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RESIDENT PARTICIPATION IN INGUINAL HERNIA REPAIR IS SAFE BUT 
INCREASES OPERATIVE TIME 
Audrey R Stevens, MD; Jennie Meier, MD; Courtney  Balentine, MD, MPH 
 
Presenter: Audrey Stevens, MD, University of Texas Southwestern Medical Center 
 
Background: Understanding how resident participation in surgery affects outcomes is 
critical for academic surgeons because we must balance resident independence and 
patient safety. As residents advance through surgical training, they are expected to be 
granted greater levels of autonomy in the operating room. Previous studies have offered 
conflicting accounts of how resident participation affects key outcomes such as 
operative time and morbidity. 
 
Objective: The purpose of this study was to evaluate how resident participation 
affected outcomes for inguinal hernia repair, the most common general surgery 
operation in the US. We hypothesized that resident participation in hernia surgery would 
prolong operative time but have a minimal impact on postoperative complications. 
 
Method: In this retrospective cohort study of the Veterans Affairs Surgical Quality 
Improvement Program, we included 61,737 patients ≥ 18 years old who had elective, 
open, unilateral, inguinal hernia repair from 1998-2018. We used propensity weighting 
to compare postoperative complications and operative time for patients having surgery 
performed by an attending alone vs attending with a post-graduate year (PGY) 1, 3 or 5 
resident. 
 
Results: The cohort included 29,806 hernias (48%) repaired by an attending as the 
primary surgeon. Those cases were compared to 12,024 (19%) with an intern, 9,008 
(15%) with a PGY-3, and 10,898 (18%) with a PGY-5 that were performed under 
attending supervision. Resident participation was associated with a small increase in 
postoperative complications. PGY-1 participation was associated with a 0.13% increase 
in complications (95% CI -0.11% to 0.38%, p=0.29) while PGY-3 participation  was 
associated with an increase of 0.3%, (95% CI 0.01% to 0.59%, p=0.04) and 0.4% for 
PGY-5’s (95% CI 0.11% to 0.69%, p=0.007). Resident participation was associated with 
significantly increased operative time compared to cases performed by attendings 
alone. PGY-1 participation was associated with a 26 minute increase in operative time 
(95% CI 25 to 27, p<0.001), PGY-3 participation was associated with a 19 minute 
increase (95% CI 18 to 20, p<0.001), and PGY-5 with a 23 minute increase (95% CI 22 
to 24, p<0.001). 
 
Conclusion: Resident involvement in inguinal hernia surgery was associated with a 
significant increase in operative time, but had a minimal impact on postoperative 
complications. Since resident participation in hernia surgery is safe, surgical programs 
should focus on enhancing operative efficiency for residents. 
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UTILITY OF ROUTINE POSTOPERATIVE FOLLOW-UP IN CLINIC AFTER 
LAPAROSCOPIC CHOLECYSTECTOMY 
Jennifer J Misenhimer, MD; Jack Squiers, MD; Matthew Perryman, MD; Kimberly 
Jacinto, DO; Carlos Rodriguez, DO 
 
Presenter: Jennifer Misenhimer, MD, Baylor University Medical Center 
 
Background: Despite significant time commitments for both patients and surgeons, the 
utility of routine in-person clinic appointments after laparoscopic cholecystectomy (LC) 
is uncertain. 
 
Objective: We aimed to evaluate the utility of routine in-person follow-up for all patients 
undergoing LC and predictors of non-routine follow-up encounters in these patients. 
 
Method: We retrospectively reviewed follow-up encounters for 665 consecutive patients 
underwent isolated LC for benign indications at a safety-net teaching hospital from April 
2018 through January 2020. Twenty patients who were converted to open 
cholecystectomy were excluded. All LC patients were routinely scheduled for 
postoperative clinic follow-up 2-4 weeks after discharge. Postoperative follow-up was 
considered non-routine if the patient was readmitted within 30 days or if any of the 
following occurred at their clinic appointment: intervention performed (including wound 
care), new imaging or labs ordered, new medication prescribed, referral to emergency 
department, or malignancy identified on pathology. A multivariate logistic regression 
model was generated using backwards elimination based on the Akaike information 
criterion (AIC) to identify risk factors for non-routine follow-up. 
 
Results: Of the 665 patients undergoing LC, 452 (68%) attended their scheduled 
postoperative appointment, and the remaining 213 (32%) were “no-shows.” The 
postoperative appointment was non-routine for 40 patients (6% of all patients; 9% of 
those attending follow-up). Reasons for non-routine postoperative visits (not mutually 
exclusive) included: drainage of seroma (n=5), drain removal (n=3), new imaging 
(n=12), new labs (n=6), antibiotics for incisional cellulitis (n=2), pain medication 
prescription (n=13), referral to ED (n=2), and malignant pathology (n=1). Readmission 
occurred for 42 patients, with no differences between clinic attenders and “no-show” 
patients. Readmission occurred on mean day 9 after discharge in both groups and prior 
to scheduled follow-up in 74% and 84% of cases respectively. A total of 80 patients had 
non-routine clinic visits or were readmitted; increasing age (2% risk per year), diabetes, 
and chronic kidney disease were the strongest predictors of non-routine follow-up 
(Table). 
 
Conclusion: The incidence of non-routine findings warranting further evaluation or 
intervention at the time of routine postoperative follow-up after LC is low, and nearly 
one-third of patients do not attend their scheduled follow-up. Readmission typically 
occurred prior to routinely scheduled follow-up. In an era of renewed interest in 
telehealth, prospective evaluation of a protocol for postoperative follow-up of LC 
patients via default telehealth visits (with selective in-patient follow-up for older patients 
and those with comorbidities) within one week of discharge is planned. 
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CAN SUBJECTIVE SYMPTOMS PREDICT OBJECTIVE FINDINGS IN 
GASTROESOPHAGEAL REFLUX PATIENTS? 
Rasmussen, Ward, Hanse, Chin, Sanchez, Ogola, Leeds 
 
Presenter: Madeline Rasmussen, MD, Baylor University Medical Center 
 
Background: Medical therapy is the first line treatment for gastroesophageal reflux 
disease, but surgical options are available and shown to be effective in those who fail 
medical management. There is no consensus for when a surgical evaluation is 
indicated. We set out to determine if the GERD HRQL questionnaire scores correlate to 
objective findings found in patients undergoing anti-reflux surgery as a way to predict 
when surgical consultation is warranted. 
 
Objective: Can the subjective HRQL score predict objective findings such as 
esophageal dysmotility, esophagitis, or increased DeMeester score in patients with 
gastroesophageal reflux? 
 
Method: An institutional approved prospectively gathered database was used to look at 
all patients undergoing anti-reflux surgery from January 2014 to September 2020. 
Inclusion criteria included a diagnosis of gastroesophageal reflux disease by either 
ambulatory pH monitoring or identified LA grade C/D esophagitis on endoscopy. 
Patients must have undergone a complete comprehensive esophageal workup that 
included taking the GERD-HRQL questionnaire, upper endoscopy, barium esophagram, 
esophageal manometry, and ambulatory pH monitoring. Analysis of the GERD-HRQL 
scores were compared to the objective endpoints to see correlation and predictability. 
Logistic regression analysis with restricted cubic splines was used to assess 
relationship between presence of objective findings and GERD HRQL questionnaire 
scores. 
 
Results: There were 246 patients (165 female, 81 male) with a mean age of 54. All 
patients had a comprehensive preoperative esophageal evaluation as well as a 
preoperative GERD HRQL questionnaire score. There was no significant correlation 
between GERD HRQL questionnaire score and their DeMeester score (correlation 
coefficient = 0.23), or the presence or absence of a hiatal hernia regardless of size 
(p=0.89). Patients with esophagitis had significantly higher average GERD HRQL 
questionnaire scores beyond those without esophagitis (40.1 ± 18.9 vs 30.4 ± 19.1, 
p<0.0001). Patients with a score of 40 or greater had a 42% to 65% probability of 
having esophagitis as opposed to a score of 30 or less lowered the chances of having 
esophagitis to less than 35%. An increased GERD-HRQL score was associated with a 
higher probability of having esophagitis (Figure 1). 
 
Conclusion: Usage of a GERD HRQL questionnaire score can potentially predict the 
chances of having erosive esophagitis on medical therapy which could help referring 
physicians identify those patients that are failing medical therapy and allow for prompt 
referral for surgical evaluation. 
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Fast-track non-elective laparoscopic cholecystectomy is safe and feasible 
Perryman, Matthew; Squiers, John; Jacinto, Kimberly; Misenhiemer, Jennifer; 
Rodriguez, Carlos 
 
Presenter: Matthew Perryman, MD, Baylor University Medical Center 
 
Background: Ample evidence exists to support the safety of fast-track discharge 
following elective laparoscopic cholecystectomy (LC), but there is currently no data 
available to support the safety of fast-tracking patients undergoing non-elective LC. We 
sought to determine whether fast-tracking patients undergoing non-elective LC is safe 
and feasible. 
 
Objective: To determine the safety and feasibility of discharging patients with total 
length of stay less than 36 hours after presenting with gallbladder disease who were 
taken for non-elective laparoscopic cholecystectomy. 
 
Method: We performed a retrospective review of 665 consecutive patients undergoing 
LC at a single teaching institution from Apr 2018 to Jan 2020. Subjects were divided into 
two groups: elective LC (ELC) and fast-track non-elective LC (FTLC). FTLC was defined 
as non-elective LC with total length of stay (LOS) less than 36 hours. Patients 
undergoing non-elective LC with LOS exceeding 36 hours were excluded. The primary 
outcome of interest was readmission within 30 days. Secondary outcomes included 
incidences of return to emergency department within 30 days, retained stone, bile leak, 
and wound infection. ELC and FTLC were compared with Student’s t and Fischer’s 
exact testing (p < 0.05 considered significant). 
 
Results: Of 665 LC, 187 (28%) were elective and 478 (72%) were non-elective. FTLC 
included 122 (25%) of the non-elective LC. ELC had higher rates of hypertension and 
GERD, but otherwise preoperative characteristics were similar. On final pathology, 
chronic cholecystitis was predominant in both groups, but FTLC exhibited higher rates 
of acute cholecystitis (p < 0.001) There was no significant difference in the primary 
outcome between groups: readmission within 30 days occurred in 7 (4%) ELC patients 
and 4 (3%) FTLC patients (p = 1.0). There were no significant differences in any 
secondary outcome (Table). 
 
Conclusion: With comparable post-operative complication rates to elective LC, fast-
track non-elective LC can safely be employed in select patients.  Additional studies are 
needed to determine pre-operative predictors to prospectively identify appropriate 
patients. 
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WHICH IMAGING MODALITY, ULTRASOUND OR CT SCAN, IS BETTER AS A 
SCREENING METHOD FOR ACUTE CHOLECYSTITIS? 
Alikhan Karimi, Clarissa Ramirez, Ahmed Abdalla, Hassan Ahmed, MD MRCSI 
 
Presenter: Alikhan Karimi, MD; BS, Texas Tech Lubbock 
 
Background: In the Emergency Room, physicians use different imaging modalities, 
such as ultrasound (U/S) and CT scan, to confirm suspected acute cholecystitis (AC). 
U/S is currently the accepted standard. 
 
Objective: This study aims to determine if one imaging modality is significantly better at 
identifying AC in the ER. 
 
Method: Retrospective chart review was used to collect data using the CernerWorks 
electronic medical records acquired from Northwest Texas Hospital in Amarillo, TX. We 
reviewed 1000 patients, ages 10 through 93, with a billing code for cholecystectomy 
between 08/01/2016 and 12/31/2018. The HIPAA-compliant SharePoint site was used 
for storage and editing. 
 
Results: 608 patients met our inclusion criteria. 533 patients were given U/S, 256 
patients were given CT scan, and 181 patients underwent both screening methods. We 
found that 108/173 positive U/Ss [62.43%] had a positive path report for AC, and 
244/351 negative U/Ss [69.51%] were truly negative for AC. 9 patients in the U/S group 
were excluded. Looking at CT reports, 59/84 positive CTs [70.24%] were positive for AC 
on path report, and 101/157 negative CTs [64.33%] were truly negative for AC. 15 
patients in the CT scan group were excluded. We found that using U/S to screen for AC 
had a sensitivity of 50.23% and specificity of 78.96%, with a positive predictive value 
(PPV) of 62.43% and negative predictive value (NPV) of 69.51%. Furthermore, CT 
scans for AC had a sensitivity of 51.30% and specificity of 80.16%, with PPV of 70.24% 
and 64.33%. 
 
Conclusion: The sensitivity and specificity of both imaging modalities are almost 
equivalent with those of CT scan being slightly higher. Since both modalities can miss 
acute cholecystitis up to 30-50% of the time, adjunctive measures such as clinical exam 
and laboratory results should be used to minimize missing acute cholecystitis before 
discharging the patient from the Emergency Room. 
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The Bougie Went Easy, but Oops! 
Jasmin Rahesh MS MBA, Ellen Wilson BS, Muhammad Nazim MD, Hassan Ahmed MD 
 
Presenter: Jasmin Rahesh, MS, MBA, Texas Tech Amarillo 
 
Background: A 76 year old woman with symptomatic paraesophageal hernia repair 
(PEH). 
 
Objective: To describe rare complication and effective management of esophageal 
mucosal rupture after Bougie insertion. 
 
Method: After favorable preoperative workup, the patient underwent Robotic PEH 
repair with Nissen-Hill hybrid repair. A 58-French bougie was used intraoperatively to 
configure fundoplication. Upper-endoscopy revealed longitudinal 7-8 cm esophageal 
mucosal tear, that was repaired successfully with endoscopic clips. As a precaution, 
bilateral chest tubes, venting gastrostomy and feeding jejunostomy were placed. 
 
Results: Upper GI-fluoroscopy revealed no leak. Uneventful postoperative course 
discharged on full liquid diet. Tubes were removed in clinic 8 weeks later. 
 
Conclusion: Endoscopic management can be effective. 
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HIATAL HERNIA AFTER ESOPHAGECTOMY: A SINGLE CENTER 
RETROSPECTIVE ANALYSIS OF A RARE POST-OPERATIVE PHENOMENON 
Muhammad Darwish, MBBS, Anthony Basta, Annie Benzie, MD, D Rohan Jeyarajah, 
MD FACS 
 
Presenter: Muhammad Darwish, MBBS, Methodist Richardson Medical Center 
 
Background: Development of a hiatal hernia is a rare, but problematic sequelae in the 
post-esophagectomy population that has the potential to become disastrous in cases of 
incarceration or strangulation. Literature regarding this occurrence is sparse, with 
current prevalence ranging from 0.69% to 19.4%. 
 
Objective: The intent of this study is to examine hiatal hernia incidence rates in our 
esophagectomy patients to further elucidate the incidence of this phenomenon, risk 
factors for development and method by which they are most durably repaired. 
 
Method: With institutional IRB approval, a total of 163 transhiatal esophagectomy cases 
over an 8-year period were reviewed. Three mortalities within a 30-day postoperative 
period were excluded, leaving 160 cases eligible for inclusion in this study. Forty-three 
(26.9%) patients underwent an open esophagectomy (OE) and 117 (73.1%) underwent 
a minimally invasive esophagectomy (MIE). Indications for surgery, type of surgery, 
oncologic outcomes, surgical outcomes, postoperative hiatal hernia occurrence and 
subsequent repair including outcomes were reviewed. 
 
Results: In four of the 160 (2.5%) esophagectomies performed, a hiatal hernia 
developed at a mean of 12 months postoperatively (with a range of 3 to 28 months) with 
symptomatology driving the diagnosis for three patients. The indication for surgery in all 
four cases was malignancy, with three patients receiving neoadjuvant therapy and all 
but one undergoing minimally invasive esophagectomy. Subsequently, two patients 
underwent open hiatal hernia repair with mesh reinforcement. There was one 
recurrence at 33 months postoperatively but no mortalities or conduit-related 
complications. 
 
Conclusion: The rate of hiatal hernia after esophagectomy at our institution was found 
to be 2.5% overall, which is within the previously described range in the literature. The 
limited size of our study did not allow for us to make statistically significant 
determinations in regards to risk factors or preferred method of repair. The presence of 
clinically significant symptoms in most cases leads us to believe that the true 
prevalence of a hiatal defect is higher than reported, as clinically asymptomatic patients 
are not captured in our current literature. 
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PNEUMOTHORAX AND PNEUMOMEDIASTINUM COMPLICATIONS IN COVID-19 
PATIENTS IN A COMMUNITY LEVEL II TRAUMA CENTER 
Xuan-Lan Doan MD, Cheryl Vanier PhD, John Hovorka MD, Carlos H. Palacio MD FACS 
 
Presenter: Xuan-Lan Doan, MD, Valley Health System and McAllen Medical Center 
 
Background: As SARS-COV-2 (COVID-19) became a global pandemic in 2020, the effects 
have been felt worldwide. Pneumothorax and pneumomediastinum are known complications of 
COVID infection. Potential causes include prolonged inflammation damaging lung parenchyma 
and creating air leaks. 
 
Objective: We hypothesized that COVID+ complications of pneumothorax and 
pneumomediastinum resulted in high mortality and can possibly be correlated to intubation, 
mechanical ventilation, and barotrauma. 
 
Method: The hospital database of a community hospital was queried for COVID+ patients using 
ICD-10 codes U07.1 for SARS-COV-2 and J93.0, J93.82, J93.83, J93.9 for pneumothorax and 
pneumomediastinum from March to October 2020. Inclusion criteria were COVID infected 
patients confirmed by PCR testing and radiographically identified pneumothorax and/or 
pneumomediastinum. Data analyzed included tube thoracostomy intervention, concurrent 
pneumomediastinum, co-morbidities, demographics, COVID treatment, ventilation settings, 
intubation, and chronology of pneumothorax in relation to intubation data. Data were analyzed in 
R Software using descriptive statistics, the Fisher’s exact test, and 95% confidence intervals on 
proportions, P= 0.05. 
 
Results: A total of 1,115 COVID+ patients were admitted during the study period and 55 
patients met the full inclusion criteria. Thirty-three were male (60%) and 22 (40%) female. Age 
ranged from 21 to 87 with average age 64. All patients identified as Hispanic with 33 (60%) 
claiming Spanish as their primary language. Fifty-three patients were diagnosed with 
pneumothorax(es), and 44 patients diagnosed with pneumomediastinum. Pneumomediastinum 
was strongly associated with mortality, of the 44 patients (80%) diagnosed with 
pneumomediastinum, 0 survived, P<0.001. Four of the six patients (two thirds) who survived 
had spontaneous pneumothorax, whereas outcomes were poor for patients who had 
pneumothorax before intubation (13 patients with one survival, survival rate=7.7%, (95% 
CI=0.4%, 37.9%) or after intubation (37 patients with four survivals, survival rate 2.7%, 95% 
CI=0.1%, 15.8%). Pneumothorax occurred post-intubation in 36 patients, and 22 (61% of the 
36) were within 24 hours after intubation. Of the non-intubated or pre-intubation pneumothorax 
patients (13), only two were not on bilevel positive airway pressure.  The P:F ratio for patients 
who died (median=65, IQR= 50, 86) was much lower than for patients who survived 
(median=153, IQR=104, 272). Forty-nine of the 55 patients (89%) expired in the hospital. 
 
Conclusion: Patients with COVID-19 who suffered pneumothorax and pneumomediastinum 
resulted in high mortality. The majority of patients suffered a pneumothorax within 24 hours of 
intubation, which may be correlated to intubation trauma. Pneumomediastinum was strongly 
associated with mortality. 
 
 
 
 
 
 
 



Presentation #49 | Clinical Science | General Surgery 
 
ERIPHERAL NERVE EVALUATION (PNE) APPROACH FOR FECAL INCONTINENCE: 
WHAT “LACK OF EFFICACY?” MARKED LACK OF COMPLICATIONS IN A SINGLE 
SURGEON, JOURNEYMAN EXPERIENCE 
Samuel A Heathcote, MD Bidhan Das, MD 
 
Presenter: Samuel Heathcote, MD, University of Texas HSC - Houston 
 
Background: Sacral neuromodulation (SNM) has become standard treatment for fecal 
incontinence (FI). As we have presented, a peripheral nerve evaluation (PNE) test can have a 
high percentage of patients proceeding to full implantation.  Over time we have been struck by 
the reports of substantial amounts of complications: infection, pain, hematoma, lack of efficacy, 
radiculopathy, pain during stimulation. We did not notice these complications; so, we studied 
this observation in the experiences of a single surgeon who performs PNE evaluations almost 
exclusively outside of a larger institution. 
 
Objective: The purpose of this study was to review these complication rates and efficacy of 
SNM. 
 
Method: We studied a single surgeon’s experience performing SNM over the past two years 
(new data since our last discussion) with a PNE technique.    
Thus, 106 patients were retrospectively reviewed using the EMR.  Preoperative characteristics, 
comorbidities, and etiology of FI were obtained.  Lack of efficacy has been historically defined 
as no improvement after SNS implantation. 
 
Results: 106 (66 women, 40 men) with fecal incontinence underwent two-stage SNM device 
placement: PNE followed by actual device insertion, over a span of 2 years. Median follow-up 
from implantation was 13 months.  No patient was lost to follow-up. All 106 patients moved to 
full implantation. 
1 of the 106 had persistent pain at the incision, resolving when neuropathy was treated. 3 had 
inadvertently turned their devices off and were concerned with lack of efficacy. Continence 
returned with re-education. 
66 required increases in stimulation or change in pattern of stimulation. 41/66 required these 
changes within the first six months. Increasing stimulation optimized continence in 45/66.  
Pattern change optimized continence in 21/66.  
 
In stark contrast to others, there were no explantations; there were no infections of the site, 
device or S3 acquisition site; there was no lead revision; there were no wound issues; there was 
no lead migration; there was no lead fracture. There was no radiculopathy observed. There was 
no lack of efficacy. 
 
Conclusion: Patients were selected after a PNE-exclusive testing approach, which has 
historically had a poorer pretest probability of success. Our data not only showed PNE is an 
excellent test, but they also imply that there should be no efficacy concern after implantation. 
Many have presented a lack of efficacy after implantation, but we would argue that an 
appropriate test period for symptoms should offer a high pretest probability of success. 
 
Our experience with PNE for FI has NEITHER proven to carry the same myriad of complication 
rates as we have seen in other cohorts, NOR has it demonstrated the lack of efficacy after full 
implantation that has been reported elsewhere. 
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DELAYED COLONOSCOPIES IN THE COVID-ERA: THE EFFECTS OF THE COVID-
19 PANDEMIC ON THE ENDOSCOPIC EVALUATION PATTERNS OF A BUSY 
COLORECTAL SURGERY PRACTICE IN A MAJOR URBAN SETTING 
H Hernandez, M Truong, M Cusick 
 
Presenter: Hernan Hernandez, MD, University of Texas HSC - Houston 
 
Background: Due to the COVID-19 pandemic, health-care systems around the world 
postponed elective and non-emergent procedures to help decrease the burden on 
hospitals and healthcare workers. As a result, cancer screening programs in the US 
have seen serious delays and already studies have shown a decrease in the number of 
cancer diagnoses compared to before the pandemic.  During the COVID-era, the 
number of newly diagnosed colorectal cancers has seen a dramatic drop compared to 
baseline; likely due in large part to postponed colonoscopies. 
 
Objective: The aim of this study is to identify the effects of the COVID-era on the 
endoscopic evaluation patterns of a busy colorectal surgery practice in the Houston 
metro. 
 
Method: We performed a retrospective chart review of our practice of thirteen colorectal 
surgeons working in the Houston metro.  We included all patients with a colonoscopy 
postponed due to COVID-19 regulations. We evaluated the average length of delay 
from time of the original appointment to time the evaluation was completed.  We also 
recorded the number of procedures where a polyp was removed or biopsied and if that 
biopsy showed high-risk pathology and/or cancer. 
 
Results: We evaluated a total number of 344 patients.  158 endoscopies were 
postponed and subsequently performed; 186 endoscopies are yet to be performed.  
Overall, the average length of delay for evaluations that have been completed is 54.75 
days (this average varied among providers with the range being 36-70 days). The total 
number of cases with biopsies taken was 102 or 64.5% of the total case performed.  
Biopsies with high-risk pathology and/or cancer were 26 or 16.5% of the total 
performed. 
 
Conclusion: The COVID-19 pandemic forced healthcare systems to enforce 
restrictions on elective and non-emergent procedures. An unfortunate result of those 
changes was a drop in the number of newly diagnosed cancers, including colorectal 
cancer which saw a drop of almost half the number of weekly cases diagnosed before 
the pandemic.  This study summarizes the effects on practice patterns of one busy 
colorectal surgery practice but also serves as a clue to the challenges now facing 
providers across the country both in compensating for the delays and in planning for 
future potential disruptions as COVID outbreaks force frequent and ongoing changes to 
healthcare in the US. 
 
 
 
 
 



158 total endoscopies performed 
 YES NO 

Biopsy 102 
(64.6%) 

56 
(35.4%) 

High-Risk Pathology 24 
(15.2%) 

134 
(84.8%) 

Cancer 2 
(1.3%) 

156 
(98.7%) 
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INTRAOPERATIVE DIAGNOSIS OF ACHALASIA USING ENDOFLIP 
Yi Ying Law, MD, Duc T. Nguyen, MD, PHD, Leonora M. Meisenbach, DNP, RN, 
ACNP-BC,  Min P Kim, MD, FACS1,2 
 
Presenter: Yi Ying Law, MD, Houston Methodist Hospital 
 
Background: Manometry is the gold standard diagnostic test for achalasia. However, 
there are incidences where manometry cannot be obtained preoperatively, or the results 
of manometry is inconsistent with the patient&#039;s symptomatology. 
 
Objective: We aim to determine if intraoperative use of EndoFLIP can provide a 
diagnosis of achalasia and provide objective information during Heller myotomy and Dor 
fundoplication. 
 
Method: To determine the intraoperative diagnostic EndoFLIP values for patients with 
achalasia, we obtained initial EndoFLIP values on our cohort of patients with a definitive 
diagnosis of achalasia and another cohort with a final diagnosis of hiatal hernia.  We 
determined the optimal cut-off points of the distensibility index (DI) using the receiver 
operating characteristic analysis with the Youden index.  We then analyzed patients 
without a definitive diagnosis of achalasia or diagnosed with achalasia on manometry 
with symptoms inconsistent for achalasia. To evaluate the usefulness of EndoFLIP 
values during Heller myotomy and Dor fundoplication, we obtained a cohort of patients 
with EndoFLIP values obtained after Heller myotomy and after Dor fundoplication as 
well as Eckardt score before and after surgery. 
 
Results: Our analysis of 169 patients (133 hiatal hernia and 36 achalasia) showed that 
patients with DI < 0.8 have a >99% probability of having achalasia, while DI > 2.3 have 
a > 99% probability of having hiatal hernia.  Patients with a DI 0.8-1.3 have a 95% 
probability of having achalasia, and patients with a DI 1.4-2.2 have a 94% probability of 
having a hiatal hernia.  There were six patients without a definitive or questionable 
diagnosis; two of the patients had DI <0.8 and had surgical treatment for achalasia, and 
four of the patients had DI > 2.3 and had surgical treatment for hiatal hernia.  All of them 
had an excellent clinical outcome.  There were 40 patients in the cohort to determine 
objective data during Heller myotomy and Dor fundoplication.  The DI increased from a 
median of 0.7 to 3.2 after myotomy and decreased to 2.2 after Dor fundoplication 
(p<0.001).  The median Eckardt score went down from a median of 4.5 to 0 (p<0.001). 
 
Conclusion: Our study shows that intraoperative use of EndoFLIP can facilitate the 
diagnosis of achalasia and is used as an adjunct to diagnose achalasia when symptoms 
are inconsistent.  The routine use of EndoFLIP during Heller myotomy and Dor 
fundoplication provides objective data during the operation in a group of patients with 
excellent short-term outcomes. 
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THE IMPACT OF A DEDICATED ACUTE CARE SURGERY SERVICE ON TEAM 
EFFICIENCY AND RESIDENT EDUCATION AT A MILITARY LEVEL 1 TRAUMA 
HOSPITAL 
A O'Shea, P Kemp Bohan, R Chick, E Pospiech, J Radowsky, R Krell, V Sams 
 
Presenter: Anne O'Shea, MD, Brooke Army Medical Center 
 
Background: Dedicated acute care surgery (ACS) teams manage emergency general 
surgical consults for a hospital system, offloading workload from the trauma and general 
surgical teams and allowing them time necessary for elective cases and clinic 
responsibilities. Implementation of a new service can introduce system inefficiency and 
impact resident education by redistributing case volume. 
 
Objective: At our institution, an ACS service was created in June 2020 and consisted of 
a dedicated staff, chief resident, midlevel resident, multiple interns, and a dedicated 
weekday operating room (OR). The team fielded all ACS consults during daytime hours. 
Overnight consults were evaluated by the in-house trauma staff but admitted to the ACS 
service. Here, we evaluated the impact of the new ACS service at our military institution 
on patient throughput and resident experience. 
 
Method: We conducted a retrospective review of laparoscopic appendectomies (LA) 
and cholecystectomies (LC) performed for ACS diagnoses before (December 2019-
March 2020) and after (July 2020-October 2020) creation of the ACS service. Outcome 
data (time from consult to operation, time from operation to discharge, and length of 
stay (LOS)), and resident experience (number of cases performed by the day ACS 
service and of cases passed off to the oncoming team) were recorded. 
 
Results: 223 patients were included (pre-ACS: n=108; post-ACS: n=115); 112 
underwent LA while 111 underwent LC. Among LAs and LCs there were no differences 
in median time from consult to operation (LA: 2.4 hours vs 2.4 hours, p=0.44; LC: 14.0 
hours vs 19.3 hours, p=0.87), time from operation to discharge (LA: 16.1 hours vs 12.8 
hours, p=0.07; LC: 19.9 hours vs 21.0 hours, p=0.19), and LOS (LA: 21.1 hours vs 18.6 
hours, p=0.18; LC: 38.5 hours vs 43.6 hours, p=0.72) between pre- and post-ACS 
groups. On subgroup analysis of non-perforated appendicitis (n=47 pre-ACS; n=51 
post-ACS), median time from operation to discharge became significantly shorter (15.4 
hours vs 10.2 hours, p=0.02). There were no differences in proportion of cases 
performed by the day team (59% pre-ACS, 57% post-ACS; p=0.70) or passed to the 
oncoming team (39% pre-ACS, 44% post-ACS; p=0.41). 
 
Conclusion: Implementation of an ACS service reduced post-operative length of stay 
for patients undergoing LA for non-perforated appendicitis. This transition occurred at a 
time when nearly all hospital activity was affected by coronavirus protocols, to include 
airborne precautions, pre-operative testing, and pre- and post-intubation pauses to 
allow for air re-circulation in non-emergent cases. Even with these new and necessary 
safety measures in place, implementation of the ACS service resulted in minimal 
disruption while preserving case volume for both the day and overnight call teams 
maximizing resident education and reducing the burden on the trauma and elective 
surgical services. 
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Background: Seasonal patterns of appendicitis have been shown in the literature with 
predominance in summer months. While there has not been clear consensus on the 
reason behind this, it has been postulated that gastrointestinal infections, low fiber diets, 
air pollution, and increased alcohol intake are important factors affecting this 
predominance. All of these factors are increased during the summer while people travel, 
gather, and celebrate. The SARS-2 COVID pandemic drastically changed how 
Americans interacted and behaved during Summer 2020. Public health initiatives such 
as social distancing, restricted numbers of gatherings, public hand washing, and mask 
wearing would have ancillary effects of reducing the transmission of all diseases not just 
SARS-2 COVID. A recent study in Chile showed a decrease in incidence of influenza 
infections during Winter 2020. 
 
Objective: This study will show the incidence of appendicitis at our hospital between 
January 1, 2020 and September 30, 2020. This incidence will be compared with 
historical averages between January 2016 and December 2019. This will show whether 
our incidence correlates with previously reported summer peaks. A secondary analysis 
will compare the incidence of appendicitis during Summer 2020 and 2016-2019 to 
determine if there is a difference. Additionally, with the pause in elective surgeries, we 
will examine complicated versus uncomplicated cases of appendicitis during this period. 
We hypothesize that the incidence of acute appendicitis during Summer 2020 will be 
lower than previous summers due to a change in human behaviors that include social 
distancing, frequent handwashing, using face masks, less exposure to air pollution, and 
improved diets. In addition, the cases that do present to the hospital will be of a more 
severe nature due to hesitation from patients to present to hospitals during a pandemic. 
 
Method: A retrospective chart review will be performed including patients age 18-99, 
diagnosed with acute appendicitis and were treated with or without surgery, and 
presented between January 1, 2020 and September 30, 2020. Patients who underwent 
interval appendectomies or appendectomies that were part of another procedure will be 
excluded. Utilizing a one-way ANOVA will compare each month to those in 2020. 
 
Results: At our hospital historical spikes in the incidence of acute appendicitis have 
occurred in May and October. The mean incidence during these months was 10.75 and 
11.75 respectively. Overall, the incidence for 2020 has not shown a significant decrease 
or a comparative increase during May and October when compared with historical data. 
 
Conclusion: While the hypothesized decrease in incidence did not occur, further 
investigation into the relative severity of presenting cases needs to be examined. 
Furthermore, expanding the date to include the use of the Texas Public Use Database 
File will increase the power available for this study. Due to the known GI component of 
COVID future investigation into the correlation between COVID and risk of appendicitis 
needs to be examined. 
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Background: As the population of patients with Adult Congenital Heart Disease 
(ACHD) increases, so does their overall demand for non-cardiac health care.  
Cholecystectomy is a common general surgical procedure with an estimated incidence 
of 10.7 per 10,000 person-years. 
 
Objective: This study evaluates the impact of ACHD on cholecystectomy 
hospitalizations and outcomes. 
 
Method: The Texas Inpatient Discharge Public Use Dataset is an administrative dataset 
which captures almost all hospital discharges in the state of Texas.  This dataset was 
retrospectively evaluated for discharges between 1/1/2009 and 6/30/2019.  Discharges 
of patients ≥18 years with a principal procedure ICD-9/10 code consistent with 
cholecystectomy or cholecystostomy were included.  ACHD patient discharges were 
identified by having an ICD-9/10 diagnosis code consistent with congenital heart 
disease (CHD) listed as one of the diagnoses reported for the hospitalization.  
Characteristics and outcomes of ACHD patients were compared to those without a CHD 
diagnosis. 
 
Results: ):  A total of 309,163 discharges with a cholecystectomy or cholecystostomy 
were identified, of which 149 (0.05%) were ACHD discharges.  ACHD discharges were 
more likely to be <50 years old (98(65.8%) vs. 151,553 (49.0%)), p<0.001).  No other 
differences were found in demographics. (Table 1)   Abdominal pain was the most 
frequent admitting diagnosis in both groups (66(44.3%) vs. 142,638(46.1%)).  ACHD 
discharges were more likely to have an admitting diagnosis of chest pain (5(3.4%) vs. 
4,876(1.6%) p<0.001).  Non-ACHD discharges underwent laparoscopic 
cholecystectomy 276,565 (89.5%), open cholecystectomy 24,817 (8.0%) and 
cholecystostomy 7,632(2.5%), compared to 130(87.2%), 14(9.4%), and 5(3.3%) in the 
ACHD group (p>0.3 for all).  ACHD discharges were more likely to spend time in an ICU 
(47(31.5%) vs. 55,754(18.0%), p<0.001) and had a longer length of stay 4[2-7] vs. 3[2-
5] days (p=0.002).  No difference was seen in mortality (0(0%) vs. 1,331(0.4%), p=1.0) 
or likelihood to be discharged home (143(96.0%) vs. 290,926(94.1%), p=0.342). 
 
Conclusion: ACHD patients undergoing cholecystectomy were found to have 
increased hospital care requirements and utilization compared to non-CHD adults.  
However, there was no difference found in type of procedure performed or outcomes 
between the groups.  Further research is required to elucidate the underlying factors 
contributing to the difference in care requirements. 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  




