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ADRENAL PSEUDOCYST: CASE REPORT AND REVIEW OF LITERATURE 
F Lambreton, J Perone, A Perez, S Samreen 

Presenter: Fernando Lambreton, MD, University of Texas Medical Branch - Galveston 

Introduction/Objective: Adrenal incidentaloma has a reported incidence of 1-4%. 
Adrenal cysts are uncommon lesions that are usually benign, with an incidence of 0.06-
0.18%. Pseudocysts are the second most common type of adrenal cyst and are 
characterized by an absence of a formal epithelium.  These are more common in 
females and are usually present in the 4th to 5th decade of life. 

Case Presentation: We present the case of a 57-year-old female who was being 
evaluated at our outpatient clinic for a recurrent ventral hernia. CT scan of the abdomen 
incidentally revealed a 7.2 cm right adrenal tumor with peripheral calcifications, and a 
Hounsfield unit measurement of 26 (per CT, possibly due to previous hemorrhage). The 
patient reported no symptoms that could be attributed to the mass. Evaluation by 
Endocrinology revealed that it was a non-functional mass, and the patient was referred 
to the General Surgery clinic for resection. Due to its large size and unusual CT 
findings, resection was indicated. She underwent robotic assisted laparoscopic right 
adrenalectomy through an abdominal approach. The patient was discharged on 
postoperative day 1 after an uneventful recovery. Pathology revealed an adrenal 
pseudocyst. 

Discussion: Only 7% of adrenal pseudocysts are malignant, and the risk is higher in 
larger ones (>6 cm). Most are diagnosed incidentally, and are frequently mistaken for 
cystic lesions of the adjacent organs (pancreas, spleen, kidney, retroperitoneum, etc.). 
They are usually asymptomatic and nonfunctional, but when they’re large they may  
complicate with hemorrhage, infection, rupture, and/or mass effect on adjacent 
structures. There are multiple imaging modalities that can aid in preoperative diagnosis, 
including CT, MRI, and EUS, but most will be definitively diagnosed on pathology after 
excision. 

Conclusion: We present a rare adrenal tumor that has  low malignant potential, and 
can present with unusual CT findings (such as calcifications). Infrequently, these can 
result in highly morbid complications. This case exemplifies that adrenal incidentalomas 
are amenable to a robotic approach in carefully selected and appropriately worked up 
patients. 
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A NATIONAL EVALUATION OF THE PREDICTORS OF COMPLIANCE AND 
SURVIVAL FROM ADJUVANT CHEMOTHERAPY IN HIGH-RISK STAGE II COLON 
CANCER: A NATIONAL CANCER DATABASE (NCDB) ANALYSIS 
T Reif de Paula, E Haas, H Simon, M Profeta, P Gorroochurn, D Keller 
 
Presenter: Thais Reif de Paula, MD, University of Houston 
 
Background: US guidelines recommend adjuvant chemotherapy (AC) for stage II colon 
cancer with high-risk features to control distant disease and improve overall survival 
(OS). There is little study on compliance with guidelines or survival outcomes. 
 
Objective: Our goal was to evaluate compliance rates with AC, factors associated with 
compliance, and OS in high-risk stage II colon cancer. Our hypothesis was that patients 
are not compliant with AC recommendations, but root causes can be identified and 
addressed to improve OS. 
 
Method: The NCBD was reviewed for stage II colon cancer cases undergoing curative 
resection, with at least one high-risk feature(T4, <12 lymph nodes examined, positive 
margins, high-grade, perineural or lymph vascular invasion) from 2010-2015. We 
excluded patients receiving preoperative radiotherapy or chemotherapy, then stratified 
into AC and no AC cohorts. Multivariate logistic regression identified factors associated 
with AC compliance. Propensity score matching was performed to balance the cohorts 
and Kaplan-Meier analysis to assess OS. The main outcome measures were AC 
compliance, factors associated with compliance, and OS in high-risk stage II colon 
cancer. 
 
Results: 33,878 patients were evaluated- 77.4% received no AC while 22.6% received 
AC. Factors associated with AC non-compliance were older age (OR .917; 95%CI .914-
.921; p<.001), Medicare (OR .831; 95%CI .731-.968; p=.018) or Government (OR .754; 
95%CI .653-.870; p=.018) payors, greater comorbidities (OR .439; CI95% .344-.559; 
p<.001), and the Midwest region (OR .872; 95%CI .786-.968; p=.010) Factors 
associated with compliance were pT4 stage (OR 3.878; 95%CI 3.587-4.194; p<.001), 
lymph vascular (OR1.347; 95%CI 1.249-1.453; p<.001) and perineural invasion (OR 
1.153; 95%CI 1.050-1.266; p=.003), poor differentiation (OR 1.184; 95%CI 1.023-1.372; 
p=.024), compromised margins (OR 1.438; 95%CI 1.276-1.621; p<.001), and <12 lymph 
nodes retrieved (OR 1.250; 95%CI 1.131-1.379; p=<.001). In a matched cohort, AC 
significantly improved 1-, 3- and 5-year OS compared to no AC (96.2%, 85%, 75.2% 
and 87.9%, 74.1%, 62.8%; p<.001), with 5-year absolute risk reduction of 12.4%, 
relative risk reduction of 33.3 % and number needed to treat of 8. 
 
Conclusion: Nationally, there is low compliance with AC in high-risk stage II colon 
cancer. Modifiable factors associated with low compliance were identified, highlighting 



opportunities to increase utilization. Despite the low compliance, AC was associated 
with improved OS. These results highlight the need for actions to improve AC 
compliance and outcomes in high-risk stage II colon cancer. 
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COLOUTERINE FISTULA, AN UNCOMMON CAUSE OF PNEUMOPERITONEUM 
Linda Luong DO, Christina Zhu, Ariel Santos MD, Thomas Howe MD 
 
Presenter: Linda Luong, DO, Texas Tech Lubbock 
 
Introduction/Objective: Pneumoperitoneum with abdominal tenderness often calls for 
urgent surgical exploration. Usually pneumoperitoneum comes from perforated hollow 
viscus. Perforation of the uterus is an uncommon cause of pneumoperitoneum. 
Colouterine fistualization is very rare, and colouterine fistula with uterine perforation is 
an even more rare cause of pneumoperitoneum.  This case describes a very rare 
complication of sigmoid diverticulitis resulting in colouterine fistula and perforation. 
 
Case Presentation: A 88-year-old female transferred from an outside facility with a 5 
day history of abdominal pain associated with nausea. The pain initially started in the 
lower pelvis, but became diffuse. On exam she was tender  in all 4 quadrants with 
guarding, and rebound tenderness. Labs showed a leukocytosis of 29.6 thousand, and 
CT scan at the transferring facility showed pneumoperitoneum, thickened sigmoid with 
free fluid in the abdomen. There was concern for perforated diverticulitis and need for 
urgent exploration. Conversations with the patient revealed she wished for her code 
status to be do not resuscitate, although she wanted surgical intervention. She was 
taken emergently to the operating room for exploration. She had sigmoid diverticulosis 
with fistualization into the uterus and perforation of the uterine wall spilling feculent 
material into the abdomen. The cervical os was stenosed. She underwent a 
hysterectomy with sigmoid resection with end colostomy with the assistance from the 
OBGYN team. Post operatively her stay was complicated by atrial fibrillation with rapid 
ventricular response, respiratory complications and subsequently passed. 
 
Discussion: Diverticulitis is inflammation or infection of diverticulum, and is a common 
general surgical problem. Colonic diverticulitis commonly presents with fever, left lower 
quadrant pain, and can be complicated by intra-abdominal abscess, 
pneumoperitoneum, colonic stricture, obstruction or fistulization. Colouterine fistula is a 
rare complication of sigmoid diverticulitis. Colouterine fistula was first described in 1909 
by Lejemtel. Typical symptoms of colouterine fistulas include malodorous fecal or 
purulent vaginal discharge for days or months because the colonic lumen and the 
uterus are linked. The uterus is a very thick muscular organ, making uterine fistulas 
rare.  
 
In the acute care surgery and emergency general surgery world, pneumoperitoneum is 
often from perforated peptic ulcer disease or perforated diverticulitis. In this case, due to 
the stenosis of the patient’s cervical os, the presentation of her colouterine fistula 
presented in an atypical way. Instead of having the previously described foul vaginal 
drainage, she presented with acute worsening abdominal pain and peritonitis. 
 



Conclusion: Colouterine fistula is a very rare compilation of sigmoid diverticulitis. This 
disease process usually presents itself as foul drainage from the vagina. In this case, 
the patient had no history of foul drainage from the vigina, instead she presented with 
abdominal pain, nausea and pneumoperitoneum. It is important to remember that 
although very rare, a colouterine fistula can result in pneumoperitoneum and perforation 
of the uterus requiring not only a colon resection but also a hysterectomy. 
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GIANT SLIDING INGUINAL HERNIA CONTAINING STOMACH TREATED WITH 
SIMPLE REPAIR: A CASE REPORT AND LITERATURE REVIEW 
Tyler Davis DO, Giri Movva, Lutfi Barghuthi MD, Mohamed Abdelgawad MD, Hishaam 
Ismael MD 
 
Presenter: Tyler Davis, DO, The University of Texas Health Science Center at Tyler 
 
Introduction/Objective: Abdominal wall hernias are extremely common with an 
estimated prevalence of 1.7% of all ages, 75% of which being inguinal in nature. If left 
untreated, a simple inguinal hernia can develop into a giant inguinal hernia. This rare 
presentation is defined as an inguinal hernia that extends below the midpoint of the 
inner thigh when the patient is in the standing position or an anteroposterior diameter of 
at least 30cm or a laterolateral diameter of about 50cm with non-reducibility for more 
than 10 years. Hernia contents can range from isolated peritoneal fat and bowel to more 
extreme cases which include stomach, ovaries, bladder, and kidneys. Surgical 
management can be challenging due to numerous associated complications. Though 
several repair techniques have been suggested in published case reports, no single 
treatment has been adopted as the standard approach to dealing with this unusual 
disease. 
 
Case Presentation: This patient is a 77-year-old male with uncontrolled diabetes and 
giant left sided inguinal hernia initially presenting for intractable nausea, vomiting, 
hypotension, hypothermia, and lactic acidosis associated with gastric outlet obstruction. 
Patient was adequately resuscitated, and a nasogastric tube (NGT) was placed with 
immediate output of 3 liters. Initial CT showed massive enlargement and obstruction of 
the fluid-filled stomach extending to a large left inguinal hernia measuring 14.6 x 19.5 
cm with a 6.2 cm defect that contains loops of small bowel and colon. Due to failure of 
non-operative management with two recurrences of gastric outlet obstruction, the 
decision for operative management was made. 
Using a generous left inguinal incision, the patient underwent inguinal hernia repair with 
mesh. Intraoperative examination revealed the left testicle to be mildly atrophic (likely 
due to age) but attached to the scrotal wall with intact blood supply, thus orchiectomy 
was not performed. The hernia sac was not violated and the hernia was reduced with no 
additional incisions or debulking required. The inguinal floor was reinforced by two 
meshes in a Lichtenstein tension-free fashion.  
The patient tolerated the procedure well with no post-operative complications. 
 
Discussion: Literature review of 11 cases from 2008 to 2019 revealed 63.6% (7/11) 
only required a standard inguinal transverse incision with the remaining required 
addition of an open transabdominal approach. Roughly half of the cases required 
debulking to aid in reduction of the hernia. By far, the most common hernia repair 
technique was the Lichtenstein’s tension free repair. 
 



Conclusion: Surgical repair of giant inguinal hernias can be challenging and is 
associated with a variety of complications. Various modalities have been described to 
assist in hernia reduction including debulking. Although the Lichtenstein’s tension free 
repair seemed to be the most common technique (utilized in this case), no single 
treatment has been adopted as the standard approach to managing this uncommon 
presentation. 
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ABDOMINAL WALL ENDOMETRIOMA PRESENTING AS A CYSTIC ABDOMINAL 
WALL MASS: A CASE REPORT AND LITERATURE REVIEW 
Tyler Davis DO, Lutfi Barghuthi MD, Paige Moudy MS, Mohamed Abdelgawad MD, 
Hishaam Ismael MD 
 
Presenter: Tyler Davis, DO, The University of Texas Health Science Center at Tyler 
 
Introduction/Objective: Endometriosis is classically defined as “the presence of 
endometrial glands and stroma outside of the uterine cavity and musculature.” Although 
it most commonly occurs in the pelvis, various extrapelvic locations have been reported 
in the literature. There seems to be a strong association between abdominal wall 
endometriomas and previous surgical scars. Although these rare endometriomas 
commonly present with cyclic menstrual pain, they are often misdiagnosed with only 20-
50% of cases diagnosed pre-operatively. 
 
Case Presentation: This paper presents a 39-year-old female with an extensive 
gynecologic surgical history presenting with a 6 x 6 cm cyclically tender abdominal wall 
mass in the right lower quadrant. CT scan of the abdomen and pelvis with contrast 
revealed a high-density soft tissue opacity in the subcutaneous tissue of the right lower 
quadrant abutting the anterior aspect of the abdominal wall with associated moderate 
surrounding subcutaneous soft tissue stranding. The patient underwent wide local 
excision and pathology revealed fibroadipose tissue with interspaced endometrial 
glands and stroma, consistent with endometriosis. No endometriosis was identified at 
the margins. Post-operatively, the patient had complete resolution of her symptoms. 
 
Discussion: Endometriosis, particularly the extrapelvic variety, has proven to be very 
difficult to diagnose and is often overlooked in the world of general surgery. It is 
theorized that these endometriomas occur by endometrial cells escaping through 
incisions in the uterus and implanting themselves within abdominal wall incision sites. 
Literature review of 39 cases from 1999-2020 revealed 79.5% of patients complained of 
cyclic pain, 94.9% of which had prior gynecologic surgery. Three of the patients were 
initially trialed with medical management, but ultimately, every patient in the literature 
review underwent definitive surgical treatment. Thus, it appears the best treatment of 
this rare disease is wide local excision. 
 
Conclusion: In female patients presenting with a cyclically painful abdominal wall 
mass, a high index of suspicion for endometrioma must be maintained, especially in the 
setting of previous gynecologic surgery. Although there may be a role for medical 
management of symptoms, the most definitive treatment of an abdominal wall 
endometrioma appears to be wide local excision with negative margins 
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TRAUMATIC JEJUNAL PERFORATION SECONDARY TO COVID-19 
Jonathan Kopel B.S., Linda Luong D.O., Irfan Warraich M.D., Grant Sorenson Ph.D., 
Gregory Brower D.V,M., Ph.D 
 
Presenter: Linda Luong, DO, Texas Tech Lubbock 
 
Introduction/Objective: The novel coronavirus, known as SARS-CoV-2/COVID-19, 
has continued to spread throughout the globe since early December 2019. In humans, 
patients present with several respiratory, gastrointestinal (GI), hepatic, and neurologic 
diseases. Among COVID-19 patients, GI symptoms, such as diarrhea, nausea, and 
vomiting, are the most common gastrointestinal symptoms.  However, several case 
reports have suggested that COVID-19 may increase the risk of gastrointestinal 
perforation. We report a case of a gastrointestinal perforation in a COVID-19 patient 
secondary to a motor vehicle accident. Histological examination of the perforation 
provides insight into the inflammatory processes mediating the increased risk of 
gastrointestinal perforation in COVID-19 patients. 
 
Case Presentation: A 23-year-old female presented to the hospital as a trauma after 
being involved in a head-on motor vehicle collision with an 18-wheeler at 80 miles-per-
hour. The seat belt and airbag safely deployed to reduce the impact of the collision. 
There was no ejection or rollover at the time of the incident. At the time of admission, 
she had a Glasgow coma scale of 15 with a blood pressure of 108/75 mmHg, a heart 
rate of 89 beats-per-minute, and a BMI of 34.7.  The patient’s airway was intact with 
breath sounds present bilaterally. Peripheral circulation was present in all four 
extremities with pupils equal, round and react to light (4 mm). The patient had two large 
lacerations in the right periorbital region. An obvious open right ankle fracture with dome 
of the talus extruded from the medial ankle wound and deformity to the right thumb were 
noted upon examination. 
 
A head computed tomography (CT) showed a large subgaleal hematoma with areas of 
active bleeding in the right frontoparietal region measuring up to 9 cm in the transverse 
dimensions and 2 cm in the vertical dimensions, without underlying calvarial fracture. 
There was no acute abnormality or fracture in the cervical spine. A CT with contrast of 
the body showed a small amount of free fluid in the right paracolic gutter and the cul-de-
sac with some fatty infiltration of the liver. There was a nondisplaced fracture of the left 
first rib. A COVID-19 test was administered before surgery and the patient was found to 
be positive for COVID-19. The patient subsequently was sent to the operating room for 
repair of the ankle fracture and thumb. The patient successfully underwent the surgery 
without any intraoperative complications. 
 
After the surgery, the patient complained of shortness of breath and abdominal pain in 
the left upper quadrant. A chest and abdominal CT showed pneumoperitoneum 
throughout the upper abdomen with moderate perihepatic and perisplenic ascites, which 
was new since admission. The patient then underwent a exploratory laparotomy 



procedure to identify the cause of the pneumoperitoneum. The small bowel was 
inspected and run from the ligament of Treitz. There was noted to be an antimesenteric 
perforation in the jejunum and no other perforations along the small bowel, there was no 
injury to the small bowel mesentery that is usually seen in blunt abdominal injuries.  
 
The colon showed no abnormalities. The liver and gallbladder were inspected ad 
showed no abnormalities. A 3-0 Vicryl was used to close the perforated small bowel to 
help control contamination. A small bowel resection and a side to side anastomosis was 
performed. Of note, the patient had a Meckel’s diverticulum that had no areas of 
inflammation. The abdomen was closed. A scatological examination of the specimen 
containing the perforation showed effaced villi infiltrated with lymphocytes and plasma 
cells in the mucosa.  
 
The patient was subsequently discharged after she tolerated a normal diet. 
 
Discussion: As the COVID-19 pandemic continues to increase, more case reports 
have reported patients developing GI perforations at all age groups. The mechanism 
behind GI perforations associated with COVID-19 remains unclear. Patients admitted to 
the ICU can present or develop gastric or duodenal ulcers, which increases the risk of 
perforation as the disease progresses. Stress related mucosal damage is a known 
phenomenon among ICU patients, which may be more prevalent given the long hospital 
stays documented among COVID-19 patients. 
 
Another hypothesis suggests an imbalance in autonomic innervation of the GI tract by 
coronavirus may be an additional mechanism involved in GI perforations in COVID-19 
patients. Other authors have proposed small vessel thrombosis from inflammatory 
processes in the vascular endothelium and nonocclusive mesenteric ischemia. One 
common causes of GI perforation in COVID-19 patients has been with the 
administration of high dose steroids with tocilizumab, an IL-6 inhibitor.  
 
However, most authors agree that the ACE-2 receptor, which is one of the primary 
receptors for SARS-CoV-2, is likely involved. The ACE-2 is highly expressed in the 
gastrointestinal tract, specifically the stomach, duodenum, and rectum. The SARS-CoV-
2 RNA was primarily detected in gastrointestinal epithelial cells where the SARS-CoV-2 
virus could infect and replicate to surrounding epithelial cells. Previous case reports of 
gastrointestinal perforation did not present histological images, which would provide 
details into the pathophysiology of GI perforations. The pathologic slides from the case 
shows that there is extensive proliferation of both neutrophils and plasma cells into the 
gastrointestinal mucosa. Several reports have shown increased neutrophilia in COVID-
19 patients. 
 
Autopsies of COVID-19 patients show neutrophil infiltration in pulmonary capillaries and 
alveolar spaces. Although the mechanism underlying neutrophilia with COVID-19 
remains unknown, an increase in neutrophils is known to increase oxidative stress and 
damage, including lipid peroxidation and DNA oxidation. Depending on the severity of 
COVID-19, elevations in neutrophils within the gastrointestinal mucosa may increase 



oxidative stress and damage in gastrointestinal epithelial cells, which would increase 
the risk of gastrointestinal perforation. However, further pathophysiological studies are 
needed to assess the mechanisms by which COVID-19 may damage the 
gastrointestinal mucosa leading to gastrointestinal perforation. 
 
Conclusion: The COVID-19 virus causes inflammatory changes in many areas of the 
human body, the GI tract is commonly involved. When evaluating patients with COVID-
19 one must have a high index of suspicion in patients with worsening or unresolving 
abdominal pain as this could be the symptoms of a perforation. 
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IMAGING IN PANCREATIC LYMPHANGIOMA 
Sujata Ojha, BSc, Muhammad Darwish, MBBS, D. Rohan Jeyarajah, MD FACS 
 
Presenter: Sujata Ojha, BS, Methodist Richardson Medical Center 
 
Introduction/Objective: Lymphangiomas are rare, benign, tumors of the lymphatic 
system. They are formed through congenital malformation leading to 
lymphangiectasias. Thus, lymphangiomas are mostly seen in children and infants. This 
study reports a rare presentation of a lymphangioma in the pancreas. 
 
Case Presentation: A 65-year-old female presented to our clinic with nausea and 
occasional abdominal pain. She had a past medical history of an incidentally diagnosed 
7-cm lesion on her pancreas during workup for chest pain several years ago. An 
abdominal CT was obtained that showed an 8.1 x 4.5 x 5.6 cm cystic mass 
demonstrating few small septations and associated with the superior and anterior 
pancreatic body without evidence of adjacent soft tissue invasion or any significant 
vascular encasement [Figures 1 & 2]. The patient had no history of heavy alcohol use or 
previous attacks of pancreatitis. Laboratory findings were all within normal limits. 
Carbohydrate Antigen 19-9 (CA 19-9) was negative (4.27 U/mL).  
 
An EGD/EUS was performed revealing an 8-cm cystic lesion with septations but without 
nodules spanning from the head to the body of the pancreas. Fine-needle aspiration 
(FNA) showed a Carcinoembryonic Antigen (CEA) level of 93.9 ng/mL and an Amylase 
level of 222.5 IU/L, both low, decreasing the likelihood of malignancy.  
 
Since the patient was mostly asymptomatic, follow up with routine imaging was 
recommended. An MRI scan 3 months later showed an interval decrease in size to 6.1 x 
4.3 x 5.3 cm. The cyst was a lobulated, macrocystic mass extending superiorly from the 
anterior pancreas body and draping over the portal vein and common hepatic artery 
while exerting a mass effect on the posterior wall of the gastric antrum. The cyst wall 
demonstrated irregular enhancement with regions of restricted diffusion [Figure 3]. The 
patient was advised to continue follow up with imaging. However, future need for a 
pancreatoduodenectomy to address worsening symptoms if they occur was discussed 
with the patient. 
 
Discussion: A diagnosis of lymphangioma is generally made based on clinical findings 
and imaging studies. Diagnostic imaging techniques include computed tomography 
(CT), magnetic resonance imaging (MRI), and endoscopic ultrasound (EUS) combined 
with fine-needle aspiration (FNA). Typical presentations are a multilocular lesion with 
homogenous serous composition which appears anechoic on ultrasound. These lesions 
show a low signal intensity on T1-weighted images and very high signal intensity on 
heavily T2-weighted images. Furthermore, CT demonstrates fluid attenuation. These 
imaging findings were consistent with a lymphangioma of the pancreas. 
 



Conclusion: Lymphangiomas are benign tumors of the lymphatic system. Pancreatic 
lymphangioma is a rare clinical finding in adults. They often present asymptomatically 
and are discovered incidentally through intraoperative or imaging methods. This case 
demonstrates the classic imaging findings of a lymphangioma in an unusual organ. 
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A CASE OF DE GARENGEOT'S HERNIA IN A MALE PATIENT WITH PREVIOUS 
INGUINAL HERNIA REPAIR 
J Kim, C Castro, G Coleman, G Ng 
 
Presenter: Jisoo Kim, MD, Texas Tech University HSC - El Paso 
 
Introduction/Objective: When the appendix is found within a femoral hernia, it is called 
a De Garengeot hernia. Appendicitis has been associated and found within these 
hernias, are usually found as an emergent finding at presentation, and have an 
incidence of 0.08-0.13%. Despite being first described almost two centuries ago, there 
are less than 500 cases reported in literature. Studies have suggested that previous 
inguinal herniorrhaphy may increase the risk of femoral hernias up to 15 times higher 
compared to spontaneous incidence. We present a case of De Garengeot hernia, with 
appendicitis, in a patient who had a previous right sided inguinal herniorrhaphy. 
 
Case Presentation: We present a case of a 56-year-old Hispanic male complaining of 
5 days of sharp right groin pain and bulge. Eight years ago, he underwent an open right 
inguinal hernia repair with mesh. Laboratory studies showed no leukocytosis. Physical 
exam revealed a well healed right groin scar, a visible bulge that was non-reducible, 
and mild erythema overlaying the skin. A Computed Tomography (CT) scan was 
performed revealing a right femoral hernia with a 1.5 cm neck containing a dilated 
appendix, with mural thickening, mucosa enhancement, and fat stranding within the 
hernia sac.  
 
The patient was taken to the operating room and underwent an open femoral 
herniorrhaphy and appendectomy with right inguinal and midline lower laparotomy 
incisions. Intraperitoneal evaluation revealed an intact inguinal hernia repair with plug 
mesh, without recurrence. The 1 cm femoral hernia was repaired with a free formed 
biologic mesh plug and sutured in place. The patient had an uneventful recovery and 
was discharged home post-operative day 2. He was seen in follow up 2 weeks post 
operative and doing well. 
 
Discussion: Available literature supports the rarity of the De Garengeot hernia. 
Presentation of this hernia is still variable, especially since peritoneal and systemic 
symptoms may be limited due to confinement within the femoral canal without extension 
into the peritoneal cavity when appendicitis is concurrent.  
The pathophysiology of De Garengeot hernia include an enlarged cecum, a cecum 
positioned low in the pelvis, or an abnormal intestinal rotation pushing the appendix into 
the femoral canal. Since the femoral ring is narrow, the risk of incarceration increases 
the chance of resultant appendicitis.   
A standardized surgical approach to De Garengeot hernia is still to be determined. The 
current treatment of choice is appendectomy with herniorrhaphy, either via open, or 
open combined with laparoscopic approach.  Primary tissue repair, or repair with mesh 
(biologic versus synthetic) must also be considered based on degree of contamination. 



 
Conclusion: De Garengeot hernia is unique, challenging to diagnose, and requires 
emergent surgical intervention. Though the operative approach is not standardized, it is 
reasonable to base intervention on a case by case basis, surgeon preference, and 
comfort with procedures performed for treatment of this hernia. 
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Successful use of Water-Soluble Contrast in patients with small bowel 
obstruction and virgin abdomen: A case Report 
Sergio Mazzola Poli de Figueiredo MD, Sara Demola MD 
 
Presenter: Sergio Mazzola Poli de Figueiredo, MD, University of Texas Medical Branch 
- Galveston 
 
Introduction/Objective: Small bowel obstruction (SBO) is one of the most common 
causes for surgical admission and is most commonly secondary to adhesive bowel 
disease. Nonoperative management of adhesive SBO is well established but 
management of SBO in patients without prior abdominal surgery remains a challenge. 
We aim to report a case of successful nonoperative management with the use of enteral 
hypertonic water-soluble contrast administration in a patient with virgin abdomen. 
 
Case Presentation: A healthy 24-year old man with no previous surgical history 
presented to the emergency room with one-day history of sudden onset abdominal pain 
associated with vomiting and absence of bowel function. On physical examination, the 
patient had abdominal distention and diffuse tenderness to palpation with no peritonitis. 
A CT abdomen and pelvis with IV contrast was obtained (Image 1). The patient was 
offered diagnostic laparoscopy given the presence of SBO without clear anatomic 
etiology. The patient refused surgical intervention, so we performed a trial of 
nonoperative management. Over the first 24h of hospital admission, the patient had 1.4 
liters of nasogastric output. On hospital day 2, a repeat CT A/P with enterally 
administered water-soluble contrast showed resolution of SBO (Image 2) and the 
patient was discharged the following day after tolerating diet. The patient has had no 
symptoms since hospital discharge on 6 months follow up. 
 
Discussion: Small bowel obstruction accounts for up to 15% of surgical admissions for 
acute nontraumatic abdominal pain and is most commonly secondary to adhesions from 
prior surgeries.  
 
Even in patients without previous abdominal surgery, adhesions were found to be the 
cause of SBO at time of operative intervention in 53%-73%. We suspect this to be the 
etiology for the patient we present. 
 
A study with 63 patients with virgin abdomen showed that 92.1% that underwent 
nonoperative management did not have a recurrence of SBO with mean follow-up of 4.5 
years, while another study of 29 patients reported 3.4% of SBO recurrences. 
Nonoperative management with the use of water-soluble contrast in patients with virgin 
abdomen was reported to have 92-97% success rate in two studies with 36 and 38 
patients.    
 
A recent meta-analysis showed a pooled prevalence of 7.7% of malignant etiology of 
SBO in patients with virgin abdomen, which is more common in patients with previous 



SBO admission or history of malignancy.  
Given that our patient was young and healthy, he was successfully managed 
nonoperatively with the use of water-soluble contrast and remains asymptomatic 6 
months after hospital discharge. 
 
Conclusion: Adhesions are the most common cause of SBO in patients with virgin 
abdomen, just as in patients with prior surgery. Nonoperative management with the 
therapeutic use of hypertonic water-soluble contrast is a viable treatment option in 
select cases when adhesions are suspected and avoids the morbidity of surgical 
exploration. 
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PANCREATIC PSEUDOCYST EXTENDING INTO PSOAS MUSCLE MIMICKING 
ACUTE COMPLICATED DIVERTICULITIS 
Nikhil R Shah MD, Sergio Mazzola Poli de Figueiredo MD, Joshua Person MD 
 
Presenter: Nikhil Shah, MD, University of Texas Medical Branch - Galveston 
 
Introduction/Objective: Pancreatic pseudocysts are known sequelae of pancreatitis. 
They are most commonly located in the lesser sac and extension into the psoas 
muscles have been rarely described. In this case, we present a patient with a pancreatic 
pseudocyst extending to the left psoas, initially masquerading as acute complicated 
diverticulitis. 
 
Case Presentation: A 43-year-old male with a previous episode of acute alcoholic 
pancreatitis 2 years prior, presented to our institution with a one-week history of 
abdominal pain. Physical examination revealed left lower quadrant tenderness, while 
laboratory results showed leukocytosis, hyperglycemia, acute kidney injury and elevated 
lipase. A computed tomography (CT) showed a large intraperitoneal fluid collection 
(largest diameter 12.1cm) on the left hemiabdomen communicating with another fluid 
collection (largest diameter 11.4cm) on the left psoas muscle with segmental 
inflammation of the descending colon (Figure 1). The patient was managed medically 
with empiric antibiotic therapy for concern of complicated diverticulitis. Ultrasound-
guided percutaneous drainage was performed with placement of a pigtail catheter. 
Biochemical analysis of the aspirated fluid was significant for amylase >2,400 U/L and 
lipase >20,000 U/L, confirming the presence of a pancreatic pseudocyst extending into 
the left psoas muscle. The patient continued to be managed medically and was 
discharged home with the drain in place. At one month follow up a repeat CT showed 
residual 2cm fluid collection at pancreatic tail with resolution of the left psoas fluid 
collection (Figure 2). The intra-abdominal drain was then removed and the patient 
remained asymptomatic at two month follow-up. 
 
Discussion: Pancreatic pseudocysts are well-known complications of acute and 
chronic pancreatitis. In the presented case, we describe extension of a pseudocyst to 
the left psoas muscle. After searching the Pubmed database, we identified a total of 
twelve published patients diagnosed with pancreatic pseudocysts involving the psoas 
muscles. Our patient’s presentation was particularly unique as his initial complaint was 
localized left lower quadrant abdominal pain associated with an intra-abdominal fluid 
collection and inflammation of descending colon. There has been no previously 
published case in which a pseudocyst masqueraded as complicated diverticulitis. In 
analysis of the literature, most patients (6) were managed with percutaneous drainage. 
Four were managed surgically, one underwent endoscopic drainage and one patient 
managed conservatively. Only 50% had documented complete resolution on follow up; 
of those 75% had undergone percutaneous drainage. 



 
Conclusion: Pancreatic pseudocysts that extend to the psoas muscle can mimic acute 
complicated diverticulitis upon presentation. After appropriate diagnostic workup, these 
may be effectively managed with percutaneous drainage. 
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COLONIC GALLSTONE ILEUS: A CASE STUDY AND REVIEW OF THE 
LITERATURE 
Kensing BC, Barghuthi L, Raabe J, Ismael H 
 
Presenter: Benjamin Kensing, BS, UTMB (Tyler) 
 
Introduction/Objective: Colonic gallstone ileus is a rare but serious cause of 
mechanical bowel obstruction that is challenging both to diagnose and treat.  We 
present an interesting case and perform a comprehensive review of the literature. 
 
Case Presentation: A 76-year-old female presented with acute onset nausea, vomiting, 
jaundice, and abdominal discomfort. Abdominopelvic CT revealed Mirizzi syndrome, a 
cholecystocolonic fistula, and the components of Rigler’s triad: pneumobilia, large bowel 
obstruction, and an ectopic gallstone in the sigmoid colon. An exploratory laparotomy 
identified the stone in the sigmoid colon surrounded by ischemic bowel. The patient 
underwent a total abdominal colectomy and end ileostomy. A fistula takedown and 
subtotal cholecystectomy were performed during the same operation. The patient died 
two weeks post-operatively following a myocardial infarction complicated by respiratory 
failure. 
 
Discussion: Colonic gallstone ileus most commonly occurs in elderly female patients 
with a history of diverticular disease and carries significant mortality.  Stones usually 
impact in the sigmoid colon and rarely pass spontaneously. Initial stone extraction may 
be attempted endoscopically. Definitive treatment involves removal of the impacted 
stone, cholecystectomy, and takedown of the cholecystocolonic fistula.  This may be 
performed in a one-stage procedure, or split into a two-stage procedure, involving one 
to remove the stone and another to address the biliary disease. We identified 81 cases 
of colonic gallstone ileus upon literature review. Average age of presentation was 79 
years, and 75% of affected patients were female.  The most common presenting 
symptoms were abdominal pain (90%), constipation (58%), and vomiting (57%).  91% of 
stones were impacted in the sigmoid colon.  Surgery offered definitive treatment in 70% 
of cases. Overall mortality was 13%. 
 
Conclusion: Surgery with or without initially attempting endoscopic stone evacuation 
has been the mainstay of treatment for colonic gallstone ileus.  Optimal treatment 
approach likely varies by patient. 
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Neurosurgical Thoracolumbar Wound Complicated by CSF Fistula Open for 29 
Days, Achieved Definitive Sutureless Closure Within 12 Days After Implantation 
of Porcine Urinary Bladder Matrix 
Jasmin Rahesh MS MBA, Rohan Anand MBA, Yana Puckett MD, Robyn Richmond MD, 
FACS, Catherine Ronaghan MD, FACS 
 
Presenter: Jasmin Rahesh, MS, MBA, Texas Tech Lubbock 
 
Introduction/Objective: Porcine urinary bladder matrix (PUBM) is a xenograft used for 
surgical reinforcement and management of soft tissue wounds at high risk of poor 
wound healing. PUBM is an acellular matrix product derived from the inner lining of 
porcine urinary bladder that imparts constructive remodeling and possible anti-microbial 
properties. We present a challenging case of a thoracolumbar wound secondary to 
laminectomy complicated by a cerebral spinal fluid (CSF) fistula managed successfully 
with PUBM. 
 
Case Presentation: We present a case of a 23-year-old white female with 
achondroplasia who initially underwent laminectomy for a World Health Organization 
(WHO) grade I ependymoma extending from thoracic vertebrae 10 to sacral segment 1. 
After initial laminectomy the patient was returned to the operating room by neurosurgery 
19 days after the index operation for a wound infection and cerebrospinal fluid fistula. 
 
The patient was taken to the operating room for wound debridement and implantation of 
PUBM 3 days after surgical wound care consultation (29 days after initial wound issues 
were documented). Examination of the wound revealed areas of fat necrosis, fibrinous 
exudate, and dermal dehiscence. The resulting common defect measured 22 cm in 
length with maximum width of 4 cm, a depth of 2 cm cephalad, which progressed to a 
maximum depth of 6.5 cm near the caudad portion of the wound. There was clear fluid 
emanating from the sacral area. The porcine urinary bladder matrix was implanted first 
with 500 mg of MicroMatrix, followed by a three-layer Cytal 10 x 15 cm wound sheet. No 
sutures were used in the dermal closure, the skin edges were apposed with strips of vac 
drape tape only. 
 
Discussion: This case highlights definitive closure of a chronic 29-day old wound with a 
CSF fistula within 12 days of PUBM implantation and sutureless skin edge apposition. 
Presence of a CSF fistula increases the risk of meningitis, excludes the use of negative 
pressure wound therapy, often requires prolonged antibiotic therapy and hospitalization. 
Early intervention with this technique in future cases could potentially decrease length of 
stay and greatly reduce healthcare costs. 
 
Conclusion: This case highlights the efficacy of PUBM with an active CSF fistula in a 
large chronic thoracolumbar surgical wound. This material accelerated wound healing 
and facilitated discharge 3 days after implantation. 
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MIXED HEPATOCELLULAR CHOLANGIOCARCINOMA WITH NEUROENDOCRINE 
DIFFERENTIATION IN A PEDIATRIC MALE: A CASE REPORT. 
Cynthia Kassab, MD; Yota Suzuki, MD; Kayla Colvill, MD; Heather Stevenson, MD; 
Ravi Radhakrishnan, MD 
 
Presenter: Cynthia Kassab, MD, University of Texas Medical Branch - Galveston 
 
Introduction/Objective: Both mixed hepatocellular cholangiocarcinomas (cHCC-CC) 
and neuroendocrine neoplasms are rare primary liver tumors in the pediatric population. 
Mixed HCC-CCs have heterogeneous histopathologic findings consisting of 
components of hepatocellular and cholangiolar differentiation. To our knowledge, this 
entity has not been described in the pediatric population in the literature and the 
potential risk factors, treatment and the prognosis of the mixed type versus HCC and 
CC isolated are still unclear. 
 
Case Presentation: We present a case of a 17-year overweight male who was brought 
to the emergency department due to sharp epigastric and right upper quadrant pain. 
The imaging work up showed a large, 21.5 cm heterogeneous necrotic mass involving 
segments 5 through 8 of the liver and had no evidence of metastatic disease. The 
patient underwent extended right hepatectomy and recovered appropriately and is now 
four months cancer-free.  Histopathology showed two distinct morphologic patterns.  
One component consisted of hepatocyte-like cells that were in sheets and/or nests. 
However, these areas lacked staining for the classic markers of HCC such as Arginase-
1, HepPar, and Glypican 3. Other areas contained bile duct-like structures that stained 
for cytokeratin CK7 and CK19.  In addition, the tumor was diffusely positive for 
chromogranin and synaptophysin, indicating neuroendocrine differentiation. The 
proliferative rate was ~ 14.5 based in the Ki67 stain and the tumor was MSI stable (i.e., 
MSH6 and MSH2 positive). 
 
Discussion: Combined hepatocellular-cholangiocarcinoma (cHCC-CC) is a rare 
hepatic malignancy accounting for only 2-5 % of all primary liver cancers and described 
in male adults. The presence of neuroendocrine differentiation further complicates the 
histopathology of this case.  The morphology of the tumor was remarkable for this age 
group as no mixed cHCC-CC has been described in the literature and hepatic 
neuroendocrine tumors are uncommon in the pediatric population. Further genomic and 
molecular analysis are needed to establish the final diagnosis.  Resection is the only 
therapeutic option currently offered for these poorly understood mixed entities and 
medical management is still ill-defined due to the scarcity of data on benefits of chemo-
radiation therapies. Surgery was actually curative in this case, and thus far, there was 
no need for further treatment which reiterates that surgical resection might be the only 
treatment needed for these hepatic tumors in the pediatric population. 
 
Conclusion: Shedding the light on the co-existence of multiple potentially aggressive 
tumors is crucial for treatment optimization, and genomic analysis is essential to make 



the final distinction. Tumor behavior is unique in the pediatric population, as resectability 
is the most important prognostic factor in hepatic tumors. Irrespective of the final 
diagnosis, resection was curative in this case, and as such, surgery might give a chance 
for cure without the need for additional treatment in kids. 
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A MIMIC OF MALIGNANCY: GASTRIC MUCORMYCOSIS RELATED TO USE OF 
KRATOM 
Annie Laurie Benzie MD, Sindhu Subramanian MD, Wareef Kabbani MD and D. Rohan 
Jeyarajah MD FACS 
 
Presenter: AnnieLaurie Benzie, MD, Methodist Richardson Medical Center 
 
Introduction/Objective: Mucormycosis is a rare, life-threatening invasive fungal 
infection that requires rapid diagnosis and treatment due to its high mortality rate. 
Isolated gastrointestinal mucormycosis is extremely uncommon, and while gastric 
infections have been reported previously in the literature there have been no reports of 
relationship with mitragynine, better known as Kratom. This supplement is a derivative 
of the evergreen tree Mitragyna speciosa and is known in the western world for its use 
in pain relief and opioid withdrawal. Unfortunately, it is also prone to contamination by 
fungi due to lack of FDA regulation and quality standards and therefore can serve as the 
vector for invasive mucormycosis in immunocompromised individuals. 
 
Case Presentation: Our patient is a 65-year-old diabetic gentleman who presented with 
severe epigastric abdominal pain, constipation and unintentional weight loss of 35 
pounds over a 1 month period. A CT scan was obtained which showed a hypodense 
lesion 3.3 x 2.3 cm invading the posterior wall of the greater curvature of the proximal 
gastric body with gastric wall thickening (Figure 1A and B). 
Esophagogastroduodenoscopy was performed with findings of a 4cm ulcerated 
infiltrative mass in the proximal greater curvature of the stomach 5 cm distal to the 
gastroesophageal junction. Biopsy of this lesion confirmed the presence of Zygomyces 
with no evidence of malignancy. On further evaluation, our patient noted that he had 
been taking the supplement Kratom for his chronic back pain in lieu of opioids. 
Antifungal treatment was initiated, and our patient underwent a subtotal gastrectomy 
with Roux-en-Y reconstruction. Operative findings were significant for a contained 
perforation of the posterior wall of the stomach into the tail of the pancreas. Final 
pathology was negative for malignancy but concordant with our diagnosis of 
mucormycosis. Our patient did well post-operatively and was treated with amphotericin 
B for two weeks, followed by a prolonged posaconazole course. 
 
Discussion: The diagnosis of mucormycosis is delayed in many cases due to its rarity, 
leading to poor outcomes due to the angioinvasive nature of the organism. 
Immunocompromised patients including those with diabetes, neutropenia, malignancies, 
autoimmune disorders, organ transplants, steroid use and iron overload states are 
particularly at risk for infection. These may be members of the same patient population 
that are likely to search for alternative pain remedies, most notably the supplement 
Kratom. As a plant-derived supplement, its components are sensitive to the traditional 
methods of decontamination and therefore ripe for cross-contamination by a variety of 
microbes. Inadvertent ingestion of Kratom containing invasive fungal species in an 
immunocompromised host has the potential for lethal consequences. With the 



increasing stringency in regard to prescription narcotics in the US, alternative 
supplements have become more commercialized and this trend may lead to increasing 
incidence of invasive fungal infection of which providers need to be aware. 
 
Conclusion: Mucormycosis is a rare but potentially deadly invasive fungal infection that 
has a predilection for immunocompromised individuals. Urgent resection of the involved 
tissues in combination with antifungal therapy is the standard of care. In cases of 
visceral disease, malignancy must be ruled out expediently to avoid morbidity and 
mortality due to misdiagnosis. Providers should be particularly aware of the use of 
alternative opioid supplements, such as Kratom as potential sources of invasive fungal 
infections. 
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A RARE CASE OF PRIMARY LEIOMYOSARCOMA OF THE ASCENDING COLON: 
CASE PRESENTATION AND LITERATURE REVIEW 
Micah Vivens, MS4; Lutfi Barghuthi, MD; Hishaam Ismael, MD 
 
Presenter: Micah Vivens, BS, UT Health Science Center at Tyler 
 
Introduction/Objective: Primary leiomyosarcomas (LMS) of the colon are rare variants 
of primary gastrointestinal mesenchymal tumors. We present a case of surgical 
management of primary leiomyosarcoma of the ascending colon. 
 
Case Presentation: A 79-year-old female presented with a four-month history of 
generalized abdominal pain and diarrhea, with right upper quadrant tenderness on 
physical exam. Imaging revealed a mass-like thickening of the hepatic flexure with 
superimposed focal inflammatory change (or desmoplastic reaction). The patient’s CEA 
level was low. Colonoscopy showed a large necrotic mass at the hepatic flexure and 
mass biopsy revealed atypical spindle cells. The patient underwent a right 
hemicolectomy with ileocolic anastomosis eleven days after initial presentation. 
Pathology revealed a primary leiomyosarcoma of the right colon with 
immunohistochemical stains of the specimen being positive for Vimentin and smooth 
muscle myosin.  A total of 17 reactive lymph nodes were removed with the specimen 
and were all negative for malignancy. The patient tolerated the procedure well with no 
postoperative events, with expected recovery observed at three-week follow-up. 
 
Discussion: A comprehensive English literature review was performed using PubMed 
to include all cases of primary leiomyosarcoma of the colon. Thirteen articles were 
included for a total of 21 cases. Only three of these cases were discovered to be 
primary LMS of the ascending colon. These patients presented with abdominal pain as 
the chief complaint. The five-year survival rate of LMS is only (43.8%), which was 
illustrated in our literature review by two of the three patients with ascending colon LMS 
dying from recurrent disease at one and a half, and three years postoperatively. This 
case demonstrates the rarity of primary leiomyosarcoma of the colon and the 
importance of early surgical intervention with close follow-up postoperatively. 
 
Conclusion: Primary LMS of the colon is an aggressive pathology with a poor 
prognosis. Leiomyosarcoma of the colon has distinct radiographic features, meaning 
that radiographic studies should be applied to help distinguish LMS from colonic 
adenocarcinoma. As the diagnosis cannot be confirmed until resection, early and 
complete surgical resection is the treatment of choice. 
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DUODENOJEJUNOSTOMY: A NOVEL TECHNIQUE FOR POST-GASTRECTOMY 
DUODENAL SURVEILLANCE IN HEREDITARY CANCER PATIENTS 
Annie Laurie Benzie MD, Briana Collins BS and D. Rohan Jeyarajah MD FACS 
 
Presenter: Annie Laurie Benzie, MD, Methodist Richardson Medical Center 
 
Introduction/Objective: Muir Torre syndrome is a rare variant of Hereditary 
nonpolyposis colorectal cancer (Lynch) syndrome that predisposes patients to 
sebaceous skin tumors and visceral malignancies. While colon and urogenital cancers 
are most common, pancreatic and gastric malignancies are also included and therefore 
these patients require surveillance endoscopy at regular intervals. In undertaking gastric 
resection in this patient population, access to the duodenum for reasons of surveillance 
is a necessity given the increased risk of neoplasm. 
 
Case Presentation: A 66-year-old gentleman with a history of Muir-Torre syndrome 
presented with gastric adenocarcinoma nineteen years after undergoing right 
hemicolectomy for colorectal adenocarcinoma. After performing an open gastrectomy 
with D2 lymphadenectomy in the standard fashion, a generous Roux limb of 75cm was 
created, brought antecolic and reconstruction began with a 29Fr stapled end-to-side 
esophagojejunostomy. We then proceeded to create a hand-sewn end-to-side 
duodenojejunal anastomosis using single layer running 3-0 PDS suture (Figure 1). Our 
anesthesia colleagues assisted us in performing an underwater immersion test by 
instilling air via the nasogastric tube positioned in our Roux limb without any evidence of 
leak. A 14Fr feeding jejunostomy tube was also placed approximately 10cm distal to our 
jejuno-jejunostomy in a Witzel fashion. 
 
Discussion: In patients with increased risk of multiple visceral malignancies due to 
underlying genetic syndromes such as Muir Torre and Familial Adenomatous Polyposis, 
consideration for future neoplastic processes is an integral part of surgical decision-
making. In particular, the lack of endoscopic access to the duodenum for screening 
purposes is critical in cases where gastric anatomy is surgically altered. 
 
Conclusion: We present a novel technique in allowing for duodenal access after total 
gastrectomy by adding a duodenojejunal anastomosis while performing Roux-en-Y 
reconstruction. 
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COLON CANCER PRESENTING AS NEPHROTIC SYNDROME: CASE 
PRESENTATION AND LITERATURE REVIEW 
Lutfi A. Barghuthi, MBBS; Hishaam Ismael, MD, FACS 
 
Presenter: Lutfi Barghuthi, MBBS, UT Health Science Center at Tyler  
 
Introduction/Objective: Nephrotic Syndrome (NS) in adults is a rare entity that can be 
caused by secondary damage to the glomerulus triggered by systemic diseases, 
infections, drugs or a paraneoplastic process. Literature shows as high as 10% of adult 
patients presenting with NS were found to have an underlying solid or hematologic 
malignancy. The former is less common and less than 10 cases of colorectal cancer 
associated with NS were reported in the literature. The majority of the reported cases 
occurred in male patients older than 50 years old. 
 
Case Presentation: A 38 year-old male presented with a 1-week history of abdominal 
pain extending to the left flank, constipation, weight loss, and fatigue. On exam, had had 
left CVA tenderness, bilateral lower extremity edema, scrotal swelling, and tenderness 
to deep palpation in the left upper abdominal quadrant. His laboratory tests showed 
microcytic anemia (Hgb 8.7 g/dL), thrombocytosis (Plt 1032,000/mm3), 
hypoalbuminemia (0.9g/dL), proteinuria (300mg/dL) on urinalysis, and positive FOBT. 
Urine protein-to-creatinine ratio was 15157 mg/g (472.9mg/dL : 31.2 mg/dL). A 
computed tomography scan demonstrated thrombosis of the left renal vein with 
extension into the subhepatic IVC and a concerning inflammation surrounding the 
cecum. Colonoscopy revealed a cecal mass biopsied to be adenocarcinoma. The 
serum CEA level was elevated to 4.6ng/ml. Autoimmune, monoclonal gammopathies 
and infectious etiologies precipitating NS were negative. R0 resection was achieved 
with a right hemicolectomy and a side-to-side ileocolic anastomosis. Final pathologic 
analysis showed a 9-cm, invasive moderately-differentiated adenocarcinoma of the 
cecum (pT3 pN2a). He had negative margins with 4 involved lymph nodes out of 16 and 
17 tumor deposits. On his 2-week post-op visit, his total serum albumin rose to a 2.2 
mg/dL, and his urine protein-to-creatinine ratio was lower, 11537 mg/g (788mg/dL : 68.3 
mg/dL). 
 
Discussion: Nephrotic syndrome in adults is uncommon and can be detrimental to 
renal function. It can result in physiologic changes, such as hypoalbuminemia and a 
hypercoaguable state that make surgical resection of an underlying malignancy more 
challenging. Apprently, this subset of patients has a high disease burden, and therefore 
a poorer cancer prognosis. Treatment of the underlying colon cancer is prioritized prior 
to starting any immunosuppressive medications for the underlying glomerulopathy 
causing Nephrotic Syndrome. Remission of cancer was suggested to be associated 
with remission of NS. Therefore, residual disease after treatment is thought to be the 
reason for ongoing NS. 
 



Conclusion: Paraneoplastic Nephrotic Syndrome Secondary to Colon Cancer is a rare 
presentation that has the potential to delay or complicate the treatment of the underlying 
malignancy. A high tumor burden can precipitate NS and residual disease is associated 
with persistent NS. 
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RECURRENCE OF BILIARY CYSTADENOMA: A CASE REPORT AND REVIEW OF 
THE LITERATURE 
N Brant, M Darwish, H Osman, E Cho, P McLaren, A Benzie, W Kabbani, R Jeyarajah 
 
Presenter: Nicholson Brant, BA, UNT Health Science Center 
 
Introduction/Objective: Biliary cystadenomas (BCA) are rare benign tumors with an 
incidence of less than 5% of all hepatic cystic lesions. The majority present 
asymptomatically. Current macroscopic criteria and imaging modalities have yet to 
clearly define the difference between BCA and biliary cystadenocarcinoma (BCC). 
Complete resection is important to mitigate the chance of recurrence and confers 
favorable outcomes. An unusual presentation of BCA is shown below. 
 
Case Presentation: A 47-year-old female presented to our clinic with a chief complaint 
of severe right upper quadrant pain for one month. She endorsed cough, vomiting, and 
headaches during this time. Past medical history was significant for a laparoscopic 
cholecystectomy. Workup revealed a biloma that was drained, and a stent was placed. 
Drainage continued and an MRCP showed a 1.9 cm mildly complex cystic lesion 
posterior to the drainage catheter in the gallbladder fossa.  
 
Symptoms continued over the next nine months and a repeat MRI showed an increase 
in size of the cyst to 14.1 cm with involvement of the right lobe of the liver and 
gallbladder fossa [Figure 1]. The patient subsequently underwent an exploratory 
laparotomy and resection of all visible cyst areas. Grossly, the lesion was cystic with 
multiple communicating lobules of varying sizes with a smooth and glistening lining. 
Microscopic examination revealed a hepatobiliary cystadenoma without atypia or 
malignancy [Figure 2]. 
 
An MRI five months later showed post-operative changes versus residual cyst[Figure 3]. 
An MRI 13-months post-op showed significant growth of the cyst with mild intrahepatic 
biliary dilation [Figure 4]. During that visit, the patient endorsed pruritus, dark orange 
urine, and mustard-colored stools two weeks prior which had since resolved.  
 
Surgical resection was offered due to worsening symptoms and growing cyst. Complete 
resection of the cyst with formal central hepatectomy was performed. Pathology once 
again confirmed the diagnosed of BCA. Her last CT 1-month post-op showed no 
recurrence of the cyst [Figure 5]. 
 
Discussion: BCAs are rare, benign, tumors associated with the liver and extrahepatic 
bile ducts. BCAs tend to occur in middle-aged women and have a 20% to 30% risk of 
malignant transformation. Most patients are asymptomatic at time of presentation but 
generally complain of vague abdominal symptoms. Rarer presentations include signs of 
biliary obstruction which are due to mass effect. 
 



There is no definitive criterion for differentiating BCA from BCC on imaging as both 
appear as multilocular fluid cystic processes with septations and debris. Histologically, 
biliary cystic tumors fall into one of two categories: those that contain mesenchymal 
(ovarian-like) stroma and those that do not. Complete surgical resection is the preferred 
treatment method to prevent recurrence, limit the potential for malignant transformation, 
and improve overall prognosis. 
 
Conclusion: BCAs often present clinically with nonspecific and variable symptoms and 
have the potential for malignant transformation. The literature varies on the rate of 
recurrence of BCA. Current imaging modalities have yet to clearly identify ways to 
differentiate BCA from other cystic hepatic lesions. Complete surgical resection is the 
preferred method for the prevention of recurrence and transformation to malignancy. 
 
Graph on next page 
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SPONTANEOUSLY RUPTURED HEPATIC HEMANGIOMA: A CASE STUDY AND 
REVIEW OF THE LITERATURE 
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Presenter: Benjamin Kensing, BS, UTMB (Tyler) 
 
Introduction/Objective: Hepatic hemangiomas are benign vascular malformations 
thought to be of congenital origin. They are typically solitary, small, and asymptomatic. 
In rare cases, large tumors spontaneously rupture. 
 
Case Presentation: A 29-year-old female presented with acute onset abdominal pain 
and nausea. Abdominal MRI showed a 5 cm mass in the liver demonstrating 
progressive nodular enhancement. Pelvic MRI showed non-enhancing fluid along the 
pelvic region. A diagnostic laparoscopy was followed by a left lateral hepatic 
segmentectomy. Pathology confirmed benign hemangioma. 
 
Discussion: Signs and symptoms of spontaneous ruptured hepatic hemangiomas are 
often nonspecific. MRI is the most sensitive (0.9) and specific (0.91-0.99) imaging 
modality. Management is focused on maintaining hemodynamic stability and resecting, 
enucleating, or devascularizing the tumor. A literature review of 26 other cases 
demonstrated a mortality rate of 7%, a significant improvement from previous literature 
reviews. The improvement in mortality can be attributed to advancements in surgical 
techniques, critical and intensive care, resuscitation of unstable patients, pharmacologic 
safety profiles, postoperative care, and imagining modalities. 
 
Conclusion: Spontaneous rupture of hepatic hemangiomas is a rare and life-
threatening event. Initial diagnosis is challenging because of nonspecific signs and 
symptoms. Hepatic resection remains the mainstay of treatment; although, 
transcatheter arterial embolization offers a minimally invasive route to control bleeding, 
shrink the hemangioma, and stabilize the patient. 
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DEFINITIVE CLOSURE OF A BALLISTIC SHOTGUN INJURY WITH EXTENSIVE 
SOFT TISSUE LOSS TO THE RIGHT THIGH USING ABRA ADHESIVE DYNAMIC 
TISSUE SYSTEM (DTS) AND PORCINE URINARY BLADDER MATRIX (PUBM) 
R Anand, J Rahesh, V Tran, Y Puckett, R Richmond, C Ronaghan 
 
Presenter: Rohan Anand, MBA, Texas Tech Amarillo 
 
Introduction/Objective: Buckshot ballistic injuries have unique wounding 
characteristics, resulting in especially formidable and destructive wounds at close 
range. The pellets cause an anatomic defect with necrotic tissue and heavy bacterial 
contamination. The ABRA adhesive Dynamic Tissue System (DTS) closure device 
provides noninvasive closure of retracted skin defects. Porcine urinary bladder matrix 
(PUBM) is an acellular matrix product derived from the inner lining of the porcine urinary 
bladder that imparts constructive remodeling and possible antimicrobial properties.  
 
We present a case of a 37-year old male who sustained a close-range shotgun wound 
to the right lateral thigh. Definitive wound closure was achieved using a combination of 
dynamic tension and a biologic xenograft. 
 
Case Presentation: A 37-year old male with no past medical history sustained a close-
range shotgun wound to the rightlateral thigh with an oblique 
trajectory. The injuryoccurred two and a half hours away from the nearest level 1 
trauma center. There was extensive softtissue loss, but no bony, major vascular, or 
neurologic injuries. This was confirmed by physical examination and imaging. Within 
four hours ofarrival, the patient was taken to the OR 
for extensivedebridement of nonviable skin, fascia, and muscle, as well as 
removal of as many foreign bodies as feasible. A negative pressure wound therapy 
(NPWT) device was applied. 
 
Postoperatively despite narcotics, the patient was in worse pain than at the initial 
time of presentation. It was hypothesized that the NPWT device might have been 
contributing to the pain. For this reason, thepatient was returned to the OR on 
post injury day (PID) 2 for wound reevaluation. The NPWT device was 
removed, and additional debridement of softtissue was 
performed. The ABRA adhesive DTSclosure device was installed (6 elastomers). After 
installation, the width decreased from 8 to 2 cm, and the muscle extrusion decreased 
from 2 cm above theskin to 1 cm below the skin. The 21 cm length and 9 cm 
blast injury cavity depth remained unchanged. Postoperatively, the patient’s pain 
significantly improved following discontinuation of NPTW and installation of DTS. 
 
On PID 6, the patient was returned to the OR. Examination of the wound 
revealed a maximum width of 1 cm, and it was deemed 
feasible toproceed with definitive wound closure. MicroMatrix500 mg was implanted 
into the blast cavity, along with a portion of the Cytal 



wound matrix sheet. Theremainder of the wound matrix sheet was implanted 
throughout the bidirectional vertical mattress dermal closure. The patient was 
discharged home on PID 7 but did not keep the clinic appointment for suture removal. 
He presented to the ER 3 months later complaining of serous drainage 
from thesuperior aspect of the wound. Repeat CT scan revealed no abscesses, 
seromas, or other issues. No WBCs or organisms were noted on Gram stain, and 
culture revealed no growth. The patient followed up in the wound clinic 6 
weeks after the ER visit. He reported complete cessation of the drainage for thelast 5 
weeks, and the wound was completely healed. 
 
Discussion: Close range ballistic buckshot injuries cause extensive local tissue 
destruction. In addition to the pellets, wadding, gunpowder, and various foreign bodies 
such as wood or cloth can be blasted into the wound. These wounds should always be 
considered heavily contaminated.  
 
The initial loss of soft tissue from the blast injury, as well as necessary debridement of 
nonviable tissue, results in a complex wound, which is a challenge for the surgical team. 
The ABRA adhesive DTS closure device utilizes elastomers to create dynamic tension 
across the soft tissue defect, resulting in decreased wound volume dimensions. The 
extracellular matrix (ECM) is a substrate that serves as the site for cell attachment, 
migration, proliferation, and differentiation. In addition, the processing of the xenograft 
maintains the integrity of the epithelial basement membrane and viability of various 
collagens and growth factors. The host remodeling response includes angiogenesis and 
innervation, modulation of the inflammatory response, resistance to infection, and host 
deposition of functional, site-appropriate tissue. In this particular case, the combination 
of dynamic tension and the porcine xenograft allowed for definitive closure of the wound 
without infectious sequelae. 
 
Conclusion: This case highlights a particularly extensive ballistic buckshot soft tissue 
injury. Due to the patient’s intolerance of the NPWT, the combination of the ABRA 
adhesive DTS closure device and PUBM allowed for definitive closure of this complex 
wound in four days. Further research into impact on length of stay, overall cost savings, 
and long-term patient outcomes are warranted. 
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Introduction/Objective: Azygous vein injury from blunt chest trauma is an uncommon 
injury with little data on its management. As such, we describe an unusual case and 
management of a 44 year old female involved in a highway speed motor vehicle 
accident. She sustained multiple injuries; we will be focusing on the near-complete 
circumferential transection of the azygous vein. Included is a thorough literature review 
and discussion of operative management of this rare injury. 
 
Case Presentation: The patient is a 44-year old female that was a restrained driver in a 
motor vehicle collision (MVC) traveling at highway speeds. Prolonged extrication (10 
minutes) was required. She was hypotensive at the scene and brought to the 
emergency room (ER) initially alert and with bilateral symmetrical breath sounds. 
Massive transfusion protocol was activated after she remained hypotensive with systolic 
blood pressure in the 50’s. She had a positive focused assessment with sonography in 
trauma (FAST) exam.  Due to the patient’s hemodynamic instability, only a chest and 
pelvic radiograph were obtained in the trauma bay. The patient was emergently taken to 
the operating room (OR) for exploratory laparotomy. 
 
It was quickly determined intraoperatively that she required a right thoracotomy as well 
due to marked increase in venous blood output from the right chest tube. Upon initial 
abdominal exploration, injuries included splenic capsular avulsion, multiple bucket 
handle injuries to the mesentery of the distal ileum, and a non-expanding pelvic 
hematoma. Bucket handle injuries to the ileum required resection and the ileum 
remained in discontinuity due to the patient’s ongoing instability.  
 
The intrathoracic bleeding originated from the apex of the medial hemithorax, in the 
region of the azygous vein. A near-circumferential transection of the azygous vein as it 
enters the superior vena cava was identified and repaired. The vessel was oversewn 
and ligated.  
 
After ligation of the azygous vein and control of the intraabdominal hemorrhage, the 
patient became hemodynamically stable. Both thoracic and abdominal cavities were 
packed and temporarily closed with Ioban. She was transported from the OR to 
radiology for full trauma computed tomography (CT) scan imaging then transported to 
the surgical intensive care unit (ICU).  
 
 



The patient required multiple additional thoracic, abdominal, and orthopedic procedures. 
Over her long hospital stay, the patient received over 100 units of blood products. After 
an 80-day hospital stay, the patient was discharged to a skilled nursing facility. 
 
Discussion: Azygous vein injuries are a rare injury in patients who sustain blunt chest 
trauma and are associated with a high mortality rate (36%) [Wall]. There have been as 
few as 25 cases reported since 1987. [1-10]. The most common presentation of a blunt 
azygous injury is right hemothorax on chest radiograph [McDermott]. There are a range 
of presentations, the most severe initially manifesting with profound hemodynamic 
instability and hypovolemic shock, as in our patient. In most cases reported, the 
azygous vein injuries were managed surgically with ligation via exploratory thoracotomy.  
 
In cases where the patient is hemodynamically stable, non-operative management can 
be attempted, including tube thoracostomy and fluid/blood resuscitation [McDermott]. It 
is important to maintain a high index of suspicion for azygous vein injury in the event of 
blunt thoracic trauma, especially in the case of hemodynamic instability. To date, there 
are no pathognomonic signs of an azygous vein injury, although right-sided hemothorax 
and a widened mediastinum on chest imaging can be clinically significant and raise the 
index of suspicion [Endara]. It is also important to note that azygous vein injury may not 
be obvious on initial trauma imaging. In many cases reported, patients had an initial 
clear chest X-Ray (CXR) or hazy opacities without obvious bleeding (as in the case of 
our patient).  
 
Injuries to the vessels of the thoracic cavity in blunt chest trauma are most commonly 
attributed to motor vehicle accidents. Several possible mechanisms of azygous vein 
injury have been proposed. These include shear forces between the fixed azygous vein 
and the mobile azygous arch at the juncture with the superior vena cava due to rapid 
deceleration of the body against the seatbelt restraint. Also hypothesized is an increase 
in venous pressure due to compression of the heart between the sternum and the spine 
or from compression of the abdominal cavity. Injuries to bony structures in proximity to 
the vein can cause a vascular injury as well [Nguyen].  
 
In the case of our patient, the mechanism of injury was most likely rapid deceleration of 
the thorax against the seatbelt restraint. Although the majority of authors utilized 
exploratory thoracotomy with ligation as a technique to stop the bleeding, some used 
non-operative management successfully. Creating a standard protocol for ruling out this 
injury could be beneficial. 
 
Conclusion: This rare case presents a constellation of severe traumatic thoraco-
abdominal injuries secondary to blunt trauma sustained in a high-speed motor vehicle 
collision. The restrained driver was successfully treated for near-complete transection of 
the azygous vein, multiple intra-abdominal injuries, and multiple orthopedic injuries. This 
case highlights the need for vigilance, as major thoracic vascular injuries in blunt trauma 
may have initial unimpressive chest radiographs. 
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Introduction/Objective: Penetrating trauma to the neck is uncommon but can result in 
profound morbidity and mortality with arterial and venous injuries being the most 
common cause of death. As such, CT angiography is performed to identify vascular 
injuries in neck penetrating trauma that violates the platysma, especially in patients who 
are hemodynamically unstable or show ‘hard signs’ of vascular injury. Location of injury 
largely defines the appropriate management of the injuries. Therefore, analysis of 
foreign body location and tract is essential and may require interdisciplinary 
management planning. Here, the authors discuss a case of a zone III neck penetrating 
trauma with disruption of the internal jugular vein. 
 
Case Presentation: This is a 50-year-old male who presented after a fall causing a 
branch to impale zone III of his neck . A CTA of the neck revealed the foreign body 
traversing the right parotid gland with significant focal disruption of the right internal 
jugular (IJ) vein and mild narrowing of the right external carotid artery (Fig1). The patient 
was hemodynamically stable, neurologically intact, and without other injuries. After 
conferring with ENT, the decision was made to obtain proximal and distal control of the 
right IJ vein before attempts to remove the foreign body. The patient was taken to the 
operating room where ENT began by obliterating and compressing the sigmoid sinus to 
obtain proximal control of the right IJ vein. The trauma surgery team obtained distal 
control via a longitudinal incision along the anterior border of the sternocleidomastoid 
muscle. As the tree branch was retracted, venous bleeding from the tract was 
encountered, requiring a tamponading mechanism created using a red rubber catheter 
and penrose drain cut to the approximate length of the tract and ligated proximally and 
distally (Fig2) which was instilled with sterile water and clamped. Over the next several 
days, the patient underwent repeat imaging including esophageal evaluation and was 
extubated. The tamponade device was removed in the operating room without further 
episodes of bleeding or lasting deficits. 
 
Discussion: Trauma to the neck is a rare presentation with a mortality as high as 11%. 
Due to the complex and dense presence of various structure in the neck, injuries can be 
difficult to manage. Thus, an algorithm to approaching penetrating neck injuries 
identifies management strategies suggested based on the location of the injury, signs of 
vascular injury, injured structures and hemodynamic stability of the patient. This case 
entailed a zone III injury, which appeared to effect the internal jugular vein without injury 
to the internal carotid artery. The injury was anterior to the vertebral body but did not 
compromise the the spinal cord. Penetrating neck injuries are evaluated with 
appropriate primary survey, with airway management as the first step followed by 
hemorrhage control, further analysis of injury, and possible operative/procedural 



intervention. This injury necessitated a complicated and multidisciplinary operative plan 
given the need to proximally ligate IJ vein via the sigmoid sinus. Despite the IJ ligation, 
significant venous bleeding was encountered upon removal of tree branch, therefore 
necessitating the use of the tamponade device. Here, a unique tamponade device fitted 
to exact tract of injury is described. 
 
Conclusion: Penetrating neck injuries continue to result in significant morbidity and 
mortality. However, with appropriate and efficient evaluation and management, better 
outcomes are expected. 
 
 

 
 



 




