0.897 for ec, tc and 
sr). subgroup analysis according to stages also revealed 
no significant differences in DFs and os. However, 5-year 
DFs and os for stage iii showed bigger survival gaps 
compared to other surgical groups than in stage i and ii. 
in multivariate analysis, higher preoperative ceA, pt and 
n stage, segmental resection were related to worse DFs. 
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Higher preoperative tumor status, pn stage, and harvested 
Ln <12 were associated with worse os.

Conclusions/Discussion: curative surgery for trans-
verse colon cancer varies and oncological outcomes 
according to surgical procedures were not significantly 
different. However, segmental resection of transverse 
colon cancer might need cautious approach, and properly 
perform cVL for sufficient Ln retrieval.

Disease-free survival and overall survival according to surgical methods.

PREOPERATIVE MRI STAGING IMPROVES 
WITH IMPLEMENTATION OF A TOTAL 
NEOADJUVANT THERAPY PROTOCOL FOR 
LOCALLY ADVANCED RECTAL CANCER.

ePoster AbstrActs eP660

A. charles, P. Mazirka, K. ehresmann, K. terracina, 
t. read, J. nordenstam
Gainesville, FL

Purpose/Background: Accurate staging is paramount 
when tailoring the optimal therapy for rectal cancer 
patients. Patients without distant metastases, with node 
positive disease and/or t-stage of 3 or greater are offered 
neoadjuvant chemoradiotherapy prior to re-staging and 
surgical resection. re-staging is the cornerstone in the 
evaluation that determines surgical strategy. At our insti-
tution we started the transition from long course chemora-
diotherapy (Lccrt) to total neoadjuvant therapy (tnt), 
including 5x5Gy radiotherapy at initiation of therapy, in 
2018. this study was undertaken to find out whether Mr 
re-staging accuracy differs between Lccrt and tnt. our 
local institutional review board approved the study.

Methods/Interventions: retrospective review of data 
regarding patients treated for rectal cancer 2018-2021 
identified in our institution’s cancer registry, who were 
clinically staged as t3-4, and/or n+, without distant meta-
static disease (clinical stage ii or iii). All pelvic Mr were 
performed using a rectal cancer protocol sequence on 3t 

Mr. Mr images were interpreted by radiologists who are 
members of our multi-disciplinary rectal cancer program, 
accredited by the national Accreditation Program for 
rectal cancer. the study population consisted of patients 
who underwent both restaging Mr and subsequent proc-
tectomy at our institution. staging accuracy was defined as 
concordance of both mrt and mrn stage.

Results/Outcome(s): 115 patients were ct3-4 and/or 
n+. nine were excluded because of lack of preoperative 
Mr at our institution and 35 were excluded as they did 
not undergo proctectomy at our institution, two did not 
complete neo-adjuvant therapy and one transferred care 
to an outside facility, leaving a study population of 68 
patients. of these, 45 patients underwent Lccrt and 23 
patients underwent tnt with short course radiotherapy 
(5x5Gy) followed by 8 cycles of FoLFoX chemotherapy. 
restaging Mr was performed approximately one month 
after completion of neoadjuvant therapy. out of the 68 
patients included in our analysis 17 (25%) were accurately 
staged, with 6/23 (26%) of patients in the tnt group and 
10/45(22%) in the Lccrt group having complete patho-
logical response (cPr) to therapy. Patients who under-
went tnt were more than twice as likely to be accurately 
staged with Mri 9/23 (39%), when compared to Lccrt 
patients 8/45 (17.8%). 3/6 (50%) tnt patients who had 
a cPr were accurately staged with Mri; 1/10 (10%) 
Lccrt patients with cPr was accurately staged.

Conclusions/Discussion: restaging imaging overall 
was prone to inaccuracy; however, in the tnt subgroup, 
there were more patients with accurate restaging. our 
study suggests that tnt improves preoperative staging of 
rectal cancer. A possible explanation for this finding is the 
increased time between rt and the re-staging Mri in the 
tnt group. Future studies will tell us whether tnt will 
result in favorable oncologic outcomes.

COMPARISON OF NON-RADIATION AND 
NON-PATHOLOGIC COMPLETE RESPONSE 
AFTER PREOPERATIVE CHEMORADIATION 
IN PATIENTS WITH LOCALLY ADVANCED 
RECTAL CANCER.

ePoster AbstrActs eP661

s. song, G. choi, J. Park, s. Park, H. Kim
Daegu, Korea (the Republic of)

Purpose/Background: there is some evidence base that 
radiotherapy reduces the rate of local recurrence in locally 
advanced rectal cancer. However, the role of preoperative 
chemoradiation on survival is controversial.

Methods/Interventions: We reviewed the patients who 
underwent curative total mesorectal excision for rectal 
cancer with clinical t3 or nodal positivity on initial imaging 
from 2004 to 2019. We adopt preoperative chemoradiation 
for locally advanced rectal cancer in 2011. the patients 
were divided into 3 groups. Group A had surgery before 
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2010 and did not receive chemoradiation. Groups b and c 
received chemoradiation, of which group c was pathologic 
complete response. We compared baseline characteristics, 
perioperative outcomes, and oncologic outcomes between 
the three groups.

Results/Outcome(s): there were 595, 392, and 90 
people in each group. tumor height was significantly lower 
in group c. Group A shows a significantly early clinical 
stage compared with the other two groups. Local recur-
rence developed in 55 (9.2%), 16 (4.1%), and 1 (1.1%) 
patients in groups A, b, and c, respectively. the 5-year 
relapse-free survival rates were 70.2%, 73.5%, and 91.9% 
in groups A, b, and c, respectively. the 5-year overall 
survival rates were 80.1%, 84.3%, and 96.1% in groups A, 
b, and c, respectively.

Conclusions/Discussion: the role of preoperative 
chemoradiation on local recurrence in locally advanced 
rectal cancer is clear. However, the effect on the survival 
rate might be achieved only in pathologic complete 
response patients.

A CASE REPORT OF LYMPHOEPITHELIOMA-
LIKE CARCINOMA OF THE ANAL CANAL AND 
REVIEW OF LITERATURE.

ePoster AbstrActs eP662

K. ehresmann, P. Mazirka, A. charles, Z. Ghandour, 
K. terracina, L. Goldstein, J. nordenstam, t. read
Gainesville, FL

Purpose/Background: Lymphoepithelioma-like carci-
noma is a rare tumor similar in morphology to naso-
pharyngeal lymphoepithelioma. Lymphoepithelioma-like 
carcinoma has been associated with viral infections, partic-
ularly epstein-barr, hepatitis b and c, as well as human 
papillomavirus (HPV) when occurring in the gynecologic 
tract. Lymphoepithelioma-like carcinoma in the anal canal 
is very rare and to our knowledge, only two such cases have 
ever been reported in literature.

Methods/Interventions: case report and literature 
review.

Results/Outcome(s): A 61-year-old woman was found 
to have an anal mass on screening colonoscopy. the 
endoscopist initially thought it to be a hypertrophied 
anal papilla. biopsies, however, revealed high grade anal 
intraepithelial neoplasia (Ain 3). the patient was asymp-
tomatic and had no risk factors for anal carcinoma. 
she underwent transanal excisional biopsy of the lesion, 
sparing the anal sphincter musculature. Histologic anal-
ysis revealed lymphoepithelioma-like carcinoma of the 
anorectal junction with invasion of submucosa, positive 
deep margin, pt1. there was diffuse P16 reactivity 
suggesting relation to underlying HPV. Patient recovered 
without complication and completed 3 months of adjuvant 
chemoradiotherapy.

Conclusions/Discussion: Lymphoepithelioma-like 
carcinoma of the anal canal is an extremely rare variant of 
HPV-related anal malignancy. recommended treatment is 
the same as for squamous cell carcinoma.

top Fig. rectal mass excision: H&e shows large well-circumscribed 
island of exuberant tumor cells and lymphoid tissue extending from 
the overlying anorectal mucosa down into the underlying submucosa 
bottom Fig. P16 immunohistochemical stain is diffusely positive in 
tumor cells supporting that this tumor has been variably related to HPV 
virus

CIRCUMFERENTIAL PERIANAL 
CYTOMEGALOVIRUS-ASSOCIATED 
LESION SUCCESSFULLY TREATED WITH 
VALGANCICLOVIR: A CASE REPORT.

ePoster AbstrActs eP663

H. Hashmi, K. oller, r. Kalu, s. capece, J. Park, 
W. sangster, K. Halm, H. sheikh
Allentown, PA

Purpose/Background: cytomegalovirus (cMV) is a 
DnA virus which is estimated to affect majority of popu-
lation in the world and tends to be symptomatic only in 
immunocompromised patients with one of its manifesta-
tions being cutaneous lesions. Perianal cMV-associated 
ulcers has not been well-documented in the colorectal 
surgery literature. We present a case report of a patient 
who presented with an atypical circumferential perianal 
lesion with biopsy showing cMV-associated ulcer, which 
was successfully treated with Valganciclovir.

Methods/Interventions: 46-year-old female with history 
of antiphospholipid syndrome, systemic sclerosis (on 
rituximab and mycophenolate) and hemorrhoidectomy 
(few years ago) who presented to colorectal surgery office 
with perianal irritation and discharge per anus which 
according to her was going on for many years. on examina-
tion she was noted to have a very atypical circumferential 
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perianal lesion which was biopsied due to uncertainty 
about the diagnosis. Pathology revealed exuberant lymph-
oplasmacytic and neutrophilic inflammation with several 
inclusion bodies consistent with cMV-associated lesion. 
After the biopsy results, the case was discussed with the 
infectious disease specialist who recommended initiating 
Valganciclovir and withholding immunosuppressants. 
subsequently she underwent ophthalmologic exam and 
serum cMV testing which turned out to be negative for 
retinitis and viremia respectively. Patient was seen in 
colorectal surgery office again after 6 weeks and examina-
tion revealed near-complete resolution of perianal lesion 
with minimal residual scarring. she was followed by infec-
tious disease team to ascertain the appropriate timing for 
resumption of her immosuppressants and determine the 
duration of therapy with Valganciclovir.

Results/Outcome(s): our patient recovered well after 
treatment with Valganciclovir, with no clinical evidence 
of perianal disease. she continues to follow with the infec-
tious disease specialist for completion of valganciclovir 
therapy and potential resumption of immunosuppressants.

Conclusions/Discussion: immunocompromised 
patients who present to the colorectal surgery office with 
atypical perianal lesions should be biopsied with high suspi-
cion for cMV-associated lesion being one of the differ-
entials. it can be successfully treated with Valganciclovir 
while withholding immunosuppressants (if possible) 
temporarily through multidisciplinary care with the infec-
tious disease team.

THROMBOSED EXTERNAL HEMORRHOIDS 
DURING PREGNANCY: SURGERY VERSUS 
CONSERVATIVE TREATMENT.

ePoster AbstrActs eP664

Y. Medkova1, i. tulina1, i. novikov1, A. nikonov1, 
A. ischenko1, L. Aleksandrov1, D. Altomare2, 
A. Picciariello2, P. tsarkov1

1Moscow, Russian Federation; 2Bari, Italy

Purpose/Background: the optimal management of 
thrombosed external hemorrhoids (teH) during preg-
nancy is still under debate. study purpose was to compare 
efficacy and safety of conservative treatment and two 
surgical treatment approaches for teH in pregnant women.

Methods/Interventions: Design: prospective study 
(NCT04588467) with randomization within surgical 
group (Figure 1). Patients: pregnant women experiencing 
teH. Interventions: conservative treatment, thrombec-
tomy (te) and local excision (Le) of teH. conservative 
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treatment included dietary modification (intake of at 
lest 3 liters of water), stool-softeners (a 25 ml solution 
containing: Macrogol 3350: 13.125 g sodium chloride: 
0.3508 g sodium hydrogen carbonate: 0.1786 g Potassium 
chloride: 0.0502 g) and local anesthetics application 
(Lidocaine 2.5%+Prilocaine 2.5%, 2g twice a day) for 10 
days. te and Le of teH were performed with the patient 
in the lithotomy position under local infiltrative anesthesia 
with UltracainDs 1:200000 1.7ml. to perform te, the 
teH pile was grabbed by Allis clamp, and a longitudinal 
incision was performed using a scalpel. thrombotic masses 
were evacuated without excision of hemorrhoidal tissue. 
the wounds were not sutured to minimize postoperative 
pain. Hemostasis was reached by compression dressing. in 
case of Le, the teH pile was grabbed by Allis clamp, and 
the pile was completely excised using a scalpel. Hemostasis 
was reached by compression dressing without suturing. 
Main outcome measures: pain intensity (VAs) on 3rd and 
10th days, quality of life (sF-12 questionnaire) and patient 
assessed treatment effect (cPGAs) on 10th postoperative 
day.

Results/Outcome(s): initially, 54 patients were 
included. out of 31 patients of the conservative group, 5 
were subsequently excluded (asked for operation because 
of persistent pain) and one lost to follow-up. thus, the 
data from 48 women were analyzed: 26 after conservative 
treatment and 22 after surgery (among them 8 had te and 
14 underwent Le). As compared to pretreatment values, 
VAs, sF-12 and cPGAs scores improved in both groups 
on 3rd and 10th postoperative days. Mean pretreatment 
VAs was 7 (5.2-8.0) and 8.5 (7.0-9.7), while on 3rd day 
after treatment it was 4.5 (3.0-7.00) and 2.0(1.0-3.0) in 
conservative and surgery groups, respectively. However, 
sF-12 physical and mental health domains and cPGAs on 
10th postoperative day were significantly better in surgical 
group than in conservative treatment group. Patients in 
surgical group had significantly earlier reduction of pain 
(p=0.0004). outcomes of two surgical treatments were 
comparable with one exception: re-thromboses rate was 
higher after te than after Le (37.5% vs. 7.1% respectively, 
p<0.05). there were no pregnancy or fetus complications 
related to teH treatment.

Conclusions/Discussion: both surgical and conserva-
tive treatment are safe and effective, however surgery leads 
to faster relief of anal pain. te is associated with higher risk 
of re-thrombosis than Le.

SHORT-TERM SURGICAL RESULT IN HIGH 
TRANS-SPHINCTERIC AND HIGH INTER-
SPHINCTERIC EXTENSION COMPLEX  
FISTULA-IN-ANO.

ePoster AbstrActs eP665

t. Heingraj, J. Pattana-arun
Bangkok, Thailand

Purpose/Background: treatment outcomes in complex 
fistula-in-ano are controversial due to heterogeneity; 
thus, the results are not impressive. to date, Magnetic 
resonance imaging (Mri) plays a major role in describing 
fistula morphology and uses to guide the surgical decision. 
High trans-sphincteric (fistula tract involved superfi-
cial external sphincter, puborectalis, or levator) and 
high inter-sphincteric extension fistula are complex fistu-
la-in-ano with no standardized treatments. this study tries 
to demonstrate surgical outcomes in these types of fistulas.

Methods/Interventions: retrospective review of 
prospective data collections. All patients with cryptoglan-
dular fistula-in-ano underwent definitive fistula surgery by 
colorectal surgeons between January 2021 and December 
2021 were included. Mri fistulas were reviewed by Mri 
fistula-specialist radiologist. complex fistula classified as 
anterior or posterior high trans-sphincteric and high 
inter-sphincteric extension. the involvement of perianal, 
intersphincteric, ischioanal, deep postanal, infralevator and 
supraleavator spaces was documented for each fistula tract. 
Details of operation to fistula tracts describe related to 
anal canal anatomy (intra-anal part, intersphincteric part, 
and extrasphincteric part). Ligation of the intersphincteric 
fistula tract (LiFt) was used to treat a well-formed gran-
ulated tract. intra-anal fistulotomy and opening closure 
was used in the oblique/horizontal intersphinccteric tract. 
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Postoperative healing was evaluated at 6 months. Factors 
related to clinical failure were analyzed.

Results/Outcome(s): there were 65 patients diag-
nosed with complex cryptoglandular fistula-in-ano. From 
preoperative Mri, the posterior high trans-sphincteric 
fistula was the most common complex type, followed by 
high inter-sphincteric extension and anterior high trans- 
sphincteric type with incidences of 38 (58.3%), 35 (53.9%), 
and 14 (21.5%) patients respectively. At 6 month-post 
operation, 43 patients out of 65 patients (66.15%) were  
clinically healed. Posterior high trans-sphincteric was 
associated with a higher failure rate (P=0.008). the 
pattern of recurrence was unhealed tracts at 64.3%.

Conclusions/Discussion: the short-term results for 
complex fistula surgery with Mri-guided were promising, 
with a high success rate compared to previous studies. the 
posterior high trans-sphincteric type was the most common 
complex type related to a higher failure rate. However, 
further long-term follow-up and prospective trials should 
confirm this strategy.

CURRENT UPDATE ON MULTIMODAL 
ANALGESIA AND NON-OPIOID SURGICAL 
PAIN MANAGMENT.

ePoster AbstrActs eP666

b. Deshler, e. rockenbach, t. Patel, b. Monahan, 
J. Poggio
Philadelphia, PA

Purpose/Background: the opioid epidemic continues 
to impact patient’s physical, mental, and financial well-
being. besides their potential for addiction, opioids also 
cause gastrointestinal hypomotility and hinder recovery 
after abdominal surgery. though enhanced recovery 
After surgery (erAs) protocols with low or non-opioid 
multimodal analgesia have been implemented in some 
institutions, there is no specific recommendation or inquiry 
into what combinations work best. the goal of this paper 
was to review current literature on the use of low or 
non-opioid multimodal analgesia in abdominal, pelvic, and 
gynecological surgeries, and provide recommendations for 
future research and use.

Methods/Interventions: A systematic review was 
conducted to determine the efficacy of non-opioid ther-
apies in multimodal analgesia. the focus was on abdom-
inal, pelvic, and gynecological surgeries. random clinical 
trials, meta-anlayses, and systematic reviews from Pubmed 
between 2017 to 2022 were used. they had to be in the 
english language, focused on adults, and could originate 
worldwide.

Results/Outcome(s): erAs protocols with multimodal 
non-opioid analgesics are highly beneficial for gynecolog-
ical and abdominal surgeries. studies suggest they can 
decrease length of stay, time to bowel function, opioid 
consumption, readmission rates, and complication rates. 

the efficacy of certain medications within multimodal 
analgesia were then analyzed. there is no strong evidence 
suggesting that acetaminophen is beneficial in multi-
modal analgesia. it is better to add tramadol or diclofenac 
instead. epidurals work better than iV or continuous 
peripheral nerve block administrations, yet intrathecal 
analgesics work better than epidurals. intrathecal local 
anesthetics should be combined with adjuncts and either 
etoricoxib or dexmedetomidine to decrease pain and 
opioid consumption. Dexmedetomidine also makes local 
wound anesthetics and transversus abdominis plane (tAP) 
blocks more efficient. tAP blocks are better to use than 
port-site infiltrations and have the same efficacy as local 
wound infiltrations. epidurals and intrathecal analgesics 
might be better to use than liposomal tAP blocks. there 
is conflicting data on whether tAP blocks are beneficial in 
multimodal analgesia. transmuscular quadratus lumborum 
and erector spinae plane blocks might work better.

Conclusions/Discussion: it is highly recommended 
that all institutions enact erAs protocols with low or 
non-opioid multimodal analgesia. the overall goal for 
future studies is to standardize a non-opioid multimodal 
analgesic combination that eliminates the need for opioids, 
provides adequate pain relief, few adverse reactions, and is 
cost effective. specific studies should determine the impor-
tance of acetaminophen and tAP blocks in multimodal 
analgesia. they should also analyze which combinations of 
local anesthetic, adjunct, and dexmedetomidine work best, 
and whether an nsAiD should be added.

SAME DAY COLECTOMY: EXPERIENCE OF 
AN URBAN ACADEMIC CENTER WITH AN 
UNDERSERVED PATIENT POPULATION.

ePoster AbstrActs eP667

s. Zigouras, A. Alcabes, D. Lima, A. Abdelnaby
Bronx, NY

Purpose/Background: the development of robotic 
colorectal surgery and enhanced recovery After surgery 
(erAs) protocols have independently decreased the inpa-
tient length of stay after colectomy. the viability of 
same day discharge after robotic colectomy using erAs 
protocol has been shown at other institutions in patient 
populations with AsA class 1-2, often with bMi in the 
non-obese range. At our institution, we demonstrate good 
outcomes with same day discharge following colectomy 
even in an underserved patient population with AsA class 
2-3, and inclusive of patients with bMi over 35. our aim 
is to describe our institution’s experience with same day 
colectomy.

Methods/Interventions: retrospective chart review 
at a single tertiary care center was performed over a 
16-month period in patients discharged within the same 
day of colon surgery. inclusion criteria were adults age 
18 to 80 undergoing robotic colectomy. exclusion criteria 
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were conversion to open surgery and ostomy creation. 
All patients had partial colectomy performed, including 
right, left and sigmoid colectomies for benign and malig-
nant pathology. erAs protocol included pain control 
with pre- and post-operative multimodal oral medication, 
intra-operative transversus abdominus plane block and 
restricted use of narcotics. oral diet was initiated immedi-
ately and advanced as tolerated. Patients were encouraged 
to ambulate as soon as possible after surgery. Patients 
were discharged when tolerating a general diet with pain 
well controlled on an oral regimen. readmission rates and 
post-operative complications were assessed.

Results/Outcome(s): over the course of 16 months, 
22 patients undergoing robotic partial colectomy were 
discharged within the same day of surgery using erAs 
protocol. 6 (32%) were male and 13 (68%) were female, 
with a median age of 58, ranging from 32 to 75. bMi ranged 
from 19.3 to 41.0, with a median of 28.6 (26-31) and 21% 
of patients with bMi > 35. 26% of patients were AsA class 
3, with the remaining 74% AsA class 2. co-morbidities 
included diabetes (47% of patients), hypertension (63%), 
obesity (37%), and tobacco use (16%). 26% of patients 
were insured with Medicaid, 32% with Medicare, and 42% 
with Private insurance. only two patients were readmitted 
within 30 days, with one requiring a return to the operating 
room for a port site hernia. there were no mortalities in 
30 days.

Conclusions/Discussion: our study demonstrates that 
same day discharge after minimally invasive colon surgery is 
safe and effective not only in the previously demonstrated 
population of patients with AsA class 1-2 and bMis  
< 35, but also in an urban environment with underserved, 
resource poor population with increased comorbidities 
and operative risk. While limited by its small sample size, 
readmission rate of 10%, return to or rate of 5%, and 0% 
mortalities in this study encourage continued practice of 
same day colectomy regardless of risk profile when patients 
meet discharge criteria.

PERIOPERATIVE OUTCOMES IN PATIENTS 
AFTER OSTOMY REVERSAL: 9-YEAR 
EXPERIENCE WITH NATIONAL SURGICAL 
QUALITY IMPROVEMENT PROGRAM (NSQIP).

ePoster AbstrActs eP668

M. sharma1, J. chang1, Y. su1, c. tran1, P. Goffredo2, 
D. thompson1, A. Mishra1, i. Hassan1

1Iowa City, IA; 2Minneapolis, MN

Purpose/Background: A proportion of patients having 
colorectal resections undergo proximal fecal diversion to 
decrease the incidence and consequences of an anasto-
motic leak. However, construction of a diverting stoma 
is also associated with risks including operative morbidity 
with reversal. in order to objectively characterize these risks 
to aid in perioperative decision making and counseling, 

we evaluated the 30-day morbidity after ostomy reversal 
leveraging the strengths of the national surgical Quality 
improvement Program (nsQiP) database.

Methods/Interventions: the nsQiP database from 
2012-2020 was queried to identify patients who under-
went ostomy closure as defined by current Procedural 
terminology codes 44625 and 44620, as the only primary 
procedure code and without concurrent procedure codes. 
emergent cases were excluded. Patient demographics, 
comorbidities, 30-day complication rates were analyzed. 
Univariate and multivariate odds ratios were used to assess 
associations.

Results/Outcome(s): A cohort of 25,724 patients who 
underwent an ostomy closure between 2012 and 2020 
was identified. there were no relevant differences in the 
patient characteristics and outcomes of the two cPt 
codes and therefore they were further analyzed together. 
the median age was 57 years [iQr, 46 – 67], with 55% 
females, 48% had an AsA of <3 and 26% had a bMi >30. 
the median operative time was 73 mins (iQr, 53 – 103) 
and median length of hospital stay was 3 days (iQr, 2-5). 
the reoperation rate was 4% and readmission rate was 9%. 
the major and minor complication rate was 7%, and 2%, 
respectively. the rate of superficial incisional surgical site 
infections (ssi) was 3%, deep incisional ssi was 0.76%, 
and organ space ssi was 3%. 30-day mortality rate was 
0.4%. A bMi > 30, albumin <3 and preoperative weight 
loss were associated with increased risk of minor complica-
tions, or of 1.018, 1.030, and 1.031, respectively (p<0.001 
for all 3) but not major complications.

Conclusions/Discussion: notwithstanding the limita-
tions of the database including the fact that we could 
not distinguish between patients with an ileostomy or 
colostomy, we observed that ostomy reversal is associated 
with an acceptable but clinically appreciable morbidity, 
that may not be necessarily modifiable. this risk of oper-
ative morbidity with ostomy reversal therefore should 
be carefully considered and balanced with the risk of 
not performing fecal diversion at the time of colorectal 
resections.
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table 1. Multivariate Analysis of Major complication risk Factors

LONGER DURATION OF LOOSE SETONS LEADS 
TO DISTALIZATION OF ANAL FISTULAS.

ePoster AbstrActs eP669

b. Halimeh, s. Lajoie, A. booras, J. Favuzza, 
o. beresneva
Boston, MA

Purpose/Background: Loose setons have been 
commonly used as an initial treatment of anal fistulas. 
the majority of studies look at seton treatment as a single 
variable at a single point of time without consideration of 
duration of treatment. there is no research on whether 
duration of seton distalize anal fistula tract over time 
leading to change in definitive surgery for anal fistulas.

Methods/Interventions: this is a retrospective study of 
patients who presented between 2015 to 2020 with anal 
fistulas and were treated with a loose seton at an initial 
operation followed by a definitive operation at a later time. 
Patients were divided into two groups based on duration 
of seton treatment with 100 days being a cutoff between 
the two groups. Patients with complex fistulas, those 
with crohn’s disease, or recurrent fistulas were excluded. 
Demographic information, type of anal fistula, seton dura-
tion, definitive surgery, complication and recurrence rates 
were collected.

Results/Outcome(s): We included 49 patients. our 
patient population had a median age of 39 [33-49]. 
the majority of patients were Hispanics (n=21, 43%) 
followed by non-Hispanic white (n=10, 20%) and African-
American (n=9, 18%). At initial presentation patients 
were split evenly between having low (low transsphinc-
teric, superficial, and intersphincteric) (n=25, 51%) and 
high (high and mid transsphincteric) (n=24, 49%) fistulas. 

A third of high fistulas downgraded to low fistulas at the 
2nd operation post-seton placement (n=16, 33%). the 
majority of patients who downgraded to a low fistula had 
the seton placed at a longer duration (69% vs 31%). of 
the procedures done, only LiFt was associated with fistula 
recurrence (n=1, 2%).

Conclusions/Discussion: While our sample size is small 
and we are limited by retrospective nature of our analysis, 
our study demonstrates that longer duration of seton treat-
ment is associated with an increased rate of distalization 
of fistula tract allowing surgeons to perform fistulotomy 
procedures that have a higher success rate in treating anal 
fistulas.

CUTTING SETON FOR THE TREATMENT OF 
CRYPTOGLANDULAR FISTULA-IN-ANO: A 
SYSTEMATIC REVIEW AND META-ANALYSIS.

ePoster AbstrActs eP670

t. McKechnie1, J. Khamar1, A. sachdeva2, Y. Lee1, 
D. Hong1, c. eskicioglu1

1Hamilton, ON, Canada; 2Toronto, ON, Canada

Purpose/Background: till date, there is no consensus 
regarding the optimal treatment modality for fistula-in-ano 
of cryptoglandular origin. one of the common manage-
ment strategies is the use of cutting seton (cs) which has 
remained controversial amongst colorectal surgeons due 
to reports of fecal incontinence, recurrence of fistula, and 
extended healing time. this review aims to provide the 
first synthesis of studies investigating the use of cutting 
seton for the treatment of cryptoglandular fistula-in-ano.

Methods/Interventions: A comprehensive search 
was performed in MeDLine, embase, and centrAL 
from database inception to July 2022. Articles were 
eligible for inclusion if they were single-arm or multi-arm 
randomized controlled trials or cohort studies focusing 
on patients diagnosed with fistula-in-ano of cryptoglan-
dular etiology who underwent cs for management. the 
primary outcome was recurrence of fistula. secondary 
outcomes included incontinence, healing time, and oper-
ative time. inverse variance random effect meta-analyses 
were used to pool effect estimates. subgroup analyses 
comparing cs with other comparators (e.g. fistulotomy) 
were conducted if studies included sufficient data. this 
systematic review was completed in accordance with the 
Preferred reporting items for systematic reviews and 
Meta-Analyses (PrisMA) guidelines.

Results/Outcome(s): 675 citations were initially 
obtained of which 29 studies fit the inclusion criteria. in 
total, 1513 patients undergoing cs (20.3% female, age: 
41.7 years) were included. the most common type of fistula 
was transsphincteric (73.6%), followed by intersphincteric 
(18.8%), extrasphincteric (3.9%), and suprasphincteric 
(3.7%). Patients with cs had a 3% (95% ci: 2-4%) 
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chance of recurrence. When compared to fistulotomy, the 
risk of recurrence was insignificant. Furthermore, patients 
undergoing cs had a 13% (95% ci: 10-15%) risk of incon-
tinence. When cs was compared to fistulotomy, the risk 
of incontinence was increased in the fistulotomy group, 
however non-significantly. Gas incontinence was most 
frequently observed (53%), followed by liquid (38.5%), 
and then solid (8.5%). cs patients had an average healing 
time of 13.30 weeks (95% ci: 8.82-17.77). operative 
time for cs when pooled was 39.64 minutes (95% ci: 
26.98-52.31).

Conclusions/Discussion: the management of fistu-
la-in-ano has a variety of different treatment options. our 
analysis shows that cs has low recurrence and inconti-
nence rates within patients making it a safe and valuable 
tool for colorectal surgeons. However, these conclusions 
are based on limited prospective comparative analyses. 
Further randomized controlled trials comparing cs with 
other interventions are required.

A CASE SERIES OF ABSCESS AN FISTULA IN 
ANO AFTER TAMIS.

ePoster AbstrActs eP671

K. Alyatama, e. Vikis, J. Melich
Vancouver, BC, Canada

Purpose/Background: trans anal minimally invasive 
surgery has revolutionized local excision of benign and 
early rectal cancers with minimal morbidity and low 
complication rates. it is a safe approach and is now well- 
established technique for removal of benign lesions and 
select early rectal cancer t1(1). We report 4 cases with a 
rare post operative complication that is underreported in 
the literature.

Methods/Interventions: this is a case series study 
involving a single center. We identify 4 cases out of 500 
procedures from 2013 to 2022 that had the complication 
of interest. We reviewed each case presentation, outcome, 
and management.

Results/Outcome(s): two patients had an abscess 
complicated by a fistula that required drainage and seton 
insertion, one of them was managed successfully with an 
advancement flap. one patient was managed conserva-
tively with iV and oral antibiotics. Another patient had an 
abscess that required transrectal drainage only.

Conclusions/Discussion: We believe that abscess and 
fistula post tAMis is a complication that is underreported 
in the literature. We need to discuss the pathophysiology, 
presentation, treatment, and possible prevention methods. 
We always close the defect with an absorbable PDs suture. 
Defect closure has been previously studied and this did not 
show any statistical significance in respect to complications 
in those studies (2). Whether this had a role in the patho-
physiology of an abscess or not is a point to take in mind.

SURGEON AGREEMENT IN ENDOSCOPIC 
IMAGE ANALYSIS OF RECTAL CANCER TO 
NON-OPERATIVE MANAGEMENT.

ePoster AbstrActs eP672

s. Murphy1, W. Hadi2, P. callas2, P. cataldo2

1Irvine, CA; 2Burlington, VT

Purpose/Background: neoadjuvant chemoradiation 
therapy is an important management therapy for rectal 
cancer, and in some cases, it eliminates the need for 
surgery entirely. non operative management (noM) is a 
treatment modality in which patients who have a complete 
clinical response are observed without surgery. reliable 
methods to identify rectal cancer patients with complete 
responses are needed to safely apply and expand noM. 
of the currently available tumor response assessment 
tools, endoscopic examination has been considered the 
most robust method; however, evaluation is challenging 
and variable among colorectal surgeons. reliable and 
consistent endoscopic image analysis is essential for safe 
and effective management of noM of rectal cancer. this 
study aims to evaluate colorectal surgeon consistency and 
accuracy of endoscopic images of patients undergoing 
noM. Using an internet survey-based system, multiple 
surgeons evaluated serial endoscopic images for patients 
undergoing noM.

Methods/Interventions: A red-cap internet survey was 
designed with 22 patient scenarios with each containing 
three endoscopic images demonstrating tumor at three 
different time points: 1) tumor at diagnosis 2) tumor at 
middle of therapy 3) tumor at completion to total neoad-
juvant therapy. this survey sent to the membership of 
Ascrs. Degree of agreement between surgeons was then 
measured with a spearman-coefficient statistical analysis. 
Accuracy was measured against final pathology for those 
who underwent surgery and against freedom from local 
regrowth at two years for those who did not undergo 
surgery. surgeon demographics were assessed.

Results/Outcome(s): in total, 53 surgeons responded to 
the survey. correlation was measured between colorectal 
surgeons for categorizing clinical response status after 
neoadjuvant treatment for rectal cancer. the degree of 
correlation ranged from 49-100%, with overall spearman 
correlation coefficient of 0.76 (p<0.0001). Figure 1 shows 
the correlation between who gave the modal response and 
mean certainty. in this study, 72% of surgeons accurately 
identified complete clinical response (95% ci 67%-76%); 
82% of surgeons accurately identified incomplete clinical 
response (95% ci 75%-88%). of those that responded, 
24 of the surgeons practiced in an academic institution, 
18 in a private institution, 6 in a multispecialty clinic, and 
2 chose “other” type of institution. eighteen were ‘Very 
comfortable’ practicing non operative management of 
rectal cancer; 21 were ‘somewhat comfortable’, 10 were 
‘Uncomfortable’, and 1 ‘Would never do it’.
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Conclusions/Discussion: there was high correlation 
among colorectal surgeons regarding the status of a rectal 
tumor response to non-operative rectal cancer; limited 
data indicates that surgeons were able to correctly identify 
pcr and ccr in 82% and 72% respectively but more data 
will be required to fully evaluate surgeon accuracy of endo-
scopic analysis.

METASTATIC LUNG CANCER PRESENTING AS 
A LARGE BOWEL OBSTRUCTION.

ePoster AbstrActs eP673

c. Donahue, G. Gantt
Charleston, SC

Purpose/Background: Lung cancer is the second most 
common cancer in both males and females and the leading 
cause of cancer related deaths. While metastatic disease is 
common at the time of diagnosis, metastatic lung cancer 
to the colon is rare. there have been few reports of clin-
ical presentations of metastatic lung cancer to the colon, 
however this may be under reported as the incidence has 
been found to be higher in autopsy studies.

Methods/Interventions: We present the case of a 62 
year old patient with known metastatic lung cancer being 
treated with pembrolizumab and imprime PGG. He had 
been previously workup up for abnormal colonic thick-
ening with negative biopsies. However, despite treatment 
of his metastatic disease with radiation, his symptoms 
progressed to complete large bowel obstruction requiring 
surgical intervention with colectomy and end colostomy. 
Final pathology revealed metastatic lung cancer.

Results/Outcome(s): the patient was taken to the 
operating room for laparoscopic sigmoid colectomy with 
end colostomy. the decision to not perform a primary 
anastomosis was due to his chronic malnutrition with a 
prealbumin of 3, radiated field, as well as upstream dilation 
of the colon. the surgery was uncomplicated and he toler-
ated it well. the patient was discharged on postoperative 
day two. Final pathology revealed metastatic lung cancer 

with lymphovascular invasion. immunohistochemistry 
stains were positive for ttF1 andcK7, negative for cDX2 
and cK20.

Conclusions/Discussion: While lung cancer metas-
tases to the colon are rare, clinicians should be suspicious 
if patients present with partial obstructive symptoms, 
abdominal pain or bleeding. Patients presenting with 
these symptoms should be evaluated with colonoscopy 
and may benefit from resection for symptom control as 
well as potential for prolonged survival. Metastatic lung 
cancer can be distinguished from primary colon cancer 
with staining positive for ttF-1 and cK7 and negative for 
cDX2 and cK20.

THE IMPACT OF PRIMARY CARE PHYSICIANS 
IN THE DIAGNOSIS OF COLORECTAL CANCER 
AT A SAFETY-NET HOSPITAL SYSTEM.

ePoster AbstrActs eP674

K. Dimaano1, M. croman1, M. orellana1, n. chevru2, 
b. Petrie1, H. Lee1

1Torrance, CA; 2Los Angeles, CA

Purpose/Background: Primary care physicians (PcP) 
play a key role in offering colorectal cancer (crc) screen-
ings to general population. Delay in or omission of crc 
screening is associated with late stage (stage 3 and 4) at 
diagnosis. several factors have been identified as barriers 
to adhering to screening recommendations including lack 
of PcP to manage crc screening schedules. this is espe-
cially pertinent in underserved patient population with 
limited access to health care. We investigate the impact 
of availability of PcP in the diagnosis of crc including 
adherence to screening recommendations and stage at 
diagnosis at an urban safety-net hospital system.

Methods/Interventions: A retrospective chart review 
was conducted of patients who were diagnosed with crc 
through institutional cancer registries between 2018-2021 
at two urban safety net hospitals. Patients who did not 
meet recommending screening age (50 -75), obtained 
screening or already underwent surgery at outside hospital, 
presented with diagnosis of inherited polyposis syndromes 
or inflammatory bowel disease were excluded form anal-
ysis. in addition, presence of total abdominal colectomy or 
incomplete medical chart for analysis were excluded from 
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analysis. Patients that met inclusion criteria were classified 
into three cohorts of PcP, no PcP (nPcP) and PcP not 
diagnosed by screening (PcPnDx). statistical comparison 
of groups was performed using t-test for continuous vari-
ables, and Pearson’s Χ2 test for categorical variables to 
evaluate outcomes of interest.

Results/Outcome(s): A total of 374 patients meeting 
inclusion criteria were identified with crc between 
2018-2021. the cohort had 60.4% males and 54.8% were 
Hispanic. 58% spoke spanish, and 31.9% spoke english. 
47.6% had a PcP at the time of diagnosis. of those with 
PcP, 71.4% had screening ordered. 52.5% of patients 
with PcP were diagnosed with crc by screening. of the 
patients who presented symptomatically, 21.5% presented 
with blood per rectum and 12.9% with anemia. Patients 
with a PcP had a significantly lower rate of late stage 
crc than those without a PcP (42.3% vs. 68%, p<0.01). 
of those with a PcP 52.6% were diagnosed by screening, 
while the rest presented symptomatically. of those who 
presented to a PcP with symptoms, diagnosis of late stage 
crc was significantly lower than those without PcP 
(49.5% vs 68%, p=0.003).

Conclusions/Discussion: Patients with a PcP at diag-
nosis presented with earlier stage of crc at diagnosis than 
those without a PcP. Furthermore, patients with PcP but 
presented symptomatically presented with significantly 
lower rates of late stage crc when compared to those 
without PcP. these findings highlight the importance of 
engaging PcP in screening and diagnosis of crc at urban 
safety-net hospital system.

PROGRESSIVE IMPROVEMENTS IN 
POSTOPERATIVE LENGTH OF STAY AT AN 
ACADEMIC INSTITUTION.

ePoster AbstrActs eP675

b. choi, J. Knowles, J. church, D. bakes, b. Dionigi, 
P. Kiran
New York, NY

Purpose/Background: colorectal resections are associ-
ated with high morbidity and long postoperative stay with 
significant healthcare costs. We evaluated whether the 
deliberate institution of changes to standardized perioper-
ative pathways can temporally impact length of stay (Los) 
within a colorectal unit.

Methods/Interventions: Data for all patients undergoing 
colorectal resection with primary anastomosis at a single 
academic institution from 2013 to 2022 were obtained 
from a prospectively maintained database. All patients 
underwent uniform perioperative pathways with changes 
introduced at different time-points. Patient controlled 
analgesia with immediate introduction of oral diet was 
used from July 2013-June 2015; tAP blocks at surgery 
were added to the protocol starting July 2015; Alvimopan 
was introduced starting July 2016; and in July 2018, an 
enhanced recovery After surgery (erAs) pathway was 
instituted, which included standardized bowel preparation, 
multimodal analgesia starting preoperatively, immediate 
resumption of a solid diet and early ambulation. Patients 
were divided into 4 groups: prior to any intervention (Pi), 
tAP block (tb), alvimopan (ALV), and erAs. Data were 
analyzed using Kruskall-Wallis test, AnoVA, and logistic 
and linear regressions.

Results/Outcome(s): in total, 1676 patients were 
included (403 Pi, 149 tb, 281 ALV, 843 erAs). the four 
groups had similar age (p=0.11), body mass index (bMi) 
(p=0.48) and gender (p=0.58). Pi patients had higher 
rates of cardiopulmonary and neurological comorbidity, 
malnutrition and osteoporosis (p<0.05 for all), higher 
tobacco (p<0.0001) and alcohol (p<0.0001) use, and prior 
surgery (p<0.0001). All groups had similar use of a lapa-
roscopic approach but Pi had greater conversion to open 
surgery (p=0.0024) and were more likely to have intra-
operative complications (p<0.0001) and higher blood loss 
(p<0.0001). Postoperatively, urinary retention (p=0.02) 
and ileus (p<0.0001) occurred less often with each succes-
sive intervention. Mean Los for the 4 groups was: Pi 6.6 
days [iQr 4-7], tb 5.0 [3-6], ALV 5.0 [3-5], and erAs 
4.2 [2-5] (p<0.0001). on multivariate analysis, there was 
a significant decrease in Los associated with each inter-
vention while controlling for age, bMi, sex, underlying 
comorbidities, and intraoperative characteristics: tb with 
a 0.9 day decrease, ALV with 1.8 days, and erAs with 
2.1 days when compared to Pi. there was no significant 
difference among the 4 groups in reoperation, readmission, 
or mortality rates on univariate or multivariate analysis.

Conclusions/Discussion: A focused approach to periop-
erative care after colorectal resection led to incremental 
improvement in recovery reducing Los by 2 days without 
adversely influencing complications, mortality or read-
mission even within a tertiary referral center dealing with 
a high volume of complicated cases. these data support 
the frequent consideration of interventions that impact 
recovery and outcomes in our era of constrained resources.
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EVALUATING COMPLIANCE WITH NCCN 
GUIDELINES IN PATIENTS WITH LYNCH 
SYNDROME.

ePoster AbstrActs eP676

r. raman, K. Meeder, K. Hughes, b. Usry, M. clavecilla, 
c. Donahue
Charleston, SC

Purpose/Background: Lynch syndrome (Ls), an auto-
somal dominant condition, is the most common form of 
hereditary colon cancer that also predisposes patients to 
an increased risk of extra-colonic cancers including endo-
metrial, gastric, prostate, and several others. the national 
comprehensive cancer network (nccn) has developed 
evidence-based screening guidelines for patients with Ls. 
Adherence to these guidelines is associated with earlier 
recognition of neoplasia and improved overall survival. 
the aim of this study was to assess the rate of adherence 
to nccn guidelines for patients with Lynch syndrome at 
our institution.

Methods/Interventions: We performed a retrospec-
tive cohort study using the MUsc cancer registrar 
including patients diagnosed with Ls from 2015-2021. 
Patients were assessed for compliance with the nccn 
guidelines for the following 10 screening and management 
interventions: colonoscopy, esophagogastroduodenoscopy 
(eGD), risk-reducing hysterectomy (rrH), risk-reducing 
bilateral salpingo-oophorectomy (rr-bso), endome-
trial biopsy, transvaginal ultrasound (tVUs), pancreatic 
cancer screening (MrcP or eGD with eUs), skin check, 
PsA, and urinalysis. We evaluated compliance by percent 
of patients who underwent the appropriate screening/
procedure and by individual patient compliance rates for 
all guidelines.

Results/Outcome(s): 30 patients were identified with 
Ls and analyzed. 66% of patients were female and 80% 
were caucasian. Age ranged from 29 to 82, with the 
average age 51 years old. 5 patients with MLH1 mutation 
(16.7%), 6 with MsH2 (20.0%), 11 with MsH6 (36.7%), 
and 8 with PMs2 (26.7%). 80% of patients had guide-
line-compliant care for colonoscopy, 74.1% for eGD, 

81.8% for rrH, 75% for rr-bso, 28.7% for endometrial 
biopsy, 25% for tVUs, 20% for pancreatic screening, 
26.7% for dermatologic skin check, 33.3% for PsA, and 
71.4% for urinalysis. there were zero patients with a 100% 
individual compliance rate.

Conclusions/Discussion: this retrospective observa-
tional study highlights the poor compliance to nccn 
guidelines for screening and surveillance in patients with 
Ls, particularly for non-colorectal cancers. rrH and colo-
noscopy had the highest rate of compliance (81.8% and 
80% respectively). However, only two out of seven patients 
who still had a uterus received guideline-compliant care 
for endometrial biopsy. Pancreatic screening, which is 
recommended in patients with a 1st or 2nd degree relative 
with pancreatic cancer, had the lowest rate of compliance 
(20.0%). Also, of note was a high rate of nonadherence for 
PsA screening (33.3%) among the six men over 40 years 
old. While this study is limited by its retrospective design 
and small sample size, it emphasizes a need for improved 
adherence to screening and surveillance in an effort to 
decrease Ls associated cancer deaths. Future efforts that 
build off of this study will focus on understanding how 
demographics and other variables may influence the guide-
line-compliant management for individual patients.

MISMATCH OF EXPECTATIONS: COLORECTAL 
CANCER PATIENTS’ EXPERIENCE OF PRE-
OPERATIVE INFORMATION.

ePoster AbstrActs eP677

Z. noor, c. ralston, A. Hainsworth, A. schizas, 
M. George, L. Ferrari, r. Johnson
London, United Kingdom

Purpose/Background: surgery for colorectal cancer 
patients significantly impacts on their quality of life 
(QoL), and in turn which can impede post-operative 
recovery. Delivery of key information on peri-operative 
aspects of care is imperative, and ensures shared decision 
making. However, patient feedback in clinical settings and 
previous research have identified challenges with patients’ 
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retention and understanding of information. this in turn, 
impacts on patient’s adherence to advice, treatment plan, 
and adversely affects patient experience.

Methods/Interventions: A prospective study using 
semi-structured interviews was conducted. 16 patients 
were selected and underwent semi-structured interviews. 
Patients had a consultation period consisting of pre-op-
erative information and advice from the multidisciplinary 
team (MDt), with the aim of optimising care and surgical 
outcomes. to better understand patients’ priorities for 
pre-operative information, eight healthcare professionals 
representing each professional within the MDt were inter-
viewed. results were analysed in accordance with thematic 
analysis structure.

Results/Outcome(s): Patients’ median age was 55, 
with 56% male and 44% female. Four sub-themes emerged 
within the context of information; benefits of information, 
information retention and being overwhelmed, the need 
for information, and timing of information. Main finding 
was a pattern of mismatched priorities between patient 
participants and MDt-member participants. Patients 
reported that timing of delivery of pre-operative informa-
tion was optimal and retained details about expected treat-
ment trajectory. However, patients unanimously reported 
insufficient information on the immediate post-operative 
period regarding levels of physiological discomfort, scar-
ring and physical appearance. this led to confusion, 
and emotional distress, which in turn led to variable 
adherence behaviours. in contrast, MDt participants 
prioritised details about key instructions on adherence, 
limiting on purpose their information to primary advice to 
reduce the information burden. thus, MDt-participants 
perceived patients’ variable adherence behaviours and 
general expression of emotional distress as indicative of 
poor information retention.

Conclusions/Discussion: this work provides new 
insight about mismatch priorities between patients and 
healthcare providers. this information gap creates uncer-
tainty for patients which may lead to exacerbations of base-
line levels of anxiety, and likely complicates and prolongs 
inpatient recovery. Future recommendation includes util-
isation of a pre-assessment checklist, allowing patients 
to express preferences in terms of type of information 
they would like to receive and timing with the view to 
develop personalised care. it is envisioned that this will 
enhance retention of targeted information, and reduce the 
mismatch in perception alignment to optimise patient’s 
decision making, recovery and QoL.

COLORECTAL RESIDENTS’ PERCEIVED 
EDUCATIONAL NEEDS FOR IPAA.

ePoster AbstrActs eP678

e. Fennern1, A. ofshteyn2, s. Kelley2, s. stein1, J. Miller-
ocuin1, e. steinhagen1

1Cleveland, OH; 2Rochester, MN

Purpose/Background: ileal pouch anal anastomosis 
(iPAA) is a key procedure for colorectal surgeons, but the 
median number of iPAA cases performed in colorectal resi-
dency is only 7. there is a need for adjunctive curriculum 
to teach iPAA, but there is no consensus on what should 
be included and how it should be taught. the perspective 
of colorectal residents should play a role in the design of 
an iPAA curriculum. this study aims to understand the 
perspective of colorectal residents and their educational 
needs regarding iPAA.

Methods/Interventions: An anonymous, voluntary 
email invitation to an online survey was sent to colorectal 
residency program directors who were asked to forward 
it to their residents. residents then rated their readiness 
to provide various aspects of pre-operative, intra-opera-
tive (both routine and troubleshooting maneuvers), and 
post-operative care for patients undergoing iPAA. the 
survey instrument utilized the validated Zwisch four-
level scale of resident autonomy (Level 1: show and tell/
observer, Level 2: active help, Level 3: passive help, and 
Level 4: supervision only).

Results/Outcome(s): out of 109 colorectal residents 
in 2021, 46 (42%) answered the survey. on a 100-point 
scale, the median rating of the importance of iPAA 
training to respondents’ rank lists was 40 (iQr 23 to 59) 
and to perceived future practice was 50 (iQr 35 to 66). 
Across most elements of iPAA care, the median self-as-
sessment was a skill level requiring active help (table 1). 
elements where readiness was deemed lower (show and 
tell/observer) by a median of respondents were: doing a 
mucosectomy/hand sewn iPAA (median 1.00, iQr 1.00 to 
2.00), converting to another pouch configuration (median 
1.00, iQr 1.00 to 1.75), and assessing pelvic floor function 
(median 1.00, iQr 1.00 to 2.00). only the performance 
of a total abdominal colectomy (median 3.00, iQr 2.00 
to 3.00), control of bleeding (both in the intra-operative 
[median 3.00, iQr 2.00 to 3.00] and post-operative 
period [median 3.00, iQr 2.00 to 3.00]), and manage-
ment of anastomotic leaks were assessed as feasible with 
only passive help by a median number of respondents. 
no elements of care were deemed by a median number 
of respondents to require supervision only. Across pre-, 
intra-, and post-operative aspects of care, readiness was 
assessed as lowest in the intra-operative setting (median 
2.00, iQr 1.00 to 3.00).

Conclusions/Discussion: Matriculating colorectal resi-
dents perceive a need for a high level of supervision and 
help in the care of patients undergoing iPAA – especially 
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for the technical aspects of care. educational interventions 
should focus on those areas where the most growth is 
required to optimally train residents in iPAA surgery.

LEARNING CURVE FOR ROBOTIC NICE 
PROCEDURE: DOUBLE STAPLE TECHNIQUE- 
SINGLE INSTITUTION EXPERIENCE.

ePoster AbstrActs eP679

A. Ky, t. lu
New York, NY

Purpose/Background: Natural orifice intracorporeal 
anastomosis and transrectal extraction of the specimen 
have been described. Same day discharges have also 
been described by a number of trailblazing surgeons. For 
those of us who have been around for a long time or just 
started, there is always hesitation to embrace new ways 
of surgical techniques especially if the complication can 
be major. We present our experience at our institution 
demonstrating the feasibility, safety, and utility of tran-
srectal extraction with progressing earlier discharge of 2 
surgeons with different surgical experiences.

Methods/Interventions: Six natural orifice intracorpo-
real anastomosis with transrectal extraction procedures 
with double stapled anastomosis were performed. All 
specimens were extracted through a wound protector. 
Between 5/22-10/22, a total of 6 low anterior resections 
with transrectal extraction were performed robotically. 
The average age for attending A was 57 (47-70yrs 
old) attending B 24.5(24,25yrs old) attending A have 

been in practice for 22yrs, attending B 2 yrs. All of the 
patient was collected on operative time, BMI, indication 
for surgery, length of operations and length of stay,

Results/Outcome(s): The indications were compli-
cated diverticulitis, rectal cancer, large circumferential 
polyps and chronic constipation with rectal prolapse. 
The mean operative time was 182.2 minutes for 
durgeon A (132-225 min), and 367.5 min (239-496 
min) for surgeon B. There were no intraoperative 
complications or conversions. An EEA double staple 
technique intracorporeal anastomosis was successful 
in all patients. Natural orifice transrectal extraction 
was successful in all (100%) patients. A small wound 
protector was used transrectally for extraction. The 
mean postoperative length of stay was 3 days (1.5-5) for 
surgeon A and 6days (5-8 days) for surgeon B. There 
was 1 complication of post op bleeding from the staple 
line from an unexpected postoperative elevated INR. 
The patient was returned to the OR the same day and 
the anastomosis clipped endoscopically by surgeon A. 
Surgeon B had a readmission for stricture that was 
dilated and discharged. There were no reoperations or 
mortalities.

Conclusions/Discussion: Robotic natural orifice 
intracorporeal anastomosis with transrectal extraction 
procedure and anastomosis was feasible and safe in 
this initial series. This technique can be successfully 
performed in a total intracorporeal manner without 
the need for an abdominal wall extraction incision. 
Patients who have surgery for pelvic floor disorder may 
have a higher length of stay due to the nature of the 
disorder. It is not too late for senior surgeons to learn 
new technology for the benefit of their patients. Length 
of surgery correlates to the experience of the surgeon.

IMPORTANT OPERATIVE LESSONS RELATED 
TO LAPAROSCOPIC ENTRY: A LITERATURE 
REVIEW OF LAPAROSCOPIC ENTRY 
TECHNIQUES AND DISCUSSION OF SURGICAL 
RESIDENT PREPAREDNESS FOR COLORECTAL 
SURGERY PRACTICE.

ePoster AbstrActs eP680

J. Zorn
New Hyde Park, NY

Purpose/Background: Laparoscopic surgery has become 
an increasingly popular surgical tool worldwide and stan-
dard of care for many surgical procedures. Laparoscopic 
entry is regarded as the first pivotal step in any laparo-
scopic procedure. it can be accomplished with an open 
or closed technique. to date there has been no single 
safe technique that reduces or eliminates laparoscopic 
surgical entry complications in low risk patients. surgeon 
preference and individual patient and operative character-
istics are regarded as the most important considerations 
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when choosing an entry technique. Knowing the possible 
complications and how to rectify them is as important, 
with the two most common being visceral and vascular 
related injury. surgical residents learn a wide range of 
techniques based on their mentorship and experiences, 
specifically related to colorectal surgery. this experi-
ence-based learning can be variable and is not without 
challenges. these challenges are broken up into operative 
and non-operative and are related to work hour limitations 
and exposure to specific cases, including an overall decline 
in open surgical procedures.

Methods/Interventions: We present a case report of 
a robotic assisted right hemicolectomy with laparoscopic 
entry related vascular injury. the case is discussed for 
the purpose of comprehensive review of laparoscopic 
entry techniques and their complications along with 
management. Additional focus of discussion is the surgical 
residents knowledge of laparoscopic entry techniques, 
intra-operative management of complications and overall 
preparedness for practice after residency in an era of a 
shifting paradigm for surgical residency from decades 
before, specifically in colorectal surgery.

Results/Outcome(s): General surgery residents assist on 
colon cases routinely within the United states. the need 
for proper acquisition of efficient and safe laparoscopic 
skills to be adapted early in residency continues to grow. 
the attainment of these skills is based on experience-based 
learning and introspective analysis of skills. specifically, 
general surgery residents are not meeting the overall 
cases for colorectal surgery to be proficient at the end of 
residency alone and this is contributing to less general 
surgeon’s feeling comfortable with colorectal surgeries.

Conclusions/Discussion: According to our literature 
review, it was found that the most common rationale for 
laparoscopic entry technique chosen was based on resi-
dency training, specific mentors and the ease of applicability 
of chosen technique. this supports the imperative that 
surgical residency is the initial pillar for preparation into 
practice. there needs to be an objective discussion and shift 
in training to reduce the current deficits in general surgery 
training for greater proficiency toward colorectal surgeries.

FECAL INCONTINENCE: ANALYSIS OF A 
SERIES WITH ENDOANAL ULTRASOUND, 
TRANSPERINEAL ULTRASOUND AND HIGH 
RESOLUTION ANAL MANOMETRY.

ePoster AbstrActs eP681

J. Villanueva-Herrero1, F. cardenas-Quiros2, L. Alarcon-
bernes1, L. severino-castillo1, n. Fernandez-baez1,  
J. De Leon-rendon1, b. Jimenez1

1Ciudad de Mexico, Mexico; 2SAN JOSE, Costa Rica

Purpose/Background: Fecal incontinence (Fi) rather 
than a single disease, represents a clinical spectrum with 
diverse manifestations closely related to its wide etiology. 

temporal relationship in most patients are not so evident 
(e.g. developing symptoms several years after an uneventful 
vaginal delivery due to a hidden sphincter injury), in which 
association between the event and the onset of symptoms 
is less clear, and probably represents just one component of 
a multifactorial etiology. the aim of this study is to identify 
and characterize the main manometric and ultrasono-
graphic variations presented by patients diagnosed with Fi.

Methods/Interventions: We conducted a descriptive 
retrospective study form the medical records of patients 
diagnosed with fecal incontinence, between March 2017 
to June 2018. Main variables: past history of pelvic floor, 
anorectal or spinal surgeries, as well as comorbidities such 
as diabetes mellitus and arterial hypertension. the study 
was carried out using a bK Medical Flex Focus 400 and a 
24-channel MMs solar Hr manometry equipment.

Results/Outcome(s): 82 patients were included. 60% 
were females, 50% had no surgical history and 4.8% 
reported previous anorectal surgery (hemorrhoidectomy 
and fistulotomy procedures). 44% of the patients had 
a defect in the external anal sphincter and 46% in the 
internal anal sphincter. the most common site of injury 
was on the posterior region of the sphincter complex. An 
sphincter complex with more than 1 site with lesion was 
identified in 8.75% of the patients. transperineal ultra-
sonography was performed in 25% of our patients with 
Fi concomitant with rectal prolapse and cystocele, or a 
combination of both (70% of the patients). High resolu-
tion anal manometry was performed in all patients. 33% 
showed rectal hypersensitivity, 18% hyposensitivity and 
48% had normal findings. one patient showed high resting 
anal pressures. A Pearson correlation coefficient was used 
for correlation of endoanal ultrasound and manometry 
results. A significant correlation was identified in patients 
with alteration in the resting pressure - squeeze, resting - 
dyssynergia and rectal sensitivity in patients with lesions 
of the eAs.

Conclusions/Discussion: there is no correlation in 
most cases between injury of the sphincter complex and 
manometric alterations. Fi is associated with alterations 
in rectal sensitivity. rectal sensation assessment should 
be regarded as one of the most useful parameters. rectal 
sensitivity evaluated by manometry in patients with tibial 
stimulation and biofeedback can be helpful to demon-
strate therapeutic effectiveness. the study shows the 
complexity of the problem and the need for a detailed 
multidisciplinary approach, in which studies of pelvic floor 
physiology are imperative, helping to individualize the 
treatment modalities and their best suitable combinations 
(surgical repair, surgical augmentation, electrostimulation, 
biofeedback, etc.).
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BE KIND TO YOUR BEHIND: A RANDOMIZED 
CONTROLLED TRIAL ON THE HABITUAL USE 
OF BIDETS IN BENIGN PERIANAL DISEASE.

ePoster AbstrActs eP682

Z. baig1, n. Abu-omar1, D. Gill1, A. Karimuddin2, 
n. Ginther1

1Saskatoon, SK, Canada; 2Vancouver, BC, Canada

Purpose/Background: Patients with benign perianal 
disease are often advised to use sitz-baths for symptom 
control in addition to fiber, local treatment, and atten-
tion to good toileting habits. Anecdotally, water bidets 
may offer benefits in the treatment of hemorrhoidal and 
fissure symptoms. During the coViD-19 pandemic, bidet 
sales increased substantially in north America. However, 
its role in perianal disease remains largely unknown. We 
considered whether bidets can be used as a treatment 
modality to attenuate symptoms of perianal disease.

Methods/Interventions: Patients diagnosed by a general 
surgeon or surgical resident with hemorrhoids and/or anal 
fissures will be recruited into the study at the outpa-
tient department or the endoscopy unit. this includes 
patients who have active symptoms because of fissures 
or hemorrhoids. Patients will be screened for inclusion 
and exclusion, and then randomly assigned to bidet vs. 
no bidet. Patients will still be advised to undergo the 
current gold-standard treatment, which includes sitz baths, 
increased fiber intake, and local creams. the only differ-
ence between the two arms of the study was the use of a 
bidet. the outcomes will be assessed in terms of patients’ 
self-reported symptoms with a questionnaire, completed 
via phone at baseline, after 6 weeks and 12 weeks of 
agreeing to participate in the study

Results/Outcome(s): the study is powered to include 
120 patients in order to identify a potential 20% differ-
ence between the two study arms. enrollment is currently 
underway and 30/120 patients have been recruited.

Conclusions/Discussion: this will be the first-ever 
randomized controlled trial to study bidets as a potential 
treatment modality in the treatment of benign perianal 
disease.

FOURNIER’S GANGRENE SECONDARY TO 
PERFORATED SIGMOID COLON CANCER 
WITHIN AN INCARCERATED INGUINAL 
HERNIA: A CASE REPORT.

ePoster AbstrActs eP683

n. cairl, r. Golden
Ann Arbor, MI

Purpose/Background: An 81-year-old male presented to 
the emergency department with a three-day history of scrotal 
pain and generalized weakness. He had not seen a physician in 
fifty years and took no home medications. on physical exam 
he was noted to have a benign abdomen and scrotal edema 
and erythema with palpable bowel within bilateral inguinal 
hernias. the right inguinal hernia was reducible; however, 
the left inguinal hernia was incarcerated. Laboratory studies 
were significant for a leukocytosis of 16.7 and creatinine of 
1.7. imaging demonstrated a 9.6 cm gas-containing fluid 
collection in the left hemiscrotum concerning for necrotizing 
soft tissue infection, a large left inguinal hernia containing 
20 cm of sigmoid colon with a 4 cm segment of mural thick-
ening, a right inguinal hernia containing small bowel, and 
multiple indeterminate liver lesions.

Methods/Interventions: the patient initially under-
went incision and drainage of his scrotal abscess in the 
emergency department. the following day, due to wors-
ening erythema, the patient was taken to the operating 
room where he underwent further debridement of his 
perineum, groin and scrotum with urology and general 
surgery. the left hemiscrotum was entered, exposing the 
patient’s colon. there was necrosis of the colonic wall. Due 
to the chronically incarcerated nature of his hernia and the 
likely need for resection, the operation was converted to an 
exploratory laparotomy. An area of perforation adjacent 
to a palpable mass was encountered within the herniated 
colon. this was resected and the remainder of the herni-
ated colon was then able to be reduced. temporary mesh 
was placed in the left pelvis to prevent herniation of the 
reduced colon and a temporary abdominal closure device 
was placed. He was taken back to the operating room three 
days later where he underwent left orchiectomy, rein-
forced biologic mesh placement, colostomy creation, and 
abdominal wall closure. He eventually underwent complex 
repair of his groin and scrotal wounds with plastic surgery. 
He was discharged to a subacute rehabilitation facility on 
post-operation day 10.

Results/Outcome(s): Pathology demonstrated invasive 
adenocarcinoma of the sigmoid colon with macroscopic 
perforation and 0 out of 16 lymph nodes involved, tnM 
stage pt4a pn0 pMx, MMr proficient. All margins 
were uninvolved. subsequent staging workup showed no 
evidence of disease in the chest and a ceA level of 7.6. 
Mr abdomen demonstrated more than fifteen hepatic 
masses consistent with metastases. the patient was started 
on adjuvant chemotherapy with capecitabine and was 
eventually lost to follow-up.
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Conclusions/Discussion: in patients presenting with an 
incarcerated inguinal hernia and concurrent necrotizing 
soft tissue infection, perforated colon cancer is a possible, 
albeit rare, etiology. surgeons should perform oncologic 
resection in these instances, especially if there is a palpable 
mass.

bilateral inguinal hernias. the right inguinal hernia contains small 
bowel. the left inguinal hernia contains colon.

DACRON VASCULAR GRAFT PROSTHESIS 
FOR THE MANAGEMENT OF A BLOWHOLE 
COLOSTOMY.

ePoster AbstrActs eP684

M. Unuvar, J. orenich, c. Dusick, r. Hoffman
Danville, PA

Purpose/Background: in cases of severe abdominal 
disease where a diverting ostomy is indicated, it is rarely 
necessary to bring up only one wall of the intestine as 
a so-called “blowhole” ostomy. these are often difficult 
to manage due to issues with appliance fitting, effluent 
which is directed onto skin, skin maceration and irritation, 
among others. to help manage challenges related to this 
type of ostomy, in 2021 brazilian researchers described a 
novel technique of attaching a Dacron graft to the muco-
cutaneous junction to exclude the surrounding skin and 
re-create the silo that a traditionally created stoma would 
have.

Methods/Interventions: the patient was a 74-year-old 
male with a history notable for metastatic carcinoid who 
presented with a sigmoid colon obstruction secondary 
to disease burden. He had been treated previously with 
Prrt, radiation therapy, and tumor removal via open 
small bowel resection 14 years prior. Additional surgical 
history included a subsequent laparoscopic ventral hernia 
repair with mesh, as well as prior open inguinal hernia 
repair with mesh, laparoscopic cholecystectomy, and open 
appendectomy. endoscopic stent placement for his obstruc-
tion was attempted, but unsuccessful as it was unable to be 
traversed with a wire. the patient was then taken to the 
operating room for exploratory laparotomy with plan to 
create a diverting loop colostomy. intraoperatively, the 
patient was noted to have a frozen abdomen which made 
it difficult to even identify the anterior wall of a dilated 

transverse colon. therefore, a transverse blowhole colos-
tomy was brought out just lateral to the incision. eight 
months after the procedure, the patient had ongoing 
problems with pouching and severe pain from peri-stomal 
skin irritation.

Results/Outcome(s): the patient underwent place-
ment of a 24 mm Dacron graft in the operating room under 
monitored sedation. the graft was cut to 3 cm in length 
and attached to the mucocutaneous junction using a 
running 4-0 Vicryl (absorbable) suture. two weeks postop-
eratively, the stitches pulled away from the inferior aspect 
of the graft causing leakage. the graft was re-sutured under 
local anesthesia, this time with 4-0 nylon (non-absorb-
able) suture using interrupted horizontal mattresses. this 
was repeated two more times in the outpatient setting and 
one final time in the operating room, where large bites of 
skin could be taken with non-absorbable suture to secure 
the graft.

Conclusions/Discussion: We present a case of improved 
pouching and quality of life after creation of a Dacron graft 
silo for management of a difficult colostomy. in contrast to 
the original case series, we found improved graft function 
with: (1) use of non-absorbable suture (2) use of inter-
rupted mattress suture rather than running (3) graft cut 
to 3-4cm rather than 5 and (4) larger bites of skin at the 
mucocutaneous junction.

THE IMPACT OF SARCOPENIA ON OUTCOMES 
IN CYTOREDUCTIVE SURGERY FOR 
COLORECTAL CANCER.

ePoster AbstrActs eP685

A. Khan, J. Wong, M. Flood, A. Jain, J. Kong, s. Warrier, 
A. Heriot
Melbourne, VIC, Australia

Purpose/Background: Peritoneal metastasis are synchro-
nous in 7% of patients presenting with colorectal cancer 
(crc). Peritoneal metastasis (PM) is associated with 
cachexia, loss of performance and death. cytoreductive 
surgery (crs) ± heated intraperitoneal chemotherapy 
(HiPec) is associated with considerable morbidity and 
identifying risk factors for poor outcomes is critical in deci-
sion making. Aim: this study aimed to assess the impact of 
sarcopenia in patients undergoing curative cytoreductive 
surgery for PM due to crc on post-operative morbidity 
and oncological outcomes.

Methods/Interventions: All consecutive patients who 
underwent crs ± HiPec at a comprehensive cancer 
centre between January 2015 and December 2019 were 
included. Pre-operative ct imaging closest to the oper-
ative date was reviewed. the cross-sectional muscle area 
at the level of the third lumbar vertebrae were extracted, 
along with height measurements, to derive skeletal muscle 
index (sMi). the sMi cut-off values of <52.4 cm2/m2 for 
men and <38.5 cm2/m2 for women were used to define 
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sarcopenia. Demographic and outcome data was collected 
from a prospective database. categorical variables were 
compared using the chi-squared test and continuous data 
was compared using a Mann-Whitney U-test. os and DFs 
were computed using Kaplan-Meier analysis and compared 
using the log-rank test.

Results/Outcome(s): A total of 123 patients were 
included (mean age 55.81 ± 12.4; 39.8% being male and 
60.2% female; average bMi 26.8). there were 65 patients 
with sarcopenia and 58 patients without. complete cytore-
duction was achieved in 80.5% of the patients and HiPec 
administered in 77.2%. the mean operative duration was 
264.9 minutes. Post-operative complications occurred in 
39% of patients. Differences in baseline characteristics 
were noted in gender (sarcopenia 69.4% male, non-sar-
copenic 30.6% male; p = 0.03) and age (sarcopenia 58.9 
years, non-sarcopenia 52.4 years; p = 0.04). sMi and the 
patient-generated subjective global assessment (Ps-sGA) 
had a positive correlation (r = 0.317, p = 0.001), but no 
significant correlation was found between sMi and body mass 
index, pre-operative albumin, or neutrophil-to-lymphocyte  
ratio. Median DFs for sarcopenic patients was 11months 
compared to 13month with non-sarcopenic patients  
(p = 0.114). Median os for sarcopenic patients was 
35 months compared to 40 months for non-sarcopenic 
patients (p = 0.58). sarcopenia was not significantly asso-
ciated with clavien-Dindo 3 or 4 complications (p = 0.23) 
or length of stay (p = 0.724).

Conclusions/Discussion: Conclusion: sarcopenia is 
common in patients undergoing crs for crc. sMi was 
correlated with Ps-sGA score but not pre-operative bMi, 
albumin or inflammatory status. sarcopenia was not asso-
ciated with overall survival, disease free survival or post- 
operative complications. Limitations: this study is limited 
by its retrospective design and current sMi thresholds 
which have not been validated in differing populations.

POSTOPERATIVE DAY ONE AND TWO 
C-REACTIVE PROTEIN VALUES FOR 
PREDICTING POSTOPERATIVE MORBIDITY 
FOLLOWING COLORECTAL SURGERY.

ePoster AbstrActs eP686

t. McKechnie, L. tessier, s. Li, P. sritharan, Y. Lee, 
K. Logie, A. Doumouras, D. Hong, c. eskicioglu
Hamilton, ON, Canada

Purpose/Background: colorectal surgery, while increas-
ingly safe, can be associated with 30-day postoperative 
morbidity rates of up to 35%. c-reactive protein (crP) 
has been extensively studied as a biomarker for predicting 
morbidity following colorectal surgery. However, prior 
publications have focused on postoperative days (PoD) 
3-5. With the growing prevalence of erAs programs, 
patients undergoing colorectal surgery are increasingly 
being discharged within two days of their operation. As 
such, validated crP values for predicting postoperative 
morbidity on PoD 1 and 2 would have significant clin-
ical utility. the aim of this retrospective cohort study is 
to evaluate the prognostic value of PoD 1 and PoD 2 
crPs in predicting postoperative morbidity and determine 
predictive cut-off values.

Methods/Interventions: this multi-center retrospective 
cohort study included patients undergoing elective or emer-
gent colectomy with primary anastomosis for colorectal 
disease between 2019 and 2022. Patients without PoD 1 or 
2 crP values, undergoing formation of an end stoma, and 
under the age of 18 were excluded. the primary outcome 
was 30-day postoperative morbidity. secondary outcomes 
included prevalence of infectious complications and anas-
tomotic leak (AL). Univariable and stepwise multivariable 
logistic regressions were performed. the diagnostic accu-
racy of crP was analyzed with receiver operating curve 
(roc) analysis for the primary outcome and optimal 
cut-off values were estimated by Youden’s index.

Results/Outcome(s): in total, 126 patients (mean 
age: 63.4 years sD 16.2, mean bMi: 29.3kg/m2, 45.2% 
female) met inclusion criteria. the most common indi-
cation for colectomy was colorectal neoplasia (66.7%), 
followed by diverticular disease (18.3%) and inflammatory 
bowel disease (ibD) (7.1%). the most common operation 
was right hemicolectomy (32.8%), followed by anterior 
resection (25.6%) and low anterior resection (10.4%). 
operations were completed laparoscopically in 95.2% of 
cases. twelve (9.5%) emergent cases were included. the 
30-day postoperative morbidity rate was 19.0% (n=24). 
on univariable logistic regression, elevated PoD 1 crP 
was significantly associated with postoperative morbidity 
(or 1.01, 95%ci 1.001-1.02, p=0.025). optimal cut-off 
values for PoD 1 and 2 crP values for predicting postop-
erative morbidity were 27.4 mg/L (sens: 91%, spec: 46%, 
AUc: 0.69, nPV: 96%, PPV: 28%) and 53.8 mg/L (sens: 
91%, spec: 42%, AUc: 0.67, nPV: 95%, PPV: 26%), 
respectively.
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Conclusions/Discussion: crP values on PoD 1 and 2 
following colectomy with primary anastomosis for colorectal 
disease may be predictive of 30-day postoperative morbidity. 
Values of 27.4 mg/L and 53.8 mg/L have high negative 
predictive values and may be used to rule out postopera-
tive morbidity when drawn on PoD 1 and 2, respectively. 
this study is limited by sample size and future adequately 
powered study is required to confirm these findings.

LAPAROSCOPIC PROXIMAL BOWEL 
DIVERSION IN A RECTAL CANCER PATIENT 
WITH SITUS INVERSUS TOTALIS  DELA 
FUENTE JAB, LOPEZ MPJ, SACDALAN DL, 
ONGLAO MAS DIVISION OF COLORECTAL 
SURGERY, PHILIPPINE GENERAL HOSPITAL, 
UNIVERSITY OF THE PHILIPPINES MANILA.

ePoster AbstrActs eP687

J. Dela Fuentr, M. LoPeZ, D. Parreno-sacdalan, 
M. onglao
Manila, Philippines

Purpose/Background: Purpose/Background situs 
inversus totalis(sit) is the mirror image transposition of 
all uncoupled thoracic and abdominal organs. it is a rare 
condition that is only seen in 1/10,000 live births. there 
have been multiple reports citing malignancies, mostly 
from a gastric primary, found in patients with the condi-
tion. A 62 year-old female had a three-month history of 
intermittent hematochezia associated with decrease in 
stool caliber, weight loss, and colicky abdominal pain.

Methods/Interventions:  METHODS/
INTERVENTIONS on colonoscopy the scope was 
unable to pass beyond 8cm from the anal verge due to an 
almost-completely obstructing mass. the biopsy revealed 
adenocarcinoma. Her serum carcinoembryonic antigen 
(ceA) was elevated at 197ng/ml (normal value <5ng/ml). 
chest and abdominopelvic ct scan showed a long-segment 
mid-rectal mass with extraserosal extension causing oblitera-
tion of the normal anatomic planes. the mass was intimately 
related to the posterior aspect of the uterus. there was no 
distant metastasis seen. incidentally, a complete transposi-
tion of her thoracic and abdominal viscera was noted.

Results/Outcome(s): RESULTS/OUTCOMES on 
diagnostic laparoscopy, the abdomen followed a transposed 
pattern with the stomach, cecum, liver, and gallbladder 
found on the left; the gastric cardia was connected to the 
esophagus from the right and the pylorus and duodenum 
were situated on the left. the sigmoid and spleen were 
seen on the right. there was no carcinomatosis. the 
proximal transverse colon was identified on the left of 
the patient. A segment of this was identified and used for 
bowel diversion. the patient was fully feeding a day after 
the procedure. she was discharged well with plans for short 
course radiotherapy and systemic chemotherapy (rAPiDo 
protocol).

Conclusions/Discussion: Discussion/Conclusion the 
benefits of neoadjuvant therapy for locally-advanced rectal 
cancer are well-entrenched in literature. in some patients, 
a need to address the rectal obstruction will need to be 
prioritized before neoadjuvant therapy is started. in our 
setting, logistic concerns result in a four- to six-week 
delay prior to commencement of neoadjuvant treatment. 
concerns with cost limit the use of self-expanding metallic 
stents (seMs), hence bowel diversion being the preferred 
option. A proximal transverse colostomy was decided 
on due to the future plans of performing a low anterior 
resection on the patient. thisaffords better length for the 
eventual coloanal anastomosis. Minimally-invasive surgery 
is feasible and safe in patients with a unique anatomy. it 
also allows a thorough inspection and orientation of the 
abdominal cavity through small incisions

END-TO-SIDE VERSUS END-TO-END 
ANASTOMOSIS FOR LOW ANTERIOR 
RESECTION: AN UPDATED SYSTEMATIC 
REVIEW AND META-ANALYSIS OF 
RANDOMIZED CONTROLLED TRIALS.

ePoster AbstrActs eP688

M. oosenbrug, M. Lustgarten, M. brar, A. De buck Van 
overstraeten
Toronto, ON, Canada

Purpose/Background: Multiple reconstruction methods 
have been developed to improve outcomes after low 
anterior resection, including end-to-side and end-to-end 
anastomoses. several randomized controlled trials have 
shown variability in postoperative outcomes and a recent 
meta-analysis demonstrated a significantly lower risk of 
anastomotic leak with end-to-side anastomosis. this study 
aims to compare end-to-side versus end-to-end anasto-
mosis in terms of anastomotic leak rate and functional 
bowel outcomes with the inclusion of the most recent 
available evidence.
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Methods/Interventions: A systematic literature search 
was performed in MeDLine, ebM reviews and eMbAse. 
studies were included if they were randomized controlled 
trials that compared end-to-side and end-to-end anas-
tomoses after either anterior resection or low anterior  
resection for rectal cancer. the primary outcome was 
anastomotic leak rate. secondary outcomes included 
anastomotic stricture, reoperation, mortality, operative 
time, length of stay, and functional bowel outcomes. A 
meta-analysis of the included studies was performed using 
an inverse variance random effects model.

Results/Outcome(s): out of 1988 references, 7 studies 
were selected, including 301 patients undergoing end-to-side  
anastomosis (50.3% male, 61.8 years) and 305 patients 
undergoing end-to-end anastomosis (55.8% male, 62.6 
years). the rate of anastomotic leak was not significantly 
reduced with the use of end-to-side anastomosis compared 
to end-to-end anastomosis (rr 0.75, 95% ci 0.34-1.65, 
P = 0.48, i2=35%). the rate of reoperation was also not 
significantly reduced with end-to-side anastomosis (rr 
1.65, 95% ci 0.14-19.31, P=0.69, i2=64%). the rate of 
anastomotic stricture was not significantly reduced with 
end-to-side anastomosis (rr 1.05, 95% ci 0.19-5.82, 
P=0.69, i2=27%). narrative review of available data on 
postoperative bowel function showed a statistically signifi-
cant improvement in Wexner score in the end-to-side group 
compared to the end-to-end group at 3- and 6-months 
post-operatively, but this did not persist at 12 months.

Conclusions/Discussion: this updated meta-analysis, 
including the most recent available data, shows no signif-
icant difference in anastomotic leak rate, reoperation, or 
stricture between end-to-side and end-to-end colorectal 
anastomoses. there may be a transient improvement in 
postoperative bowel function with end-to-side anasto-
mosis, but this does not persist at one year. Given the 
heterogeneity in outcome measures, further prospective 
trials are needed to investigate the impact of anastomosis 
type on bowel function.

comparison of anastomotic leak rate, rate of reoperation and anasto-
motic stricture rate between end-to-side anastomosis and end-to-end 
anastomosis after low anterior resection.

USEFULNESS OF COMPARTMENTAL 
QUANTIFICATION OF ADIPOSE TISSUE BY 
COMPUTERIZED TOMOGRAPHY IN PATIENTS 
WITH RECTAL CANCER.

ePoster AbstrActs eP689

J. De Leon rendon, J. Pastrana, Y. López, M. recALDe 
riVerA, H. estrada, J. Villanueva-Herrero, b. Jimenez
Ciudad de Mexico, Mexico

Purpose/Background: obesity is considered a prog-
nostic factor in colorectal cancer (crc) and there is 
evidence that not only the body mass index (bMi), but 
also the distribution of abdominal fat, plays an important 
role in the prognosis of patients with crc. in the 
present study we describe and determine the usefulness of 
compartmental quantification of adipose tissue by comput-
erized tomography (ct) in patients with rectal cancer.

Methods/Interventions: A prospective study was 
carried out in which 33 consecutive patients diagnosed 
with rectal cancer confirmed by histopathology were 
included. the demographic, clinical, and biochemical data 
of each patient were collected. Visceral fat area (VFA), 
superficial fat area (sFA), and total fat area (tFA) were 
measured using imageJ software (niH), and the VFA/sFA 
index was then calculated. nonparametric Mann-Whitney 
U tests were used to compare two groups and Kruskal-
Wallis to compare three or more groups. spearman’s r was 
used to quantify the correlation between the variables. 
Data were analyzed with the statistical package sPss 
version 26. statistical significance was determined with a 
p value < 0.05.

Results/Outcome(s): of the patients included in 
the study, 18 (54.5%) were female, with an age of 
55.9±12.8 years (range, 30-83 years). the average bMi 
was 25.62±4.94. 9.1% of the patients had clinical stage 
(cs)-ii, 60.6% cs-iii and 30.3% cs-iV. Up to 57.6% of 
the patients presented the tumor in the lower rectum and 
42.4% in the middle rectum. 74.5% of the patients had 
undergone surgical treatment, either emergency, definitive 
or palliative, and of these 12% presented post-surgical 
complications and 8% required at least one reintervention. 
of the patients who received neoadjuvant therapy, 33.3% 
showed a response to it. 11.11% experienced recurrence 
after adjuvant therapy. When calculating the areas of 
adipose tissue with ct in the different compartments, 
significant differences were found in VFA between men 
and women (144.67cm2 vs 99.96cm2; p=0.03) and with 
the VFA/sFA index (0.68cm2vs0.36cm2; p: < 0.001); 
sFA and presence or absence of smoking (323.63cm2 vs 
234.99cm2; p=0.03), as well as differences and a positive 
correlation in sFA and AGt between bMi (grouped 
according to WHo) (p=0.007 and p=0.008, respec-
tively). A relationship and a negative correlation were 
found between n+ and n- (by ct and Mr) and VFA 
(p=0.005/r=-0.53: p=0.01), sFA (p= < 0.001/r=-0.72; 
p= < 0.001) and tFA (p= < 0.001/r=-0.68; p= < 0.001). 
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A relationship between a higher VFA/sFA index and 
post-surgical complications (p=0.02) and reinterventions 
(p=0.04) was recognized.

Conclusions/Discussion: Patients with locore-
gional invasion have significantly less adipose tissue. 
compartmental quantification of adipose tissue by ct 
could be useful in the prognosis of rectal cancer patients.

DECISION-MAKING PREFERENCES AND 
REGRET IN RECTAL CANCER PATIENTS 
UNDERGOING RESTORATIVE PROCTECTOMY.

ePoster AbstrActs eP690

t. Joshua, s. robitaille, t. Paradis, M. Maalouf, 
L. Feldman, J. Fiore, A. Liberman, L. Lee
Montreal, QC, Canada

Purpose/Background: shared decision-making is 
important for rectal cancer surgery given the high inci-
dence of bowel dysfunction after restorative proctectomy 
versus a permanent colostomy with an abdominoperineal 
resection. How patients make treatment choices may affect 
long-term regret and satisfaction, but this is poorly studied. 
therefore, the objective of this study is to characterize 
decision-making preferences and its effect on decisional 
regret in patients undergoing restorative proctectomy for 
rectal cancer.

Methods/Interventions: A prospective study from 
10/2018-06/2022 was performed at a single academic 
specialist rectal cancer centre, and enrolled adult patients 
with rectal adenocarcinoma undergoing restorative proc-
tectomy. Health literacy was assessed using the brieF 
instrument, a 4-item instrument that categorizes patients 
into adequate, marginal, and limited health literacy. 
Decision-making preferences regarding cancer treatment 
was assessed using the control Preferences scale, which 
asks about patients’ preferred and actual decision-making 
roles (active, collaborative, and passive). regret regarding 
their choice of restorative proctectomy was assessed using 
the Decision regret score, with high regret defined as 
scores ≥25. bowel dysfunction was assessed using the Low 
Anterior resection syndrome (LArs) score, and catego-
rized into no, minor, and major LArs. brieF and cPs 
was assessed prior to surgery, and LArs and decisional 
regret at ≥1 year after restoration of bowel continuity.

Results/Outcome(s): A total of 123 patients were 
included in this analysis (mean age 62.7y (sD 10.8), 72% 
male, mean tumour height 8.4cm (sD 3.1), 56% neoadju-
vant radiotherapy, 51% diverting stoma). Health literacy 
was categorized as adequate in 62% of participants, marginal 
in 25%, and limited in 13%. there was significant incongru-
ence between preferred and actual decision-making roles 
(Figure, p<0.001), with 13% preferring a more active role 
and 6% preferring a less active role. importantly, 37% of 
patients who experienced a passive decision-making role 
would have preferred a more active role. Patients with 

adequate health literacy were more likely to prefer a collab-
orative decision-making role (86% vs. 65%, p=0.016). 
Patients with incongruence between preferred and actual 
decision-making role were more likely to report high regret 
(56% vs. 26%, p=0.005). Patients with major LArs were 
also more likely to experienced high regret compared to 
patients with no/minor LArs (44% vs. 25%, p=0.037).

Conclusions/Discussion: A significant proportion of 
rectal cancer patients undergoing restorative proctectomy 
do not have a decision-making role that is congruent 
with their preferences, and these patients experience a 
high degree of regret. Furthermore, health literacy may 
affect decision-making preferences. these data should 
help identify patients who would benefit from shared deci-
sion-making in rectal cancer.

Preferred and actual decision-making preferences in patients undergoing 
restorative proctectomy for rectal cancer

RECURRENCE RATES IN T1 AND T2 RECTAL 
CANCER UNDERGOING LOCAL EXCISION AT A 
HIGH-VOLUME RECTAL CANCER CENTER.

ePoster AbstrActs eP691

K. specht, L. bustamante-Lopez, M. soliman, M. Albert, 
J. Monson
Orlando, FL

Purpose/Background: Local excision is an acceptable 
oncologic treatment strategy for patients with t1 rectal 
adenocarcinoma without high-risk features. the aim of this 
study is to evaluate the disease characteristics and recurrence 
outcomes for all pt1-2 rectal adenocarcinomas that under-
went local excision at a high-volume rectal cancer center.

Methods/Interventions: A retrospective chart review 
was performed on patients who underwent local excision 
for rectal cancer from 2016-2020 by our colorectal prac-
tice. our institutional national Accreditation Program 
for rectal cancer (nAPrc) data was cross-matched. We 
divided the patients into 2 groups: low-risk (pt1 sm1/2) 
and high risk (pt1 sm3 and pt2). Demographic infor-
mation, disease characterization, further treatment, and 
recurrence rates were evaluated.
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Results/Outcome(s): there were 61 transanal exci-
sions for pt1-t2 rectal cancer from 2016-2020. of these, 
33 (54.1%) were female, mean age 67.1 (47-89) years 
old. excision methods included transanal excision (tAe) 
with 5 patients (8%), transanal endoscopic microsurgery 
(teM) with 14 (22.9%) patients, and transanal minimally 
invasive surgery (tAMis) with 42 (68.8%) patients. the 
average follow time period was 29.5 months. All high-risk 
patients were recommended adjuvant treatment after 
initial surgery. of the ten t2 patients: one underwent 
additional surgical resection, five underwent adjuvant 
chemo/radiation and 4 patients declined further treat-
ment. overall, 7 (11.4%) patients developed recurrences: 
3 local, 3 distant to the lung and one diagnosed with local 
recurrence and metastatic disease to the liver simultane-
ously. in the low-risk group, we identified 2 recurrences 
of the 30 patients (6.7%). in the high-risk group, we iden-
tified 5 recurrences in 31 patients (16%), two local and 
three distant (table 1). All local recurrences underwent 
salvage surgery.

Conclusions/Discussion: Local excision allows for 
organ preservation for early stage rectal cancer and avoids 
major abdominal surgery in carefully selected patients. 
More advanced t stage and high risk variables increases 
the risk of recurrence.

THE IMPACT OF CAPRINI RISK ADJUSTED VTE 
PROPHYLAXIS IN COLORECTAL SURGERY 
PATIENTS: AN ANALYSIS OF PATIENTS WITH 
INFLAMMATORY BOWEL DISEASE.

ePoster AbstrActs eP857

D. Hyman1, F. islam1, D. colibaseanu1, A. spaulding1, 
e. brennan1, n. Mishra2, M. edwards1

1Jacksonville, FL; 2Scottsdale, AZ

Purpose/Background: Background: Venous 
thromboembolism (Vte) is the most common cause of 
preventable mortality in the post-operative setting among 
colorectal surgery patients, with an incidence of approx-
imately 2%. Patients with inflammatory bowel Disease 
(ibD) are at particularly high risk for developing Vte. 
Prophylaxis, including chemoprophylaxis, is recommended 
when appropriate. Use of Vte risk-assessment models is 
recommended to help guide Vte prophylaxis practices, 
but the adoption of these tools in practice remains unclear. 
Objective: this study aimed to determine the utiliza-
tion and impact of caprini guideline-indicated venous 

thromboembolism prophylaxis in patients undergoing elec-
tive colorectal surgeries for inflammatory bowel disease 
between 2016 and 2021.

Methods/Interventions: Design: this is a retrospective 
analysis Setting: the study was conducted at the Mayo 
clinic Intervention: none Main outcome Measures: 
receipt of caprini-guided venous thromboembolism 
prophylaxis, inpatient and discharged rates of venous 
thromboembolism and bleeding.

Results/Outcome(s): Results: A total of 3,252 patients 
had a colorectal procedure for ibD, of which, 86.4% 
were stratified as high risk for Vte. overall, 1,778 (58%) 
received caprini-guided Vte prophylaxis in the inpa-
tient setting. A post-discharge cohort included 2,307 
patients, of which, 178 (7.7%) received caprini-guided 
Vte prophylaxis. in those receiving caprini guided Vte 
prophylaxis, inpatient Vte was more than 3 times lower 
than those not receiving caprini-guided Vte prophylaxis 
(0.28% vs. 0.94%, p 0.016). All 30-day (0.14% vs. 0%) and 
90-day (0.33% vs 0%) discharged Vte events occurred 
in those not receiving caprini-guided Vte prophylaxis. 
inpatient (1.8% vs. 4.3%, p <0.001), 30-day (0% vs 0.28%, 
pns) and 90-day (0% vs 0.52%, pns) bleeding rates were 
lower in those receiving caprini-guide Vte prophylaxis. 
counterintuitive to expectation, higher caprin scores were 
associated with a reduced odds of receiving caprini-guided 
Vte prophylaxis (or 0.19, ci 0.15-0.24, p <0.001), even 
though it correlated with Vte risk (or 1.16, ci 1.00-1.33, 
p 0.038). receiving caprini-guide Vte prophylaxis was 
not associated with increased bleeding risk (or 0.29, ci 
0.17-0.48, p <0.001).

Conclusions/Discussion: Limitations: study limita-
tions include its retrospective nature and use of aggre-
gated electronic medical records. Conclusion: receipt 
of caprini-guided Vte prophylaxis reduced the risk of 
post-operative Vte in ibD patients undergoing colorectal 
surgeries, without increasing bleeding risk.
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TRANSCUTANEOUS ELECTRIC NERVE 
STIMULATION ON ACUPOINTS (ACUTENS) 
FOR LOW ANTERIOR RESECTION SYNDROME.

ePoster AbstrActs eP692

K. Futaba1, W. Leung1, c. Wong1, t. Mak1, s. Hon2, 
s. ng1

1Shatin, Hong Kong; 2Hong Kong, Hong Kong

Purpose/Background: With recent advances in tech-
nology and oncological treatments for rectal cancer, 
more patients are receiving sphincter-preserving surgery. 
However, up to 80% of patients who have undergone 
low anterior resection suffer from severe bowel dysfunc-
tion postoperatively termed “Low Anterior resection 
syndrome, LArs”, with a negative impact on their quality 
of life. causes of LArs are often multifactorial, and many 
are unavoidable. there is no cure for LArs. there are 
some evidence to suggest that neuromodulation may help 
patients suffering from LArs. transcutenous electric 
nerve stimulation on acupoints (Acutens) may offer an 
alternative, less invasive neuromodulation.

Methods/Interventions: Patients with LArs were 
offered 16 sessions of Acutens treatment in the outpa-
tient department at the Prince of Wales Hospital, Hong 
Kong. their Demographics, rectal cancer treatment 
details, LArs score and Quality of Life scores were docu-
mented before, during and after Acutens treatment.

Results/Outcome(s): twenty-two patients with severe 
LArs underwent Acutens treatment. 11 robotic-assisted 
total Mesorectal excision (tMe), 6 Laparoscopic transanal 
total Mesorectal excision (tatMe), 5 Laparoscopic Low 
Anterior resection. 5 patients had neoadjuvant chemo-
radiotherapy. sixteen patients had marked improvement 
in their LArs score after treatment, and 15 patients had 
sustained improved scores at 6months post Acutens treat-
ment. their Quality of Life scores also improved.

Conclusions/Discussion: Acutens may offer non- 
invasive neuromodulation treatment for patients suffering 
from LArs. A randomised controlled trial is required 
to assess the true effect of Acutens for the treatment of 
LArs.

MANAGEMENT AND OUTCOMES OF 
SYNCHRONOUS RECTAL AND PROSTATE 
CANCERS: 15 YEAR RETROSPECTIVE REVIEW.

ePoster AbstrActs eP693

D. Lu, M. Dawidek, M. Peacock, c. brown, P. Phang, 
A. Karimuddin, M. raval, A. Ghuman
Vancouver, BC, Canada

Purpose/Background: Prostate and rectal cancers are 
two of the most common malignancies in men. However, 
the occurrence of synchronous prostate and rectal cancer 
is rare, posing a unique challenge to establishing guidelines 
on diagnostic and treatment strategies. current practice is 

based on limited case reports and case series. in this study 
we present a review of diagnostic pathways and treatments 
of synchronous prostate and rectal cancers.

Methods/Interventions: We conducted an irb 
approved retrospective cohort study of patients with 
synchronous prostate and rectal cancers from January 
2004 - 2019 using the british columbia cancer Agency 
provincial database. synchronous cancers were defined as 
diagnosed within 6 months of each other. Patients with 
metastatic disease at diagnosis were excluded. Descriptive 
summary statistics were performed. survival was assessed 
using the Kaplan-Meier method.

Results/Outcome(s): A total of 57 patients with 
synchronous prostate and rectal cancer were identified 
with a median age at diagnosis of 70 (iQr 65-77) years 
and median time between diagnoses of 84 (iQr 42-137) 
days. the initial diagnosis was rectal cancer in 36 patients, 
with the majority being diagnosed based on clinical symp-
toms (n=32). Prostate cancer was subsequently identified 
incidentally on staging Mri or final surgical pathology in 
a substantial portion of these patients (n=19). cancer 
detection means are summarized in table 1. A total of 52 
patients underwent radical resection of their rectal cancer, 
including 6 pelvic exenterations and 1 combined low ante-
rior resection with radical prostatectomy. Furthermore, 27 
patients received neoadjuvant or adjuvant radiotherapy 
for their rectal cancer. of these patients, 15 included the 
prostate in the radiation field, though only 5 with curative 
intent radiation doses. A further 6 patients received staged 
curative intent prostate radiotherapy, 7 radical prostatec-
tomy, while 24 clinically significant prostate cancers were 
incompletely treated. the median overall survival was 5.82 
years and 5 year overall survival was 55%. the 5 year rectal 
cancer recurrence-free survival was 77.2%.

Conclusions/Discussion: in this large retrospective 
cohort study, largest to date, we identified notable hetero-
geneity in the diagnostic pathways and treatment strategies 
of synchronous rectal and prostate cancer. A significant 
portion of prostate cancers were incidentally identified 
during rectal cancer management, suggesting a potential 
role for prostate cancer screening in the rectal cancer work-
up. Given its aggressive biology, rectal cancer management 
has traditionally taken precedence in the context of these 
synchronous malignancies. However, the promising 5-year 
rectal cancer survival rate suggests a potential role for 
further integrating prostate cancer management within a 
multidisciplinary environment.
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NATIONAL TRENDS OF USING TOTAL 
NEOADJUVANT THERAPY (TNT) FOR 
LOCALLY ADVANCED RECTAL CANCER. AN 
ANALYSIS OF NATIONAL CANCER DATABASE.

ePoster AbstrActs eP859

A. shchatsko, M. Kamel, e. serpa, o. Marar
Mount Pleasant, MI

Purpose/Background: non-metastatic locally advanced 
rectal cancer has been traditionally treated with chemora-
diation followed by surgery and adjuvant chemotherapy. 
the introduction of total neoadjuvant therapy (tnt), 
that includes upfront chemoradiation and chemotherapy, 
followed by surgery, revolutionized rectal cancer therapy. 
tnt improved disease-free survival and overall survival, 
addressed early micro-metastasis, improved pathological 
complete response rates and increased chances of sphincter 
preserving surgery, improved tolerability to therapy and 
ensured effective delivery of treatment before surgery, 
addressing prior poor adjuvant therapy compliance.

Methods/Interventions: the objective of this study 
was to explore the trends of tnt use in patients with 
non-metastatic clinically locally advanced rectal cancer, 
compared to patients who received surgery with or without 
chemoradiation or chemotherapy in pre-tnt era, as well 
as to determine factors associated with increased tnt use. 
this is the retrospective cohort-study, conducted using 
the national cancer Database (ncDb). We evaluated 

non-metastatic clinically locally advanced (all t3-4 and 
t1-2 lymphatic node positive) rectal cancer patients who 
were diagnosed from 2004 to 2018 and received tnt 
followed by surgery (tnt group) or underwent surgery 
with or without additional treatment modality (non-tnt 
group). Main outcome measures were frequencies of tnt 
and non-tnt use depending on year of diagnosis, as well 
as factors associated with tnt use.

Results/Outcome(s): 110 461 patients with locally 
advanced rectal cancer were identified in ncDb (2004-
2018). Almost three quarters of those patients, 81 121 
(73.4%) underwent surgery. tnt followed by surgery 
was used in 23 035 (20.9%) of cases for patients with 
locally advanced rectal cancer. tnt followed by surgery 
use increased over the study period from 0 % to 27% in 
the entire cohort of patients with locally advanced rectal 
cancer. the rise started in 2006 at 17% rate and increased 
abruptly in 2018 from 23% to 27%. At the same time, 
surgery with or without additional treatment use decreased 
correspondently from 74% to 41%, with an abrupt drop in 
2006 from 72% to 56%. Demographics, patients, hospital 
characteristics and tumor characteristics were evaluated to 
determine factors associated with the increased use of tnt.

Conclusions/Discussion: During the pre-tnt era, 
use of tnt followed by surgery in patients with locally 
advanced rectal cancer started in 2006, growing on the 
national level from 0 to 27%, while surgery with or without 
other treatment modalities dropped from 74% to 41%. 
this data will serve as a baseline for the future studies.

CIRCULATING BACTERIAL METABOLITE 
PHENYLACETALDEHYDE INHIBITS CRC 
AND POTENTIATES THE EFFECT OF 
5-FLUOROURACIL TREATMENT.

ePoster AbstrActs eP694

s. Ferrandon1, c. Kong2, J. Fedro1, r. Aoun1, z. wang3, 
h. king2, s. clinton1, M. Kalady1

1Columbus, OH; 2Shanghai, China; 3Cleveland, OH

Purpose/Background: Phenylacetaldehyde (PAA), a 
product of phenylalanine metabolism, is generated by 
microbiota and has demonstrated anticancer properties in 
breast cancer. As intestinal homeostasis is influenced by 
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the gut microbiome, we investigated the effect of PAA on 
colorectal cancer (crc).

Methods/Interventions: serum PAA levels and feces 
microbiota from a test cohort of 30 crc patients and 
30 healthy control patients were analyzed by targeted 
Gc-Ms/Ms and metagenomic sequencing. A validation 
cohort of 75 crc patients and 53 healthy control patients 
was analyzed for PAA levels in serum. crc cell lines and 
crc-patient-derived organoids were cultured and treated 
with PAA alone or in combination with 5-fluorouracil 
(5-FU), then evaluated for cell death in vitro. the effect of 
PAA alone or in combination with 5-FU on tumor growth 
was also tested in vivo. rnA-seq and western blot analyses 
were used on 2 colon cancer cell lines to investigate the 
anti-cancer mechanism of PAA.

Results/Outcome(s): PAA levels were significantly 
decreased in the circulation of crc patients compared 
to healthy controls in our study cohort (613 µg/L vs 1039 
µg/L, respectively; p<0.0001) and the validation cohort 
(677 µg/L vs 848.5 µg/L, p=0.007). in vitro, PAA inhib-
ited the viability in crc cell lines (by 20% on Hct116; 
by 70% on rKo; p=0.0002; with treatment of 50µM) 
and colony formation as well as human-derived organoids 
in a concentration-dependent manner. Mechanistically, 
PAA treatment generated endoplasmic reticulum stress 
leading to decrease of Pi3K/AKt/mtor and erK survival 
pathways. Moreover, when combined with 5-FU, PAA 
enhanced the potency of 5-FU on viability (+22% and 
+35% for Hct116 and rKo, respectively. p=0.0002), 
clonogenicity, and tumor growth (by 30%, p=0.0159).

Conclusions/Discussion: the bacteria metabolite PAA 
caused crc cell death by inducing endoplasmic reticulum 
stress and subsequently decreasing the Pi3K/AKt/mtor 
and erK survival pathways PAA also potentiated the 
chemotherapeutic efficacy of 5-FU in vitro and in vivo. 
these findings warrant further exploration of PAA as a 
potential circulating crc biomarker and novel thera-
peutic agent

FURTHER ENHANCEMENT OF LYMPH NODE 
DISSECTION FOR COLON CANCER USING 
THE REAL-TIME INDOCYANINE GREEN 
FLUORESCENCE IMAGING.

ePoster AbstrActs eP695

Y. sato, M. Miyo, K. okita, K. okuya, e. Akizuki, 
M. ishii, i. takemasa
Sapporo, Japan

Purpose/Background: the lymph node dissection 
based on anatomical perfusion can potentially result in 
excess or insufficiency in cases with blood vessels vari-
ations and complicated lymph flow in colorectal cancer 
surgery. indocyanine green (icG) fluorescence imaging has 
been applicated in the clinical practice for intraoperative 

real-time visualization of lymphatic flow to optimize lymph 
node dissection. the aim of this study is to investigate the 
utilization of the icG fluorescence navigation for colon 
cancer surgery.

Methods/Interventions: this study was retrospectively 
conducted to assess whether near-infrared (nir) imaging 
using icG contributed to the histopathological improve-
ment in the surgical outcomes. the outcomes were 
compared between patients who underwent laparoscopic 
colectomy with and without nir-imaging from January 
2011 to December 2019. An icG solution was injected 
into the submucosa around the tumor using a colonoscope 
within 3 days before surgery. the surgery was performed 
confirming the lymphatic flow in the mesentery laparo-
scopically in real-time using a nir fluorescence imaging 
camera system. With regard to the fluorescence results, 
the fluorescent lymph nodes in the mesentery were totally 
removed.

Results/Outcome(s): A total of 124 patients with 
colon cancer who had received laparoscopic resection 
with lymphadenectomy were included. sixty-eight patients 
underwent colectomy with nir imaging (nir-group), and 
56 patients underwent colectomy without nir imaging 
(non-nir group). the number of harvested lymph nodes 
in the nir group was significantly higher than that in 
the non-nir group (28.9±11.4 vs. 24.8±9.7; p=0.039). 
especially in the main lymph nodes, the higher number 
of harvested lymph nodes in the nir group contributed 
the significant difference (7.0±4.0 vs. 3.6±2.9; p<0.001). 
Moreover, the number of negative lymph nodes harvested 
in the nir group was significantly higher than in the 
non-nir group (27.8±11.4 vs. 23.1±9.9; p=0.017).

Conclusions/Discussion: it was demonstrated that 
laparoscopic colon cancer resection with nir fluorescence 
imaging could increase the total number of harvested 
lymph nodes, which might be brought by adequate yield of 
apical lymph nodes.

EFFECT OF STATINS ON OUTCOMES IN 
PATIENTS WITH LOCALLY ADVANCED 
RECTAL CANCER TREATED WITH 
NEOADJUVANT THERAPY FOLLOWED BY 
RESECTION.

ePoster AbstrActs eP696

s. sonal1, c. boudreau1, H. Kunitake1, r. Goldstone1, 
L. bordeianou1, c. cauley1, t. Francone2, r. ricciardi1, 
D. berger1

1Boston, MA; 2Newton, MA

Purpose/Background: statins have recently been inves-
tigated as a potential chemo-preventive agent in colorectal 
cancer. However, the current evidence on the long-term 
effect of statins in locally advanced rectal cancer (LArc) 
is inconclusive. We aim to assess the effect of statins on 
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long-term outcomes in patients with LArc who received 
neoadjuvant therapy followed by surgical resection.

Methods/Interventions: A retrospective review of 298 
patients with non-metastatic LArc who received long 
course chemoradiation followed by major surgical resec-
tion at a tertiary care institution from 2004-2018. Patients 
with stage iV disease at metastasis were excluded. there 
were 78 patients who received statins before surgery and 
220 patients who did not receive statins. Univariate and 
multivariate survival analyses were performed to assess the 
impact of statins on survival.

Results/Outcome(s): Patients who received 
statins were more likely to be older (p<0.001), males 
(p<0.001), associated with higher bMi (p=0.003), and 
higher American society of Anesthesiologists (AsA) 
score (p<0.001). on Kaplan-Meier survival analysis, 
patients who received statins had worse overall survival  
(os, p<0.001) and disease-free survival (DFs, p=0.013). 
on cox regression analysis, statin intake did not predict 
os (Hr: 1.55, ci:0.88-2.72, p=0.132), when controlled 
for age (Hr: 1.04, ci 1.02-1.06, p<0.001), bMi (Hr: 
0.95, ci 0.91-0.99, p=0.031), AsA score (Hr: 1.83, 
1.11-3.01, p=0.018), lymph node yield (Hr: 0.99, ci 0.96-
1.02, p=0.572), pathological stage iii disease (Hr: 1.93,  
ci 1.17-3.19, p=0.01), and extramural vascular invasion 
(Hr: 2.02, ci:1.07-3.79, p=0.029). Disease-free survival 
showed a similar trend with no significant effect of statin 
intake (Hr: 1.06, 0.63-1.8, p=0.83) when controlled for 
age, bMi, AsA, lymph node yield, stage iii disease, and 
extramural vascular invasion.

Conclusions/Discussion: statin intake by itself does 
not affect survival in LArc treated with neoadjuvant 
therapy followed by surgical resection. statin intake most 
likely reflects an older and more morbid cohort possibly 
due to underlying cardiovascular diseases and thus worse 
long-term survival. Prospective studies with larger sample 
sizes are needed to further validate the findings.

LIPOSOMAL BUPIVACAINE VERSUS 
CONVENTIONAL ANESTHETIC OR PLACEBO 
FOR HEMORRHOIDECTOMY: A SYSTEMATIC 
REVIEW AND META-ANALYSIS.

ePoster AbstrActs eP697

A. Paola solis1, K. oka1, K. La1, L. Figueroa2, o. Ponce2, 
J. cohen1, M. barnajian1, Y. nasseri1
1Los Angeles, CA; 2Quito, Ecuador

Purpose/Background: Liposome bupivacaine (Lb) is a 
long-acting anesthetic intended to reduce postoperative 
analgesia. studies evaluating the efficacy of the Lb against 
an active comparator (bupivacaine, or placebo) on acute 
postoperative pain control in hemorrhoidectomy proce-
dures are few and heterogeneous. therefore, we sought to 
perform a meta-analysis comparing the analgesic efficacy, 

and side effects of Lb compared to conventional/placebo 
anesthetic in hemorrhoidectomy patients.

Methods/Interventions: this is a systematic review 
and meta-analysis of articles published from the time of 
inception of the datasets to August 30, 2022. the elec-
tronic databases included english publications in ovid 
MeDLine in-Process & other non-indexed citations, 
ovid MeDLine, ovid eMbAse, and scopus.

Results/Outcome(s): A total of 370 patients who 
underwent hemorrhoidectomy procedure enrolled in 4 
comparative studies were included. the overall mean age 
was 39.6 years, (standard deviation [sD] ± 13), and there 
was a male predominance (63.5% male). 193 (52.2 %) 
received Lb and 177 (47.8 %) received either bupivacaine 
or placebo. there was no statistically significant difference 
between Lb and the comparison groups in sex, age, or 
AsA score. cumulative pain score at 72 hours, reported 
by numeric rate scale (nrs) in three studies, showed 
no difference between Lb group vs other conventional/
placebo anesthetic (MD -2.4, 95% ci -9.4 – 4.7). However, 
the dose of rescue medication was significantly lower in the 
Lb group (MD -0.3, 95% ci -0.6 – 0.0). Additionally, the 
time to first opioid, reported by two studies, was signifi-
cantly longer by 525 minutes in Lb (median 800min iQr 
8-5760) versus conventional anesthetic/placebo (median 
275 min iQr 18-5760). Meta-analysis revealed no differ-
ence in Lb compared to conventional anesthetic/placebo 
in nausea or vomiting (or 2.45, 95% ci 0.48- 12.49), anal 
bleeding (or 1.54, 95% ci 0.05- 52.25), and gastrointes-
tinal adverse effect (or 1.47, 95% ci 0.25- 8.60).

Conclusions/Discussion: in comparing Lb to conven-
tional anesthetic/placebo anesthetic for hemorrhoidec-
tomy, we found no statistically significant reduction in pain 
score through 72 hours, or in adverse effects. However, Lb 
decreased the time to first opioid and was associated with 
lower dose of rescue medication compared to conventional 
anesthetic/placebo.

ASSOCIATION BETWEEN DIABETES, 
METFORMIN USE, AND PROGNOSIS IN STAGE 
I-III COLORECTAL CANCER PATIENTS: A 
NATIONWIDE REGISTER-BASED STUDY.

ePoster AbstrActs eP698

M. shahrivar1, c. weibull1, b. Glimelius2, D. saraste1, 
A. Martling1, c. buchli1, c. nordenvall1
1Stockholm, Sweden; 2Uppsala, Sweden

Purpose/Background: Previous studies suggest that the 
use of metformin is associated with decreased incidence of 
colorectal cancer (crc) and improved survival following 
crc diagnosis. However, data has been conflicting, and 
studies limited by small size and confounding by indica-
tion. the aim of this study was to assess how diabetes and 
pre-diagnostic metformin use influence all-cause mortality 
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and crc recurrence, in an unselected cohort of patients 
diagnosed with non-metastatic crc who underwent 
surgery with curative intent.

Methods/Interventions: Patients diagnosed with 
primary crc stage i-iii, aged ≥ 18 years at diagnosis, from 
2007 through 2016 were identified using the nationwide 
population-based colorectal cancer Data base sweden 
(crcbase), and followed until 31st of May 2022. crcbase 
is a data linkage originating from the swedish colorectal 
cancer register, with linkages to other national health 
care and demographic registers, including information 
on diabetes diagnosis and metformin use. exposure was 
defined as (i) diagnosis of diabetes, and (ii) dispensed 
prescription of metformin equivalent to at least 6 months 
use within one year of surgery. cox proportional hazards 
models were fitted to estimate hazard ratios (Hrs) with 
95% confidence intervals (cis) of the association between 
pre-diagnostic diabetes and metformin use and all-cause 
mortality and relapse-free survival. Models were adjusted 
for sex, age, year of diagnosis, highest education level, 
bMi, charlson comorbidity index, and AsA score as 
potential confounders.

Results/Outcome(s): A total of 34,412 patients diag-
nosed with crc were included among whom 4,984 
(14.4%) had diabetes; 332 with type 1 diabetes (t1DM) 
and 4,652 with type 2 diabetes mellitus (t2DM). At the 
time of crc surgery, 2,413 (51.9%) of t2DM patients 
were metformin users. the mean follow-up time was 
7.4 years. Diabetic patients had a significantly worse 
all-cause mortality than non-diabetic patients, both among 
t1DM (adjusted Hr=1.29, 95% ci: 1.11-1.49) and 
t2DM patients (adjusted Hr=1.18, 95 % ci: 1.13-1.24). 
Metformin use was associated with increased all-cause 
mortality (adjusted Hr=1.13, 95% ci: 1.07-1.20) and 
crc-recurrence (adjusted Hr=1.13, 95% ci: 1.06-1.20) 
compared to non-diabetic patients. sensitivity analyses 
where the duration of metformin use and the dose relation-
ship were analyzed did not demonstrate any association 
between metformin use and either outcome.

Conclusions/Discussion: in this population-based 
study, the largest to date, a diagnosis of diabetes was asso-
ciated with an increased all-cause mortality, particularly 
in t1DM patients where a 29% increase in mortality was 
observed. Moreover, the study showed worse all-cause 
mortality and relapse-free survival in patients receiving 
metformin compared to non-diabetic patients.

A CLINICAL-EPIDEMIOLOGICAL APPROACH 
TO COLORECTAL CANCER IN YOUNG ADULT 
PATIENTS. EXPERIENCE OF A TERTIARY 
HOSPITAL CENTER IN MEXICO.

ePoster AbstrActs eP699

M. Aceves Valdez, H. estrada, b. Jimenez, J. Villanueva 
Herrero, A. iberri Jaime, G. Maya Vacio, J. De Leon 
rendon
Ciudad de Mexico, Mexico

Purpose/Background: the prevalence of colorectal 
cancer (crc) in adults under 45 years of age without risk 
factors is low, however; there is growing interest in this group 
of patients, as most investigators report more advanced 
stages of disease at diagnosis and worse prognosis in younger 
patients. the aim is to describe and analyze the clinical-ep-
idemiological features of young adult patients (<45 years) 
with crc treated in a tertiary care center in Mexico.

Methods/Interventions: A retrospective, relational and 
analytical study was carried out, which included 371 
patients diagnosed with crc treated at coloproctology 
service of the Hospital General de México “Dr. eduardo 
Liceaga” (period from January 2019 to December 2021). 
the demographic and clinical features of patients (gender, 
age, location of the neoplasm, clinical stage, histological 
phenotype and grade of histological differentiation) were 
collected. Data were analyzed with the statistical package 
sPss version 26. statistical significance was determined 
with a p value <0.05.

Results/Outcome(s): of the total of patients included, 
we identified 82 (22.1%) patients under 45 years of age. 
When comparing the clinical and demographic features 
of patients with crc aged less than or greater than 45 
years, we found no statistically significant differences in 
terms of gender, clinical stages or histological phenotype 
(p=>0.05), but there were differences in the grades of 
histological differentiation (p=0.02), presenting a risk 
factor an age <45 years to be a carrier of tumors with poor 
histological differentiation (or 1.7 [95% ci: 1.06 – 2.76], 
p=0.02). When analyzing the age groups (> or < 45 years), 
by disease (colon cancer or rectal cancer); we found differ-
ences between the clinical stage of patients with colon 
cancer (p=0.01) and in the grade of histological differenti-
ation in rectal cancer (p=0.002). An age younger than 45 
years conferred a higher risk of presenting a rectal tumor 
with poor histological differentiation (or 2.82 [95% ci: 
1.47 – 5.42], p=0.002) and was associated with a lower 
risk of presenting an advanced clinical stage (iii-iV) in 
colon cancer (or 0.44 [95% ci: 0.21 – 0.95], p=0.03).

Conclusions/Discussion: the clinical features of young 
patients with crc, especially the poor histological differ-
entiation, highlights the need to monitor the incidence of 
crc in the younger population to assess whether changes 
in screening practices are needed and to increase aware-
ness among clinicians on the increasing incidence of crc 
in this population.
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SAFETY AND FEASIBILITY OF DISCHARGE 
WITHIN 24 HOURS OF COLECTOMY: A 
SYSTEMATIC REVIEW AND META-ANALYSIS.

ePoster AbstrActs eP700

L. baker, M. Matta, J. Hopkins, r. rochon, W. buie, 
A. MacLean
Calgary, AB, Canada

Purpose/Background: Advances in surgery, anesthesia 
and perioperative care have contributed to expedited 
recovery following colorectal surgery. the concept of 
ambulatory colectomy has been posed and initial expe-
rience appears promising. the aim of this study is to 
determine the safety, feasibility and acceptance of early 
discharge (eD) following colon resection.

Methods/Interventions: MeDLine, eMbAse, 
cinAHL, cochrane central registry of controlled trials 
were searched to identify published and ongoing unpub-
lished interventional and observational studies reporting 
on experience with eD following colon resection. early 
discharge was defined as within 24 hours post-opera-
tive. this review was conducted in accordance with the 
Preferred reporting items for systemic reviews and Meta-
analysis (PrisMA) guidelines. the primary outcome was 
safety. secondary outcomes included feasibility, resource 
utilization; patient and practitioner acceptance. Details 
pertaining to specific study protocols were also collected. 
Meta-analysis was preformed using random-effects 
methods to compare post-operative adverse events in the 
eD cohort to standard of care. Dichotomous outcomes 
were calculated as odds rations with 95% confidence 
intervals.

Results/Outcome(s): A total of 17 studies (83,675 
patients) published between 2009 and 2022 were included. 
1029 (4.1%) patients were discharged within 24 hours 
of surgery. ten studies were comparative (1 rct, 2 
prospective cohort, and seven retrospective cohort). the 
remaining were prospective single-arm studies reporting 
on eD following colectomy. Laparoscopic colectomy was 
performed in 15 studies, robotic in 5 and open in 3. the 
most common indication for surgery was for colonic 
neoplasm (86.3% of patients). the incidence of read-
mission (6.2% vs 9.3%, or 0.66; 95% ci 0.56-0.79) was 
lower in the eD cohort compared to standard of care (n=8 
studies) (Figure 1). there was no significant difference in 
the incidence of 30-day morbidity (n=6), anastomotic leak 
(n=4), mortality (n=6) or reoperation (n=6) between 
the two groups. Discharge on post-operative day (PoD) 
0 was reported in seven studies and was demonstrated 
to be feasible in 94% (n=189) of patients in prospective 
studies (n=3). 12 studies reported on discharge within 
24 hours (either PoD 0 or PoD 1); successful discharge 
was reported in 25-100% of prospective studies (n=5 
studies, 137 patients). two studies reported on patient 
perspective. in one, 100% of patients would request eD 
again and recommend it to others. in the other, there was 

no difference in patient satisfaction at PoD 30 between 
the eD cohort and standard of care. none of the studies 
reported practitioner acceptance.

Conclusions/Discussion: initial experience with early 
discharge following colectomy is safe, feasible and accept-
able in appropriately selected patients. standardization of 
eligible patients and post-operative follow up protocols 
may increase adoption.

PATTERNS OF SCREENING COLONOSCOPY 
IN RURAL AND URBAN COUNTIES OF 
OKLAHOMA: A STATE-WIDE ANALYSIS.

ePoster AbstrActs eP701

P. Whipple, J. Jenkins, M. ilanga, K. Kouplen, 
n. Mushtaq, Z. Khorgami
Tulsa, OK

Purpose/Background: colon cancer is the third most 
common cause of cancer-related deaths in the United 
states. it can frequently be prevented if appropriate 
screening methods are performed. colonoscopy is the 
gold standard and recommended screening method for 
colorectal cancer. this study aimed to assess rates of colo-
noscopy in oklahoma in different rural and urban areas, 
in different age groups, race and ethnicity, gender, and 
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its correlation with the number of primary care providers 
(PcP) in each area.

Methods/Interventions: We used the oklahoma Public 
Use Date File (PUDF) of the Ambulatory surgery center 
Discharges and Hospital outpatient surgery Discharges to 
analyze colonoscopies performed in populations 50 years 
or older per county from 2016-2019. Population above 
50-year-old per county was obtained from the reports from 
the United states census bureau reports. Medicare Part- 
D Prescriber database was used to calculate the number 
of PcPs in each zip code and county. the rate of colo-
noscopy in rural, small urban, and large urban areas were 
calculated, as well as in different age groups, genders, and 
race and ethnicity. correlation of rate of colonoscopy with 
number of PcPs were evaluated.

Results/Outcome(s): 1,687,686 colonoscopies in 
patients ≥50 years (55.4% female) were analyzed. While 
the rate of PcP per 10,000 population was higher in 
small urban and rural areas (19.5 and 18.3, respectively) 
in comparison to large urban areas (15.1) but the rate of 
colonoscopy was higher in large urban areas (4.2 per 100 
colonoscopy-eligible individuals per year) versus small 
urban and rural areas (1.6 and 2.2, respectively) and these 
were statistically significant. Males were more likely to 
undergo colonoscopy with an adjusted odds ratio (or) 
of 1.098 (95%ci:1.086-1.11) and older populations were 
significantly less likely to undergo colonoscopy (or: 0.799 
in 60-69 years, 0.596 in 70-79 years, and 0.337 in 80 and 
older, all p values <0.05). African Americans were 6% less 
likely and American indians were almost 30% less likely 
to undergo colonoscopy. Area of residence was also statis-
tically significant with small urban and rural communities 
being almost 35% less likely to get their screening colonos-
copies. Lastly, colonoscopy rates correlated with rates of 
primary care physicians only in rural areas.

Conclusions/Discussion: there seem to be disparities 
in colorectal cancer screening based on oklahoma state 
data. in rural areas, females, older age groups, and African 
Americans and American indians had a lower colonoscopy 
rate in our study. the number of PcP seems to be a signif-
icant factor in rural areas. Health administrators need to 
study two factors including “access to PcPs” and “access 
to endoscopic services” to improve screening for colorectal 
cancer, especially in minorities. We will need to increase 
our primary care workforce in addition to providing more 
access to quality screening methods for rural oklahoma.

A PROSPECTIVE STUDY OF DETECTING 
POSTOPERATIVE STOOL SYNDECAN-2 
(SDC2) METHYLATION CHANGE IN 
COLORECTAL CANCER, PAIRED WITH TISSUE 
CONFIRMATION.

ePoster AbstrActs eP702

s. Kim1, t. oh2, s. An2, n. Kim3, Y. Han1

1Seodaemun-gu, Korea (the Republic of); 2Daejeon, Korea 
(the Republic of); 3Yongin, Korea (the Republic of)

Purpose/Background: stool DnA methylation has 
been shown to be a sensitive and specific biomarker for 
screening of colorectal cancer (crc) as well as colorectal 
adenoma. Detection of syndecan2 (sDc2) methylation 
in stool has been demonstrated in several studies with 
high performance. As stool DnA test identifies shed 
cancer cells, stool test after surgery may reveal negative 
conversion of DnA methylation, leading it to a potential 
candidate of postoperative biomarker. this study aims to 
evaluate postoperative stool sDc2 methylation changes 
paired with tissue confirmation and validate stool DnA 
test as a biomarker.

Methods/Interventions: Patients who underwent 
upfront radical surgery for colorectal cancer were enrolled 
in tertiary referral hospital (severance Hospital, seoul, 
Korea) from January 2020 to April 2021. tissue from 
surgically resected cancer and adjacent nontumorous 
tissue were collected, as well as pre- and postoperative 
stool samples. Linear target enrichment-quantitative 
methylation-specific real time Pcr test (Genomictree, 
inc. Daejeon, south Korea) was used for detecting meth-
ylation in stool DnA. Methylation was detected when 
cycle threshold (ct) value was <40. Positive methylation 
was determined by any one detection of methylation in 
duplicate Pcr reactions. All test result was acceptable 
when ct of control DnA coL2A1 was <33. bisulfite 
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pyrosequencing was also performed by computing the 
methylation index with the average % of methylation 
across four cpG sites in tissues. Methylation positivity of 
tumor tissue was determined by higher methylation level 
compared to adjacent nontumor tissue.

Results/Outcome(s): Among 78 enrolled patients, 
77 patients (98.7%) had positive sDc2 methylation of 
tumor tissue and methylation levels were higher in tumor 
tissue than adjacent nontumor tissue (P<0.001). seventy 
patients (89.8%) had positive stool sDc2 methylation 
preoperatively and among them, 15 patients (21.4%) 
remained stool sDc2 methylation positive postopera-
tively. Quantitative analysis of stool sDc2 methylation 
levels had significantly decreased after surgery (P<0.0001). 
Among the sustained positive stool sDc2-methylated 
patients, methylation level decreased in 14 patients but 
increased in one patient. those 14 patients with sustained 
but decreased stool sDc2 methylation had undergone 
postoperative colonoscopy, and 5 patients showed de 
novo polyps. there were no associations between stool 
sDc2 methylation level with clinical features such as age, 
gender, preoperative serum carcinoembryonic antigen 
levels, tumor locations and stages.

Conclusions/Discussion: stool sDc2 methylation 
decreased after surgical resection of crc. Positive result 
may sustain due to residual lesions or de novo polyps. 
Postoperative stool DnA test may be informative and 
valuable for detecting polyps, recurrence, and metachro-
nous cancers alongside with serum carcinoembryonic 
antigen test.

Methylation status of SDC2 in stool DNA before and 
after surgical resection

USE OF BIOLOGIC THERAPY IS ASSOCIATED 
WITH SHORTER INTERVAL TO SECONDARY 
ILEOCOLIC RESECTION IN CROHN’S DISEASE 
PATIENTS.

ePoster AbstrActs eP703

A. Huang, A. ricardo, A. niewinski, A. Yu, s. Hahn, 
s. Khaitov, A. Greenstein, P. sylla
New York, NY

Purpose/Background: biologics are a mainstay medical 
therapy in crohn’s Disease (cD) but their effect on need 
for surgery is not yet known. terminal ileum involvement 
frequently requires ileocolic resections (icr) with some 

patients requiring multiple icr. We present a set of 
patients who underwent both 1st and 2nd icr and hypoth-
esized that biologic therapy reduces the risk of 2nd icr.

Methods/Interventions: We performed a retrospective 
analysis of cD patients from a high-volume tertiary center. 
Patients who underwent 1st and 2nd icr were included. 
collected data included demographics and details of 
biologic treatment timelines. Adjusted cox proportional 
hazard ratios (aHr) were calculated with adjustment for 
age, gender and bMi and patients were stratified by expo-
sure to biologics. in our subanalyses, aHr’s were calculated 
based upon timing of biologics. First, patients were re-strat-
ified by biologics timing (never, pre-1st icr only, post-1st 
icr only, and pre/post-1st icr). second, patients exposed 
post-1st icr were stratified by whether exposure occurred 
within 6 months. inclusion of patients who underwent only 
1st icr had limited utility as censoring occurred too soon 
in a majority cases (data not shown).

Results/Outcome(s): 64 patients were identified with 
both 1st and 2nd icr. 57/64 (89%) patients were exposed 
to a biologic at any timepoint prior to 2nd icr. 7 (10.9%) 
patients never received biologics, 2 (3.1%) received pre-1st 
icr only, 18 (28.1%), received post-1st icr only, and 37 
(57.8%) received pre/post-1st icr. Median time until 2nd 
icr was 14.91 years (iQr 10.88-16.86) years in patients 
never exposed to biologics and 9.94 years (5.75 – 12.92) in 
patients exposed to biologics. We found decreased time to 
secondary icr in patients exposed to biologics (aHr 2.52, 
[95% ci 1.06 – 5.99]). on subanalysis, those treated with 
a biologic pre/post-1st icr biologics had an elevated aHr 
(4.31 [1.71 – 10.9]), while those on pre-1st icr only (1.03 
[0.19 – 5.43]) or post-1st icr only (1.57 [0.60 – 4.09]) 
did not. Additionally, in patients who were exposed to 
biologics post 1st icr, initiation of therapy after 6 months 
was not significant (2.75 [0.54 – 13.99]). Age, gender, and 
bMi were not significant in any analyses.

Conclusions/Discussion: exposure to biologics had 
a significantly decreased time to 2nd icr. in our first 
subanalysis, patients exposed to biologics pre/post-1st icr 
had 331% increased risk of 2nd icr. Among those exposed 
postoperatively, timing of exposure did not show different 
risk. We theorize that the increased risk associated with 
biologics represents patients with severe cD refractory to 
medical therapy, which is supported by our first subanal-
ysis. However, some patients may have had their disease 
progression halted by biologics and would not be captured 
in this analysis. Further investigation into the impact of 
biologics is warranted to better characterize their impact 
on cD.
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RACIAL DISPARITIES IN THE SURGICAL 
MANAGEMENT OF ULCERATIVE COLITIS? A 
RETROSPECTIVE ANALYSIS AT A TERTIARY 
REFERRING CENTER.

ePoster AbstrActs eP704

e. Hain1, A. ricardo1, M. Plietz1, s. tzedakis2, 
A. Greenstein1, s. Khaitov1, r. steinhagen1, 
t. Heimann1, D. bhasin1, P. sylla1

1New York, NY; 2Paris, France

Purpose/Background: While Ulcerative colitis (Uc) 
has predominantly been described in white patients, 
there is a rising incidence of Uc in minority populations. 
Previous studies exploring the impact of racial/ethnic 
diversity on the surgical management and outcomes of 
inflammatory bowel Disease (ibD) patients are limited 
due to small sample size. the aim of this study was to 
investigate whether racial/ethnic disparities could be iden-
tified in the surgical management of Uc at a high volume 
ibD center.

Methods/Interventions: retrospective analysis of 
a prospectively maintained ibD database identified all 
patients who had surgery for Uc, including subtotal colec-
tomy (stc) and total proctocolectomy (tPc), with or 
without ileal pouch anal anastomosis (iPAA) or abdomino-
perineal resection (APr), from January 2010 to December 
2021. Demographics, preoperative therapies, timing and 
type of surgery were analyzed across all self-identified racial 
and ethnic groups.

Results/Outcome(s): of 834 patients with a mean age 
of 43 years who had a colectomy for Uc, 701 were White 
(W 84%), 38 black (b 5%), 44 Hispanic (H 5%), and 51 
Asian/Pacific islander (A 6%). the cohort included 468 
men (56%) who were predominantly white (p=0.001). 
surgical indications included refractory Uc (79%) or 
dysplasia/cancer (21%). Mean disease duration from diag-
nosis until initial colectomy was 114 months, with signifi-
cantly differences noted between groups (W 119±122 
months, b 92±90, H 112±123, A 65±77 p=0.008). no 
difference was observed in medical therapies used within 
3 months of resection among the groups (corticosteroid 
p=0.72, biologic=0.17, immunomodulator p=0.98). With 

respect to index procedures (stc and tPc), no differ-
ences were noted between groups regarding laparoscopic 
vs open approach (p=0.70), emergent vs elective surgery 
(p=0.85), and with the rate of stc vs tPc (p=0.27). 
overall, 629/834 (75%) had a restorative procedures 
including 3-stage (49%), 2-stage (17%), modified 2-stage 
(5%) and 1-stage restorative proctocolectomy (rPc, 4%). 
in total, 205/834 (25%) patients had a non-restorative 
procedures including tPc with simultaneous or staged 
APr (15%) and stc with end-ileostomy (ei, 10%). no 
difference was identified across groups regarding restor-
ative vs non-restorative procedures (p=0.42), rPc stages 
(p=0.53), and mean interval between stc and iPAA 
(W 4.3 months±3.1, b 4.4±2.3, H 9.0±24, A 4.7±2.5 
p=0.396). Among non-restorative procedures, no differ-
ence was observed in the rate of APr preformed either as 
index procedure or completion APr (p=0.16), and stc 
with ei across groups (p=0.07).

Conclusions/Discussion: in a contemporary cohort of 
patients who underwent surgery for Uc at a high-volume 
tertiary referral center, no significant difference in surgical 
treatment or approach were identified across racial and 
ethnic groups. improved access to equitable surgical care 
may be achieved through regional centralization of ibD 
services.

EFFECT OF THE PROPHYLACTIC ANTIBIOTICS 
ON THE POSTOPERATIVE COMPLICATION IN 
THE PATIENTS WITH CROHN’S DISEASE.

ePoster AbstrActs eP705

J. Jung, J. Lee
Songpa-gu, Korea (the Republic of)

Purpose/Background: surgical site infections in 
colorectal surgery represents a significant cause of poor 
patient outcome. Many surgeons continue to routinely 
use antibiotics after surgery for crohn’s disease (cD) to 
prevent the infection. the Korean institute guideline to 
use prophylactic antibiotics only within 24 hours during 
surgery had been applied to prepared colorectal surgery, 
such as cancer surgery. From september 2020, the guide-
line also has been applied to surgery for cD. but it is 
difficult to accept this part easily in cD, which is operated 
on an inflamed intestine. this study aims to evaluate the 
effect of prophylactic antibiotics on the postoperative 
complication, especially infectious complication and to 
find out the risk factors for the postoperative complication.

Methods/Interventions: this is a retrospective study 
based on medical records. Patients with intestinal surgery 
for cD from January 2013 to December 2015 (conven-
tional group) and from september 2020 to July 2022 
(prophylactic group) were included. conventional group 
continued to use antibiotics after surgery and prophylactic 
group used prophylactic antibiotics only within 24 hours 
during surgery. We divided the patients into two groups 
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and compared demographics, operative results, postopera-
tive complications. Patients were excluded if they were just 
stoma formation or not accompanied by bowel resection. 
the primary outcome was postoperative complication rate. 
Multivariate analysis for overall and infectious complica-
tion was done using logistic regression model.

Results/Outcome(s): We identified 332 patients in 
conventional group and 43 patients in prophylactic group. 
there was no difference in the overall complication rate 
(23.8% vs 27.9%, P = 0.572) and infectious complication 
rate (15.1% vs 18.6%, P =0.507) between the two groups. 
the proportion of clavien-Dindo classification 2 or more 
was equivalent between the two groups (23.8% vs 20.9%,  
P = 0.848). in multivariate analysis, penetrating behavior 
(odds ratio [or] 5.76, 95% confidence interval [ci] 1.15 – 
28.71, P = 0.033) was risk factor for overall complication. 
ileocolonic involvement ([or] 3.46, 95% [ci] 1.24 – 9.64,  
P = 0.017) and open surgery ([or] 5.09, 95% [ci] 
2.07 – 12.53, P < 0.001) were risk factors for infectious 
complication.

Conclusions/Discussion: Prophylactic group had equiv-
alent postoperative overall and infectious complication 
rate compared to conventional group. our results show 
that use of prophylactic antibiotics only within 24 hours 
during surgery for cD may not increase postoperative 
complication rate. Penetrating behavior was a risk factor 
for overall complication, and ileocolonic involvement and 
open surgery were risk factors for infectious complication.

TREATMENT STRATEGY OF BIOLOGIC 
THERAPY FROM SANDPOINT OF THE EFFECT 
FOR CLINICAL LESIONS IN CROHN’S DISEASE.

ePoster AbstrActs eP706

A. sugita, K. tatsumi, H. Kuroki, n. obara, s. saitoh, 
K. Koganei
Yokohama, Japan

Purpose/Background: the patients with crohn’s 
disease are treated based on the concept of treat to target. 
biologic therapy has been frequently performed as one of 
standard treatments. this study was conducted to evaluate 
the efficacy of biologic therapy for the several kinds of 
cD lesions such as fistula or intestinal lesion with active 
inflammation, and to analyze the indication of this therapy 
based on the improvement of cD lesions.

Methods/Interventions: two hundred and nine cD 
patients with biologic therapy for more than 6 months in 
our institution were included. Past history of intestinal 
resection was seen in 87% and a combination therapy 
with azothioprine was continued in 30%. Median period 
of biologic therapy was 56 months (7-231). cD lesions 
treated with biologic therapy were intestinal lesions with 
active inflammation without stricture or fistula in 101 
patients, enterocutaneous fistula in 38, internal fistula 
in 3, post massive intestinal bleeding in 9, complex anal 
fistulae in 13, postoperative recurrence of seton treatment 
in 7, prevention for postoperative recurrence of intestinal 
resection in 41 (several lesions in some cases). the effect 
of biologic therapy was evaluated based on the necessity 
of the operation, the closure of enterocutaneous fistula, 
and the improvement of cD lesions by image studies after 
treatment. the side effects were also analyzed.

Results/Outcome(s): 1) the operation was performed 
in 46% of the patients after biologic therapy. the main 
surgical indications were stricture in 33%, intestinal fistula 
in 33%, intestinal lesions with active inflammation without 
stricture or fistula in 18%. 2) overall efficacy ratio was 
39% in intestinal lesions with active inflammation without 
stricture or fistula, 33% in internal fistula, 32% in entero-
cutaneous fistula, 75% in post massive intestinal bleeding, 
25% in complex anal fistulae, 50% in postoperative recur-
rence of seton treatment, 61% in prevention for postop-
erative recurrence of intestinal resection. 3) serious side 
effects were infusion reaction in 18 patients, pneumonia in 
6, pulmonary tuberculosis in 3.

Conclusions/Discussion: biologic therapy had no 
remarkable effect for cD lesions such as intestinal lesions 
with active inflammation without stricture or fistula or 
intestinal fistula which were commonly seen. the effect of 
biologic therapy should be evaluated about cD lesions with 
image studies for the patients including without symptoms. 
the next treatment including surgery should be considered 
in cD patients without improvement of cD lesions.

THE EFFECTS OF THE COVID-19 PANDEMIC 
ON COLECTOMY OUTCOMES FOR 
INFLAMMATORY BOWEL DISEASE.

ePoster AbstrActs eP707

J. roskam, M. Uretsky, P. stopper, Z. nemeth, 
r. rolandelli
Morristown, NJ

Purpose/Background: inflammatory bowel disease (ibD) 
encompasses crohn’s disease (cD) and ulcerative colitis 
(Uc). these two chronic inflammatory conditions can differ 
in severity, presentation and anatomical localization can 
greatly affect quality of life if not managed properly. Given 
the many healthcare challenges during the coViD-19 
pandemic, we sought to study the effects of the pandemic 
on surgical outcomes for patients with ibD.
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Methods/Interventions: Deidentified data from patients 
who underwent a colectomy for cD or Uc was collected 
from the American college of surgeons (Acs) national 
surgical Quality improvement Program (nsQiP) data-
base. We analyzed various factors such as patient demo-
graphics, comorbidities, and surgical outcomes between 
2019 and 2020. the control cohort consisted of data from 
2019, with data from 2020 serving as the coViD cohort. 
chi- squared and student’s t tests were used to analyze 
discrete and continuous variables respectively.

Results/Outcome(s): A smaller proportion of White 
patients underwent colectomies for ibD in 2020 versus 
2019. Patients undergoing colectomies for Uc were less 
likely to be on medication for hypertension in 2019. 
Patients with ibD (cD or Uc) were also more likely to 
have lost > 10% of their body mass prior to the operation 
in 2020. operations for colitis patients were significantly 
shorter in the first year of the pandemic. Patients with cD 
were less likely to have a urinary tract infection (0.81% vs. 
1.45%, p = 0.032) or sepsis (4.43% vs. 4.98%, p < 0.001) 
post-operatively in 2020, while patients with Uc were 
more likely to require a repeat operation (9.39% vs. 6.91%, 
p = 0.040). interestingly, patients with ibD were less likely 
to undergo an emergency operation in 2020 than in 2019 
(54.97% vs. 43.27%, p < 0.001 for Uc; 26.58% vs. 18.96%, 
p < 0.001 for cD).

Conclusions/Discussion: colectomy outcomes for 
patients with cD in 2020 were similar or improved to those 
seen in 2019. on the other hand, colectomies for Uc saw 
a statistically but not clinically significant increase in the 
rate of repeat operations. overall, these patients seem to 
have been well managed despite the coViD-19 pandem-
ic-induced strain on the healthcare system.

A COMPARISON OF CLINICAL OUTCOMES OF 
COLECTOMIES FOR PEDIATRIC AND ADULT 
PATIENTS WITH IBD.

ePoster AbstrActs eP708

J. roskam, K. Hauser, e. Lazar, Z. nemeth, r. rolandelli
Morristown, NJ

Purpose/Background: crohn’s disease (cD) and ulcer-
ative colitis (Uc) are prevalent within both adult and pedi-
atric populations. Differences between them, however, are 
not well characterized using nationwide data. therefore, 
in this study we compared the clinical outcomes of these 
patients using the national surgical Quality improvement 
Program (nsQiP) databases.

Methods/Interventions: colectomy cases for cD and 
Uc were analyzed for adult and pediatric patients using 
data from the American college of surgeons (Acs) 
nsQiP data in 2017, 2018, and 2019 combined. Various 
demographic and clinical factors, such as race, age, gender, 
bMi, and several comorbidities were analyzed to determine 
their effect, if any, on clinical outcomes. All statistical 

analyses were performed using Minitab version 17.1.0, with 
chi-squared and student’s t tests being used for categorical 
and discrete variables respectively.

Results/Outcome(s): From 2017 to 2019, a total of 542 
pediatric and 5174 adult patients underwent a colectomy 
for cD, and 360 pediatric and 1292 adult patients under-
went a colectomy for Uc. Adults with cD were more 
likely to be on steroids preoperatively, (60.15% vs. 24.54%,  
p < 0.001) or Uc (65.63% vs. 51.39%, p < 0.001). Pediatric 
patients with either disease were more likely to have preop-
erative transfusions (1.48% vs. 0.33%, p < 0.001 for cD; 
8.33% vs. 0.62%, p < 0.001 for Uc), systemic inflammatory 
response syndrome (3.51% vs. 0.93%, p < 0.001 for cD; 
12.78% vs. 3.10%, p) or sepsis (1.85% vs. 0.66%, p < 0.001 
for cD; 1.39% vs. 0.31%, p = 0.014 for Uc). operation 
times were longer for adult patients with cD (178.70 ± 
1.40 vs. 167.60 ± 3.30 minutes, p = 0.002) and pediatric 
patients with Uc (248 ± 5.40 vs. 210.70 ± 2.40 minutes, 
p < 0.001).

Conclusions/Discussion: inflammatory bowel disease 
had a more pronounced systemic effect on pediatric 
patients, as manifested by the need for preoperative trans-
fusions and prevalence of sepsis. these factors may have 
led to the more severe post-operative complications such 
as longer length of hospital stay observed in this study. 
the longer length of stay in pediatrics can be attributed to 
these complications and the normalization of their general 
physiologic and nutritional status.

AGE ALONE IS NOT IS NOT ASSOCIATED 
WITH MAJOR MORBIDITY IN INFLAMMATORY 
BOWEL DISEASE (IBD) SURGERY.

ePoster AbstrActs eP709

t. Xu, D. Wong, e. Messaris
Boston, MA

Purpose/Background: Historically, concerns about 
high operative morbidity in elderly patients with ibD have 
discouraged referral to surgery however there is growing 
literature that suggest other factors, such as frailty, may 
be more strongly associated with outcomes. contemporary 
multi-center outcomes from ibD centers have yet to be 
reported are not well defined. the ibD-nsQiP collabo-
rative was created to collect ibD specific data in addition 
to standard nsQiP data for 14 high-volume ibD centers. 
therefore, we examined the outcomes of surgery for 
patients with ibD in this cohort to assess whether age or 
other factors were associated with significant perioperative 
morbidity.

Methods/Interventions: elderly patients were defined 
as 60 years old or older. three cohorts were examined 
between 2017-2021. Patients with crohn’s disease (cD) 
who underwent small bowel resection or ileocecectomy 
and ulcerative colitis (Uc) who underwent total abdom-
inal colectomy or proctocolectomy. the primary outcome 
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was perioperative major morbidity. secondary outcomes 
included minor complications, length of stay, and readmis-
sion rate. Multivariable analysis was used to identify factors 
associated with major perioperative morbidity.

Results/Outcome(s): out of 1,517 patients with cD 
undergoing small bowel resection, elderly patients (16%) 
had significantly higher rates of major morbidity (5 vs 
10%, p=0.003) as well as minor complications (10 vs 20%, 
p<0.001) and readmission rate (9 vs 17%, p<0.001). in 
multivariate regression, age (odds ratio 2.22, confidence 
interval [1.12-4.43], p=0.023), preoperative anemia (3.41, 
[0.32-1.34], p=0.001), open surgery (3.97, [2.01-7.83],  
p<0.001), and a simplified frailty index (3.85, [1.07-13.9],  
p=0.04) were found to be significantly associated with 
major morbidity. in contrast, out of 1,011 patients 
with Uc undergoing surgery, elderly patients (27%) 
had similar rates of major morbidity although they did 
have significantly higher rates of minor complications  
(17 vs 30%, p<0.001) and total length of stay (5.0 vs 7.0, 
p<0.001). After similar adjustment, frailty (3.82, [1.51-9.67],  
p=0.005) and urgent surgery (2.26, [1.11-4.61], p=0.025) 
were significantly associated with increased major morbidity 
whereas age was not (p>0.05).

Conclusions/Discussion: Age is not associated with 
major morbidity in elderly patients with Uc undergoing 
surgery while in contrast, it is for cD. these preliminary 
findings suggest that case context, timing, as well as frailty 
are also important factors. Patient selection should focus 
on comorbidities and preoperative optimization rather 
than just age.

table 1: Patient characteristics, outcomes, and covariate-adjusted logis-
tic regression model for 30-day major morbidity in patients with crohn’s 
disease (cD) or Ulcerative colitis (Uc) patients undergoing surgery1. 
Modified frailty score includes cHF, coPD, functional status, hyper-
tension requiring medication, diabetes2. malnourished status including 
preoperative albumin <3.5 g/dL, preoperative bMi <18.5 kg/m2, or 
10% weight loss within 6 months of surgery3. Major morbidity defined 
as occurrence of at least one of the following: organ space surgical site 
infection, unplanned intubation, pulmonary embolism, prolonged ven-
tilation, acute renal failure, stroke, cardiac arrest, sepsis/septic shock, or 
death4. Minor complications defined as occurrence of at least one of the 
following: superficial or deep surgical site infection, wound disruption, 
pneumonia, urinary tract infection, deep vein thrombosis, acute renal 
insufficiencya. p0.05b. p0.001

OUR FIRST 100 POUCHES: A QUARTER 
CENTURY LATER.

ePoster AbstrActs eP711

M. Maspero, o. Lavryk, J. Lipman, s. Holubar, 
t. Garofalo, i. Gorgun, H. Kessler, M. Valente, s. steele, 
t. Hull
Cleveland, OH

Purpose/Background: restorative proctocolectomy 
with ileal pouch anal anastomosis (iPAA) was described 
in 1978 by Parks and nicholls at st. Marks Hospital in 
London as a way to maintain intestinal continuity in 
patients with ulcerative colitis. At our institution, this 
procedure started being performed in 1983. the learning 
curve for pelvic pouches is not well established. With this 
study, we aimed to review the long-term functional and 
survival outcomes of the first 100 pouches performed at 
our center as we progressed in our learning curve.

Methods/Interventions: We retrospectively reviewed 
our prospectively collected institutional pelvic pouch 
database and identified the first 100. We reported pouch 
survival and functional outcomes, which were compared 
between first and latest available quality of life survey. 
Figures are frequency and median (interquartile range).

Results/Outcome(s): the first 100 pouches were 
performed between February 1983 and november 1985. 
the median age at iPAA was 32.5 (26 – 39) years). 
the most common diagnosis was ulcerative colitis (85), 
followed by familial adenomatous polyposis (10) and inde-
terminate colitis (5). For the colitis patients, the indication 
for surgery was acute colitis in 34 cases, refractory disease 
in 12 cases, dysplasia/cancer in 21 cases. Most pouches 
had a J configuration (98), while 2 had an s configura-
tion. Most were performed in two stages (64), and all had 
a handsewn iPAA with mucosectomy. After a median 
follow-up of 26 (24 – 35) years, 88 patients were still alive. 
Mortality was perioperative in 1 case, colon cancer-related 
in 1 case, due to primary sclerosing cholangitis in 2 cases, 
due to complications of afferent limb syndrome in 1 cases, 
and due to other causes in 7 cases. twenty-four patients 
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had their diagnosis changed to crohn’s disease. Pouch 
failure occurred in 32 patients; of, those, 13 had their 
pouch excised and 3 were converted to a K pouch. the 
most common reason for pouch failure was sepsis (13), 
followed by incontinence (7), small bowel obstruction (3), 
and cancer (2). the median interval from iPAA to pouch 
failure was 5 (0 – 20) years. six patients had a redo pouch. 
Pouch survival was 82% at 10 years, 75% at 20 years, and 
63% at 30 years. Functional outcomes at the first post-
operative quality of life evaluation versus the latest are 
shown in table 1. there were no differences between male 
and female patients except for quality of health at latest 
follow-up, which was diminished in females (median 7 vs 
8, p = 0.04).

Conclusions/Discussion: After a quarter century 
follow-up, the majority of the first 100 pouches performed 
at our center are still viable, with acceptable functional 
outcomes and quality of life. More than 90% of patients 
would undergo iPAA again and recommend it to others.

table 1 – bowel function and quality of life postoperatively and at latest 
quality of life (QoL) follow up

NATIONAL TRENDS AND HOSPITAL-LEVEL 
VARIATION IN OUTCOMES FOLLOWING 
PELVIC EXENTERATION FOR PRIMARY 
RECTAL CANCER: IS THERE ROOM FOR 
QUALITY IMPROVEMENT?

ePoster AbstrActs eP855

D. Habib, L. bustamante-Lopez, J. Monson, c. Aquina
Orlando, FL

Purpose/Background: Given a current paucity of 
national data, this study evaluated trends and hospi-
tal-level outcomes following pelvic exenteration for rectal 
cancer in the United states.

Methods/Interventions: Pelvic exenterations for 
primary rectal adenocarcinoma were identified in the 
national cancer Database (2005-2019). Hospital pelvic 
exenteration volume was defined as the average annual 
number of pelvic exenterations performed for primary 
rectal, gynecologic, or urologic cancer during the study 
period and characterized into tertiles. bivariate analyses 
assessed trends in outcomes over time, and multilevel 
regression analyses estimated hospital-level variation and 
assessed the association between hospital volume and the 
outcomes of 5-year overall survival, neoadjuvant radia-
tion therapy, systemic therapy, positive surgical margin, 
adequate lymph node yield (≥ 12), and postoperative 
90-day mortality.

Results/Outcome(s): Among 3,557 patients across 750 
hospitals, there was overall improvement from 2015-2019 
compared to 2005-2009 in the rates of neoadjuvant radia-
tion (69.6% vs 52%), systemic therapy (81.6% vs 69.6%), 
adequate lymph node yield (77.9% vs 65.3%), and 90-day 
mortality (2.8% vs 6.5%) (all p<0.0001), but there was 
no change in the rate of positive margin (13% vs 12.2%, 
p=0.17). After controlling for patient and oncologic factors, 
high hospital annual pelvic exenteration volume was inde-
pendently associated with better 5-year overall survival and 
higher odds of neoadjuvant radiation, systemic therapy, 
adequate lymph node yield, and 90-day mortality compared 
to low hospital annual volume (table). Furthermore, there 
was wide hospital-level variation in neoadjuvant radiation 
(median=63.3%, range=44.6%-83.4%), systemic therapy 
(median=77.6%, 54.4%-96.2%), adequate lymph node 
yield (median=74.5%, range=50.6%-88.3%), and 90-day 
mortality (median=4%, range=2.5%-15%).

Conclusions/Discussion: there has been overall 
improvement in outcomes following pelvic exenteration 
for rectal cancer from 2005-2019 in the United states. 
However, a clear volume-outcome relationship exists, and 
quality of care varies widely across institutions. increases 
in neoadjuvant radiation utilization, systemic therapy use, 
and quality of resection and decreases in postoperative 
mortality across centers remain targets for continued 
quality improvement.
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PATTERNS AND PREDICTORS OF 
RECURRENCE IN YPT0N0 RECTAL 
ADENOCARCINOMA.

ePoster AbstrActs eP856

r. Mittal, r. sridhar, r. raghunath, M. Jesudason
Vellore, India

Purpose/Background: Pathological complete response 
(Pcr) (ypt0n0) is seen in a subset of locally advanced 
rectal cancers undergoing neoadjuvant treatment. Patients 
achieving Pcr have a better prognosis when compared 
to partial or non-responders. Data on the patterns of 
recurrence and risk factors of recurrence in this subgroup 
is limited. this study aimed to analyze the patterns and 
predictors of recurrence in patients achieving Pcr after 
neoadjuvant treatment.

Methods/Interventions: this was a retrospective 
cohort study in the colorectal surgery unit of a tertiary care 
teaching hospital. Patients undergoing curative intent total 
mesorectal excision following neoadjuvant treatment and 
achieving a Pcr between Jan 2009 and Dec 2018 were 
included. Demographic, operative, and clinical details, 
along with follow-up, were obtained from a prospectively 
maintained rectal cancer database and electronic patient 
records. Patterns of recurrence were analyzed. Predictors 
for recurrence were identified using multivariate logistic 
regression analysis.

Results/Outcome(s): Five hundred sixty-three patients 
underwent total mesorectal excision during the study 
period. Pcr was seen in 107 (19%) of patients. 70% were 
male, and the mean age was 50 years. 58.9% underwent 
sphincter preserving surgery, and 48.6% were laparo-
scopic operations. the mean follow-up was 45.5 months. 
recurrence was seen in 10 patients (9.3%). systemic 
recurrence was seen in 8 patients (7.5%), local recurrence 
in 1 (0.9%), and both local and systemic recurrence in 
1 patient (0.9%). systemic recurrence was in the perito-
neal cavity in four, the liver in three, the lungs in two, 
and breast metastasis in one patient. Age, gender, ceA 
levels, tumour differentiation, type of operation, t and n 
stage and use of adjuvant chemotherapy did not predict 
recurrence.

Conclusions/Discussion: the pattern of failure after 
Pcr in rectal cancer is primarily systemic, with a low local 
recurrence rate. no particular risk factors for recurrence 
could be identified in our cohort of patients.

COMPARING OUTCOMES IN RECTAL CANCER 
PATIENTS TREATED WITH SHORT-COURSE 
NEOADJUVANT RADIATION VERSUS LONG-
COURSE.

ePoster AbstrActs eP857

M. Ginesi, s. emile, n. Horesh, Z. Garoufalia, r. Gefen, 
G. Da silva, s. Wexner
Weston, FL

Purpose/Background: neoadjuvant radiation is stan-
dard of care for stage ii and iii rectal cancer. However, 
while many european centers continue to use short-course 
radiation, most American centers utilize long-course. 
Long-course advocates cite improved downstaging, while 
short-course advocates claim that long-course increases 
the risk of side effects with no proven survival benefit. We 
aimed to investigate any differences between outcomes in 
patients treated with short-course versus long-course using 
a large national database.

Methods/Interventions: A retrospective analysis of 
the national cancer Database (ncDb) was performed 
including all patients who received radiation and surgery 
for stage ii and iii rectal cancer. Patients were divided 
into having received short-course or long-course radiation. 
the two groups were matched using propensity scoring 
and demographics and outcomes were compared. overall 
survival between the two groups was also compared using 
a Kaplan-Meier curve.

Results/Outcome(s): 763,411 rectal cancer patients 
were eligible, including 648 who received short-course 
radiation. Patients who received short-course were more 
likely to be older (63.8 vs 59.3 years;p<0.001), female 
(43.8% vs 37.8%;p=0.002), have a higher charlson-Deyo 
score (p<0.001), more likely to have Medicare insurance 
(p<0.001), and higher clinical t (p<0.001) and n stages 
(p=0.031). After propensity score matching based on 
age, charlson-Deyo score, insurance status, clinical stage, 
grade, and sequence of treatment, 190 patients in the long-
course group were compared to 380 patients in the short-
course group. the groups were not otherwise significantly 
different in terms of sex, race, or treatment location. short-
course was more likely to be done at academic institutions 
(53.4% vs 28.4% of long-course patients;p<0.001). there 
was no significant difference in r0 resection, sphinc-
ter-preservation, minimally invasive approach, conversion 
to open, 30- and 90-day mortality, or 30-day readmis-
sionbetween the two groups.. short-course patients were 
significantly more likely to have positive lymph nodes and 
lymphovascular invasion (61.7% n0 vs 66.9% in long-
course, p=0.03 and 31.1% with lymphovascular invasion 
vs 14.8% in long-course, p<0.001). However, no signifi-
cant difference was seen in overall survival regardless of 
length of radiation on Kaplan-Meier curve (Figure 1).

Conclusions/Discussion: Although long-course neoad-
juvant radiation for rectal cancer may be associated with 
better downstaging as evidenced in this study by a higher 



 463

probability of negative lymph nodes and less lymphovas-
cular invasion, overall survival is not significantly different. 
short-course offers less exposure of the patient to radiation 
and the hospital environment and time away from work 
and personal life. it also allows surgery to be performed 
sooner after the diagnosis than would be the case with long 
course radiation.

Figure 1: Kaplan-Meier curve demonstrating survival estimates for 
patients with long vs short-course radiotherapy.

CLONES 1A8 AND 4FD TARGETED ANTI-
DEFA5 MABS SENSITIVE AND SPECIFIC 
IMMUNEREACTIVE BIOASSAYS FOR IBD 
DIAGNOSTICS.

ePoster AbstrActs eP713

A. M’Koma1, A. sakwe1, D. blum2, A. Hawkins1, 
L. Alexander1, J. Hildreth1

1Nashville, TN; 2Athens, GA

Purpose/Background: Delineating ulcerative colitis 
(Uc) & crohn’s colitis (cc) in otherwise indetermi-
nate colitis (ic) patients is of utmost importance when 
determining a patient’s candidacy for restorative procto-
colectomy with ileal pouch-anal anastomosis. our recent 
published data has shown robust evidence supporting 
presence of alpha defensin 5 (DeFA5 alias HD5) in areas 
of the colon mucosa with aberrant expression of apparent 
crypt cell-like cells (ccLcs), which identifies an area of 
colonic ileal metaplasia, consistent with the diagnosis of 
cc. DeFA5 immunoreactivity in ic patient samples facil-
itated cc diagnosis with positive predictive value (PPV) 
of 96% accuracy. Due to the sequence homology of the 
DeFA class of proteins, we tested a set of robust and widely 
used Abs to evaluate and assess specificity to DeFA5, 
both for scientific validation and continuity of supply 
chain. We performed dot blot analysis using commercially 
available antibodies against recombinant HD1-6, Fig. 1A, 
A. Furthermore, we screened a series of anti-DeFA5 Abs 
(r&D systems) and identified DeFA5 specific capture 
and detection mAbs, Fig. 1A, C. thus, 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. together, 
Meharry Medical college in collaboration with Vanderbilt 
University Medical center and University of Georgia, has 
developed two high affinity mAbs against the segments of 
DeFA5, which only recognizes DeFA5 which may prove 
to be a valuable diagnostic tool and no other defensins.

Methods/Interventions: We characterized the two 
novel mAbs, clones 1A8 & 4FD. We first determine the 
specificity and sensitivity using normal human ileum as 
positive control by immunohistochemistry. We also used 
cellular lysate to get specific bands using Western blot 
analysis, and finally for sensitivity study purified proteins 
were used, as well as lysate by various amounts.

Results/Outcome(s): As depicted in Fig. 1B, D, E & 
H beyond any doubt that this antibody only recognizes 
DeFA5 which is diagnostic for cc. the peptide antibodies 
against the P, B & M binding sites indicated segments of 
DeFA5 successfully and tested functional for both the 
sensitivity and specificity.

Conclusions/Discussion: DeFA5 is differentially 
expressed in ibD. Aberrant expression, localization, and/
or activation of DeFA5 underlies the tissue inflammation 
and damage associated with authentic cc form of colitis. 
the clinical relevance of this screen would most likely lead 
to the elusive accurate diagnosis to circumvent the inexact 
ic patients into cc with a first clinic endoscopy biopsy. 
Larger patient-centered proof of efficacy and safety studies 
is underway. Limitations: the rate limiting step was the 
generation of mAbs to the DeFA5 P, B & M binding sites. 
We now have developed the peptide antibodies against 
the segments successfully carried out hitch-free and tested 
functional.

Fig. 1. A, Widely tested and used DEFA5 commercially available 
antibodies were evaluated and validated. (A) Dot blotting Ponceau 
staining was used as a loading control of commercially available sourc-
es, tested against purified α-defensin proteins, DeFA1 to DeFA6. 
mAbs from santa cruz biotechnology were used due to specificity. (B) 
Western blotting mAb and pAbs. (C) We also screened a series of 
anti-DeFA5 antibodies (r&D systems) and identified DeFA5 specific 
capture and detection antibodies. B, Show IHC test of our two newly 
developed high affinity purified anti-DEFA5 mAbs (1A8 & 4F5) 
analyzed on normal ileum as positive control. these mAbs have a 
complementarity determining region (cDr) that is complementary to 
each of, or all, the DeFA5 sequence of the P, B, & M binding sites of 
DeFA5 (A & b). (H), Western blotting using our newly developed 
anti-DeFA5 mAb, clone 1A8.
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IS PHARMACOLOGICAL EXTENDED VENOUS 
THROMBOPROPHYLAXIS REQUIRED IN 
PATIENTS UNDERGOING PELVIC POUCH 
PROCEDURE FOR ULCERATIVE COLITIS?

ePoster AbstrActs eP714

J. Gomez, e. theodosopoulos, H. Macrae, A. De buck 
Van overstraeten, M. brar, b. o’connor, H. Huang, 
e. Kennedy
Toronto, ON, Canada

Purpose/Background: Background: Venous thrombo-
embolic events (Vte) are common adverse surgical events 
with serious and life-threatening complications. More 
recently, extended Vte prophylaxis for 4 weeks in the 
post-operative period has been recommended for patients 
with colorectal cancer, but this recommendation has been 
less clear for patients undergoing surgery for inflammatory 
bowel disease (ibD) due lack of high-quality evidence. 
Objective: to assess Vte rates during the first 30 days 
after pelvic pouch surgery for ulcerative colitis (Uc) or 
indeterminate colitis (ic) at the tertiary centre for ibD.

Methods/Interventions: Methods: this was a retro-
spective study using data from a prospectively maintained 
ibD database at a tertiary care centre. All patients with Uc 
or ic who underwent ileopouch anal anastomosis (iPAA) 
between January 1, 2017, and December 31, 2021 were 
included in the study. the primary outcome was to assess 
the Vte rate after iPAA construction. the Vte were 
determined by the national surgery Quality improvement 
Program (nsQiP) algorithm. the secondary outcomes 
were the percentage of Vte occurring while in-hospital, 
the percentage of patients receiving appropriate thrombo-
prophylaxis in hospital and the type and duration of the 
anticoagulant treatment prescribed for Vte. Quantitative 
variables were summarized as mean with the corresponding 
standard deviation. categorical variables were summarized 
as frequency or percentage. Data were analyzed using ibM 
sPss statistics.

Results/Outcome(s): Results: the cohort included 
204 patients who underwent iPAA (61.8% male, 73% 
laparoscopic, mean Los 6.6 days). of these, 177 had a 
previous subtotal colectomy prior to iPAA. the Vte rate 
after iPAA construction was 6.3% (13/204). of these, 
92.3% (12/13) had a portomesenteric venous throm-
bosis (PMVt). none of the patients developed Pe. 
seventy-seven percent (10/13) of the Vte occurred 
while the patient was in-hospital and 92.3% of these 
patients received appropriate thromboprophylaxis (12/13). 
there were no re-operations or mortality related to Vte.  
Fifty-four percent of the patients with Vte (7/13) received 
anticoagulation therapy for their Vte and the type and 
duration of this treatment were highly variable.

Conclusions/Discussion: Conclusion: the results of 
this study found a Vte rate of 6.3% in patients under-
going iPAA for Uc and ic and is similar to the reported 
literature in this population. the majority of events were 

PMVt, occurred while the patients were in hospital 
and were receiving appropriate Vte prophylaxis. While 
these findings do not seem to support the routine use 
of extended Vte prophylaxis following iPAA, future 
randomized controlled trials will be required to more defin-
itively answer this question. Furthermore, guidelines to 
help standardize the treatment of PMVt following pouch 
surgery are warranted given the long-term negative impact 
of PMVt on pouch function.

HAS THE USE OF ENHANCED RECOVERY 
SURGERY PROTOCOLS IN MAJOR 
COLORECTAL SURGERY INCREASED 
POSTOPERATIVE BLEEDING COMPLICATIONS?

ePoster AbstrActs eP715

e. Aviran2, d. assaf2, c. browning1, K. Zaghiyan1, 
P. Fleshner1

1Los Angeles, CA; 2Tel Hashomer, Israel

Purpose/Background: enhanced recovery after surgery 
(erAs) protocols are multimodal perioperative care path-
ways shown to improve postoperative complications and 
decrease length of stay after elective major colorectal 
surgery. A critical component of an erAs protocol is the 
use of multimodal non-opiate analgesia using nsAiDs 
and coX-2 inhibitors, both of which are drugs associated 
with gastrointestinal bleeding. the aim of this paper is to 
compare the incidence of postoperative gastrointestinal 
bleeding between patients treated with and without an 
erAs protocol after elective major colorectal surgery.

Methods/Interventions: A prospectively maintained 
colorectal registry was queried for patients undergoing elec-
tive major colorectal surgery requiring an anastomosis with 
an erAs protocol (started in 2017) and the pre-erAs era 
(2012-2016). the standardized erAs protocol included 
celecoxib (200 mg Po biD starting just before surgery) and 
ketorolac (30 mg iV after induction). both patient groups 
received 5000 units subcutaneous unfractionated heparin 
tiD starting just before surgery. Postoperative outcomes 
included bleeding (+/- sequelae), reduction in hematocrit 
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after operation, intervention for bleeding (blood transfu-
sion, endoscopy or surgery), length of stay and hospital 
readmission within 30 days. A patient was considered to 
have bleeding without sequelae if patient, doctor or nurse 
noted blood per anus without any clinical consequence. 
bleeding with sequelae was considered when bleeding 
caused a deviation of the planned postoperative course, 
was symptomatic, necessitated blood, required interven-
tion (endoscopic or surgical) or prolonged hospital stay. 
Variate analysis were performed using sPss.

Results/Outcome(s): the erAs group (n=630) and 
non-erAs groups (n=739) were comparable in base-
line clinical features except for surgical indication, with 
more ibD and less malignant disease in the erAs 
group. Minimally invasive surgery was significantly more 
commonly performed in the erAs group. both bleeding 
with sequelae and bleeding without sequelae were signifi-
cantly more common in the erAs group compared to 
the non-erAs group. in addition, there was a signifi-
cantly larger hematocrit decline after operation noted 
in the erAs group. both the need for transfusion and 
intervention for bleeding however did not significantly 
differ between patient groups. on multivariate analysis, 
factors significantly associated with bleeding with sequelae 
were the use of an erAs protocol (or=2.96; 95%  
ci 1.57-5.58; p<0.001) and performing a small bowel to 
large bowel anastomosis (or= 2.68; 95% ci 1.49-4.81; 
p<0.001).

Conclusions/Discussion: Use of an erAs protocol 
in patients undergoing major colorectal surgery with an 
anastomosis is associated with an increased incidence of 
bleeding with sequelae and bleeding without sequelae. 
However, there was no significant difference in the need 
for blood transfusion or intervention between groups.

SOCIAL VULNERABILITY AND ACCESS TO 
CARE IN THE MANAGEMENT OF BENIGN 
POLYPS.

ePoster AbstrActs eP716

M. Fakler, J. Paruch, W. Johnston, b. Kann, H. Vargas, 
c. Whitlow, W. Kethman
New Orleans, LA

Purpose/Background: Prior research has suggested that 
up to 90% of patients referred to surgery with endoscopi-
cally unresectable polyps have disease amenable to endo-
scopic mucosal resection (eMr) or endoscopic submucosal 
dissection (esD); however, many patients with endoscop-
ically resectable polyps continue to undergo segmental 
colectomy with the inherent morbidity of resection. our 
group sought to analyze the differences in colectomy for 
benign polyps in increasingly vulnerable populations in our 
healthcare system.

Methods/Interventions: A retrospective cohort study 
was conducted for patients undergoing colectomy for 
malignant intent in a multi-hospital healthcare system 
from 2020-21. these patients were identified using billing 
data and icD procedure codes. Patient demographics, 
patient-level social vulnerability, operative details, and 
pathologic and clinical outcomes were captured. the 
social Vulnerability index (sVi) is a composite metric 
used at the cDc that quantifies the resilience of commu-
nities to public health threats, including factors such as 
poverty, access to transportation, and housing. Patients 
were stratified into quartiles: low (sVi < 0.25), interme-
diate (sVi 0.25-0.75), and high vulnerability patients (sVi 
> 0.75). Patients under age 18, cases with small bowel, 
rectum, or anus specimens, and colectomy for benign 
intent (i.e. inflammatory bowel disease, diverticulitis) were 
excluded. Analysis was performed using stAtA.

Results/Outcome(s): Among 479 colectomies 
performed for malignant intent over this period, 164 
(34.2%) were benign on final pathology. Highly vulner-
able patients were more often non-white (p=0.037) with 
Medicaid insurance (p=0.038). Highly vulnerable patients 
were more likely to be managed by general surgeons than 
colorectal surgeons (p=0.005), and were less likely to 
have their surgery at our tertiary care center (p=0.002). 
of all colectomies, there was no difference in rates of 
benign final pathology between low, intermediate, and 
high vulnerability groups (p=0.73). A subanalysis of the 
benign pathology cohort showed that highly vulnerable 
patients in this group were more likely to have surgery at 
low-volume hospitals by general surgeons (p=0.012 and 
p=0.015 respectively).

Conclusions/Discussion: these results demonstrate 
critical differences in access between low, intermediate, 
and highly vulnerable populations in our system. they 
suggest that referral patterns for highly vulnerable patients 
who had colectomy for unresectable benign polyps did 
not include access to subspecialty surgeons in colorectal 
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surgery who more often employ organ-sparing tech-
niques. this supports the development of multidisciplinary 
management pathways for complex polyps to address 
differences in access created by social determinants of 
health.

table 1: Demographics, Access, and Pathologic outcomes of Patients 
who Underwent colectomy with Malignant intent from 2020-2021

ENDOSCOPIC MANAGEMENT OF 
ANASTOMOTIC LEAKS FOLLOWING 
LEFT-SIDED COLECTOMY AND PRIMARY 
COLORECTAL ANASTOMOSIS: A SINGLE 
INSTITUTION RETROSPECTIVE REVIEW.

ePoster AbstrActs eP717

s. Perati3, K. Jain2, L. chai3, D. Millner1, A. sarkar3, 
D. Feingold3, K. Donohue3, n. Maloney Patel3
1Piscataway, NJ; 2New York, NY; 3New Brunswick, NJ

Purpose/Background: Post-operative anastomotic leaks 
are one of the most common complications following 
colorectal surgery, with rates reaching 51%. A third of 
post-operative mortalities are attributed to these leaks, 
which also result in prolonged hospital stays and/or read-
mission. Previous studies on endoscopic management of 
leaks (with techniques such as endoclip, overstitch, and 
stenting) have shown similar outcomes to re-operation; 
however, implementation of endoscopic strategies for 
leak management has been limited by the paucity of data 
examining the characteristics that promote suitability for 
endoscopic management.

Methods/Interventions: A single institution, retrospec-
tive review was conducted to include patients who under-
went a left-sided colectomy (low anterior resection vs. 
sigmoidectomy) with primary colorectal anastomosis, and 
who developed clinically significant anastomotic leaks that 

were managed endoscopically between 2018 and 2021. All 
indications for surgery were included, as well as open and 
laparoscopic approaches. seven adult patients were identi-
fied who met these criteria.

Results/Outcome(s): seven patients presented with 
post-operative leaks and underwent endoscopic interven-
tion. of these seven cases, three of the initial operations 
were performed for diverticulitis and four for malignancy. 
there were three robotic cases, one laparoscopic, two 
open, and one robotic converted to open. three cases of 
anastomotic leaks were managed with only endoscopic 
intervention without need for interventional radiology 
(ir) or surgery. one case was managed initially with ir 
drainage and subsequent endoscopic stenting/suturing. 
three cases utilized multimodal treatment involving 
surgery (with diverting loop ileostomy creation).

Conclusions/Discussion: Post-operative anastomotic 
leaks remain challenging to manage with endoscopic tech-
niques becoming increasingly employed. in our series, the 
diversity of cases in which clinically significant leaks were 
managed endoscopically suggests a potentially broad appli-
cation for such methods in the setting of colorectal anas-
tomotic leaks. in all the cases highlighted here, clinical 
picture, size and progression of leak all factored into the 
timing of endoscopic intervention. When faced with such a 
complication, a multidisciplinary approach including inter-
ventional gastroenterology should be applied to reduce 
morbidity and mortality and optimize patient outcomes.

TRUTH OR MYTH: DOES THE POSITION 
OF THE END TO END (EEA) STAPLER 
SPIKE REALLY MATTER FOR COLORECTAL 
ANASTOMOSES USING A DOUBLE-STAPLED 
TECHNIQUE?

ePoster AbstrActs eP718

P. cavallaro, G. Lee, A. Kanters, M. Valente, s. Holubar, 
b. champagne, D. rosen, i. Gorgun, s. steele
Cleveland, OH

Purpose/Background: surgeons are often emphatic 
about preferred placement of the eeA stapler spike 
through the rectal stump for double-stapled anastomosis 
during colorectal anastomoses. Very little data exists 
regarding spike position, subsequent crossing staple lines, 
and differential outcomes. the aim of the current study 
was to determine if eeA spike placement relative to 
the rectal transection line is associated with anasto-
motic complications. We hypothesized that different/
various spike positions are not associated with anastomotic 
complications including intraoperative air leak, incomplete 
donuts, or clinical anastomotic leak.

Methods/Interventions: We queried our prospective 
surgeon-entered clinical quality improvement registry for 
patients undergoing any left-sided colorectal resection 
or ileorectal anastomosis (irA) using a double-stapled 
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anastomotic technique (2/2020-8/2022). technical details 
of anastomotic construction were reported, including 
location of stapler spike relative to transverse staple 
line (through, anterior, posterior, corner). the primary 
outcome was a composite of intraoperative anastomotic 
complications including positive air insufflation test, 
incomplete anastomotic donut, or eccentric anastomotic 
donut; secondary outcome was clinical anastomotic leak 
or organ space infection.

Results/Outcome(s): overall, 636 patients were 
included. the majority underwent colorectal anastomosis, 
while 22 patients underwent irA. overall, 250 patients 
had the eeA stapler spike placed anterior to the staple 
line, 210 placed through the staple line, 117 posterior to 
the staple line, and 59 through the corner of the staple 
line. the rate of intraoperative anastomotic complication 
was 8.8%, 8.1%, 12.8%, and 5.1% respectively (p=0.3). 
the rate of postoperative clinical anastomotic leak/abscess 
was 2.0%, 4.3%, 5.1%, and 6.8% respectively (p=0.2). of 
patients that had an intraoperative anastomotic complica-
tion (n=57), 42% were diverted compared to 28% without 
intraoperative complications. Unexpectedly, anterior anas-
tomoses that did not include the transverse staple line, 
often referred to as reverse baker technique (n=87), had 
an anastomotic complication rate of 2.3%, which is signifi-
cantly lower than other groups (p=0.02). When stratifying 
patients by number of crossing staple lines, the rates of 
anastomotic complication was 2.3% for zero crossing staple 
lines, 5.1% for one crossing staple line, and 10.6% for two 
crossing staple lines (p=0.01, Figure 1).

Conclusions/Discussion: For double-stapled pelvic 
anastomoses that result in crossing staple lines, the posi-
tion of the stapler spike not associated with anastomotic 
complications. However, we observed that an anterior 
placement of the anvil with no subsequent crossing 
staple lines resulted in significantly lower rate of anasto-
motic complications, and should be the subject of future 
investigation.

SINGLE CENTER EXPERIENCE WITH 
EXPANSION OF SAME DAY DISCHARGE 
COLECTOMIES.

ePoster AbstrActs eP719

s. chiang, e. Askenasy, J. Van eps
Houston, TX

Purpose/Background: enhanced recovery after surgery 
pathways have provided widespread benefits to both 
patients and hospital systems. As we continue to improve 
on these protocols, there has been great interest in ambu-
latory colectomies which has been shown to be feasible 
and safe in well selected patients. there remains; however, 
limited data on how to effectively implement same day 
discharge (sDD) protocols. this study aims to evaluate 
how our single center sDD experience evolved over time 
and to identify factors associated with failure of sDD.

Methods/Interventions: A retrospective review was 
performed on all patients that were identified as candidates 
for electiev ambulatory colectomies performed between 
August 2019 to september 2022 at a single institution. 
the patients were evaluated by the surgical team in the 
recovery area to determine if they met criteria for sDD. 
Demographic data, operative details, and post-operative 
complications were compiled and compared between the 
sDD and non-sDD groups. the reason that a patient 
was deemed to be unsuitable for sDD post-operatively 
was also recorded. the number of patients identified 
as candidates and success rate of ssD over time was 
compared throughout the years to evaluate the growth of 
the program.

Results/Outcome(s): A total of 111 patients were 
identified as candidates for same day discharge colectomy, 
of which 83 were successful sDD. the number of patients 
identified for sDD in the first year was 24, with a success 
rate of 54.2%. this increased to 34 patients in the second 
year with a success rate of 74.3%, which was further 
expanded to 54 patients in the third year with an 86.5% 
success rate. Multiple factors were not found to contribute 
to failure of sDD including age, bMi, prior abdominal 
surgery, and indication for procedure. the only statistically 
significant factors found to contribute to sDD falilure were 
increased operative time (149 min vs. 269 min; p<0.01) 
and increased estimated blood loss (48 mL vs. 77 mL; 
p<0.01). the mean length of stay for the non-sDD group 
was 2.07 days with 13/28 patients able to be discharged on 
PoD 1. readmission rate within 30 days was 7.2% in the 
sDD group vs. 14.3% in the non-sDD group. one anasto-
motic leak each was identified in the sDD group and the 
non-sDD group.

Conclusions/Discussion: sDD colectomy is safe in 
well-selected patients and complications remain rare, 
though more complicated cases with longer operative time 
and increased blood loss are more likely to be unsuitable 
for sDD. As we continued to build on our sDD colectomy 
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experience, we were able to identify more patients for 
inclusion and improve our successful implementation rate.

USING A RECEIVER OPERATING 
CHARACTERISTIC CURVE TO IDENTIFY 
WHICH VALUE OF ABDOMINAL FAT 
RATIO BEST PREDICTS CONVERSION IN 
LAPAROSCOPIC COLORECTAL SURGERY.

ePoster AbstrActs eP720

J. evans1, P. Kang1, J. Walmsley2, W. chin3, U. ihedioha1, 
K. Malik1

1Northampton, United Kingdom; 2Plymouth, United 
Kingdom; 3Wolverhampton, United Kingdom

Purpose/Background: Abdominal Fat ratio (AFr) has 
previously been validated as an independent, reproducible 
predictor of conversion in laparoscopic colorectal surgery 
for obese patients. it is defined as the ratio of internal to 
external abdominal fat at the level of the umbilicus. obese 
patients with a higher AFr are statistically more likely to 
require conversion to open surgery. the aim of this study 
was to identify the AFr value which best predicts the 
chance of conversion.

Methods/Interventions: Data from consecutive patients 
with body mass index greater than 30 undergoing laparo-
scopic colorectal cancer resections were collected and 
analysed. All patients were operated on by one of two 
consultant surgeons who had previously completed lapa-
roscopic fellowships. A receiver operating characteristic 
(roc) curve was constructed and the cut-off point closest 
to the perfect classifier identified.

Results/Outcome(s): 57 consecutive patients with bMi 
> 30 were included in the study. Male to female ratio was 
34:23 with a median age of 68. the cut off value for the 
AFr ratio closest to ideal was 4. Using this value, the test 
predicted the likelihood of conversion with an accuracy of 
0.737.

Conclusions/Discussion: When assessing obese patients 
for laparoscopic colorectal resection, using an AFr cut off 
measurement of 4 gives the most accurate predictor of 
conversion, correctly predicting in around three quarters of 
patients in this study. this should not be used to rule out 

the laparoscopic approach but can help to plan operations 
and inform the patient preoperatively.

TRANS ANAL SPECIMEN EXTRACTION 
MORBIDITY BASED ON RECTAL STUMP 
CLOSURE.

ePoster AbstrActs eP721

G. Winter, J. Hollingshead, L. rance, s. Helmer, 
K. Quinn, n. sanchez
Wichita, KS

Purpose/Background: Advances in surgical technology 
have allowed for progressive minimally invasive tech-
niques in colon and rectal surgery. An emerging technique 
to low anterior resections includes trans anal specimen 
extraction with total intracorporal anastomosis. this is 
appealing for patient and surgeon as it can allow for shorter 
hospital stays, improved post operative pain scores, equiv-
alent oncologic outcomes and improved cosmesis. there 
remains a paucity of clinical outcomes data describing 
post operative rates of organ space abscess or anastomotic 
breakdown in this cohort of patients. our aim was to 
investigate rates of organ space abscess and anastomotic 
breakdown in patients undergoing low anterior resections 
with trans anal specimen extraction.

Methods/Interventions: A single surgeon’s Low 
Anterior resections were queried for cPt codes 44207 
and 44208 between January 1, 2016 and June 20, 2022. 
Patients were excluded if age less than 18 or if the 
specimen was removed transabdominally. All procedures 
were completed on a Da Vinci Xi robotic platform. Key 
demographic information, rectal stump closure technique, 
postoperative organ space abscess formation, and anasto-
motic breakdown were evaluated. Anastomotic breakdown 
was defined as requiring re-operation within 30 days of 
index surgery or radiographic evidence of anastomotic 
sinus tracts on Gastrograffin enema. We also determined 
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if a diverting loop ileostomy (DLi) was created and subse-
quently reversed during our study period.

Results/Outcome(s): of the 34 patients that met 
inclusion criteria, 24 had a stapled and 8 had a purse 
string rectal stump closure. two patients had a hand sewn 
coloanal anastomosis. Among patients receiving a stapled 
rectal stump closure, 2 (8.8%) developed an organ space 
abscess and 1 (4.2%) developed an anastomotic break-
down. of patients receiving a purse string rectal stump 
closure, 1 (12.5%) developed an organ space abscess and 
2 (25%) developed an anastomotic breakdown. Patients 
in the hand sewn coloanal technique had no abscess nor 
anastomotic breakdown identified. When looking at only 
patients recorded to have a complication, 4 (66.7%) of 
those had neoadjuvant chemoradiation, 4 (66.7%) had a 
protective DLi created, and 2 of those 4 (50%) have now 
been reversed.

Conclusions/Discussion: Minimally invasive tech-
niques for low anterior resections utilizing trans anal 
specimen extraction followed by a stapled rectal stump 
closure and end to side anastomosis appears to be a safe 
option with comparable outcomes to previously described 
techniques. rectal pouch closure utilizing a purse string 
method is associated with increased rates of abscess forma-
tion and anastomotic breakdown in our study group. Given 
the limitations with a single surgeon, single site and low 
sample size, additional studies are needed to fully char-
acterize outcomes in patients who receive our described 
approach.

EQUITABLE CARE WITH UNEQUAL 
OUTCOMES: ETHNIC DISPARITIES IN 
SURGICAL ONCOLOGY IN CANADA. A 
SCOPING REVIEW.

ePoster AbstrActs eP722

Z. baig1, r. Ahmed1, D. Gill1, n. Ginther1, 
A. Karimuddin2

1Saskatoon, SK, Canada; 2Vancouver, BC, Canada

Purpose/Background: Although there has been signif-
icant progress towards cancer screening, prevention and 
surgical management, there conrinues to be disparities. in 
canada, the cancer incidence and morality are higher in 
First nation canadians compared to all other canadians. 
Furthermore, previous studies have shown an increase in 
cancer incidence in other ethnic minorities in canada as 
well. Despite increased understanding of health outcomes, 
the oncological disparities for ethnic groups, post-surgery 
remain unknown. in this review we present a summary of 

the evidence on racial and ethnic disparities in canada 
after oncological surgery.

Methods/Interventions: this is a scoping review of 
relevant studies. With the help of a librarian, studies 
were identified through MeDLine, PubMed, embase and 
cochrane Library databases. two independent reviewers 
screened abstracts based on inclusion and exclusion 
criteria. A total of sixteen studies were identified and 
reviewed for data extraction and critical appraisal using a 
validated critical appraisal tool.

Results/Outcome(s): From the sixteen studies iden-
tified, 3 assessed disparities in head and neck cancers, 
5 assessed cancer mortality in general, and 8 assessed 
colorectal, breast, prostate, liver, lung, and renal cancers. 
For all cancer types, mortality was higher in First nations 
and lowest in recent immigrants and those of Asian and 
south Asian descent. Furthermore, Asian ethnicity had 
higher head and neck cancer survival than non-Asians. 
cancer specific mortality was also higher in First nations 
and inuit People. no studies reported on oncological 
outcomes specifically apart from mortality.

Conclusions/Discussion: this review identified sixteen 
good quality studies that addressed ethnic disparities in 
outcomes for oncological surgeries in canada. However, 
the only reported outcomes were on mortality. the current 
studies report a higher overall mortality in First nation 
canadians, and lower mortality in Asians, south Asians 
and recently arrived immigrants from Asia. no study 
specifically addressed disparities in oncological outcomes. 
this is likely due to scarcity of data on ethnic identifiers in 
provincial databases. Further research is required to iden-
tify the scope of ethnic disparity in oncological post-oper-
ative outcome.

OUTCOMES OF COLECTOMY ACCORDING 
TO SURGEON’S TRAINING: GENERAL VS. 
COLORECTAL.

ePoster AbstrActs eP723

s. Murphy, M. Whealon, s. shanmugan, s. Mills, 
n. nguyen, J. carmichael, V. Vilchez
Irvine, CA

Purpose/Background: colectomies are performed by 
general and colorectal surgeons with the surgical approach 
and preparation dictated by the surgeon’s training. the 
objective of this study was to investigate outcomes of 
patients undergoing non-emergent colectomies to deter-
mine if they varied according to surgeon’s training.

Methods/Interventions: clinical data of patients who 
underwent partial colectomy for elective procedures from 
2018 through 2022 were obtained from the Vizient data-
base. Data were examined between general surgeons versus 
colorectal surgeons and were reviewed for number and 
type of operations performed, demographics, length of stay, 
and postoperative morbidity and mortality.
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Results/Outcome(s): During the 48-month period, 
130,566 colectomies were performed; 72,298 (55%) by 
general surgeons and 58,268 (45%) by colorectal surgeons. 
Mean length of stay (Los) for colectomies performed 
by colorectal surgeons was 5.18±5.63 days compared to 
6.12±7.26 days compared to colectomies performed by 
general surgeons, p<0.05. there were 1302 deaths for the 
colectomies performed by both surgeon category; there 
were 275 (21%) deaths in the colorectal surgery group vs 
1027 (79%) deaths in the general surgery group, p<0.05.

Conclusions/Discussion: General surgeons performed 
more colectomies than did colorectal surgeons in this time 
period. there are Los and Mortality differences between 
surgeon groups. Perhaps just as prior studies demonstrate 
post-graduation emphasis predicts outcomes, this data 
suggests that practice focus does seem to make a difference 
in patient outcomes in non-emergent cases.

PATIENT PERCEPTION OF ROBOTIC SURGERY.
ePoster AbstrActs eP724

A. Aggarwal, e. Drelichman, V. Mittal, J. bhullar
Southfield, MI

Purpose/Background: since FDA approval in 2000, 
widespread integration of robotic-assisted Minimally 
invasive surgery has yielded an unusual ethical and polit-
ical interplay between patients, healthcare staff, manu-
facturers and legislature. it is not surprising demand 
generated from robotic-assisted Mis revenue has increased 
competition from one FDA approved manufacturer in 
2000 in the Us to eight, five of which were registered in 
2021. even as the industry grows, some surveys reveal 
patient misunderstandings and distrust over the platform’s 
use in surgery. Widespread acceptance of this technology 
may therefore depend on a healthy patient-doctor relation-
ship and institutional collegiality. our intent is to clarify 
potential drawbacks of robotic Mis early and promote 
public perception of these technological devices.

Methods/Interventions: An integrative review of 
published research on patient perception and hospital 
experience with robotic surgery was conducted. two inter-
national publications were selected for ethical analysis. A 
2021 european survey with 25,132 patients by torrent-
sellens et al suggested a lack of trust with robotic-assisted 
machines due to citizen’s lack of information, perception 
about the technology, and attitudes to the platform. the 
year prior, a canadian quantitative review of 14 publica-
tions by Matinello et al found similar results and recom-
mended robotic surgery education and patient autonomy 
with decision making.

Results/Outcome(s): the novelty and appeal of ‘robotic 
surgery’ may mislead uninformed patients. therefore, 
robotic-assisted Mis necessitates informed consent, patient 
education, and transparency of surgeon experience.

Conclusions/Discussion: even as medical robotics 
gains attention, colorectal surgeons must maintain their 
laparoscopic and open technique, especially when tech-
nology fails. the inherent physical limitations of current 
bulky mechanical and electrical systems are accompa-
nied with rare, but potentially impactful drawbacks. the 
MAUDe database for medical devices reviewed by the 
FDA estimates instrument malfunctions occur at an inci-
dence of 13 per 10,000 cases. However, the data collected 
is voluntary and not nationally standardized, and therefore 
subject to be underestimated. in addition, stress from 
equipment failure may create a negative and stressful 
operating room environment. strategies focused on patient 
awareness, institutional training, on-demand manufacturer 
support, and collaborative patient-centered teamwork may 
alleviate systemic stress and discontent. And as the market 
enlarges, manufacturers should continue to maintain their 
ethical integrity to patient safety and invest in designing 
instruments with longevity. We recommend surgeons who 
integrate robotics to educate patients, answer questions, 
and provide resources about the platform. in conclusion, 
the success of this robotic-assisted Mis will ultimately 
depend on public perception of these operative devices.

MISSED OPPORTUNITIES FOR ALIGNING 
GOALS IN COLORECTAL CANCER PATIENTS.

ePoster AbstrActs eP725

A. colley, J. Lin, K. Lee, L. Pierce, r. sudore, 
e. Finlayson, e. Wick
San Francisco, CA

Purpose/Background: Advance care Planning (AcP), 
a process through which patients and providers discuss and 
record goals and preferences, has been broadly endorsed 
as a quality measure for patients with serious illnesses, 
including cancer. it is also an important component of 
informed consent for surgery. While AcP conversations 
may happen, documentation is essential to inform the 
broader care team and measure quality. We sought to 
understand trends in AcP documentation for patients 
with colorectal cancer undergoing surgery.

Methods/Interventions: Adult patients with a diag-
nosis of colorectal cancer (crc) undergoing a major 
elective major operation (including hepatectomy for 
crc-related metastatic disease) in 2019 were included. 
electronic health record (eHr), national surgical Quality 
improvement Project (nsQiP), national cancer Database 
(ncDb), and state death registry data were linked. the 
primary exposure was preoperative AcP documentation 
(i.e., a scanned outpatient document or AcP note). chart 
review was conducted to evaluate the content of preoper-
ative AcP documentation for a high risk subset of patients 
who died within a year of surgery, experienced a serious 
complication (as defined by nsQiP), or were admitted 
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perioperatively to the intensive care unit (icU); categories 
were not mutually exclusive.

Results/Outcome(s): Among the 236 patients with 
a mean age of 59 years, 43.1% were female, 52.3% had 
colon cancer, 47.7% had rectal cancer, and 33% had 
stage 4 disease at diagnosis. the overall frequency of 
preoperative AcP documentation was 14.8% (n=35; 
86% scanned documents, 14% provider-authored notes). 
one-year mortality was 5.9% (n=14), icU admission rate 
2.5% (n=6), serious complication rate 1.7% (n=4). of 
this high-risk subset (n=24), the mean age at the time 
of diagnosis was 55.6 years and 45.6% (n=11) had stage 
4 disease at the time of diagnosis. 70.8% (n=17) in the  
high-risk subset were missing preoperative AcP docu-
mentation, and none had AcP notes by a member of the 
surgical team. When preoperative AcP documentation 
was available (n=7; 71% scanned documents, 29% provid-
er-authored notes), it had been completed a median of 155 
days prior to surgery. only three patients had new AcP 
documented between the date of cancer diagnosis and 
their operation.

Conclusions/Discussion: AcP documentation among 
colorectal cancer patients was rare. Future efforts must be 
directed toward collaboration between medical, radiation, 
and surgical oncologists to discuss and document AcP at 
the time of a major health change, such as a new cancer 
diagnosis.

table 1. Demographic, clinical, and AcP descriptors for the high-risk 
subset (high-risk defined as 1-year mortality, admitted perioperatively to 
the icU, or >1 serious complication).

COST TRANSPARENCY AND VARIABILITY 
IN CONSUMER PRICING IN COLORECTAL 
SURGERY.

ePoster AbstrActs eP726

e. Khatibifar, M. Han, t. Moon, J. Jasper, c. Amon, 
J. Hall, A. chatterjee, L. chen
Boston, MA

Purpose/Background: the centers for Medicare & 
Medicaid services (cMs) mandate that every United 
states hospital provides public online pricing information 
for services rendered. this allows patients to compare 
prices across hospital systems before establishing care. the 
goal of this project was to evaluate transparency and vari-
ability of pricing information in colorectal surgery.

Methods/Interventions: the study evaluated hospital 
cost transparency within our institution and all sixty-seven 
colorectal fellowship affiliated centers. Hemorrhoidectomy, 
partial colectomy, screening colonoscopy and their associ-
ated current Procedural terminology (cPt) codes were 
included to capture a range of common procedures within 
the specialty. Access to public online pricing informa-
tion through hospital cost calculators and variation in 
costs provided to patients within included centers were 
studied. the Kruskal-Wallis assessed for cost variation for 
hemorrhoidectomy and colonoscopy across the sixty-eight 
centers.

Results/Outcome(s): A majority of the sixty-eight 
hospitals (95.6%) had a health transparency website. 
While fifty-nine hospitals (86.8%) provided a cost calcu-
lator for patients, only twenty hospitals (29.5%) provided 
a searchable option for single-column or multiple-column 
hemorrhoidectomy. An overwhelming sixty-two hospitals 
(91.0%) did not provide cost estimates for hemorrhoidec-
tomy even if there was a searchable option for the proce-
dure. Partial colectomy cPt codes and keywords were only 
accessible in two centers (2.9%) through cost calculator 
websites. colonoscopy cost data were the most accessible 
with fifty hospitals (73.5%) providing public access to 
pricing information. in successful attempts, the median 
pre-insurance estimated cost ranges for hemorrhoidectomy 
were $840.00 to $26,013.00 (p<0.001), while cost ranges 
for colonoscopy were $706.79 to $18,867.00 (p<0.001), 
demonstrating significantly wide variability. only two 
centers provided pricing for partial colectomy, with values 
of $1,423.00 and $41,844.00.

Conclusions/Discussion: Despite regulatory require-
ments by cMs for increased price transparency for surgical 
procedures, our results demonstrate a significant need for 
improved access to pricing information for a wide variety of 
common procedures within colorectal surgery.
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PREDICTORS OF PERINEAL 
WOUND DEHISCENCE FOLLOWING 
ABDOMINOPERINEAL RESECTION.

ePoster AbstrActs eP727

V. Leite Abud, J. Llaque-salazar, M. corbisiero, 
e. birnbaum, J. Vogel, b. chapman
Aurora, CO

Purpose/Background: Abdominoperineal resection 
(APr) may result in large perineal defects that commonly 
result in significant surgical-site morbidity. the aim of this 
study was to identify risk factors for perineal wound dehis-
cence following an APr.

Methods/Interventions: We performed a retrospective 
review of all patients undergoing APr at the University 
of colorado between April 2019 and May 2022. A peri-
neal wound dehiscence was defined as breakdown of 
the perineal incision requiring local wound care, wound 
vacuum placement, or operative intervention. Patient 
demographics, operative characteristics, and perioperative 
interventions were reviewed

Results/Outcome(s): We identified 60 patients under-
going APr for the following diagnosis: rectal cancer 
(n=38, 63%), inflammatory bowel disease (n=8, 13%), 
anal cancer (n=5, 8%), rectourethral fistula (n=4, 7%), 
and other (n=5, 8%). overall, 17 (28%) patients devel-
oped perineal wound dehiscence. there was no difference 
in age, sex, body mass index, diabetes, or smoking status 
between those who did and did not have perineal wound 
dehiscence (all p>0.05). there was a trend towards a 
lower albumin in patients with a dehiscence (3.7 vs. 4.0; 
p=0.076). Patients with perineal wound dehiscence were 
significantly more likely to have anal cancer (24% vs. 
2%; p=0.02) compared to those without dehiscence. All 
patients with a perineal wound dehiscence had prior radia-
tion therapy. there was no difference in surgical approach, 
blood loss, or concomitant pelvic organ resection between 
groups (all p>0.05). there was a trend towards a reduction 
in perineal wound dehiscence in patients with reduced 
operative time (240 vs. 322 minutes; p=0.064) and use 
of pelvic mesh (0% vs. 19%; p=0.056). no patient under-
going an intersphincteric dissection developed a dehis-
cence. An omental flap (or 1.1, 95% 0.25-4.87), perineal 
wound closure with a gracilis or vertical rectus abdominus 
myocutaneous (VrAM) flap (or 2.3, 95% ci 0.54-10.05), 
and intraoperative drain placement (or 1.6, 95% ci 0.17-
15.8) were not associated with a reduction in perineal 
wound dehiscence. there was no significant difference in 
length of hospital stay (9 vs. 6 days; p=0.121) or 30-day 
readmission (35% vs. 21%; p=0.247) between patients 
with and without perineal wound dehiscence, respectively. 
Among the 17 patients with dehiscence, 5 (29%) required 
an operation with wound vac placement and the remaining 
12 (71%) were managed with local wound care.

Conclusions/Discussion: in this single center retro-
spective review, up to one-third of patients developed 

perineal wound dehiscence following APr and nearly 30% 
will require subsequent operative intervention. Patients 
with prior radiation therapy or anal cancer are a particu-
larly high risk and thus require special consideration. the 
ineffectiveness of perineal wound closure with VrAM or 
gracilis flap suggests the need for more effective perienal 
wound techniques to avoid this complication.

SYNOPTIC OPERATIVE REPORTS FOR 
RECTAL CANCER: A QUALITY IMPROVEMENT 
INITIATIVE.

ePoster AbstrActs eP728

b. Mistretta, W. Lim, L. nelson, A. carey, e. sturm, 
V. Poola, J. rakinic
Springfield, IL

Purpose/Background: the national Accreditation 
Program for rectal cancer (nAPrc) advocates for 
synoptic operative reporting to improve completeness and 
reliability of documentation as compared to traditional 
narrative reporting. the American society of colon and 
rectal surgeons (Ascrs) has developed a comprehensive 
rectal cancer surgery checklist, which outlines the essential 
operative details that inform further care. We hypoth-
esize that the traditional narrative operative reporting, 
the present practice at our institution, lacks certain key 
information outlined in the Ascrs checklist. Hence, we 
conducted this quality improvement project to identify the 
potential gaps in documentation and also to provide a basis 
for creation of a synoptic operative report template.

Methods/Interventions: A retrospective review of oper-
ative reports describing low anterior resection (LAr) 
and abdominoperineal resection (APr) performed for 
rectal adenocarcinoma in the years of 2016 to 2021 was 
conducted. emergency operations and operations other 
than LAr and APr were excluded. All of the opera-
tions were performed by two fellowship trained colorectal 
surgeons. All operative approaches including robotic, lapa-
roscopic, and open were included. operative reports were 
assessed against the 12 essential data points on the Ascrs 
intra-operative checklist.

Results/Outcome(s): operative reports of 80 patients 
were initially reviewed and 39 were included for the 
final review that met the inclusion criteria. twenty-four 
described LAr and fifteen described APr. A significant 
variability in the documentation of Ascrs recommended 
checklist data points was seen (table 1). the documenta-
tion was adequate (defined as 80% documented or greater) 
for sharp tMe, distal resection margin, rationale for recon-
struction of intestinal continuity versus stoma, end-to-side 
or straight anastomosis, integrity of anastomosis, consider-
ation of DLi, and hand sewn versus stapled anastomosis. 
the documentation was inadequate for the remainder of 
the data points. none of the operative reports contained 
documentation of assessment of pelvic nerves.
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Conclusions/Discussion: this quality improvement 
project identified several essential data points missing in 
the present practice of narrative operative reporting. this 
provides an opportunity and rationale for adopting the 
practice of synoptic reporting.

table 1. Assessment of Ascrs essential intra-operative checklist data 
point documentation in the studied narrative operative reports.

ACCURACY OF THE “TIMED UP AND GO 
TEST” FOR PREDICTING SARCOPENIA IN A 
PREOPERATIVE PREHABILITATION PROGRAM 
IN COLORECTL CANCER.

ePoster AbstrActs eP729

L. Pérez-santiago, L. Garzón-Hernández, s. Garcia-
botello, V. Pla-Martí, D. Moro-Valdezate, J. Martín-
Arévalo, D. casado-rodrigo, A. espí-Macías
Valencia, Spain

Purpose/Background: Preoperative sarcopenia is 
associated with increased morbidity and mortality in 
patients undergoing colorectal cancer surgery and should 
be addressed preoperatively. the computed tomography 
scan (ct-scan) is one of the imaging test used to measure 
muscle mass. on the other hand, the “timed Up and Go 
test” is a functional test that assesses mobility and risk of 
falls. the aim of this study was to evaluate the accuracy of 
the “timed Up and Go test” for predicting preoperative 
sarcopenia.

Methods/Interventions: A prospective study 
including patients scheduled for colorectal cancer 
surgery in a tertiary colorectal Unit from January to 
october 2022 was performed. All patients were assessed 
in the Prehabilitation clinic 4 weeks preoperatively.  
the “timed Up and Go test” score was compared to 
reduced muscle mass calculated on L3 cross sectional 
computed tomography image. statistical analysis 
included demographic data, sensitivity, specificity and 
accuracy scores for the “timed Up and Go test” for 
predicting sarcopenia.

Results/Outcome(s): 84 colorectal cancer patients 
(70 ± 11years) were included. tumor location was (29) 
34.5% right-sided; (8) 9.5%% transverse colon; (9) 10.7% 
descending colon; (16) 19.1% sigmoid colon and (22) 
26.2% rectum. sarcopenia was present in (32) 38.1%. the 
median “timed Up and Go” test length was 10.46s, and a 
cut-off point of 10.16s or over predicted sarcopenia with 

a sensitivity of 84% and a specificity of 80.9%. the accu-
racy of this cutoff for the timed Up and Go test was good  
(0.81; ic=0.70-0.91; p<0.001).

Conclusions/Discussion: the “timed Up and Go” test 
is an excellent predictor of sarcopenia in patients sched-
uled for colorectal cancer surgery, reducing the need for 
computer tomographic assessment of this condition. it is a 
simple out-patient tool and could be useful for early diag-
nosis and treatment of sarcopenia.

ENHANCED RECOVERY AFTER SURGERY 
REDUCES POSTOPERATIVE OPIOID USE IN 
COLECTOMY PATIENTS.

ePoster AbstrActs eP730

s. norden
Stamford, CT

Purpose/Background: Patients undergoing colorectal 
surgery require a multimodal post-operative pain regimen. 
reducing the need for opioids in this setting is desirable to 
avoid gastrointestinal adverse effects and to accelerate and 
enhance overall recovery. We hypothesize utilization of a 
robust and comprehensive protocol for enhanced recovery 
after surgery (erAs) for colorectal operations can help 
practitioners provide patients adequate post-operative pain 
control with reduced opioid use.

Methods/Interventions: in 2017, stamford Hospital 
initiated a colorectal erAs protocol, with steps occur-
ring prior to hospital admission, on the day of surgery, 
intraoperatively, during post-anesthesia care, and post- 
operatively. the protocol covers management of comor-
bidities (such as smoking), serum glucose control, deep 
venous thrombosis prophylaxis, antimicrobial precau-
tions, bowel preparation, fluid management, catheter and 
device management, wound dressing and care, activity 
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and ambulation, diet advancement, patient education, 
nausea control, and pain management, including nerve 
block, non-opioid medication, opioid medication, and 
adjunct therapy options. Protocol details are available 
upon request. institutional review committee approval 
was granted and a single center retrospective chart review 
was conducted to compare the post-operative in-hospital 
opioid use between patients undergoing colorectal surgery 
at stamford Hospital during the year preceding initiation 
of the erAs protocol (pre-erAs) versus during the first 
year of its implementation (post-erAs).

Results/Outcome(s): the pre-erAs and post-erAs 
patient groups were equivalent in size (n=106 for each). 
there were no significant differences between groups with 
respect to age, gender, medical comorbidity, reason for 
surgery, operative time, or surgical approach (laparoscopic 
versus open). opioids used for post-operative in-hospital 
pain management included intravenous (iV) or per os 
(Po) hydromorphone, iV morphine, transdermal fentanyl, 
immediate (ir) or sustained (sr) release oxycodone, 
oxycodone-acetaminophen (percocet), hydrocodone- 
acetaminophen (lortab), or tramadol. Dosages were 
converted to morphine milligram (mg) equivalents 
(MMes) for comparison. Post-erAs patients had 67.8% 
reduction in MMes of opioids used relative to pre-erAs 
patients (6,108.5 versus 18,989 mg, respectively).

Conclusions/Discussion: these findings suggest a 
comprehensive erAs protocol significantly reduces opioid 
use in colectomy patients without compromising pain 
control. Further investigation is warranted to evaluate 
the generalizability and utility of such a protocol for other 
index surgeries.

ILEOSTOMY EDUCATION: PREVENTING 
DEHYDRATION READMISSION, ONE STOMA 
AT A TIME.

ePoster AbstrActs eP731

b. Mushtaq, G. Perrotti, s. Fassler
Abington, PA

Purpose/Background: readmission rates after ileos-
tomy range between 10-30%. the most common reason 
for readmission is dehydration. ileostomy education has a 
beneficial impact through early recognition of dehydration. 
implementing an ileostomy educational protocol can save 
hospitals $123,505-$173,905 per annum. our study aimed 
to assess the number of readmissions for dehydration after 
the implementation of the protocol and analyze ways to 
improve it.

Methods/Interventions: A retrospective chart review 
was conducted of patients with ileostomy from september 
2015 to June 2022 at our institution. starting in november 
2018, we implemented an ileostomy educational protocol 
order set. All new ileostomy patients were eligible for 
education by an Advanced Practice Provider regarding 
dehydration, an ostomy nurse for education on ostomy 
care, and a nutritionist to reinforce hydration needs. 
Patients not seen by the ileostomy team despite the order 
were excluded. Data was not available from April 2020 to 
March 2022 secondary to the eMr transition. Data were 
sorted into three groups: patients not readmitted, patients 
readmitted for reasons other than dehydration, and 
patients readmitted for dehydration. Averages, AnoVA, 
and chi-square tests were calculated for the three groups, 
with a p-value < 0.05 being significant.

Results/Outcome(s): From november 2018 to June 
2022, 93 patients had ileostomy creation. 88 patients were 
included. 64 patients were not re-admitted, 23 patients 
were re-admitted, 20 out of 23 were re-admitted for 
reasons other than dehydration and 3 out of 88 (3.4%) 
patients were readmitted for dehydration from high ileos-
tomy output (> 1200) within the 30-day postoperative 
period. All patients readmitted for dehydration had ileos-
tomy output < 1500 ml at the time of discharge. 2 out of 3 
patients underwent loop ileostomy and 1 patient has end 
ileostomy. 1 out of 3 patients readmitted for dehydration 
did not have ileostomy education before discharge. 5 out 
of 64 patients who were not readmitted did not have ileos-
tomy education. From september 2015 to november 2018 
prior to the ileostomy educational protocol, 51 ostomies 
were created, and 13 patients were readmitted during the 
30-day postoperative period – 5 out of 51 (9.8%) for dehy-
dration and 8 for other reasons.

Conclusions/Discussion: A multi-disciplinary ileostomy 
educational protocol decreased our 30-day readmission rate 
due to dehydration [3.4% vs 9.8%]. Patients with loop ileos-
tomies appeared to be more prone to dehydration. based on 
these findings, a future adaptation to our protocol would 
be to have patients receive preoperative and postoperative 
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education sessions with a stoma nurse or surgical educator. 
our Department has recruited a nurse practitioner who will 
reach out to patients, families or the facility during the first 
post-operative week. this additional step will help in the 
early recognition of signs of dehydration and will decrease 
the readmission rate and financial burden in long run.

TESTING POSITIVE FOR COVID-19 BEFORE GI 
PROCEDURES: WHO’S GETTING VACCINATED, 
AND HOW DOES IT AFFECT OUTCOMES?

ePoster AbstrActs eP732

c. shao, M. McLeod, s. thogaripally, M. Mugavero, 
D. chu, D. Gunnells
Birmingham, AL

Purpose/Background: coViD-19 infection is associ-
ated with post-operative complications, including mortality. 
However, vaccination has not had equitable uptake. it is 
also unknown what effect vaccination has. We aimed to 
characterize factors associated with pre-operative vacci-
nation (PoV), length of stay (Los), and post-operative  
mortality (PoM) among patients who tested positive for 
coViD-19 prior to Gi procedures.

Methods/Interventions: Patient data was abstracted 
from the electronic medical record for patients who 
tested positive for coViD-19 prior to Gi procedures 
(Mar 2020–Dec 2021). this included procedures with 
Gi medicine (GiM) and surgeries with Gi surgery (Gis). 
Patients who received at least one vaccine were considered 
vaccinated. Patient and procedure factors were analyzed 
with chi-square, AnoVA, and multivariable regression to 
predict PoV, Los, and PoM.

Results/Outcome(s): there were 169 patients during 
this time period who tested positive for coViD-19 prior 
to their procedure; 110 (65%) had 1+ vaccine, 94 (56%) 
had 2+ vaccines, and 21 (12%) had 3 vaccines. Mortality 
was 0% for those with PoV and 9.3% for the unvaccinated. 
Most were Gi medicine procedures (n=147, 87%), with 
few Gi surgeries (n=22, 13%). Patients who tested positive 
for coViD-19 prior to surgery were on average 57 yr old, 
57% female, 44% White, 50% black, and came from high 
sVi ZiP codes (mean=0.63). rates of vaccination were 
similar by specialty (Gis 64%, GiM 65%, p=1). there were 
no statistically significant associations between patient 
demographics and PoV except for patient sex. those who 
were vaccinated at the time of surgery were more likely to 
be female (65% vs 44%, p=0.02). on multivariable anal-
ysis of patient-level factors, PoV was associated with black 
race (aor: 2.15, 95% ci:1.05-4.38). Male patients were 
less likely to have PoV (aor: 0.36, 95% ci:0.18-0.72). 
Length of stay was increased for those from higher sVi ZiP 
codes (coeff: 9.73, 95% ci:2.15-17.31) and decreased for 
those who had PoV (coeff: -2.44, 95% ci: -4.73, -0.16). 
since there were no mortalities among those who had 
PoV, multivariable analysis of PoM was not possible.

Conclusions/Discussion: Vaccination uptake among 
white male patients is lowest among those who are 
testing positive for coViD-19 before undergoing surgery. 
those who receive pre-operative vaccination have a lower 
mortality rate. on multivariable analysis, pre-operative 
vaccination has been found to be protective against longer 
hospitalizations. Patients from more vulnerable back-
grounds are not being vaccinated proportionately and are 
experiencing worse post-operative outcomes.

INCREASING PREOPERATIVE PHYSICAL 
ACTIVITY DECREASES LENGTH OF HOSPITAL 
STAY AMONG PATIENTS UNDERGOING 
MAJOR ABDOMINAL COLORECTAL SURGERY.

ePoster AbstrActs eP733

H. bhatt, Q. Alhaaj omar, s. Aboelmaaty, i. Gomaa, 
K. behm, K. rumer
Rochester, MN

Purpose/Background: With the goal of improving 
perioperative outcomes, we instituted a surgical readiness 
and recovery care Plan (srr) in which patients drink 
nutritional supplements 5 days before and after surgery 
and are encouraged to do daily purposeful activity leading 
up to surgery. enrolled patients engage with the srr 
through our institutional online patient portal. in this 
study we evaluated the relationship between preoperative 
physical activity and length of hospital stay among patients 
who underwent major abdominal colorectal surgery and 
engaged in srr.

Methods/Interventions: Adult patients who under-
went major abdominal colorectal surgery from 10/2020-
9/2022 were included if they engaged with the srr before 
surgery. As part of the srr, patients were instructed 
to engage in purposeful daily physical activity (self-di-
rected). engagement was defined as documentation in the 
online portal of physical activity or drinking nutritional 
supplements before surgery. 310 patients met criteria. We 
retrospectively reviewed electronic medical records for 
demographic and surgical characteristics and postopera-
tive length of hospital stay. engagement was divided in 
three categories: 0 or no documented days (Group i), 1-15 
days (Group ii), or 16 or more days of preoperative phys-
ical activity (Group iii). Kruskal-Wallis and chi-square 
tests were used to compare differences between the three 
groups.

Results/Outcome(s): the groups were similar in terms 
of demographics and surgical approach: Group i n= 112: 
54.7±15.5 years, 49% female, 24% open, 43% ostomy 
created, Group ii n=110: 56.3±15.3 years, 46% female, 
15% open, 54% ostomy created, Group iii n=88: 53.3±16.4 
years, 50% female, 30% open, 43% ostomy created (p>0.05 
for all comparisons). Length of stay was longest in Group 
i (5.1 ± 3.5 days) compared to Group ii (4.8 ± 5.0 days, 
p=0.03) and Group iii (4.1 ± 4.3 days, p=0.03).
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Conclusions/Discussion: Patients who did more phys-
ical activity as part of a surgical readiness and recovery 
care Plan had a statistically significant decrease in length 
of hospital stay after major abdominal colorectal surgery. 
this study supports the importance of prehabilitation 
before major colorectal surgery to improve postoperative 
recovery. Future work is aimed at evaluating effects of srr 
on postoperative complications.

OPIOID PRESCRIBING AND CONSUMPTION 
AFTER SAME-DAY DISCHARGE FOLLOWING 
MINIMALLY INVASIVE COLORECTAL 
SURGERY.

ePoster AbstrActs eP734

G. olleik, M. Lapointe Gagner, P. nguyen-Powanda, 
M. Pook, M. boutros, L. Feldman, L. Lee, J. Fiore
1Montreal, QC, Canada

Purpose/Background: As enhanced recovery programs 
continue to evolve, there has been increased interest 
in same-day discharge (sDD) after minimally invasive 
(Mis) colorectal surgery. With this approach, multimodal 
pain management after discharge requires active patient 
engagement to ensure timely, unsupervised intake of anal-
gesics. However, concerns about sDD failure due to inad-
equate pain control (i.e., eD visit, readmission) may lead 
to opioid overprescription and overuse. this is particularly 
relevant for colorectal patients who are at increased risk 
of persistent postoperative opioid use compared to other 
general surgery procedures. this study aimed to assess the 
extent to which opioids are prescribed and consumed by 
patients following sDD after Mis colorectal surgery.

Methods/Interventions: We included adults (≥18yo) 
undergoing Mis colectomy or stoma reversal with sDD 
at an academic hospital. Patients were eligible for sDD if 
they had few comorbidities, lived near the hospital, had 
adequate home support, and owned a mobile device for 
remote follow-up. Discharge criteria included adequate 
analgesia with oral medication, tolerance of liquids without 
nausea, independent ambulation, urination, and absence 
of complications. surgical and perioperative care informa-
tion (including discharge prescriptions) was obtained from 
electronic medical records. self-reported opioid consump-
tion was assessed one week after discharge using an elec-
tronic questionnaire. We calculated opioid prescription 
and consumption using morphine milligram equivalents 
(MMes). the total amount of opioids prescribed and 
consumed after discharge was compared using Wilcoxon 
signed-rank test.

Results/Outcome(s): We analyzed 61 patients (mean 
age 54, 54% female, 23% stoma reversal, 77% colectomy). 
Most patients received an intraoperative transversus  
abdominus plane block (85%). Analgesia prescription 
at discharge included non-opioids ‘around-the-clock’ 
(acetaminophen [98%] and/or nsAiDs [77%; celecoxib 

(66%), ibuprofen (7%), or naproxen (5%)]) for 5 days at 
least and opioids ‘as needed’ (oxycodone [95%], hydro-
morphone [3%], or morphine [2%]). the quantity of 
opioids prescribed (median 10 pills [iQr 10-20], 75 MMes 
[75-150]) was significantly higher than patient-reported 
consumption (median 4 pills [iQr 0-7], 22.5 MMes 
[0-52.5] (p<0.001). overall, 31% of patients did not 
consume any opioids post-discharge and 68% of the opioid 
pills prescribed were not used.

Conclusions/Discussion: this study supports that most 
opioid pills prescribed after sDD colorectal surgery are 
not consumed by patients. our findings are similar to 
those reported in previous literature focused on inpatient 
colorectal procedures, suggesting that sDD patients do 
not have increased analgesia requirements. Post-discharge 
analgesia with minimal or no opioids may be feasible after 
sDD colorectal surgery and should be further investigated 
in future research.

IDENTIFYING PATIENTS FOR SAFE EARLY 
DISCHARGE FOLLOWING ROBOTIC 
COLORECTAL RESECTION: CAN C REACTIVE 
PROTEIN LEVELS HELP?

ePoster AbstrActs eP735

M. Ahmed, J. Helm, c. evans, A. Patel
Coventry, United Kingdom

Purpose/Background: robotic surgery is being increas-
ingly implemented for colorectal resections in both benign 
and malignant disease. current enhanced recovery proto-
cols are mainly based on outcomes from laparoscopic 
surgery and do not factor in the reduced inflammatory 
response seen in robotic surgery. A recent systematic 
review cited a postoperative day 3 crP of 148 mg/L as 
a cut-off value for anastomotic leak following colorectal 
surgery. it is difficult to extrapolate these values to patients 
undergoing robotic colorectal resections where the surgical 
stress may be less compared to open/laparoscopic surgery. 
We report our centre’s seven-year experience in managing 
patients undergoing robotic colorectal resections and aim 
to define cut-offs for inflammatory markers to allow early 
and safe discharge of these patients.

Methods/Interventions: A retrospective single-centre 
UK study including patients who underwent robotic 
colorectal resections with primary anastomosis for benign 
or malignant pathology from 01/02/2015 to 28/02/2022. 
electronic case records were used to obtain patient data. 
Anastomotic leak was defined as evidence of anastomotic 
disruption on radiological imaging or on direct visualisa-
tion of anastomosis at return to theatre. serial white cell 
counts and c-reactive protein (crP) levels from postop-
erative day 1 to day 5 were used as surrogate markers for 
assessing inflammatory response.

Results/Outcome(s): in total, 200 patients (M:F 2:3; 
median age 63 years (25-88 years)) were included. Most 
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patients (181; 90.0%) underwent a cancer resection. both 
right and left sided resections were included. overall, 19 
patients (9.5%) had an anastomotic leak after anterior 
resection postoperatively. on multivariate analysis, there 
was no statistically significant increased risk of anasto-
motic leak based on patient’s age, bMi, and AsA grade. 
Postoperatively, a higher day 3, 4, and 5 white cell count 
and crP were seen in patients with anastomotic leak (table 
1). radiological drainage was required in 3 (15.8%) patients 
and 9 patients (47.4%) had an unplanned return to theatre. 
roc curve analysis revealed a day 3 crP of < 95.5 mg/L 
had a sensitivity of 94.4% in predicting no anastomotic leak 
with an AUc of 0.842. in our study, 94/200 patients met this 
cut-off and could have been safely discharged from hospital 
at day 3. the median length of stay for patients that had 
no anastomotic complications was 5 days (iQr: 2-40 days) 
compared to 16 days (iQr: 3-41 days) for those that did.

Conclusions/Discussion: A day 3 crP of < 95.5 mg/L 
was found to be a sensitive marker in ruling out anas-
tomotic leak in patients undergoing robotic colorectal 
resection which is lower than the threshold described in 
the literature for open/laparoscopic procedures. enhanced 
recovery protocols need to be redesigned to factor in the 
relative reduction in inflammatory response conferred by 
robotic surgery.

table 1: Mean inflammatory markers (PoD 1 to 5)

MORTALITY AND MORBIDITY AFTER 
ROBOTIC VERSUS LAPAROSCOPIC 
COLECTOMY: A NSQIP DATABASE ANALYSIS.

ePoster AbstrActs eP736

r. Moisés De Almeida Leite1, A. Venancio2, b. Herrero4, 
L. bArcHi4, H. bossie3, s. Araujo4, A. Lopes4, 
r. ricciardi1
1Boston, MA; 2Jundiai, Brazil; 3Sunnyvale, CA; 4Sao Paulo, 
Brazil

Purpose/Background: robotic colectomy has been 
historically associated with comparable 30-day mortality 
when compared with laparoscopic colectomy procedures. 
As robotic adoption has continued to grow with more 
surgeons having surpassed their learning curve, there is 
a need for an updated perspective on this comparison. in 
this study, we provide an updated analysis of periopera-
tive outcomes for robotic versus laparoscopic colectomy 
procedures.

Methods/Interventions: We analyzed the American 
colleges of surgeons national surgical Quality 
improvement Program (Acs-nsQiP) participant user files 
for all colectomy procedures from 1/2016 though 12/2020 
that were performed with minimally invasive surgical tech-
niques (robotics and laparoscopic). relative risks (rr) 
through Poisson regression models were calculated after 
adjusting for age, gender, body mass index (bMi), presence 
of diabetes mellitus with and without insulin use, hyper-
tension, emergency status, smoking history, American 
society of Anesthesiologists (AsA) scores, use of steroids, 
mechanical bowel preparation, and history of heart failure.

Results/Outcome(s): Outcomes: Analyzed outcomes 
include 30-day mortality, 30-day morbidity, conversion 
rate, hospital length of stay, anastomotic leak, ileus, 
and operative time. Results: of the 118,927 patients 
in the minimally invasive cohort, 21,819 cases were 
robotic and 97,108 cases were laparoscopic. the robotic 
approach was associated with a significant reduction in 
30-day mortality (adjusted rr: 0.53 (95%ci: 0.40-0.64), 
p<0.001}, 30-day morbidity {adjusted rr: 0.87 (95%ci: 
0.83-0.93), p<0.001}, ileus {adjusted rr: 0.80 (95%ci: 
0.75-0.84), p<0.001}, and unplanned conversion to open 
surgery (12.6% vs. 6.1%, p<0.001) when compared to 
laparoscopy. robotic approach was also associated with 
a shorter hospital length of stay by approximately 1 
day (p<0.001) despite having a longer operative time 
(p<0.001) when compared to laparoscopy. there was 
no statistically significant difference in the incidence of 
anastomotic leak {adjusted rr:1.05 (95%ci: 0.95-1.17),  
p = 0.2} between groups.

Conclusions/Discussion: the robotic approach was 
associated with a significant reduction in 30-day mortality, 
30-day morbidity, ileus, hospital length of stay, and conver-
sion rate despite longer operative times when compared 
to laparoscopy. the data reveal substantial short term 
gains in postoperative outcomes for colectomy procedures 
performed with the robotic approach.

SPLENIC INJURY DURING COLONOSCOPY 
WITH SUCCESSFUL ENDOVASCULAR 
TREATMENT - CASE REPORT.

ePoster AbstrActs eP737

b. Herrero2, J. Loureiro2, b. Zilberstein2, D. De Marchi2, 
r. ricciardi1, D. bonametti2, J. Marchiori Floriano de 
oliveira2, r. Moisés De Almeida Leite1

1Boston, MA; 2Sao Paulo, Brazil

Purpose/Background: splenic injury during routine 
colonoscopy is rare event that may lead to significant 
increase in morbidity and mortality without early recog-
nition and intervention. recognized risk factors for this 
complication are female sex and advanced (> 60 years) 
age. Mortality is around 5 % in this scenario, and a 
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hemoglobin (Hb) drop greater than 3 points is a predictor 
of the need for surgical intervention.

Methods/Interventions: case report and brief literature 
review

Results/Outcome(s): We present the case of a 65 years 
old female Patient admitted to the emergency Department 
complaining of left upper abdominal pain refractory to 
routine analgesia 6 hours after routine colonoscopy. 
Patient history was notable for two previous hospital-
izations for diverticulitis. Upon admission the patient 
was pale, dehydrated and upon abdominal examination 
was presenting defense on palpation. the patient was 
hemodynamically stable and presented a positive FAst 
Ultrasound result. Admission Hemoglobin level was 11.6. 
A ct scan was performed approximately 8 hours after 
colonoscopy, demonstrating a Large splenic subcapsular 
hematoma with signs of active arterial bleeding adjacent to 
the periphery of the parenchyma in the middle third and 
lower pole. We decide to perform an endovascular emboli-
zation of the splenic artery, successfully performed around 
24 hours after the initial procedure. the patient received 3 
blood transfusions during the hospital stay, after a control 
hemoglobin of 7.4, after which she sustained stable hemo-
globin level of around 9. the patients was discharged home 
after 5 days and remains asymptomatic.

Conclusions/Discussion: in this case of splenic lesion 
during routine colonoscopy procedure, Despite an unfa-
vorable profile for non-operative treatment, due to a 
high hemoglobin drop, splenic artery embolization had 
successful results. early recognition and intervention is key 
to reducing morbidity and mortality in this scenario.

COMBINED MECHANICAL AND ORAL 
ANTIBIOTIC BOWEL PREPARATION VERSUS 
ORAL ANTIBIOTICS ALONE FOR THE 
REDUCTION OF SURGICAL SITE INFECTION 
FOLLOWING ELECTIVE COLORECTAL 
RESECTION.

ePoster AbstrActs eP738

c. costanzo, b. Phillips, G. isenberg, s. Gurien, 
A. Morgan
Philadelphia, PA

Purpose/Background: colorectal resections are asso-
ciated with higher rates of surgical site infections (ssi) 
than nearly any other gastrointestinal surgery. Many 
retrospective studies have demonstrated that preoperative 
polyethylene glycol with oral antibiotics (oA) decrease 
rates of ssi as compared to no prep or mechanical bowel 
preparation (MbP) alone. the data comparing MbP with 
oA versus antibiotics alone is incongruous and limited to 
retrospective data. Herein, we have performed a random-
ized controlled, prospective analysis to determine if the 
addition of a mechanical bowel cleanse to a standard oral 
antibiotic bowel preparation prior to elective colorectal 
surgical resection contributes substantially to a decrease in 
rates of post-operative surgical site infection.

Methods/Interventions: All patients over 18 years of 
age undergoing elective colon resections were included in 
the study. Patients were stratified using bMi and diabetic 
status in randomization. Patients took neomycin and 
Metronidazole for antibiotic preparation with or without 
polyethylene glycol. Primary outcomes of superficial and 
deep ssi, and anastomotic leak as well as secondary 
outcomes of clostridium difficile infection, ileus, cardio-
pulmonary complications, urinary tract infection, length 
of stay and mortality were evaluated. risks and risk 
differences between treatment groups with 95% upper 
confidence bounds were also calculated for surgical site 
infection (ssi) after stratifying for bMi category and 
diabetes status.

Results/Outcome(s): A total of 144 participants 
were enrolled. Forty-nine percent (n=70) received oA 
alone; whereas 51% received a combination MbP+oA. 
Demographic variables were balanced between the two 
groups. the observed risk of ssi in the entire study popu-
lation was 3.37% risk in oA alone versus the MbP+oA 
with 4.55% versus 2.94%, respectively. the observed 
difference in risk of post-operative ssi between the oA 
and MbP+oA treatment group is 0.016 (1.6%), and we 
are 95% confident that the true difference in risk is less 
than or equal to 0.07 (7%). this indicates the potential for 
a decrease in risk of ssi in the MbP+oA group compared 
to the oA group, though statistical significance is not 
being considered. We also found that the rates of adynamic 
ileus post-operatively were lower in the MbP+oA group, 
2.9% versus 10.8%.
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Conclusions/Discussion: our data shows that a 
mechanical bowel preparation in addition to oral anti-
biotics has a decreased rate of surgical site infection as 
compared to oral antibiotics alone. Although our observed 
risk reduction was only 1.6%, this non-inferiority analysis 
suggests that the true difference may be as high as 7%. 
this would suggest that oral antibiotics alone may be 
associated with increased rates of surgical site infection 
following elective colon resection and may be associated 
with increased rates of post operative ileus.

ISOLATED SYMPTOMATIC BRAIN 
METASTASIS AS INITIAL PRESENTATION OF 
A RIGHT COLON CANCER: AN UNUSUAL 
PRESENTATION.

ePoster AbstrActs eP739

L. nelson, b. Mistretta, e. Wietfeldt, J. rakinic
Springfield, IL

Purpose/Background: brain metastasis in the setting of 
colon cancer is rare, with a reported incidence of approx-
imately 2.1% in the literature. roughly 90% of the time, 
these lesions are associated with liver and/or lung metas-
tasis. this case describes a 79 year old very functional male 
who presented with 2-3 weeks of right upper extremity 
weakness and facial droop. PMH was significant only for 
Htn and remote excision of basal cell carcinoma. Urgent 
work up for possible stroke identified a left parietal lobe 
brain lesion, concerning for a primary malignancy vs. meta-
static lesion. He denied any family history of colorectal 
neoplasia and had never undergone a colonoscopy. He 
denied abdominal complaints, though did report a recent 
40 lb weight loss.

Methods/Interventions: ct of chest/abdomen/pelvis, 
obtained in attempt to identify a primary lesion which may 

have led to the brain mass, showed a large cecal tumor 
with localized lymphadenopathy and invasion into the 
surrounding mesentery. no liver lesions were identified, 
and no pulmonary lesions aside from a single 4mm nodule 
suggested to be likely incidental by the radiologist. ceA 
level drawn before craniotomy was 1,493.

Results/Outcome(s): the patient underwent an 
uncomplicated image guided craniotomy with resection of 
the symptomatic brain mass. Final pathology of the brain 
lesion was reported as metastatic adenocarcinoma with 
focal signet ring cell features consistent with Gi origin; 
cKAe1/3 positive, cDX2 positive and satb2 positive. 
As of this submission, tumor board discussion is pending 
regarding possible brain radiation, chemotherapy, and 
resection of colonic primary lesion after a complete colo-
noscopy is performed.

Conclusions/Discussion: brain metastasis secondary 
to colorectal cancer is exceedingly rare, especially in the 
absence of liver and/or lung metastasis. this case describes 
a rare occurrence of a new diagnosis of colon cancer after 
workup of neurologic symptoms identified an isolated 
brain lesion, which on pathology proved to be a metastasis 
from an asymptotic cecal tumor. References: Majd et al. 
A rare case of colon cancer metastasis to the brain and a 
brief review of its treatment and prognosis. radiology case 
reports. Volume 17, issue 3, 2022. Pages 696-699. issn 
1930-0433. https://doi.org/10.1016/j.radcr.2021.11.047. 
Müller et. al. brain Metastases from colorectal cancer: A 
systematic review of the Literature and Meta-Analysis to 
establish a Guideline for Daily treatment. cancers (basel). 
2021 Feb 21;13(4):900. doi: 10.3390/cancers13040900. 
PMiD: 33669974; PMciD: PMc7924831.
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CELIAC PLEXUS NEUROLYSIS FOR PAIN 
CONTROL IN STAGE IV COLORECTAL CANCER 
WITH CARCINOMATOSIS.

ePoster AbstrActs eP740

A. Vagasi, c. blivaiss, H. takahashi, c. sanz
Oceanside, NY

Purpose/Background: celiac plexus block (cPb) and 
neurolysis (cPn) are minimally invasive techniques to 
block pain signaling through the visceral afferent nerves 
of the celiac plexus, which transmits pain originating from 
upper abdominal viscera. it has been utilized for chronic 
refractory abdominal pain, including both benign condi-
tions such as chronic pancreatitis as well as malignant, 
such as pancreatic cancer. there is very limited data for its 
utilization in pain control for carcinomatosis.

Methods/Interventions: A retrospective chart review 
was performed for this patient presenting with intractable 
abdominal pain secondary to diffuse carcinomatosis and 
metastasis from colorectal cancer. narcotic requirements 
were examined, including type, amount, and route, and 
converted to morphine milligram equivalents (MMe), 
both before and after the cPb. sPss was utilized to do 
the t-test calculation. P<0.05 was considered statistically 
significant.

Results/Outcome(s): the patient was a 20-year-old 
male with stage iV rectal cancer with peritoneal implants 
who had previously undergone diverting ileostomy and 
rectal stent placement for the obstructing colorectal mass 
and returned with intractable abdominal pain, nausea, 
and emesis. His pain was only moderately controlled 
with hydromorphone patient controlled analgesia (PcA) 
causing prolonged hospitalization as a result. in the week 
leading up to the procedure, he required an average of 
15.2mg (range 12-23.1mg) of intravenous (iV) hydromor-
phone daily via the PcA in addition to other narcotics 
for an average MMe of 368 MMe per day (range 320-520 
MMe). After the cPn, he was transitioned to methadone 
10 mg three times daily (240 MMe) with oral hydromor-
phone as needed, requiring 253 MMe daily (range 240-272 
MMe). comparing his pain medication requirement 5 days 
pre and post-procedure yielded a t-value of 12.05594 and a 
statistically significant p-value <0.00001. the patient had 
been admitted for 27 days before cPb and subsequently 
was able to be discharged 5 days post-procedure with 
adequate pain control and significantly decreased MMe 
requirements.

Conclusions/Discussion: Patients with advanced meta-
static colorectal cancer pose a particular challenge with 
complex pain management issues. once oral and iV pain 
medication have hit a plateau it is imperative to find 
alternative means of pain management and adjuvants to 
narcotics. cPb and cPn are established pain manage-
ment modalities for peripancreatic ailments; therefore, it 
is not a stretch to utilize the same concepts in colorectal 
metastatic manifestations causing significant pain. in the 

case described, many different avenues of pain modalities 
were tried without success. However, adding the cPb to 
the multimodal analgesia allowed the patients enough 
symptomatic relief to allow discharge home after prolonged 
hospitalization. these results warrant further investigation 
of its utility in this patient population.

PREDICTING MORTALITY WITH A 
NOMOGRAM OF HIGH-RISK FEATURES IN 
STAGE II COLON CANCER.

ePoster AbstrActs eP741

s. Khan, A. sarode, s. stein, e. steinhagen
Cleveland, OH

Purpose/Background: the guidelines regarding the use 
of chemotherapy in stage ii patients are less clear-cut than 
those for stage i, iii, or iV. often the presence or absence 
of high-risk features (HrF) influence the decision for adju-
vant chemotherapy (Ac); several studies have variable 
results regarding outcomes. the purpose of this study was 
to determine whether a nomogram might guide providers 
in choosing which patients should receive Ac based on the 
presence of HrF.

Methods/Interventions: the 2019 national cancer 
Database (ncDb) was used to isolate stage ii colon 
cancer patients that underwent surgical resection without 
Ac. Patients were excluded if relevant data was missing. 
Demographic information and histology were also used. 
nomograms using HrF alone and HrF with demographic 
features were created to predict 3-year mortality.

Results/Outcome(s): in the HrF alone nomogram, 
pathologic t stage and regional lymph node yield were 
the strongest predictors of mortality. Patients with scores 
over 160 were noted to have greater than 50% chance 
of death within 3 years. For example, a patient with 
a t4 tumor, lymphovascular invasion, and perineural 
invasion with adequate lymph node yield and favorable 
grade and histology would have a score of 153 correlating 
with approximately a 46% chance of mortality. However, 
this nomogram was noted to have c-statistic of 0.60. 
Using the nomogram with HrF and demographics, age 
and charlson-Deyo comorbidity index (cDci) were the 
strongest predictors of mortality. Patients with scores over 
125 were noted to have greater than 50% chance of death 
within 3 years. For example, a 70-year old black male with 
a cDci of 1 and the same HrF as above would have about 
a 48% chance of mortality. this nomogram had a c statistic 
of 0.73.

Conclusions/Discussion: HrF alone do not adequately 
predict who may benefit from Ac, nor does inclusion of 
demographics. Further study is needed to better define 
which stage ii colon cancer patients would benefit from 
Ac and improve guidelines.
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ROBOTIC-ASSISTED MINIMALLY INVASIVE 
TRANSANAL APPROACH TO RECTOVAGINAL 
FISTULA REPAIR.

ePoster AbstrActs eP742

J. Kuri, K. Lujan, F. Galeana, J. solorzano, M. Aguirre, 
o. mendoza
Mexico City, Mexico

Purpose/Background: recto-vaginal fistula (rVF) is 
defined as a pathological epithelialized communication 
between the posterior wall of the vagina and the anterior 
wall of the rectum through the recto-vaginal septum. 
rVFs are rare and represent less than 5% of rectal fistulas. 
transanal minimally invasive surgery (tAMis) offers a 
magnified view of the surgical field, easing dissection of the 
rectum and vagina.

Methods/Interventions: A 55-year-old female, whose 
current condition began in December 2020 with straining 
and tenesmus, bleeding is added during bowel movements, 
a colonoscopy is performed in which a stenosing sigmoid 
tumor is detected. the patient presented a rectovaginal 
fistula after left colectomy and colorectoanastomosis, for 
which minimally invasive transanal surgery was performed, 
with primary closure of the fistula, placement of biological 
mesh and flap advancement. the video shows the steps 
involved in repairing a rectovaginal fistula: debridement of 
the fistula tract, primary closure of the tract, placement of 
biological mesh, flap creation, and mucosal closure.

Results/Outcome(s): Fistula resection can be complex 
due to scarring, and repair can be compromised by local 
microvascular injury. Flap repair is a valid option in 

this type of case. transanal minimally invasive surgery 
(tAMis) offers a magnified view of the surgical field, 
facilitating dissection of the rectum and vagina. However, 
moving instruments in a limited space can be a challenge, 
so the robot-assisted tAMis (r-tAMis), combines the 
benefits of better vision and exposure of tAMis with the 
ergonomics and the ability of fine movements. of the robot.

Conclusions/Discussion: r-tAMis can provide a 
highly stable platform for local repair and an ideal platform 
for operating in a microsurgical field where precision is 
crucial.

TRENDS IN LOCATION OF DEATH IN 
PATIENTS WITH RECTAL CANCER IN THE 
UNITED STATES AND ANALYSIS OF CDC 
WONDER DATABASE.

ePoster AbstrActs eP743

H. Hakmi, A. sohail, i. Ye, M. symer
Mineola, NY

Purpose/Background: the incidence of rectal cancer 
is a increasing in the United states. For patients with 
terminal rectal cancer, death in hospice or at home can 
improve comfort and quality of life. there is a paucity of 
evidence on the place of death in rectal cancer patients.

Methods/Interventions: We utilized publicly reported 
data to investigate trends in place of death in patients 
with rectal cancer. the United states national center 
for Health statistics Wide-ranging online Data for 
epidemiologic research platform was used to access 
mortality data based on death certificates of all mortal-
ities in the United states from 2003-2020. All patients 
with rectal cancer as the underlying cause of death were 
included in analyses. Mann Kendall trend test was applied 
to identify temporal trends. chi square test was used to 
investigate associations between categorical variables and 
place of death.

Results/Outcome(s): there were 175,119 deaths with 
rectal cancer as the underlying diagnosis during the study 
period, with an overall rate of 3.12 rectal cancer deaths per 
100,000 deaths (95% ci 3.11 - 3.13). From 2003 to 2020 
the crude rate increased from 2.94 per 100,000 deaths 
(95% 2.88 - 3.00) to 3.45 per 100,000 deaths (95% 3.38 
- 3.51). over the study period, 24.4% of deaths occurred 
in inpatient facilities. 44.8% of patients died at home. 
10.2% of participants died in a hospice facility, and 15.1% 
of deaths were reported in nursing homes/long term care 
facilities. the percentage of deaths in hospice facilities 
significantly increased during the study period, with a 
change in proportion from 0.6% in 2003 to 12.6% in 2020 
(p<0.001). this was accompanied by an increase in deaths 
at home from 45.0% in 2003 to 53.8% in 2020 (p<0.001) 
and a decrease in inpatient deaths from 29.7% in 2003 to 
18.7% in 2020 (p<0.001). A similar proportion of males 
and females with rectal cancer died in a hospice facility 
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(10.2% vs 10.2%; p=0.91) or at home (45.7% vs. 43.5%, 
p<0.001). A similar proportion of white patients died at a 
hospice facility, compared to all other race groups (10.2% 
vs. 9.7%, p=0.004). Furthermore, a significantly higher 
proportion of white patients died at home as compared to 
non-white individuals (45.7% vs. 39.8%, p<0.001).

Conclusions/Discussion: Most terminally ill rectal 
cancer patients now die in hospice or at home, a major 
change over the last twenty years. However, there is a 
disparity in home deaths based on race. Future research 
should work to address this disparity, and ensure that 
end-of-life care is concordant with patient wishes.

SURVIVAL OUTCOME IS THE SAME IN 
ELDERLY PATIENTS WITH COLORECTAL 
CANCER WITH PERITONEAL METASTASIS 
UNDERGOING CYTOREDUCTIVE SURGERY 
AND HYPERTHERMIC INTRAPERITONEAL 
CHEMOTHERAPY.

ePoster AbstrActs eP744

c. Gauci, t. Kim, K. chen, e. cheng, r. Wijayawardana, 
n. Ahmadi, D. Morris
Sydney, NSW, Australia

Purpose/Background: colorectal cancer with perito-
neal metastasis has a poor prognosis. Aggressive surgical 
management with cytoreductive surgery (crs) and hyper-
thermic intraperitoneal chemotherapy (HiPec) is offered 
to selected patients. Advanced age is often associated with 
increased morbidity and mortality for major oncological 
intraabdominal surgeries as well as increased length of stay. 
this study investigates the short- and long-term outcomes 
of patients over the age of 70 undergoing crs/HiPec.

Methods/Interventions: A retrospective cohort anal-
ysis was performed on a single institution database of 
crs/HiPec patients from January 1996 to March 2022. 
Patients were categorised by age ≥ 70 or < 70. the primary 
outcome was long term overall survival (os). secondary 
outcomes included morbidity and mortality (measured by 
clavien-Dindo scores), length of stay (Los), and intensive 
care unit (icU) Los.

Results/Outcome(s): 409 patients were identified; 57 
(13.9%) were aged ≥70 and 352 (86.1%) were aged <70. 
Kaplan-Meier survival curves (figure 1) and Log rank 
(Mantel-cox) analysis out to 10 years showed no signif-
icant difference in median os for those aged ≥70 versus 
<70, with median os 22.1 and 21.5 months respectively 
(p=0.958). between groups there was no statistically 
significant difference in gender, peritoneal carcinoma 
index (median 8 vs. 9, p=0.637), completeness of cytore-
duction (median 0 vs. 0, p=0.932), icU Los (median 
2 vs. 2 days, p=0.217), overall Los (median 14 vs 15, 
p=0.229), morbidity or mortality.

Conclusions/Discussion: equivalent survival as well as 
other key morbidity outcomes can be achieved with crs/

HiPec for colorectal cancer in an elderly population. An 
experienced centre with careful patient selection remains 
critical.

Figure 1. Kaplan Meier survival analysis to 10 years in patients undergo-
ing cytoreductive surgery + HiPec for colorectal cancer

SINGLE PORT ROBOTIC LOW ANTERIOR 
RESECTION (SP RLAR).

ePoster AbstrActs eP745

e. Kunkel, D. Keller, t. ikner, H. schoonyoung, J. Marks
Wynnewood, PA

Purpose/Background: this video demonstrates a single 
Port (sP) robotic Low Anterior resection (LAr). the 
patient presented with t1 rectosigmoid cancer with posi-
tive margins after endoscopic resection. the sP robot 
allows the LAr to be performed safely, with exceptional 
visualization and precision with dissection and suturing. 
the patient was discharged home PoD3 without any 
short-term postoperative complications.

Methods/Interventions: n/A - film synopsis in purpose/
background

Results/Outcome(s): n/A - film synopsis in purpose/
background

Conclusions/Discussion: n/A - film synopsis in 
purpose/background

STRUCTURED TRAINING CAN IMPROVE THE 
SURGICAL ACQUISITION OF LATERAL PELVIC 
NODE DISSECTION: THE KOREAN LATERAL 
PELVIC NODE STUDY GROUP.

ePoster AbstrActs eP746

H. Kim, G. choi
Daegu, Korea (the Republic of)

Purpose/Background: Lateral pelvic lymph node 
dissection (LPnD) is recommended in suspicious lateral 
pelvic node (LPn) metastasis in locally advanced rectal 
cancer. However, LPnD is a technically demanding proce-
dure, and it has only been performed at a few institutions. 
therefore, training program might be inevitable. in this 
study, we describe the consensus about the detailed surgical 
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techniques of LPnD. We also evaluate the improvement 
of surgical acquisitions to perform LPnD by comparing the 
surgical outcomes after undergoing the training program.

Methods/Interventions: in 2017, video conferences 
and cadaver workshops to teach, share, and standardize 
the LPnD techniques were held three times annually. 
A total of 21 surgeons from eight institutions having 
different levels of experience of LPnD ranged from 2 to 81, 
including a novice of LPnD were included in this study. 
Patients’ characteristics and perioperative and pathologic 
outcomes were reviewed from 2011 to 2019. Moreover, we 
divided the phases before and after the first cadaver work-
shop and defined them as phase i and phase ii.

Results/Outcome(s): in total, 315 pelvic sidewall 
dissections in 259 patients were performed in phase i, 
and 174 pelvic sidewall dissections in 143 patients were 
performed in phase ii. the number of harvested LPn 
increased from 6.5±4.0 to 8.5±4.8 (P<0.001) in phase ii. 
the two groups were divided by the level of experience 
into high- and low-level group. the high-level group was 
defined as having experiences more than 30 cases of LPnD 
in phase i, and only two experts were included in this 
group. the number of harvested LPn increased in both the 
high- and low-level groups, from 6.9±4.2 to 10.3±4.4 in the 
high-level group (P<0.001) and from 5.5±3.6 to 7.8±4.8 in 
the low-level group (P<0.001). When the moving average 
curve of the number of harvested LPn was examined 
chronologically in the high-level group, two plateaus were 
identified in 66 and 130 cases. time taken to reach the 
first plateau was 3.3 years, and time taken to reach the 
second plateau after the first plateau was 2.3 years. in 
comparison, in the low-level group, the number of LPn in 
phase ii was reached to the second plateau of high-level 
group only after two years. the overall complication rate 
did not differ between the two phases (34.4% vs. 34.1%). 
the frequent complication was lymphocele, anastomotic 
leakage, and urinary problems. there was no injury of the 
obturator nerve or uncontrolled bleeding after the training 
program.

Conclusions/Discussion: LPnD is a procedure that 
may follow standardized technical steps by using precise 
anatomical landmarks after training program, even for 
inexperienced or novice surgeons. the training program 
accelerated the surgical ability in performing LPnD. We 
should establish a more structured training system for the 
complex procedure like LPnD.

ROBOTIC APPROACH FOR COLORECTAL 
ONCOLOGIC RESECTIONS IS ASSOCIATED 
WITH DECREASED LENGTH OF STAY.

ePoster AbstrActs eP747

b. Krasnick, M. Abdel-rasoul, J. chen, L. cunningham, 
M. Kalady, s. Husain
Columbus, OH

Purpose/Background: to investigate national trends in 
length of stay (Los) after minimally invasive right colec-
tomy and proctectomy.

Methods/Interventions: We performed a query of the 
prospectively maintained nsQiP database, looking at 
cPt codes for the two most commonly performed robotic 
colorectal oncologic procedures: right colectomy (rc) 
and low anterior resection (LAr). Data accrual was from 
2013-2020. We hypothesized that Los would be shorter 
for robotic as compared to laparoscopic colectomies. sAs 
was used for statistical analysis.

Results/Outcome(s): From 2013 to 2020, there were 
7101 laparoscopic and 1143 robotic rcs performed, and 
6466 laparoscopic and 2543 robotic LArs performed. Los 
for robotic versus laparoscopic rc was 3.7 ± 9.0 versus 
5.4 ± 8.7 days (p<0.0001), respectively. Los for robotic 
versus laparoscopic LAr was 4.7 ± 7.3 versus 5.4 ± 7.2 
days (p<0.0001), respectively. For rc and LAr patients, 
those operated on laparoscopically were slightly older 
(69.1 laparoscopic vs. 67.6 years robotic rc, p<0.0001; 
61.6 laparoscopic vs. 59.8 years robotic LAr, p<0.0001). 
bMi was greater for robotic rcs (29.6 vs. 28.7, p<0.0001), 
as well as robotic LArs (28.9 vs. 28.5, p<0.0001). other 
preoperative variables such as preoperative dialysis use, 
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renal failure, hypertension, chronic obstructive pulmonary 
disease, smoking, and congestive heart failure were similar 
between groups. AsA class was statistically different 
between groups with 65.9% of laparoscopic rcs versus 
66.7% of robotic rcs being AsA-3 or greater (p<0.001), 
and 55.3% of laparoscopic versus 55.8% of robotic LArs 
being AsA-3 or greater (p<0.001). there were similar 
superficial surgical site infection (ssi) rates after robotic 
or laparoscopic rc (3.8% laparoscopic versus 3% robotic; 
p=0.17), but more superficial ssis for laparoscopic LArs 
as compared to robotic (3.9% vs. 2.3%, p<0.001). Deep 
ssis were similar for rcs as well (3.1% robot vs. 3.2% lapa-
roscopic, p=0.29), but were slightly increased for robotic 
LArs (5.7% vs. 4.2%, p<0.001). there were no significant 
differences in readmission rates. other complications rates 
were either similar or slightly favored robotic resections.

Conclusions/Discussion: According to the nsQiP 
database, Los after robotic rc and LAr was significantly 
decreased compared to laparoscopic LAr and rc, with 
similar outcomes. Although the decreased Los for robotic 
operations could reflect a difference in patient selection, 
or differences in enhanced recovery pathway implemen-
tation, the finding is still hypothesis driving and we feel it 
reflects something intrinsic to robotic assisted colorectal 
operations. integrating robotic surgery in appropriately 
selected patients could potentially increase inpatient flow 
and hospital access by decreasing overall postoperative 
hospital course. A secondary analysis using propensity score 
weighting to further validate these results is underway.

Length of stay after laparoscopic versus robotic right colectomy (rc) 
and low anterior resection (LAr). error bars reflect standard error of 
the mean (seM).

CAN POSTOPERATIVE IMMUNOSUPPRESSIVE 
THERAPY PREVENT THE DEVELOPMENT OF 
POUCHITIS AND DE NOVO CROHN’S DISEASE 
AFTER ILEAL POUCH?

ePoster AbstrActs eP748

c. browning, G. syal, k. zaghiyan, P. Fleshner
Los Angeles, CA

Purpose/Background: Although ileal pouch-anal anas-
tomosis (iPAA) has excellent functional results and 
high patient satisfaction, the development of pouchitis 
and denovo crohn’s disease (cD) after surgery remain 

significant clinical problems. robust preventative strat-
egies for these inflammatory conditions of the pouch are 
lacking. studies have shown that postoperative prophy-
lactic immunosuppressive therapy is effective in preventing 
endoscopic recurrence of cD after ileocolic resection. this 
study investigated whether postoperative immunosuppres-
sive therapy given for other autoimmune disorders could 
influence the development of pouchitis and denovo cD 
after iPAA.

Methods/Interventions: charts of consecutive Uc or ic 
patients undergoing iPAA were identified from a prospec-
tively maintained database were reviewed. Patients with a 
preoperative diagnosis of cD were excluded. Patients were 
then categorized based on whether they received postoper-
ative immunosuppressive therapy (immunomodulators or 
biologics) for associated autoimmune disease. outcomes 
included acute pouchitis (antibiotic responsive), chronic 
pouchitis (antibiotic dependent or refractory) or de novo 
cD (small bowel inflammation above the pouch inlet or 
pouch fistula).

Results/Outcome(s): the study cohort of 669 patients 
included 323 (48%) females and had a median age at 
the time of iPAA of 38 (5-81) years. twelve (1.8%) 
patients were continued on postoperative immunosup-
pressive therapy with immunomodulators using meth-
otrexate (n=2) or biologics using adalimumab (n=5), 
infliximab (n=3), ustekinumab (n=1) or etanercept 
(n=1). indications for postoperative immunosuppressive 
therapy were rheumatoid arthritis (n=5), psoriasis (n=3), 
ankylosing spondylitis (n=1) or pyoderma (n=2). no 
statistically significant differences were noted in baseline 
patient characteristics between the postoperative immu-
nosuppressive therapy group and control group. After 
a median follow up of 49 (1-339) months, 125 patients 
(19%) developed acute pouchitis, 62 patients (9%) devel-
oped chronic pouchitis and 123 patients (18%) developed 
denovo cD. there was a significantly higher rate of acute 
pouchitis (50% vs 18%; p=0.005) in the postoperative 
immunosuppressive group (Figure). Median time to acute 
pouchitis was 13 (1-257) months in the control group 
compared to that of 27 (11-73) months in the postopera-
tive immunosuppressive group (p=0.22).

Conclusions/Discussion: Uc or ic patients maintained 
on postoperative immunosuppressive therapy appear to 
have a higher incidence of acute pouchitis after iPAA 
compared to patients not on therapy. While this obser-
vation may reflect a more severe disease phenotype in 
patients with other autoimmune disorders, it also suggests 
that immunosuppressive therapy may not prevent the 
development of inflammatory conditions of the pouch 
after iPAA.
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SETTING THE STAGE FOR SUCCESS IN HIGH-
RISK ILEOCOLIC CROHN’S DISEASE: 2-STAGE 
VS MODIFIED 2-STAGE APPROACHES - IS 
THERE AN OPTIMAL STRATEGY?

ePoster AbstrActs eP749

J. Wong, e. Lincango, n. Foley, o. Hernandez 
Dominguez, A. Kanters, D. Liska, J. Lipman, i. Gorgun, 
M. Valente, H. Kessler, t. Hull, s. steele, s. Holubar
Cleveland, OH

Purpose/Background: optimal management of ileo-
colic crohn’s disease (cD) in high-risk situations, with 
malnutrition, penetrating disease, steroid therapy, and 
urgent/emergent indications, is not well-defined. We 
aimed to evaluate a subset of patients who received an 
ileostomy at time of ileocolic resection (icr) to deter-
mine if a 2-stage approach with ileocolic anastomosis and 
diverting loop ileostomy (icA-DLi), or a modified 2-stage 
(m2-stage) icr with end ileostomy (icr-ei), was the 
optimal strategy to reduce complications. We hypothe-
sized icr-ei, compared to icA-DLi, was associated with a 
lower composite anastomotic leak (AL) rate.

Methods/Interventions: We queried our institutional 
prospective registry for cD patients who underwent 
icr with an ileostomy from 1997-2022. For meaningful 
comparisons patients who did not undergo reversal or had 
3-stage operations (n=32) were excluded from analysis. 
Perioperative variables and 30-day outcomes for both the 
index resection and subsequent loop ileostomy reversal 
or end-ileostomy takedown were reported. our primary 
outcome was the composite AL rate for each strategy, and 
the secondary outcome was composite short-term (30-day) 
post-operative complication rate. All univariate analyses 
compared the 2-stage vs m2-stage approaches, respectively.

Results/Outcome(s): over 25-years, 326 patients 
underwent a 2-stage (271, 83.1%) or m2-stage (55, 
16.8%) icr. overall median age was 35.4 (iQr 27-49.5). 
At initial icr, 2-stage and m2-stage groups had similar 
(p>0.05) characteristics: steroids (50.5% vs 29.0%), weight 
loss (16.9% vs 9%), penetrating disease (41.7% vs 23.6%), 
immunomodulators (20.7% vs 14.5%) and biologics (36.5% 
vs 18.2%). However, the m2-stage group had more urgent/
emergent operations (5.2% vs 17.2%, p<0.01). After 
initial icr, both groups had similar rates of readmission 

(19.2% vs 23.6%, p=0.45), and reoperation (3.0% vs 
3.6%, p=0.45). the median time to ileostomy closure was 
14 [12.7-18.1] vs 22.8 weeks [15.1-28.0] between groups 
(p<0.01). in the 2-stage group, the icA leak rate was 1.8% 
after icA-DLi operation, and 0.4% after DLi reversal. in 
the m2-stage group, the icA leak rate was 0% following ei 
reversal. the composite AL rate was 2.2% vs 0% p=0.26, 
and the composite 30-day complication rate was 59.0% vs 
60.0%, p=0.89, in the 2-stage and m2-stage approaches, 
respectively. the only significant difference was total 
length of stay 10.1 (8-14) vs. 14 (10-17) p<0.01.

Conclusions/Discussion: in patients with high-risk 
ileocolic crohn’s disease, overall outcomes between the 
two approaches were similar, except the modified 2-stage 
group had a slightly longer time with ileostomy and 
lengths of stay. in the setting of high-risk presentations, 
both strategies were safe with low anastomotic leak rates, 
suggesting either a diverting loop- or end-ileostomy may be 
considered in patients who are not optimal candidates for a 
primary ileocolic anastomosis.

IS A DOUBLE-STAPLED ANASTOMOSIS REALLY 
BETTER THAN A MUCOSECTOMY WITH 
HANDSEWN ANASTOMOSIS IN ILEAL POUCH-
ANAL ANASTOMOSIS?

ePoster AbstrActs eP750

J. salem, s. nalbandian, G. ovsepyan, K. Zaghiyan, 
P. Fleshner
Los Angeles, CA

Purpose/Background: controversies still exist when 
comparing quality of life and functional outcomes after 
mucosectomy with handsewn (Hs) anastomosis and 
double stapling (Ds) technique among ulcerative colitis 
(Uc) patients undergoing ileal pouch-anal anastomosis 
(iPAA). A major factor contributing to this debate has 
been a lack of expertise in surgeons performing a proper 
mucosectomy. in this study, we compare bowel, urinary 
and sexual function as well as the global quality of life of 
patients undergoing iPAA using a Hs or Ds technique.

Methods/Interventions: the senior author had exclu-
sively performed an iPAA using a Hs technique until 
January 2012 when he switched to a Ds technique. A 
retrospective analysis of patients who underwent iPAA 
between August 1993 and April 2022 was performed. 
the patients filled out five validated questionnaires: 
colorectal Functional outcomes (coreFo), cleveland 
clinic Fecal incontinence severity scoring system (ccis), 
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international Prostate symptom score (iPss) for urinary 
function, Patient-reported outcomes Measurement 
information system (ProMis Global-10) for quality of 
life and the ProMis sexual Function and satisfaction 
(sexFs). Questionnaire scores were calculated as mean 
+/- standard deviation (sD) and compared between the 
Hs and Ds groups.

Results/Outcome(s): the study cohort of 116 patients 
underwent either a Hs (n=93) or Ds (n=23) anasto-
mosis. Ds patients were significantly younger than Hs 
patients (31.2 (15.3) yr vs 39.9 (14.1) yr; p=0.02). Mean 
follow-up was 66.8 (53.7) months in the Ds group and 
152.6 (80.6) months in the Hs group (p<0.01). coreFo 
total score and sub scores were similar between groups 
except that Ds patients had significantly worse symptoms 
for social impact (23.3 (19) vs 17.8 (17.5); p=0.005) and 
stool aspect (28.6 (23) vs 18.8 (15.2); p=0.03). ccis and 
iPss scores were comparable between Ds and Hs patients 
(4.1 (3.5) vs 4.6 (4.1); p=0.72) and (6 (6.3) vs 5.6 (6.3); 
p=0.71), respectively. the ProMis-10 questionnaire 
revealed that Hs patients had better physical and mental 
scores (12.5 (2.1) vs 11.7 (2); p=0.04) and (16.1 (3.1) 
vs 14.3 (3.9); p=0.03), respectively. the two groups had 
similar seXFs scores except for erectile function where 
the Ds group performed better (55.7 (0) vs 44.8 (9.1); 
p=0.02).

Conclusions/Discussion: When performed frequently 
by an experienced surgeon, Hs-iPAA appears to provide 
a better global quality of life compared to Ds-iPAA. 
there is no statistical difference in urinary or bowel func-
tion between Hs-iPAA and Ds-iPAA. erectile function 
appears to be better in Ds-iPAA patients than Hs-iPAA 
patients, perhaps reflecting the significantly younger age of 
the Ds patient.

TEMPORARY DIVERTING LOOP JEJUNOSTOMY 
IN CROHN’S DISEASE: A NECESSARY EVIL OR 
SAVING GRACE?

ePoster AbstrActs eP751

e. Lincango, c. Prien, s. Moon, o. Hernandez 
Dominguez, A. Kanters, J. Lipman, D. Liska, i. Gorgun, 
M. Valente, t. Hull, s. steele, s. Holubar
Cleveland, OH

Purpose/Background: crohn’s disease (cD) patients 
are prone to surgical recurrence requiring multiple resec-
tions and are at increased risk of short-bowel syndrome. 
Additionally, they often have several risk factors for 
anastomotic leak. in this setting, a temporary diverting 
loop jejunostomy (DLJ) may be required as a temporizing 
measure to facilitate future restoration of intestinal conti-
nuity. to date, literature pertaining to perioperative and 
long-term outcomes following DLJ for cD is lacking. We 
aimed to describe outcomes in a cohort of cD patients who 
underwent DLJ

Methods/Interventions: An institutional ibD registry 
was queried for adult cD patients who underwent DLJ 
at our institution from 1998-2020; supplementary chart 
review was then performed. Perioperative (e.g., 30-day 
complications) and long-term outcomes (e.g., tPn use) 
are reported using descriptive statistics.

Results/Outcome(s): A total of 122 patients were 
included. Most were women (62.3%) with a mean age at 
surgery of 44.8 ± 14.2 years, baseline bMi of 24.0 ± .5 kg/
m2, and a median disease duration of 17.5 [10.0, 28.2] 
years. roughly half (45.1%) of patients were on home 
parenteral nutrition (HPn), and 37.7% had lost >5% of 
body weight preoperatively. Mean preoperative albumin 
was 3.1 ± 0.7 mg/dL. the most common reasons for DLJ 
included poor tissue quality or a history of poor wound 
healing (34.4%) and malnutrition (31.9%). A large propor-
tion (45.1%) of the index surgeries were emergent, and 
43.4% of the DLJ were planned. At the time of surgery, 
43.4% of patients were AsA 3. the median estimated 
blood loss was 250.0 [iQr 100, 338] mL, and the mean 
operative time was 259.2 ± 122.6 minutes. Fistulas were 
present in 55.7%, and abscesses in 31.1% of cases. the 
median length of small bowel remaining postoperatively 
was 200.0 [iQr 150.0, 296.2] cm and the distance from 
the Lot to the jejunostomy was 77.5 [iQr 50.0, 84.74] 
cm. the median post-operative length of stay was 11 [iQr 
8, 16] days. Following DLJ, tPn was initiated or main-
tained in 115 (94.2%) patients, 66 (54.1%) patients expe-
rienced any 30-day complication, and 28 (22.9%) required 
readmission. All patients underwent DLJ closure. After 
closure, HPn was continued in 62.3%, and then later 
discontinued within 1 year in 81%. After closure, a total 
of 38 (31.1%) patients experienced a complication within 
30-days, 17 (13.9%) required readmission, and 47 (38.5%) 
had recurrence of cD within a mean follow-up of 94.3 
±67.5 months. the median Los was 8.8 [iQr 3, 11] days.

Conclusions/Discussion: in our experience, complex 
cD patients who are at increased risk of intestinal failure 
may benefit from temporary diverting loop jejunostomy 
and home parenteral nutrition until restoration of intes-
tinal continuity.

THE CLINICAL STUDY OF 1470NM LASER 
FISTULA CLOSURE (FILAC®)IN TREATING 
CRYPTOGLANDULAR ANAL FISTULA.

ePoster AbstrActs eP752

J. Zhu, Z. Li, L. Jin, J. Wu, c. cui, Z. Wang
Shanghai, China

Purpose/Background: objective: the purpose of this 
study was to explore the clinical effect of the 1470nm 
Laser Fistula closure (FiLac®)in treating cryptoglandular 
anal fistula.

Methods/Interventions: Methods: A total of 150 
patients with cryptoglandular anal fistula in Yueyang 
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Hospital of integrated traditional chinese and Western 
Medicine affiliated to shanghai University of traditional 
chinese Medicine were enrolled from september 2017 to 
December 2019. Patients were divided into laser group 
(52 cases) and control group (98 cases) according to the 
operation mode. Demographic, operative,perioperative 
and postoperative data were collected.

Results/Outcome(s): results: the cure rates of laser 
group and control group were 76.9% and 93.9% respec-
tively, with significant statistical difference (P=0.015). 
the Parks classification, whether the internal opening is at 
6 o’clock of the lithotomy position, the number of internal 
openings, the number of external openings, the treatment 
of internal opening, the treatment of fistulas and the use 
of thread drawing operation between the two groups were 
statistically significant (P<0.05). in the laser group, there 
was a statistically significant difference in whether the 
internal opening is in the midline (P<0.05). We included 
the univariate logistic regression analysis results in the 
multivariate logistic regression. the result suggested that 
whether the internal opening is in the midline was an 
independent risk factor for the recurrence of anal fistula 
after surgery between the two groups and in the laser group 
(P=0.018 and P=0.040). the Visual Analog scale pain 
score (VAs-Ps), the cleveland clinic Florida inconti-
nence score (ccF-is), and the Quality of Life in Patients 
With Anal Fistula Questionnaire score (QoLAF-Qs) 
of the two groups increased after surgery and gradually 
decreased with time. the VAs-Ps and ccF-is of the laser 
group were significantly lower than the control group after 
surgery (P<0.05), while QoLAF-Qs of the laser group was 
lower than the control group at first, and then higher than 
the control group over time (P<0.05).

Conclusions/Discussion: Discussion: Although the 
cure rate of the FiLac® method is lower than that of 
traditional method, but it was superior to the traditional 
method in terms of pain, anal incontinence risk and quality 
of life after surgery. therefore, considering the advantages 
and disadvantages of the two operations, FiLac® method 
can be recommended for anal fistula patients whose inter-
nalopening is not located in the midline. Due to the limita-
tion of sample size, this study can be screened and further 
studied according to the results of this study.
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CLINICAL STUDY ON MICROBIAL 
COMMUNITY CHARACTERISTICS OF 
TERMINAL INTESTINAL MUCOSA IN PATIENTS 
WITH COMPLEX ANAL FISTULA.

ePoster AbstrActs eP753

J. Zhu, Q. Wang, Z. Mei, Z. Wang, H. Lu
Shanghai, China

Purpose/Background: to compare the microbial 
composition and structure of terminal intestinal mucosa 
between patients with complex anal fistula and normal 
people.

Methods/Interventions: ten patients with complex 
anal fistula from February 2022 to March 2022 were 
included, and 10 healthy volunteers were recruited. they 
were divided into the anal fistula group and the control 
group. baseline data of the two groups were collected, and 
mucosal tissue at the anal gland (or internal opening) was 
collected for 16s rDnA high-throughput sequencing and 
analysis.

Results/Outcome(s): Alpha and beta diversity analysis 
showed that there were significant differences between the 
two species composition groups, and the evenness of the 
anal fistula group was significantly lower than that of the 
control group, while the richness was significantly higher 
than that of the control group (all P<0.05). through 
species classification annotation and difference analysis, it 
was found that there was a significant difference between 
the two groups (P<0.05). the abundance of Fusobacterium 
mutans in the anal fistula group was 2% higher than 
that in the control group. Among the top 10 species in 
the two groups, the Acinetobacter junii in the control 
group was significantly higher than that in the anal fistula 
group (P=0.012). compared with KeGG database, there 
were also significant differences in the predicted func-
tion between the two groups. ethylbenzene degradation, 
ecM-receptor interaction and Pentose phosphate pathway 
were mainly enriched in the anal fistula group (all P<0.05), 
And the relative abundance of pentose phosphate pathway 
in anal fistula group was significantly higher than that in 
control group (P<0.05).

Conclusions/Discussion: this study aims at exploring 
the tissue morphology and microbial community character-
istics of the intestinal terminal mucosa, which has certain 
value for understanding the pathogenesis of anal fistula, 
and provides a certain theoretical basis for local microbiota 
transplantation, local drug treatment and improvement of 
surgical procedures. it needs further clinical research.

WHEN ENOUGH IS ENOUGH IN THE USE 
OF MULTIPLE BIOLOGICAL AGENTS FOR 
ULCERATIVE COLITIS? – A COMPRESENCE OF 
ELECTIVE SUB-TOTAL COLECTOMY FOR UC 
AFTER THE FAILURE OF ONE, TWO, THREE, 
OR FOUR BIOLOGICALS.

ePoster AbstrActs eP754

Y. rudnicki1, J. Jeffery2, D. Derakshani2, s. shawki1
1Rochester, MN; 2Scottsdale, AZ

Purpose/Background: subtotal colectomy (stc) with 
end ileostomy (ei) is usually the first surgical stage for 
patients with ulcerative colitis (Uc) that failed medical 
treatment, most often with biological agents. is there a 
difference in surgical outcome after the failure of one or 
two biologicals vs. three or four?

Methods/Interventions: A retrospective study of all 
patients that underwent stc with ei for Uc (5-2018 
to 1-2022). After excluding emergent cases, the elective 
cohort was divided into patients that failed 1-2 biologicals 
(group 1-2) vs. patients that failed 3-4 biologicals (group 
3-4), and surgical outcomes were compared. Data collected 
included patients’ demographics, preoperative clinical 
manifestations, operative and postoperative outcomes.

Results/Outcome(s): 98 patients underwent stc and 
ei for Uc, and of them, 53 were elective. 30 patients have 
failed 1-2 biologics (group 1-2), and 23 failed 3-4 biologics 
(group 3-4). the groups were fairly similar in average age 
(37.6±11 vs. 32.7±10), bMi (27±6 vs. 28±7), number of 
years with Uc (9.5±9 vs. 9±8), percentage of patients 
with preoperative flair (9 (30%) vs. 5 (22%)), number of 
patients that were steroid dependent (20 (67%) vs. 13 
(57%)), average number of bowel movements (bM) per 
day (9.2±7 vs. 9.3±6), percentage of patients with bloody 
bM (18 (60%) vs. 18 (78%)) and number of patients 
that lost >10 Lbs. in the year up to surgery. (8 (27%) vs. 
7 (30%)) respectively, as well inflammatory markers and 
Albumin levels. Laparoscopic or hand assist laparoscopy 
was used in all patients; all rectal stumps were stapled or 
over-sewn in the pelvis with no need for added mucus 
fistulae, and similar operative time of 217±74 vs. 210±79 
minutes. the length of hospital stay differed with 3.2±1 
days for group 1-2 and 5±6 days for group 3-4. Post-
operative complications were seen in 10 patients (33%) 
vs. 7 patients (30%) (p=0.82), and of them 2 (7%) and 
2 (9%) (p=0.82) had Venous thromboembolism (Vte), 
respectively. only 20 patients (67%) in group 1-2 and 
16 patients (70%) in group 3-4 (p=0.82) have gone to a 
second stage of an ileoanal pouch (iPAA) in 11.1 ±4 and 
9.2 ±2 months intervals. the overall average follow-up 
time of 41.1 months.

Conclusions/Discussion: Ulcerative colitis patients 
that fail 3-4 biological agents and choose to go to elective 
stc with ei have very similar surgical outcomes compared 
to patients that choose elective surgery after failing only 
1-2 biologicals in the same time span of known disease. Uc 
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patients with severe colitis and poor quality of life, which 
failed two lines of biological treatments, may be better off 
electing surgical treatment than failing more biologics and 
then going to surgery. on the other hand, patients who 
try 3-4 biologics and fail may expect no worse surgical 
outcomes compared to after failing 1-2 biological agents.

IMPACT OF SURGICAL OUTCOMES IN A 
SAFETY-NET HOSPITAL IN PATIENTS WITH 
INFLAMMATORY BOWEL DISEASE COMPARED 
TO A NATIONAL DATABASE.

ePoster AbstrActs eP755

c. Fairen oro, b. Halimeh, M. narvaez Pereyra, 
s. Young, o. beresneva, J. Favuzza
Boston, MA

Purpose/Background: safety-net hospitals serve a high 
proportion of low socioeconomic patients with limited 
access. Few studies have examined surgical outcomes 
in patients with inflammatory bowel Disease (ibD) at a 
safety-net hospital. our goal was to assess the effect of 
a safety-net burden on readmissions, re-operations and 
complications in ibD patients requiring surgery compared 
to a national database.

Methods/Interventions: We conducted a retrospec-
tive chart review of patients with inflammatory bowel 
disease (ibD), crohn’s disease or Ulcerative colitis, 
who underwent surgery between 2015-2019 at a single 
institution safety-net hospital. A case-matched analysis 
was performed comparing our cohort to the national 
surgical Quality improvement Program (nsQiP) data-
base. the analysis included patient demographics (age, 
race, American society of Anesthesiologists classifica-
tion and body mass index (bMi)), preoperative medical 
therapy, 30-day readmission rates, re-operation rates and 
surgical site infections. Preoperative medical therapy for 
both groups included steroids, maintenance and biologic 
therapy. chi-square test and Fisher’s exact test were used 
to compare these patient cohorts.

Results/Outcome(s): A total of 170 patients with ibD 
who underwent surgery between 2015-2019 were compared 
to the nsQiP database. there were no statistical differ-
ences in age, AsA and bMi among cohorts. there were 
statistically more patients on preoperative medical therapy 
in the nsQiP cohort compared to our safety-net hospital. 
(table 1) there was no statistical difference in the rate 
of re-operation (p=0.32) when comparing cohorts. there 
was a statistically significant number of 30 day readmis-
sions and surgical site infections at the safety-net hospital 
compared to nsQiP database (p<0.0001).

Conclusions/Discussion: these data suggest that a 
safety-net hospital can provide specialty care to ibD 
patients requiring surgery without an increase in 30 
day re-operation rates. readmission rates and ssis were 
significantly higher at this safety net hospital. Future 

investigations into insurance status, access to medical 
therapy at this safety-net hospital as well as closer follow 
up are needed and may improve outcomes.

COLONOSCOPIC BOWEL PERFORATION IN 
INFLAMMATORY BOWEL DISEASE: THE MAYO 
CLINIC EXPERIENCE.

ePoster AbstrActs eP756

F. Abarca rendon1, M. Puga tejada2, n. McKenna1, 
A. ofshteyn1, t. Peponis1, K. behm1, W. Perry1, 
s. Kelley1, K. Mathis1

1Rochester, MN; 2Guayaquil, Ecuador

Purpose/Background: colonoscopic bowel perforations 
range from 0.01 to 0.3%. Data is scarce and conflicting in 
patients with inflammatory bowel disease (ibD). the aim 
of our study was to determine the rate of colonoscopic 
related bowel perforations in ibD patients and describe 
short-term outcomes when it occurs.

Methods/Interventions: All patients with ibD who 
underwent surveillance endoscopy at Mayo clinic from 
2005-2022 were included. those with colonoscopic related 
bowel perforation were identified and retrospectively 
reviewed. baseline and ibD data at the time of perforation, 
context, location of the perforation, surgical vs conser-
vative management, and adverse events were recorded. 
Data among operated versus observed patients were 
compared through respective contrast hypothesis tests. 
Data were analyzed in r v4.0 (r Foundation for statistical 
computing; Vienna, Austria).

Results/Outcome(s): 33,805 of 61,338 ibD patients 
underwent lower endoscopy during the study period. 
in 58 cases colonoscopic bowel perforation was identi-
fied (0.0017%, 95% ci 0.0013% to 0.0022%); 1.7 ibD 
patients suffered a colonoscopic related bowel perforation 
per 1000 who underwent lower endoscopy surveillance. 
the median age was 49 years (range 33.8-64.3), 33 were 
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female (56.9%), 23 had a diagnosis of ulcerative colitis 
(39.7%) and 35 crohn’s disease (60.3%), and the median 
bMi was 24.5 kg/m2 (range 20.9-29.8). in four cases, the 
ibD-specific treatment at the time of perforation was 
biologics and systemic corticosteroids (6.9%); in 17, only 
biologics (29.3%); in 14 only systemic corticosteroids 
(24.1%), and 23 another treatment (39.7%). the main 
context of perforation was full thickness biopsy in 31 
cases (53.4%), followed by cannulation of the terminal 
ileum in 9 (15.5%), stricture dilation in 8 (13.8%), and 
endoscopic mucosal resection in 7 (12.1%). the left colon 
was the most frequent location of perforation (16 cases / 
27.6%), followed by the terminal ileum (15 / 25.9%), and 
the rectum (12 / 20.7%). in 34 cases (58.6%), surgery was 
necessary to address the perforation, while the other 24 
(41.4%) were treated conservatively. surgical manage-
ment was more frequent among patients with lower bMi 
(p=0.008) with a combination of biologics *and systemic 
corticosteroids (p=0.016) and when the perforation was 
due to stricture dilation (p=0.027). in 11/34 (32.4%), 
total colectomy with end ileostomy was performed. there 
were no surgery-related adverse events in 24/34 (70.6%). 
in 10/34, adverse events included intraabdominal infection 
(7), aspiration during endoscopy (1), ileus (1), and leak of 
previous repair (1).

Conclusions/Discussion: Despite the increase in lower 
endoscopic surveillance among patients with ibD, the risk 
of bowel perforation resulting from colonoscopy remains 
low.

INCIDENTAL MECKEL’S DIVERTICULUM 
CONTAINING NEURO-ENDOCRINE TUMOUR 
IN SURGERY FOR RECTAL CANCER - 
LEARNING FROM A CASE STUDY.

ePoster AbstrActs eP774

r. Gamage, A. Pal
Cambridge, United Kingdom

Purpose/Background: Meckel’s diverticulum (MD) 
occurs in 2% of population and is therefore occasion-
ally found incidentally during colorectal surgery. The 
risk of neoplasia in MD is 0.5%-3%, with most of these 
being neuro-endocrine tumours (NET). Management 
of incidentally detected asymptomatic MD is contro-
versial, varying from routine resection to selective 
resection depending on intraoperative appearance and 
risk factors. Decision-making can be challenging. We 
therefore describe our experience and recommendations 
based on this case study of elective resection of rectal 
cancer with incidental MD.

Methods/Interventions: A 68y female presented with 
rectal bleeding and positive stool occult blood test. 
Past medical history was unremarkable. There were 
no symptoms of carcinoid syndrome. Investigations 
revealed a moderately differentiated adenocarcinoma 
of the upper rectum, mismatch repair proficient, clin-
ical stage cT3b N1b M0 V0 and clear circumferen-
tial resection margin. After discussion at the tumour 
board, she underwent total neoadjuvant treatment, with 
subsequent imaging showing good response. She then 
underwent laparoscopic anterior resection and defunc-
tioning loop ileostomy performed by the authors. At 
laparoscopy, MD was incidentally detected with some 
irregularity at the tip. Adjacent ileal mesentery showed 
no suspicious lymph nodes. A laparoscopic anterior 
resection with total mesorectal excision was performed 
with end-to-end stapled colorectal anastomosis. The 
MD was excised with a cuff of normal tissue from the 
antimesenteric surface of ileum. Loop ileostomy was 
matured at this enterotomy site.

Results/Outcome(s): Histopathology of the MD spec-
imen showed a 6mm grade-1 NET with an 8mm 
margin (pT3R0). Rectal histology showed a residual 
tumour (ypT3 N1a V0 L0 Pn0 R0). The patient had an 
uneventful recovery. She will be discussed at the NET 
board and awaits closure of loop ileostomy.

Conclusions/Discussion: MD is the commonest 
gastrointestinal congenital anomaly. In our patient, this 
was asymptomatic and detected incidentally intraoper-
atively. A defunctioning ileostomy was planned preop-
eratively. Intraoperative decisions were made to (i) 
Resect the MD as it had an irregular tip; and (ii) Form 
the ileostomy at the site of the MD excision, which is 
slightly more proximal than our preferred site of ileos-
tomy. If required, a segmental small bowel resection can 
be performed at time of ileostomy closure.
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QUALITY OF SPECIMENS IN RECTAL CANCER 
SURGERY: COMPARISON OF ROBOTIC TO 
TRANSANAL TOTAL MESORECTAL EXCISION.

ePoster AbstrActs eP775

M. Gachabayov1, s. Kim2, r. Jimenez-rodriguez3, 
L. Kuo4, t. Yamaguchi5, F. cianchi6, D. ignjatovic7, 
r. bergamaschi1
1Valhalla, NY; 2Seoul, Korea (the Republic of); 3Sevilla, 
Spain; 4Taipei, Taiwan; 5Shizuoka, Japan; 6Firenze, Italy; 
7Lorenskog, Norway

Purpose/Background: circumferential resection margin 
(crM), quality of total mesorectal excision (qtMe), and 
distal resection margin (DrM) are established histopa-
thology metrics in resectable low rectal cancer surgery. the 
aim of this study was to comparatively evaluate the differ-
ences in the above-mentioned metrics between robotic 
(rtMe) and transanal (tatMe) tMe.

Methods/Interventions: this was a mixed methods 
design study. resUrrect (registry of robotic sUrgery 
for rectal cancer) registry provided pooled values 
for crM, qtMe, and DrM in rtMe. A systematic 
review of the literature of 29 clinical studies provided 
metrics in tatMe. Pooled crM, qtMe, and DrM values 
were compared using independent samples t-test and 
chi-squared tests as appropriate.

Results/Outcome(s): overall 4,790 subjects were 
included. 1,884 patients who underwent rtMe by eight 
surgeons were included into the resUrrect registry. 
2,906 patients who underwent tatMe were identified by 
the systematic review. no significant differences were found 
in baseline patient characteristics as well as peri-operative  
clinical variables. Mean tumor distance from anal verge 
did not significantly differ between robotic tMe and 
tatMe (5.5 vs. 5.2 cm; p=0.316). Mean crM was slightly 
narrower in robotic tMe (7.6 vs. 9.3 mm; p=0.075). 
Mean DrM did not significantly differ (1.8 vs. 1.9 cm; 
p=0.652). the rate of complete qtMe was slightly higher 
in rtMe (87.4% vs. 80.1%; p=0.046).

Conclusions/Discussion: this study found no clinically 
significant differences in histopathology metrics between 
rtMe and tatMe in resectable low rectal cancer.

LOW RECTAL CANCER REQUIRING ELAPE: 
ONCOLOGICAL RESULTS AND SHORT-TERM 
RESULTS AFTER PRIMARY CLOSURE OR VY 
FASCIOCUTANEOUS FLAP RECONSTRUCTION.

ePoster AbstrActs eP776

M. Figueiredo, M. Weinstock, e. oliveira, V. seid, 
L. Gerbasi, r. Pandini, F. tustumi, s. Araujo
Sao Paulo, Brazil

Purpose/Background: in the era of neoadjuvant 
chemoradiation and total neoadjuvant therapy, the need 
for an abdominal perineal resection for distal rectal cancers 

has diminished. nonetheless, when necessary, extralevator 
abdominoperineal excision (eLAPe) results in a large peri-
neal defect that needs reconstruction by a flap or biological 
mesh. Also, the incidence of perineal wound complications 
is thought to be higher following an eLAPe compared to 
conventional abdominoperineal excision (APe). this is 
precisely the reason why we believe that flap-based imme-
diate reconstruction might be the better option in this 
setting.

Methods/Interventions: this was a retrospective anal-
ysis of all consecutive patients who underwent eLAPe 
procedure in our institution between December 2016 and 
May 2022 for rectal cancer. We retrieved the demographic 
data, treatment data, and pathological data from the case 
records. reconstruction of the perineal defect after a prone 
perineal dissection was performed using a local VY fascio-
cutaneous flap or by primary closure, with or without the 
use of a mesh. oncological outcomes, incidence of perineal 
wound complications, hospital stay and need for reopera-
tion were determined.

Results/Outcome(s): A total of 26 patients underwent 
eLAPe and 15 (57.7%) were reconstructed with the use 
of a VY fasciocutaneous flap (unilateral or bilateral). the 
perineal dissection during eLAPe was done in the supine 
position as well as primary closure, while flap reconstruc-
tion was done in the prone position. Mean operative time 
was 338 ± 66 minutes and it was longer in the flap group 
(356 vs 273min; p=0.013). Major perineal wound compli-
cations (with need for reoperation) after primary closure 
were seen in 2 patients after primary closure, and one after 
flap reconstruction, where a mesh was also used. Minor 
complications, such as small wound dehiscence were seen 
in 4 patients after primary closure and 1 patient after flap 
reconstruction (p=0.022). Length of hospital stay was 
longer for flap group, with a median of 8 days (range 4-61) 
vs 4 days (range 3-88); p=0.046. regarding oncological 
results, 16/26 patients (61.5%) were stage iii or up and 
in 73.1% the mesorectal fascia was compromised before 
rt and 69.2% on re-staging Mri. Multivisceral resection 
to attempt free margins was done in 9 patients (34.6%) 
and circunferential margins were free in 69.2% of all the 
pathological specimens. After a median follow up of 357 
days (25-1925), 8 patients died; local recurrence occurred 
in 6 cases (23.1%) and systemic recurrence in 9 (34.6%).

Conclusions/Discussion: in conclusion, although low 
rectal cancers that will require an eLAPe are generally 
advanced and have a high recurrence rate, a VY flap 
reconstruction may help to reduce immediate wound 
complications. Also, fasciocutaneous flap has the advan-
tage of avoiding functional distress following muscle flaps.
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INDICATIONS AND RATIONALE FOR TOTAL 
NEOADJUVANT TREATMENT IN LOCALLY 
ADVANCED RECTAL CANCER: A SINGLE-
CENTER EXPERIENCE.

ePoster AbstrActs eP777

M. Abou Khalil, t. Vuong, c. Vasilevsky, n. Morin, 
A. Pang, G. Ghitulescu, M. boutros
Montreal, QC, Canada

Purpose/Background: supported by clinical trials, total 
neoadjuvant treatment (tnt) has become an integral 
part of the decision-making in rectal cancer. A variety of 
tnt regimens exist, and are offered in various settings. 
While one of the rationales of tnt is the upfront delivery 
of chemotherapy prior to surgery to treat micrometa-
static disease, it is not without toxicity and possibility of 
overtreatment. We sought to elucidate the institutional 
rational around choosing a tnt approach.

Methods/Interventions: After institutional board 
review, all patients with rectal cancer who underwent 
surgery between 2018-2021 were selected. Patients with 
treatment for rectosigmoid cancer, synchronous metastatic 
disease, with a rectal cancer recurrence or a planned watch 
and wait intent were excluded. Demographic variables, 
tumor characteristics, tumor board decision and discus-
sion highlights were collected. Postoperative pathologic 
outcomes were also collected. Univariate regression anal-
yses were performed to compare patients who underwent 
tnt and those who had other treatment strategies.

Results/Outcome(s): of 93 patients with primary 
rectal cancer treated for curative intent, tnt was offered 
for 16 (17.6%) patients; the majority after 2020 (81%). 
the mean age of the cohort was 63 years (sD 12.2) and 
the majority of the patients were male (63.4%). A low 
anterior resection with a diverting loop ileostomy was the 
operation most commonly performed (72%), followed by 
abdominoperineal resection (20%). Patients who were 
offered tnt were younger (54.5 vs. 64.0 years, p=0.047), 
had higher burden of nodal disease (n2 disease 50% vs. 
15% p=0.008), threatened mesorectal fascia by Mri (67% 
vs. 38%, p=0.038). the presence of obturator nodes or 

lateral pelvic sidewall nodes did not alter patients being 
offered tnt (9% vs 12%, p=0.70), and neither did the 
presence of extramural vascular invasion (18% vs 21%, 
p=0.76). there was no difference in planned non-oper-
ative management between both groups (18% vs. 12%, 
p=0.61). Pathologic complete response was identified in a 
similar proportion of patients in both groups (24% vs. 17%, 
p=0.68). Long course chemoradiotherapy was the most 
frequently used neoadjuvant treatment approach (36.3%). 
this was followed by short course or high dose endorectal 
brachytherapy (28.6%), and consolidation chemotherapy 
as part of a tnt approach (13%). Decision-making for 
tnt was documented as driven by: 1) pandemic related 
operating room access delays, 2) extramural venous inva-
sion, and 3) advanced nodal disease.

Conclusions/Discussion: We identified an increasing 
use of tnt approaches at our institition, especially during 
and after the pandemic. this also coincides with the publi-
cation of randomized trials highlighting the role of tnt 
for patients with locally advanced rectal cancer. Future 
directions include the identification of predictors of tnt 
approach, and a change in the type of tnt option offered 
to patients.

NCDB ANALYSIS OF THE EPIDEMIOLOGIC 
CHARACTERISTICS AND OUTCOMES OF 
INTRA-OPERATIVE RADIATION THERAPY 
(IORT) IN RECTAL CANCER.

ePoster AbstrActs eP778

K. Atwell, n. Horesh, s. emile, Z. Garoufalia, r. Gefen, 
P. Zhou, A. nagarajan, s. Wexner
Weston, FL

Purpose/Background: the role of intra-operative radi-
ation (iort) in patients with locally advanced and recur-
rent rectal cancer is unclear. there are limited data on the 
epidemiologic characteristics and outcomes of this patient 
population. therefore, we aimed to assess the epidemio-
logic characteristics and outcomes of rectal cancer patients 
who underwent surgery with or without iort.

Methods/Interventions: We retrospectively analyzed 
the national cancer Database (ncbD) for patients with 
clinical stage ii-iii rectal cancer who underwent surgery 
with or without iort from 2004-2019. Variables analyzed 
included age, sex, race, type of surgery, clinical and patho-
logic tnM stage, histologic type, and grade. the two 
groups were matched using propensity score matching with 
1:3 ratio. the main outcomes were overall survival, and 
30- and 90-day mortality.

Results/Outcome(s): 165 patients underwent surgery 
for rectal cancer with iort. the median age for the entire 
cohort was 59 years. the majority of patients were white 
(83.3%) males (64.8%) with a moderately differentiated 
adenocarcinoma (68.1%), with a clinical tnM stage iii 
(46.7%), who underwent an open (81%) low anterior 
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resection. the overall survival rate was 51.9% and 30-day 
and 90-day mortality rates were 1.3% and 2.6%, respec-
tively. After matching, 16 patients were included in the 
iort group compared to 48 patients treated without 
intraoperative radiation (control group). overall survival 
calculated with a Kaplan Meier survival Analysis revealed 
a lower overall survival in the iort group, however it did 
not amount to a statistical significance (100.37 vs 92.42 
months; p=0.294). cox regression analysis demonstrated 
no advantage to iort (Hr 1.55, 95% ci 0.67-3.53; 
p=0.29). no differences were seen in the secondary 
outcomes, including 30 (0% vs 0%; p=1) and 90-day 
mortality (0% vs 4.2%; p=1) and 30 days readmission rates 
(6.2% vs 10.4%; p=1).

Conclusions/Discussion: the use of irot in the treat-
ment of rectal cancer may not confer a significant short-
term or long-term survival benefit.

OUTCOMES OF ABDOMINOPERINEAL 
RESECTIONS (APER) FROM A SUBCONTINENT 
WITH LOW PREVALENCE.

ePoster AbstrActs eP779

A. Mohan, M. Kazi, s. Patel, A. saklani
Mumbai, India

Purpose/Background: rectal cancers (adenocarci-
noma) in the indian subcontinent have a low prevalence 
but are seen in younger patients with a higher percentage 
of signet tumors (10 %). the outcomes of these cannot be 
the same as those from the developed world. We look at 
the oncological outcomes of APer from a tertiary cancer 
hospital

Methods/Interventions: A retrospective analysis from a 
unit colorectal database of patients undergoing Aper. thus 
include demographic parameters, grade of tumor, base-
line tnM staging with preoperative crM involvement, 
and details of neoadjuvant therapy. Approach to surgery 
with perioperative outcomes and long-term oncological 
outcomes were also assessed.

Results/Outcome(s): between June 2010 to July 2022, 
953 patients underwent APer. With a median age of 48 
years, 70 percent of males with low bMi (median 22.8) 
and a high percentage of signet ring cancers (10.4%). the 
preoperative scan revealed 36 % with MrF involved and 
9% as t4 cancers, 95 percent neiadjuvnr chemoradiation 
with additional chemotherapy in 28 percent 60 percent 
were performed with either laparoscopic or open approach 
with ten percent being extended tMe and an average 
blood loss of 500 cc. the Mis approach improved with 
time, being Mis in 95percent cases in 2022. operative 
mortality was 0.5 percent and Grade 3/4 morbidity was 
around 10 % in terms of oncological outcomes, patholog-
ical t4 tumors wer 50 (5.2%) with trG 3 or more than 3 
in 60 percent cases. the median lymph node harvest was 
11 with crM involvement of 8.2 %. Msi-high tumors were 

seen in 4 percent of patients (38/ 537). 79 % of patients 
received adjuvant therapy With a median follow-up of 
61 months, 5-year DFs and os were 59% and 68.3 % 
respectively. Local recurrences alone were seen in 6.8 
percent of Patients with an additional 2.7 percent with 
combined systemic recurrence cusum analysis showed 
these outcomes did not change with experience or time.

Conclusions/Discussion: outcomes of aper are accept-
able in a younger patients group with ten percent signet 
tumors. based on 2-year local recurrence rate, outcomes do 
not improve beyond a certain point even with experience.
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COMPARISON OF YOUNG VS OLD RECTUM 
PATIENTS FROM A SINGLE TERTIARY CANCER 
CENTRE FOR THE YEAR 2018.

ePoster AbstrActs eP781

b. Jajoo1, P. s2, r. balachandran2, s. nadkarni2, 
A. sharma2, M. Kazi2, A. Desouza2, A. saklani2
1Wardha, India; 2Mumbai, India

Purpose/Background: cancer in young patients is 
increasing in number with a significant number of patients 
present at an early age. the median age of presentation 
of colorectal cancer in india is 47 years. it is noticed 
in routine practice that young patients have a higher 
percentage of signet ring cancer and overall poor survival. 
For the same purpose, we compared all rectal cancer 
patients as young vs old with an age cut-off of 45 years, 
presented to tata memorial hospital, Mumbai in 2018 with 
a median follow-up of 47 months.

Methods/Interventions: this is a retrospective audit 
of prospectively maintained data from a single centre. All 
patients with a diagnosed case of carcinoma rectum which 
are registered to our institute are included. Patients are 
divided into young vs old groups with cut off of 45 years. 
All patient data were maintained and collected from elec-
tronic media records.

Results/Outcome(s): 579 rectal cancer patients were 
registered in our institution from 1st January 2018 to 
31st December 2018. 52 % (299) of patients were less 
than 45 with a median age of 36 years and 48% (280) of 
patients were more than 45 years with a median age of 62 
years. both groups have 30 and 32 % of females. there 
was a significant difference in bMi with the younger 
patients having lower bMi. older patients have higher 
ecoG status which was statistically significant. 28% and 
25 % were metastatic at the time of diagnosis in < 45 
and > 45-year group respectively. there was significant 
involvement of the lower rectum in the young patients 
as compared to older (54 % vs 26 %).25 % of younger 
patients have signet ring cells as compared to 5.4 % of 
older patients. there was a significant difference in MrF 
involvement, t stage and lateral nodes and eMVi in 
younger patients as compared to older patients. 24 % of the 
younger patients and 20 % of older patients were treated 
with palliative intent from the initial assessment. 52 % and 
47 % of patients underwent surgery from the young and 
old groups respectively. Younger patients had higher pt 
stage and pn2 stage and crM positivity. recurrence rate 
was highr in younger patient (39% vs 31%- p-0.15) .49% 
Vs 54 % of patients had disease progression or defaulted. 
Median overall survival was 45 months for young patients 
as compared to 52 months in the older group which was 
not statistically significant. Disease-free survival was better 
in older patients without statistical significance

Conclusions/Discussion: Despite the normal belief, 
with a higher stage and grade at initial presentation, young 
rectal cancer patients have comparable survival to older 
patients.

RAPPORT STUDY: RADIO-PATHOLOGICAL 
CORRELATION OF POST NEOADJUVANT 
RESECTIONS OF RECTAL TUMORS.

ePoster AbstrActs eP782

s. Anakthi, P. Haria, A. saklani, A. Desouza, M. Kazi, 
P. s, s. Yadav, n. batra
Mumbai, India

Purpose/Background: About 10% of rectal cancer 
patients are locally advanced with higher risk for local 
recurrence after surgery. the long term survival of patients 
depends on surgical resection with complete tumor clear-
ance with histopathological tumor free margins. Patients 
with locally advanced rectal carcinoma involving contig-
uous pelvic organs are considered for either resection 
of the involved organ alone [extended resection of the 
rectum (err)] or total pelvic exenteration (tPe) to 
obtain negative margin status. As a consequence, most 
patients postoperatively have 2 ostomies with significant 
increase in postoperative morbidity. Pelvic Mri assesses 
response to neo-adjuvant therapy (nAt) and determines 
the extent of surgical resection. However post therapy 
Mri can overestimate the disease extent and not very 
accurate in differentiating residual tumors from treatment 
related changes

Methods/Interventions: Mri and pathologic data from 
30 consecutive patients who underwent neoadjuvant 
treatment and surgical excision beyond the conventional 
mesenteric planes were retrospectively analysed. this 
study aimed to assess the diagnostic accuracy of Mri in 
determining rectal tumour invasion of anterior pelvic 
structures and surgical planning by comparing Mri with 
histological outcomes.

Results/Outcome(s): the male-to-female ratio was 29 :1;  
with median age of 41 years (21-63 years). Pre-operative 
biopsy diagnosis was adenocarcinoma 83% (25/30), adeno-
carcinoma with signet ring cells 10% (3/30) and signet 
ring cell carcinoma 7% (2/30) cases. Post therapy tumor 
regression score was 3/5 in most patients (30 %, 10/30). 
nodal metastasis, perineural and lymphovascular invasion 
was present in 33% (10/20), 23% (7/30) and 10% (3/30) 
cases respectively. Around 13/30 (43%) cases showed 
radio-pathological discordance (7 major and 6 minor). the 
major discordances were due to differences in the extent 
of tumor on radiology and pathology (7/7) while the minor 
discordance was due to radiological over-assessment of 
tumor extent due to presence of acellular mucin and/or 
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fibrosis on pathology (6/6). the anterior resection margin 
was free in all the cases but close (less than 1mm) in 5/30 
(17 %) cases.

Conclusions/Discussion: the study reiterated that 
assessing the degree of extramural tumor extension after 
nAt is challenging. the accuracy of Mri in assessing the 
post-therapy tumor stage is lower which can lead to over-
staging and hence more radical resections.

LAPAROSCOPIC TOTAL PELVIC 
EXENTERATION FOR LOCALLY ADVANCED 
RECTAL CANCER: A FEASIBILITY STUDY.

ePoster AbstrActs eP783

s. nadkarni1, M. Kazi2, n. Kumar3, A. saklani2
1Dharwad, India; 2Mumbai, India; 3Manipal, India

Purpose/Background: beyond-tMe procedures are 
performed for tumors involving contiguous organs which 
have not responded to neoadiuvant therapy or for recur-
rent cancers. Unike the developed world, in the absence 
of screening programmes, beyond-tMe procedures are 
performed for primary tumors in the indian subcontinent. 
We assess the feasibility of laparoscopic total pelvic exen-
teration (tPe) in patients presenting to a tertiary cancer 
centre

Methods/Interventions: From a prospectively main-
tained database, data of patients undergoing tPe are 
obtained. Parameters included were demographics, stage 
of presentation, type of neoadjuvant therapy, presence of 
high risk features like eMVi, lateral pelvic lymph nodes 
or presence of signet cell histology. operative parameters 
included conversion to open procedures, duration, blood 
loss and type of conduit. Perioperative morbidity and 
pathological outcomes were asssesed.

Results/Outcome(s): between 2014 and June 2022, 68 
lap tPe were performed for patients with a median age 
of 44 years (range 35-53) predominantly males (88.2%). 
And included signet cell cancers in 10 (14.7%). clinically 
80.9% patients were t4, with lateral pelvic nodes in 38.3 
% and eMVi in 17.6%. Majority received neoadjuvant 
radiation, with 5.9% patients undergoing upfront surgery. 
For conduit formation ileum was used for 94.1% cases. 
Median duration of surgery was 550 min with median 
blood loss of 800 ml (600-1800). Perineal reconstruction 
was performed in 75% cases and sphincter preservation 
rates were 11%. there were 2 conversions. the patholog-
ical circumferential resection Margin (crM) involve-
ment was 8.8% with mortality of 2 (2.8%), with grade 3 or 
more morbidity in 20 patients. Urinary leak was the most 
common morbidity (6, i.e 8.8%). With a median follow 
up of 14 months there were 23 recurrences (33.8 percent) 
with local recurrence of 5.8 %.

Conclusions/Discussion: Laparoscopic total pelvic 
exenteration is technically and oncologically feasible with 
acceptable outcomes as demonstrated in our study

CHRONIC ANAL FISSURE-FIBRITIC CORD 
IN THE FISSURE-MAIN OBSTACLE FOR 
TREARMENT.

ePoster AbstrActs eP784

s. rahman
Dhaka, Bangladesh

Purpose/Background: Anal fissure is called chronic 
when it passed 8 wek times after the incidence. it is a deep 
tear invade to the deeper muscle coat. Per rectal digital 
finger examination can identified this tract. it is a fibrotic 
cord. it nevers heals by lateral internal sphincterotomy 
alone. Associated excision of the fibrotic cord is main part 
of treatment.



496 ePoster AbstrActs

Methods/Interventions: it is a prospective study. study 
time is from January 2017 to December 2021. total case 
no is 176. All age group are involve. Female are more 
affected. neonates and infants also affected but number is 
few oly 8. both high and low socioeconomic group people 
are affected. Main cause is the dietary habit. Hard stool is 
the main reason. During defaecation this hard stool causes 
tear in the posterior wall of anal canal. tear in this area is 
more. Anterior wall tear is less. bleeding is nit significant 
only stsin the stool surface. but pain is tremendous during 
defaecation. even so severe that he will ot pass stool 2 or 
3 days. that causes further tear in the anal canal mucosa. 
this repeated tear causes narrowing of the anal canal 
orifice.

Results/Outcome(s): examinations are important. Per 
rectal finger test is always helpful. in acute case this test 
never done because of severe painful condition. Multiple 
fissure always indicate there are prevailing of underlying 
disease like malignant lesion, sexually transmitted inflam-
matory conditions, inflammatory bowel conditions like 
chrons disease, ulcerative colitis, tubeoculosis and any 
traumatic injury. Anoscope is used for the identification 
of lesion in anal canal. Flexible sigmoidoscope is used 
when the is below 5o years or less. colooscope helpful 
when the is more than 5o years. this two test is done for 
indentificatio of any colonic disease. contrast computer-
ized tomography of wholeabdomen always performed in 
the suspected l intestinal disease. Mri of rectum and anal 
canal performed for associated any disease in thise area

Conclusions/Discussion: Lateral internalsphincter-
otomy alaways perfomed with excision of the fibrotic cord 
in the anal fissure and digital finger dilatation provide best 
result. never recurrence happened.

CLINICAL PRESENTATION OF MONKEYPOX AT 
A SINGLE INSTITUTION: DESCRIPTIVE CASE 
SERIES.

ePoster AbstrActs eP785

H. Almaazmi, s. Arnott, M. ng
Washington, DC

Purpose/Background: Monkeypox infection may have 
higher prevalence among men who have sex with men. 
the aim of this study is to describe the clinical features of 
Monkeypox infection.

Methods/Interventions: this is a descriptive case series 
of Mokeypox positive cases that presented to George 
Washington University Hospital and outpatient clinic 
necessitating general or colorectal surgery consult between 
August and october of 2022.

Results/Outcome(s): overall five patients are included 
in the study. Median age is 36 years. All participants are 
men who have sex with men. 3/5 patients were diag-
nosed with Monkeypox before their initial presentation 
to our institution. 80% of the patients required hospital 

admission. 40% of the patients required >1 admission to 
our institution or another facility. Median length of stay is 
4 days. All patients presented initially with anal pain. 4/5 
patients are HiV positive. 75% of HiV positive patients 
have low cD4 count <100 and history of syphilis. three 
patients required examination under anesthesia. one 
patient returned with acute appendicitis and required 
laparoscopic appendectomy. the appendix was found to be 
perforated intraoperatively. All patients received at least 
one course of tecovirimat, which is FDA approved for 
first line treatment of Monkeypox. Patients who required 
>1 admission and >1 trip to the or, received two courses 
of tecovirimant. 3/5 patients were discharged after clinical 
improvement of their symptoms, one patient left against 
medical advice and one patient never required admission. 
so far, only one patient presented for follow up. He has 
persistent anal pain and plan is to repeat the exam under 
anesthesia to rule out possible fistula.

Conclusions/Discussion: Monkeypox anal disease may 
have higher prevalence in men who have sex with men, and 
who are HiV positive with low cD4 count. Patients with 
more than one admission or repeat trips to the operating 
room may benefit from repeat courses of tecovirimant. 
colorectal and general surgeon should consider testing for 
Monkeypox when evaluating patients with anal lesion who 
are HiV positive and men who have sex with men. Further 
long term data is required to fully evaluate the nature 
history of the disease.

IMPACT OF PRE-OPERATIVE ANAL 
PHYSIOLOGY TESTING, ANAL 
ULTRASONOGRAPHY AND DEFOCOGRAPHY 
ON OUTCOMES OF PATIENTS WITH 
SACRAL NEUROMODULATION FOR FECAL 
INCONTINENCE INCONTINENCE.

ePoster AbstrActs eP787

e. silva-Alvarenga1, Z. Garoufalia1, s. emile1, 
s. Meknarit2, F. Hernandez1, r. Gefen1, 
V. strAssMAnn1, e. Weiss1

1Weston, FL; 2Boca Raton, FL

Purpose/Background: sacral neuromodulation (snM) 
has become the standard technique for refractory fecal 
incontinence (Fi). it is unclear which patients may most 
benefit from snM and there is no consensus as to 
the required preoperative work-up. currently, the best 
predictor of success is the patient’s response to test stimula-
tion, leading an increasing number of surgeons to abandon 
further preoperative anorectal testing for snM placement. 
this study aimed to investigate the impact of preoperative 
anorectal manometry (AM), electromyography (eMG), 
anal ultrasonography (AUs), and defecography (DG) on 
outcomes after snM for Fi.

Methods/Interventions: this was a retrospective cohort 
study of consecutive patients with fecal incontinence (Fi) 
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who underwent snM from 2012-2020. cleveland clinic 
Fecal incontinence score (ccF-Fis) was used to assess 
postoperative Fi severity. Patients were divided into two 
groups: those who underwent at least one modality of 
preoperative testing (PoP) and those who did not undergo 
any preoperative testing (nPoP). subgroup analysis in 
the PoP group compared those who had normal versus 
abnormal findings. success rate was determined as ≥50% 
improvement in ccF-Fis.

Results/Outcome(s): our cohort included 106 patients 
(92.5% female), with a mean age of 61.7 years (sD±14.13) 
and mean bMi 26.1 kg/m2 (sD±5.36). Five (4.8%) were 
tobacco users, 10 (9.4%) had diabetes and 29 (27.4%) 
had some form of neurologic disease. 14 (13.3%) and 
12 (11.4%) patients had a prior history of spine surgery 
and pelvic radiation, respectively. Median preoperative 
ccF-Fis was 18 (15-20), 4 (3-85), 5 (1-9) and 10 (4-15) 
at 6, 12 and at last follow up at 49 months (12-74), 
respectively. % reduction in ccF-Fis at last follow up was 
52%. overall success rate was 55.7%. 84 (79.2%) patients 
underwent at least one modality of preoperative testing 
(PoP group); 22 patients (20.8%) did not (nPoP group). 
success rates and median % reduction in ccF-Fisfor each 
modality, when performed, is shown in Table 1A. in the 
PoP group, comparison of outcomes between patients 
with normal and abnormal tests did not show statistical 
significance (Table 1B). the 30-day complication rate was 
36.4% and 63.6%, redo snM rate was 5.9% and 94.1%, 
and device explanation rate within 30 days was 4.2% and 
95.8% for PoP and nPoP, respectively.

Conclusions/Discussion: owing to the small sample 
size, our study did not detect statistically significant 
disparities on outcomes of patients who underwent snM 
for Fi who underwent preoperative AM, eMG, AUs, 
and DG compared to patients who did not. there was 
no detectable impact on success rates or % reduction in 
the ccF-Fis for patients with normal versus those with 
abnormal test results in the PoP group. Although not 
statistically significant, the 30-day complication rate, redo 
snM, and 30-day explantation rates were substantially 
higher and more clinically relevant.

Table 1A. Success rates and CCF-FIS outcomes for each preop-
erative test modality when performed or not. PNTML: Pudendal 
Nerve Terminal Motor Latency; EMG: electromyography. Table 
1B: Success rates and CCF-FIS outcomes for abnormal and normal 
preoperative test results for each modality. PNTML: Pudendal Nerve 
Terminal Motor Latency; EMG: electromyography

THE USE OF CORE DESCRIPTORS FROM 
THE ENIGMA CODE STUDY IN RECENT 
LITERATURE.

ePoster AbstrActs eP788

s. Khan, A. Arline, e. steinhagen, s. stein
Cleveland, OH

Purpose/Background: Heterogeneity and variable data 
quality complicate extrapolation of data regarding anal 
fistulas in crohn’s disease (cAF). the eniGMA collabo-
rators established core outcomes and descriptors to better 
standardize reporting of cAF. it is unclear to what extent 
the core descriptors have been used in existing studies 
of cAF. our objective was to evaluate the use of these 
descriptors in recent literature.

Methods/Interventions: We completed a systematic 
review using covidence (Veritas Health information, 
Melbourne, Australia) extracting publications from 
PubMed and the cochrane library (including retrospective 
studies, case series, and prospective trials) from the past 10 
years specific to the clinical interventions and outcomes of 
cAF. each article was assessed for inclusion of eniGMA 
descriptors. the median number of criteria per publica-
tion was evaluated in addition to the overall frequency 
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of each individual descriptor throughout the studies. Use 
of eniGMA descriptors was compared between medical 
and procedural publications using the Wilcoxon Mann 
Whitney test and Fisher’s exact test.

Results/Outcome(s): ninety publications were 
extracted. the median number of descriptors was 15. 
Descriptors were more frequently used in procedural 
publications (n = 16) than medical publications (n = 14) 
(p = 0.031). the ten most frequently used descriptors 
included Previous treatment with biological therapy, 
Presence of Discharge from Fistula and Previous and/
or current seton Drainage (Figure 1). sixteen distinct 
descriptors were used in over half of publications while 17 
others were used in less than a third. the least commonly 
used descriptors included Fistula Quality of Life Descriptor 
(1%), Psychological impact of Living with cAF (2%), 
and Previous recto-urogenital Fistula (2%). Medical  
and procedural publications tended to use different  
descriptors. in procedural publications Faecal incontinence  
(p = 0.004), total number of internal openings  
(p = 0.019), number of Previous Fistula interventions  
(p = 0.002), Presence and severity of Ano-rectal stenosis 
(p = 0.015), current Proctitis (p = 0.016), current 
recto-urogenital Fistula (p = 0.002), Location of tracts in 
relation to sphincter (p = 0.003), and recurrent Fistulae 
(p = 0.012) were more commonly described. Medical 
publications were more likely to include the descriptors 
of Previous response to biologic therapy (p < 0.001) 
and Duration and type of current course of biological 
therapy (p < 0.001).

Conclusions/Discussion: Fewer than half of the 37 
descriptors were frequently used in studies regarding 
cAF with different descriptors used in procedural versus 
medical interventions. With many descriptors used less 
than a third of the time, the colorectal community should 
determine the necessity of all 37 descriptors and commit to 
either inclusion or elimination.

COMPLEX ANAL FISTULA TREATMENT USING 
A PLUG OF NOT CROSS-LINKED ACELLULAR 
DERMAL MATRIX IN A COUNTY HOSPITAL.

ePoster AbstrActs eP789

M. Martínez Vilalta
Barcelona, Spain

Purpose/Background: surgical treatment of complex 
anal fistula is controversial and the main objective is 
remove the fistula and its symptoms, prevent recurrence 
and preserve the function of the anal sphincter. the 
probability of recurrence and/or complications is bigger in 
complex fistulas than in simple ones. therefore, there are 
different options of treatment, some technically compli-
cated and not available in all hospitals. the aim of the 
study is to analyze the results in complex anal fistula treat-
ment using Pressfit®, in our experience.

Methods/Interventions: retrospective study of case 
series treated with Pressfit® between 2016 and 2022. 17 
surgical procedures were performed in 15 patients (9 men 
and 6 women). recurrence was defined as the symptom-
atic suppuration referred by patient from 3 months in the 
postoperative. All procedures were performed by outpa-
tient surgery.

Results/Outcome(s): At first, from 15 procedures, we 
got successful results in 7 patients (46.6%) and unsuc-
cessful results in 8 patients (53.3%): 40% (6 patients) with 
recurrence and 13.3% (2 patients) with technical prob-
lems (migration of the plug). We performed re-Pressfit® 
in 2 cases (1 migration and 1 recurrence) with successful 
results in both patients. overall we got 9 patients (60%) 
without fistula and it is persisting in 5 patients (33.3%). 1 
more patient (6.6%) reached healing after recurrence with 
another procedure. no patients presented any change in 
anal continence after this surgery.

Conclusions/Discussion: complex anal fistula surgical 
treatment using Pressfit®, well indicated and if it is neces-
sary, is a useful technique, reliable and safe, with acceptable 
results compared to another complex techniques and, in 
our experience, there is no increasing morbidity, preserves 
anal sphincter function and its possible to repeat the proce-
dure in case of recurrence or migration of the plug.

BILOBED TRANSPOSITION FLAP AND 
PILONIDAL DISEASE: ANOTHER NOVEL 
APPROACH FOR COMPLEX CLOSURE.

ePoster AbstrActs eP790

V. cabrera Leon, A. Akhtar, G. Apostolides
Baltimore, MD

Purpose/Background: Pilonidal disease is a benign 
disease with high incidence of recurrence after surgery. 
several flap techniques have been described for closure of 
complex pilonidal disease with variable success and wound 
dehiscence rate especially at edges. We present a case of a 
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complex recurrent pilonidal disease that was satisfactorily 
managed with a unique off midline bilobed surgical flap 
reconstruction technique.

Methods/Interventions: A 26 year old male presented 
with chronic recurrent pilonidal disease affecting his 
quality of life. examination showed pilonidal disease 
at the natal cleft extending towards the right side with 
several chronic sinuses almost 12 cm length and 6 cm 
wide. conservative and surgical management options were 
discussed in detail including postoperative complications 
such as delayed wound healing. Patient underwent ambu-
latory surgery in a prone jackknife position under general 
anesthesia along with long acting local anesthesia for post-
operative analgesia. the pilonidal disease area was marked 
and excised to get clean margins and deep close to sacral 
fascia until no residual disease was visible using methylene 
blue staining. A large defect of 13 x 8cm was left after 
excision. A bilobed flap was fashioned in a way that first 
lobe was marked directly to the right side of defect, almost 
80 % of diameter of defect. the second lobe was marked 
immediately adjacent to the first lobe, in half past 1 o’clock 
position, 45 degrees off of the vertical axis and half of first 
lobe diameter. A hat added to flap to keep edges round 
creating less chance of dehiscence and more vascularity to 
flap. the wide undermining done and first lobe was trans-
positioned to cover primary defect and sutured in place in 
layers with 3-0 vicryl with the first layer between presacral 
fascia and flap base to keep the tension off. the second 
lobe was transpositioned to cover the defect of the first 
lobe in the same manner. skin closed with V-loc 2-0 suture 
in subcuticular fashion. A high viscosity tissue adhesive 
glue applied over the wound.

Results/Outcome(s): Patient was followed up for 3 
months after surgery. no interval infection nor wound 
dehiscence reported. crescentic wound edges healed 
nicely without any local dehiscence. He reported adequate 
satisfaction with surgery. Patients advised to continue with 
the local hygiene regine and hair loss shaving cream on a 
regular basis.

Conclusions/Discussion: complex recurrent pilonidal 
disease is benign disease with high recurrence rate and 
mostly treated with limberg or karydakis flap with vari-
able success rate and almost always have edge dehiscence 
in short term recovery period. We report a successful 
bilobed transposition flap reconstruction for complex 
pilonidal disease with no wound dehiscence at edges 
during recovery. this is a novel alternative type of flap for 
this disease that can be considered in selective cases. the 
avoidance of sharp edges in this flap decreases the risk of 
wound dehiscence.

POST-HEMORRHOIDECTOMY OPIOID 
PRESCRIBING PRACTICES.

ePoster AbstrActs eP791

K. Dobesh, i. Ahmad, n. Musili, G. Polsinelli, 
D. Kadiyala, M. Asai
Detroit, MI

Purpose/Background: Hemorrhoidectomy is one of 
the oldest and most common anorectal procedures. Given 
the push to move simple anorectal procedures like hemor-
rhoidectomy to outpatient only, post-operative analgesia is 
exceedingly important. narcotics are commonly prescribed 
for this purpose. Previous studies have demonstrated 
17.1-33% of patients needing a refill. However, the 
opioid epidemic has increased scrutiny on post-operative 
prescribing practices. Although there is no specific recom-
mendation for hemorrhoidectomy, the evidence-based 
prescribing recommendations from the Michigan opioid 
Prescribing engagement network (MoPen) recommends 
0-5 tablets of 5mg oxycodone (37.5 MMe’s) for a tran-
sanal resection of a rectal tumor, which is likely compa-
rable. Given this guidance, we sought to examine a single 
institution’s experience with hemorrhoidectomy narcotic 
prescribing practices.

Methods/Interventions: the electronic health record 
of a single-state health system was queried for hemorrhoid-
ectomy cPt codes from 11/2021 to 10/2022. retrospective 
chart review was conducted for basic demographics, 
operative variables, and pain control variables including 
pre-operative narcotic use, post-operative narcotics refill, 
and total morphine milligram equivalents (MMe) for both. 
A statewide database that tracks controlled substance 
prescriptions by patient, was used to verify narcotics 
prescriptions. Median with interquartile range were used 
when appropriate. chi-squared test and t-test were used 
for comparison.
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Results/Outcome(s): there were 110 total patients in 
the cohort with an average age of 52, 57% (62) female, 
and 79% (87) white. A total of 15% of patients (16) were 
taking narcotics prior to their hemorrhoidectomy with 
an average pre-operative daily MMe of 28.5. in regards 
to pain management, exparel (bupivicane liposome) was 
administered to 47% of patients. total discharge MMe’s 
were 60 [45-100]. twenty-five patients received a medica-
tion refill with a total refill MMe’s of 90 [60-201]. of those 
who received a refill, 28% (7) were taking a pre-operative 
narcotic with an average of 21 daily MMe’s and 48% (12, 
p = 0.93) received exparel intra-operatively. there was 
no statistical difference between the discharge MMe’s of 
patients who did not and did receive a refill (72.7 vs 72.2, 
p=0.97). out of 110 patients, 20 (18%) received less than 
or equal to the recommended MoPen amount. there was 
no statistical difference in age, gender, or refills between 
those who received over the recommended amount.

Conclusions/Discussion: Patients are being prescribed 
twice the recommended amount at discharge and three 
times the amount when refilled. only 25% of patients who 
received refills were chronic users. Previous literature has 
shown a reduction in opioid consumption with pudendal 
block, but less so with perianal anesthesia. there was no 
statistical difference in our study between patients who 
received a pudendal block or perianal anesthesia with 
exparel and those who received refills.

OUTCOMES OF CO2 WAVEGUIDE-DIRECTED 
LASER ABLATION FOR THE TREATMENT OF 
COMPLEX ANAL FISTULAS.

ePoster AbstrActs eP792

c. beauharnais, P. sturrock, t. Aulet, J. Davids, 
J. Maykel, K. Alavi
Worcester, MA

Purpose/Background: the surgical treatment of 
complex anal fistulas remains challenging. co2 laser 
ablation presents the potential advantage of reduced tissue 
penetration, and reduced risk of sphincter injury, when 
compared to other laser delivery systems.

Methods/Interventions: Patients with complex fistulas 
underwent co2 waveguide-directed laser ablation of 
complex anal fistulas, and were followed for a period of one 
year. subjects with inflammatory bowel disease or fistula 
related to known malignancy were excluded. Follow-up 
occurred at 3 weeks, 6 weeks, 3 months, 6 months and 
patients received a telephone call 12 months post-oper-
atively. Healing status was determined based on physical 
exam and self-report of peri-anal symptoms including pain, 
swelling and drainage. An intention-to-treat analysis was 
performed for patients who were taken out of study due 
to persistent symptoms and/or required another procedure 
during the study period.

Results/Outcome(s): A total of 29 patients were enrolled 
in the study. subjects were primarily male (n=18, 62%),  
non-Hispanic (n=25, 86.2%), caucasian (n=20, 69%) 
with a median age of 43 (iQr 35-57) years. All fistulas 
were trans-sphincteric, with a median length of 30 (iQr 
25-45) mm. two patients were lost to follow-up at the 
3-month timepoint, and 6 patients were taken out of 
the study as they required an additional procedure for 
symptom control. A total of 12 (44%) patients were found 
to be completely healed at 6 months, and 11 (39%) were 
found to be healed at 1 year. there were no post-operative 
complications, including sphincter injury, throughout the 
study period.

Conclusions/Discussion: Modest healing rates were 
observed with co2 laser ablation for the treatment of 
complex anal fistulas. this study was limited by a small 
sample size. thus, larger studies are warranted to inves-
tigate the use of this technology, given its added benefit 
of limited damage to surrounding tissues, including the 
sphincter complex.

INDOCYANINE GREEN GUIDED SENTINEL 
LYMPH NODE BIOPSY IN COLON CANCER: A 
PROSPECTIVE STUDY.

ePoster AbstrActs eP793

Z. Ahmed, s. M Patil, G. rao, P. rebala
Hyderabad, India

Purpose/Background: indocyanine green (icG) dye 
guided near infrared fluorescence imaging is a promising 
tool for sentinel lymph node (sLn) identification in colon 
cancer. the aim of this study was to evaluate the role 
of intraoperative near infrared (nir) icG guided sLn 
biopsy in colon cancer.

Methods/Interventions: Forty eight patients of clini-
cally staged t1-t3 node negative colon cancer underwent 
laparoscopic/open resection from June, 2020 to June, 2022. 
Patients received colonoscopic peritumoral submucosal 
icG injections for laparoscopic cases (n=32) and subse-
rosal injections for open cases (n=16) followed by detec-
tion of sLn using nir camera. sLns underwent conven-
tional hematoxylin and eosin staging with additional serial 
sectioning and immunohistochemistry for Pancytokeratin 
(ultra-staging) for node negative patients on conventional 
histopathology. Detection rate and upstaging rate were the 
primary end points.

Results/Outcome(s): Forty eight patients with mean 
age of 60.2 ± 11.7 years, mean bMi of 25.4 ± 4.29 were 
recruited. An average of 2.08 ± 1.27 sLn were identified 
in 45 patients at mean time of 8.2 ± 3.68 minutes with 
detection rate of 93.75 %. eighteen patients had node 
positive disease and sLn was false negative in 4 of these 
patients resulting in a sensitivity of 77.77 %. the negative 
predictive value (nPV) and accuracy of the procedure was 
87.09 % and 91.11 % respectively. Aberrant lymph node 
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drainage was identified 2.22% patients in our study. three 
out of thirty patients who were node negative on routine 
histopathology was upstaged (10 %) due to presence of 
micrometastasis on ultra-staging. there was no significant 
difference in sensitivity, nPV, accuracy and detection rates 
between the submucosal and subserosal injection groups.

Conclusions/Discussion: icG guided sLn mapping 
can help in identifying metastatic lymph nodes in colon 
cancer patients which can be missed on conventional 
hematoxylin and eosin staging.

METASTATIC SOFT TISSUE LESION AS FIRST 
IDENTIFIABLE SITE OF PRIMARY COLORECTAL 
CANCER.

ePoster AbstrActs eP794

c. schardein, M. Mcnally
Kansas City, MO

Purpose/Background: it is well established that liver 
and lungs are the most common sites of metastasis of 
colorectal malignancies, whereas this young adult uniquely 
presented as metastases to the soft tissue of the back.

Methods/Interventions: ts is an otherwise healthy 
39-year-old male who first identified a soft tissue mass 
to his back around December 2021. He was referred 
to a general surgeon following an ultrasound noting a 
nonvascular mildly lobular hypoechoic mass measuring 
3.1 x 1.6 cm. During the excision, the mass was found to 
be larger than identified on ultrasound and intramuscular 
in nature. thus, the procedure was aborted to pursue 
additional workup. An Mri demonstrated a suspicious 
avidly enhancing 4.7 x 3 x 7 cm lobulated mass inseparable 
from the trapezius and latissimus muscles. He was then 
referred to surgical oncology where a second chest wall 
mass was identified. core biopsies of both soft tissue masses 
demonstrated moderately differentiated adenocarcinoma 
consistent with a colorectal primary. Additional evaluation 
noted an elevated ceA of 2564. A Pet revealed an avid 
mass within the sigmoid colon and evidence of skeletal, 
soft tissue, liver, pancreatic, renal, retroperitoneal, lung, 
and lymph metastases. Further history revealed an aunt 
and uncle with colorectal cancers, a recent forty pound 
weight loss and bowel habit changes.

Results/Outcome(s): He was started on systemic 
therapy (FoLFoX). oxaliplatin was omitted following 
reaction and he transitioned to Xeloda. Progression of 
disease prompted braf analysis (positive) and he was tran-
sitioned to cetuximab/encorafenib. His course has been 
complicated by obstructive jaundice from liver metastasis 
and portal vein thrombus. these have been managed 
with stent placement and anticoagulation respectively. 
currently, he remains on palliative chemotherapy with 
stable disease.

Conclusions/Discussion: Patients with colorectal 
primary malignancies are not infrequently diagnosed 

by incidental identification of metastatic lesion. in this 
patient’s case, it is important to note his atypically young 
age of presentation and post diagnosis admission of familial 
history of colorectal cancers and associated symptoms. 
this example highlights the necessity of a thorough history 
and physical exam, maintaining a high index of suspicion 
in young patients with atypical presentations and ensuring 
patients undergo colorectal cancer screening with strong 
family histories or symptoms.

INFILTRATING LOBULAR CARCINOBULAR 
CARCINOMA OF THE BREAST WITH 
LATE EXTRAOCULAR AND COLON 
METASTASES WITH NORMAL MACROSCOPIC 
COLONOSCOPY: A CASE REPORT.

ePoster AbstrActs eP795

J. Garza sanchez, c. cordero vargas, r. Lopez Merino, 
i. Gonzalez espinoza
Puebla, Mexico

Purpose/Background: to report the case of a 
59-year-old female patient with an initial diagnosis of infil-
trating lobular mammary adenocarcinoma, with late recur-
rence 14 years after mastectomy, expressed as extraocular 
and colonic dissemination, to provide valuable information 
to the literature on the management of this type of disease. 
patients

Methods/Interventions: An analysis of the patient’s 
clinical record, cabinet studies and therapeutic interven-
tions was carried out. international guidelines on manage-
ment were analyzed. A review of the literature was carried 
out.

Results/Outcome(s): We present the case of a 
59-year-old woman who was referred to our service with 
a remission of 14 years of an invasive lobular carcinoma 
of the breast (er positive, Pr negative, Her-2/neu 1+ 
negative), now with gastrointestinal alteration (consti-
pation, nausea, vomiting and indigestion). on further 
evaluation, and with high level of suspicion, a colonoscopy 
was performed in which stenosis was observed, a rectal 
biopsy reported adenocarcinoma with signet ring cells. 
Pet scan proven metastases to colon (cecum) and ayelid. 
chemotherapy treatment with capecitabine is started. A 
second colonoscopy was performed, observing loss of elas-
ticity of the mucosa (molecular interplay), biopsy reported 
metastatic infiltrating lobular mammary carcinoma with 
signet ring cells. the patient is currently under treatment 
with aromatase inhibitors + cDK4/6 inhibitors (3). she 
is currently undergoint the 12-month treatment and tole-
raiting it well.

Conclusions/Discussion: A recent systematic review 
suggested reserving surgical treatment in emergen-
cies (perforation, obstruction and hemorrhage) and in 
patients with isolated injuries where it could improve 
the clinical course, however, we currently do not have a 
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recommendation with A1 evidence for the treatment of 
these patients [3]. regarding the loss of elasticity in the 
mucosa, it could be attributed to the molecular interplay 
between tumor cells and non-malignant elements of the 
lamina propria [4].

Fig 1) Pet/ct reported metabolic increase in the cecum and ascending 
colon.

DOES SIZE MATTER? IMPACT OF BODY MASS 
INDEX AND POLYP SIZE ON COMBINED 
ENDOSCOPIC ROBOTIC SURGERY OPERATIVE 
TIME.

ePoster AbstrActs eP796

J. broome1, A. Jones2, M. Zelhart1

1New Orleans, LA; 2Aurora, CO

Purpose/Background: compared to its laparoscopic 
counterpart, combined endoscopic robotic surgery (cers) 
has decreased operative times. However, factors that 
impact operative time have not been investigated. We 
sought to investigate the impact of body mass index (bMi), 
polyp size, and number of polyps resected on operative 
time.

Methods/Interventions: A single-center retrospective 
study of a prospectively collected database was conducted. 
the study population included all consecutive cers 
patients from a single colorectal surgeon between March 
2018 and october 2021. Patients that were converted to 
other procedures were excluded from the final analysis. 
statistical analysis was conducted utilizing ibM sPss 28 
(Armonk, nY).

Results/Outcome(s): cers was attempted in 93 
patients during this study period. the procedure was 
completed in 88 (95%) cases. reasons for conversion 
to other procedures included a smaller than anticipated 
polyp, concern for malignancy, involvement of the ileo-
cecal valve, inability to lift the polyp, or involvement 
of the appendiceal stump. Most of the population was 
white (88) and male (68%). the average age was 66 years 
(sD=10), the average history of abdominal surgeries was 
1 (sD=1), and the median bMi was 28 kg/m2 (range 
20-45). Median operative time and polyp size were 72 
mins (range 31-184 mins) and 40 mm (range 5-180 mm), 
respectively. the most common polyp locations were the 
cecum, ascending, and transverse colon (31%, 28%, 25%). 
A total of 15 patients (18%) had multiple polyps resected 
during their cers procedure. subgroup analysis based on 
primary polyp location showed no difference in operative 
time between groups (p>0.05). Linear regression analysis 
showed that bMi, primary polyp size, and the total number 
of polyps had no impact on operative time (p>0.05).

Conclusions/Discussion: in combined endoscopic 
robotic surgery, patient bMi, polyp size, polyp location, 
and the total number of polyps resected had no impact on 
operative time. the time needed for endoscopic platform 
setup and docking of the robotic system may be a more 
likely source for variability in operative times. After the 
equipment was set up, cases proceeded quickly regardless 
of patient bMi, polyp size, or polyp location. recent liter-
ature reported that median bMi and primary polyp size in 
combined endoscopic laparoscopic surgery was 26 kg/m2 
(19-32) and 30mm (7-50), respectively. cers was asso-
ciated with a larger median bMi and primary polyp size. 
Despite this, robotic augmentation to cers decreased 
operative time, further suggesting that bMi and primary 
polyp size may not have an effect.

THE OUTCOMES OF ENDOSCOPICALLY 
PLACED COLONIC STENTS IN MALIGNANT 
LARGE BOWEL OBSTRUCTIONS AT A SINGLE 
CENTER.

ePoster AbstrActs eP797

s. Gurien, M. Joel, L. iosif, A. Morgan, G. isenberg, 
b. Phillips, c. costanzo
Philadelphia, PA

Purpose/Background: colonic obstruction can be due 
to a variety of causes, including malignant and benign 
conditions. self-expanding metal stents (seMs) are 
commonly used to treat large bowel obstructions (Lbo) 
due to malignant disease prior to surgery. Following resolu-
tion of the obstruction, a completion colonoscopy through 
the stent to rule out synchronous lesions can be performed. 
Although seMs do not have a high-risk profile, they are 
not without potential complication – including perfo-
ration, migration, re-obstruction. Due to the urgency 
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to remove the cancer and stent, patients often undergo 
surgery without a completion colonoscopy, although these 
rates are unknown. We sought to identify the rates at our 
institution of completion colonoscopy prior to or and 
outcomes of the operations with stents.

Methods/Interventions: All colonic stent attempts 
for obstructions were gathered between January 1, 2017 
and January 1, 2022 using cPt codes. these were then 
screened for malignant disease of the left side causing an 
Lbo necessitating the need for colonic stent placement. 
Any patient that did not undergo surgery was excluded. 
A retrospective chart review was then conducted on these 
patients to look at completion colonoscopies prior to or 
after seMs placement, time from hospital arrival to stent 
placement, time to or from stent placement, ostomy rates 
after stent placement, and length of stay (Los).

Results/Outcome(s): During this time interval, 83 
colonic stents were attempted. of the successful stent 
placements, 19 then underwent surgery. Four patients had 
right sided and proximal transverse obstructing lesions 
and were excluded, therefore a total of 15 patients were 
included in our review. of these 15 patients, only 1 
(6.7%) underwent a completion colonoscopy to the cecum 
after stent placement and before surgical resection. no 
synchronous cancers or adenomatous polyps were found. 
the median time from arriving at the hospital to the start 
of endoscopy was 22 hrs and 3 mins. one (6.7%) patient 
had a colonic perforation after stent placement, which was 
after the initiation of chemotherapy, and 1 (6.7%) patient 
was restented due to tumor growth before the or. ten 
(66.7%) cases were completed laparoscopically and only 
1 (6.7%) required an ostomy. thirteen (86.7%) patients 
went home with a stent and returned for a semi-elective 
surgery. Median length of time from stent to or was 16 
days and an average of 28.7 days. After the operation, the 
median Los was 5 days with an average Los of 5.7 days.

Conclusions/Discussion: seMs placement in the 
setting of a malignant Lbo has a theoretical advantage 
of doing a completion colonoscopy prior to the or to rule 
out synchronous lesions. However, after reviewing our 
single center data, we concluded that the vast majority 
of these patients do not get a completion colonoscopy 
prior to the or. Future work is needed to determine if 
these completion colonoscopies would change operative 
management.

IDENTIFYING RISK FACTORS PREDICTIVE 
OF URGENT AND EMERGENT SURGICAL 
INTERVENTION FOR INITIAL PRESENTATION 
OF COLORECTAL ADENOCARCINOMA.

ePoster AbstrActs eP798

J. isabella, b. carr, M. Guidry, G. Prezkop, H. Malinosky, 
n. bess, G. orangio
New Orleans, LA

Purpose/Background: it is well established that early 
diagnosis of colon and rectal adenocarcinoma through 
screening decreases morbidity and increases overall 
survival. However, a significant number of patients are 
diagnosed with colorectal cancer in the emergency depart-
ment. of these patients diagnosed with colorectal cancer 
in the acute setting, approximately 30% require surgical 
intervention in the urgent or emergent setting. the patient 
population at our institution appears to be afflicted with 
worse healthcare disparities compared to the national and 
state average. the aim of this study is to identify certain 
risk factors that are associated with urgent and emergent 
surgical intervention at the initial diagnosis of colon and 
rectal adenocarcinoma within our patient population.

Methods/Interventions: this is a single center, retro-
spective study of a safety net hospital in new orleans, 
LA. All patients whose initial diagnosis of colon or rectal 
cancer was obtained during a hospital admission via the 
emergency department were queried using icD-10 codes 
specific to the pathology.

Results/Outcome(s): over the 5 year study period, 
154 patients were diagnosed with a colon or rectal cancer 
during a hospital admission via the emergency depart-
ment. of these, 82 (53.2%) required urgent or emergent 
surgery within 7 days of their initial presentation. Hispanic 
patients were more likely to undergo urgent or emergent 
resection compared to non-Hispanic white and Afro-
American patients (rr 1.98, ci 1.09-3.58; rr 3.27, ci 
1.61-6.65). both Hispanic and white patients were more 
likely to receive an ostomy during emergent surgery than 
were Afro-American patients (rr 3.02, ci 2.08-4.39; rr 
2.92, ci 2.01-4.25). 31 (20%) patients required an ileos-
tomy or a colostomy creation at the index operation.

Conclusions/Discussion: in the present cohort, over 
half (53.2%) of the patients diagnosed with colon or rectal 
cancer in the acute setting required a surgical interven-
tion for acute indications such as obstruction, bleeding or 
perforation. this is significantly higher than the national 
average. in our cohort, Hispanic ethnicity was associated 
with a higher rate of urgent or emergent surgery and stoma 
formation. identification of patient factors contributory to 
urgent or emergent surgery at time of diagnosis is critical to 
enact practices for prevention in these vulnerable patient 
populations. Further studies aimed at identifying health-
care disparities and income inequalities are needed to 
effectively impact this patient population and prevention 
of urgent and emergent surgical intervention.
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ROBOTIC VERSUS LAPAROSCOPIC 
COLORECTAL SURGERY: A COMPARISON OF 
ONCOLOGIC OUTCOMES.

ePoster AbstrActs eP799

A. Akhtar, V. cabrera Leon, G. Apostolides
Baltimore, MD

Purpose/Background: Minimally invasive laparoscopic 
and robotic surgery is widely practiced nowadays for 
colorectal cancer. With increasing availability and surgical 
experience, robotic surgeries are being utilized more 
frequently for colorectal cancers. it is unclear if any 
approach is superior to other for cancer patients. this study 
compares oncological outcomes of robotic vs laparoscopic 
surgery for colorectal cancer from a single institution.

Methods/Interventions: A retrospective study was 
performed to compare outcomes of consecutively operated 
patients who underwent elective laparoscopic or robotic 
colorectal resections at a tertiary academic center from 
2016 to 2020. the associations between patient character-
istics, type of operation, open conversions, length of stay, 
distal margins and number of harvested lymph nodes were 
assessed. Data analysis was done using sPss.

Results/Outcome(s): A total of 164 patients included 
in study who underwent laparoscopic (59.8%) and 
robotic (40.2%) surgery between 2016 and 2021. Females 
comprised 43% colorectal and 40% of robotic procedures. 
Among patients undergoing laparoscopic surgery 75% 
had colon cancer, and among patients undergoing robotic 
surgery 24 % had colon cancer. Majority of rectal cancer 
patients underwent robotic surgery 74% vs 26% via laparo-
scopic surgery. rate of conversion to open was 5% in lapa-
roscopic surgery and 4% in robotic surgery (p<0.00). there 
was no significant difference in length of hospital stay, 
complications rate, number of harvested lymph nodes and 
more than 12 lymph nodes retrieval in laparoscopic and 
robotic groups. Mean number of lymph nodes harvested 
were equivalent in laparoscopic and robotic groups 24.9 
vs 24.1 respectively. Four patients had less than 12 
lymph nodes harvested in the laparoscopic approach and 
6 patients in the robotic group (p> 0.05). Distal patho-
logical margins were negative in 95.8% of colon cancer 
patients who had laparoscopic surgery versus 98.6% of 
patients with robotic surgery (P<0.01). Majority of low 
rectal cancer treated with robotic approach 88% vs 12% 
laparoscopic. robotic locally advanced low rectal cancer 
patients who were treated by neoadjuvant chemotherapy, 
two had positive circumferential resection margin and two 
had less than 2mm distal margin. Majority of laparoscopic 
rectal cancer resections were mid/upper rectal and all had 
negative circumferential resection margin and 2 patients 
had less than 2 mm distal margin (p =0.05).

Conclusions/Discussion: both approaches are currently 
practiced for colorectal cancer due to early recovery and 
comparable postsurgical outcomes. this study showed 
lymph node harvestation is equivalent in robotic and 

laparoscopic approach. robotic resection is associated 
with a wider negative margin in colon cancer patients. 
robotic approach is practiced more for very low locally 
advanced rectal cancers with inherent potential of positive 
margins as compared to laparoscopic approach with aim of 
sphincter preservation.

SIMULTANEOUS ENDOVASCULAR ANEURYSM 
REPAIR (EVAR) AND LAPAROSCOPIC LOW 
ANTERIOR RESECTION IN PATIENT WITH 
ABDOMINAL AORTIC ANEURYSM(AAA) AND 
RECTOSIGMOID CANCER.

ePoster AbstrActs eP800

A. sattaratnamai
Ratchaburi, Thailand

Purpose/Background: the incidence of colorectal 
cancer (crc) in patients with abdominal aortic aneurysm 
(AAA) is uncommon and has been reported in 0.5%-4% 
of patients with AAA. Patients with synchronous AAA 
and crc represent a major surgical challenge and their 
treatment is still a therapeutic dilemma, not only the 
sequence of which these two serious pathologies should be 
treated first, but also whether they should be managed as 
one-stage or two-stage operations. endovascular aneurysm 
repair (eVAr) compared with conventional open repair, 
demonstrates its reduced physiological impact, especially 
for older patients and for the concomitant treatment of 
abdominal aortic aneurysm (AAA) and other abdominal 
neoplasm, such as colorectal cancer.

Methods/Interventions: this is a case report/literature 
review.

Results/Outcome(s): A 70-year-old male presented 
with lower gastrointestinal bleeding and bowel habit 
change. colonoscopy showed circumferential mass at 
rectosigmoid 15 cm from AV with impending obstruction. 
the colonic stent was inserted as a bridging to surgery. ct 
scan findings showed rectosigmoid colon cancer with fusi-
form AAA, infrarenal type 5.6 cm with thrombus. After 
discussed with vascular surgeon, we decided to perform 
one-stage operation. Patient underwent simultaneous 
endovascular aneurysm repair (eVAr) and laparoscopic 
Low anterior resection (LAr). operative time was 4 hours 
with minimal blood loss. no perioperative complication 
was presented. Patient has no graft infection and no recur-
rent after 1 year follow up.

Conclusions/Discussion: Abdominal aortic aneurysm 
and colorectal cancer are occasionally discovered concur-
rently. Management of patients with synchronous crc 
and AAA remains a therapeutic challenge for surgeons. 
AAA repair first, before colorectal cancer treatment might 
lead to a significant delay in the treatment of the malig-
nancy. While treating the malignancy first might lead to 
an increased risk of AAA rupture during the perioperative 
period. endovascular aneurysm repair (eVAr) might lead 
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to better results in the synchronous treatment of crc and 
AAA, because it could minimize the risk of graft infection 
and shorten the period between AAA repair and crc 
treatment. simultaneous operative treatment is feasible 
in selected case and may be an effective management 
strategy, alternative to a staged procedure.

COMPARING ANASTOMOTIC SEPTIC 
COMPLICATIONS (SC) AFTER MINIMALLY 
INVASIVE AND OPEN ONCOLOGIC COLON 
RESECTION.

ePoster AbstrActs eP801

J. rua, P. Kondylis
Orlando, FL

Purpose/Background: Major anastomotic septic compli-
cations (sc) remain an important source of morbidity and 
mortality among patients undergoing oncologic colon 
resection. in this retrospective study, we compare differ-
ences in sc between minimally inavasive (laparoscopic 
and robotic) and open colon resections.

Methods/Interventions: the prospectively accrued 
HcA Healthcare enterprise-wide database was employed 
for this retrospective study. this included colon cancer 
patients aged 18-90 who underwent curative intent 
Minimally invasive surgery (Mis) or open colonic resec-
tion from 2014 to 2018. Utilizing a logistics regression 
model, Mis and open procedure septic complications 
were analyzed statistically against age, gender, race, bMi, 
ethnicity, steroid administration, anticoagulant use and 
renal failure. sc was defined as anastomotic leak, abscess 
formation and anastomotic fistula. exclusion criteria 
included superficial wound infections, proctectomy, and 
palliative resection.

Results/Outcome(s): 7,288 patients met criteria for 
study. Fifty-three percent were male. the mean age was 
67.4 years. of those, there were 3,496 Mis (47.97%), 
3,401 open (46.67%) and 391 converted cases (5.36%). 
there was a total of 281 patients with sc (3.86%); 108 
(3.09%), 150 (4.41%) and 23 (5.88%) from the Mis, open, 
and converted groups respectively. those who underwent 
Mis were less likely to develop sc (p=0.0021, odds ratio 
(or)=0.7, 95% confidence interval (ci)=0.543-0.903). 
Female patients were less likely to develop sc (p<0.0001, 
or=0.524, 95% ci=0.405-0.679). Hispanic patients were 
more likely to develop sc (p=0.0109, or=1.542, 95% 
ci=1.105-2.152). Absence of renal failure was protective 
of sc (p=0.0332, or=0.674, 95% ci=0.469-0.969).  
Absence of steroid therapy was similarly protective against 
sc (p<0.0001, or=0.443, 95% ci=0.314-0.626). Patient 
age, race, bMi and anticoagulant use were not found to be 
of statistically significance.

Conclusions/Discussion: Previous studies revealed 
that laparoscopic and open colon resections had similar 
outcomes regarding long term morbidity, overall survival 

and cancer recurrence. our study demonstrates that 
Mis was associated with fewer major anastomotic septic 
complications. converted cases had lesser outcomes in 
comparison to completed Mis cases, but better outcomes 
than completely open cases. Female and non-Hispanic 
patients had lesser risk for sc. steroid use and renal failure 
patients had increased risk for sc.

COLORECTAL SURGERY PATIENT 
PERCEPTIONS OF A MINDFULNESS 
INTERVENTION.

ePoster AbstrActs eP802

L. nicolais, r. brown
Portland, ME

Purpose/Background: research has shown the benefits 
of mindfulness practice including improved psychological 
well-being, stress relief, reduced pain perception, improved 
sleep, and relief of headaches and vomiting. All of these 
could improve colorectal postoperative outcomes. this study 
aimed to qualitatively analyze colorectal surgery patient 
perceptions of a mindfulness intervention.

Methods/Interventions: Participants (n=16) were 
guided through three 15-20 minute mindfulness inter-
ventions: day of surgery, post-operative day 1, and day of 
discharge. semi-structured interviews were conducted on 
the day of discharge. the authors iteratively coded and 
identified emerging themes from the interview transcripts.

Results/Outcome(s): A code book was created 
including 20 unique codes descriptive of patient expe-
rience with the intervention, 5 categories and 2 themes 
(Figure 1). one major theme, “healing and restoration of 
health,” refers to patients’ perceptions of medical care and 
recovery from surgery, following the intervention. this 
theme was characterized by categories “the experience 
of recovery”, “progression to physical relaxation” and 
“pathway to serenity”. Patients identified self-confidence 
that promoted their recovery and a desire to have balanced 
care (e.g. western and complimentary practices; “experi-
ence of recovery”). Many patients also reported that the 
intervention assisted with relaxing the body, identifying 
and managing pain, and treating pain with medications 
(“progression to physical relaxation”). Patients felt the 
intervention helped them identify and manage emotional 
discomfort, relax the mind, and achieve mental quietness 
(“pathway to serenity”). “becoming in-tune with self,” 
the second major theme, focused on increased patient 
awareness of their own emotions and changing percep-
tions of mindfulness practice. Patients expressed curiosity 
and sometimes apprehension about mindfulness, gratitude 
for an adjunctive therapy, and appreciation for human 
interaction (“awareness of emotions”). Further, patients 
described changes in their perceptions of mindfulness 
through the intervention. there were varying levels of 
exposure to mindfulness prior to this study with some 
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patients describing limited prior familiarity and others 
having prior beliefs about mindfulness. by completion of 
the intervention, many expressed a new positive opinion of 
mindfulness, that the current experience reinforced prior 
beliefs, or a desire to continue the practice independently. 
While some were uncertain, a vast majority reported bene-
fits from the intervention (“evolution of perceptions and 
experience of mindfulness”).

Conclusions/Discussion: the use of mindfulness as an 
adjunct to traditional recovery methods could improve the 
postoperative experience for the colorectal patients. these 
findings will be used to support peri-operative implementa-
tion of mindfulness practice at our institution.

Figure 1: 2 major themes (yellow), 5 categories (green) and 20 unique 
codes (blue).

BEYOND THE CASE LOG: THE INTEGRATION 
OF VIDEO-BASED COACHING TO ROBOTIC 
EDUCATION.

ePoster AbstrActs eP803

A. esposito, n. coppersmith, e. Flom, V. reddy, 
A. Mongui, i. Leeds, H. Pantel
New Haven, CT

Purpose/Background: exposure to robotic assisted 
colon and rectal surgery has become increasingly common 
in surgical training. there has also been a concurrent 
increase in the use of video-based coaching in surgical 
training. this study sought to understand the role of video-
based coaching in robotics in the development of colon 
and rectal surgery training.

Methods/Interventions: A narrative literature review 
was performed in october 2022. Web of science and 

Pubmed were the databases utilized. search terms included 
“robotic,” “colon,” “rectal,” “surgery,” “video,” and 
“surgery.”

Results/Outcome(s): no studies, to date, have 
published results of video-based coaching in colon and 
rectal surgery using the robotic platform. this search 
was expanded by removing “colon” and “rectal” from the 
search and again no studies were identified.

Conclusions/Discussion: A recent systematic review 
demonstrated that the majority of robotic training programs 
in colorectal surgery included evaluation of theoretical 
knowledge, case observation, simulation, and proctored 
training. this systematic review identified a need for 
validated assessment of residents but does not discuss the 
utilization of video-based coaching. A survey of general 
surgery program directors found that >90% did not use the 
robotic platform. Video-based coaching has been shown to 
be effective in training general surgery, emergency medi-
cine, anesthesia, and family practice residents. However, 
these programs had difficulty with implementation, in 
part, due to limitations of non-robotic video-recording 
platforms. Despite overwhelming evidence demonstrating 
the effectiveness of video-based coaching and the increase 
in robotic surgery, there are no published video-based 
coaching programs in robotic surgery. the importance and 
need of a standardized video-based coaching program to 
aid in the development of young colon and rectal surgeons 
should not be overlooked. the combination of video-based 
coaching and the robotic platform offers exciting new 
methods of training residents that avoid the technological 
pitfalls of other video-recording platforms.

HOLISTIC REVIEW OF COLORECTAL SURGERY 
RESIDENCY APPLICANTS.

ePoster AbstrActs eP804

s. Khan, s. stein, e. steinhagen
Cleveland, OH

Purpose/Background: Advice regarding application 
preparation is often anecdotal; there is a paucity of infor-
mation on how programs evaluate applicants and which 
portions of the application are most heavily weighted. 
colon and rectal surgery (crs) match has become 
increasingly competitive due to increasing numbers of 
applicants. this study aims to describe which applicant 
characteristics are considered and the process by which 
crs programs evaluate applications.

Methods/Interventions: A survey was sent to the 
Program Directors (PD) of AcGMe crs residency 
programs in the United states. the survey had questions 
regarding number of applicants received and the review 
process including who reviews applications, which screening 
parameters were used, and which criteria were most heavily 
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weighted in evaluating applications. Descriptive statistics 
including medians, iQrs, and frequencies are reported.

Results/Outcome(s): thirty-six responses from the 
67 crs residency PD (54%) were received. the majority 
(58%) classified their hospital setting as academic. the 
median number of applications reviewed per program was 
100, with a median of 26% (iQr 20-31%) of applicants 
invited to interview. Most (72%) characterized their 
review process as “holistic.” twenty-two (61%) of PDs 
do not use screening parameters in erAs; when used, 
the most frequently used screen was for standardized test 
scores (36%). When deciding who to interview, Absite 
score (92%), letter of recommendation (Lor) content 
(89%), Lor writer (83%), and research productivity 
(83%) were the most commonly considered criteria (table 
1). the least frequently used criteria were involvement in 
organizations (11%), dedicated time off (19%), advanced 
degrees (19%), and medical school type (17%) and reputa-
tion (22%). the “top 3 criteria” cited by PD’s in choosing 
applicants to interview were Lor (83%), Absite (50%) 
and Publications/research (42%).

Conclusions/Discussion: crs residencies continue 
to value traditional metrics such as Absite scores, 
publications, and especially letters of recommendations 
with both the content and identity writer appearing to be 
important. Letter of recommendation writers should recog-
nize the weight that their letters may have on the future of  
applicants. Applicants should direct their energy towards 
highlighting these achievements in their application.

ARTIFICIAL INTELLIGENCE IN THE 
OPERATING ROOM: A SYSTEMATIC REVIEW 
OF CURRENT APPLICATIONS.

ePoster AbstrActs eP805

A. Pal, s. tewary
Cambridge, United Kingdom

Purpose/Background: Artificial intelligence (Ai) is 
being increasingly applied in healthcare, including several 
aspects of colorectal surgery. Despite advances in data 
science, robotics and other intraoperative technology in 
colorectal surgery, real-world application of Ai in the 
operating room (or) remains limited. this is in contrast 
to the established role of Ai in aviation, including recent 
progress in autonomous take-off, cruise, and landing. We 
review the current scope of Ai in the or and potential 
future directions.

Methods/Interventions: A systematic search was 
performed including MeDLine and embase. studies 
reporting applications of Ai or machine learning in the or 
were included.

Results/Outcome(s): the search strategy revealed 
231 studies, 25 were included. Ai was reported in the 
following roles: phase recognition, interpretation of signals 
in fluorescence-guided surgery, and managing work flow. in 
phase recognition, Ai identified different steps and phases 
of an operation, though required extensive manual expert 
annotation for training. simple operations were more 
amenable to this kind of classification, with more complex 
surgical procedures remaining a challenge. Furthermore, 
this was done in retrospect using video analysis. Ai has also 
been applied to characterise quality of bowel perfusion in 
colorectal surgery using indocyanine green. this has been 
used in real-time to guide intraoperative decision-making. 
For work flow, Ai has been applied to predicting or 
demand to improve or utilisation and efficiency, and for 
triaging patients for access to emergency theatre.

Conclusions/Discussion: Ai has been used in several 
experimental roles in the or, both to optimise work flow 
and to interpret and classify intraoperative visual infor-
mation. though the phase recognition role of Ai remains 
rudimentary, it has future potential roles in classifying the 
operative field to guide surgery (e.g. ‘no go’ zones), and 
in error prevention and detection. in the longer term in 
robotic surgery, there could be scope for robot assistance 
and certain levels of autonomy (e.g. task autonomy, condi-
tional autonomy). though high degrees of autonomy and 
decision-guidance have already been achieved in aviation 
(e.g. in-flight decisions, finding optimal routes), the quan-
tity, complexity, and ambiguity of intraoperative surgical 
information limits its current role in the or. However, in 
the digital surgery era, increasing amounts of surgical data 
and greater sophistication of Ai raise the prospect of higher 
quality more efficient care in the or.
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PRACTICE MODELS, OUTCOMES, SUCCESSES 
AND FAILURES OF PART-TIME CRS PRACTICE 
IN THE ERA OF COVID-19 AND PROFOUND 
WORKFORCE SHORTAGES.

ePoster AbstrActs eP806

V. Wei, A. Kumar
Spokane, WA

Purpose/Background: the coViD-19 pandemic exac-
erbated workforce shortages, health care disparities and 
access to care in many specialties, including colon and 
rectal surgery. Hospitals faced hiring freezes, including 
for full-time colorectal positions. An institution in our 
area adopted an as-needed contract with a board-certified 
colorectal surgeon who was in town parttime for academic 
work. the model involved 1) hospital employment via 
a wrVU compensation conversion, 2) malpractice and 
marketing coverage, 3) modest travel stipend per calendar 
day worked. the provider committed to 2.5 clinical days 
per month, intended to be both a maximum and minimum. 
We aimed to determine case mix, outcomes and adherence 
to the goal number of clinical days. What cases are a part-
time crs provider able to safely perform? How often is the 
full-time crs practice in town at the competing institu-
tion leaned on for help?

Methods/Interventions: After gaining approval as a Qi 
(quality improvement study), we retrospectively reviewed 
clinical activity of a single colorectal provider over 2.5 
years of pandemic and its aftermath (August 2020 to 
present). We tracked clinical encounters, cases booked 
vs. performed, outcomes, patient satisfaction, referral 
patterns, number of clinical days worked per month (goal 
vs. actual), and number of referrals to the full-time crs 
practice in town.

Results/Outcome(s): in the 2.5 days per month given 
for clinical work, we found that provider could see 6-8 
patients in a half-day clinic and undertake 3-4 outpatient 
procedures in a procedural half-day block. clinical creep 
was noticed: the number of clinical days per month as the 
2.5 year time period elapsed increased [Figure 1]. the most 
frequent case undertaken by the parttime provider was 
ambulatory endoscopy. of the outpatient anorectal proce-
dures undertaken, the most common were botox injection 
and skin tag removal [Figure 2]. complex fistula surgery 
was undertaken in approximately half of all consults seen. 
the rest were managed expectantly (seton placement, tract 
shortening, wound care), and sent to the full-time team in 
town for definitive management. of the known complica-
tions, two experienced major complications, resulting in 
transfer and hospitalization to the full-time team in town. 
on both occasions, the provider was not in town to handle 
the complication themselves. the general surgeons who 
provide coverage to the parttime colorectal surgeon found 
themselves beyond the boundaries of their comfort zones.

Conclusions/Discussion: We believe that a discussion 
of parttime models (partial Fte, locums, per diem, prn) 

of colorectal surgery is an important and often overlooked 
aspect of colorectal practice management. this review 
provides perspectives on strengths and glaring limitations, 
especially related to call coverage.

INTEGRATION OF ANORECTAL MANOMETRY 
INTO CLINIC ENCOUNTERS FOR RAPID 
THERAPEUTIC PLANNING.

ePoster AbstrActs eP807

s. Zubair1, M. Gonzalez2, c. Dadamo2, J. Felton2, J. Wolf2

1St. George, Grenada; 2Baltimore, MD

Purpose/Background: evaluation of sphincter function 
with Anorectal manometry (ArM) is a key determinant 
in therapeutic planning for patients with pelvic floor disor-
ders. Delays in diagnosis and treatment can result during 
the time between the initial clinic visit, ArM testing, and 
interpretation. in this study, we assess the feasibility of 
integrating ArM into the clinical encounter itself, in order 
to provide same-day therapeutic planning.

Methods/Interventions: this is a retrospective review 
of patients who underwent ArM in the clinic between 
2020 and 2022. ArMs were performed with a portable 
manometer allowing for rapid setup and breakdown in the 
examination room. Patients were positioned in left lateral 
decubitus, and the ArM probe was inserted for measure-
ment of anal canal pressures, reflexes, volumes of sensa-
tion, and balloon expulsion. results from the ArM were 
visible to the colorectal surgeon in real-time and inter-
preted during the same clinical encounter. retrospective 
data were compiled and evaluated using excel.

Results/Outcome(s): A total of 63 anal manometries 
were performed on 61 colorectal surgery patients at the 
initial outpatient consult between september 2020 and 
september 2022. Average age in the cohort was 61 years, 
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with 18 males and 43 females. the most frequent indica-
tions for ArM included: fecal incontinence (34), chronic 
constipation (17), and fecal urgency (4). the average time 
interval to perform the ArM was 4.12 ± 2.05 minutes, 
which was integrated into the patients’ physical examina-
tion, did not impact the workflow of the clinic. Manometry 
results included mean resting (34.22 ± 17.89 mm Hg), 
squeeze (66.95 ± 35.14 mm Hg), and strain (39.07 ± 23.25 
mm Hg) pressures. Max squeeze pressures (87.58 ± 44.48 
mm Hg). Volumetric results included volumes for first 
sensation (33.67 ± 21.01 cc), defecation (62.46 ± 31.22 
cc), and discomfort (87.04 ± 41.76 cc). 72.13% of patients 
were unable to expel the balloon.

Conclusions/Discussion: Portable ArM can be easily 
integrated into the outpatient clinic setting alongside 
the physical exam due to its short duration, ease of use, 
and real-time interpretation. this eliminates the need 
for referred off-site testing and drastically reduces the 
time between the initial encounter and the ArM results, 
allowing for same-day therapeutic planning.

A RANDOMIZED CONTROL TRIAL (RCT) 
TO EVALUATE THE EFFECT OF PATIENT 
NAVIGATION ON COLONOSCOPY SCREENING 
RATE FOR COLORECTAL CANCER (CRC) IN 
UMMC.

ePoster AbstrActs eP808

s. boon Keong, A. roslani, K. tak Loon
Kuala Lumpur, Malaysia

Purpose/Background: colorectal cancer screening is 
disproportionately underutilized in Malaysia. As an early-
stage diagnosis of colorectal cancer is closely associated 
with a high survival rate, aggressive interventions are 
needed to increase lower screening rates as a way to reduce 
crc morbidity and mortality. As a screening program 
using iFobt and colonoscopy is one of the few screening 
techniques that can prevent advanced cancer, improving 
colorectal cancer screening rates has become a priority by 
using intervention from the patient navigation program.

Methods/Interventions: A randomized controlled trial 
conducted in PPUM with patients more than 50 years old 
under average risk of colorectal carcinoma with iFobt 
positive will be recruited. Patients under the intervention 
group will be guided by the patient navigation program

Results/Outcome(s): outcomes: Primary outcomes: 
regarding the primary outcome of our study, 22 patients 
(84.6%) under the intervention arm had their colonos-
copy screening completed. Under the control arm, 17 
patients (65.4%) defaulted their colonoscopy screening 
appointment secondary outcomes: Patient well-being pre 
and post-colonoscopy were documented and analyzed 
using HADs score and GHQ-12 questionnaire. HADs 
score consists of 2 components which analyze depression 
and anxiety scores. the mean score for the intervention 

arm under the depression score, pretest was 1.5±1.14 
and post test was 0.96±1.31. For the control arm, pretest 
was 3 ±1.72 and post test 2.96±1.73. the mean score for 
the intervention arm under anxiety score, pretest was 
8.19±3.45 and post test was 5.5±4.0. For the control arm, 
pretest was 10.38 ±3.57 and post test 10.23±4.2. Under 
GHQ-12 score the mean score for the intervention arm, 
pretest was 16.8±8.39 and post test was 10.54±8.76. 
For control arm, pretest was 19.27 ±6.17 and post test 
19.5±6.13. Pre-test and post test score was analyzed using 
independent t test. Pre and post-test were statistically 
significant in the intervention arm under HADs depression 
score (p= 0.008), anxiety score (p<0.001), and GHQ-12 
score (p<0.001)

Conclusions/Discussion: our study shows that with 
the patient navigation program, more the half of the partic-
ipants completed their screening program. the importance 
of dissemination of information about the procedures and 
peer pressure from the health care provider is a powerful 
motivator to guide patients the navigation program 
greatly benefited enrolled patients as the study showed 
a significantly higher rate of completion of colorectal 
screening (84.6%) and a lower rate of defaulted appoint-
ments. our research and analysis subsequently demon-
strated that such programs are socially effective in this 
patient population as significant improvement can be seen 
as well inpatient general mental health based on Anxiety 
and Depression score (HADs) and General health ques-
tionnaire score (GHQ12).

PREHABILITATION FOR THE PLANNED OSTOMY 
SURGERY PATIENT WITH THE ENHANCEMENT 
OF A STOMA DOULA; A CASE STUDY.

ePoster AbstrActs eP809

A. Prinz
Nashville, TN

Purpose/Background: the “clinical Practice Guidelines 
for enhanced recovery After colon and rectal surgery 
from the American society of colon & rectal surgeons 
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and society of American Gastrointestinal and endoscopic 
surgeons” purports that colorectal patients should not be 
discharged until they have the ability to perform self-care. 
Under the enhanced recovery Program colorectal surgical 
patients have anticipated hospital stays of 3-4 days[i]. 
While shorter stays appear to be cost effective, readmis-
sion rates of up to 28% of new ostomates refute this logic. 
Anecdotal evidence observed by new ostomy patients 
on social media reflects inadequate ostomy teaching 
as they describe the horrors of leaks and skin damage. 
Patients resort to learning stoma care by trial and error, 
the internet, manufacturer’s websites, Apps and Youtube 
reflecting a failure of our care.

Methods/Interventions: A “stoma Doula” is an ostomy 
nurse specialized in training the expectant ostomate on 
how to manage their future stoma. the Doula specialty, 
originated as the birth Doula is becoming more recognized 
for their ability to improve childbirth outcomes. now, 
with the covid pandemic, Death Doulas are becoming 
more popular as people seek extra assistance with this 
major life transition. People of the millennials want to 
be more prepared and educated for major life changes. 
so, the stoma Doula services were created to help the 
future ostomate. currently this is a private practice that 
offers all the prehabilitation services (exercise, nutrition, 
smoking and alcohol cessation, psychosocial interventions, 
stress management in addition to stoma care). Private 
educational lessons are conducted in person with inter-
mittent phone calls. ostomy starter kits are provided with 
a practice stoma and supplies. the stoma Doula provides 
coaching on the anticipated surgery, expected outcomes, 
and practice wearing an ostomy pouch.

Results/Outcome(s): two case studies performed by 
the author demonstrate that prehabilitation with a stoma 
doula avoided rehospitalizations or eD visits. Patient 
length of stay was 4 days with only one ostomy nurse visit 
and one preop visit for stoma marking. Patients had no 
peristomal skin complications after 6 months, no major 
leaks, experienced decreased anxiety, and returned to 
work within 6 weeks. both cases were women in their early 
60’s undergoing ileostomy surgery. Patients were seen in 
person for a total of 3 visits each approximately 4 weeks 
before scheduled surgery. the cost for the stoma Doula 
services was $500, the return to a good quality of life living 
with an ostomy was priceless.

Conclusions/Discussion: the stoma Doula is an inno-
vative concept for the delivery of prehabilitation care to 
prepare the future ostomate for the changes they will need 
to adapt to living with a stoma.

INCOME INEQUALITY IS ASSOCIATED 
WITH MORTALITY BUT NOT INCIDENCE OF 
COLORECTAL CANCER OUTSIDE OF MAJOR 
METROPOLITAN AREAS.

ePoster AbstrActs eP810

A. Althans, J. Holder-Murray, K. cunningham, 
J. celebrezze, D. Medich, r. tessler
Pittsburgh, PA

Purpose/Background: social determinants of health are 
known to impact oncologic outcomes. income inequality is 
one variable in a complex array of social determinants, 
however its association with colorectal cancer incidence 
and mortality are currently unknown. We aimed to explore 
the association of income inequality, as measured by the 
Gini index, with the incidence and mortality of colorectal 
cancer. the Gini index is a measure of income inequality 
ranging between 0 (perfect equality) and 1 (perfect 
inequality). We hypothesized that counties with a higher 
Gini index would have higher rates of colorectal cancer 
incidence and mortality.

Methods/Interventions: We performed a cross-sectional  
analysis of county-level colorectal cancer incidence and 
mortality for each county in Pennsylvania, ohio, new 
York, and new Jersey from 2015-2019. We collected data 
from publicly available statewide Department of Health 
cancer registries, along with the 2015-2019 Gini index for 
each county. covariates including county proportions of 
5-year age groups, sex, and race were obtained from the 
Us census. We also adjusted for rurality and population 
density. We used multi-level mixed effects negative bino-
mial regression modelling with a random intercept for 
state to generate incidence rate ratios and 95% confidence 
intervals to test the association between county-level Gini 
index and colorectal cancer incidence and mortality. We 
ran unadjusted models and adjusted models in the full 
dataset and among counties in metro areas with fewer than 
1,000,000 people to account for unmeasured confounding 
present in hyper-densely populated metro areas.

Results/Outcome(s): our region included 238 counties 
with a total population of 265,331,007 over a five-year 
study period. the mean Gini index was 0.44 (sD 0.03). 
there was an overall mean age-adjusted colorectal cancer 
incidence of 41.4 per 100,000 (sD 5.32), and age-adjusted 
mortality of 14.9 per 100,000 (sD 3.07). Among all coun-
ties, there was no association between Gini index and 
colorectal cancer incidence or mortality after adjustment 
for known confounders. However, including only coun-
ties in metro areas with fewer than 1,000,000 people, for 
every 0.1 higher Gini index, we found a 17% higher risk 
of colorectal cancer mortality (irr 1.17 95% ci 1.03, 
1.33, table 1). the association was present in men (irr 
1.19 95%ci 1.02, 1.38) but not women (1.18 95%ci 0.98, 
1.40). there was no association between Gini index and 
colorectal cancer incidence in the restricted analysis.
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Conclusions/Discussion: in counties outside of major 
metro areas, making up over 70% of counties in this 
study, worse income inequality was associated with a 
higher risk of death from colorectal cancer in the setting 
of an unchanged risk of diagnosis. the mechanisms for 
how income inequality leads to higher risk of death from 
colorectal cancer are complex and need to be further 
elucidated.

USE OF PERIOPERATIVE LIDOCAINE AS PART 
OF AN ABDOMINAL SURGERY ERP DOES NOT 
SIGNIFICANTLY IMPACT POSTOPERATIVE 
PAIN.

ePoster AbstrActs eP811

A. Althans, b. Kumpati, s. esper, K. subramaniam, 
M. boisen, J. Holder-Murray
Pittsburgh, PA

Purpose/Background: the utility of perioperative iV 
lidocaine in improving postoperative pain control remains 
unclear. While lidocaine has been studied against other 
analgesic regimens or placebo, the role of iV lidocaine in a 
rigorously implemented enhanced recovery protocol (erP) 
for patients undergoing major abdominal surgery has not 
been studied. We therefore aimed to assess postoperative 
pain outcomes in erP abdominal surgery patients who 
did or did not receive iV lidocaine. We hypothesized that 
patients receiving lidocaine would have lower postopera-
tive pain scores and consume less opioids than those not 
receiving lidocaine.

Methods/Interventions: We conducted a retrospective 
study of patients undergoing elective abdominal surgery 
at a single institution via an erP pathway from 2017-
2018. erP patients received iV lidocaine intraoperatively 
and postoperatively for 24 hours as part of a multimodal 
pain strategy that also included intrathecal pain block, 
acetaminophen, gabapentin, and nsAiDs. A lidocaine 
shortage in 2017 resulted in the elimination of lidocaine 
from the erP. Patients who received lidocaine in the 6 
months prior to the shortage were compared to those 
who did not receive lidocaine for 6 months following 
the shortage. the primary outcome measures were pain 
scores as measured on the visual analogue scale and 
opioid consumption as measured by oral morphine equiva-
lents (oMe). secondary outcomes included postoperative 
length of stay (Los) and ileus.

Results/Outcome(s): 1,226 eligible erP abdominal 
surgery patients were included. 519 patients received 
lidocaine in the 6 months prior to the lidocaine shortage, 
and 707 patients did not receive lidocaine following the 
shortage. Demographics were similar between the two 

groups with the following exceptions: the lidocaine group 
had more males, lower bMi and psychiatric comorbidities, 
increased intrathecal pain block, and increased intra-
operative ketamine. the total average pain score from 
postoperative day (PoD) 0-5, as well as the PoD4 and 
PoD5 scores, were lower in the lidocaine group, though 
by a narrow margin (table 1). there was no difference 
in postoperative oMe consumed, Los, or ileus between 
the two groups. Multivariable linear regression models for 
pain score and oMe adjusted for procedure, approach, risk 
factors for poor pain control, and other analgesics used did 
not identify lidocaine as an independent predictor of pain 
score or oMe consumption.

Conclusions/Discussion: in our study of erP abdom-
inal surgery patients, perioperative iV lidocaine did not 
offer clinically significant improvement in postoperative 
pain scores, oMe consumed, return of bowel function, 
or Los. We therefore do not recommend the use of iV 
lidocaine as part of an erP multimodal pain management 
strategy in abdominal surgery patients. More studies are 
needed to determine which combination of medications 
is most effective based on surgery type or patient factors.

THE ROLE OF WARMED-HUMIDIFIED CARBON 
DIOXIDE INSUFFLATION IN COLORECTAL 
SURGERY; A SYSTEMATIC REVIEW AND META-
ANALYSIS.

ePoster AbstrActs eP812

s. sharma, t. McKechnie, J. Khamar, K. Wu, D. Hong, 
c. eskicioglu
Hamilton, ON, Canada

Purpose/Background: Dry-cold co2 traditionally used 
for insufflation in laparoscopic surgery and cold air in 
negative pressure operating theatres can lead to peritoneal 
desiccation and intraoperative hypothermia. these are 
associated with adverse perioperative clinical outcomes. 
Preclinical studies report that warmed-humidified co2 
may alleviate these detrimental effects. randomized 
controlled trials (rct) in colorectal surgery evaluating 
the effect of intraoperative warm-humidified co2 have 
been underpowered. therefore, the aim of this review was 
to evaluate perioperative clinical outcomes for patients 
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undergoing colorectal surgery with warmed-humidified 
co2 compared to traditional dry-cold or ambient air in 
operating theatres.

Methods/Interventions: A search of Medline, 
eMbAse, and cochrane central register of controlled 
trials was performed. Articles were included if they were 
rcts that compared patients receiving warm-humidified 
co2 with either ambient air or dry-cold co2 insufflation 
during colorectal surgery. Primary outcome was length of 
stay. secondary outcomes included time to flatus, time to 
diet, rates of wound infection, and postoperative pain. A 
pairwise meta-analysis was performed using inverse vari-
ance random effects.

Results/Outcome(s): Following screening of relevant 
articles, 6 rcts fit the inclusion criteria. in total, 208 
patients received warmed-humidified co2 (42.3% female, 
age: 65.8 years) and 210 patients received standard care 
with dry-cold co2 (46.2% female, age: 66.1 years). From 
the total 418 patients, 315 (75.4%) had an oncologic indi-
cation for surgery and 103 (24.6%) underwent surgery for 
benign disease. no significant difference was found in rates 
of postoperative wound infection (rr 0.6, 95% ci= 0.28, 
1.29, p=0.19), time to diet (MD 0.00, 95% ci= -0.14, 
0.16, p=0.91), time to flatus (MD -0.05, 95% ci= -0.29, 
0.19, p= 0.69), or length of stay (MD -0.75, 95% ci= 
-1.61, 0.11, p= 0.09).

Conclusions/Discussion: insufflation temperature is 
likely inconsequential in terms of postoperative clinical 
outcomes in colorectal surgery. Further studies may benefit 
from reporting all facets of postoperative course including 
nausea, emesis, and quality of life using standardized 
scoring systems.

RELATIONSHIP BETWEEN THE SOCIAL 
VULNERABILITY INDEX (SVI) AND BOWEL 
PREPARATION FOR COLORECTAL SURGERY.

ePoster AbstrActs eP813

s. Kang, L. theiss, b. smith, t. Wood, J. cannon, 
G. Kennedy, K. Hardiman, r. Hollis, D. Gunnells, 
M. Morris, D. chu
Birmingham, AL

Purpose/Background: the social Vulnerability index 
(sVi), originally developed by the cDc to identify 
socially vulnerable populations when faced with natural or 
manmade disasters, has been increasingly linked to surgical 
outcomes. its role in driving the surgical processes that 
lead to these outcomes, however, is poorly studied. bowel 
preparations, a process important to achieving optimal 
colorectal surgery outcomes such as reduced surgical site 
infections, is one example of a process that has varied 
adherence rates and poorly understood reasons for those 
variations. this study therefore aimed to assess the asso-
ciation and contribution of sVi to bowel preparations in 
colorectal surgeries.

Methods/Interventions: Patients undergoing colorectal 
surgery at a single institution from 2012-2020 and included 
in the institutional American college of surgeons national 
surgical Quality improvement Program (Acs-nsQiP) 
database were identified. Pre and post-operative charac-
teristics were collected. sVi was calculated by geo-linking 
participant data to cDc sVi census-tract data and strat-
ifying into high (0.66-1, with 1 being the most socially 
vulnerable), medium (0.33-0.66), and low (0-0.33, with 
0 being the least socially vulnerable) sVi. the primary 
outcome was bowel preparation (no bowel prep, oral anti-
biotics only, mechanical only, or both). Univariate and 
multivariate analyses were performed to identify factors 
associated with bowel preparations including sVi and its 
sub-domains.

Results/Outcome(s): of 1,573 patients, 1,142 (72.6%) 
patients underwent any type of bowel preparation: 371 
(23.6%) oral antibiotic only, 47 (3.0%) mechanical only, 
and 724 (46%) both. overall, 446 (28.4%) patients were 
classified as high sVi, 502 (31.9%) as medium sVi, 
and 625 (39.7%) as low sVi. the overall mean age was 
59.8 years (interquartile, iQ, 48.0-69.2), mean bMi 27.7  
(iQ 23.8-32.9), 43.5% male, and 26% identified as black 
race. on unadjusted comparison, there was no significant 
difference between overall sVi status and bowel prepa-
ration types. However, the sVi sub-domain of “housing 
type and transportation” was significantly higher (i.e. more 
vulnerable) among those participants with no bowel prepa-
ration (p=0.035). on multivariable analysis, housing and 
transportation remained significantly associated with bowel 
preparation including for oral antibiotics only (or 0.53, 
p=0.01) and mechanical only (or 0.33, p=0.04) bowel 
preparations. Additional factors associated with bowel 
preparation adherence included bMi (or 1.03, p=0.001) 
and preoperative cancer diagnosis (or 0.22, p<0.001).

Conclusions/Discussion: in this study, the sVi subdo-
main of housing type and transportation was significantly 
associated with bowel preparation adherence. bMi and 
pre-existing cancer diagnoses were also contributory. 
Further research is needed to better understand the mech-
anism-of-action and to ultimately improve bowel prepara-
tions rates before major colorectal surgery.

COLORECTAL VIRTUAL WARD, A SOLUTION 
TO REDUCE READMISSIONS AND LENGTH OF 
STAY POST COLORECTAL RESECTIONS.

ePoster AbstrActs eP814

M. Fahad Ullah, n. o’Kelly, L. o’Keeffe, J. VanAken, 
r. Mccall, t. Knight, c. Welton, b. singh
Leicester, United Kingdom

Purpose/Background: 30-day readmissions rate post 
colorectal surgery are variable and have been reported 
as 8-20% (1). the commonest causes for readmis-
sions include surgical site infection (ssi)(13%), (2) 
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intra-abdominal collection (3-10%), anastomotic leak 
(3-10%)—32% as a cause of reoperation(3), ileus, Pain, 
cardiovascular and respiratory system related complica-
tions. (4) representation in the emergency department 
adds additional costs(5). Furthermore, the readmission 
rate is a quality metric used to compare colorectal units 
in national audits the colorectal virtual ward is a concept 
that utilizes a user-friendly self-guiding software platform 
and input from patients/carers along with observations 
recorded using gadgets in the comfort of the patient’s 
home to identify “post-colorectal resection patients” who 
need urgent face-to-face assessment or investigation, thus 
avoiding unnecessary hospital trips and picking up compli-
cations as early as possible. the secondary aim is to safely 
discharge patients under a virtual ward with enhanced 
recovery after surgery (erAs) protocol continuity at 
home.

Methods/Interventions: A literature review was under-
taken to identify the commonest complications in the first 
30 days post colorectal surgery. symptoms to represent 
these complications were shortlisted using a literature 
review. Pre-tested scoring systems were used to categorise 
the complications and merged with a modified (national 
early Warning score) neWs system(6-9). An application 
was designed with the help of “spirit Digital Limited” util-
ising a warning system to handle red flags or a combina-
tion of different Green, red and Amber scenarios.

Results/Outcome(s): in the initial phase, the virtual 
ward is being used to reduce readmission rates. in the 
second phase, it will be used for an earlier discharge of 
patients allowing remote monitoring with telephone/
virtual or face-to-face advice as needed.

Conclusions/Discussion: it is anticipated that the 
colorectal virtual ward would assist in cost-saving for 
healthcare systems.

INTERVENTION TO PREVENT 
POSTOPERATIVE ILEUS IN PATIENTS 
UNDERGOING ILEOSTOMY FORMATION: A 
FOLLOW-UP STUDY.

ePoster AbstrActs eP815

A. Greenberg1, A. colley1, Y. Kelly2, A. sarin1, 
M. Varma1

1San Francisco, CA; 2New York, NY

Purpose/Background: Postoperative ileus (Poi) is asso-
ciated with increased patient discomfort, length of stay 
(Los), and healthcare cost. based on our prior work 
linking Poi and early positive postoperative net fluid 
balance in patients with new ileostomies, we developed a 
protocol of postoperative diuretic administration, delayed 
diet advancement, and early stoma intubation for this 
patient population and demonstrated improvement in Poi 
rates after instituting the new protocol. nearly two years 
after implementation, we aim to re-assess efficacy of the 
intervention.

Methods/Interventions: this is a single-institution, 
retrospective, pre-post intervention study of patients 
who had non-emergent ileostomy formation by colorectal 
surgeons in academic practice. baseline data (7/1/15-
6/30/20) and those from two post-intervention periods 
(period 1 [P1] 8/13/20-6/1/21 and period 2 [P2] 6/2/21-
6/30/22) were obtained from an automated electronic 
medical record report supplemented by manual chart 
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review. Poi status was determined by explicit documen-
tation or clinical evidence of Poi (e.g., nausea/vomiting, 
x-ray evidence of Poi). Demographics, intraoperative 
factors, postoperative fluid balance, and outcomes (Poi, 
post-procedure Los, hospitalization cost, and readmis-
sions) were compared between patients pre-intervention 
and in both post-intervention periods. Adherence to the 
intervention was summarized descriptively for the inter-
vention period.

Results/Outcome(s): 380 patients (n=261 baseline, 
n=58 P1, n=61 P2; mean age 50, 44.7% female) were 
included in the analysis. no differences in demographic or 
intraoperative characteristics were observed between the 
3 periods. While Poi rate dropped from 32.6% (baseline) 
to 13.8% in P1 (p=0.004), it increased again in P2 to 
32.8% (p=0.002). Accordingly, between P1 and P2, there 
was an increase in average post-procedure Los (5.3 days 
to 8.1 days, p=0.002) and direct cost (from $21.7K to 
$33.0K, p=0.004). When evaluating compliance with the 
protocol, the rate of diuresis administration dropped from 
76% during P1 to 49% during P2 (p=0.003). However, the 
two-day ileostomy output and postoperative fluid balance 
were not significantly different between the two interven-
tion periods.

Conclusions/Discussion: Despite initially-observed 
efficacy of the intervention during P1, Poi rate, Los, and 
direct cost rebounded to baseline during P2 despite no 
changes to protocol stipulations. the decrease in compli-
ance with pharmacologic diuresis in the follow-up period 
likely reflects an overall decrease in protocol adherence, 
which may, in part, account for the differences in results 
between the two intervention periods. Worse adherence 
during the follow-up period may represent ‘real world’ 
protocol uptake when focused attention on the effort 
diminished. Further investigation into unmeasured factors 
contributing to Poi, potential reasons for decline in inter-
vention adherence, and strategies to overcome them is 
needed.

INSULIN-DEFICIENT PATIENTS WITH 
DIABETES HAVE WORSE GLYCEMIC CONTROL 
FOLLOWING PREOPERATIVE CARBOHYDRATE 
LOADING.

ePoster AbstrActs eP816

F. Hu, n. sell, M. McDonnell, n. palermo, D. Hepner, 
J. Goldberg, J. irani, n. Melnitchouk, r. bleday
Boston, MA

Purpose/Background: Preoperative carbohydrate 
loading (cHo) has been adopted as a component of 
enhanced recovery protocols to reduce postoperative 
insulin resistance. the effects of carbohydrate loading on 
preoperative glucose levels in patients with diabetes are 
not well-studied.

Methods/Interventions: Using institutional data, we 
performed a retrospective study to compare glucose levels 
on the day of surgery in patients with diabetes enrolled in an 
enhanced recovery protocol for elective colorectal surgery. 
the control group included patients from 2016-2017 who 
received two bottles of preoperative carbohydrate beverage 
(total 100g cHo). the treatment group included those 
from 2021 after which patients with diabetes received 
only one bottle of preoperative carbohydrate beverage 
(50g cHo), while patients without diabetes continued to 
receive two bottles. Descriptive analyses were performed 
for diabetes status and glucose level in each group.

Results/Outcome(s): of 412 control patients, 54 
(13.1%) had diabetes. Meanwhile, the treatment group 
consisted of 344 patients, of whom 35 (10.2%) had 
diabetes. nineteen patients had insulin-deficient diabetes 
in the control group compared to 14 in the treatment 
group (p=0.71). Median glucose level on the day of 
surgery was elevated for patients with non-insulin-deficient 
diabetes in the control group compared to those in the 
treatment group (see table). Day-of-surgery glucose levels 
remained >180mg/dL for patients with insulin-deficient 
type 2 diabetes in both control and treatment groups.

Conclusions/Discussion: Patients with insulin-defi-
cient type 2 diabetes demonstrate poor glycemic control 
on the day of surgery in response to cHo with both 50g 
and 100g whereas those with non-insulin-deficient type 
2 diabetes tolerate 50g cHo with day-of-surgery glucose 
levels <180mg/dL. these findings warrant additional 
investigation into the role of day-of-surgery glucose levels 
on postoperative outcomes. Further study may also inform 
future recommendations for preoperative carbohydrate 
loading in patients with diabetes undergoing colorectal 
surgery.
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THE ASSOCIATION BETWEEN COMORBIDITY 
INDICES AND HOSPITAL COSTS IN PATIENTS 
UNDERGOING MAJOR SMALL AND LARGE 
BOWEL PROCEDURES.

ePoster AbstrActs eP817

H. McDonald, W. Wilt, b. Levy, W. cranford, 
A. Mangino, J. Patel
Lexington, KY

Purpose/Background: bundling payments is a strategy 
to control healthcare costs and should drive quality 
improvement measures. Medicare severity-Diagnosis 
related Group (Ms-DrG) bundling is a largely fixed 
tiered reimbursement system which accounts for compli-
cations and comorbid conditions. Major small and large 
bowel procedures (MsLbP) occur in a heterogenous 
population of patients, diagnoses, and acuity, with tiered 
Ms-DrG groups 329-331 which attempt to account for 
this heterogeneity. tiering accounts for multiple comorbid 
conditions, however, we hypothesize that Ms-DrG does 
not account for several modifiable and/or unmodifiable 
variables which impact cost.

Methods/Interventions: A single-institution retrospec-
tive review was performed using administrative financial 
data of patients who underwent MsLbP between 2019-
2021. total hospital cost (tHc) and the deviation of total 
cost from expected hospital costs were compared using the 
Pearson correlation coefficient. Association of tHc with 
case mix index (cMi), elixhauser and charslon comorbidity 
indices were calculated using linear regression analyses.

Results/Outcome(s): A total of 998 patient encounters 
were analyzed. Mean tHc was $87,900 (median = $67,300)  
and was on average $63,000 higher than expected 
cost, however, tHc and the deviation of tHc from 
expected costs were highly correlated (r = 0.97). Average 
charlson score was 1.9, predicting approximately 90% 
10-year survival. Average elixhauser score was 7.5, 
suggesting approximately 5% chance of in-hospital 
mortality. cMi was most highly correlated with tHc  
(r2 = 0.210), followed by elixhauser (r2 = 0.144), then 
charlson (r2 = 0.095). elixhauser and charlson scores 
were most highly correlated with each other (r = 0.74) than 
with cMi (r = 0.35 and r = 0.18, respectively; Figure 1).

Conclusions/Discussion: cMi is a numerical weight 
calculated based on national average hospital resource 
consumption for each individual Ms-DrG and is used 
to determine tHc within individual hospitals or health-
care systems. As expected cMi is most highly correlated 
with tHc, however, it is not as closely related with 
the elixhauser and charleson comorbidity indices which 
are historically associated with morbidity and mortality. 
Additional analysis is needed to assess association of 
morbidity and mortality with elixhauser and charlson 
indices within our institution, and to determine weighted 
contribution from individual modifiable and/or unmodifi-
able comorbid conditions.

USE AND IMPACT OF ADJUVANT 
CHEMOTHERAPY IN YPT0N0 RECTAL CANCER: 
A NATIONAL CANCER DATABASE (NCDB) 
STUDY.

ePoster AbstrActs eP818

D. Keller, t. reif De Paula, H. schoonyoung, e. Zeger, 
A. Denittis, J. Marks
Wynnewood, PA

Purpose/Background: the gold standard for managing 
locally advanced rectal cancer (LArc) is long-course 
neoadjuvant chemoradiation (nAcrt), total mesorectal 
excision, then adjuvant chemotherapy (Ac). Ac’s role is 
to eliminate micrometastasis, stop distant disease progres-
sion, and improve overall survival (os). A proportion of 
LArcs seem to be fully eradicated with nAcrt; nonop-
erative protocols are evolving in these patients, but many 
still have radical resection. the benefit of Ac in complete 
pathologic response (pcr) patients has been questioned 
and warrants study. the goal was to examine the utiliza-
tion of Ac and its impact on os in pcr rectal cancer cases 
using a national registry.

Methods/Interventions: the ncDb was reviewed for 
clinical stage 2 and 3 rectal cancers receiving nAcrt 
and curative resection, with a pcr (verified as ypt0n0) 
from 2010-17. cases were stratified by Ac and no Ac. 
Kaplan-Meier and Multivariate cox regression, adjusted 
for patient, disease, intervention, and provider factors, 
assessed os. A sensitivity analysis was performed using 
propensity- score matched cohorts. the main outcome 
measures were the rates of Ac and its impact on os.

Results/Outcome(s): of 4,550 cases meeting inclu-
sion criteria, 34% (n=1,542) received Ac. After median 
follow-up of 67.38 months, the Ac cohort had significantly 
improved 5-year os of 94.6% (95%ci 93.4%; 95.8%) 
compared to 88.3% without Ac (95%ci 87.1%; 89.6%) 
(p<0.001). on multivariate cox regression, Ac improved 
os by 41% (Hr 0.59; 95%ci 0.45, 0.78; p<0.001). other 
factors associated with improved os were ≥12 lymph 
nodes examined (Hr 0.59; 95%ci 0.45, 0.78; p<0.001) 
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female sex (Hr 0.62; 95%ci 0.49, 0.78; p<0.001), and 
patients living outside metropolitan areas (Hr 0.59; 
95%ci 0.35, 0.98; p=0.043). Factors associated with 
worse os were uninsured status (Hr 1.95; 95%ci 1.20, 
3.16; p=0.007); Medicare payor (Hr 1.49; 95%ci 1.09, 
2.06; p=0.014); increasing age (Hr 1.05; 95%ci 1.03, 
1.06; p<0.001); and greater comorbidity burden ([cci1 
[Hr 1.44; 95%ci 1.11, 1.87; p=0.006], cci2 [Hr 2.21; 
95%ci 1.50, 3.25; p<0.001; cci3 [Hr 2.67; 95%ci 1.62, 
4.39; p<0.001]). on the sensitivity analysis, after propen-
sity score matching, Ac had significantly improved 5-year 
os at 94.7% (95%ci 93.1%; 96.3%) compared to 89.4% 
(95%ci 87.2%; 91.7%) without Ac (p<0.001).

Conclusions/Discussion: this data shows that Ac 
independently improved long-term survival in rectal 
cancer patients who have a complete pathological response 
after tMe surgery. in these LArc patients with complete 
local control, we postulate that Ac improved clearance of 
micrometastatic distant disease. LArc would be expected 
to have substantial spread to the liver and lungs if left 
untreated. Despite the survival benefit, Ac is only used in 
1/3 of patients nationally. As non-operative management 
and interest in total neoadjuvant therapy evolve, these 
results are important to include in the discussion.

CLOSED INCISION NEGATIVE PRESSURE 
WOUND THERAPY REDUCES SURGICAL SITE 
INFECTIONS AND READMISSIONS AFTER 
OPEN COLON SURGERY.

ePoster AbstrActs eP819

n. eng, M. Mankarious, A. rashid, A. Portolese, 
M. Deutsch, n. Jeganathan, A. Kulaylat, J. scow
Hershey, PA

Purpose/Background: the use of closed incision nega-
tive pressure wound therapy (cinPWt) has increased in 
the last decade across surgical fields including colorectal 
surgery. this study sought to compare postoperative 
outcomes associated with use of closed incision negative 
pressure wound therapy following open colorectal surgery 
from a large national database.

Methods/Interventions: A retrospective review of 
patients who underwent open colorectal operations from 
2015-2020 was performed using national surgical Quality 
improvement Program (nsQiP) participant user files 

as well as targeted colectomy Database. intraoperative 
placement of cinPWt was identified using current 
Procedural terminology (cPt) codes in patients under-
going open abdominal operations with closure of all wound 
layers including skin. Propensity score matching was 
performed to define control group who underwent closure 
of all wound layers without cinPWt. Patients were 
matched in a 1:4 (cinPWt vs. control) ratio with replace-
ment based on age, sex, body mass index, comorbidities, 
AsA category, preoperative albumin level, prior neoad-
juvant chemotherapy, surgical indication, and surgical 
wound classification. Logistic regression was performed to 
examine differences in postoperative outcomes, including 
superficial, deep, and organ-space surgical site infection 
(ssi), wound disruption, and readmission. A p-value of 
<0.05 was considered statistically significant.

Results/Outcome(s): between 2015-2020, cinPWt 
was only used in 429 (0.6%) undergoing open operations 
in colon surgery. A matched cohort of 1686 was selected. 
Matched variables had equivalent proportions in cinPWt 
and control cohorts. on logistic regression, patients with 
cinPWt experienced decreased odds of developing a 
superficial ssi (or: 0.43, 95% ci: 0.24-0.75) and lower 
of odds of readmission within 30 days postoperatively (or 
0.70, 95% ci 0.5-0.99). cinPWt did not cause significant 
change in odds of deep ssi, organ-space ssi, or wound 
disruption. cinPWt was associated with longer median 
operative time (166 vs. 148 minutes) compared to control.

Conclusions/Discussion: Although there is a slightly 
increased operative time, utilization of cinPWt in colon 
surgery is associated with lower odds of superficial ssi and 
30-day readmissions. this suggests that cinPWt should 
be more routinely utilized in open colon surgery to improve 
patient outcomes.

THE LEARNING CURVE IN THE MANAGEMENT 
OF COLORECTAL PERITONEAL METASTASES: 
LESSONS FO 220 CONSECUTIVE PATIENTS.

ePoster AbstrActs eP820

A. Jain, M. Kelly, M. Flood, G. Guerra, s. Warrier, 
M. Michael, J. Kong, A. Heriot
Melbourne, VIC, Australia

Purpose/Background: cytoreductive surgery(crs) and 
Heated intraperitoneal chemotherapy(HiPec) improves 
survival in ‘select’ patients with colorectal peritoneal 
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metastases (cPM) due to improvements in patient selec-
tion, cytoreduction and chemotherapy. this study evalu-
ates the effect of the learning curve on patient selection, 
morbidity, and survival outcomes.

Methods/Interventions: Data was collected from 
consecutive patients undergoing crs/HiPec for cPM at 
a quaternary cancer centre over a twelve-year period using 
a prospective database and chart review to obtain demo-
graphic, operative, morbidity and survival records. two 
groups were formed based on the length of the learning 
period and patient selection, cytoreduction and survival 
outcomes were compared between the two groups using a 
Mann-Whitney test.

Results/Outcome(s): between 2010-2022, 220 patients 
were included; 127 (57.8%) females and median(sD) age 
56(12)years, with a difference in outcomes noted between 
the first quartile (50patients) and the remaining 170 
patients. Patient selection was more judicious, with the 
proportion of patients having Pci>15 decreasing from 32% 
to 14.7% (p=0.0034), and subsequent complete cytore-
duction (cc0) increasing from 62% to 84%, (p=0.0016) 
and fewer unresectable cases (20% to 12.4%, (p=0.0016). 
overall, there was a trend to lower major morbidity (28% 
vs.20%), reduced transfusion rates (36% vs.18%). the 
median os of the entire cohort was 37 months; with a 
considerable difference between the two groups (32 vs. 40 
months) and 5-year os improving from 28.8% to 41.2% 
(p=0.009).

Conclusions/Discussion: there is a learning curve 
associated with crs/HiPec that directly impacts survival 
outcomes. As the utility of cytoreductive surgery expands, 
this should be considered with the provision of any crs 
and HiPec service.

RECTAL ADENOMA-LIKE ADENOCARCINOMA 
IN A PATIENT WITH MCKITTRICK-WHEELOCK 
SYNDROME.

ePoster AbstrActs eP821

r. Li, M. LoPeZ
Manila, Philippines

Purpose/Background: McKittrick-Wheelock syndrome 
is a rare disorder characterized by the triad of secre-
tory diarrhea, electrolyte imbalance causing renal impair-
ment, and a rectosigmoid tumor, usually a benign villous 

adenoma.1 Villous, or adenoma-like, adenocarcinoma is a 
recently classified subtype of colorectal cancer, identified 
by its similarity in architecture to villous and tubulovillous 
adenomas.2 A recent case series documented only 11 cases 
of MKWs arising from a malignancy. of these, nine were 
adenocarcinoma, while one was a mucinous adenocarci-
noma.3 to our knowledge, we document the first case of 
MKWs arising from an adenoma-like adenocarcinoma.

Methods/Interventions: A 72-year-old female was 
referred for findings of a polypoid mass (Figure 1A) 4cm 
from the anal verge. she presented with diarrhea, weakness 
and weight loss prompting multiple hospital admissions. 
Upon optimization, the patient underwent an abdom-
ino-transanal resection (AtAr). intraoperatively, we 
noted a long segment rectal mass (Figure 1b) almost-com-
pletely obstructing the lumen with its proximal extent just 
distal to the sacral promontory.

Results/Outcome(s): since her discharge 7 days 
post-operatively, she had no episodes of diarrhea or 
excessive mucoid secretions per rectum. Histopathology 
revealed an adenoma-like well-differentiated adenocarci-
noma/villous adenocarcinoma with mucinous carcinoma 
component invading into the visceral peritoneum (Figure 
1c). Adjuvant chemotherapy was started thereafter.

Conclusions/Discussion: the definite treatment for 
MKWs remains surgical excision of the colorectal tumor. 
the use of pharmacologic agents including indometh-
acin and octreotide remains controversial, with the role 
of medical management limited to fluid replacement 
and electrolyte correction.4-5 newer minimally-invasive 
methods including endoscopic and transanal approaches 
have been utilized, but some patients still eventually 
undergo bowel resection to effectively treat MKWs.6 our 
patient underwent a formal oncologic resection in antici-
pation of an invasive pathology which eventually revealed 
a well-differentiated adenoma-like adenocarcinoma with 
component of mucinous carcinoma and involved the 
visceral peritoneum of the rectum (pt3). Adenoma-like 
adenocarcinoma was first documented in 1998 as a part of 
a series of 50, and present more commonly in the elderly 
populations, offer improved recurrence-free survival and 
are inversely associated with poor prognostic factors 
such as high pathologic grade, lymph node metastasis, 
lymphovascular, and perineural invasion.2 in summary, 
we presented a case of villous adenocarcinoma presenting 
as MKWs managed with surgical resection. because its 
presentation is often overlooked and managed medically, 
increasing awareness and improving our recognition of 
this syndrome is crucial in managing our patients – which 
requires surgical resection to fully reverse symptoms.
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Figure 1. (A) Colonoscopic image. (L) standard and (r) narrow band 
imaging of the long segment nodular mass from 4 to 25 cms from the 
anal verge. (B) Gross Specimen. (L-r) Anterior, posterior, right lateral 
and left lateral views of the specimen excised. it was 18 cm in length 
with a 12 x 6 x 3.5 intraluminal mass (C) Microscopic sections. (left) 
Histopathologic sections of the mass showed an invasive adenocarcino-
ma component, 60% of which had an adenoma-like aspect with villous 
structures. the mucinous carcinoma component (40%), also seen in 
this image on the right side, with pools of extracellular mucin con-
taining overt malignant epithelium. (middle) the low-grade cytologic 
atypia may present difficulties in establishing a diagnosis of the invasive 
component on biopsies. (right) Mucinous carcinoma component, 40X 
magnification] the mucinous carcinoma component, with pools of 
extracellular mucin containing overt malignant epithelium.

WHICH PART SHOULD WE REMOVE FOR 
CENTRAL LYMPH NODE DISSECTION OF 
RIGHT COLON CANCER?

ePoster AbstrActs eP822

s. Yamaguchi1, Y. Hirano2, Y. Fukinaga5, Y. Kanemitsu3, 
K. sugihara4

1Shinjuku-ku, Japan; 2Hidaka, Japan; 3Chuo-ku, Japan; 
4Bunkyo-ku, Japan; 5Koto-ku, Japan

Purpose/Background: central vascular ligation is one 
of the concepts for curative resection of colon cancer. 
origin of the right colic vessels is various and actual site 
of central lymph node metastasis is unclear. this study is 
assessed regarding site of central lymph node metastasis 
using ct image.

Methods/Interventions: Pathological central lymph 
node positive right colon cancer (cecum and ascending 
colon) patients were registered from 23 hospitals of 
Japanese society for cancer of the colon and rectum. All 
ct images of central lymph node metastasis were assessed 
by one radiologist and one surgeon. Metastatic site was 
classified as follows: around the superior mesenteric artery 
(sMA), left part of the superior mesenteric vein (Lt-sMV), 

anterior part of the sMV (A-sMV), posterior part of the 
sMV (P-sMV), and right part of the sMV (rt-sMV).

Results/Outcome(s): total 128 cases were assessed, 
and 107 cases were node positive near the origin of the 
ileocolic and right colic artery. ct images were recognized 
at sMA: 1, Lt-sMV: 2, A-sMV: 7, P-sMV: 1, rt-sMV: 
69, uncertain: 27. the origin of the middle colic artery 
positive cases were 21, and ct images demonstrated 
the site at sMA: 0, Lt-sMV: 0, A-sMV: 12, P-sMV: 0, 
rt-sMV: 6, uncertain: 3. recurrence was observed in 54 
cases of this series. Although part of the sMV was removed 
for D3 dissection in most of the patients, only one patient 
recurred at the central lymph node around the sMA. 
there was no recurrence around the sMV.

Conclusions/Discussion: Lymph node removal of ante-
rior and right side of sMV is enough for central lymph 
node clearance of right colon cancer. Metastasis and 
recurrence are extremely rare around the sMA for cecal 
and ascending colon cancer.

ARE MORE SOCIAL VULNERABILITY PATIENTS 
LESS LIKELY TO HAVE AN IDEAL ONCOLOGIC 
OUTCOME AFTER COLECTOMY FOR COLON 
CANCER? A MULTI-HOSPITAL ANALYSIS.

ePoster AbstrActs eP823

J. Pettis, c. Lam, W. Johnston, H. Vargas, b. Kann, 
c. Whitlow, J. Paruch, W. Kethman
New Orleans, LA

Purpose/Background: the centers for Disease control 
(cDc) social Vulnerability index (sVi) is a tool that 
uses United states census data to determine the social 
vulnerability of an individual based on their residing census 
tract. the index is subdivided into four subthemes: socio-
economic status, household composition and disability, 
minority status and language, and housing type and 
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transportation. We hypothesized that more socially vulner-
able patients with colon cancer are at higher risk of 
suffering adverse surgical outcomes.

Methods/Interventions: We performed a retrospec-
tive review of all patients who underwent a colon resec-
tion for management of colon adenocarcinoma or for 
which malignancy was suspected in 2020-2021 within 
the ochsner Health system. An ideal oncologic resection 
(ior) was defined by negative margins and ≥12 lymph 
nodes obtained. An ideal surgical outcome (iso) was 
defined as an ideal oncologic resection in addition to a 
hospital length of stay ≤7 days and no readmission within 
30 days. Pathologic data was merged with sVi by census-
tract using the United states census geocoder tool. the 
impact of sVi on ior and iso outcomes was then evalu-
ated. Analysis was performed in Prism utilizing descriptive 
statistics and unpaired t-test.

Results/Outcome(s): 433 patients underwent a colon 
resection for colon adenocarcinoma or for which malig-
nancy was suspected between 2020-2021. the mean age 
of patients was 54 years with the majority being White 
(59.12%) and black or African American (36.95%). Most 
patients had Medicare (53.35%) and private insurance 
(30.72%). three hundred thirty-nine (78.29%) patients 
received an ior, with 249 (57.51%) patients having an 
iso. there was no significant difference in overall sVi 
for those receiving an ior or iso compared to those who 
did not (p=0.712 and p=0.142 respectively). When eval-
uated by vulnerability subthemes, however, higher values 
indicating more vulnerable socioeconomic status and 
household composition and disability were more likely to 
not receive an iso (p=0.005 and p=0.014 respectively).

Conclusions/Discussion: socially vulnerable patients 
are as likely to undergo ideal oncologic resections as 
those who are less vulnerable. socioeconomic status and 
household composition and disability are associated with 
less-than-ideal overall surgical outcomes, suggesting that 
length of stay and readmissions drive worse outcomes in 
the more socially vulnerable. our study provides additional 
insight into important areas for intervention to optimize 
oncologic outcomes.

COMPARATIVE CLINICAL EFFECTIVENESS 
OF LAPAROSCOPIC AND ROBOTIC ASSISTED 
COLECTOMY: A MULTI-INSTITUTIONAL 
EXPERIENCE IN TAIWAN.

ePoster AbstrActs eP824

c. chen
Taipei, Taiwan

Purpose/Background: the objective of this retrospec-
tive study is to explore the comparative clinical effec-
tiveness of robotic-assisted colectomy (rAc) compared 
to laparoscopic colectomy (LAc) for patients with colon 
cancer in taiwan.

Methods/Interventions: the patients from 6 hospi-
tals who underwent rAc or LAc from January 2015 to 
December 2021 were included. All patients were primarily 
diagnosed of colon cancer (icD-10, c18-19). Patient base-
line information and clinical outcomes recorded in medical 
charts and operative notes were reviewed and retrieved 
retrospectively. A 1:1 propensity score matching (PsM) 
was used to equate baseline differences between rAc and 
LAc groups for age, sex, bMi, cci, AsA, cancer stage, 
tumor size, and type of surgery (right hemicolectomy, 
left hemicolectomy, sigmoidectomy). A paired t-test or 
Wilcoxon signed-rank test was used after checking the 
normality of continuous variables, and the Mcnemar test 
for categorical variables.

Results/Outcome(s): A total of 772 patients who under-
went minimal-invasive colon resection were collected. 
Patients’ baseline characteristics of rAc and LAc were 
comparable in terms of age, sex, bMi, cci, and tumor size. 
However, the type of surgery, AsA, and cancer stage are 
significantly different between rAc and LAc. After PsM, 
there were 544 cases available for the analysis and there was 
no significant difference in any patients’ backgrounds. the 
number of lymph node examinations is significantly higher 
in rAc than in LAc (p=0.034). but other than that, 
we couldn’t find any statistically significant difference in 
outcomes between the two groups. or time was 271.76 min 
in rAc and 246.31 min in LAc (p=0.0581). conversion 
rate was 0% (n=0) in rAc, and 1.9% (n=5) in LAc 
(p=0.0614). reoperation rate was 1.47% (n=4) in rAc, 
and 0.74% (n=10) in LAc (p=0.1739). blood loss was 
64.6 ml in rAc, and 66.22 ml in LAc (p=0.8009). posi-
tive surgical margin was 2.23% in rAc and 0.38% in LAc 
(p=0.1226). regarding postoperative outcomes, the length 
of stay (8.15 vs 8.57 days, p=0.0627), readmission rate 
(1.47% vs 2.21%, p=0.7516), complication rate (5.33% 
vs 7.17%, p=0.2432), local recurrence (3.68% vs 2.49%, 
p=0.6416) and 1-year survival rate (99.6 vs 98.5%, p=0.4) 
were comparable between rAc and LAc (table 1).

Conclusions/Discussion: the number of lymph node 
yields is higher in rAc than in LAc. otherwise, postop-
erative morbidity and mortality rates of robotic-assisted 
colectomy were comparable to the laparoscopic colectomy 
despite a relatively shorter history of rAc. therefore, 
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we conclude that robotic-assisted colectomy could be 
regarded as a safe and feasible option compared to laparo-
scopic colectomy.

THE PROGNOSTIC VALUE OF ASPARAGINYL-
TRNA SYNTHETASES AS A BIOMARKER IN 
STAGE II COLON CANCER.

ePoster AbstrActs eP825

s. Yang, b. Min
Seodaemun-gu, Korea (the Republic of)

Purpose/Background: Discovering a novel biomarker 
to predict disease outcomes and inform outcomes with 
specific interventions is essential for managing colorectal 
cancer (crc). Aminoacyl-trnA synthetases (Arss) are 
a family of 20 essential enzymes for protein synthesis asso-
ciated with carcinogenesis. this study aims to discover 
potential prognostic biomarkers among 20 Arss and eval-
uate the prognostic value of a candidate biomarker in stage 
ii colon cancer (cc) patients.

Methods/Interventions: top candidate Arss genes 
were tested for their association with survival with gene 
expression data from an open public large database. then, 
immunohistochemistry (iHc) staining was performed on 
the tissues of 334 patients with cc, and the log-rank 
test was used with Kaplan-Meier (KM) estimation to 
compare survival rates according to protein expression 
levels of cysteinyl-trnA synthetases (cArs) and aspar-
aginyl-trnA synthetases (nArs). to identify the path-
ways represented by the cArs and nArs correlating 
genes and proteins, we performed an enrichment analysis 
of cellular pathways for the genes and proteins using 
consensusPathDb. Finally, the frequency of cD3+ and 
cD8+ immune cells within cc tissue was determined 
using iHc and a digital image analyzer.

Results/Outcome(s): Among the 20 Ars genes, cArs, 
alanyl-trnA synthetases (AArs), and nArs were 
selected as candidate Arss genes in the discovery data set. 
only the high protein expression level of nArs was the 
independent prognostic factor with disease-free survival 
(DFs) in iHc analysis of 344 cc samples (P=0.001), and 
high expression of nArs was associated with better DFs 
in patients with stage ii cc (Hr 0.237; 95%ci 0.101-
0.557, p=0.001). Furthermore, nArs showed favorable 
AUc value 0.82 (P < 0.001, 95%ci: 0.71–0.93) in stage ii 
cc. the network model showed the association between 
nArs and anti-tumor immunity in stage ii cc, and iHc 
analysis of tumor-infiltrating immune cells showed that the 
numbers of cD3+ t cells were significantly increased in 
the nArs high-expression group (p=0.018).

Conclusions/Discussion: the protein expression level 
of nArs is a potential prognostic marker for survival in 
patients with stage ii cc. However, further studies are 
needed on the benefit of adjuvant chemotherapy according 
to the expression level of nArs.
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MACHINE LEARNING APPROACH TO 
PREDICT SURVIVAL IN COLORECTAL LIVER 
METASTASIS.

ePoster AbstrActs eP826

H. Patel, b. Makkapati, e. Mallinger, K. butler, 
i. Mukherjee, G. bonomo
Staten Island, NY

Purpose/Background: colorectal cancer remains the 
third most common malignancy worldwide with over 
20% of patients presenting with metastatic disease, most 
commonly to the liver. surgical resection remains as the 
only potentially curative treatment modality for patients 
with colorectal Liver Metastasis (crLM). in this study 
we aim to utilize machine learning to better prognosticate 
patients undergoing surgical resection for crLM.

Methods/Interventions: A retrospective analysis of 
the national cancer Database (ncDb) was conducted 
to include all patients diagnosed with isolated crLM 
from 2004 – 2018 who underwent surgical resection 
of the primary site that was not palliative in nature. A 
K-Means clustering algorithm was used to separate the 
patients into two cohorts which were then compared 
using AnoVA, cox Univariate regression and Kaplan-
Meier Analysis.

Results/Outcome(s): A total of 11,552 patients with 
isolated crLM were studied of which 54% were male, 
average age of diagnosis 61 y., and average year of diag-
nosis was 2012. A K-means clustering algorithm was 
used to divide the patients into two cohorts; group 1 
consisting of 1795 patients and group 2 consisting of 9757 
patients. Group 1 had an average age of 57 y. compared 
to 61 y. for group 2 (p<0.001), average time to start of 
systemic chemotherapy of 40 days vs. 63 days for group 2 
(p<0.001), and average time to surgery of 196 days vs. 18 
days for group 2 (p<0.001). the median overall survival 
(mos) for group 1 was 42 mos. compared to 29 mos. 
(p<0.001). Univariate cox regression analysis showed 
superior mos based on their cluster (Hr 1.2, 95% ci 
1.2 – 1.5, p<0.001).

Conclusions/Discussion: Utilization of Machine 
Learning algorithms such as the K-Means clustering 
algorithm can help to create models that prognosticate 
and identify factors that may lead to increased patient 
survival. Further prospective trials should be conducted 
utilizing such models to better delineate their use in clin-
ical practice.

Figure 1: scatter plot (left) demonstrating two cluster results from 
K-Means clustering, along with Kaplan-Meier (right) survival analysis 
based on designated cluster

SCREENING FOR MALNUTRITION USING GLIM 
CRITERIA IN COLORECTAL CANCER SURGERY 
PATIENTS.

ePoster AbstrActs eP827

t. Kurokawa, n. Kanzaki, t. sawano, A. ozaki, t. ejiri
Iwaki, Japan

Purpose/Background: background: the presence of 
preoperative malnutrition has been reported to increase 
postoperative complications in surgery. 2018 saw the 
development of the global malnutrition consensus GLiM 
criteria, but there have been few studies using the GLiM 
criteria. in this study, we examined whether the diagnosis 
of undernutrition using GLiM criteria could be useful in 
colorectal cancer surgery.

Methods/Interventions: Methods: Among colorectal 
cancer surgeries from 2018-2022, we included patients 
whose skeletal muscle mass was measured by the biA 
method (inbody s20) before and after surgery. the total 
muscle cross-sectional area and iliopsoas muscle area at the 
level of the third lumbar vertebra were measured by ct 
immediately before surgery, and the sMi (skeletal muscle 
index) and PMi (psoas muscle mass index) values by ct 
were calculated. i) the group judged by bMi alone, ii) the 
group judged by bMi and sMi by biA method together in 
the GLiM criteria the relationship between postoperative 
complications and perioperative skeletal muscle loss was 
examined in four groups: i) group determined by bMi 
alone, ii) group determined by bMi plus sMi by ct, iii) 
group determined by bMi plus sMi by ct, and iv) group 
determined by bMi plus PMi by ct. in PMi, the sarco-
penia criteria proposed by the Japan society of Hepatology 
were used to define hyponutrition as 6.36 cm2/m2 or less 
in men and 3.92 cm2/m2 or less in women. Postoperative 
complications were defined as clavien-Dindo classification 
grade i or higher.

Results/Outcome(s): results: thirty-nine patients 
(male:female = 29:10, mean age 71.64 (96-46), 6 complica-
tions, 14 patients with perioperative skeletal muscle index 
decrease of 10% or more) were evaluated using 4 criteria: 
i) 2 patients in the undernourished group, ii) 34 patients 
in the undernourished group, iii) 35 patients in the under-
nourished group, iv) 35 patients in the undernourished 
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group, and v) 5 patients in the undernourished group. the 
results showed i) 2 cases in the undernourished group, ii) 
34 cases in the undernourished group, iii) 35 cases in the 
undernourished group, iv) 7 cases in the undernourished 
group. in terms of complication comparison, i) undernour-
ished group: 0%, normal group: 16.7%; ii) undernourished 
group: 14.7%, normal group: 20%; iii) undernourished 
group: 17%, normal group: 0%; iv) undernourished group: 
14%, normal group: 15.6%.

Conclusions/Discussion: the GLiM criteria are diffi-
cult to evaluate as a preoperative nutritional screening 
method. Further study is needed to determine how the 
GLiM criteria should be used in the perioperative period, 
including stratification of cut off values by age.

EFFECTS OF RACE AND INCOME ON 
ADENOMA DETECTION RATES (ADRS) IN 
SCREENING COLONOSCOPIES.

ePoster AbstrActs eP828

s. Mehrotra, G. savulionyte, i. Yu, J. ortolani
Buffalo, NY

Purpose/Background: reliable estimates of Adenoma 
Detection rates (ADrs) are needed to inform colono-
scopic quality standards, yet little is known about how 
patient demographics such as race or socioeconomic status 
affect ADrs. race has been shown to influence the risk of 
colorectal cancer while income-based disparities have been 
known to play a role in access to screening colonoscopies. 
the primary objective of this study is to compare the ADr 
between low-income and high-income patients as well as 
black and white patients undergoing screening colonosco-
pies in Western new York.

Methods/Interventions: retrospective chart review 
was performed on patients 50 years of age and older 
undergoing screening colonoscopies by a single colorectal 
surgeon in Western new York between 2019-2021. Patient 
demographics (age, sex, race, address, marital status) and 
ADrs were collected. Median income for each patient was 
derived from zip code data according to 2019 Us census 
Data. Low income patients were defined as those making 
less than the median income of $41,620, which was the 
mean income of the cohort. Analysis was performed using 
chi square tests for categorical variables and student’s 
t-tests for continuous variables.

Results/Outcome(s): A total of 515 charts were 
reviewed. the average age of the patients was 59 years old, 
51% were male, 66.3% were low income. 52% of patients 
were black and 28% were white. total ADr was 23.1%. 
the ADr was higher in men than women and increased 
with age. ADr in men was 30.7 % and in women was 
15.2% (p=0.0003). ADr for age ranges 50-59 was 21.8%, 
and age ranges 60-69 was 25.9% (p =0.3). there was no 
difference in ADr among low income and high-income 
patients (22.87% and 22.98% respectively, p = 0.97). 

White patients had a higher ADr than the black patients 
(29.5 % and 21.5% respectively), however this difference 
was not significant (p=0.09) (Table 1).

Conclusions/Discussion: ADr, derived from screening 
examinations, is a recommended metric of the quality 
of colonoscopic examination. the overall ADr in this 
cohort is similar to national standard. in previous studies, 
advanced age as well as male sex has been associated with 
higher ADr. this finding was corroborated in this study 
with male ADr >female ADr and 60-69 age ADr >50-59 
age ADr. When stratified by race, white patients had a 
higher ADr compared to black patients, however this 
difference was not significant. interestingly, there was no 
difference in ADr between patients of lower and higher 
median incomes. this may be due to the fact that in this 
cohort, despite income differences, the patients with lower 
income had adequate access to screening colonoscopies. 
in this study, low-income patients presenting for screening 
colonoscopies were significantly younger than the high-in-
come patients (mean age 58 vs 60 years respectively, 
p=0.02). Further studies are needed to investigate the 
effect of race and socioeconomic status on ADr in a larger 
general population.

*Low income defined as median income <$41,620 (mean income of 
cohort). ** this p value represents analysis of age ranges 50-59 vs 60-69 
only (70-79 range not included). ***this p value represents analysis of 
black vs White only (Asian and Unknown not included).

VALUE OF ROUTINE USE OF POSITRON 
EMISSION TOMOGRAPHY-COMPUTED 
TOMOGRAPHY FOR INITIAL STAGING AND 
MAKING TREATMENT PLAN OF COLON 
CANCER.

ePoster AbstrActs eP829

H. Park1, o. song2, J. Lee1, s. Lee1, H. Kim1

1Hwasun-gun, Korea (the Republic of); 2Suncheon, Korea 
(the Republic of)

Purpose/Background: Positron emission tomogra-
phy-computed tomography (Pet-ct) is used to stage 
cancer and find hidden malignancies, but its role in preop-
erative diagnosis is uncertain. We aimed to evaluate the 
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value of Pet-ct as a routine diagnostic and staging tool 
for colon cancer.

Methods/Interventions: We retrospectively analyzed 
the data of colon cancer patients who visited our institu-
tion between January and December 2017. We classified 
patients according to whether there were any indeter-
minate lesions on ct findings, and we also evaluated 
additional information on staging and treatment planning 
obtained with Pet-ct.

Results/Outcome(s): of 245 patients with colon 
cancer, 49 patients had indeterminate lesions on their ct 
scans and 196 patients did not. Pet-ct was performed in 
34 of the patients with indeterminate ct finding (group 
A) and in77 of the patients without indeterminate ct 
finding (group b) (69.4% vs. 39.3%, p<0.001). of the 
patients underwent Pet-ct, additional diagnostic infor-
mation was confirmed in nine patients of group A and ten 
patients of group b (26.5% vs. 13.0%, p=0.143). With 
Pet-ct, other cancers were additionally detected in one 
patient of group A and five patients of group b (2.9% 
vs. 6.5%, p=0.758). except for the detection of other 
cancers, additional findings obtained by Pet-ct to estab-
lish a treatment plan for colon cancer were found in eight 
patients of group A and five patients of group b (24.2% vs. 
6.9%, p=0.029).

Conclusions/Discussion: the value of Pet-ct as a 
routine diagnostic tool for all colon cancer patients is still 
uncertain. However, Pet-ct could be useful for making 
treatment plan for the colon cancer patients who has inde-
terminate ct findings. Further prospective investigations 
will be needed.

COMPREHENSIVE ANALYSIS OF PROGNOSIS 
AND TME OF RELATED GENES FRO 
TRANSIENT RECEPTOR POTENTIAL CHANNEL 
IN COLORECTAL CANCER.

ePoster AbstrActs eP830

Y. Liu1, X. Yao2, Q. Wang1

1ShangHai, China; 2Shanghai, China

Purpose/Background: the transient receptor potential 
channel is a widely concerned ion pathway that is asso-
ciated with tumor progression, prognosis, and treatment 
response. However, the potential roles of trP related 

genes (trGs) in colorectal cancer (crc) with the tumor 
microenvironment (tMe) remain unclear.

Methods/Interventions: We described the alterations 
of trGs in 620 crc samples from transcriptome profiles. 
We identified two distinct molecular subtypes and found 
that multi-layer trGs alterations were correlated with 
patient clinicopathological features, prognosis, and tMe 
cell infiltrating characteristics. then, a signature for trGs 
was constructed and its predictive capability in crc 
patients was validated.

Results/Outcome(s): our comprehensive analysis of 
trGs in crc demonstrated their potential roles in the 
tumor microenvironment, clinicopathological features, 
and prognosis.

Conclusions/Discussion: these findings may widen 
our horizons of trGs in crc and discover a brand-new 
cutpoint for the development of more effective immuno-
therapy strategies and the prognostic stratification.

CLINICAL CHARACTERISTICS AND LONG-
TERM ONCOLOGIC OUTCOMES IN YOUNG-
ONSET COLORECTAL CANCER PATIENTS.

ePoster AbstrActs eP831

P. ovartchaiyapong, W. riansuwan
Bangkok, Thailand

Purpose/Background: the incidence of young-onset 
colorectal cancer dramatically increased. it is believed that 
sedentary lifestyles and some genetic mutations correlate 
with this inclination. Data on colorectal cancer in young-
onset patients, particularly from Asia, are limited. this 
study aims to review the clinical presentations, molecular 
characteristics, and long-term oncologic outcomes in 
young-onset colorectal cancer patients.

Methods/Interventions: We performed a retrospective 
chart review of patients diagnosed with colorectal cancer 
between 2010 and 2020 in our institute. the young-onset 
colorectal cancer patient was defined as a patient of age 
less than 50. clinical presentations, molecular character-
istics, and oncological outcomes of young-onset colorectal 
cancer patients were obtained and analyzed.

Results/Outcome(s): During the study period, we could 
retrieve 680 young-onset colorectal cancer patients who 
accounted for 12% of all age groups. However, there was 
no increased incidence of young-onset colorectal cancer 
patients in this study. the median follow-up time was 
3.3 years [iQr: 1.6-6.3]. the median age was 44 years 
[iQr: 38-47]. the mean bMi was 22.62 kg/m2 (sD 4.14). 
Patients with clinical stage i, ii, iii, and iV was 5.9, 8.9, 
52.7, and 32.5 % respectively. 510 (75%) patients under-
went curative-intent treatment. Most tumors were in the 
rectum (50.3%) and sigmoid colon (22.9%). synchronous 
and metachronous cancers were 3.5 and 1.3% respectively. 
common clinical presentations were bleeding (52.8%), 
abdominal pain (31.8%), weight loss (31.6%), and mucous 
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stool (29.1%). in the curative-intent group, local recur-
rence and distant recurrences were 10.4% and 30.3% 
respectively. Kaplan-Meier estimated 5-year disease-free 
survival for stage i, ii, and iii was 100%, 68.5%, and 55.2% 
respectively (Figure). Msi-H or d-MMr tumor was found 
in 40 of 185 patients (21.6%). Apart from FAP and Lynch 
syndrome, other pathogenic gene mutations were brcA, 
AtM, and Pten gene mutations.

Conclusions/Discussion: Physicians should be aware 
and not reluctant to request for colonoscopy in young-
onset patients presented with symptoms of left-sided colon 
or rectal cancer. to mitigate advanced-stage to early-stage 
colorectal cancer in young-onset patients, screening colo-
noscopy starting before age of 50 should be also considered 
in the Asian population.

REFERENCE VALUES FOR SIX-MINUTE WALK 
TEST FROM PATIENTS WITH ABDOMINAL 
AND PELVIC CANCERS UNDERGOING 
SURGICAL RESECTION.

ePoster AbstrActs eP832

P. Makker1, c. Koh1, M. solomon1, n. Ansari1, 
L. Denehy2, L. edbrooke2, D. Wijeysundera3, J. bartyn1, 
D. steffens1

1Camperdown, NSW, Australia; 2Melbourne, NSW, 
Australia; 3Toronto, ON, Canada

Purpose/Background: the six-minute walk test 
(6MWt) has been increasingly used to assess functional 
capacity across various patient populations, including in 
patients undergoing surgical treatment for abdominal and 
pelvic cancers. However, the paucity of six-minute walk 
distance (6MWD) reference values from population-based 
sample of cancer patients limits interpretation of 6MWD 
data in this population. this study was performed to estab-
lish reference values for 6MWD in the abdominal and 
pelvic cancer population.

Methods/Interventions: 783 patients undergoing 
surgical treatment for abdominal or pelvic cancers were 

recruited from three centres – royal Prince Alfred 
Hospital (sydney, Australia), Peter Maccallum cancer 
centre (Melbourne Australia), and Unity Health (toronto 
canada). these patients underwent the 6MWt preopera-
tively, using a standardised protocol. Anthropometric data 
(age, gender, bMi) were also collected and included in a 
multiple linear regression model for 6MWD.

Results/Outcome(s): the median age of the population 
was 62 years, with a higher proportion of males (57%) 
compared to females (43%). the median 6MWD was 
495 metres. Age (r=-0.29, p<0.001), gender (r=-0.14, 
p<0.001) and bMi (r=-0.15, p<0.001) were significantly 
correlated with preoperative 6MWD. Age also showed 
significant collinearity with gender (r=-0.186, p<0.001). 
Multiple regression showed the optimum reference value 
equation to be: 6MWD= 718.3-2.651*Age-2.766*bMi. 
the reference 6MWD values (475 [49.1]) were compa-
rable with measured 6MWD (495 [55] p>0.9).

Conclusions/Discussion: this study is the first to 
propose a reference value equation for preoperative 
6MWD in a large population sample of abdominal and 
pelvic cancer patients. the findings will help improve the 
evaluation of preoperative function, leading to strategies 
for optimisation.

THE CURRENT LANDSCAPE OF EARLY-ONSET 
COLORECTAL CANCER.

ePoster AbstrActs eP833

c. Garrett, D. steffens, M. solomon, c. Koh
Camperdown, NSW, Australia

Purpose/Background: Whilst early-onset colorectal 
cancer (eocrc) incidence is increasing by 2.8% per 
annum, later-onset colorectal cancer (Locrc) incidence 
is reducing by 2.2% per annum in Australia. thus, there 
has been a paradigm shift in colorectal cancer literature to 
establish the unique features of eocrc that differ from 
Locrc.

Methods/Interventions: A narrative review was 
performed using articles obtained from electronic data-
bases (MeDLine, eMbAse and cochrane Library) via 
the search terms “early-onset colorectal cancer” or “young-
onset colorectal cancer”.

Results/Outcome(s): childhood and adolescent expo-
sures resulting in gut dysbiosis have been linked to increased 
eocrc risk. studies demonstrated a dose-dependent risk 
with weight and alcoholic and sugary beverages. there 
is conflicting evidence regarding the role of antibiotics 
in eocrc development. eocrcs have more aggres-
sive histopathological features (mucinous and signet-ring 
morphology, poorer differentiation, lymphovascular inva-
sion, involvement of adjacent structures) in comparison to 
Locrc. Although the germline mutation rate is higher in 
eocrcs (10-30%), most eocrcs are sporadic. eocrcs 
have fewer sporadic mutations in genes associated with 
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Locrc (KrAs, brAF, APc) and increased mutations 
in genes that regulate cellular function, inflammation and 
DnA and histone repair. Despite red flag symptoms (rectal 
bleeding, changes to bowel habits), diagnosis is often 
delayed when compared with Locrc resulting in more 
emergency presentations and advanced stages at the time 
of diagnosis. studies demonstrate that eocrc patients 
are more likely to undergo multiagent chemotherapy regi-
mens at all stages when compared to their older counter-
parts. However, there is limited data regarding the surgical 
treatment patterns and outcomes of eocrc. Data on 
eocrc survival is conflicting.

Conclusions/Discussion: Preventative aspects (risk 
factor identification and molecular profiling) of eocrc 
remain the most heavily researched areas in the current 
eocrc literature landscape. However, there is a paucity 
of studies investigating the surgical management, postoper-
ative and functional outcomes, quality of life and survival 
of eocrc patients and thus, future research is warranted.

C REACTIVE PROTEIN AS PREDICTOR OF 
ANASTOMOTIC LEAK: A SINGLE CENTER 
EXPERIENCE IN CENTRAL AMERICA.

ePoster AbstrActs eP834

W. Pineda-Hernandez2, J. Villanueva-Herrero1, 
n. somoza2

1Ciudad de Mexico, Mexico; 2San Salvador, El Salvador

Purpose/Background: Anastomotic leak (AL) is the 
most dreaded complication after bowel surgery. However, 
an early diagnosis is not always easy, guiding the diagnosis 
of AL with laboratory or imaging tests. c reactive Protein 
is a low cost reliable marker of an abdominal complication 
after a surgery. the study investigated the value of daily c 
reactive Protein during consecutive days in patients with 
a bowel anastomosis.

Methods/Interventions: Prospective observational 
cohort study with inclusion of adult patients with bowel 
anastomosis. the preoperative diagnosis: 27 patients with 
colorectal cancer (7 AL), 10 diverticular disease (1 AL), 
17 bowel obstruction (6 AL), 15 apendicitis/cecum perfo-
ration (3 AL).

Results/Outcome(s): Pcr samples were obtained from 
69 patients, 17 patients with AL. the AL group had 
a median age of 51 years, 10 patients were male and 6 
patients were classified overweight or with obesity. the 
most frequent surgeries: right hemicolectomy 25 (6 AL), 
left hemicolectomy 10 (AL 3), colostomy closure 7 (1 AL), 
sigmoidectomy 4 (0 AL). only 1 surgery was laparoscopic. 
the majority of patients with AL had a right hemicolec-
tomy. Four patients with AL had manual anastomosis. 
A comparison of the mean operative time between AL 
and non-AL patients was not significantly different. in 
36% of the patients with AL a latero-lateral anastomosis 
was done. the diagnosis of AL was made between the 

2th and 7th postoperative day (PoD). the most frequent 
clinical sign of AL was purulent secretion from the surgical 
incision (or 48.2 ic 2.4-49.7 P<0.0001). the AL group 
had a crP value at PoD 2 of 22.3 mg/dl (sD±8.3 range 
11-36.5 p<0.0001). With a cutoff value of 10.9 mg/dl the 
sensitivity and specificity of AL prediction was 83.7% and 
94.1% respectively. A crP value at 1st PoD of more than 
10.9 mg/dl has an or 5.6 (p<0.0001), 2th PoD an or 
22.7 (p<0.0043) and 7th PoD an or 107 (p=0.0001). it 
is important to emphasize that 16 patients with AL at the 
2th PoD had a Pcr of at least 10.9 mg/dl.

Conclusions/Discussion: ct abdomino/pelvic scan 
is the gold standard for AL. crP test result can be in a 
very short time and has a very low cost. in the majority 
of hospitals of developing countries or even in world class 
hospitals without access of a 24 hours ct scan service is a 
useful test. Previous studies have used values of 14 mg/dl 
at PoD 3. We know that an early diagnosis is important, 
a validated cutoff at 48 hours is useful in clinical practice. 
in this study 75% of the patients with AL had clinical 
signs and ct scan positive for a leakage; 25% the ct were 
inconclusive. in this study we demonstrated that a level 
of 10.9 mg/dl or higher is present in 90.6% of the patients 
with AL in the 2th postoperative day.

THE POSTOPERATIVE OUTCOMES AND 
SURVIVAL OF EARLY-ONSET COLORECTAL 
CANCER PATIENTS.

ePoster AbstrActs eP835

c. Garrett, D. steffens, M. solomon, c. Koh
Camperdown, NSW, Australia

Purpose/Background: early-onset colorectal cancer 
(eocrc) incidence is rising in all developed countries 
with Australia at the forefront. outcomes in this cohort 
are underreported because of its comparatively smaller size 
to later-onset colorectal cancer (crc). this study reports 
on postoperative eocrc outcomes and survival from a 
quaternary centre, which is also a referral centre for pelvic 
exenteration (Pe) and cytoreductive surgery (crs) and 
heated intraperitoneal chemotherapy (HiPec).

Methods/Interventions: A retrospective study of 
eocrc patients managed at the royal Prince Alfred 
Hospital between January 2014-December 2021 was 
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performed. eocrc was defined as crc < 50 years. Patient 
demographics and outcomes were tabulated. Kaplan-Meier 
survival curves and log-rank tests assessed if disease-free 
survival (DFs) and overall survival (DFs) differed based 
on age, type of surgery and tumour location after matching 
for stage.

Results/Outcome(s): A total of 111 eocrc patients 
were included. stage iV disease was most common (40.0%, 
n=42/105). Most of the cohort underwent non-radical 
surgery (nrs) (72.1%, n=80/111) followed by crs/
HiPec (15.3%, n=17/111), Pe (11.7%, n=13/111) 
then combined crs/HiPec and Pe (0.9%, n=1/111). 
there was a high complication rate (55%, n=61/111) of 
which the majority were graded clavien-Dindo ii (47.5%, 
n=29/61). ten patients (9.0%) returned to theatre and 
there were no unexpected deaths < 30 days of surgery. 
More than half underwent ostomy formation (50.5%, 
n=56/111) and 40.5% (n=45/111) were admitted to the 
intensive care unit postoperatively. in eocrc patients 
with stage iV disease, Pe followed by crs/HiPec then 
nrs was associated with worse DFs (p < 0.001) and os 
(p < 0.001) (Figure 1). DFs and os were equivocal for all 
stages based on age and tumour location.

Conclusions/Discussion: Advanced disease was more 
common in eocrc patients, with a high proportion 
undergoing radical surgical intervention. treatment-
related morbidity was higher than in current eocrc liter-
ature which is due to our inclusion of Pe and crs/HiPec 
patients. the impact of this on quality of life and func-
tional outcomes warrants further investigation. For stage 
iV disease, the superior survival of patients undergoing 
nrs followed by crs/HiPec then Pe, is due to the earli-
er-stage disease of nrs patients and the enhanced cyto-
toxicity of HiPec in crs/HiPec patients. Future studies 
comparing stage-matched survival between Locrc and 
eocrc in an Australian cohort are necessitated.

UK EXPERIENCE OF PRESSURISED 
INTRAPERITONEAL AEROSOLISED 
CHEMOTHERAPY (PIPAC) FOR COLORECTAL 
CANCER PERITONEAL METASTASES 
(NCT03868228).

ePoster AbstrActs eP836

P. Kyle, J. Murphy
London, United Kingdom

Purpose/Background: Peritoneal metastases continue 
to be associated with a poor prognosis. As such there is 
an unmet need for effective treatments for these patients. 
Pressurized intraperitoneal aerosolized chemotherapy 
(PiPAc) is a new technique that delivers chemothera-
peutic regimens as a pressurised aerosol into the perito-
neal cavity during laparoscopy. this is the first UK trial 
of PiPAc. it examined the effects of PiPAc alongside 
systemic chemotherapy on progression-free survival (PFs); 
quality of life; and, short-term complications.

Methods/Interventions: Prospective, single-centre trial 
with patients undergoing 8-weekly PiPAc with oxaliplatin 
from January 2019 till January 2022. Disease progression 
was assessed using peritoneal carcinomatosis index (Pci) 
on ct scan and at laparoscopy. Quality of life was assessed 
by questionnaire (eortc QLQ-c30). Adverse events 
were graded by ctcAe and clavien-Dindo criteria.

Results/Outcome(s): Five patients underwent a total of 
ten PiPAc administrations (median 2, range 1-4). Median 
PFs was 6.0 months. Quality of life was maintained 
across repeat PiPAc procedures but a decrease in social 
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functioning and increased fatigue were evident. three 
incidences of grade 3 adverse events occurred but PiPAc 
was well tolerated.

Conclusions/Discussion: PiPAc is achievable and 
can be safely delivered for patients with colorectal cancer 
peritoneal metastases. caution must be exercised given 
the vulnerable patient cohort and risk of adverse events. 
systemic chemotherapy can be safely administered at a 
different unit to the PiPAc procedure if both groups have 
clear lines of communication and information sharing. 
Further trials are required to assess the efficacy of PiPAc 
with respect to progression-free survival.

DOES CONCURRENT FLEXIBLE 
SIGMOIDOSCOPY WITH CT COLONOSCOPY 
IMPROVE DIAGNOSTIC YIELD FOR 
COLORECTAL CANCER?

ePoster AbstrActs eP837

r. Ashwin1, A. Hussain2

1Prescot, United Kingdom; 2Crewe, United Kingdom

Purpose/Background: the UK bowel cancer screening 
Guidelines for ctc state that ctc is a complete exam-
ination of the colon, thereby precluding the need for 
further endoscopic evaluation. However, concerns persist 
regarding the missed lesions in ctc especially in the left 
colon. thereby, many centres perform flexible sigmoidos-
copy in conjunction with ctc to overcome this. this study 
was conducted to ascertain the need for the same. the 
primary outcomes were cancer and polyp detection rates 
in ctc in relation to endoscopy. the secondary outcomes 
were to identify the lesions missed in ctc and to identify 
correlation between the different sites of the colon.

Methods/Interventions: this study was conducted 
at a tertiary care centre in the UK. Prospectively main-
tained data was collected retrospectively regarding patients 
undergoing ctVcs along with Fs/ colonoscopy from 
2019 to 2022. this cohort included outpatients referred 
to the colorectal clinic on the two-week-wait pathway, 
patients under polyp/ cancer surveillance and patients who 
had these investigations following inpatient admission. 
the following patients were excluded : Patients who had 
ctc following failed endoscopy, Patients who have had 
endoscopic evaluation for biopsies etc., following positive 
findings in ctc.

Results/Outcome(s): A cohort of 480 patients was 
included for analysis. Polyp or cancer follow up was the 
most common indication for this investigation (31.87%). 
the sensitivity and specificity of ctc for detection of 
malignancy in relation to histology were 93.33% (95% ci 
77.93%, 99.18%) and 98.67% (95% ci 97.1%, 99.51%) 
respectively. the sensitivity of endoscopy for detection of 
malignancy was slightly higher at 96.67% (95% ci 82.78%, 
99.92%), specificity 98.44% (95% ci 96.82%, 99.37%). 
the sensitivity and specificity of ctc in detection of 

significant polyps (>5mm) in relation to histology were 
73.96% (95% ci 64.00%, 82.38%) and 94.79% (95% ci 
92.07%, 96.79%) respectively. Whereas the sensitivity of 
endoscopy was 95.83% (95% ci 89.67%, 98.85%) and 
specificity was 94.79% (95% ci 92.07%, 96.79%). the 
relative sensitivity and specificity of ctc with respect to 
endoscopy was 77.68% (95% ci 68.84%, 85.00%) and 
98.91% (95% ci 97.24%, 99.70%). 25/96 (26.04%) signifi-
cant polyps were missed on ctc, in relation to endoscopy. 
the overall incidence of missed polyps in ctc from the 
left colon is 2.5%.

Conclusions/Discussion: our study does not demon-
strate any additional benefit in performing flexible  
sigmoidoscopy with ctc in diagnosis of colorectal cancer, 
in order to avoid missing left sided lesions.

IDENTIFYING THE “BAD ACTORS” IN 
COLORECTAL PERITONEAL METASTASIS.

ePoster AbstrActs eP838

A. Jain, M. Kelly, M. Flood, G. Guerra, s. Warrier, 
M. Michael, J. Kong, A. Heriot
Melbourne, VIC, Australia

Purpose/Background: cytoreductive surgery (crs) 
and Heated intraperitoneal chemotherapy(HiPec) are 
the mainstay treatment of isolated colorectal perito-
neal metastases (cPM). over the last decade, studies 
have shown an overall survival benefit in cPM patients. 
However, identifying those “bad actors” that have early 
treatment failure is challenging. this study evaluated 
the impact of clinicopathological variables on survival 
outcomes within a prospective cohort of patients.

Methods/Interventions: Data was collected from consec-
utive patients undergoing crs/HiPec for cPM at a quater-
nary cancer centre over a twelve-year period. Using a 
prospective database and further individual chart review, 
each patient’s demographic, clinicopathologic, operative, 
morbidity and survival datapoints were collated. Using a 
Mann-Whitney rank, those features that were associated 
with poorer survival outcomes (Median & 5-yr os) were 
identified.

Results/Outcome(s): between 2010-2022, 220 patients 
were included; 127 (57.8%) females and median(sD) age 
56(12)years. the majority of patients (n=174, 79%) had 
a complete cytoreduction(cc0). Features associated with 
poorer survival included; evidence of poor differentiation 
(29 vs. 40 months in well-differentiated, *p=0.01), pres-
ence of perineural invasion (43 vs. 29 months, *p=0.03) 
and those with lower peritoneal carcinoma index (Pci) 
scores (42 vs. 15 vs. 12 months in those with Pci <15, 
15-19 and >20 respectively, *p=<0.0001). Most strikingly, 
Pci had the greatest bearing on 5-yr os being 59.7% vs. 
6% vs.0% for the aforementioned groups. interestingly, the 
presence of signet ring, mucinous and brAF did not have 
a significant impact on survival outcomes.
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Conclusions/Discussion: in the contemporary era of 
improved survival outcomes following crs/HiPec, identi-
fication of key prognostic factors will help stratify patients, 
facilitate judicious patient selection and help inform 
regarding expected outcomes.

THE HEALTH-RELATED QUALITY OF LIFE 
OR EARLY-ONSET COLORECTAL CANCER 
PATIENTS.

ePoster AbstrActs eP839

c. Garrett, D. steffens, M. solomon, c. Koh
Camperdown, NSW, Australia

Purpose/Background: early-onset colorectal cancer 
(eocrc) patients present with advanced disease and 
undergo more aggressive chemoradiotherapy and extended 
surgical resections. However, minimal evidence investi-
gates the implications of this on the quality of life (QoL) 
of eocrc patients. this is imperative given that eocrc 
patients are more likely to place greater value on returning 
to baseline function due to the expected social roles of 
raising a family and the need to return to paid employment.

Methods/Interventions: A cross-sectional study was 
performed on eocrc patients treated at the royal Prince 
Alfred Hospital between January 2014-December 2020. 
For patients undergoing either pelvic exenteration (Pe) 
or cytoreductive surgery and hyperthermic intraperito-
neal chemotherapy (crs/HiPec), sF-36 questionnaires 
are collected at 6-monthly intervals from the date of 
surgery as part of the prospectively maintained PesQi and 
PreMier databases. in this study, the most recent survey 
response was used for Pe and crs/HiPec patients. For 
patients undergoing non-radical surgery (nrs), sF-36 
questionnaires were mailed. surgical characteristics and 
sF-36 domain-specific scores were tabulated. independent 
t-tests and one-way AnoVA tests were used to assess if 
QoL differed significantly based on surgical variables.

Results/Outcome(s): A total of 32 eocrc patients 
were included. Most patients has stage iV disease (56.25%, 
n=18/32). Physical and mental health component summary 
scores were low at 67.51 ± 20.59 and 67.93 ± 19.59, respec-
tively. role limitations secondary to emotional problems 
differed based on surgery type (F(2,29) = 9.394, p < 0.001), 
with Pe patients feeling the most limited (44.05 ± 33.58) 
followed by crs/HiPec (78.26 ± 23.38) then nrs patients 
(94.44 ± 19.25). Patients that had a complicated postop-
erative course scored lower in physical functioning (89.67 
vs 76.55, p = 0.019), vitality (60.17 vs 52.01, p = 0.027)  
and social functioning (73.55 vs 67.74, p = 0.033) 
domains. interestingly, patients with stomas experienced 
fewer physical limitations in their day-to-day roles (72.06 
vs 67.45, p = 0.019). Domain-specific scores did not differ 
based on the stage at diagnosis and the interval from 
surgery (1-3 vs > 3 years).

Conclusions/Discussion: Poorer physical and mental 
QoL in patients who experienced surgical complications 
has been established in the literature for a variety of other 
cancers including later-onset colorectal cancer (Locrc). 
role limitations due to emotional problems in Pe patients 
are likely due to the nature and chronicity of the compli-
cations associated with pelvic surgery (sexual dysfunction, 
infertility, chronic pain). the correlation between ostomy 
formation and fewer physical limitations may reflect poorer 
urinary and bowel continence in eocrc patients with 
primary/secondary anastomoses. thus, studies comparing 
the QoL and functional outcomes of eocrc to Locrc 
patients are needed.

STRATIFICATION OF PERITONEAL 
CARCINOMA INDEX IN A SERIES OF 220 
PATIENTS WITH RESECTABLE COLORECTAL 
PERITONEAL METASTASES.

ePoster AbstrActs eP840

A. Jain, M. Kelly, M. Flood, G. Guerra, s. Warrier, 
M. Michael, J. Kong, A. Heriot
Melbourne, VIC, Australia

Purpose/Background: cytoreductive surgery(crs) and 
Heated intraperitoneal chemotherapy(HiPec) are the 
mainstay treatment of isolated colorectal peritoneal metas-
tases (cPM). over the last decade, studies have shown 
an overall survival benefit in cPM patients, especially in 
patients with a Peritoneal carcinoma index (Pci) less that 
15. this study aims to stratify survival and recurrence by 
subgroups of Pci scores.

Methods/Interventions: Data was collected from 220 
consecutive patients undergoing crs/HiPec for cPM at 
a quaternary cancer centre over a twelve-year period using 
a prospective database and chart review to obtain demo-
graphic, operative, morbidity and survival records. three 
subgroups were formed based on intraoperative Pci scores 
(0-5, 6-9, 10-15) and 3-year, 5-year overall survival and 
disease-free survival was determined using a Kaplan-Meier 
survival analysis.

Results/Outcome(s): between 2010-2022, 177 patients 
with a Pci<15 underwent crs/HiPec; 71 patients(40.1%) 
were male and median age(sD) was 57(11.4) years. the 
median overall survival (os) of patients with Pci<15 was 
42 months, with a 3-year and 5-year os over 59.7% and 
62.1%, respectively. comparatively, those with a Pci>15 
had a significantly lower median os of 14 months and 
5-year os of 6%, *p<0.0001. Further stratification of 
patients into the three subgroups – Pci 0-5, Pci 6-9 AnD 
Pci 10-15 – demonstrated a 5-year os of 59.5%, 28% 
and 19.6%, respectively, *p=0.0004. Disease-free survival 
(DFs) of 11, 10 and 9 months, respectively was also 
corelated with increasing Pci score, *p=0.0432.

Conclusions/Discussion: it is known that lower Pci 
scores are associated with favourable survival prognoses. 
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stratification of patients within the lower Pci thresholds 
demonstrates significantly improved survival, warranting 
future research to stratify patients similarly in order to 
identify other prognostic markers within each subgroup.

A RARE CASE OF ADULT INTUSSUSCEPTION 
AND MALROTATION.

ePoster AbstrActs eP841

H. Kwan, A. Manching
Quezon City, Philippines

Purpose/Background: intussusception in adults is a 
rare phenomenon, however, unlike idiopathic cause in 
children, it usually suggests a pathologic point, which is 
likely malignant. We present a case of a 61-year-old male 
who complained of a two-week history of diffuse abdominal 
pain and loose bowel movement, not completely relieved 
with medications. Patient eventually developed a palpable 
fullness in the left lower quadrant, with associated direct 
tenderness. ct scan revealed a long segment intussus-
ception in the ano-rectal area involving the sigmoid, 
descending and transverse colon.

Methods/Interventions: Laparotomy revealed purulent 
peritoneal fluid, the hepatic flexure unattached and malro-
tated to the left side and the ileocecal segment was adher-
ently inter-looping with the transverse and descending 
colon. there was a perforation in the transverse colon 
segment adherent to the ileum, with fecaloid output and a 
firm palpable mass in the transverse colon. total colectomy 
was done with ligation of the right colic and ileocolic vessels 
and proximal resection at the terminal ileum. inferior 
mesenteric vessels were also ligated, however, due to the 
severely dilated and edematous sigmoid colon precluding 
exposure of the planned distal resection, enterotomy to 
decompress and reduction of the intussusception of the 
descending colon into the rectosigmoid segment were 
done. Due to severe bowel dilatation and edema, fecal 
spillage from the a perforation and nutritional status of 
the patient, closure of rectal stump and end ileostomy was 
done instead of a primary anastomosis.

Results/Outcome(s): Patient had good recovery period 
with resumption of clear liquids on day 2 post-op, soft diet 
and removal of nGt on day 3 post-op, and was discharged 
on day 6 post-op. Histopathology showed a transverse 
colon mucinous adenocarcinoma stage iiA (t3n0M0). 
Patient was also referred to medical oncology for evalua-
tion and possible adjuvant treatment.

Conclusions/Discussion: this case describes that 
surgical reduction and resection of bowels was a safe and 
feasible approach to intussusception in adult patients, with 
acceptable oncologic resection in the face of a possible 
malignant lead point. High index of suspicion must be 
employed in patients with vague abdominal symptoms not 
relieved by medical management, to be able to plan an 
appropriate and timely surgical treatment.

INTRAOPERATIVE AND POSTOPERATIVE 
COMPLICATIONS AFTER TOTAL MESORECTAL 
EXCISION BY TRANSANAL APPROACH 
(TaTME) DURING OUR LEARNING CURVE.

ePoster AbstrActs eP850

L. sanchon, M. bardají bofill, c. soto Montesinos, 
M. Labró ciurans, c. Gómez Díaz, r. Flores clotet, 
s. serra Pla, F. curto López, A. osorio ramos, 
c. Guariglia, s. Pardo Lopez, M. Font Prat, M. caraiman, 
c. Vidal Morral, P. collera ormazabal
Manresa, Spain

Purpose/Background: the use of the transanal 
approach for total Mesorectal excision (tMe) has been 
discussed due to the serious complications associated with 
the technique that have been described, such as urethral 
injury. these complications have been associated with 
the learning curve. the tatMe was described for the first 
time in 2010, in our center it was implemented in 2013. 
After 10 years from the beginning of the technique we 
reviewed the first operated patients, which correspond to 
the learning curve.

Methods/Interventions: in our center, 250 patients 
with rectal cancer have been operated by simultaneous 
transanal and transabdominal approach with two teams. 
in this analysis, the immediate and acute postoperative 
complications of the first 100 patients operated on using 
this technique are reviewed.

Results/Outcome(s): the analysis includes 100 
patients, 68 men, and 32 women, with a mean age of 
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66.77 years (29-91). in the first 100 patients of the series, 
there were no visceral injuries during the intervention or 
intraoperative complications. in the postoperative period, 
31 patients presented a postoperative complication. Most 
of the complications (24 patients) were mild and did not 
require surgical treatment (clavien Dindo i and ii, corre-
sponding to wound infections or paralytic ileus). there was 
one patient with clavien Dindo iiia due to intra-abdom-
inal abscess who was treated with percutaneous drainage; 
4 patients required surgical reintervention due to problems 
with the ileostomy. there were only two serious compli-
cations, one icU admission due to respiratory failure and 
one reoperation due to postoperative hemorrhage. there 
was no case of death during the 30 postoperative days. 
regarding readmissions, 9 patients were readmitted, 3 due 
to kidney failure, 3 due to rectal bleeding, 2 due to intes-
tinal obstruction and 1 due to anastomosis leak. of these 
patients, only the one with the anastomotic leak required 
reintervention, which was performed by Hartmann.

Conclusions/Discussion: tatMe is a safe surgery, 
without serious complications associated with the tech-
nique, if it is performed by expert surgeons in laparoscopy 
and with experience in rectal surgery.

IMPACT OF LIPOSOMAL BUPIVACAINE 
TAP BLOCKS ON PATIENT OUTCOMES 
IN MINIMALLY INVASIVE COLORECTAL 
SURGERY.

ePoster AbstrActs eP851

s. spielmann1, J. Dharmarpandi1, b. Wei1, e. eguare2, 
e. singhal1, i. obokhare1

1Lubbock, TX; 2Dublin, Ireland

Purpose/Background: As part of enhanced recovery 
after surgery protocols, there has been an increased interest 
in the optimization of analgesic techniques. this study 
compares the efficacy of liposomal bupivicaine transverse 
abdominis plane (tAP) blocks to traditional infiltration 
in their outcomes in minimally-invasive colorectal surgery 
patients. traditional methods such as epidural anesthesia 
present an unfavorable side effect profile, while tAP 
blocks with conventional anesthetics have a short half-
life and sub-optimal pain control. Liposomal bupivicaine 
(exparel) is a longer-acting slow release anesthetic that has 
shown promise in pain control following colorectal surgery, 
particularly in the field of minimally invasive procedures.

Methods/Interventions: A retrospective study was 
done using patients who had undergone minimally- 
invasive (Mis) colorectal surgery, to study the effect 
of perioperative liposomal bupivicaine tAP block on 
postoperative outcomes. the parameters studied include 
length of stay, opioid consumption, and post-operative 
pain score. Patients aged 18 to 89 who were admitted 
for surgery between January 1, 2017 and september 20, 
2019 were recruited in the study, and there were a total 

of 241 patients retrospectively included. the control 
group consisted of patients who underwent Mis colorectal 
surgery without receiving liposomal bupivicaine tAP 
block, and received a short-acting local anesthetic instead.

Results/Outcome(s): Liposomal bupivicaine tAP 
blocks in our study population showed statistically signif-
icant decreases in both length of stay and in the need for 
adjunct use of non-steroidal anti-inflammatory (nsAiD) 
drugs for additional post-operative analgesia. the mean 
length of stay in the control group was 4.79 days, while 
in the liposomal bupivicaine group it was 4.14 days with a 
p-value of 0.011. the data additionally showed that 77% 
of patients in the control group required nsAiDs for pain 
control, as contrasted to only 45% of the exparel, with a 
p-value of <0.001. While the exparel also had decreased 
opioid and acetaminophen use, this requires a larger 
study population and additional investigation as it did not 
reach a level of statistical significance in our study. Pain 
scores and post-operative complication rates were similar 
between the two groups.

Conclusions/Discussion: this study shows that lipo-
somal bupivicaine tAP blocks significantly improved 
several post-operative outcomes in minimally invasive 
colorectal surgeries. these exparel tAP blocks not only 
decreased the average length of stay for patients, but also 
decreased their need for additional analgesics. Future 
research could continue to investigate the potential bene-
fits in additional parameters such as Acetaminophen and 
opioid use post-operatively.

SARCOPENIA AS A RISK FACTOR FOR 
MORBIDITY AND ANASTOMOTIC LEAK AFTER 
TOTAL MESORECTAL EXCISION (TME).

ePoster AbstrActs eP852

M. Figueiredo, V. brito, V. seid, r. Pandini, L. Gerbasi, 
F. tustumi, A. Portilho, s. Araujo
Sao Paulo, Brazil

Purpose/Background: improvements in treatment, 
surgical technique and critical support have changed 
outcomes to patients with cancer. still, surgical treatment 
of patients with rectal cancer may result in significant 
morbidity. sarcopenia is considered a marker of frailty and 
is associated with postoperative complications in many 
types of surgeries. However, it is not yet clear if sarcopenia 
is a risk factor for surgical complications in the subgroup 
of patients with rectal cancer submitted to surgical resec-
tion. the purpose of this study was to evaluate if sarco-
penia assessed by psoas area on ct scan is associated to 
surgical complications and especifically anastomotic leak 
in patients with mid or low rectal cancer.

Methods/Interventions: Patients were included retro-
spectively from a prospective database. Patients had a 
diagnosis of rectal cancer and underwent rectal resection. 
ct scans were performed with multislice equipment before 
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and after iodine contrast injection with portal venous phase 
acquisition. in the most recent ct scan before surgery 
an axial slice at the level of the third lumbar vertebra 
(L3) with both transverse processes visible was used for 
measurement of the total psoas area. A manual trace delin-
eating the psoas was performed using carestream View and 
the area was estimated (mm2). the area was normalized 
for patient height to calculate the total psoas index (area/
height2). A cut off value of <385mm2/m2 was adopted for 
women and of <545mm2/m2 was adopted for men to clas-
sify patients as sarcopenic.

Results/Outcome(s): From May 2016 to october 2021, 
117 patients were included. All patients were submitted to 
a low anterior resection with or without anastomosis. All 
patients who had an anastomosis done also had a diverting 
stoma. Patients were divided in two groups: no sarcopenia 
(group 1) 73 patients (62.4%) and sarcopenia (group 2) 44 
patients (37.6%). Age and bMi were significantly different 
between groups (p=0.0009 and p=0.007), with patients 
from group 2 being older (66 vs 62yo) and with lower bMi 
(23 vs 26Kg/m2). eight-six patients (68.2%) had neoadju-
vant radiation or radiochemotherapy (p=0.388). overall 
morbidity occurred in 35 patiens in group 1 (47.9) and 
26 (59.1) in group 2, without difference between groups, 
p=0.258; severe complication (clavien 3+) was seen in 
22 patients (18.8%), respectively 12 (16.4) and 10 patients 
(22.7) (p=0.46). Among 107 patients that had a colorectal 
or coloanal anastomosis done, anastomotic leak occurred 
in respectively 10 (14.9) and 6 patients (15%), without 
significant difference between groups (p=0.6).

Conclusions/Discussion: in our sample, sarcopenia 
was seen in 37.6% of patients and had no influence on 
the occurrence of overall morbidity, severe morbidity or 
anastomotic leak. Possibly results in the literature are 
conflicting due to difference between studies in how to 
measure and classify sarcopenia.

THE TEST OF TIME: IS CONSOLIDATION 
TOTAL NEOADJUVANT THERAPY FOR 
RECTAL CANCER SUPERIOR TO INDUCTION 
WHEN CONTROLLING FOR TIME BETWEEN 
RADIATION AND SURGERY?

ePoster AbstrActs eP853

H. Pantel, i. Leeds, A. Mongiu, V. reddy
New Haven, CT

Purpose/Background: total neoadjuvant therapy 
(tnt) for locally advanced rectal cancer can be deliv-
ered either through an induction approach with systemic 
chemotherapy followed by chemoradiation, or a consolida-
tion approach with chemoradiation followed by systemic 
chemotherapy. recent trials have suggested a better 
response to a consolidation approach when organ preser-
vation is the goal. However, current data is confounded 
by the different time points between the completion of 
radiation and the assessment of response. this timing is 
significant in that longer intervals between completion of 
radiation and assessment of clinical response yields better 
results. Utilizing national cancer Database (ncDb) retro-
spective data we were able to control for this time interval 
between radiation and surgery to examine the impact 
of induction versus consolidation tnt on pathologic 
complete response (pcr).

Methods/Interventions: Patients with clinically staged 
locally advanced rectal cancer who underwent tnt 
followed by resection from 2004 to 2019 were extracted 
from the ncDb. these patients were divided into 2 
groups: induction tnt, defined as initiation of multiagent 
chemotherapy prior to radiation, or consolidation tnt, 
defined as radiation initiation before multiagent chemo-
therapy. the primary outcome measure was pcr. A multi-
variable regression analysis was performed to analyze the 
effect of induction vs. consolidation tnt on pcr and the 
impact of time between completion of radiation and pcr.

Results/Outcome(s): A total of 26,653 patients met 
inclusion criteria. of those, 32.5% received an induction 
approach, and 67.5% were treated with a consolidation 
approach. Patients treated with consolidation tnt were 
more likely to have clinical t4 disease (p<0.05) and 
clinical n2 disease (p<0.05). the proportion of pcr for 
induction tnt was 13.3%, compared to 10.9% for consol-
idation tnt (or=1.26; p<0.001). Univariable regression 
analysis revealed that a longer interval from radiation to 
surgery, as well as longer interval from diagnosis to surgery, 
was associated with higher pcr. the association between 
induction tnt and pcr remained virtually the same after 
adjustment for time from radiation to surgery (or=1.24; 
p<0.001). When adjusting for time from diagnosis to 
surgery, the difference between induction and consolida-
tion goes away (or=1.04; p=0.38).

Conclusions/Discussion: When controlling for time 
from completion of radiation to surgery and time from 
initial diagnosis to surgery, induction and consolidation 
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tnt yield similar rates of pcr. based on these findings 
we recommend a patient specific case by case approach 
to tnt for locally advanced rectal cancer, focusing not 
on a universal adoption of consolidation or induction to 
increase the odds of pcr, but on the interval between 
radiation and assessment of response.

TEXTBOOK ONCOLOGICAL OUTCOMES 
FOR ROBOTIC COLORECTAL CANCER 
RESECTIONS: AN OBSERVATIONAL STUDY OF 
FIVE HIGH VOLUME ROBOTIC COLORECTAL 
UNITS.

ePoster AbstrActs eP842

J. Azevedo1, s. Panteleimonitis1, L. Fernandez1, 
D. Miskovic2, A. Parvaiz1

1Lisboa, Portugal; 2London, United Kingdom

Purpose/Background: the quality of care of patients 
receiving colorectal cancer resections has conventionally 
relied on individual metrics. When discussing with patients 
in the outpatient setting what these outcomes mean, they 
often find them confusing or overwhelming. textbook 
oncological outcome (too) is a composite measure that 
summarizes all the ‘desirable’ or ‘ideal’ postoperative clin-
ical and oncological outcomes from both a patient’s and 
doctor’s point of view. As far as we are aware there are a 
paucity of studies examining the too of robotic colorectal 
cancer resections. this study aims to evaluate the inci-
dence of too in patients receiving robotic colorectal 
cancer surgery in five high-volume robotic colorectal units 
and investigate the risk factors associated with failure to 
achieve a too in these patients.

Methods/Interventions: All consecutive patients 
receiving robotic colorectal cancer resections from five 
centres between 2013 and 2022 were identified from 
prospectively collated databases. Patient characteristics 
and short-term clinical and oncological data were collected. 
A too was achieved when all components were realized 
and is expressed as a percentage. the components were: 
no conversion to open, no complication, clavien-Dindo 
(cD) ≥ 3, Los ≤ 14, no 30-day readmission, no 30-day 
mortality and r0 resection.

Results/Outcome(s): A total of 501 patients were 
identified. From these, 388 (77.4%) achieved a too. Four 
patients were converted to open (0.8%), 55 patients (11%) 
had Los>14 days, 46 patients (9.2%) had a cD≥3 compli-
cation, 30-day readmission rate was 6% (30 patients), 
30-day mortality was 0.2% (1 patient) and 480 patients 
(95.8%) had an r0 resection. Univariate and multivariate 
logistic regression analysis showed abdominoperineal resec-
tion (APer) was a risk factor for not achieving a too. 
(Univariate: or 0.462, 95% ci 0.258-0.827, p=0.009; 
multivariate: or 0.400, 95% ci 0.209-0.764, p=0.006).

Conclusions/Discussion: robotic colorectal cancer 
surgery in high volume robotic centers achieves a high 

textbook outcome rate. APer is a risk factors for failure 
to achieve a textbook outcome. this measure may be used 
in future audits and to inform patients clearly on success 
of treatment.

THE IMPACT OF THE COVID-19 PANDEMIC ON 
STOOL TESTING FOR COLORECTAL CANCER 
SCREENING.

ePoster AbstrActs eP843

s. Kling, t. Patel, J. Poggio
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. 
the coViD-19 pandemic caused significant issues with 
access to health care which is hypothesized to have 
impacted the rates of crc screening.

Methods/Interventions: the 2019-2021 data was queried 
from the publicly available, annually published behavior 
risk Factor surveillance system (brFss), an annual inter-
view with over 400,000 Us adults. overall trends were 
observed, and linear regression analyses were performed to 
analyze trends in percentage of interviewees who underwent 
stool testing for crc screening in 2019, 2020 and 2021. 
these analyses were performed for those who underwent 
stool testing within 1 year and within 2 years. 2 years was 
chosen as the cutoff as this was the amount of data available 
since the pandemic began. 2019 is considered pre-pandemic, 
2020 mid-pandemic, and 2021 post-pandemic.
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Results/Outcome(s): compared to pre-pandemic rates, 
there was a 6.62% decrease (34.94% to 28.32%) in stool 
testing rates during the pandemic and a 4.83% increase 
(34.94% to 39.77%) in stool testing rates after the 
pandemic for those who underwent stool testing for crc 
screening with in the last 1 year. similarly, compared to 
pre-pandemic rates, there was a 6.29% decrease (49.20% 
to 42.91%) in stool testing rates during the pandemic and 
a 7.70% increase (49.20% to 56.90%) in stool testing rates 
after the pandemic for those who underwent stool testing 
for crc screening with in the last 2 years.

Conclusions/Discussion: initially, crc screening 
rates with stool testing decreased during the pandemic. 
thankfully, these rates have since recovered and even 
increased from pre-pandemic levels. the increase may 
be explained by a surplus of patients needing screening 
in 2021 who missed screening in 2020 due to access 
issues and the increased use of telehealth appointments. 
Understanding trends in crc screening with stool testing 
relating to the coViD-19 pandemic will assist in better 
addressing evolving health maintenance needs of patients 
to provide appropriate screening tests in a post-pandemic 
setting.

ILEOCOLIC INTUSSUSCEPTION IN ADULTS: A 
CASE SERIES.

ePoster AbstrActs eP844

s. Gumbs1, M. singh2, s. Valdivieso1, e. Quinto2, A. ojo2

1New York, NY; 2Brooklyn, NY

Purpose/Background: colonic intussusception is a rare 
cause of intestinal obstruction in adults. Unlike in chil-
dren, 75% of cases are due to a malignant tumor.

Methods/Interventions: We present two cases of acute 
abdominal pain in adults with similar presentation/imaging 

findings but differing outcomes. both patients had imaging 
findings of ileocolic intussusception due to presumed ileal 
mass and underwent an exploratory laparotomy.

Results/Outcome(s): A 31-year-old (y.o) female with 
2 days of sudden onset, sharp periumbilical pain. the pain 
initially started as a colicky associated with one episode of 
non-bilious vomiting and dark currant jelly bloody stools. 
initial vitals were notable for low normal blood pressure 
and bradycardia. Lactate and Wbc were within range. A 
ct abdomen/pelvis showed intussusception of the ileum 
into the mid-transverse colon, with a 4.5 x 4.3 cm mass 
in the distal ileum as the lead point (Fig 1). the patient 
was taken for exploratory laparotomy which reveal a cecal 
tumor. A right hemicolectomy with primary anastomosis 
was performed. the Post-op course was uncomplicated. 
Pathology revealed invasive adenocarcinoma, t2 n1. 
Post-op course was uncomplicated and the patient was 
referred to oncology for further treatment. A 36 y.o 
female with a history of ectopic pregnancy presented to 
the eD with 5 days of worsening upper abdominal pain. 
the pain was intermittent, cramp-like, severe, and associ-
ated with nausea and diarrhea for 3 days (with two bloody 
stools). initial vitals were notable for hypertension. she 
had epigastric and periumbilical tenderness. Labs showed 
leukocytosis (13) and a positive fecal occult blood test. 
A ct abdomen/pelvis was done which showed ileocolic 
intussusception with a bilobed lipoma visualized in the 
proximal transverse colon measuring 6 x 3 cm (Fig 2). 
the patient was taken for exploratory laparotomy which 
reveal a soft mass inside the intussuscepted segments of the 
colon. A right hemicolectomy with primary anastomosis 
was performed. the post-op course was uncomplicated. 
Pathology confirmed the lesion to be a lipoma, with no 
other abnormal pathology in the specimen

Conclusions/Discussion: colonic intussusception 
although common in children is a rare cause of acute intes-
tinal obstruction in adults. Adult intussusception accounts 
for only 5%-10% of all reported cases, with the ileocolic 
variant accounting for 15% of all intussusceptions. the 
causative lesion is usually in the ileum. the classical triad 
of abdominal pain, palpable mass, and bleeding per rectum 
(red currant jelly stools) are rarely seen in adults. Length 
of the intussusceptum determines its transient or static 
nature where telescoping of > 3.5cm on ct was indicative 
of true intussusception surgery is recommended for adults 
(as opposed to simple reduction) due to the presence of a 
causative lesion with a high risk of malignancy. However, 
the procedure to be adopted is controversial, whether it is 
formal oncologic resection as opposed to localized resec-
tion such as ileocecectomy.
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THERAPEUTIC EFFECTS OF GINSENG AND 
GINSENOSIDES ON COLORECTAL CANCER.

ePoster AbstrActs eP845

K. Zhang, L. Zhao
Changchun, China

Purpose/Background: colorectal cancer (crc) is 
among the most common malignant diseases. Ginseng and 
its extracts, ginsenosides, have been used to treat many 
diseases for thousands of years. Various ginsenosides have 
been used in anticancer research, and the results suggested 
that they were effective antitumor drugs. therefore, the 
roles of ginseng and ginsenosides in the treatment of crc 
were summarized in this review.

Methods/Interventions: Various ginsenosides have been 
used in anticancer research, and the results suggested that 
they were effective antitumor drugs. However, subtypes 
of ginsenosides, even those extracted at different parts 
of ginseng, have distinct anticancer functions through 
different mechanisms.

Results/Outcome(s): in this review, we documented 
the antitumor effects of various ginsenosides in crc. 
Various anticancer functions were summarized, including 
antiproliferation, the regulation of apoptosis and auto-
phagy, metastasis suppression, combination chemoradio-
therapy, etc.

Conclusions/Discussion: both ginseng and various 
ginsenosides was capable of significantly inhibiting 
crc development by suppressing tumor cell prolifera-
tion, viability, invasion and metastasis, inducing tumor 
cell death, regulating immune responses, and improving 
chemoradiotherapy efficacy.

SHORT-TERM OUTCOMES OF SURGERY IN 
ELDERLY PATIENTS WITH COLORECTAL 
CANCER.

ePoster AbstrActs eP846

M. Mohamad salmi, e. Faisel, A. Md nor, M. Mustapha, 
M. suhaimi, n. Abd Manaf, s. Parthasarathee, M. senin
Kuantan, Malaysia

Purpose/Background: Background: surgery remains 
the mainstay of treatment for colorectal cancers. the 
implications of the use of surgery in elderly patients are not 
clear. Aim: to assess the effect of surgery on short-term 
outcomes in elderly patients with colorectal cancer.

Methods/Interventions: Methods: colorectal cancer 
patients undergoing surgical resection from December 
2017 - september 2022 were identified from charts and 
retrospectively examined. Patients were grouped using 
a cut-off of 65 years into two groups. Demographic and 
clinicopathological variables, surgery type, and short-term 
outcomes were compared between the two groups.

Results/Outcome(s): Results: One hundred six 
patients were included in the study (55 age <65 and 51 age 
≥ 65). the two groups were similar in the patient’s charac-
teristics. in the elderly group, the median age was 72 years 
(65 to 94 years). the mean number of in-hospital days 
and major complication rate did not differ between groups 
(p=0.24; p=0.83, respectively). in elderly patients, the 
30-day postoperative mortality rate was 12% as compared 
to 0% in younger patients (p = 0.009). on univariate anal-
ysis, the only factor associated with 30-day postoperative 
mortality was advanced age (p = 0.01).

Conclusions/Discussion: Limitations: this study was 
limited because of its retrospective nature and single 
center. Conclusion: According to our study, colorectal 
cancer patients over the age of 65 who undergo surgery 
have considerably higher mortality rates related to their 
advanced age. to develop a complete crc treatment 
strategy, one of the elements we must consider is aging.
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AN EXPLORATORY PROTEOMICS STUDY OF 
POSTOPERATIVE BIOMARKERS IN PATIENTS 
WITH PERITONEAL INFECTION AFTER 
COLORECTAL CANCER SURGERY.

ePoster AbstrActs eP847

o. Grahn1, K. Holmgren1, P. Jonsson1, e. borgmästars1, 
c. Lundin1, M. sund2, M. rutegård1

1Umea, Sweden; 2Helsinki, Finland

Purpose/Background: Peritoneal infection after 
colorectal cancer surgery cause alterations in circulating 
proteins, often associated with inflammation, in the postoper-
ative period. our aim was to evaluate whether perturbations  
in such protein concentrations and related signalling path-
ways persist long after surgery, and whether they might be 
involved in risk of cancer recurrence and mortality.

Methods/Interventions: in this exploratory study, we 
used a matched 1:1 cohort of 104 patients operated for 
colorectal cancer with an anastomosis. each case suffered a 
postoperative peritoneal infection (anastomotic leakage or 
intra-abdominal abscess), and were paired with a control 
who had a complication-free postoperative stay. serum 
was extracted at the patients’ first postoperative visit and 
after one year. We analyzed predefined protein panels 
with assays involved in inflammatory, immune response 
and oncological processes, as well as a few target proteins 
including c-reactive protein. serum protein concentra-
tions were compared between groups with multivariate 
projection methods and corrected for multiple testing. 

Differentially expressed proteins were then examined with 
functional enrichment and network analyses and the top 
10 ranked hub proteins were identified. cancer recurrence 
and survival were evaluated with Kaplan-Meier curves and 
cox regression.

Results/Outcome(s): some 72 proteins were upreg-
ulated and five downregulated at the first postoperative 
visit, out of 280 proteins tested in total. none of the target 
proteins were differentially expressed. these alterations 
were all normalized after one year. some of the high-
est-ranking hub proteins were interleukin-6, an actor both 
regarding inflammation and immune response; c-X-c 
motif ligand 8 which functions as a neutrophil chemotactic 
factor and a promoter of angiogenesis; and integrin alpha 
V, of which the overexpression in the setting of primary 
colorectal cancer is related to a decreased overall survival, 
whereas integrins are also known to partake in cardiovas-
cular disease. the functionally enriched pathways were 
related to cardiomyopathy and the extracellular matrix 
organisation and cell adhesion. overall survival was worse 
in the infected group [19 vs 12 deceased (hazard ratio 2.04; 
95% confidence interval: 0.90-4.62)] including cardiovas-
cular mortality (7 vs 3 deceased), but cancer recurrence 
was similar between the groups.

Conclusions/Discussion: Patients with a postoperative 
peritoneal infection experienced alterations of many serum 
protein concentrations at the first postoperative visit. 
these differences were normalized after one year, and no 
effect on cancer recurrence was seen. Pathways related to 
extracellular matrix organisation and cell adhesion as well 
as cardiomyopathy were affected. Furthermore, a higher 
incidence of cardiovascular mortality was noted in the 
infected group – a possible link which needs to be validated 
in larger cohorts.

Functional enrichment analysis of downregulated proteins
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DIFFERENT ONCOLOGIC OUTCOMES IN 
EARLY-ONSET AND LATE-ONSET SPORADIC 
COLORECTAL CANCER: A REGRESSION 
ANALYSIS ON 2073 PATIENTS.

ePoster AbstrActs eP848

c. Foppa1, A. Maroli2, A. Luberto1, c. La raja1, 
F. bunino1, M. carvello1, M. sacchi2, F. De Lucia2, 
G. clerico2, M. Montorsi1, A. spinelli1
1Milan, Italy; 2Rozzano, Italy

Purpose/Background: the incidence of colorectal 
cancer (crc) is increasing in the population aged 
less than 50 years old (early-onset colorectal cancer- 
eocrc). recent studies highlighted the biological and 
clinical differences between eocrc and Late-onset 
colorectal cancer (Locrc). this study aims to explore 
the effect of age of onset on the oncological outcomes of 
patients undergoing colorectal resection.

Methods/Interventions: based on an institutional 
prospectively maintained database, patients operated at 
our institution for sporadic crc from January 2010 to 
January 2022 were allocated to the eocrc (patients 
aged 49 or younger at diagnosis) and Locrc (50 years 
old or older at the time of diagnosis) groups. exclusion 
criteria included surgical indication for benign lesions, 
any histology different from adenocarcinoma, concomi-
tant diagnosis of inflammatory bowel diseases and genetic 
syndromes. the primary endpoint was the rate of disease 
progression and recurrence.

Results/Outcome(s): between January 2010 and 
January 2022, 2073 patients were included: 423 eocrc 
and 1650 Locrc. Female gender (50% vs 41%; p=0.003) 
and smoking habit (23% vs 16%; p<0.0001) were more 
represented in the eocrc group. eocrc were more 
located in the left colon (32% vs 22%; p<0.0001) and meta-
static at diagnosis (34% vs 15%; p<0.0001). Accordingly, 
more eocrc underwent neoadjuvant therapy, with a 
worse response (37% vs 51%; p=0.005). More eocrc 
underwent an emergency (4% vs 1%; p=0.002) and open 
surgery (28% vs 18%; p<0.0001). ninety-days complica-
tions were lower in the eocrc (22% vs 29%; p=0.010). 
Lymphovascular invasion was more reported in Locrc 
(33% vs 27%; p=0.026). the rate of mutations (brAF/
KrAs/nrAs/Pi3Kca) was higher in the eocrc (51% 
vs 13%; p<0.0001). At cox-regression analysis, eartly age 
of onset, tumoral stage, signet ring cells phenotype, extra-
mural/perineural/lymphovascular invasion, preoperative 
treatment and the open approach were independent risk 
factors for progression and recurrence. interestingly, at 
sub-group analysis stage i eocrc had an increased rate 
of recurrence compared with Locrc (p=0.014) (Fig.1). 
the cox-regression analysis performed only for stage i 
patients confirmed early age of onset as an independent 
predictor for recurrence.

Conclusions/Discussion: eocrc were more likely to 
present with advanced disease at diagnosis, possibly due 

to reduced risk perception, leading also to more emergecy 
and open surgeries. However, the significantly worse 
outcomes of stage i eocrc suggest a potentially more 
aggressive tumoral phenotype in younger patients. in fact, 
early age of onset resulted an independent predictor for 
disease progression/recurrence overall and an independent 
predictor for recurrence in stage i patients. these findings 
warrant a deeper insight as, if confirmed, alternative treat-
ment strategies and targeted therapies might be required 
for eo patients.

CLOSE MARGIN OF ADVERSE HISTOLOGIC 
FACTORS WITH A NEGATIVE PRIMARY 
TUMOR MARGIN IS NOT ASSOCIATED WITH 
INCREASED LOCOREGIONAL RECURRENCE IN 
COLON CANCER.

ePoster AbstrActs eP849

M. Gamaleldin, M. Moussally, K. Willner, J. trunzo, 
K. ban, b. champagne, J. Lapinski, D. Liska, i. Gorgun, 
s. steele, D. rosen
Cleveland, OH

Purpose/Background: Modern studies report the rate 
of locoregional recurrence of colon cancer up to 10%. 
Locoregional recurrence (Lr) after resection of colon 
cancer is increased when the primary tumor margin is 
positive (<1 mm). Data is limited regarding the risk of Lr 
when there is a close margin (<1 mm) of other pathologic 
factors, such as intravascular tumor invasion, intranodal 
tumor extension, tumor deposits, or extranodal extension. 
We hypothesized that close margin of these factors would 
not result in an increase in locoregional recurrence.

Methods/Interventions: A retrospective review of 
all colon cancer surgical resections for adenocarcinoma 
from 2007-2020 within a quaternary referral center was 
performed. the institutional pathology database was 
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queried to look for specimens with a negative primary 
tumor margin but a close margin of adverse histologic 
factors, defined as follows: <1 mm margin of intravas-
cular tumor invasion, intranodal tumor extension, tumor 
deposits, or extranodal extension. these cases were then 
reviewed for evidence of Lr.

Results/Outcome(s): there were 4,435 pathology 
reports reviewed; 45 (1%) of cases met inclusion criteria. 
Average duration of follow-up was 38 months. the close 
margin was the mesenteric margin in 34 (76%) patients 
and the circumferential resection margin in 11 (24%). 
the close margin was identified as intranodal tumor in 
24 (53%) cases, intravascular tumor in 8 (18%), tumor 
deposit in 5 (11%), and more than one pathologic feature 
in 6 (13%). there were 10 (22%) patients who were stage 
iV at time of surgical resection. of the 45 patients, there 
were 9 (20%) recurrences; 6 (13%) of these patients 
had distant recurrences only (liver=2, lung=1, lung 
& liver= 3), 2 (4%) patients had Lr only, and 1 (2%) 
patient had both Lr and distant (spine) recurrence. All 
patients with recurrence completed postoperative adjuvant 
chemotherapy. All three locoregional recurrences were in 
patients who underwent colectomy (one right and two 
sigmoid) for node positive disease. All recurrences were 
in regional lymph nodes discovered on cross sectional 
imaging after 14, 17, and 40 months, respectively. the 
close margin in these three patients was intravascular in 
two and both intravascular and intranodal in one. in these 
patients no intraluminal recurrence was detected.

Conclusions/Discussion: Patients with close (<1mm) 
margin of intravascular tumor, intranodal tumor, tumor 
deposits, or extranodal extension occur infrequently. 
based on our results, we do not have evidence that <1 mm 
margin of these factors are associated with increased risk 
of locoregional recurrence. close margins of these factors 
are often associated with preexisting stage iV disease. 
Further study into these factors is needed to better assess 
if close margin is associated with adverse outcomes. Future 
research may specifically target close margin of intravas-
cular tumor; as seen in all our Lr.

MINIMALLY INVASIVE ABDOMININVASIVE 
ABDOMINOPERINEAL RESECTION WITH 
EXTRAPERITONEAL END-COLOSTOMY IS 
FEASIBLE AND PREVENTS PARASTOMAL 
HERNIAS.

ePoster AbstrActs eP850

A. onyiego, D. Yoon, J. Davids, t. Aulet, J. Maykel, 
K. Alavi, P. sturrock
Worcester, MA

Purpose/Background: Parastomal hernias affects up to 
50% of patients with permanent end colostomy following 
abdominoperineal resection (APr). the extraperito-
neal colostomy technique (ect) has been used in open 

procedures to decrease hernia complication rates when 
compared to conventional intraperitoneal colostomy tech-
nique (ict). However, there are a paucity of studies on the 
technical feasibility and outcomes of ect in the setting of 
minimally invasive surgery. this study aimed to assess the 
differences in stoma related complications, specifically 
parastomal hernias, between minimally invasive ect and 
ict in patients who underwent APr.

Methods/Interventions: this was a single-institution, 
retrospective study involving consecutive patients who 
underwent minimally invasive APr with permanent end 
colostomy from February 2018 to April 2022. Patients were 
stratified into ict or ect groups. ect involves tunneling 
the descending colostomy through the preperitoneal space, 
creating a peritoneal flap, prior to entering the fascial aper-
ture. the primary outcome was postoperative rates of para-
stomal hernias. the secondary outcomes included length 
of stay, eD visits within 30 days, hospital readmission, 
30-day morbidity, and other stoma related complications.

Results/Outcome(s): thirty-three patients who under-
went minimally invasive APr were identified, including 19 
ect and 14 ict patients. the two groups had comparable 
baseline characteristics, including hernia risk factors, as 
seen in table 1. the ect and ict groups had median 
follow up of 13 (range 7-38 months) and 10 months (range 
6.5-32 months), respectively. no patient in the ect group 
and 50% (7/14) of the ict group developed parastomal 
hernias during follow up (p<0.01), confirmed by both most 
recent ct imaging and physical exam. there was no signif-
icant difference in the occurrence of other stoma related 
complications. the ect group was found to have signifi-
cantly lower rates of eD visits within 30 days (10.5% vs 
42.9%, p=0.05) when compared to the ict group. overall 
morbidity was lower for ect (15.8% vs 50%, p=0.06), and 
there was no significant difference in rates of postoperative 
ileus, surgical site infection, intraabdominal abscess, and 
unplanned reoperation within 30 days.

Conclusions/Discussion: in this study, the creation of 
an extraperitoneal colostomy resulted in no parastomal 
hernia formation in all patients. the intraperitoneal and 
extraperitoneal techniques were comparable related to 
other stoma related complications including stricture and 
prolapse. Longer term follow-up will help define the role 
for ect in limiting post operative morbidity related to 
permanent colostomy following minimally invasive APr.
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DEMOGRAPHIC RISK FACTORS FOR NEW 
COLORECTAL CANCER DIAGNOSIS IN THE 
EMERGENCY DEPARTMENT.

ePoster AbstrActs eP860

b. carr, M. Guidry, J. isabella, G. Prezkop, H. Malinosky, 
n. bess, G. orangio
New Orleans, LA

Purpose/Background: colorectal cancer remains the 
fourth most common cancer in the Us, and the second 
leading cause of cancer-related death. While overall rates 
are decreasing, the rate of distant disease has remained 
relatively stable. Distant disease not only decreases 5-year 
survival, it also has higher rates of emergent surgical needs. 
An estimated 30% of colorectal cancers present requiring 
emergent surgery. Due to many socioeconomic issues, 
our institution sees higher-than-average rates of multiple 
diseases, including colorectal cancer. Healthcare dispar-
ities, like lack of consistent preventative care, create a 
situation where patients’ first diagnosis of colorectal cancer 
frequently occurs due to an eD visit. We seek to identify 
demographic risk factors for late-stage presentation or 
need for urgent/emergent (U/e) surgery in the hopes of 
targeting these for future public health outreach.

Methods/Interventions: this is a single center, retro-
spective study conducted at a safety net hospital in new 
orleans, LA. emergency Department data with associ-
ated icD-10 codes concerning for colorectal cancer or 

symptoms was evaluated over a 5-year period. Patients 
found to receive a new colorectal cancer diagnosis were 
then evaluated. Patients with previous colorectal cancer 
diagnosis were excluded.

Results/Outcome(s): of 4049 patients with qualifying 
icD-10 codes, we identified 121 patients with newly diag-
nosed colorectal adenocarcinoma primarily residing in the 
Greater new orleans area. While our overall diagnosis rate 
of distant disease was greater than the national average, 
this did not approach significance. the same is true for 
rates of U/e resection. Patients who did not speak english 
were significantly more likely to present with distant disease 
and require U/e resection (rr 3.66, ci 1.68-7.96; rr 
2.16, ci 1.06-4.42). When compared to both national and 
local rates, Medicare/Medicaid patients had higher rates of 
distant disease and U/e resection (rr 4.86, ci 2.28-10.35; 
rr 3.58, ci 1.84-6.99). Uninsured patients also had higher 
rates of distant disease (rr 3.56, ci 1.63-7.76). While 
commercially insured patients had lower rates compared to 
national data (likely due to the smaller sample size of these 
patients), when compared within the data set patients with 
private insurance had higher rates of distant disease than 
Medicare/Medicaid and uninsured patients (rr 1.69, ci 
1.38-2.07; rr 1.41, ci 1.19-1.67).

Conclusions/Discussion: While the healthcare dispar-
ities within our community are certainly multi-factorial, 
given the increased rates of late-stage disease amongst 
our patients regardless of insurance status, health literacy 
likely plays a significant part in these trends. Additionally, 
the trends among non-english-speaking patients under-
score the importance of inclusivity in our public outreach. 
Moving forward, we plan to work with local health 
agencies to better tailor public outreach and education 
regarding colorectal cancer screening and prevention.

ROBOTIC COLECTOMY IN THE EMERGENCY 
SETTING IS SAFE AND ASSOCIATED WITH 
IMPROVED CLINICAL OUTCOMES, INCLUDING 
REDUCED CONVERSION RATES.

ePoster AbstrActs eP861

r. Moisés De Almeida Leite1, G. callado2, H. bossie3, 
s. Araujo2, F. Lopes Moreira2, V. Picchiotti Lembi2, 
L. Fagundes4, r. ricciardi1
1Boston, MA; 2Sao Paulo, Brazil; 3Sunnyvale, CA; 4Jundiai, 
Brazil

Purpose/Background: robotic colectomy has been asso-
ciated with improved clinical outcomes when compared to 
laparoscopic and open colectomies. As robotic adoption 
has grown, the utilization of robotics in the emergency 
setting has emerged. our aim was to analyze if the benefits 
of robotics observed in the elective setting are persistent in 
the emergency setting for colectomies.

Methods/Interventions: Methods/interventions: 
We analyzed files of patients who underwent minimally 
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invasive surgery (laparoscopic or robotic) and open colec-
tomy collected by the American college of surgeons 
national surgical Quality improvement Program (nsQiP) 
from 01/2016 to 12/2020. We used Poisson regression 
models to calculate relative risks (rr) surgical and medical 
outcomes by surgical techniques, after adjusting for age, 
weight, AsA scores, mechanical and antibiotics bowel 
preparation, race, gender, smoking status, hypertension 
and diabetes mellitus. We abstracted 5 cohorts of patients, 
including robotic, laparoscopic, open, standard of care 
(laparoscopic and open), and minimally invasive (robotic 
and laparoscopic).

Results/Outcome(s): outcomes: We analyzed the 
following outcomes: 30-day mortality, medical related 
morbidity, operative time, ileus, anastomotic leak, hospital 
length of stay (Los) and conversion rate. results: 22,074 
patients underwent colectomy in the emergency setting, 
including 17,417 in the open surgery cohort, 1,789 in the 
laparoscopic group and 76 in the robotic group. Minimally 
invasive approaches to emergency colectomy procedures 
increased significantly from approximately 5% in 2016 to 
10% in 2020 (p<0.001). Minimally invasive approach was 
associated with a robust reduction in 30 day mortality, 
when compared to open surgery, even after adjusting 
for multiple confounders (rr 0.24, 95 % ci {0.18-
0.33}, p<0.001 When compared to laparoscopic, robotic 
approach was associated with a robust and significant 
reduction in rate of conversion to open surgery (adjusted 
rr: 0.54, 95%ci: {0.34 - 0.86 }, p>0.010). in addition, 
emergency robotic colectomy was also associated with a 
significant reduction in medical related morbidity (rr: 
0.53, 95%ci: {0.31-0.92}, p<0.05) and ileus (rr: 0.55, 
95%ci: {0.31-0.94}, p<0.05) when compared to the stan-
dard of care cohort.

Conclusions/Discussion: robotic colectomy in the 
emergency setting was associated with significant reduc-
tion of 30-day morbidity and ileus when compared to the 
standard of care. in comparison to laparoscopy, robotic 
approach to emergency colectomy was associated with 
a significant reduction in conversion rate. considering 
the expansion of robotic surgery in emergency cases, our 
results contribute to the rationale and applicability of the 
robotic approaches in this setting.

SHORT-TERM AND LONG-TERM OUTCOMES 
OF ROBOTIC TRANSANAL MINIMALLY 
INVASIVE SURGERY: A SINGLE CENTER 
EXPERIENCE.

ePoster AbstrActs eP862

A. Almanzar1, L. Garcia1, s. Dahmani2, s. shoucair1, 
D. Lisle1

1Baltimore, MD; 2Washington, DC

Purpose/Background: robotic transanal minimally 
invasive surgery (rtAMis) is a novel technique for local 
excision of mid to low-rectal lesions. this procedure has 
become increasingly adopted by colorectal surgeons due to 
its cost-effectiveness, ergonomic versatility, and adequate 
oncologic results. the aim of this study is to assess the short 
and long-term clinical outcomes of patients who under-
went rtAMis at a single, community-based, institution.

Methods/Interventions: We retrospectively analyzed a 
cohort of 28 rtAMis procedures performed between April 
2018 and May 2022 at a community hospital, and evalu-
ated the clinical outcomes within 30 days and 12 months 
post-operatively.

Results/Outcome(s): A total of 28 patients under-
went rtAMis by a single surgeon between April 2018 
and May 2022. Mean age of patients was 63.1 +/- 13.9 
years. Most cases (92.9%, n=26) were performed in the 
prone jackknife position. sixty percent of lesions were in 
the distal rectum (n=17) and 39.3% were in the middle 
rectum (n=11). negative margins were seen in 100% 
of the excision cases, and 100% of the specimens were 
intact. Final pathologies demonstrated invasive adenocar-
cinoma in 28.6% (n=8) of all cases. twenty-five patients 
underwent rtAMis for therapeutic purposes; of these, 
21 patients (84%) were followed for at least 30 days, and 
11 patients (44%) for 12 months. Mean follow-up time 
was 5.9 months (range 0-29 mo). eight out of 21 patients 
(38%) had follow-up colonoscopy within 12 months from 
surgery. ten patients (47.7%, n=10/21) described post-
operative complaints during the first 30 days, including: 
rectal pain (n=7), rectal bleeding (n=3), urgency (n=2), 
stool incontinence (n=2), rectal drainage (n=2), and 
urinary retention (n=1). Amongst the patients followed 
for 30 days (n=21), 2 patients required re-admission to the 
hospital, and 2 required re-operative re-intervention. At 
3-month follow-up, only three patients (14%) experienced 
persistent symptoms (pain, bleeding, or drainage). At 12 
months, only one patient (4%) had persistent bleeding, 
ultimately requiring abdominoperineal resection.

Conclusions/Discussion: r-tAMis is a safe, feasible, 
and effective technique for the surgical treatment of rectal 
lesions. it provides adequate oncologic outcomes with 
minimal short and long-term morbidity.
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DIVERTING LOOP ILEOSTOMIES: 
CONSIDERATION OF COSTS IN OPERATIVE 
DECISION MAKING.

ePoster AbstrActs eP863

W. Wilt, b. Levy, H. McDonald, A. Mangino, 
D. Davenport, J. Patel
Lexington, KY

Purpose/Background: Diverting loop ileostomies (DLi) 
for fecal diversion after colon and rectal anastomoses are 
frequently created as a means of protection against anasto-
motic leaks. However, these are not without complications, 
impact on quality of life, and increased costs, especially 
given the advances in the management of anastomotic 
leaks. recent literature has advocated for DLi to be used 
more selectively. We hypothesize the protective effect of 
DLi may be overestimated while incurring a significantly 
increased cost.

Methods/Interventions: this is a propensity matched, 
retrospective case-control study. Patients undergoing a 
colorectal resection alone (crrA) or with an ileostomy 
(crrDi) from 1/2012-3/2021 were analyzed using local 
financial and nsQiP data. Patients undergoing pelvic 
anastomoses <6cm from the anal verge and/or previously 
irradiated were excluded. Patients undergoing crrA were 
then propensity matched using a genetic matching algo-
rithm in a 2:1 ratio with patients undergoing crrDi for 
demographics, operative characteristics, with a standard 
absolute difference of <0.1. Hospitalization costs (index 
and post-discharge) and 30d nsQiP outcomes were 
analyzed. Data was analyzed using univariate analysis as 
well as multivariate analysis.

Results/Outcome(s): 1614 patients were evaluated 
and included in the study, including 1442 crrA and 172 

crrDi. subsequently, 344 crrA were matched with 
172 crrDi with similar preoperative and intraoperative 
factors, though those undergoing crrDi had longer 
operative duration (215 vs. 196 min, p=0.04). Patients 
with crrDi had significantly longer length of stay (10.3d 
vs, 8.0d, p=0.008), and those with crrA had signifi-
cantly higher rate of superficial surgical site infections 
(ssi) (7.3% vs. 2.3%, p=0.036). otherwise, the groups 
had similar outcomes, including rates of deep and organ 
space ssi, anastomotic leak, post-operative (Po) organ 
failure, unplanned readmission and return to the operating 
room (or), Po ileus, and Po sepsis/septic shock. Despite 
similar outcomes, patients with crrDi had significantly 
higher inpatient floor costs (7920 vs. 6190, p = 0.005) and 
procedure costs (27000 vs. 22500, p = 0.047) compared to 
their matched crrA counterparts, though follow-up costs 
and direct costs were not significantly different. Further, 
patients undergoing crrDi were 13% more likely to have 
higher index hospital costs in the matched group when 
compared to the crrA patients.

Conclusions/Discussion: Patients with crrDi incur 
significantly increased healthcare costs with greater 
resource utilization despite similar outcomes. though 
creation of DLi remains dependent on surgeon judgment 
given clinical scenarios, healthcare resource utilization and 
cost should be considered in this decision-making process, 
and diversion should be done selectively.
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RISE OF MINIMALLY INVASIVE SURGERY: 
TRENDS AND PREDICTORS OF LAPAROSCOPY 
AND ROBOTIC SURGERY IN RECTAL CANCER.

ePoster AbstrActs eP864

J. bliggenstorfer, s. Khan, e. steinhagen, s. stein
Cleveland, OH

Purpose/Background: the use of minimally invasive 
surgery (Mis) has been progressively increasing, including 
the use of Mis for rectal cancer. However, two 2015 
landmark studies, AcosoG Z6051 and ALacart, used 
non-inferiority trials to demonstrate that outcomes from 
Mis did not reach the quality standards of open proctecto-
mies for rectal cancer, calling into question the use of Mis. 
this analysis sought to determine whether these high-
quality data altered the use or predictors of Mis surgery 
for rectal cancer.

Methods/Interventions: the AcosoG trial was used 
to guide patient selection from the ncDb between 2012 
to 2014 and 2016 to 2018. the year of AcosoG publi-
cation, 2015, was excluded from the analysis. Patients 
with stage ii, iiia, and iiib rectal adenocarcinoma were 
included. Patients were grouped by years of diagnosis 
and categorized as Pre-AcosoG (2012 to 2014) and 
Post-AcosoG (2016 to 2018). the proportion of Mis 
procedures were compared against the number of open 
surgical resections by year, both pre- and post-AcosoG. 
Univariate and multivariable logistic regression analyses 
were then performed to evaluate for predictors of use of 
minimally invasive surgery among this cohort.

Results/Outcome(s): 8,267 patients were included in 
this analysis. in this population the proportion of Mis rose 
from 39.5% in the pre-AcosoG period to 60.5% in the 
post-AcosoG period (P<0.001), peaking at 75.2% in 
2018 (Figure 1). Multivariable logistic regression demon-
strated that patients diagnosed in the post-AcosoG years 
were two times more likely to receive an Mis procedure 
(or: 2.13, 95% ci: 1.94 - 2.35). Hospital facility type, 
location, and insurance were also found to significantly 
impact odds for Mis procedures. Patients treated at 
comprehensive community cancer hospitals, academic 
facilities, and integrated network cancer programs were at 
least twice as likely to receive Mis than patients treated 
at community hospitals (or: 2.01 to 2.64, 95% ci: 1.57 - 
3.41). Patients in the east and West south-central regions 
were 47% and 39% less likely to undergo Mis than other 
regions (or: 0.53 and 0.61, 95% ci: 0.39 - 0.82). Also less 
likely were uninsured patients, as compared to those with 
private insurance (or: 0.67, 95% ci: 0.52 - 0.87), with the 
south-central states containing a greater percentage of 
uninsured than all other regions (8.5% vs. 2.9%, P<0.001).

Conclusions/Discussion: the use of Mis approaches 
has been on the rise for the past several decades, unde-
terred by high quality data that has demonstrated a failure 
of Mis to meet non-inferiority criteria when compared 
to open proctectomies. this analysis demonstrates that 

Mis continues to increase for rectal cancer, even after the 
publication of the 2015 AcosoG Z6051 study. these 
data question how, why, and when surgeons incorporate 
evidence into clinical practice.

Figure 1: Proportion of Mis to open surgical resections by year.

COVID VS PRE-COVID COLORECTAL ERAS 
OUTCOMES AND COMPLIANCE.

ePoster AbstrActs eP865

L. Gade, L. craft, M. Mecca Monahan, r. Lewis
Hartford, CT

Purpose/Background: enhanced recovery After 
surgery (erAs) is a multidisciplinary approach to the 
care of surgical patients aimed at reducing physiologic 
surgical stress. Protocol compliance, continuous auditing, 
and adequately trained staff are essential to harness the 
beneficial effects of erAs. the coViD epidemic has 
negatively impacted both access to care as well as the 
delivery of care in the United states. While the benefits 
of erAs in pre-coViD conditions are well established, 
the impact of coViD on erAs delivery, compliance and 
surgical outcomes have yet to be qualified. this retrospec-
tive single center study assesses the impact of coViD 
on surgical outcomes for patients undergoing elective 
colorectal surgery in a robust colorectal program with a 
well established erAs program.

Methods/Interventions: Patients undergoing surgery 
between March 1, 2020 and June 1, 2022 (n=318) were 
classified as “coViD” patients and compared to the most 
recent 318 patients undergoing colorectal surgery prior 
to March 1, 2020, classified as “non-coViD” patients. 
information was collected from data entered into encare’s 
erAs© interactive Auditing system. 30 day complica-
tions, readmission, mortality, length of stay, and erAs 
compliance were compared. nursing administrational data 
was also collected. baseline characteristics, outcomes, and 
administrative variables were analyzed for differences in 
patient populations.

Results/Outcome(s): the baseline characteristics 
of “coViD” and non-coViD” patient groups were 
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comparable. there were differences in the indication 
for surgery, with diverticulitis being significantly more 
common in the coViD population. there was no signif-
icant difference in cancer stage at presentation between 
the two groups. 30 day complication rate was significantly 
higher in the coViD population (15% and 8.2% p=.017). 
readmission was higher in the coViD group, but did not 
reach statistical significance (12% and 7.2%, p=.077). 
there was no difference in length of stay, reoperation 
rate, or mortality. compliance with post-operative erAs 
elements was significantly lower in the coViD population. 
nursing turnover was significantly higher and volume of 
nursing staff was significantly lower during the coViD 
period.

Conclusions/Discussion: the erAs program that 
had hitherto coViD been highly effective in reducing 
surgical complications lost efficacy. A stressed hospital 
workforce can translate into decreased delivery of services, 
time with patients, continuity of care, and staff that is 
unfamiliar or improperly suited to our specific surgical 
population. While the cause of coViD’s negative impact 
on surgical outcomes is multifactorial, the quantifiable 
impact of coViD on hospital staff provides some action-
able explanation. As hospitals throughout the Us undergo 
challenges in staffing, it is important to assess the delivery 
of postoperative care and outcomes. erAs education and 
close surveillance of the erAs program will be necessary 
to continue to derive the benefits of erAs.

THE ROLE OF 2D AND 3D TUMOUR 
MEASUREMENTS IN DETERMINING 
NEOADJUVANT TREATMENT RESPONSE AND 
LONG-TERM DISEASE OUTCOME IN LOCALLY 
ADVANCED RECTAL CANCER.

ePoster AbstrActs eP866

r. McMahon, s. o’cathail, L. Grocutt, c. steele, J. Platt, 
M. Digby, A. McDonald, P. Horgan, c. roxburgh
Glasgow, United Kingdom

Purpose/Background: in locally advanced rectal 
cancer (LArc), response to neoadjuvant therapy (ncrt) 
is heterogenous with absence of reliable biomarkers of 
radio-sensitivity. importantly, degree of ncrt response 
impacts long term outcome. current ncrt allocation is 
based on clinical staging criteria. 2/ 3-dimensional tumour 
measurements are not considered. We investigate whether 
Primary Gross tumour Volume (pGtV) and tumour 
Length (tL), play a role in determining ncrt response 
and long term disease outcome in LArc.

Methods/Interventions: LArc patients undergoing 
curative intent ncrt +/- resection were identified between 
2016-2021. pGtV(cm3) and craniocaudal tL(mm) were 
obtained from radiotherapy planning ct and staging Mr 
scans. Measure of systemic inflammatory response (sir) 
was accessed from lab results at the time. response was 
evaluated as pathological (pcr) or clinical complete 
response (ccr) vs incomplete response, pathological 
tumour regression grading (trG), and neoadjuvant rectal 
(nAr) scoring.

Results/Outcome(s): 303 LArc patients were included 
(median pGtV 79.71cm3, median tL 48mm). 26.4%, 
37.3%, and 16.8% achieved ccr/pcr, trG 0-1, and 
nAr <8 respectively. Larger pGtV and tL related to 
higher ct and cn stages, eMVi, extramesorectal nodes, 
and mucin on Mri (all p<0.05). only pGtV related to 
crM involvement (p=0.011). Larger pGtV and tL 
related to higher pre-treatment ceA, presence of anaemia 
and a pre-treatment sir (crP, mGPs), (all p<0.05). 
similarly larger pGtV and tL also related to post-treat-
ment sir (crP, mGPs, anaemia, nLr) and ceA levels 
(all p<0.05). smaller pGtV was associated with pcr/
ccr (p=0.001) and trG 0-1 (p=0.006) but not nAr 
(p=0.250). smaller tL significantly associated with pcr/
ccr (p=0.001) and trG 0-1 (p=0.001) but not nAr 
(p=0.148). evidence of post-treatment sir (elevated 
crP/mGPs) but not pre-treatment sir related to incom-
plete response or trG2-3. High pre and post treatment 
ceA levels were associated with incomplete response. 
on multivariate binary logistic regression for incomplete 
response, tL category (p=<0.001), and post treatment 
ceA (p=0.007) were independent predictors. High tL 
related to worse 3yr DFs (p=0.021), with a non-significant 
trend for high pGtV (p=0.223). on analysis of high nAr 
(>16) pts alone, high pGtV related to worse 3yr DFs 
(p=0.024).
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Conclusions/Discussion: 2 and 3-dimensional tumour 
measurements provide additional predictive information 
for ncrt response beyond clinical staging criteria. Larger 
pGtV and tL associate with other advanced tumour 
characteristics which affect DFs. the systemic inflamma-
tory response and ceA relate closely to tumour size and 
ncrt response. Further research to better understand 
the underlying molecular and immune subtypes of larger 
volume LArcs and their interaction with the circulating 
inflammatory/ immune response is required in order to aid 
development of more successful treatment strategies.

ANTIBIOTIC STEWARDSHIP IN THE 
TREATMENT OF INTRABDOMINAL 
INFECTIONS.

ePoster AbstrActs eP867

b. Levy, L. ebbitt, s. Manci, J. VanHoose, W. Wilt, 
J. Patel
Lexington, KY

Purpose/Background: Vancomycin serves as an 
important antibiotic to treat methicillin resistant staph 
aureus (MrsA), which is often found in hospital associ-
ated infections. in septic patients, with unknown pathogen, 
vancomycin is often prescribed in concert with other anti-
microbials to provide broad spectrum coverage until the 
specific pathogen is isolated. Unfortunately, vancomycin 
administration has significant side effects, such as renal 
toxicity and risk of resistance. therefore, we hypothesize 
post operative surgical patients with an intrabdominal 
source of infection have low rates of MrsA and low utility 
for vancomycin administration.

Methods/Interventions: Following institutional review 
board approval, patients with intrabdominal infections 
were queried from the medical record using international 
classification diagnosis codes from 2010-2018. Patient vari-
ables such as age, length of stay, comorbidities, and loca-
tion of abdominal infection were collected. Additionally, 
outcomes such as culture speciation were reported.

Results/Outcome(s): 1045 patients met inclusion 
criteria and experienced an intrabdominal infection. 
intraperitoneal abscesses accounted for 908 patients, 
56.4% (n= 513) were from diverticular disease. Post proce-
dural retroperitoneal infection was found in 101 cases, and 
pelvic abscess in 2 patients. cultures with bacteria present 
were obtained in 303 cases, whereby MrsA was isolated in 
23 positive cultures (7.5%). However, 56% of patients with 
an intrabdominal infection (n=586) recieved vancomycin.

Conclusions/Discussion: MrsA infection has a low 
prevalence in the surgical patient with intra abdominal 
infections. therefore, a careful risk-benefit analysis should 
be employed before starting patients on vancomycin for an 
intrabdominal infection.

RECOMMENDING ROBOTICS: HOW DO 
COLORECTAL SURGEONS DECIDE? A PILOT 
SURVEY.

ePoster AbstrActs eP868

A. Martin2, c. Grimes2, K. Korous3, e. King-Mullins4, 
c. rogers3, D. Hayden1

1Madison, WI; 2Chicago, IL; 3Milwaukee, WI; 4Fayetteville, GA

Purpose/Background: Despite growing evidence 
demonstrating disparities in access to minimally invasive 
colorectal surgery for minority and underinsured patients, 
our understanding regarding how surgeons determine 
surgical approach is limited. We aim to gain insight 
regarding the factors impacting colorectal surgeons’ deci-
sion to offer robotic surgery.

Methods/Interventions: twenty-eight colorectal 
surgeons from various institutions, geographic regions and 
years of experience responded to an anonymous online 
survey. Questions included surgeon demographics and 
factors that inform their surgical approach. the Harvard 
implicit Association test (iAt) was also included.

Results/Outcome(s): twelve female and 16 male 
surgeons participated; 55.6% were White, 40.7% black 
and 3.7% Asian. Most surgeons were >5 years out from 
training (89.3%), performed >20 robotic surgeries (82.1%) 
and worked at a teaching hospital (85.7%). Patient race/
ethnicity (100%), perceived income (100%), perceived 
education level (96.2%), insurance status (92.35%), 
gender (85.2%), perceived health literacy (80.8%), need 
for interpreter (76.9%) and social support (70.4%) were 
reported to “not at all” influence the decision to offer 
robotics. Less unanimously, most surgeons reported that 
immunosuppression (57.7%), nutritional status (57.7%), 
age (51.9%), presence of stoma (46.2%), cancer location 
(36%), functional status (34.6%) and type of assistance 
available (30.8%) also did “not at all” inform their deci-
sions. Most frequently, surgeons reported their robotic 
volume (40.7%), wait time to schedule, (34.6%), prior 
abdominal surgery (53.8%) and comorbidities (34.6%) 
“moderately influenced” their decision to offer robotics. 
bMi and type of robot available were “highly important” 
for 37.0 and 33.0% of surgeons, respectively. of the 28.6% 
of surgeons who completed the iAt, only one surgeon had 
no automatic preference and all other surgeons had a slight 
to strong preference for White over black people.

Conclusions/Discussion: the decision to recommend 
robotics is multifactorial and varies between colorectal 
surgeons. Accessibility and experience appear to play 
an important role in their recommendations as does 
patient-related factors, such as bMi, prior abdominal 
surgery and comorbidities. consistently, surgeons reported 
that race/ethnicity, socioeconomic factors and insurance 
status have no impact on decision-making, yet, lower 
access to robotics for minority and underinsured patients 
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remains. in this small pilot study, implicit bias may help to 
explain some disparities in access to surgical innovations 
like robotic surgery. if a larger national survey reflects 
similar results, interventions such as creation of a robotic 
approach calculator or implicit bias training may help to 
address these disparities.


