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General Information
REGISTRATION FEE(S) (IN U.S. FUNDS)
Member

$670

Retired Member

$540

Guest Physician

$770

Resident Fellow

$400

Member/Nonmember Accompany Person

$220

Resident / Fellow Accompany Person

$150

REGISTRATION FEES INCLUDE:
Member and Retired Member
• Meeting Welcome President’s Address
• All scientific sessions and panels
• Residents’ Forum and E-Poster Presentations
• New Members’ Reception and President’s Reception and Dinner
• All continental breakfasts and refreshment breaks
• Membership Business Meeting
Guest Physician and Resident Fellow
• Meeting Welcome President’s Address
• All scientific sessions and panels
• Residents’ Forum and E-Poster Presentations
• New Members’ Reception and President’s Reception and Dinner
• All continental breakfasts and refreshment breaks

Spouse or Guest
• Meeting Welcome President’s Address
• New Members’ Reception and President’s Reception and Dinner
• All continental breakfasts
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Program Information
OVERALL GOAL AND OBJECTIVES OF THE PROGRAM
Our goal is to furnish an educational program for the members of PCSA. Members
are academic and community surgeons from four caucuses — Northern California,
Southern California, Washington/British Columbia/Alaska, and Hawaii/Oregon.
Membership is competitive. Attendees represent the leaders of their medical
community.

LEARNING OUTCOMES
The meeting will provide high-quality, up-to-date
information in diverse areas of general surgery.
Attendees will learn the most recent developments
from recognized leaders in the field. Time will be provided after each presentation for
questions of the speakers from the audience to clarify specific points of the presentation.
Moderators will oversee sessions and facilitate discussion.
Accreditation Statement
This activity has been planned and implemented in accordance with the Essential
Areas and Policies of the Accreditation Council for Continuing Medical Education
through the joint sponsorship of the American College of Surgeons and the Pacific
Coast Surgical Association. The American College Surgeons is accredited by the
ACCME to provide continuing medical education for physicians.
AMA PRA Category 1 Credits™
The American College of Surgeons designates this live activity for a maximum of 15
AMA PRA Category 1 Credits™. Physicians should claim only the credit commensurate
with the extent of their participation in the activity.

DISCLOSURE

In compliance with ACCME Accreditation Criteria, the American College of Surgeons,
as the accredited provider of this activity, must ensure that anyone in a position to
control the content of the educational activity has disclosed all relevant financial
relationships with any commercial interest. All reported conflicts are managed by
a designated official to ensure a bias-free presentation. Please see the insert to this
program for the complete disclosure list.
Disclaimer
Attendees voluntarily assume all risks involved in travel to and from the Annual
Meeting and in attendance of and participation in the program. PCSA and ACS
Association Management Services shall not be liable for any loss, injury, or damage
to person or property resulting directly or indirectly from any acts of God, acts of
government or other authorities, civil disturbances, acts of terrorism, riots, thefts, or
from any other similar causes.
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Scientific Program
PRESIDENT'S FORUM: SURGICAL EDUCATION
Sunday, February 19
9:50 am – 11:15 am
This year’s President’s Forum will focus on Surgical Education and will feature
distinguished PCSA members Carlos A. Pellegrini, MD, The Henry N. Harkins Professor
and Chair, Department of Surgery, University of Washington; Donald Trunkey, MD,
Professor of Surgery, Section of Trauma/Critical Care, Oregon Health and Science
University; Diana L. Farmer, MD, Professor and Chair, Department of Surgery,
University of California, Davis Health System; Christian de Virgilio, MD, Vice Chair,
Education and Director, General Surgery Residency Program, Harbor-UCLA Medical
Center, Co-Chair, College of Anatomy and Professor of Surgery, UCLA School of
Medicine; and Alden H. Harken, MD, Chair, Department of Surgery, University of
California, East Bay.

E-POSTER SESSIONS
Saturday, February 18
12:15 pm – 2:30 pm
The E-Poster presentations will be presented in four groups. Each presenter will give a
three-minute oral presentation of his or her poster followed by a two-minute question
and answer session. The poster presentations will include basic and clinical research,
both completed and in progress.

RESIDENTS’ FORUM
Sunday, February 19
7:30 am – 9:10 am
The top-scoring resident papers from each caucus will be presented during the
scientific session. This year’s residents are:
Rachel Danczyk
Oregon/Hawaii
Ann Falor
Southern California
Geoffrey Krampitz
Northern California
Daniel Nelson
Washington/ British Columbia/Alaska
Presentations will be judged on clarity, focus and scientific relevance to
surgical practice.
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Evening Events
WELCOME & NEW MEMBERS’ RECEPTION
Friday, February 17
6:30 pm – 8:00 pm
Included in the registration fee; please indicate on registration form if you plan
to attend.
Join us in giving a warm welcome to our New Members and their families in the
Member’s Clubhouse at the Silverado Resort. President James Holcroft and
Vice-President James Goodnight and the Association will pay special tribute to the
New Members.
Note: Dress will be business casual

PRESIDENT’S RECEPTION & DINNER
Sunday, February 19
President’s Reception: 5:00 pm – 6:00 pm (buses will leave the Silverado at 4:30 pm)
President’s Dinner: 6:00 pm – 10:30 pm
Join President James Holcroft and his wife, Alicia, and Vice-President James Goodnight
and his wife, Carol, for a delightful evening. The reception with dinner to follow will
take place at the enchanting Artesa Winery. Enjoy fine Napa Valley cuisine, wine
and dancing.
Note: Attire for the President’s Reception and Dinner is business attire. Seating plans will be
available at the registration desk for you to reserve your table.
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Optional Activities
Lunch/Shopping Excursion in Downtown Napa
Saturday, February 18
12:00 noon – 4:00 pm
$100 per person
Enjoy a savory four course lunch in the private Door Room at Norman Rose Tavern.
Opened in 2009 by Chef Michael Gyetvan, it is described as “that comfortable spot
where you can meet family and friends for a nice pint or glass of wine paired with
classic American comfort food.” In addition to lunch, you will have time to explore the
various shops downtown Napa has to offer, including clothing boutiques, antique
emporia and home furnishing stores. Roundtrip transportation provided.
Wine Lecture
Saturday, February 18
Silverado Resort – Vintner's Court
No charge

4:15 pm – 5:15 pm

Kosta Arger, MD, a well-respected cardiologist and co-owner of the Arger-Martucci
Vineyards in St. Helena, will speak about his love and appreciation for making great
wine. Dr. Arger’s initial interest in wine began in the early 1970s while studying
biochemistry during college. After purchasing a 39-acre property he pursued his lifelong dream and opened Arger-Martucci Vineyards Winery in 1988, along with partner,
Richard L. Martucci. Today the family boutique winery grows five varietals: Cabernet
Sauvignon, Cabernet Franc, Merlot, Syrah and a small amount of Petite Verdot.
Long Meadow Ranch Olive Orchard Tour
Sunday, February 19
10:00 am – 12:30 pm
$75 per person
Napa Valley’s oldest olive orchards are planted at Long Meadow Ranch located in
St. Helena. You will visit the historic Logan-Ives House, a restored Gothic revival
farmhouse built in 1874 and participate in a tour of their olive orchards and organic
gardens. Long Meadow Ranch has restored more than eight acres of olives with nearly
1,000 mature trees. These trees provided the olives for their estate produced extra
virgin olive oil, Prato Lungo. Roundtrip transportation provided.
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Golf Tournament
Sunday, February 19
12:00 noon - 5:00 pm
Silverado Resort Golf Club
$95 per golfer includes green fees, shared cart, tournament scoring, and prizes.
The Silverado’s two championship golf courses stand as the hallmark of the Napa
Valley Golf experience. Redesigned by PGA Hall of Famer Johnny Miller, both courses
feature dozens of water crossings, elevation changes and routing through historic
oak trees. The challenge, visual sensation, and special ambiance of Silverado set the
standards by which all others are measured.
The beautiful golf courses and exceptional level of customer service bring the
renowned Troon Golf Experience to this world-renowned destination.
PCSA Fun Run And Walk
Sunday, February 19
No charge

1:30 pm – 2:30 pm

Join your fellow attendees for this exhilarating run and walk around the Silverado
property. The course is approximately 3.8 miles long and all levels are welcome. Water
and towels will be provided.
Tennis Tournament
Sunday, February 19
Silverado Resort Tennis Courts
No charge

1:30 pm – 3:30 pm

Enjoy a few rounds of tennis with fellow PCSA members on the Silverado’s Courts.

Babysitting Services
Child care is arranged directly with private (outside) babysitting agencies, which are
not affiliated with The Silverado Resort. The Silverado recommends the following
two agencies.
Take A Break
Tel.: 707.226.9188
Website: www.winecountryfun.net
Grapevine Placement Agency
Tel.: 707.258.3555
Website: www.grapevineplacementagency.com
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Program Agenda
PLEASE NOTE THAT THIS SCHEDULE IS SUBJECT TO CHANGE

Thursday, February 16
Council Reception (invitation only)
Council Dinner (invitation only)

6:00 pm – 6:30 pm
6:30 pm – 9:00 pm

Bistro Don Giovanni
Bistro Don Giovanni

Friday, February 17
Finance Committee Meeting
(invitation only)
Council Breakfast
Council Meeting
Council Photo
Registration
Hospitality Desk
Speaker Ready Room
New Members’ Reception

7:00 am – 8:00 am

Buena Vista/Sutter Home

8:00 am
8:30 am – 1:30 pm
1:30 pm – 1:40 pm
1:00 pm – 6:00 pm
1:00 pm – 5:00 pm
3:00 pm – 6:00 pm
6:30 pm – 8:00 pm

Buena Vista/Sutter Home
Buena Vista/Sutter Home
Buena Vista/Sutter Home
Silverado Foyer
Silverado Foyer
Sebastiani
Member’s Clubhouse

Saturday, February 18
Continental Breakfast
Registration
Speaker Ready Room
Spouse Hospitality Room
Silverado History Presentation
President’s Address (all invited)
Introduction of New Members
Scientific Session I
Morning Break
Scientific Session II
Shopping Excursion/Lunch

7:30 am – 9:00 am
7:30 am – 5:00 pm
7:30 am – 5:00 pm
7:30 am – 5:00 pm
8:00 am – 8:10 am
8:10 am – 8:45 am
8:45 am – 9:00 am
9:00 am – 10:30 am
10:30 am – 10:50 am
10:50 am – 12:05 pm
12:00 noon – 4:00 pm

Fairway Deck
Silverado Ballroom Foyer
Sebastiani
Fairway Deck
Silverado Ballroom
Silverado Ballroom
Silverado Ballroom
Silverado Ballroom

Lunch/E-Poster Session

12:15 pm – 2:30 pm

Silverado Ballroom East/West
Buena Vista/Sutter Home
Martini/Trefethen
Chandon/Beringer/Chappellet

Scientific Session III
Wine Lecture
Dinner at Leisure

2:30 pm – 4:15 pm
4:15 pm – 5:15 pm

Silverado Ballroom
Vintner's Court
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Silverado Ballroom
Downtown Napa

PLEASE NOTE THAT THIS SCHEDULE IS SUBJECT TO CHANGE

Sunday, February 19
Continental Breakfast
7:00 am – 9:00 am
Registration
7:00 am – 12:00 noon
Speaker Ready Room
7:00 am – 12:00 noon
Spouse Hospitality Room
7:00 am – 5:00 pm
Scientific Session IV – Resident’s Forum 7:30 am – 9:10 am
Morning Break
9:10 am – 9:30 am
Historical Vignette
9:30 am – 9:50 am
President’s Forum
9:50 am – 11:15 am
Olive Oil Orchard Tour/Tasting
10:00 am – 12:30 pm
Scientific Session V
11:15 am – 12:30 pm
Golf Tournament
12:00 noon – 5:00 pm
Fun Run & Walk
1:30 pm – 2:30 pm
Tennis Tournament
1:30 pm – 3:30 pm

Fairway Deck
Silverado Foyer
Sebastiani
Fairway Deck
Silverado Ballroom
Silverado Ballroom
Silverado Ballroom
Long Meadow Ranch
Silverado Ballroom
Silverado Golf Course
Silverado Spa
Silverado Tennis Courts

President’s Reception

5:00 pm – 6:00 pm
(buses will leave the
Silverado at 4:30 pm)

Artesa Winery

President’s Dinner

6:00 pm – 10:30 pm

Artesa Winery

Monday, February 20
Continental Breakfast
Registration
Speaker Ready Room
Scientific Session VI
Morning Break
Scientific Session VII
Business Meeting
Meeting Adjourns

7:30 am – 9:30 am
7:30 am – 12:00 noon
7:30 am – 12:00 noon
8:00 am – 9:15 am
9:15 am – 9:25 am
9:25 am – 11:15 am
11:15 am – 12:00 noon
by 12:00 noon
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Fairway Deck
Silverado Foyer
Sebastiani
Silverado Ballroom
Silverado Ballroom
Silverado Ballroom

Scientific Session Agenda
SATURDAY, FEBRUARY 18, 2012
8:00 - 8:10 am

History of the Silverado 		

Wen Shen

8:10 - 8:20 am

Regional Surgical Meetings

Thomas Russell

8:20 - 8:45 am

President’s Address

8:45 – 9:00 am

Introduction of New Members

9:00 - 10:30 am Scientific Session I		
Laura Esserman
1
Survival And Recurrence Patterns Of Patients With Tumor Free Sentinel
Lymph Nodes In Long-Term Follow-Up.
2
Selective Preoperative Magnetic Resonance Imaging Does Not Reduce the
Re-operation Rate in Operative Breast Cancer.
3
Pre-Operative Imaging Underestimates the Number of Pulmonary 		
Melanoma Metastases: Implications for Minimally Invasive Techniques.
4
Lack of Benefit From Perioperative Epidural Analgesia Among Patients
Undergoing Elective Gastric and Pancreatic Reactions.
10:30 – 10:50 am Morning Break
10:50 am – 12:05 pm
Scientific Session II
Margaret Knudson
5
Does Resident Involvement Impact Trauma Outcomes?
6
Early Hyperoxia Worsens Outcomes After Traumatic Brain Injury.
7
Radiologic Evaluation of Alternative Sites for Needle Decompression of
Tension Pneumothorax.
12:15 – 2:30 pm Lunch/E-Poster Sessions
						Joe Hines
						Andrew DiFronzo
1A

2A
3A
4A
5A
6A

Prospective Study of 354 Single Incision Laparoscopic Cholecystectomy 		
and Single Incision Laparoscopic Appendectomy : Using conventional non-		
articulate laparoscopic instruments.
The Impact of Race on Outcomes Following Emergency Surgery: An ACS-		
NSIQP Assessment.
Personalized Estimates of Clostridium Difficile Infection Following Colon 		
Resection: Using Bayesian Belief Networks (BBNs) to Predict Perioperative Risk.
Symptom Severity and Poor Quality of Life Are Exacerbated in Women with
Pelvic Floor Disorders Who Report a History of Sexual Abuse.
The Risk Factors for Anastomotic Leakage in Rectal Cancer Patients after 		
Anterior Resection.
Time-Dependent Trends in Lymph Node Yield in Colon Cancer Surgery: An 		
International Multi-Institutional Analysis.
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7A
8A
9A
10A
11A
12A
13A
14A

Medial-to-Lateral vs Lateral-to-Medial Approach for Laparoscopic Right 		
Hemicolectomy.
Middle Segment Pancreatectomy: Gold or Dross?
Laparoscopic Gastrectomy: Analysis of Outcome According to Procedural Type.
Comparison of Biologic and Prosthetic Meshes in Ventral Hernia Repair Using
the Component Separation Technique.
Examining the Relevance of the Physician’s Clinical Assessment and the 		
Reliance on Computed Tomography in Diagnosing Acute Appendicitis.
A Classification and Regression Tree (CART) Model to Predict Acute 			
Appendicitis.
Adult-onset Asthma: GERD-Related Until Proven Otherwise?
A History of Substance Abuse is Not a Contraindication to Bariatric Surgery.

					Richard Bold
					John Vetto
1B
Incremental Value and Clinical Impact Of Neck Sonography for Primary 		
Hyperparathyroidism: A Risk-Adjusted Analysis.
2B
Dominant thyroid nodules of the isthmus > 1cm: What is the appropriate 		
surgical procedure?
3B
The Pathological Features and Surgical Management of Adrenal Cysts.
4B
Outcomes of Adrenalectomy for Unilateral Adrenal Hyperplasia 			
Masquerading as Pheochromocytoma: Is Surgery Justified?
5B
Failure to Comply With National Comprehensive Cancer Guidelines for
Management of Gastric Cancer Compromises Outcomes.
6B
Does D2 Lymph Node Dissection Reduce Locoregional Recurrence In Gastric
Adenocarcinoma?
7B
Sentinel Node Status and Clinical Outcomes of Cutaneous Melanoma from 		
Different Anatomic Sites.
8B
Outcomes of Selective Sentinel Lymphadenectomy in Lower Extremity 		
Melanoma.
9B
Lymphatic Drainage Patterns and Clinical Significance of Sentinel Lymph 		
Node Dissection for External Ear Melanoma.
10B
Sentinel Lymph Node Biopsy for Melanoma: Comparison of Lymphocele
Rates by Surgical Technique.
11B
A Comparison of Oncoplastic Reduction Mammoplasty and Mastectomy
with Immediate Reconstruction in Patients with Locally Advanced Breast Cancer.
12B
Colorectal Liver Metastases: Equivalent Outcomes of Resection, Ablation, and
Combined Resection-Ablation.
13B
Adoption of Pelvic Radiation Therapy for Stage II and III Rectal Cancer in 		
California: A Population Based Study from 1994-2008.
14B
Flourescence Laparoscopy Improves Detection of Metastases in Both Early
and Advanced Colon Cancer in Orthotopic Mouse Models.
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15B

Patients Who Undergo Major Oncological Abdominal Surgery With Pre-		
Operative Epidural Analgesia Do Not Need Thromboprophylaxis.

					Robert Sawin
					Sherry Wren
1C
2C
3C
4C
5C
6C
7C
8C
9C
10C
11C
12C
13C

Negative Screening MRSA Nasal Swab on Admission has a High Negative 		
Predictive Value for Subsequent Hospital Acquired MRSA Infection.
Development and Implementation of a Novel Pre-Medical Surgical
Internship and Mentorship Program.
Unplanned Emergency Department Visits and Readmissions After Surgical 		
Procedure: Can They Be Prevented?
Using the NQF-Endorsed Elderly Surgery Outcomes Measure to Evaluate 		
Hospital Performance and Target Quality Improvement.
Surgical Malpractice: A Review of 100 Reported Lawsuits.
Risk Factors and Post-Operative Complications Associated with Deep Venous 		
Thrombosis in General Surgery Patients.
Maintenance of Certification and Maintenance of Licensure.
Early Intervention to Promote Medical Student Interest in Surgery and the 		
Surgical Subspecialties.
Outcomes with Renal Transplantations From Very Small Pediatric Donors Are
As Good As Standard Donors.
Pediatric Injury Outcomes in Minorities in California.
The Changing Patterns of Laparoscopy for Appendicitis in Children: A 		
Nationwide Analysis.
Risk Factors For Redo Fundoplication.
When Should ERCP Be Used in Gallstone Pancreatitis: Pre-op, Post-op, Both?

					Steven Stain
					Fred Weaver
1D

2D
3D
4D
5D
6D
7D
8D

Major Post-Operative Complications Lead to Significant Delayed Mortality
and May Adversely Affect Long-term Survival After 		
Pancreaticoduodenectomy for Pancreatic Adenocarcinoma.
A Reduction in Survival Despite Changing Trends in the Treatment of Locally
Advanced Hepatocellular Carcinoma.
Alpha-Fetoprotein in the Diagnosis of Hepatocellular Carcinoma.
Higher Cost of Trauma Care on the Pacific Coast: An Economic Analysis of a 		
Nationwide Sample.
The Duo of Mental Illness and Injury: A One-Year Prospective Study On The 		
Consequences Of The Combination.
Identification of Barriers to Adaptation of Battlefield Technologies into 		
Civilian Trauma in California.
Damage Control Surgery Performed During the Global War on Terror.
Timing and Clinical Accuracy of Massive Transfusion Protocol Activation.
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9D
10D
11D
12D
13D
14D

A Practical Index to Predict 30-day Mortality following Major Amputation.
Evolution of Vascular Training for General Surgery Residents: Endo is Essential.
The Effects of Prior Abdominal Surgery and Obesity on Anterior 			
Retroperitoneal Exposure of the Spine.
Thoracic Endovascular Aortic Repair (TEVAR) for Penetrating Atherosclerotic 		
Ulcers of the Thoracic Aorta.
Females with Subclavian Vein Thrombosis Have an Increased Risk of 		
Hypercoagulability.
Decreases in Diameters of Treated Abdominal Aortic Aneurysms Parallel 		
Reduction In Rupture Rate In USA.

2:30 – 4:15 pm
Scientific Session III
Clifford Ko
8
Maternal Outcomes Associated with Appendectomy in Pregnancy: Analysis 		
of the ACS-NSQIP Database.
9
Single-Blind, Randomized, Controlled Trial of Oxygen Insufflation to Reduce 		
Incidence of Postoperative Abscess in Laparoscopic Appendectomy.
10
Umbilical Hernia Repair in Patients with Esophageal Varices or Ascites:
Complication Rates and Predictors of Adverse Outcome.
11
Realistic Distractions and Interruptions Impair Surgical Performance.

SUNDAY, FEBRUARY 19, 2012
7:30 – 9:10 am
Scientific Session IV – Residents’ Forum
Edward Cornwell
12
Realistic Distractions and Interruptions Impair Surgical Performance.
13
Early Laparoscopic Cholecystectomy for Mild Gallstone Pancreatitis: Time for 		
a Paradigm Shift.
14
Superior Late Outcomes and Decreased Bariatric Failure Rates with the 		
Duodenal Switch versus Gastric Bypass for Morbid Obesity.
15
Failure of Iliac Artery Stenting Does Not Lead to Worse Outcomes of
Subsequent Open Operation for Aortoiliac Occlusive Disease.
9:30 – 9:50 am
Historical Vignette
		
John A. Ryan, Jr.
						 “James K. Polk, 			
			
			
Ephraim McDowell and
				
		
John C. Fremont: 			
						Lithotomy, Manifest
						Destiny and foundations 		
						to the PCSA”
9:50 – 11:15 am President’s Forum: “Surgical Education”
						Carlos Pellegrini,
						Donald Trunkey, 			
						Diana L. Farmer,
						Christian de Virgilio
						and Alden H. Harken
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11:15 am – 12:30 pm Scientific Session V
16

17
18

Bruce Gewertz

A Shift in the Management of Symptomatic Chronic Venous Insufficiency: 		
Clinical Outcomes following 1000 Consecutive Radiofrequency Saphenous 		
Vein Ablations in the Ambulatory Setting.
Kidney Transplant Chains Amplify Benefit of Non-Directed Donors.
Low Rates of Graft Loss After Pancreas Transplantation from a Single Center.

MONDAY, FEBRUARY 20, 2012
8:00 – 9:15 am
Scientific Session VI		
Armando Giuliano
19
Predictors of Hypocalcemia after Thyroidectomy: Results from the 			
Nationwide Inpatient Sample.
20
Effect of Body Mass Index on Outcomes of Patients with Papillary Thyroid 		
Cancer.
21
The Impact of Race on Intraoperative PTH Kinetics: An Analysis of 910.		
Patients Undergoing Parathyroidectomy for Primary Hyperparathyroidism.
9:15 – 9:25 am		
9:25 – 11:15 am
22
23
24
25

Break

Scientific Session VII		

Thomas Russell

Standardization of Operative Equipment Reduces Cost.
A Brief Tool to Measure Risk-Adjusted Surgical Outcomes in Small and 		
Resource-Limited Hospitals.
Patient Satisfaction as an Indicator of Quality Surgical Care?
Predictors Of General Surgery Resident Remediation And Attrition:
A Multi-Institutional Study.

11:15 am – 12:00 noon

Business Meeting

12:00 noon		

Meeting Adjourns
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Scientific Sessions
1-25
All Scientific Session and E-Poster Presentation authors
and presenters are MDs unless otherwise noted.
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1
Survival and Recurrence Patterns of Patients With
Tumor-free Sentinel Lymph Nodes in Long-term Follow-up
Authors: N Kapoor, J Yoon, A Giuliano
Institution: John Wayne Cancer Institute, Santa Monica, CA; Cedars-Sinai Medical
Center, Los Angeles, CA
Presenter: Nimmi Kapoor
Primary Discussant: James Goodnight
Discussion Closed By: Armando Giuliano
Background: Management of the axilla for patients with breast cancer has
dramatically changed since the widespread adoption of sentinel lymph node biopsy
(SNB). The efficacy of the technique has been confirmed in randomized controlled
trials. However, the long-term results for patients with hematoxylin and eosin (H&E)
stained – and immunohistochemical (IHC)–negative tumor-free sentinel nodes (SNs)
have not been well studied. We examined the long-term outcome and recurrence
patterns in these patients.
Methods: Patients treated from 1995 to 2002 with SNB alone without axillary dissection
who had H&E- and IHC-negative SNs were identified from our prospectively maintained
database. Patient and tumor characteristics, adjuvant treatment, local and distant
disease recurrence, and survival were recorded. A multivariable analysis (MVA) model
was used to identify significant variables associated with recurrence and survival.
Results: A total of 598 patients were included, with a median follow-up of 113 months
(range: 5–196). Median patient age was 57 years (range: 27–96), median tumor size
was 1.2 cm (range: 0.1–8), and median number of SNs removed was 2 (range: 1–8).
Forty-four patients (7%) developed disease recurrence; there was only 1 axillary
recurrence, 28 breast recurrences, 11 distant recurrences, and 4 patients with both
local and distant recurrences. Median time to recurrence was 46 months (range:
5–158), with 5- and 10-year disease-free survival of 96% and 94%, respectively. Eightyone patients (13.5%) died in the study period; only 10 patients (1.7%) died from their
breast cancer, at a median of 73 months (range: 11–150). On MVA, patients were
significantly more likely to have disease recurrence if they were younger than 50 years
( P < .0009) and less likely to have recurrence if they underwent adjuvant radiation
therapy or chemotherapy (P < .02 and P < .003, respectively). There were no significant
predictors of DSS, but being older than 50 years was significantly associated with
lower overall survival on MVA (P < .02).
Conclusions: This study, which reports the longest follow-up of patients with breast
cancer and H&E and IHC tumor-free SNs, reveals a remarkably low local recurrence
and high disease-free survival. The axillary recurrence rate is minimal, revealing the
accuracy, efficacy, and safety of SNB in early breast cancer. Death from early-stage
breast cancer does occur, however, reinforcing the need to focus on adjuvant, targeted
therapy for the primary tumor rather than on axillary spread.
- 18 -

Notes:

SCIENTIFIC SESSIONS
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2
Selective Preoperative Magnetic Resonance Imaging Does
Not Reduce the Reoperation Rate in Operative Breast Cancer
Authors: J Weber, L Bellin, D Milbourn, K Verbanac, J Wong
Institution: East Carolina University, Brody School of Medicine, Greenville, NC
Presenter: Joseph Weber
Primary Discussant: Sharon Lum
Discussion Closed By: Jan Wong
Hypothesis: Preoperative magnetic resonance imaging (PMRI) reduces the rate of
reoperation in patients with operable breast cancer.
Design: Retrospective cohort study.
Setting: University medical center.
Patients: Women with operable breast cancer treated by a single surgeon between
2005 and 2010.
Intervention: Selective PMRI based upon breast density.
Main Outcome Measures: Breast density, reoperation rate for close (<2 mm) or
positive margins, and pathologically avoidable mastectomy at initial operation.
Results: Of 313 patients in the study, 120 patients underwent PMRI. PMRI patients
were younger than non–magnetic resonance imaging (MRI) patients (mean: 53.6 vs.
59.5 years; P < .0001), were more often non-Hispanic white (62.7% vs. 52.3%, P = .47),
and had significantly more heterogeneously dense or very dense breasts (68.3% vs.
22.3%, P < .001). The incidence of lobular carcinoma (8.9% of the PMRI group vs. 5.2%
of the non-MRI group, P = .27) and the type of surgical procedure (mastectomy vs.
partial mastectomy, P = .31) were similar in both groups. The mean pathologic size
of the excised tumor in the PMRI group was larger than in the non-MRI group (2.02
vs. 1.72 cm, P = .009). The extent of disease was similar (75.8% of the PMRI group vs.
82.4% of the non-MRI group had pathologically localized disease, P = .17). Reoperation
rates were similar between the two groups (19.2% PMRI vs. 17.6% non-MRI, P =
.91) even when stratified by density (P = .42). Pathologically avoidable mastectomy
(PMRI multifocal/centric disease with histopathology demonstrating only localized
malignant disease) occurred in 25% of patients.
Conclusions: The selective use of PRMI to decrease reoperation is not supported by
these data. PMRI appears to overestimate the extent of disease in a substantial number
of patients.
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3
Preoperative Imaging Underestimates the Number of
Pulmonary Melanoma Metastases: Implications for
Minimally Invasive Techniques
Authors: T Kidner, J Yoon, M Faries, D Morton
Institution: John Wayne Cancer Institute, Santa Monica, CA
Presenter: Travis Kidner
Primary Discussant: Richard Bold
Discussion Closed By: Donald Morton
Background: Surgical resections for pulmonary metastatic melanoma are being
performed by minimally invasive techniques in increasing numbers. However, such
techniques may lead to incomplete metastasectomy and retention of radiographically
occult lesions detectible only by manual palpation.
Hypothesis: Preoperative imagining underestimates the number of pulmonary
melanoma metastases.
Patients and Methods: We queried our melanoma database to identify patients
who underwent resection for pulmonary metastatic melanoma. Patients included
had a preoperative chest computed tomography scan performed within 30 days of
resection and a detailed pathology report available. Patient demographics, tumor
characteristics, and overall survival were also examined.
Results: A total of 192 pulmonary resections were performed on 170 patients (69%
male). Mean age was 50 ± 14.6 years at the time of melanoma diagnosis and 57 ± 14.8
years at pulmonary resection. A total of 336 pulmonary metastatic melanoma lesions
were resected, with a mean size of 2.04 cm (range: 0.1–14.0). In 49 of the resections
(26%), additional lesions—not seen on preoperative imaging—were detected through
manual palpation of the subpleural parenchyma. The 5-year rate of overall survival
after surgical procedure was 33%; mean postoperative overall survival was 31 ± 35
months.
Conclusion: Preoperative imaging underestimates the number of pulmonary lesions
in 26% of cases. Since incomplete resection of metastatic disease is associated with
worse outcomes, it is our recommendation that caution be used when considering a
minimally invasive approach for the resection of pulmonary metastatic melanoma.
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Lack of Benefit From Perioperative Epidural Analgesia
Among Patients Undergoing Elective Gastric and Pancreatic
Resections
Authors: D Shah, E Brown, J Russo, S Martinez, J Coates, R Bold, R Canter
Institution: University of California Davis, Sacramento, CA
Presenter: Dhruvil Shah
Primary Discussant: Vijay Trisal
Discussion Closed By: Robert Canter
Background: Outside gynecologic and thoracic surgical procedures, there are limited
data demonstrating improvements in pain control and other postoperative outcomes
with epidural pain catheters.
Hypothesis: The benefits of epidural pain catheters do not extend to patients
undergoing upper abdominal tumor resections.
Objective: To examine the effect of epidural pain catheters on perioperative pain
control, morbidity, and mortality in patients undergoing gastric and pancreatic
resections.
Design: Retrospective analysis.
Setting: University medical center.
Patients: From January 2007 to June 2011, 169 patients underwent elective open
gastric and pancreatic anatomic resections for space-occupying lesions suggestive of
malignancy. Emergency, traumatic, pediatric, enucleation, and disseminated cancer
cases were excluded.
Methods: Clinicopathologic data were reviewed among epidural (E) and nonepidural
(NE) patients for their association with perioperative outcomes.
Results: A total of 120 patients (71%) received an epidural, and 49 patients (29%)
did not. There were 133 pancreatic resections and 36 gastric resections. There were
no significant differences (P > .05) in mean postoperative pain scores (days 0–3)
between E patients (2.83 ± 2.68 – 2.09 ± 1.87) and NE patients (3.02 ± 2.84 – 2.04 ±
1.95). Ketorolac use was similar among E and NE patients. Of E patients, 32% received
intravenous narcotic infusions. Overall complications (36% E vs. 39% NE), prolonged
ileus (13% E vs. 8% NE), pneumonia (12% E vs. 8% NE), venous thromboembolism (6%
E vs. 4% NE), and length of stay (median: 8 E vs. 7 NE) were not significantly different.
Conclusions: The use of epidural pain catheters does not alter pain scores or other
postoperative events in upper abdominal tumor resections. Routine use of epidurals in
this group of patients does not appear to be indicated.
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Does Resident Involvement Affect Trauma Outcomes?
Authors: M Singer, M Bukur, G Barmparas, E Ley, D Margulies, D Malinoski, A Salim
Institution: Cedars-Sinai Medical Center, Los Angeles, CA
Presenter: Matthew Singer
Primary Discussant: Matthew Martin
Discussion Closed By: Ali Salim
Background: Evidence suggests differences in outcomes following elective surgical
procedures with house staff involvement.
Hypothesis: Discrepancies exist in outcomes and complications at teaching trauma
centers (TCs) vs. nonteaching trauma centers (NTCs).
Design: Retrospective analysis using the National Trauma Data Bank (NTDB 2007 and
2008).
Patients and Methods: Patients admitted to Level II trauma centers were
dichotomized by teaching status. TC patients were compared with NTC patients
using demographic, clinical, and outcome data (complications and failure to rescue
[FTR], death from major complications). Regression modeling was used to adjust for
confounding factors to determine the effect of house staff presence on FTR.
Outcome Measures: The primary outcome measures were major complications and
FTR. Secondary outcome measures included lengths of stay and ventilator days.
Results: A total of 162,687 patients were available for analysis. Of these patients, 22.6%
(36,713) were admitted to NTCs. Patients admitted to an NTC were older (52.8 vs.
50.7 years, P < .001), had more severe head injuries (8.3% vs.7.8%, P = .003), and were
more likely to undergo immediate operative intervention (15% vs.13.2%, P < .001) or
intensive care unit admission (28.1% vs.22.8%, P < .001) than patients at TCs. The mean
Injury Severity Score was similar between both groups (10.1 vs.10.4, P = .728). Patients
admitted to NTCs had fewer complications (odds ratio [OR]: 0.6; P < .001), had a lower
adjusted mortality (OR: 0.9; P = .02), and were less likely to have FTR (OR: 0.8; P = .01).
Conclusions: Patients admitted to a Level II TC were associated with increased risk
of a major postinjury complication and had a higher FTR rate compared with those
admitted to NTCs. Further investigation into the differences in care provided at TC and
NTC Level II trauma centers may identify areas for improvement in residency training
and processes of care.

- 26 -

Notes:

SCIENTIFIC SESSIONS

- 27 -

6
Early Hyperoxia Worsens Outcomes After
Traumatic Brain Injury
Authors: M Brenner, D Stein, P Hu, J Kufera, M Wooford, T Scalea
Institution: University of Maryland Shock Trauma Center, Baltimore, MD
Presenter: Megan Brenner
Primary Discussant: Henry Cryer
Discussion Closed By: Thomas Scalea
Objectives: Hypoxia worsens outcomes in traumatic brain injury (TBI) patients;
however, little is known about the effects of other oxygen levels. We reviewed the
relationship between oxygenation and short-term outcomes in TBI patients.
Design: Logistic regression analysis was used to determine whether average high
(>200-mm Hg) or low (<100-mm Hg) PaO2 levels within the first 24 hours of admission
correlated with patient outcomes relative to patients with average PaO2 levels
between 100 and 200 mm Hg.
Setting: Level I trauma center.
Patients: A total of 1,558 consecutive severe TBI patients who survived more than 12
hours after admission.
Main Outcome Measures: Mortality, intensive care unit length of stay (ICULOS),
hospital length of stay (HLOS), and discharge Glasgow coma scale (DCGCS).
Results: Of the patients, 77% were male, and 89% sustained blunt trauma. Mean age,
admission Glasgow coma score (GCS), and Injury Severity Score (ISS) were 41.3 ± 20.6,
8.3 ± 4.7, and 31.9 ± 12.5 years, respectively. ICULOS and HLOS were 8.7 ± 10.5 and 13.8
± 13.7 days, respectively. Average DCGCS was 10.1 + 4.7. Mortality rate was 28%. After
controlling for age, gender, ISS, mechanism of injury, and admission GCS, patients with
high PaO2 levels had significantly higher mortality (P = .02; OR: 1.4; 95% confidence
interval [CI], 1.1–1.8) and lower DCGCS (P = .004; OR: 1.5; 95% CI, 1.1–1.9). Patients with
low PaO2 levels also had increased mortality (P = .03; OR: 1.8; 95% CI, 1.1–2.9).
Conclusion: Hyperoxia within the first 24 hours of hospitalization worsens short-term
functional outcomes and increases mortality after TBI. Hyperoxia and hypoxia were
found to be equally detrimental to short-term outcomes in TBI patients. A narrower
therapeutic window for oxygenation may improve mortality and functional outcomes.
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Radiologic Evaluation of Alternative Sites for Needle
Decompression of Tension Pneumothorax
Authors: K Inaba, C Ives, K McClure, B Branco, M Eckstein, D Shatz, M Martin, S Reddy, D
Demetriades
Institution: USC Medical Center, Los Angeles, CA; UC Davis, Sacramento, CA; Madigan
Army Medical Center, Tacoma, WA
Presenter: Kenji Inaba
Primary Discussant: Martin Schreiber
Discussion Closed By: Kenji Inaba
Background: Tension pneumothorax is a potentially life-threatening condition requiring
urgent decompression. Needle thoracostomy (NT) at the second intercostal space,
midclavicular line (2ndICS/MCL), is associated with a high rate of failure, related in part
to the patient’s chest wall thickness (CWT) and the length of the needle. The purpose of
this study was to use computed tomography (CT) to compare both the traditional NT
decompression site and the fifth intercostal space in the anterior axillary line (5thICS/
AAL). Our hypothesis was that CWT is greater at the 2ndICS/MCL than at the 5thICS/AAL
and that this difference varies with increasing patient body mass index (BMI).
Methods: All injured patients older than 16 years evaluated at a Level I trauma center
(January 2009–January 2010) undergoing chest CT were retrospectively identified.
Clinical demographics were abstracted and the study population separated into BMI
quartiles. From each quartile, 30 patients were randomly chosen for inclusion in the
study based on the a priori power analysis (total n = 120). CWT on CT at the 2ndICS/
MCL was compared with CWT at the 5thICS/AAL on both the right and left for all
BMI quartiles.
Results: A total of 120 patients met inclusion criteria and were enrolled: 81.5%
male, mean age 41 years (range: 16–97), 13.2% penetrating, mean Injury Severity
Score 15.5 ± 10.3, mean BMI 27.9 ± 5 .9 (range: 15.4–60.7). There were no significant
differences in demographics between the study and overall patient populations. The
mean difference in CWT between the 2ndICS/MCL and the 5thICS/AAL was 12.9 mm
(95% confidence interval [CI], 11.0–14.8; P < .001) on the right and 13.4 mm (95% CI,
11.4–15.3; P < .001) on the left. There was a stepwise increase in CWT across all BMI
quartiles, with a significant difference between 2ndICS/MCL and 5thICS/AAL in all
quartiles on both right and left. The CWT exceeded the standard 5-cm decompression
needle length in 42.5% of patients at the 2ndICS/MCL but in only 16.7% of patients at
the 5thICS/AAL.
Conclusion: In this CT-based analysis, NT decompression would be expected to fail in
42.5% of cases at the 2ndICS/MCL, as compared with 16.7% of cases at the 5thICS/AAL.
The CWT at the 5thICS/AAL was 1.3 cm thinner on average and may be a preferred
location for NT decompression.
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Maternal Outcomes Associated With Appendectomy in
Pregnancy: Analysis of the American College of Surgeons
National Surgical Quality Improvement Program Database
Authors: R Mason
Institution: University of Southern California, Keck School of Medicine, Los Angeles, CA
Presenter: Rodney Mason
Primary Discussant: Sherry Wren
Discussion Closed By: Rodney Mason
Objective: To examine maternal outcomes associated with appendectomy in the
pregnant patient.
Design: Retrospective cohort study.
Setting: Academic and private hospitals.
Patients and Methods: Patients undergoing appendectomy (n = 61,988) as a
primary procedure in the American College of Surgeons National Surgical Quality
Improvement Program (ACS-NSQIP) database (2005–2009). Pregnant patients (n = 874)
were identified and compared with a similar cohort of nonpregnant female patients
matched using 30 preoperative NSQIP covariates. Surgical approach (laparoscopic
vs. open) in the pregnant patient was evaluated from a 1:1 matched appendectomy
cohort (n = 25,120) controlling for all 30 preoperative NSQIP covariates and evidence
of appendiceal perforation to minimize the influence of treatment selection bias.
Main Outcome Measures: Patient morbidity, mortality negative appendectomy rate,
and length of stay (LOS).
Results: No significant differences were noted in any of the 30 preoperative baseline
characteristics between the pregnant and matched nonpregnant cohorts or between
the matched open and laparoscopic appendectomy cohorts. There was no mortality.
Overall morbidity between the pregnant and nonpregnant matched cohorts was similar
(4.1% vs. 4.2%, P = .904). The negative appendectomy rate was significantly higher in
pregnant patients (26% vs. 6.7%; odds ratio [OR]: 4.89; 95% confidence interval [CI], 3.6–
6.64; P < .0001). Gravid patients were twice as likely to undergo an open appendectomy
compared with their nonpregnant matches (37% vs. 18%; OR: 2.58; 95% CI, 2.07–3.22;
P < .0001). Unlike the nonpregnant matched cohort, there were no differences in
wound-related complications in pregnant patients undergoing laparoscopic vs. open
appendectomy (pregnant OR: 0.46; 95% CI, 0.10–2.09; P = .32 vs. nonpregnant OR: 0.30;
95% CI, 0.05–0.36; P < .0001). LOS was significantly shorter in the pregnant patients
treated laparoscopically (mean difference: −1.17 days [−1.61 to −0.73], P < .0001).
Conclusions: In NSQIP participating hospitals, pregnant patients have a similar overall
morbidity rate, have a significantly higher negative appendectomy rate, and are more
likely to undergo an open appendectomy compared with nonpregnant patients.
Wound-related advantages of laparoscopy were not apparent in the pregnant patients.
However, LOS was significantly shorter in-the
32 -laparoscopic group of pregnant patients.
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Single-Blind Randomized Controlled Trial of Oxygen
Insufflation to Reduce Incidence of Postoperative Abscess in
Laparoscopic Appendectomy
Authors: S Chang, D Thoman, B Taylor, J Grotts, S Yim, K Waxman
Institution: Santa Barbara Cottage Hospital, Santa Barbara, CA
Presenter: Steven Chang
Primary Discussant: Dan Eisenberg
Discussion Closed By: David Thoman
Objective: To determine if intraabdominal oxygen insufflation reduces the incidence
of postoperative abscess.
Design: A single-blind randomized controlled trial.
Setting: Community teaching hospital.
Patients: Nonpregnant, adults ≥ 18 years of age undergoing laparoscopic
appendectomy for acute appendicitis.
Intervention: Patients undergoing laparoscopic appendectomy for acute appendicitis
were randomly assigned to the study arm in which, at the conclusion of the procedure,
the abdomen was completely desufflated of carbon dioxide and then flushed for 15
seconds with 100% oxygen. The control arm was desufflated only. The patients, but
not the providers, were blinded to the intervention.
Main Outcome Measure: Patients were screened for development of postoperative
intraabdominal abscess, superficial surgical site infection, and ileus. Complications
from oxygen insufflation were also tracked.
Results: Of the 100 patients enrolled in the study, 47 patients were randomized to
receive intraabdominal oxygen insufflation, and 53 patients were controls. The study
was conducted from 2006 to 2011. Perforated appendicitis was present in 28.3% of
patients in the treatment group and in 20.8% of patients in the control group (P =
.35). Three postoperative intraabdominal abscesses were identified in the control
group and none in the study group (P = .05). The numbers of postoperative superficial
surgical site infections (P = .49) and postoperative ileuses (P = .47) were not significant
between treatment and study groups. The median length of stay was 2 days for both
arms of the study (P = 0.90).
Conclusion: Insufflation with 100% oxygen at the conclusion of laparoscopic
appendectomy is safe and may reduce the incidence of postoperative intraabdominal
abscess.
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Umbilical Hernia Repair in Patients With Esophageal Varices
or Ascites: Complication Rates and Predictors of Adverse
Outcome
Authors: S Cho, N Bhayani, P Newell, M Cassera, C Hammill, R Wolf, P Hansen
Institution: Providence Portland Medical Center, Portland, OR
Presenter: Sung Won Cho
Primary Discussant: Linda Wong
Discussion Closed By: Ron Wolf
Objective: The aim of the study was to compare outcomes of elective and emergent
umbilical hernia repair in patients with esophageal varices or ascites and to identify
predictors of postoperative mortality.
Design and Setting: American College of Surgeons National Surgical Quality
Improvement Program (NSQIP) database between 2005 and 2009.
Participants and Interventions: Patients with ascites and/or esophageal varices who
underwent umbilical hernia repair.
Main Outcome Measures: Preoperative variables and perioperative course were
analyzed. Main outcome measures were morbidity and mortality after umbilical hernia
repair.
Results: A total of 414 patients were identified during the study period. Median age
was 56 years, and male-to-female ratio was 304 to 110 (n = 82 for both ascites and
varices; n = 296 for ascites only; n = 36 for varices only). Overall 30-day morbidity and
mortality rates were 14.3% and 6.0%, respectively. Of hernia repair, 47.3% was for
strangulation or incarceration. When compared with the elective setting, emergent
surgery was associated with higher morbidity (22.4% vs. 9.1%; P < .002), with a higher
risk of bowel resection, organ/space surgical site infection, pneumonia, failure to wean
from ventilation, sepsis, reoperation, and longer hospital stay. However, emergent
surgery was not associated with significantly higher mortality rates (8.1% vs. 4.7%; P
= .165). Instead, logistic regression analysis showed that being older than 65 years,
Model for End-Score Liver Disease (MELD) score higher than 15, albumin level less than
3, and sepsis at presentation were more predictive of higher rates of postoperative
mortality.
Conclusion: Although emergent surgery for umbilical hernia repair is associated
with high morbidity rates, both emergent and elective umbilical hernia repairs carry
considerable postoperative mortality rates in this high-risk group. Unless an umbilical
hernia is symptomatic, elective repair should be avoided in patients with esophageal
varices and/or ascites, especially if the patients are older than 65 years, MELD score is
greater than 15, or albumin level is less than 3.
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Realistic Distractions and Interruptions Impair Surgical
Performance
Authors: R Feuerbacher, PhD; B Diggs; K Funk; J Hunter; D Spight
Institution: Oregon State University, Corvallis, OR; Oregon Health and Science
University, Portland, OR
Presenter: Robin Feuerbacher
Primary Discussant: Lygia Stewart
Discussion Closed By: John Hunter
Objective: Although the risks of operating room distractions and interruptions
(ORD/I) are acknowledged, most research on this topic is unrealistic, inconclusive, or
methodologically unsound. We hypothesized that realistic ORD/I would induce errors
in a simulated surgical procedure.
Design, Setting, and Participants: Eighteen second- and third-year surgical
residents completed a within-subjects experiment on a laparoscopic virtual reality
simulator. After 9 months of operating room observations, four distractions and two
interruptions were designed and timed to occur during critical stages in simulated
laparoscopic cholecystectomy. The primary control was the absence or presence of
ORD/I, with the order randomly counterbalanced across the subjects.
Main Outcome Measures: The primary outcome measure was surgical errors
measured by the simulator as damage to arteries, bile ducts, or other organs. The
second outcome measure was whether or not the participants remembered a
prospective memory task that was assigned at the beginning of the procedure and
was important to operative conduct.
Results: Major surgical errors were committed in 8 of 18 simulated procedures (44%)
with ORD/I vs. only 1 of 18 simulated procedures (6%) without ORD/I (P = .020).
Interrupting questions caused the majority of the errors. “Sidebar” conversations were
the next most likely distraction leading to errors. Ten of 18 participants (56%) forgot
the prospective memory task with ORD/I, while 4 of 18 participants (22%) forgot the
task without ORD/I (P = .035). All eight surgical errors with ORD/I occurred after 1 PM
(P = .001).
Conclusions: Typical ORD/I have the potential to cause operative errors in surgical
trainees. This performance deficit was prevalent in the afternoon.
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Lymph Nodes and Survival in Duodenal and Pancreatic
Neuroendocrine Tumors
Authors: G Krampitz, J Norton, G Poultsides, B Visser, L Sun, R Jensen
Institution: Stanford University School of Medicine, Stanford, CA; National Institutes of
Health, Bethesda, MD
Presenter: Geoffrey Krampitz
Primary Discussant: Bruce Stabile
Discussion Closed By: Jeffery Norton
Background: The significance of lymph node metastases in the survival of patients
with pancreatic neuroendocrine tumors (PNETs) is controversial. While most reports
indicate that lymph node metastases have no effect on survival, recent findings
suggest decreased survival. Therefore, the true effect of lymph node metastases on
survival of patients with PNETs remains unclear.
Objective: We aimed to clarify the true effect of lymph node metastases on survival of
patients with PNETs.
Hypothesis: Lymph node metastases decrease survival.
Setting: Two academic medical centers.
Design: The combined databases of two academic medical centers were queried.
Survival analysis was done using the Kaplan-Meier method and group comparisons
using log-rank tests.
Patients: A total of 326 patients underwent surgical procedures for PNETs at academic
center 1 (n = 216) and academic center 2 (n = 110); mean age was 50 years (range:
14–94), and the average follow-up time was 8 years (range: 0.3–28.6).
Main Outcome Measures: Overall survival, disease-related survival, and time to
development of liver metastasis.
Results: There were 250 functional and 76 nonfunctional tumors, with a mean
tumor size of 2.4 cm. Of the tumors, 112 were localized to the pancreas, 178 to the
duodenum, and 34 to other locations. Of the patients, 144 had only a primary tumor,
172 had lymph node involvement, and 53 had liver metastases. Overall survival
was not significantly different between patients with lymph node involvement and
patients without metastases. Patients with lymph node metastases had a shorter
time to development of liver metastases than patients without metastases (P < .001).
This difference was related to the number of lymph nodes involved (P < .001). On
subgroup analysis, there were significant differences in disease-related survival among
patients with no metastases, lymph node metastases, and liver metastases (P < .0001).
The decrease in disease-related survival was related to the number of lymph nodes
involved with tumor (P = .004) (Figure).
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Conclusions: These findings demonstrate that the presence of lymph node metastases
is an important predictor of survival, though less significant than the presence of
liver metastases. Because of the indolent nature of many of these tumors, this effect
is only evident with long-term follow-up and a specific analysis of disease-related
survival. Furthermore, the extent of lymph node involvement is important. These
results suggest that routine removal of lymph nodes should be undertaken in all PNET
surgery to better determine prognosis and facilitate more tailored surveillance.
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Early Laparoscopic Cholecystectomy for Mild Gallstone
Pancreatitis: Time for a Paradigm Shift
Authors: A Falor, C de Virgilio, A Kaji, A Caton, B Kokubun, P Schmit, J Thompson, D
Saltzman
Institution: Harbor UCLA Medical Center, Torrance, CA; UCLA, Los Angeles, CA;
Oliveview Medical Center, Sylmar, CA
Presenter: Ann Falor
Primary Discussant: Michael West
Discussion Closed By: Christian de Virgilio
Hypothesis: Patients with mild gallstone pancreatitis may undergo early laparoscopic
cholecystectomy (LC) (within 48 hours of admission) without awaiting laboratory
normalization of pancreatic and liver enzymes. This protocol may decrease hospital
stay without increasing complications and minimize unnecessary endoscopic
retrograde cholangiopancreatography (ERCP).
Design: A retrospective review at two university-affiliated urban medical centers.
Patients: A total of 303 patients with mild pancreatitis, of whom 117 patients
underwent early LC and 186 patients underwent delayed LC.
Main Outcome Measures: Hospital length of stay, complications, and ERCP.
Results: Similar admission variables were observed in early and late groups, though
the late group was older (P = .006). Hospital stay was significantly shorter for the early
group (3 vs. 6 days, P < .001). Complication rates were similar; however, patients with
early LC were less likely to undergo ERCP (P =.02) (Table).
Conclusions: Early LC may be safely performed in patients with mild gallstone
pancreatitis without concern for increased complications, resulting in shortened
hospital stays and a decrease in ERCP. The practice of delaying LC until normalization of
laboratory values appears to be unnecessary.
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Early LC (n = 117)
Variable (median)
Age
35
Glucose
109
Admission Ranson
1
WBC
10.5
Amylase
819
Lipase
929
Total bilirubin
1.6

Late LC (n = 186)
40
117
1
10.9
985
1129
1.7

Outcomes
Length of stay (days)
3
ERCP (preop)
7 (5.9%)
(postop)
12 (10.3%)
(preop and postop) 19 (16.2%)
Complications
5 (4.2%)
Readmission
4 (3.4%)

6
32 (17%)
19 (10.2%)
51 (27.4%)
9 (4.8%)
2 (1%)

P Value
.006
.07
.2
.9
.5
.6
.3

<.0001
.004
1
.02
1
.2

Abbreviations: ERCP = endoscopic retrograde cholangiopancreatography;
LC = laparoscopic cholecystectomy; WBC = white blood cell.

Notes:

SCIENTIFIC SESSIONS

- 43 -

14
Superior Late Outcomes and Decreased Bariatric Failure
Rates With the Duodenal Switch vs. Gastric Bypass for
Morbid Obesity
Authors: D Nelson, K Blair, J Sebesta, M Martin
Institution: Madigan Army Medical Center, Tacoma, WA
Presenter: Daniel Nelson
Primary Discussant: Alec Beekley
Discussion Closed By: Matthew Martin
Objective: To compare the outcomes of a large cohort undergoing biliopancreatic
diversion/duodenal switch (DS) vs. gastric bypass (GB).
Design: Retrospective review of the Bariatric Outcomes Longitudinal Database from
2007 to 2010. All inpatient and outpatient follow-up data were analyzed.
Setting: Multicenter database.
Patients: Patients undergoing primary DS were compared with a concurrent cohort
undergoing GB.
Main Outcome Measures: (1) Weight loss; (2) control of comorbidities including
diabetes, hypertension, and sleep apnea; and (3) failure to achieve at least 50% excess
body weight loss (%EBWL).
Results: A total of 1,545 patients underwent DS, and 77,406 patients underwent GB,
with a mean preoperative body mass index (BMI) of 52 and 48, respectively (P < .01).
DS was associated with longer operative times, greater blood loss, and longer lengths
of hospital stay (all P < .05). Early reoperation rates were higher in the DS group (3.3%
vs. 1.5%). The percentage change in BMI was significantly greater in the DS group at
all follow-up intervals (P < .05). Subgroup analysis of the superobese population (BMI
>50) revealed significantly greater %EBWL in the DS group at 2 years (79% vs. 67%, P <
.01). Comorbidity control of diabetes, hypertension, and sleep apnea were all superior
with the DS (all P < .05). The risk of weight loss failure was significantly reduced with
DS vs. GB for all patients, with a greater reduction in the BMI >50 subgroup (Figure).
Conclusions: The DS is a less commonly used bariatric operation, with higher early
risks compared with GB. However, the DS achieved better weight and comorbidity
control, with even more pronounced benefits among the superobese.
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Failure of Iliac Artery Stenting Does Not Lead to Worse
Outcomes of Subsequent Open Operation for Aortoiliac
Occlusive Disease
Authors: R Danczyk, S Kryge, E Mitchell, B Petersen, E James, T Liem, G Landry, G
Moneta
Institution: Oregon Health and Science University, Portland, OR; Portland Veterans
Affairs Medical Center, Dotter Institute, Portland, OR
Presenter: Rachel Danczyk
Primary Discussant: Jason Lee
Discussion Closed By: Gregory Moneta
Background: Endovascular treatment (ET) of aortoiliac occlusive disease (AIOD) is
usually the preferred therapy. Some patients fail ET and subsequently require an open
procedure; however, there is little information on outcomes of open reconstruction
for failed ET of AIOD. We compared patient outcomes of primary open operation for
AIOD with outcomes of patients undergoing secondary open operations for failed ET
of AIOD.
Methods: Single-institution patients from 1998 to 2010 who underwent primary open
operation for AIOD or secondary open operation for failed ET of AIOD were identified.
Demographics, comorbidities, and outcomes were analyzed using Kaplan-Meier and
Cox regression methods.
Results: Primary open operations (n = 153) were 44% aortobifemoral grafts (ABFGs),
25% axillobifemoral grafts (AxBFGs), and 31% femoral-femoral grafts (FFGs). Secondary
open operations (n = 35) were 80% ABFGs, 14% AxBFGs, and 6% FFGs. Demographics
and comorbidities were similar between groups, as was indication for surgical
procedure (55% for critical limb ischemia [CLI] in both groups). Twenty percent of
patients initially treated for claudication in the endovascular group progressed to
CLI after failed ET for AIOD. Mean changes in ABIs following open operation were
similar between groups (0.28 for both). Mean survival was 5.5 ± 0.4 and 6.9 ± 0.6
years, respectively, in the patients undergoing primary vs. secondary open surgical
procedures for AIOD (P = .01). Seven amputations occurred over a mean follow-up of
3 years, all in the primary open surgical procedure group. Diabetes and chronic renal
insufficiency were associated with decreased survival (hazard ratios: 1.9, 2.7; all P <
.05).
Conclusion: Patients undergoing primary vs. secondary operation for AIOD have
similar demographics and comorbidities. Despite a higher proportion of ABFGs in
patients undergoing a secondary open surgical procedure for failed ET of AIOD and
a 20% conversion of claudication to CLI with failed ET of AIOD, late survival and limb
salvage were better in patients undergoing secondary vs. primary open surgical
procedure for AIOD. Failed ET for AIOD does not lead to worse outcomes for patients
undergoing an open surgical procedure for AIOD.
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A Shift in the Management of Symptomatic Chronic
Venous Insufficiency: Clinical Outcomes Following 1,000
Consecutive Radiofrequency Saphenous Vein Ablations in
the Ambulatory Setting
Authors: J Jimenez, M Harlander-Locke, P Lawrence, B DeRubertis, D Rigberg, H
Gelabert
Institution: UCLA Division of Vascular Surgery, Los Angeles, CA
Presenter: Juan Carlos Jimenez
Primary Discussant: Jason Lee
Discussion Closed By: Juan Carlos Jimenez
Background: Saphenous vein ligation and stripping has long been considered the
standard of care for patients with symptomatic chronic venous insufficiency (CVI).
Recently, percutaneous endovenous closure of the superficial venous system has
shifted management of this disorder to the office-based setting without the need for
general anesthesia. This study examines the outcomes following 1,000 consecutive
endovenous radiofrequency ablation (RFA) procedures of saphenous veins for a wide
range of chronic venous problems performed at a tertiary care institution.
Methods: Between 2004 and 2011, patients with symptomatic saphenous venous
incompetence (CEAP 2–6 venous disease) underwent endovenous RFA of these
refluxing superficial veins. Demographic data, risk factors, procedural success rates,
concurrent procedures, complications, and relief of symptoms/disease were recorded.
Asymptomatic patients were excluded from the review.
Results: One thousand endovenous RFA procedures (95.5% greater saphenous vein
and accessory great saphenous veins, 4.5% small saphenous vein) were performed in
the ambulatory setting (735 patients, 862 limbs). Indications for treatment included
lifestyle-limiting pain (94.8%), swelling (66%), lipodermatosclerosis (5.3%), ulceration
(8.6%), and/or bleeding (1.4%). All patients (100%) underwent follow-up duplex
ultrasonography 48–72 hours after the procedure to assess for successful closure and
to rule out deep venous thrombosis. The majority of patients (86.7%) had symptom
relief or improvement of their symptoms at a mean follow-up of 9 months. Protrusion
of the saphenous closure extended partially into the deep venous system in 13 patients
(1.3%) and was flush with either the saphenofemoral or saphenopopliteal junction in
18 patients (1.8%); however, no patients developed occlusive deep venous thrombosis
. One patient developed a pulmonary embolus that required anticoagulation despite
normal postoperative ultrasonographic findings. No other patients required hospital
admission, and no deaths occurred during the follow-up period.
Conclusion: Patients with symptomatic CVI benefit from endovenous RFA of
- 48 -

incompetent saphenous veins in the ambulatory setting with comparable results to
published surgical outcomes. This technique represents a safe and effective alternative
to traditional, more invasive treatments. Thrombotic complications are rare; however,
the predictive value of routine postoperative duplex ultrasonography remains unclear.
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Kidney Transplant Chains Amplify Benefit of Nondirected
Donors
Authors: M Melcher, J Veale, D Leeser, C Davis, G Hil, J Milner
Institution: Stanford University, Palo Alto, CA; UCLA, Los Angeles, CA; Cornell
University, Ithaca, NY; University of Washington, Seattle, WA; National Kidney Registry,
Babylon, NY; Loyola University, Chicago, IL
Presenter: Marc Melcher
Primary Discussant: Gerald Lipshutz
Discussion Closed By: Marc Melcher
Background: Altruistic nondirected donors (NDDs) can donate a kidney to a
recipient on the deceased-donor waiting list or trigger multiple transplants through
nonsimultaneous transplant chains. Concerns exist that the latter siphon NDDs from
the waiting list and that donors within chains might not donate after their partner has
received a transplant.
Objective: Determine the number of transplants that NDDs trigger through chains.
Design: Retrospective review of a large, multicenter, living donor–recipient database.
Setting: Fifty-two U.S. transplant centers contributing donor–recipient pairs to the
database.
Participants: NDDs initiating chain transplantation.
Main Outcomes Measures: Number of transplants per NDD.
Results: Sixty-eight NDDs enabled 329 transplants over 42 months starting February
2008 (Table). The mean chain length initiated by NDDs was 4.8 transplants. “O” NDDs
triggered a mean chain length of 5.7 transplants (range: 2–21). During the interval, 59
of 68 chains were closed to the waiting list, 3 of 68 chains were ongoing, and 6 of 68
chains were broken because a bridge donor became unavailable (Figure). No chains
were broken in the last 12 months, and every recipient whose incompatible donor
donated received a kidney. A total of 114 “O” recipients received transplants.
Conclusion: This large series of NDDs shows that each NDD can trigger nearly five
transplants on average, including helping many “O” recipients. The benefit of the 329
recipients who were successfully transplanted and removed from the waiting list,
enabling others to advance, far outweighs the risk of chain breakage, the incidence of
which is low and is improving with experience. Even 59 patients without living donor
partners were directly transplanted with living donor grafts at the end of chains.
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Low Rates of Graft Loss After Pancreas Transplantation
From a Single Center
Authors: D Tai, J Hong, R Busuttil, G Lipshutz
Institution: University of California, Los Angeles–David Geffen School of Medicine,
Los Angeles, CA
Presenter: Denise Tai
Primary Discussant: Chris Freise
Discussion Closed By: Gerald Lipshutz
Objective: Unlike kidney or liver transplantation, pancreas transplantation has been
shaped by complications; thrombosis rates of 10% are often reported. Longer term,
the BK virus (BKV) is a common cause of kidney loss. Complications lead to cited
national 1- and 5-year pancreas survival rates of 85% and 70% with kidney allografts
of 92% and 80%, respectively. In aggregate, studies have associated low-volume
procedures with worse outcomes. The objective of this work was to examine the
results of our center’s experience of patients with type 1 diabetes (T1D) undergoing
pancreas/kidney transplantation in this context.
Setting: University.
Patients: Single-center T1D patients who underwent simultaneous kidney and
pancreas transplantation, pancreas after kidney transplantation, or pancreas
transplantation alone.
Main Outcome Measures: (1) Pancreas and (2) kidney survival; (3) patient survival; and
(4) kidney loss due to BKV.
Results: From August 2004 to June 2011, 63 patients underwent pancreas
transplantation (51% female, aged 42 years). Patient survival at 1, 3, and 5 years was
100%, 98.4%, and 98.4%, respectively. Of two early pancreatic allograft losses, one was
due to thrombosis (1.6%), with a 1- and 5-year pancreas graft survival of 95.2% and
92.0%, respectively; losses at more than 1 year were due to rejection. Kidney survival
was 100% and 95.2% at 1 and 5 years, respectively; losses were due to nephropathy
and microangiopathy, with one death with function. BK viruria incidence was 19%, but
no kidneys were lost because of BKV.
Conclusions: While pancreas transplantation can be complicated by early graft loss,
these results suggest that excellent outcomes at 5 years can be achieved. Close followup and screening after transplant are essential.
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Predictors of Hypocalcemia After Thyroidectomy: Results
From the Nationwide Inpatient Sample
Authors: R Baldassarre, D Chang, K Brumund, M Bouvet
Institution: University of California San Diego, La Jolla, CA
Presenter: Randall Baldassarre
Primary Discussant: Quan-Yang Duh
Discussion Closed By: Michael Bouvet
Objectives: Hypocalcemia is a common complication following thyroidectomy.
However, the incidence of postoperative hypocalcemia varies widely in the literature,
and factors associated with hypocalcemia after thyroid surgery are not well
established. We aimed to identify incidence trends and independent risk factors of
postoperative hypocalcemia.
Design: Analysis of the Nationwide Inpatient Sample database from 1998 to 2008.
Setting: Approximately 1,000 hospitals.
Patients: Thyroidectomy patients.
Main Outcome Measures: Incidence of hypocalcemia during hospitalization after
thyroidectomy.
Results: Overall, 6,605 of 119,567 patients (5.5%) who underwent thyroidectomy
developed hypocalcemia. Total thyroidectomy resulted in a significantly higher
increased incidence of hypocalcemia (9.0%) when compared with unilateral thyroid
lobectomy (1.9%) (P < .001). Thyroidectomy with bilateral neck dissection, the
strongest independent risk factor of postoperative hypocalcemia (odds ratio: 9.42; P
< .001), resulted in an incidence of 23.4%. Patients aged 45–84 years were protected
against hypocalcemia compared with their younger and older counterparts (P < .001).
Hispanic patients (P = .003) and Asian or Pacific Islander patients (P = .027) were more
likely than white patients, and black patients (P = .003) were less likely than white
patients, to develop hypocalcemia. Additional factors independently associated with
postoperative hypocalcemia included female gender, nonteaching hospitals, and
malignant neoplasms of the thyroid gland. Hypocalcemia following thyroidectomy
resulted in 1.47 days of extended hospital stay (3.33 vs.1.85 days, P < .001).
Conclusions: Independent risk factors of hypocalcemia after thyroidectomy have been
identified. Patients at risk may require more intensive calcium monitoring and early
calcium supplementation.
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Effect of Body Mass Index on Outcomes of Patients With
Papillary Thyroid Cancer
Authors: A Harari, B Endo, S Nishimoto, P Ituarte, M Yeh
Institution: UCLA Endocrine Surgical Unit, Los Angeles, CA
Presenter: Avital Harari
Primary Discussant: Quan-Yang Duh
Discussion Closed By: Michael Yeh
Objective: To determine if increasing body mass index (BMI) is associated with more
aggressive disease and adverse surgical outcomes in patients with papillary thyroid
cancer (PTC).
Methods: All patients older than 18 years who underwent total thyroidectomy for PTC
from 2001 to 2010 at a single institution were organized into four BMI groups: normal
(18.5–24.9 kg/m2), overweight (25–29.9 kg/m2), obese (30–39.9 kg/m2), and morbidly
obese (≥40 kg/m2).
Main Outcome Measures: Disease stage at presentation, histologic subtype, duration
of anesthetic induction and extubation, duration of surgical procedure, complications,
length of hospital stay, and American Society of Anesthesiology (ASA) classification.
Results: A total of 405 patients were studied (age range: 18–89 years). Greater BMI
was associated with more advanced disease stage at presentation (P < .0001) and with
more aggressive PTC histopathology (P = .012). Morbidly obese patients presented
more frequently with stage III or stage IV disease (odds ratio: 2.65; P < .0001). Greater
BMI was also associated with longer duration of anesthetic induction (P < .01),
increased length of stay (P < .001), and higher ASA classification (P < .001). Duration
of surgical procedure and complication rates were not associated with BMI. African
Americans were more obese than other races, and men were more overweight than
women (P < .001).
Conclusions: Obese patients present with more advanced stages and more aggressive
forms of PTC. Although obesity affects anesthetic factors, short-term surgical
outcomes were not adversely affected.
Body Mass Index
Odds ratio for American Joint
Committee on Cancer stage III
or IV
Induction time (minutes)
Complication rate
Surgical time (minutes)
Length of stay (days)
	
  

Normal
—
34.2
5.6%
150
—

P Value

1.84
(NS)

Morbidly
Obese
2.65
(P < .0001)

40.4
10.3%
171
1.0

43.2
12.7%
177
1.3

.003
NS
NS
.0005

Overweig
ht
1.93
(NS)

Obese

34.2
6.4%
162
1.1
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The Impact of Race on Intraoperative Parathyroid
Hormone Kinetics: An Analysis of 910 Patients Undergoing
Parathyroidectomy for Primary Hyperparathyroidism
Authors: W Shen, J Kuo, L Ogawa, Q Duh, O Clark, J Gosnell
Institution: University of California, San Francisco, CA; UC Davis, Sacramento, CA;
Tulane University, New Orleans, LA
Presenter: Robin Cisco
Primary Discussant: John Ryan
Discussion Closed By: Wen T. Shen
Background: African-American patients with primary hyperparathyroidism present
with more severe biochemical and symptomatic disease than do non–AfricanAmerican patients. However, the impact of race on intraoperative parathyroid
hormone (IOPTH) measurements has not been determined.
Hypothesis: African-American patients exhibit different IOPTH profiles than do non–
African Americans.
Design: Retrospective review.
Setting: University hospital.
Patients: A total of 910 patients with primary hyperparathyroidism who underwent
parathyroidectomy between 2005 and 2010.
Interventions: All patients underwent preoperative imaging with ultrasonography and
Sestamibi scan, operative exploration, and IOPTH measurement at two time points
preexcision and at 5 and 10 minutes postexcision.
Main Outcome Measures: Race, IOPTH levels, and IOPTH percentage drop.
Results: Of the 910 patients, 734 (81%) were white, 91 (10%) were Native American/
Latino/other, 56 (6%) were Asian, and 28 (3%) were African American. AfricanAmerican patients had significantly higher initial preexcision IOPTH levels compared
with white patients (348.6 + 151.9 ng/L vs. 203.1 + 11.9 ng/L, P < .05) and significantly
higher 5-minute postexcision IOPTH levels (151.2 + 73.7 ng/L vs. 80.4 + 4.3 ng/L, P <
.01). The 10-minute postexcision IOPTH levels were similar between the two groups
(52.3 + 11.8 ng/L vs. 51.5 + 2.0 ng/L), as was the overall percentage drop in IOPTH
(75.6% vs. 74.8%).
Conclusions: African-American patients with primary hyperparathyroidism exhibit
significantly increased initial preexcision and 5-minute postexcision IOPTH values
when compared with white patients. The 10-minute postexcision IOPTH values and
overall percentage drop were no different between races. The altered IOPTH kinetics
identified in African-American patients likely reflects the severity of biochemical
disease but may also be related to genetically predetermined differences in
parathyroid hormone metabolism.
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Standardization of Operative Equipment Reduces Cost
Authors: J Avansino, A Goldin, R Risely, J Waldhausen, R Sawin
Institution: Seattle Children’s Hospital, Seattle, WA
Presenter: Jeffrery Avansino
Primary Discussant: Bruce Gewertz
Discussion Closed By: Robert Sawin
Hypothesis: Cost reduction can be safely achieved by standardizing operative
equipment and reducing variability.
Design: Preimplementation and postimplementation comparison of a standardized
equipment list for laparoscopic appendectomy using multiple linear regression. A
survey evaluated associations between clinical role and years of experience using a
Wilcoxon rank sum test.
Setting: Academic children’s hospital.
Patients: A total of 145 children preimplementation and 101 children
postimplementation.
Interventions: Standardization of equipment for laparoscopic appendectomy for
a group of 10 surgeons with variable supply costs for the same operation (range:
$440–$1,100).
Main Outcome Measures: Operating room (OR) supply costs, operative time,
intraoperative complications, and length of stay. A survey assessing the perception of
surgeons, nurses, and scrub technologists of the impact of standardization on patient
safety, patient care, OR efficiency, and cost.
Results: A 20% average reduction in supply cost per case, with no significant change
in operative time (P = .14), total time in the OR (P = .15), or length of stay (P = .60).
No intraoperative complications were identified in either group. Survey participants
agreed that standardization improves cost and safety. Nurses tended to have greater
agreement that standardization improved efficiency and patient care compared with
other roles (P = .06).
Conclusions: Standardization of operative equipment can result in a significant
cost reduction without affecting quality or delivery of care. Based on average case
number per year, a total annual cost savings of more than $41,000 could be realized.
Survey participants agree that standardization improves cost and patient safety, yet
perceptions regarding the impact on efficiency and patient care varied by occupation.
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A Brief Tool to Measure Risk-Adjusted Surgical Outcomes in
Small and Resource-Limited Hospitals
Authors: J. Anderson, D Chang, S Bickler, R Lassiter, M Talamini
Institution: University of California, San Diego, San Diego, CA; Duke University,
Durham, NC
Presenter: Jamie Anderson
Primary Discussant: Diana Farmer
Discussion Closed By: Mark Talamini
Objectives: To develop and validate a risk-adjusted tool to measure surgical outcomes
in resource-limited hospitals globally.
Design: A list of 36 preoperative variables, chosen based on ease of collection and
availability in low-income countries, was used to develop a model to predict inpatient
mortality. The model was built by sequential addition of variables selected based on
their area under the receiver operator characteristic curve (AUROC) and was externally
validated using data based on chart reviews at one hospital outside the data set.
Setting: Model development was based on data from the National Surgical Quality
Improvement Program (NSQIP) from 2005 to 2009. Validation was based on data from
one nonurban hospital in the United States from 2009 to 2010.
Patients: A total of 971,455 patients in NSQIP and 236 patients from the validation
hospital.
Main Outcome Measures: AUROC for each model.
Results: AUROC values reached above 90% after only three variables (American
Society of Anesthesiologists [ASA] class, functional status at time of surgical procedure,
and age). AUROC values increased to 91% with four variables but did not increase
significantly with additional variables. On validation, the model with the highest
AUROC was the same three-variable model (0.9398).
Conclusions: Only three variables (ASA class, functional status, and age) may be
necessary to develop a risk-adjusted tool to predict inpatient mortality, thus reducing
the cost of collecting variables by 95%. These three variables should be easily
collectible in low- and middle-income countries, thus creating the first standardized
tool to measure surgical outcomes globally. Research is needed to validate this tool in a
variety of clinical settings.
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Patient Satisfaction as an Indicator of Quality Surgical Care?
Authors: H Lyu, M Housman, E Wick, J Freischlag, M Makary
Institution: Johns Hopkins Medical Institutions, Baltimore, MD; Pascal Metrics Inc.,
Washington, DC
Presenter: Heather Lyu
Primary Discussant: Alden Harken
Discussion Closed By: Jonathan Hiatt
Hypothesis: In 2010, national payors announced that they would begin using patient
satisfaction scores to adjust reimbursements in surgery. We hypothesize that patient
satisfaction is not a reliable quality metric for surgical care.
Design: We studied the performance of hospitals that participated in the following:
patient satisfaction survey, employee safety attitudes questionnaire, and Center for
Medicare and Medicaid (CMS) surgical care improvement program.
Setting: Thirty-one U.S. hospitals.
Participants: Patients and hospital employees.
Main Outcome Measures: Patient satisfaction scores were compared with hospital
employee safety attitudes (culture) scores and CMS process measures of surgical care
over a 2-year period (2009–2010). Secondary outcomes included individual domains of
the culture survey.
Results: Patient satisfaction was not associated with safety attitudes of hospital
employees (Pearson’s correlation: r = 0.295, P = .107). Similarly, there was no
association between patient satisfaction and the individual domains of the safety
attitudes questionnaire (teamwork culture: r = 0.439, P = .013; safety climate: r =
0.395, P = .027; job satisfaction: r = 0.327, P = .071; stress recognition: r = −0.462, P =
.008; working conditions: r = 0.191, P = .301; perceptions of management: r = 0.223,
P = .228). Patient satisfaction was not associated with hospital performance on CMS
process measures (antibiotic prophylaxis: r = −0.216, P = .244; hair removal: r = −0.012,
P =.951; deep vein thrombosis prophylaxis: r = 0.101, P = .591; removal of Foley
catheter: r = −0.089, P = .632).
Conclusion: We found that patient satisfaction was not correlated with hospital
employee safety attitudes or processes of surgical care. To avoid penalizing surgeons
for unreliable metrics, reimbursement adjustments based on patient satisfaction
should be halted until further study can evaluate whether it is a valid indicator of
quality surgical care.
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Predictors of General Surgery Resident Remediation and
Attrition: A Multi-institutional Study
Authors: A Yaghoubian, J Galante, A Kaji, M Reeves, M Melcher,
A Salim, M Dolich, C de Virgilio
Institution: Harbor-UCLA, Torrance, CA; UC Davis, Sacramento, CA; Harbor-UCLA
Medical Center, Torrance, CA; Loma Linda, Loma Linda, CA; Stanford University,
Stanford, CA; Cedars-Sinai Medical Center, Los Angeles, CA;
UCI Medical Center, Orange, CA
Presenter: Arezou Yaghoubian
Primary Discussant: Karen Deveney
Discussion Closed By: Christian de Virgilio
Purpose: To determine rates and predictors of remediation and attrition among
general surgery residents.
Design: A 10-year retrospective analysis of categorical general surgery residents at six
West Coast programs.
Main Outcome Measures: Rates and predictors of remediation and attrition.
Results: A total of 348 categorical general surgery residents were included. Of these
residents, 107 (31%) required remediation, of whom 27 were remediated more than
once. Fifty-five residents (16%) left their program, though only two left because
of failed remediation. Remediation was not a predictor of attrition (20% attrition
for residents who were remediated vs. 15% attrition for residents who were not
remediated [P = .4]). Remediation was due to deficiencies in medical knowledge (74%),
communication skills (24%), patient care (22%), and professionalism (18%). Residents
were remediated by monthly meetings with faculty (79%), readings assignments (72%),
required conferences (27%), and therapy (12%). Seven of the residents who were
remediated were required to repeat a year.
Conclusions: Almost one-third of categorical general surgery residents require
remediation during residency, which is most often due to medical knowledge deficits.
Lower U.S. Medical Licensing Examination 1 and 2 scores are predictors of the need for
remediation. Most remediated residents successfully completed the program. Given
the high rates of remediation and the increased educational burden on clinical faculty,
medical schools need to focus on better preparing students to enter surgical residency.
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Variable
Name

Remediation No
P Value
(n = 107)
Remediation
(n = 233)

Male gender
U.S. citizen
FMG
Surgery
clerkship
honors
USMLE step 1
USMLE step 2

56.1%
94.3%
5.8%
57.9%

66.5%
98.3%
3.9%
45.1%

225
223

232
232

P Value

0.06
0.08
0.4
0.03

Attrition No
(n = 55) Attrition
(n =
293)
52.7%
65.2%
98.0%
96.9%
0%
5.3%
50.9%
47.4%

.08
1.0
.09
.6

0.003
0.03

229
223

.5
.1

229
231

	
  

Abbreviations: FMG = foreign medical graduate; USMLE = U.S.
Medical Licensing Examination.
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1A
Prospective Study of 354 Single-Incision Laparoscopic
Cholecystectomies and Single-Incision Laparoscopic
Appendectomies: Using Conventional Nonarticulate
Laparoscopic Instruments
Authors: S Teh, C Deveney, D McCaslister
Institution: Kaiser Permanente, South San Francisco, CA; Oregon Health Science
University, Portland, OR; Sacred Heart Medical Center, Eugene, OR
Presenter: Swee Teh
Objective: Single-incision laparoscopic surgery often requires the use of specializedport or articulate laparoscopic instruments. The routine use of these instruments
could significantly increase the cost of these common operations. The goal of this
prospective study was to evaluate the safety and effectiveness of single-incision
laparoscopic appendectomy/single-incision laparoscopic cholecystectomy (SILA/SILC)
using conventional nonarticulate laparoscopic instruments.
Design and Patients: Prospective study of all patients who underwent SILC/SILA from
January 2008 to September 2011.
Results: The study cohort consisted of 354 patients; 228 patients had SILC (49 males
and 179 females; mean age: 45 years), and 126 patients had SILA (83 males and 43
females; mean age: 32 years). The mean operative time for SILC was 30.9 minutes
(range: 18–70). Eight patients had concurrent intraoperative cholangiograpahy. Keith
needles were used in 86 patients.Three patients had concurrent SILA. There were
three postoperative readmissions for Keith needle site pain. One cystic duct leak was
managed nonoperatively. Ten SILA patients (7.7%) had perforated acute appendicitis,
and 12 patients (9.6%) had a single-incision laparoscopic partial cecectomy. The mean
operative time was 21.7 minutes (range: 14–60). A total of 124 patients (98%) had
successful SILA without conversion to an open surgical procedure. There were three
cases of urinary retention and five superficial wound infections. After a mean follow-up
of 16 months, there was no incident of incisional hernia.
Conclusion: SILC/SILA can be performed safely using conventional nonarticulate
laparoscopic instruments without the need for a specialized port. The costeffectiveness of the described technique may offer a useful addition to the
armamentarium of general surgeons caring for such patients.
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2A
The Impact of Race on Outcomes Following Emergency
Surgery: An American College of Surgeons National Surgical
Quality Improvement Program Assessment
Authors: M Causey, Q Hatch, J Maykel, D McVay, E Johnson, M Martin, S Steele
Institution: Madigan Army Medical Center, University of Massachusetts, Worster, MA;
Eisenhower Army Medical Center, Fort Gordon, GA
Presenter: Marlin Causey
Objective: To determine the impact of race on emergency surgery outcomes.
Design: Retrospective large database study.
Setting: 2005–2009 American College of Surgeons National Surgical Quality
Improvement Program databases.
Patients: Patients older than 16 years undergoing an emergency abdominal surgical
procedure.
Main Outcome Measures: Morbidity and mortality.
Results: A total of 75,285 patients met inclusion criteria (mean age: 48.2 ± 19.9 years;
51.7% female). Seventy-nine percent were Caucasian, 9.9% black, 5.0% Hispanic, 3.7%
Asian, 1.3% American Indian or Alaskan Native, and 0.2% Pacific Islander. Annual rates
of emergency operations ranged from 7.3% to 8.5% (P = .22). Comorbidities included
hypertension (32%), diabetes (9%), steroid use (4%), ventilator dependence (3%),
and acute renal failure (1.4%), and 0.8% were pregnant. The overall complication rate
(18.6%) and mortality rate (4.6%) were highest in the black population (24.3% and
5.3%), followed by Caucasians (18.7% and 4.6%), with the lowest rate in the Hispanic
population (11.7% and 1.8%) and Pacific Islander population (10.2% and 1.8%, P
< .001) (Table). When compared with the Caucasian population, and accounting
for comorbidities and type of surgical procedure using multivariate analysis, black
patients had a 1.25-fold (1.17–1.34, P < .001) increased risk of complications but no
increased risk of death (P = .168). When combining all minority groups and comparing
with the Caucasian cohort, overall complications were 1.059-fold [1.004–1.12, P = .034]
higher; however, mortality was reduced by 1.7-fold [1.07–1.34, P = .001].
Conclusions: In patients undergoing an emergency abdominal surgical procedure,
minority race is independently associated with increased complications and reduced
mortality.
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3A
Personalized Estimates of Clostridium Difficile Infection
Following Colon Resection: Using Bayesian Belief Networks
to Predict Perioperative Risk
Authors: S Steele, J Eberhardt, P Kalina, A Nissan, I Avital, A Bilchik,
E Johnson, A Stojadinovic
Institution: Madigan Army Medical Center, Fort Lewis, WA; Decision Q Corporation,
Washington, DC; Rabin Medical Center, Petah Tikvah, Israel; National Cancer Institute/
NIH, Bethesda, MD; UCLA, Santa Monica, CA; Walter Reed Army Medical Center,
Washington, DC
Presenter: Scott Steele
Objectives: Clostridium difficile (CD) infection following colorectal resection is an
increasing source of morbidity and mortality. We sought to determine whether
machine-learned Bayesian belief networks (ml-BBNs) could preoperatively provide
clinicians with estimates of postoperative CD risk.
Design: Retrospective modeling of a national registry dataset with independent set
validation.
Setting: Nationwide Inpatient Sample (NIS).
Patients: NIS registries were obtained for 2005 and 2006 for initial model training,
and for 2007 for testing and validation. International Classification of Diseases, Ninth
Edition, Clinical Modification codes were used to identify subjects undergoing colon
resection and postoperative CD development. ml-BBNs were trained using a stepwise
process. Receiver operating characteristic curve analysis was conducted, and area
under the curve (AUC) and positive predictive value (PPV) were calculated.
Intervention: Use of predictive modeling to estimate CD risk prior to surgical
procedures.
Main Outcome Measure: Predictive accuracy for CD.
Results: From more than 24 million admissions, 170,723 cases undergoing colon resection
met inclusion criteria. Overall, 1.7% of the cases developed postoperative CD. Using ml-BBN
to estimate CD risk, model AUC is 0.745, PPV is 9.0%, and a high-risk referral rate of 8.1% of
admissions results in 39.1% sensitivity for CD. The high-risk group has a 7.3× relative risk of
CD compared with the low-risk group. Four factors independently influence the probability
of CD development: weight loss, tumor metastases, inflammation and other infections, and
disease severity. The Table demonstrates case-specific estimates of CD in the seven high-risk
cohorts using these factors.
Conclusions: ml-BBNs can produce robust estimates of postoperative CD, allowing
clinicians to institute measures to minimize the risk of CD development.
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4A
Symptom Severity and Poor Quality of Life Are Exacerbated
in Women With Pelvic Floor Disorders Who Report a History
of Sexual Abuse
Authors: L Imhoff, L Liwanag, M Varma
Institution: University of California, San Francisco–East Bay, Oakland, CA; University of
California, San Francisco, San Francisco, CA
Presenter: Laurel Imhoff
Objective: To examine the relationship between symptom severity, quality of life, and
physiology testing parameters in women with pelvic floor disorders based on a history
of sexual abuse.
Design: A cross-sectional study of a prospectively maintained clinical database.
Setting: A tertiary referral center for evaluation and physiologic testing for pelvic floor
disorders, including fecal incontinence and constipation.
Patients: Women with fecal incontinence or constipation seen over a 6-year period.
Main Outcome Measures: Symptom severity and quality of life were measured with
the Fecal Incontinence Severity Index (FISI), Fecal Incontinence Quality of Life Scale
(FIQL), Constipation Severity Instrument (CSI), Constipation-Related Quality of Life
(CRQOL) measure, and SF-12. Physiologic parameters were ascertained with anorectal
manometry, electromyography, and endoanal ultrasonography.
Results: Of the 1,781 women seen, 213 (11.9%) reported sexual abuse. Abused
subjects were more likely to be white, report a psychiatric illness, and have a prior
hysterectomy or episiotomy. On bivariate analysis, subjects with a history of sexual
abuse demonstrated increased symptom severity and diminished quality of life:
FISI (P = .0036), CSI (P = .0009), FIQL (P = .0006), CRQOL (P = .0091), and SF-12 (P =
.002–.0036). Physiologic parameters were no different in patients with or without prior
sexual abuse.
Conclusions: A history of sexual abuse significantly alters disease perception for both
fecal incontinence and constipation but is not manifested by more severe changes
in physiologic parameters. A history of abuse should be elicited in patients who
present for evaluation of pelvic floor disorders, as the abuse may play a role in the
discrepancy between symptom reporting and testing results that can affect treatment
recommendations.
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5A
The Risk Factors for Anastomotic Leakage in Rectal Cancer
Patients After Anterior Resection
Authors: C Kang, R Luo, S Mills, M Stamos
Institution: UCI Medical Center, Department of Surgery, Orange, CA; University of
California Irvine, Orange, CA
Presenter: Celeste Kang
Objective: The risk factors for anastomotic leakage after anterior resection (AR) remain
controversial, as the findings are often inconsistent or inconclusive. This study analyzes
the risk factors for anastomotic leakage in rectal cancer patients after AR.
Methods: Using the Nationwide Inpatient Database from 2006 to 2009, a retrospective
analysis of rectal cancer patients surgically treated with AR was conducted. Based on
the occurrence of anastomotic leakage, the patients were divided into a leakage group
and a no-leakage group. The patients’ demographic characteristics, preoperative
comorbidities, and perioperative complications were evaluated. Multivariate logistic
regression analysis was performed to identify independent risk factors.
Results: A total of 15,390 rectal cancer patients undergoing AR were identified.
Anastomotic leakage was identified in 16.57% of the patients. The overall inhospital
mortality was 1.42%. Anastomotic leakage led to a significantly higher mortality
compared with the no-leakage group (2.63% vs. 1.18%, P < .01). More patients in
the leakage group had stage III cancer than in the no-leakage group. Univariate
analysis showed that being older than 65 years and being male significantly
increased the risk of leakage. Preoperative factors including alcohol abuse, anemia,
obesity, congestive heart failure, chronic pulmonary disease, coagulopathy, weight
loss, and renal failure were significantly higher in the leakage group than the noleakage group. Patients who also underwent an ileostomy or colostomy for proximal
diversion had a significantly higher incidence of postoperative leakage. Perioperative
complications such as ileus, wound infection, urinary retention, acute renal failure,
pneumonia, respiratory failure, deep venous thrombosis, and pulmonary embolism
were significantly higher in the leakage group than in the no-leakage group. When
multivariate logistic regression analysis was performed, male sex, being older than
65 years, and preoperative comorbidities of anemia, coagulopathy, obesity, and
weight loss were independent risk factors for anastomotic leakage. Hypertension was
associated with a significant decrease in the risk of leakage.
Conclusion: Male sex, being older than 65 years, anemia, coagulopathy, obesity, and
recent weight loss are associated with increased risk for anastomotic leakage after
AR. Hypertension was associated with decreased risk. Further studies are needed to
delineate the significance of these findings.
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6A
Time-Dependent Trends in Lymph Node Yield in Colon
Cancer Surgery: An International Multi-institutional Analysis
Authors: A Bilchik; A Stojadinovic, PhD; A Nissan; S Chen; Z Wainberg; P Shen;
M McCarter; M Protic; R Howard; S Steele; G Peoples
Institution: UCLA, Santa Monica, CA; Walter Reed Army Medical Center, Washington,
DC; Rabin Medical Center, Petah Tikvah, Israel; University of California, Davis,
Sacramento, CA; University of California, Los Angeles, Los Angeles, CA; Wake Forest
Baptist Medical Center, Winston-Salem, NC
Presenter: Alexander Stojadinovic
Background: The extent of nodal resection and the accuracy of nodal assessment
are critical to staging and treatment planning in patients with colon cancer (CC). The
American College of Surgeons Commission on Cancer endorses a nationally agreedupon 12-node minimum quality standard in CC. The impact of this quality measure on
lymph node yield (LNY) is evaluated in two international multicenter prospective trials
comprising a well-characterized cohort assembled over 8 years (2001–2009) with longterm follow-up.
Study Design: Time-dependent analysis of LNY was the dependent variable in a
multivariate linear regression analysis adjusted for age, gender, body mass index (BMI),
tumor size/stage/grade, anatomic location, and date of surgical procedure.
Results: We studied 245 patients (54% female) with nonmetastatic CC. The median
age was 70 years; BMI, 26 kg/m2; tumor size, 4.0 cm; and LNY, 17 nodes. Seventy-two
percent had T3 (70%) or T4 tumors. Adherence to the 12-node minimum was 70%
(2001–2002), 81% (2003–2004), 90% (2005–2006), and 94% (2007–2008). A significant
increase in LNY over time (P < .001; median LNY: 2001–2004 = 15 vs. 2005–2008 =
17) was observed on multivariate analysis controlling for tumor size (P < .001) and
right-sided tumor location (P < .001). On multivariate analysis, nodal disease volume
independently correlated with 3-year disease-free survival (N0i[−] = 96%; N0i[+] = 92%;
N1mi = 73%; N1 = 71%; N2 = 48%; P < .0001).
Conclusions: Despite the independent predictors of nodal yield (tumor location
and size), the year of study still had a significant impact on nodal yield. Consistent
pathologic diligence improved over time in alignment with quality standards, thereby
optimizing the accuracy of nodal staging in CC.
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7A
Medial-to-Lateral vs. Lateral-to-Medial Approach for
Laparoscopic Right Hemicolectomy
Authors: R Khan, MBBS; C Behren; B Tang
Institution: University of British Columbia, Vancouver, BC; Vancouver Island Health
Authority, Victoria, BC
Presenter: Rana Khan
Objective: Comparison of outcomes between two techniques in mobilizing the right
colon for right hemicolectomy (RH) in benign and malignant conditions.
Design, Setting, and Patients: Review of prospective data (January 2004–February
2011) for patients who had RH by a single surgeon at a community hospital.
Primary outcomes: Operating room (OR) time, conversion rate (CnR), and number of
lymph nodes (LNs) in cancer patients.
Secondary outcomes: Length of incision (LOI), length of hospital stay (LOS),
complication rate (CR), cost difference, and 30-day readmission rate (30-RR).
Results: The medial-to-lateral (ML) group (n = 42) and the lateral-to-medial (LM) group
(n = 37) were similar in terms of their demographic characteristics in All and Cancer
patients. OR time was shorter, and CnR was significantly lower, in ML patients (143.6
minutes compared with 179.5 minutes [P = .0003] and 2.4% compared with 16.2% [P
= .047]). Overall CR was 19.5% (n = 8) and 16.2% (n = 6) in ML and LM, respectively (P
= .934). There was no significant difference in LOI, LOS, CR, or 30-RR. Among cancer
patients, the ML (n = 29) and LM (n = 23) groups demonstrated shorter OR time in ML
(P = .0002) and higher LN harvest (ML: 24.6 ± 10.6 vs. LM: 16.7 ± 8.5; P = .006). In all
patients, the ML approach cost $385 more than the LM approach (P < .001) in terms of
total OR cost. The labor cost for LM was $126 more (P = .001).
Conclusion: The ML approach for RH is associated with shorter OR time, lower CnR,
and increased LN harvest. Total cost was high in the ML group.
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8A
Middle Segment Pancreatectomy: Gold or Dross?
Authors: R Wrona, S Mulvihill, D Larsen, R Glasgow, C Scaife
Institution: University of Utah Health Sciences, Salt Lake City, UT
Presenter: Robert Wrona
Background: Compared with more extensive resections, middle segment
pancreatectomy (MSP) offers the theoretical benefit of preservation of pancreatic
parenchyma along with endocrine and exocrine function. Acceptance of MSP has
been limited because of equivocal data demonstrating superiority over extensive
resections. This study reports the outcomes of a single-institution series of 23 patients
undergoing MSP.
Methods: With institutional review board approval, a retrospective review of the
medical records of all patients who underwent MSP was performed.
Results: Twenty-three patients with benign or premalignant pancreatic neoplasms
were treated with MSP over an 8-year period from March 2003 through March 2011.
Follow-up ranged from 2 weeks to 72 months, with a median follow-up of 1 year.
No deaths occurred within 30 days of the surgical procedure. Overall morbidity was
57%, with complications ranging from urinary tract infection to acute reoperation
for hemorrhage. No previously nondiabetic patients developed diabetes following
operation. No diabetic patients who were controlled on oral hypoglycemic agents
before the surgical procedure progressed to insulin dependence postoperatively. No
patient developed new-onset pancreatic exocrine insufficiency following MSP. The
pancreatic fistula rate in this series was 35%. None of the leaks required reoperation.
Discussion: MSP may be safely performed for neoplasms of the neck and the
body of the pancreas with acceptable morbidity and mortality. The procedure has
minimal detrimental impact on pancreatic endocrine and exocrine function. MSP is a
reasonable alternative to more extensive pancreatectomy for selected patients.

- 86 -

Notes:

E-POSTER SESSION A

- 87 -

9A
Laparoscopic Gastrectomy: Analysis of Outcome According to
Procedural Type
Authors: N Nguyen, B Nguyen, B Smith
Institution: University of California Irvine Medical Center, Orange, CA
Presenter: Brian Smith
Hypothesis: Laparoscopic gastrectomy for patients with benign and malignant gastric
pathologic conditions is feasible and safe.
Design: Retrospective review.
Setting: University medical center.
Patients and Methods: We reviewed 63 consecutive laparoscopic gastrectomy
procedures performed between January 2001 and September 2011. Main outcome
measures including operative time, blood loss, intensive care unit and hospital stay,
conversion, morbidity, mortality, and pathology were analyzed according to procedural
type.
Results: Sixty patients had carcinoma, and three patients had benign disease.
Laparoscopic gastrectomy operations included total gastrectomy (n = 14), subtotal
gastrectomy (n = 23), distal gastrectomy (n = 20), proximal gastrectomy (n = 5),
and vertical sleeve gastrectomy (n = 1). The Table shows outcome measures for the
operations. There were no 30-day or inhospital mortalities. There were no conversions
to laparotomy.
Conclusion: Overall, the laparoscopic approach to gastrectomy is safe, provides
good oncologic resection, and is associated with low morbidity and no mortality.
Laparoscopic total gastrectomy is associated with the highest leak rate, while
laparoscopic proximal gastrectomy is associated with longer operative time, higher
blood loss, and a high rate of late stricture formation.
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10A
Comparison of Biologic and Prosthetic Mesh in Ventral
Hernia Repair Using the Component Separation Technique
Authors: D Suver, J Cleveland, M Sinanan, O Louie
Institution: University of Washington Medical Center, Seattle, WA
Presenter: Daniel Suver
Objective: To determine if any differences exist between clinical outcomes for
component separation ventral hernia repair with prosthetic vs. biologic mesh.
Design/Setting: Retrospective review of patients who underwent operations from
2008 to 2010 at an academic medical center.
Main Outcome Measures: Hernia recurrence, major complications, and minor
complications.
Results: A total of 73 patients underwent component separation for ventral hernia
repair. Either biologic mesh (n = 46) or prosthetic mesh (n = 27) was placed in an
underlay position. Primary fascial opposition was achieved in all prosthetic mesh
cases and in 78% of biologic mesh cases. Median length of follow-up was 11 months
(prosthetic mesh) and 9.6 months (biologic mesh). The two groups were comparable
with respect to age (54.3 vs. 55.7 years), ASA score (2.82 vs. 2.85), prior abdominal
procedures (4.5 vs. 4.1), and preoperative albumin level (3.4 vs. 3.2). Body mass index
was significantly higher in the prosthetic group (38.0 vs. 32.3). Contamination and
premorbid medical conditions were worse in the biologic mesh group (Ventral Hernia
Working Group score: 2.9 vs. 2.1). Sixty-three percent of patients in the biologic
group had concurrent procedures, such as bowel resection or fistula takedown, vs.
3.7% in the prosthetic group. There was one recurrence in the prosthetic group and
five recurrences in the biologic group (3.7% vs. 10.9%). The two groups had major
complication rates of 15% vs. 22% and minor complication rates of 26% vs. 37%.
Observed differences in outcomes were not statistically significant.
Conclusions: Component separation in conjunction with either biologic or prosthetic
mesh for ventral hernia repair results in low recurrence rates with similar overall
complication profiles, despite the higher Ventral Hernia Working Group grading score
in the biologic mesh group.
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11A
Examining the Relevance of the Physician’s Clinical
Assessment and the Reliance on Computed Tomography in
Diagnosing Acute Appendicitis
Authors: D Nelson, M Causey, C Porta, D McVay, A Carnes, E Johnson, S Steele
Institution: Madigan Army Medical Center, Fort Lewis, WA
Presenter: Daniel Nelson
Objective: To examine the relevance of clinical assessment in diagnosing acute
appendicitis in today’s medical environment, in which the routine use of computed
tomography (CT) has become the norm.
Design: Retrospective database review (2006–2010). Patient demographics, Alvarado
clinical assessment scoring, radiology results, and pathology results were analyzed.
Setting: Tertiary care medical center.
Patients: Patients undergoing appendectomy for presumed diagnosis of acute
appendicitis.
Main Outcome Measures: (1) Accuracy of the surgeon’s clinical assessment and CT;
and (2) frequency of CT use.
Results: A total of 664 patients met inclusion criteria (mean age: 31 ± 16 years;
37% female). According to Alvarado scoring, 5% had low likelihood (0–3), 35% had
moderate likelihood (4–6), and 61% had high likelihood (>7) of appendicitis following
surgeon assessment. Higher scores were significantly associated with a pathologic
diagnosis of appendicitis (low, 87%; moderate, 92%; high, 96%; P = .05; odds ratio:
3.308; 95% confidence interval, 1.043–10.487; high vs. low), though nearly 90% of
low-likelihood patients had acute appendicitis on final pathology. As the clinical
assessment scores increased, the use of CT decreased significantly (97%, 85%, 79%; P
= .01), though 82% of the cohort received a CT. CT was highly accurate in diagnosing
acute appendicitis, with sensitivity and specificity of 97% and 88%, respectively
(postive predictive value: 100%; negative predictive value: 79%). From a random
sample of 100 charts, 87% of initial emergency department plans stratified disposition
based on CT results.
Conclusions: Despite clinical assessment correlating with a higher suspicion of acute
appendicitis, CT is consistently obtained to assist diagnosis and guide treatment.
While physical examination remains a crucial portion of evaluation, CT has become the
primary modality dictating the care of patients with presumed appendicitis.
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12A
A Classification and Regression Tree Model to Predict Acute
Appendicitis
Authors: A Olusanya, RN; A Abu-Khalil; C Li, T Lin; S Martinez; D Wisner; V Khatri
Institution: University of California, Davis Medical Center, Sacramento, CA; University
of California, Davis, Davis, CA; Department of Surgery, University of California, Davis
Medical Center, Sacramento, CA
Presenter: Ambimbola Olysanya
Background: Acute appendicitis is the most common diagnosis requiring urgent
surgical intervention. The aim of this study was to evaluate the predictive value of
common clinical variables and computed tomography (CT) scan in the diagnosis of
appendicitis.
Methods: A retrospective review of 1,050 patients who underwent appendectomy
was performed. Abstracted clinical variables included periumbilical pain, right lower
quadrant pain, pain migration, anorexia, nausea, rebound tenderness, Rovsing sign,
white blood cell count (WBC), left shift, leukocytosis, and the use of ultrasonography
and CT scanning. The Wilcoxon rank-sum test was used to compare the univariate
predictive utility of these clinical variables with pathology findings. Two multivariate
models were constructed to identify independent predictors of appendicitis: a logistic
regression model and a classification and regression tree (CART) model. CART analysis
allowed for the diagnostic decision tree.
Results: The mean age was 28.3 years, and 56.8% were male. Univariate analysis
revealed a statistically significant association between appendicitis and periumbilical
pain, pain migration, anorexia, nausea, rebound tenderness, Rovsing sign, WBC,
leukocytosis, and left shift. On multivariate logistic regression, only pain migration
predicted appendicitis (odds ratio: 3.32; 95% confidence interval, 1.29–8.54; P = .013).
There was a statistically significant association between CT scan and pathology (P <
.0001), with a positive predictive value of 0.97. CART modeling revealed the following
terminal nodes predicting appendicitis: fever, WBC, pain migration, and Rovsing sign.
The CART model predicted 87% with appendicitis.
Conclusions: A CART decision tree model consisting of fever, WBC, and Rovsing sign
was predictive for appendicitis and may be helpful for deciding which patients may
safely forgo CT scan for the diagnosis of appendicitis.
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13A
Adult-Onset Asthma: Gastroesophageal Reflux Disease
Related Until Proven Otherwise?
Authors: Y Komatsu, T Hoppo, B Jobe
Institution: Department of Cardiothoracic Surgery, University of Pittsburgh Medical
Center, Pittsburgh, PA
Presenter: Yoshihiro Komatsu
Objective: A causal relationship between adult-onset asthma (AOA) and
gastroesophageal reflux disease (GERD) has been suggested. The objective of this
study was to determine the prevalence of GERD and the proximity of reflux events in
patients with AOA using pharyngeal multichannel intraluminal impedance (PMII). In
addition, the outcome of antireflux surgery (ARS) in patients with AOA was assessed.
Design: Retrospective review of prospectively collected data.
Setting: Tertiary care university hospital.
Patients, Interventions, and Outcomes: Patients with AOA underwent PMII, and
patients with abnormal proximal exposure defined as laryngopharyngeal reflux (≥1
per day) and/or full-column reflux (≥5 per day) subsequently underwent ARS. The
outcomes were reviewed.
Results: From October 2009 to June 2011, 31 patients with AOA (4 males, 27 females;
mean age: 54 years) underwent PMII. Of 27 patients with available information, 20
(74%) had endoscopic and/or radiographic evidence of GERD. Twenty-one patients
(78%) had concomitant typical GERD symptoms. Despite a frequently negative
DeMeester score (81%), abnormal proximal exposure, which occurred predominately
in the upright position, was observed in 19 of 27 patients (70%). Of 18 patients with
abnormal proximal exposure who subsequently underwent ARS, asthmatic symptoms
improved in 16 patients (89%), 6 of whom discontinued or reduced asthmatic
medications, including steroids and bronchodilators, at a mean follow-up of 4 months
(range: 0.5–15 months). Pulmonary function testing before and after ARS revealed
that three of five patients with symptomatic relief (60%) had improvement of forced
expiratory volume in the first second of expiration and peak expiratory flow.
Conclusions: AOA is likely associated with abnormal proximal exposure, which
responds to ARS despite negative pH testing. Patients with AOA should undergo
objective esophageal testing to evaluate for GERD and proximal reflux episodes.
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14A
A History of Substance Abuse Is Not a Contraindication to
Bariatric Surgery
Authors: M Tedesco, N Bellatorre, M Curet, D Eisenberg
Institution: Stanford University School of Medicine and Palo Alto VA HCS, Stanford, CA;
Palo Alto VA Health Care System, Palo Alto, CA
Presenter: Maureen Tedesco
Objective: A history of substance abuse (SA), a relative contraindication to bariatric
surgery, is common among veterans.The veteran population has high rates of morbid
obesity as well. We examined whether a history of SA affects weight loss outcomes
after bariatric surgery in this population.
Methods: A prospective database of bariatric surgery performed at a single institution
was retrospectively reviewed. Data for patients who had enrolled in a dependence
program; who had a Diagnostic and Statistical Manual, Fourth Edition, diagnosis of SA;
or who had a self-reported history were examined.
Results: Of 190 patients who had bariatric surgery, 77% were male (mean age: 52 ±
8.5 years), with a mean body mass index of 46.1 ± 7.9 kg/m2. Fifty-eight percent had
a Roux-en-Y gastric bypass (RYGB), 30% had laparoscopic sleeve gastrectomy (LSG),
and 12% had a laparoscopic gastric band (LGB). A history of SA was found in 37% of
the patients. Of these patients, 59% abused alcohol, 64% abused illicit drugs, and 31%
had a history of abusing both. At 12 months after operation, the percentage of excess
weight loss of the patients with prior SA was 72%, 62%, and 33% for RYGB, LSG, and
LGB, respectively.
Conclusion: Bariatric surgery in veterans with a history of SA results in significant
weight loss and good outcomes, comparable to the entire bariatric cohort. Close
follow-up and a multidisciplinary approach are likely to prove integral to patient
success. Future studies are required to determine long-term success in this cohort.
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1B
Incremental Value and Clinical Impact of Neck Sonography
for Primary Hyperparathyroidism: A Risk-Adjusted Analysis
Authors: M Tee, S Chan, V Nguyen, J Yang, S Strugnell, S Jones, D Levine, S Wiseman
Institution: University of British Columbia, Vancouver, BC
Presenter: May Tee
Objective: To determine the incremental value of adding neck ultrasonography to
preoperative localization tests for primary hyperparathyroidism (PHPT), as well as the
risk of bilateral neck exploration (BNE) vs. unilateral neck exploration (UNE).
Design: Retrospective cohort study.
Setting: Single-institution academic hospital.
Participants: A total of 208 surgically naive patients with PHPT who underwent
the following localization studies before parathyroidectomy: (1) technetium Tc
99m sestamibi single-photon emission computed tomography (SPECT)/computed
tomography or technetium Tc 9 sestamibi imaging (MIBI) and (2) the addition of
ultrasonography to these imaging tests.
Interventions: Single preoperative localization study (group 1) compared with
localization study with the addition of ultrasonography (group 2).
Main Outcome Measures: UNE vs. BNE.
Results: Group 2 had 0.45 times the odds of BNE vs. UNE compared with group 1
(unadjusted odds ratio [OR]: 0.45; 95% confidence interval [CI], 0.25–0.81; P = .008).
When adjusting for patient age, gender, preoperative calcium level, utilization of
intraoperative parathyroid hormone (PTH) monitoring, preoperative PTH level, size
of adenoma, and type of adenoma, group 2 had 0.48 times the odds of BNE vs. UNE
compared with group 1 (adjusted OR: 0.48; 95% CI, 0.23–1.03; P = .058). In a subgroup
analysis, only the addition of ultrasonography to MIBI decreased the risk of surgical
procedure compared with MIBI alone (unadjusted OR: 0.40; 95% CI, 0.19–0.84; P = .015;
adjusted OR: 0.38; 95% CI, 0.15–0.96; P = .043).
Conclusions: The addition of ultrasonography to MIBI, but not to SPECT/CT, has
incremental value in decreasing the extent of surgery, even after adjusting for multiple
confounding factors.
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2B
Dominant Thyroid Nodules of the Isthmus > 1 Centimeter:
What Is the Appropriate Surgical Procedure?
Authors: M Goldfarb, S Gondek, S Rodgers, J Lew
Institution: University of Southern California Keck School of Medicine, Los Angeles, CA;
Beth Israel Deaconess Medical Center, Boston, MA; University of Miami Leonard Miller
School of Medicine, Miami, FL
Presenter: Melanie Goldfarb
Objective: Examine the role of surgeon-performed ultrasonography (SUS) and fineneedle aspiration biopsy (FNAB) in determining appropriate surgical management for
dominant nodules of the thyroid isthmus.
Hypothesis: Isthmus nodules have higher rates of aggressive pathologic features;
therefore, preoperative SUS and FNAB together can direct the extent of thyroidectomy
in these patients.
Study Design: Retrospective review of prospectively collected data.
Setting: Tertiary referral center.
Patients: A total of 967 patients who underwent preoperative SUS and FNAB followed
by thyroidectomy.
Main Outcome Measures: Accuracy of SUS and FNAB together and aggressive
pathologic features (capsular invasion, multifocality, and positive lymph nodes [PLNs]).
Methods: Preoperative ultrasonographic characteristics and FNAB results were
evaluated for predictors of malignancy and appropriate surgical procedure; aggressive
pathologic features of dominant isthmus nodules were compared with nonisthmus
malignant tumors.
Results: Of 967 patients, 28 had a solitary or dominant thyroid isthmus nodule ≥1
cm on preoperative SUS. The Table details the demographics, SUS characteristics,
and FNAB results for these 28 isthmus nodules. In the 12 malignant nodules, final
pathology demonstrated multifocality (8 of 12), capsular invasion (4 of 12), or PLNs
(7 of 12) in all but one patient. Compared with the other 269 well-differentiated
carcinomas ≥1 cm in the overall cohort, isthmus nodules trended toward having a
higher rate of capsular invasion (P = .09), multifocality (P = .08), and PLN (P = .09).
Conclusion: Preoperative SUS and FNAB for thyroid isthmus nodules can accurately
predict thyroid malignancy or benignity and therefore direct the extent of
thyroidectomy. For predicted malignant isthmus nodules, total thyroidectomy and
possible central node dissection are recommended because of the high rate of
multifocality and lymph node involvement. For predicted benign isthmus nodules,
thyroid lobectomy and isthmusectomy are more than appropriate.
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3B
The Pathologic Features and Surgical Management of
Adrenal Cysts
Authors: P Saadai, S Arora, A Greenstein, M Lewis, C Divino, R Prinz, K Weber
Institution: UCSF, San Francisco, CA; Mount Sinai Medical Center and Elmhurst Hospital
Center, New York, NY; NorthShore University Health System, Evanston, IL; White Plains
Hospital, White Plains, NY
Presenter: Payam Saadai
Adrenal cysts are a rare subtype of adrenal masses. Although most are benign, some
may contain malignancy. As imaging techniques improve, the prevalence of incidental
adrenal cysts will only increase. It is unclear whether recommendations for adrenal
incidentalomas should be extrapolated to include cystic lesions.
Objective: The purpose of this study was to review the postsurgical pathologic
findings of adrenal masses with a cystic component to determine the frequency of
associated malignancy and ultimately better inform their management.
Methods: Patients who had a cystic adrenal lesion after adrenalectomy were identified
using the pathology registries at two tertiary centers between 1994 and 2009. Charts
were retrospectively reviewed for patient demographics, presentation, surgical
management, and postoperative course.
Results: Of 551 adrenalectomy specimens, 39 (7%) contained a cyst or cystic
component. The mean patient age was 50 ± 18 years, and 69% of patients were
women. Twenty-three patients (59%) were symptomatic. Laparoscopic adrenalectomy
was performed in 26 patients (67%). Pathology revealed 24 pheochromocytomas,
8 hemorrhagic cysts, 4 lymphangiomas, 1 hemangioma, 1 epithelial cyst, and 1
metastatic adenocarcinoma in a patient with a history of pulmonary carcinoma. All
pheochromocytomas were preoperatively diagnosed.
Conclusion: The majority of cystic adrenal neoplasms are functional tumors that
can be diagnosed with appropriate preoperative evaluation. While hormonally
nonfunctional adrenal cysts may contain malignancy, the majority are benign, and
observation may be considered for asymptomatic, nonfunctional, benign-appearing
cysts in otherwise healthy patients. The presence of symptoms, large or enlarging size,
functionality, or suspicious features are the best indications for surgical excision.
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4B
Outcomes of Adrenalectomy for Unilateral Adrenal
Hyperplasia Masquerading as Pheochromocytoma: Is
Surgery Justified?
Authors: J Fronza, S Ravanbakhsh, D Cook, B Sheppard
Institution: Oregon Health and Science University, Portland, OR
Presenter: Jeffrey Fronza
Background: Unilateral adrenal medullary hyperplasia (UAMH) in patients without
multiple endocrine neoplasia 2 is poorly understood, with only sporadic reports in
the literature. UAMH may be confused with pheochromocytoma if an adrenal mass is
identified in the setting of elevated catecholamine levels. It is unclear whether UAMH
is a precursor to or variant of pheochromocytoma and whether adrenalectomy is
appropriate if the diagnosis is made preoperatively.
Objective: To review our institution’s experience with the diagnosis and treatment of
UAMH to improve our understanding of outcomes following adrenalectomy.
Design: Retrospective review.
Setting: Academic medical center.
Patients: Nine patients underwent adrenalectomy presumptively for
pheochromocytoma and were found to have adrenal hyperplasia on pathology. Seven
patients had medullary hyperplasia, and two patients had cortical hyperplasia. All
patients had biochemical evidence of excess catecholamine secretion preoperatively.
The median catecholamine elevation was three times the upper limit of normal. All
patients were symptomatic. Seven patients had an adrenal mass on preoperative
imaging, while two were localized with bilateral adrenal vein sampling. The median
weight of the resected gland was twice the upper limit of normal.
Main Outcome Measures: Improvement in symptoms, biochemical abnormalities, and
hypertension.
Results: All patients were prepared for the surgical procedure identically to patients
with pheochromocytoma and underwent uncomplicated laparoscopic adrenalectomy.
Follow-up ranged from 2 weeks to 12 years. Six patients had improved symptoms,
while three patients did not. Four patients had improved blood pressure control as
evidenced by decreased need for medications or documentation by their physician.
Four patients had follow-up biochemical testing, and only one patient had evidence of
catecholamine excess.
Conclusions: The diagnosis of UAMH is complex because it clinically, biochemically,
and radiographically mimics pheochromocytoma. The natural history of UAMH
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and its possible association with contralateral hyperplasia are unknown. In spite of
these uncertainties, laparoscopic adrenalectomy is a therapeutic option. Our series
demonstrates laparoscopic adrenalectomy to be safe and to improve symptoms
or blood pressure control in 90% of patients. Outcomes in patients with cortical
hyperplasia are similar to outcomes in patients with UAMH. Continued study is needed
to determine who is likely to benefit from adrenalectomy and the best follow-up
strategy.

Notes:
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5B
Failure to Comply With National Comprehensive Cancer
Network Guidelines for Management of Gastric Cancer
Compromises Outcomes
Authors: B Visser, Y Ma, Y Zak, K Rhoads
Institution: Stanford University, Stanford, CA
Presenter: Yulia Zak
Objectives: There are few data available regarding compliance with the National
Comprehensive Cancer Network (NCCN) guidelines.We investigated variation in the
management of gastric cancer (GC) among large hospitals in California, specifically to
evaluate whether compliance with NCCN guidelines correlates with patient outcomes.
Design: Retrospective cohort.
Setting: The California Cancer Registry data linked to the Office of Statewide Health
Planning and Development patient discharge abstracts between 2001 and 2006.
Only hospitals with at least 400 beds were included, limiting evaluation to centers
possessing resources to provide multimodal care (n = 50). Academic centers were
identified by affiliation with a medical school (n = 8).
Patients: Patients treated for GC.
Main Outcome Measures: Adherence to stage-specific NCCN guidelines for GC
(surgery, chemotherapy, and radiation) and mortality. Risk-adjusted multivariable
models estimated the likelihood of guideline compliance. Cox models estimated
mortality.
Results: A total of 14,878 patients were treated for GC in California’s large hospitals
during the study period. Overall compliance with NCCN guidelines was only 48.5%.
Patients were less likely to get recommended therapy with advanced age and
worsening comorbidities. Academic centers were significantly more compliant
than nonacademic centers (odds ratio: 1.28; 95% confidence interval [CI], 1.08–1.53;
P = .005). On multilevel analysis, while controlling for patient factors (including
demographics and comorbidities), hospital factors (for example, size, academic
affiliation, and case volume), and receipt of individual therapies, compliance with NCCN
guidelines was associated with reduced risk of mortality (hazard ratio: 0.72; 95% CI,
0.61–0.85; P < .00005) (Kaplan-Meier in Figure 2).
Conclusions: There is relatively poor overall compliance with the NCCN gastric cancer
guidelines in California’s large hospitals. Higher compliance rates are correlated with
improved patient survival. Efforts must be made to improve adherence to NCCN
guidelines.
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6B
Does D2 Lymph Node Dissection Reduce Locoregional
Recurrence in Gastric Adenocarcinoma?
Authors: A Oskowitz, J Phan, S Sadeghi, Z Wainberg, J Hecht, D Hiyama
Institution: University of California, Los Angeles, Los Angeles, CA
Presenter: Adam Oskowtiz
Background: Locoregional recurrence (LRR) following gastrectomy for
adenocarcinoma is common and ominous. Population-based studies associate higher
number of lymph nodes (LNs) recovered at operation with improved disease-free
survival (DFS).
Objective: To determine if the standardized use of D2 LN dissection (LND) can reduce
the incidence of LRR and improve DFS following gastrectomy.
Design: Prospective cohort, nonrandomized.
Setting: Academic tertiary referral hospital.
Patients: Patients with a diagnosis of gastric adenocarcinoma, without peritoneal or
metastatic disease, undergoing gastrectomy with curative intent within the institution
between 2005 and 2011.
Interventions: A single surgeon performed all D2 LND operations during the study. All
other operations performed within the institution were performed as D1 LNDs.
Methods: D2 LND patients underwent surveillance computed tomographic imaging
every 6 months and upper endoscopy evaluation annually.
Main Outcome Measures: Overall survival (OS), DFS, LRR, peritoneal or distant
metastases, perioperative complications, operative time, and estimated blood
loss (EBL).
Results: Seventy patients were included, with a median follow-up of 31 months.
Patients with T3 disease were not different between the groups. D2 LND resulted in a
significantly higher LN recovery (46 vs.18, P < .001). D2 LND was not associated with
increased operating room time or EBL. No local recurrences occurred in the D2 LND
group. The incidence of distant or peritoneal metastases was not different between
the two groups. After D2 LND, a trend toward increased DFS (84% vs. 66%, P = .1) and
OS (91% vs. 74%, P = .12) did not reach statistical significance.
Conclusion: D2 LND can be safely performed and may decrease the risk of
locoregional recurrence.
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7B
Sentinel Lymph Node Status and Clinical Outcomes of
Cutaneous Melanoma From Different Anatomic Sites
Authors: N Fadaki, B Parrett, S Thummala, L Martineau, J Miller, M Kashani-Sabet, S
Leong
Institution: Department of Surgery and Center for Melanoma Research and Treatment,
California Pacific Medical Center, San Francisco, CA; The Buncke Clinic, California Pacific
Medical Center, San Francisco, CA
Presenter: Niloofar Fadaki
Objectives: To evaluate clinical outcomes of cutaneous melanoma arising from
different anatomic sites and to compare their differences.
Design: Retrospective study with long-term outcome follow-up.
Setting: Academic tertiary medical center.
Patients: Cutaneous melanoma patients (n = 2,116) undergoing selective sentinel
lymph node dissection (SLND) from 1993 to 2009.
Interventions: Wide local excision and SLND.
Main Outcome Measures: (1) Sentinel lymph node (SLN)–positive rate, 5-year overall
survival (OS), and distant metastasis rate in melanoma from different sites; and (2)
independent predictive factors for SLN status and overall survival relating to primary
melanoma sites.
Results: The overall rate of SLN metastasis was 16.6%, and the trunk was the most
common site for primary melanoma (head & neck melanoma [H&NM]: n = 369, 17.45%;
trunk: n = 830, 39.2%; and extremities: n = 915, 43.30%). H&NM had the lowest positive
SLN rate (10.84% vs. 17.96%; P = .001) and the lowest 5-year OS (73.2% vs. 80.0%; P
= .0125) when compared with other sites. In addition, tumor thickness (P < .0001),
ulceration (P = .0017), H&NM location (P = .0057), and decreasing age (P < .0001) were
found to be independent predictive factors for SLN status. Multivariate Cox regression
analysis of OS showed that tumor thickness (P < .0001), ulceration (P = .0015), age
(P < .0001), and tumor site if coded as H&N vs. other site (P = .048) (but not coded as
extremities vs. other) were independently predictive of OS. Scalp/neck melanoma (a
subgroup of H&NM) had the highest rate of distant metastasis (P = .002) compared
with other sites.
Conclusions: This study suggests a distinct biology for H&NM (especially scalp/neck
melanoma), with a potentially higher propensity for hematogenous spread.
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8B
Outcomes of Selective Sentinel Lymphadenectomy in Lower
Extremity Melanoma
Authors: S Miranda, B Parrett, G Lee, T Chang, S Thummala, E Morita, N Fadaki, M
Kashani-Sabet, S Leong
Institution: The Buncke Clinic, California Pacific Medical Center, San Francisco, CA;
University of California San Francisco Medical Center, San Francisco, CA; Center for
Melanoma Research and Treatment, California Pacific Medical Center, San Francisco, CA
Presenter: Suzette Miranda
Objective: To evaluate lymphatic drainage in lower extremity melanoma (LEM) and
determine sentinel lymph node (SLN) incidence in popliteal, superficial inguinal (SI,
femoral), and deep inguinal (DI, pelvic) basins.
Study Design: Retrospective outcomes review.
Setting: Academic tertiary medical center.
Patients: LEM patients undergoing selective SLN dissection (SSLND) from
1995 to 2007.
Interventions: Wide excision of primary melanoma and SSLND.
Main Outcome Measures: LEM lymphatic drainage, SLN positivity, and recurrence-free
and melanoma-specific survival.
Results: Of the 360 patients having SSLND with a mean follow-up of 5 years, LEM
below the knee (n = 250) showed a positive SLN rate of 19.6% for SI, 2.9% for DI, and
15% for popliteal basins. LEM above the knee (n = 110) showed a positive SLN rate
of 20% and 11.5% for SI and DI basins, respectively. LEM patients above and below
the knee with SLN positivity in SI basins might also have positive DI SLNs. No positive
DI nodes were noted when SI nodes were negative. The SLN positivity rate in DI was
higher in LEM above compared with below the knee (11.5% vs. 2.9%, P = .026). No
retrograde lymphatic flow was noted in the popliteal basin for LEM above the knee.
The mean recurrence-free survival and melanoma-specific survival of SLN-positive
patients were 2.8 and 3.9 years, respectively. (See Table.)
Conclusions: A significant difference was noted in SLN drainage from LEM below and
above the knee. SSLND for the DI basin should be deferred if simultaneous drainage to
the SI basin is noted. When the SI basin is positive, a combined ilioinguinal lymph node
dissection may be recommended.
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Below-Knee
LEM = 250
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Rate of Positivity
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inguinal
Deep
inguinal

250
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2
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Popliteal

20

3
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15%

Superficial
inguinal
Deep
inguinal

110

22

88

20%

26

3

23

11.5%

Popliteal

0

0

0

0

19.6%

Above-Knee
LEM = 110

	
  
Abbreviations:
LEM = lower extremity melanoma; SLN = sentinel lymph node;
SLND = sentinel lymph node dissection.

Notes:

E-POSTER SESSION B

- 117 -

9B
Lymphatic Drainage Patterns and Clinical Significance of
Sentinel Lymph Node Dissection for External Ear Melanoma
Authors: B Parrett, A Woo, M Singer, S Thummala, N Fadaki, M Kashani-Sabet, S Leong
Institution: The Buncke Clinic, California Pacific Medical Center, San Francisco, CA;
Head and Neck Surgery, California Pacific Medical Center, San Francisco, CA; Center for
Melanoma Research and Treatment, California Pacific Medical Center, San Francisco, CA
Presenter: Brian Parrett
Objectives: To report the prognosis, drainage patterns, and long-term outcomes of ear
melanoma treated with excision and selective sentinel lymph node dissection (SLND).
Design: Retrospective, long-term outcomes study.
Setting: Academic tertiary care medical center.
Patients: Patients with external ear melanoma who were candidates for selective SLND
from 1994 to 2009.
Interventions: Wide local excision and selective SLND.
Main Outcome Measures: Nodal drainage patterns, local and nodal recurrence,
metastatic disease, and 5-year survival were compared between the ear and other
head and neck sites.
Results: Forty-eight patients underwent excision and selective SLND. Mean followup was 9 years. The sentinel lymph node (SLN) was identified in 98% of patients, and
a mean of 3.6 nodes were removed per patient (Figure). Four patients (8.3%) had
positive SLNs; all these patients underwent completion nodal dissection. Of SLNnegative patients, 4.5% subsequently developed nodal disease and constituted the
false-negative SLN group. The local recurrence rate was 6.3%. Melanoma-specific
5-year survival was 97.6%—significantly better than all other head and neck sites (P
= .005) (Table). There was no difference in melanoma-specific 5-year survival for SLNpositive vs. SLN-negative patients (100% vs. 97.4%, P = 1.00).
Conclusions: External ear melanoma drains to predictable lymphatic zones and
has the best prognosis compared with all other head and neck sites, indicating that
current treatment modalities are successful. Although SLN status has been shown
to significantly influence prognosis in head and neck melanoma, SLN status in ear
melanoma did not affect prognosis, likely because of excellent survival and a smaller
total number of patients analyzed.
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Comparison of Ear Melanoma With All Other Head and Neck Melanoma Cases
from 1994 to 2009
Location
Mean
% SLN
% Regional
MelanomaFalseThickness Positive
Nodal
Specific
Negative
(mm)
Recurrence
5-Year Survival
Rate
Face (168)
2.21
7.1%
6.6%
88.0%
5.1%
Scalp (98)
2.91
18.4%
14.3%
76.6%
11.3%
Neck (60)
2.20
11.7%
0%
82.5%
0%
Ear (48)
1.66
8.3%
6.3%
97.6%
4.5%
P value
0.043
0.80
1.00
0.005
1.00
	
  
Abbreviation:
SLN = sentinel lymph node.
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10B
Sentinel Lymph Node Biopsy for Melanoma: Comparison of
Lymphocele Rates by Surgical Technique
Authors: I White, M Ellis, J Fortino, J Vetto
Institution: Oregon Health and Science University, Portland, OR
Presenter: Ian White
Objective: To compare rates of postoperative lymphocele formation after the use of
clips, electrothermal bipolar vessel sealing (LigaSure), and ultrasonically activated
shears (Harmonic scalpel) during sentinel lymph node biopsy (SLNB) in the groin and
axilla for melanoma.
Design: Convenience sample study from a single-institution, single-surgeon,
prospectively collected melanoma database over a 19-month period.
Setting: Academic tertiary care hospital.
Patients: A total of 141 patients with primary clinically node–negative melanoma
undergoing SLNB.
Interventions: SLNB was performed with LigaSure, Harmonic scalpel, or clips.
Main Outcome Measures: Postoperative lymphocele rates.
Results: Nine lymphoceles occurred in the 141 patients (6.4%); seven lymphoceles
occurred in 88 clip patients, one in the 18 LigaSure patients, and one in the 35
Harmonic scalpel patients. There was no significant difference in lymphocele formation
between the three groups. However, the combined group of LigaSure and Harmonic
scalpel patients (the “energy-based” group, n = 53) did have significantly fewer
lymphoceles than the clip group (P = .048). A power analysis based on these rates
estimated a sample size of 347 patients needed for a three-arm randomized study.
Conclusions: Data from this convenience sample study suggest that energy-based
surgical devices may lower lymphocele rates after groin and axillary SLNB and justify a
randomized trial.
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11B
A Comparison of Oncoplastic Reduction Mammoplasty and
Mastectomy With Immediate Reconstruction in Patients With
Locally Advanced Breast Cancer
Authors: A Warren Peled, R Foster, L Esserman
Institution: University of California, San Francisco, San Francisco, CA
Presenter: Anne Warren Peled
Objective: To compare complications in irradiated patients with locally advanced
breast cancer undergoing oncoplastic reduction mammoplasty with complications in
those undergoing mastectomy with immediate breast reconstruction.
Design: Retrospective cohort study.
Setting: University tertiary care center.
Patients: A total of 101 patients with locally advanced breast cancer treated with
neoadjuvant chemotherapy and postoperative radiation therapy; 37 patients
underwent extended partial mastectomy and simultaneous reduction mammoplasty
for reconstruction, while 64 patients underwent skin-sparing or total skin-sparing
mastectomy and immediate expander–implant or autologous reconstruction.
Main Outcome Measures: Postoperative complications and local and distant
recurrences.
Results: At a median follow-up of 31 months, oncologic outcomes in the two groups,
including local recurrence (5.4% vs. 4.7%, P = 1), distant recurrence (10.8% vs. 20.3%,
P = .28), and overall survival (88.2% vs. 93.8%, P = .85), were equivalent. However,
the development of postoperative complications, including unplanned operative
intervention (2.7% vs. 37.5%, P < .001), skin flap necrosis or wound dehiscence (10.8%
vs. 29.7%, P = .05), and surgical site infection (16.2% vs. 35.9, P = .04), was significantly
higher in the group of patients who underwent mastectomy and immediate breast
reconstruction. Overall, 45.3% of patients who underwent mastectomy developed at
least one breast complication, compared with only 18.9% of patients who underwent
lumpectomy (P = .01).
Conclusions: If radiation therapy is indicated to reduce risk of recurrence even after
mastectomy, every attempt should be made to achieve breast conservation, including
the use of neoadjuvant therapy and oncoplastic surgery. Breast conservation with
oncoplastic reconstruction does not compromise oncologic outcome but significantly
reduces complications compared with postmastectomy reconstruction.
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12B
Colorectal Liver Metastases: Equivalent Outcomes of
Resection, Ablation, and Combined Resection–Ablation
Authors: E Nakakura, J Keiser, M Zuraek, R Warren
Institution: University of California San Francisco, San Francisco, CA
Presenter: Eric Nakakura
Hypothesis: Hepatic resection of colorectal liver metastases is the gold standard for
patients with resectable disease; however, resection is not feasible for some patients.
Data on the survival benefit of ablation have been discordant. We hypothesized that
with careful patient selection, comparable outcomes can be obtained following
ablation and resection.
Design: Retrospective review of a prospectively collected database.
Setting: Academic medical center.
Patients: Between 1989 and 2010, 433 patients with colorectal liver metastases
underwent hepatic resection with or without ablation, or ablation only, and outcome
data are available for 391 patients.
Main Outcome Measures: Evaluation of outcome following hepatic resection alone,
combined resection–ablation, and ablation alone.
Results: A total of 274 patients (70%) underwent resection alone, 97 patients (25%)
underwent combined resection–ablation, and 20 patients (5%) underwent ablation
alone. The overall survival rate for patients who underwent resection alone was 41%
at 5 years and 30% at 10 years, with a median survival of 47 months. For patients who
underwent combined resection–ablation, the 5- and 10-year survival rates were 43%
and 30%, respectively, and the median survival was 53 months. For patients who
underwent ablation only, the 5-year survival rate was 44%, and the median survival
was 44 months. Overall survival did not differ among patients who underwent
resection alone, combined resection–ablation, or ablation alone.
Conclusion: In this large single-institution experience of patients with colorectal
liver metastases, similar outcomes were obtained irrespective of treatment modality,
probably as a result of careful patient selection.
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13B
Adoption of Pelvic Radiation Therapy for Stage II and III
Rectal Cancer in California: A Population-Based Study from
1994 to 2008
Authors: K Kazanjian, M Cho, J Morgan, M Roos, M Senthil, G Yang, S Lum, J Wong
Institution: Department of Surgery, Loma Linda University School of Medicine, Loma
Linda, CA; Loma Linda University School of Public Health, Loma Linda, CA; Department
of Radiation Medicine, Loma Linda University School of Medicine, Loma Linda, CA
Presenter: Kevork Kazanjian
Background: National Comprehensive Cancer Network guidelines indicate
preoperative treatment of stage II/III rectal cancer with pelvic radiation therapy (RT)
and chemotherapy to reduce local recurrence, increase sphincter preservation, and
decrease toxicity. Application of these guidelines in daily practice at the population
level is unclear.
Design: Retrospective cohort analysis of the California Cancer Registry (CCR).
Setting: University medical center and the CCR.
Patients: Locally advanced (stage II/III) rectal cancer patients who underwent radical
resection of the rectum from 1994 to 2008.
Main Outcome Measures: Delivery of recommended therapy with RT (preoperative
vs. postoperative), chemotherapy, and sociodemographic variables associated with
compliance with treatment guidelines. Patterns of treatment were compared across
three time periods corresponding to the publication of landmark trials leading to
current guidelines (T1 = 1994–1999, T2 = 2000–2003, and T3 = 2004–2008).
Results: There were 14,128 patients with stage II/III rectal cancer during the study
period who underwent radical rectal resection. Only 63% of those patients received
any RT, and 65.8% received chemotherapy. Delivery of RT increased across time
periods from 58% (T1), to 61% (T2), to 70% (T3) (P < .001). Use of preoperative
RT increased from 15% (T1), to 31% (T2), to 49% (T3) (P < .001). Chemotherapy
increased from 59% (T1) to 73% (T3) (P < .001). Multivariate analysis, including
sociodemographic variables (age, gender, race/ethnicity, and socioeconomic
status [SES]), indicated time period as an independent factor in whether patients
received any RT (odds ratio [OR]T1/T3: 0.58; 95% confidence interval [CI], 0.54–0.63),
preoperative RT (ORT1/T3: 0.17; 95% CI, 0.16–0.19), and chemotherapy (ORT1/T3:
0.52; 95% CI, 0.48–0.57). Sociodemographic variables that were independent factors
associated with lack of RT and chemotherapy included older age (OR: 0.26; 95% CI,
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0.24–0.29), female gender (OR: 0.81; 95% CI, 0.75–0.87), and low SES (OR: 0.64; 95% CI,
0.56–0.73).
Conclusions: The use of RT and chemotherapy, especially preoperatively, increased
during the study period, indicating the adoption of evidence-based guidelines.
However, 30% of patients still do not receive any RT, and of the patients who do
receive RT, 31% still receive it postoperatively. Older patients, women, and patients of
low SES are less likely to receive the recommended therapy. These results suggest that
although there has been an appropriate shift in patterns of care, there is still much
room for improvement, and RT is underutilized in certain sociodemographic groups.
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14B
Fluorescence Laparoscopy Improves Detection
of Metastases in Both Early and Advanced Colon Cancer
in Orthotopic Mouse Models
Authors: R Menen, S Kaushal, C Snyder, M Talamini, R Hoffman, M Bouvet
Institution: UCSD and UCSF East Bay, San Diego, CA
Presenter: Rhiana Menen
Background: Although diagnostic laparoscopy can visualize peritoneal and liver
metastases in colon cancer that would otherwise go undetected by preoperative
imaging, there is still a problem with false-negative results.
Objectives: The aim of the study was to improve fluorescence laparoscopy to detect
metastases in an orthotopic mouse model of human colon cancer stably expressing
green fluorescent protein (GFP).
Hypothesis: We hypothesized that fluorescence laparoscopy would improve the
detection of colon cancer metastases when compared with conventional laparoscopy.
Methods: The orthotopic mouse model of human colon cancer was established by
intracecal injection of GFP-expressing HCT-116 human colon cancer cells into 6-weekold female athymic mice. Two models were then established—the first a model
of early disease and the second a model of widely metastatic disease. Two weeks
after implantation, six mice underwent diagnostic laparoscopy, first under standard
brightfield lighting and then by fluorescence lighting. The number of metastatic foci
identified within each of the four quadrants of the peritoneal cavity was recorded in
three mice for each modality. This process was repeated in the second group 4 weeks
after implantation. Following laparoscopy, all animals were killed, opened, and imaged
using open fluorescence imaging as a positive control to identify metastasis.
Results: Fluorescence laparoscopy enabled superior visualization of colon cancer
metastatic foci not detected with standard brightfield laparoscopy in both the
early models (P = .028) and the late models (P = .001) of colon cancer (Figure 1).
When compared with the positive control of open fluorescence imaging, standard
laparoscopy was significantly inferior in both the early (P = .03) and late (P = .0005)
groups. Conversely, fluorescence laparoscopy was not significantly different from
open fluorescence imaging in either the early (P = .94) or late (P = .56) groups.
Fluorescence laparoscopy thus allowed identification and localization of submillimeter
micrometastases that could not be distinguished from surrounding tissue under
brightfield laparoscopy. Metastatic lesions were histologically confirmed.
Conclusions: The use of fluorescence laparoscopy enables the identification of
metastases that would otherwise be missed using standard laparoscopy. This report
illustrates an important clinical potential use for fluorescence laparoscopy in the
surgical treatment of cancer.
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15B
Patients Who Undergo Major Oncologic Abdominal
Surgery With Preoperative Epidural Analgesia Do Not Need
Thromboprophylaxis
Authors: D Shouhed, F Amersi, T Sibert, K Sibert, E Hemaya, A Silberman
Institution: Cedars-Sinai Medical Center, Los Angeles, CA
Presenter: Daniel Shouhed
Background: Patients with malignancies who undergo a major abdominal surgical
procedure are at significant risk for venous thromboembolism. Epidural catheters
(ECs) in this patient population can greatly improve pain management; however,
the concomitant use of ECs and anticoagulation therapy for the prevention of deep
venous thrombosis (DVT) remains a debated topic.
Objective: To evaluate clinical outcomes in patients with malignancies who
are undergoing a major abdominal or pelvic surgical procedure who received a
preoperative EC and no postoperative thromboprophylaxis.
Design: Retrospective analysis of a prospective database.
Setting: A tertiary referral medical center.
Patients: Between January 2007 and July 2012, 136 patients (48% female and 52%
male, with a mean age of 65 years [range: 36–88]) underwent a major abdominal or
pelvic surgical procedure and had a preoperative EC placed.
Main Outcome Measures: Records of all patients were reviewed, with particular
attention to age, length of surgical procedure, hospital length of stay, efficacy of
analgesia, and clinical outcomes. Patients had lower extremity (LE) venous duplex
ultrasonography to evaluate for DVT before hospital discharge.
Results: Average operative time was 338 minutes. All but two patients were extubated
at the end of the surgical procedure. Mean intensive care unit stay was 1.7 days (range:
1–7). Patients ambulated by postoperative day (POD) 1–2. Most ECs were removed
on POD 4. There were no major complications from the ECs; however, four patients
developed headaches caused by epidural infusion, one patient complained of back
pain, and two patients had transient LE paresthesias. One patient developed an
anastamotic leak requiring operative intervention. Forty-five percent of patients were
started on DVT prophylaxis on POD 4 after removal of the EC. All patients had an LE
duplex performed before discharge, on which 18 patients (13.2%) had evidence of an
acute thrombus. Six patients (4.4%) developed proximal DVTs, and 12 patients (8.8%)
developed distal superficial thrombi.
Conclusion: Thromboembolic complications following major abdominal or pelvic
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surgical procedures for cancer may be reduced with the use of ECs. These catheters
may directly prevent the development of DVT and subsequent PE through sympathetic
blockade resulting in increased blood flow to the lower extremities. This effect may also
be attributable to earlier postoperative ambulation. These results suggest that patients
who have epidural analgesia, and who do not receive concurrent postoperative
thromboprophylaxis, do not have an increased risk of thromboembolic events.
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1C
Negative-Screening Methicillin-Resistant Staphylococcus
Aureus Nasal Swab on Admission Has a High Negative
Predictive Value for Subsequent Hospital-Acquired
Methicillin-Resistant S Aureus Infection
Authors: D Malinoski, S Raza, H Warren, R Chung, M Bukur, E Ley, D Margulies, A Salim
Institution: Cedars-Sinai Medical Center, Los Angeles, CA
Presenter: Darren Malinoski
Hypothesis: Patients with a negative methicillin-resistant Staphylococcus aureus
(MRSA) nasal swab on admission screening culture will have a significantly lower rate
of subsequent hospital-acquired (HA) MRSA infection.
Design: Prospective observational study.
Patients and Setting: A total of 591 patients admitted to the surgical intensive care
unit (SICU) of a Level I trauma center from January to August 2011 who were screened
for MRSA by nasal swab culture within 72 hours of admission.
Outcome Measure: The development of HA MRSA infection.
Results: Thirty patients (5%) screened positive for MRSA, 196 patients (33%)
developed 444 HA infections (mean: 2.3 + 1.7 infections per patient), and 14 patients
(2%) developed an HA MRSA infection. Patients who screened positive for MRSA had
significantly more HA infections (77% vs. 31%, P < .001), as well as HA MRSA infections
(40% vs. 0.4%, P < .001). Two of the 561 patients with negative nasal swabs (0.4%)
developed HA MRSA infections, while 139 (25%) of these patients received empiric
antibiotic treatment of suspected MRSA while culture results were pending. The
MRSA screen had 86% sensitivity, 97% specificity, a 40% positive predictive value,
and a 99.6% negative predictive value for the development of subsequent HA MRSA
infection.
Conclusion: Five percent of SICU patients are colonized with MRSA on admission,
and these patients have higher rates of both HA MRSA and non-MRSA infections.
A negative screening culture for MRSA is associated with a less than 1% chance
of developing HA MRSA, and therefore, empiric treatment of MRSA with negative
screening may be unnecessary.
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2C
Development and Implementation of a Novel Premedical
Surgical Internship and Mentorship Program
Authors: J Afshar, D Cooke, A Baker, J Gauvin, D Danielson, M Wong, J Galante, K
Shahlaie, J Santos, L Driggers, K Nakagawa, T Hsieh, E Constantz,
C Brownfield, D Wisner
Institution: Department of Surgery, University of California, Davis Medical Center,
Sacramento, CA; Department of Neurosurgery, University of California, Davis Medical
Center, Sacramento, CA
Presenter: Joubin Afshar
Background: Challenges recruiting premedical students— especially women and
students from disadvantaged background—into surgery include lack of exposure to
surgical practice and mentors.
Objective: To provide premedical students, particularly students from disadvantaged
backgrounds, with a more in-depth surgical experience than is provided by typical
shadowing opportunities.
Participants: Undergraduates.
Setting: Academic medical center.
Design: A 2006 pilot program of 13 students was followed by a formal program
from 2010 to 2011. Students were accepted through a selective process (with a 16%
acceptance rate) replicating the medical school application experience. The curriculum
integrated a surgery academy; review of surgical literature; case study; workshops,
including presentations from the dean of admissions; wet labs; and weekly 7-hour
hospital shifts as part of a surgical team, rotating through 12 surgical services.
Results: A total of 130 students participated in the program, composed of 64%
women, 89% ethnic minorities, and 72% first-generation college students,
representing 17 colleges from 6 states spanning the continental United States.The
majority of participant feedback has been positive. Of the 13 students in the pilot
program, 11 (85%) matriculated to medical school, of whom 6 (46%) continued on to
surgical or surgical subspecialty residencies. From the 2010 group, 34 students have
applied to medical school, and 31 (91%) have been accepted. The remainder and
future participants will be longitudinally tracked.
Conclusions: A novel and popular premedical surgical internship and mentorship
program has been developed. It is successful in recruiting a diverse student population
and maintaining the students’ interest in medicine/surgery through providing
substantial curriculum and exposure to surgery and mentors.
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3C
Unplanned Emergency Department Visits and Readmissions
After Surgical Procedures: Can They Be Prevented?
Authors: R Lukman, M Maggard Gibbons, D Saltzman, A Tillou, D Hiyama
Institution: University of California, Los Angeles, Los Angeles, CA; David Geffen School
of Medicine at UCLA, Los Angeles, CA
Presenter: Revana Lukman
Study Objective: Unplanned hospital readmissions are under increased scrutiny by the
Center for Medicare and Medicaid Services with the intent to withhold reimbursement.
There are few data on this topic for general surgery. The objective was to determine
the rates of both emergency department (ED) visits and readmissions following the
procedures, as well as the reasons for these events.
Design: Retrospective cohort study.
Setting: University-affiliated government hospital.
Patients: Consecutive patients undergoing general surgery procedures (2010–2011).
Main Outcome Measures: Unplanned ED visits and readmissions within 30 days
of discharge (inpatient) or procedure (outpatient). Foreseeable events were events
recognized as potential sequelae of the procedure. Preventable events were either
technically related or could have been avoided by anticipatory action.
Results: A total of 1,427 patients underwent outpatient or inpatient procedures;
203 patients (14.2%) made unplanned ED visits, and 65 of those patients (4.5%)
were readmitted. A total of 160 events (11%) were foreseeable; however, 65 events
(4.5%) were possibly preventable. Eleven readmissions (0.8%) were considered both
foreseeable and preventable.
Conclusion: Unexpected hospital readmission rates following general surgery
procedures are relatively low. The main causes are superficial wound infections, deep
space infections, and medical issues. While many events might be foreseeable, a
relatively small number may actually be preventable.

- 140 -

Notes:

E-POSTER SESSION C

- 141 -

4C
Using the National Quality Forum–Endorsed Elderly Surgery
Outcomes Measure to Evaluate Hospital Performance and
Target Quality Improvement
Authors: W Chow, M Cohen, R Merkow, C Ko
Institution: UCLA, Los Angeles, CA; American College of Surgeons, Chicago, IL;
Northwestern University, Chicago, IL
Presenter: Warren Chow
Objectives: To evaluate the quality of geriatric surgery using the National Quality
Forum (NQF) Elderly Surgery Outcomes Measure and identify potential targets for
quality improvement.
Design: Retrospective cohort study.
Setting: American College of Surgeons National Surgical Quality Improvement
Program (ACS NSQIP) for 2010.
Patients: Patients ≥65 years undergoing major inpatient operations.
Main Outcome Measures: Outcomes were the variation in hospital performance
and the incidence rates for 16 postoperative adverse events (AEs). The NQF Elderly
Surgery Outcomes Measure was used to create risk-adjusted and case mix–adjusted
hierarchical models for hospital performance. The hospital variation, a proxy for
potential hospital improvement, was designated as “high” if more than 10% of
hospitals were statistical outliers and as “low” if less than 10% were outliers.
Results: A total of 90,279 patients ≥ 65 years underwent inpatient operations in
258 ACS NSQIP hospitals. Of these patients, 11.6% were ≥85 years, 52.2% were
female, and 85.6% underwent elective surgery. Hospital performance was evaluated
according to the NQF Elderly Surgery Outcomes Measure. The hospitals demonstrated
high variation in performance for four postoperative AEs: reoperation, urinary tract
infection (UTI), pneumonia, and sepsis. These outcomes coincided with four of the five
AEs with highest incidence rates: reoperation (6.33%), UTI (2.99%), pneumonia (2.96%),
and sepsis (2.74%). Mortality occurred frequently (4.00%) but was associated with low
hospital variation.
Conclusion: Geriatric patients are at significant risk for reoperation and postoperative
mortality, UTI, pneumonia, and sepsis. These common AEs (except mortality)
are associated with high hospital variation, suggesting opportunities for quality
improvement. The low hospital variation for mortality may indicate that patient
selection plays a larger role than does perioperative care.
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5C
Surgical Malpractice: A Review of 100 Reported Lawsuits
Authors: F Bongard, S Bricker, A Neville, D Plurad, B Putna, B Stabile
Institution: Harbor-UCLA Medical Center, Torrance, CA
Presenter: Fred Bongard
Objective: To analyze recent outcomes in the adjudication of surgical malpractice
lawsuits.
Design: Retrospective review of 100 reported cases from January 2010 to August 2011.
Setting: Lawsuits filed in California, including those settled by pretrial agreement,
mediation, arbitration, or jury trial. Federal court cases are excluded.
Patients: All patients from surgical disciplines, including obstetrics and gynecology.
Main Outcome Measures: (1) Purported financial damage incurred by the plaintiff as a
result of alleged malpractice; (2) plaintiff’s pretrial settlement demand; (3) outcome—
plaintiff or defense decision; (4) method of adjudication; (5) total monetary award;
and (6) jury poll. Not all outcome measures were reported for each case. Outcome
measures were categorized by whether the patient/plaintiff or defendant/physician
prevailed in the action.
Results: A total of 100 cases were available for review, 87 of which did not include
birth injuries; 41 verdicts (47%) were in favor of the plaintiff, and 46 (54%) were in favor
of the defense. Only 30% (12) of the plaintiff verdicts were awarded by juries at trial,
while the remaining 70% (29) were settled by agreement, mediation, or arbitration. In
contrast, 98% (45) of the defense verdicts went to trial (P < .001). Of the cases settled
without court proceedings, the median settlement was $790,000 (n = 27), compared
with the median jury trial award of $250,000 for cases found in favor of the plaintiff.
Conclusions: (1) The total number of victorious outcomes for plaintiffs and defendants
was approximately equal; (2) in cases tried by juries, the defense prevailed in the
majority; (3) in cases in which the defense prevailed, both the pretrial alleged damages
and settlement demands were lower than when the plaintiff prevailed; ;and (4) final
settlements in favor of the plaintiff were lower than either their pretrial alleged
demands or their pretrial settlement demands.
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6C
Risk Factors and Postoperative Complications Associated
With Deep Venous Thrombosis in General Surgery Patients
Authors: K Poruk, medical student; M Firpo; B White; C Scaife; S Mulvihill
Institution: University of Utah, Salt Lake City, UT
Presenter: Katherin Poruk
Background: Deep venous thrombosis (DVT) is a devastating, yet preventable, event
associated with high morbidity, mortality, and expense. Abdominal surgery is a
known risk factor for the development of a DVT, which can lead to poor outcomes and
postoperative problems in these patients.
Objectives: We aimed to document preoperative risk factors and postoperative
complications associated with general surgery patients who develop a postoperative
DVT.
Methods: Retrospective review of the National Surgery Quality Improvement Program
(NSQIP) and chart review of all University of Utah patients who underwent general
surgery between October 2001 and December 2010. Statistical analysis was carried out
using univariate analysis with the Fisher exact test.
Results: Out of 17,377 general surgery patients, 134 (0.8%) developed a symptomatic
DVT in the first 30 postoperative days. Patients with a postoperative DVT were
significantly more likely to have an unplanned return to the operating room (P = .005),
a longer average hospital and surgical length of stay (P < .001), and increased risk of
death within 30 days of surgical procedure (P = .004) or past 30 days (P = .005). Risk
factors associated with a postoperative DVT in our cohort included increased age (P <
.001), diabetes mellitus (P = .005), dyspnea at rest (P < .0001), congestive heart failure
before surgical procedure (P < .0001), history of severe chronic obstructive pulmonary
disease (P = .01), hypertension requiring medication (P < .0001), impaired sensorium
(P < .0001), acute renal failure (P < .0001), hemiplegia/hemiparesis (P = .0001),
history of cerebrovascular accident (CVA)/stroke (P = .038), steroid use for a chronic
condition (P = .0025), and loss of 10% of body weight in the prior 6 months (P = .0018).
Postoperative events that were significantly higher in patients with a DVT include
superficial incision surgical site infection (SSI), deep SSI, pneumonia, pulmonary
embolism, unplanned intubation, requiring a ventilator for more than 48 hours,
acute renal failure, urinary tract infection, CVA, sepsis, septic shock, intraoperative/
postoperative transfusion, and cardiac arrest requiring cardiopulmonary resuscitation
(all P < .001).
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Conclusion: There was a relatively low rate of postoperative DVT requiring treatment
in general surgery patients, but it was associated with a significantly higher morbidity
and mortality. Further investigation is necessary to understand the relationship
between postoperative complications and DVT, as well as to document whether
recommended thromboprophylactic guidelines were followed.
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7C
Maintenance of Certification and Maintenance of Licensure
Author: J Peck
Institution: Oregon Medical Board, Portland, OR
Presenter: James Peck
Objective: Maintenance of certification (MOC) by the American Board of Surgery and
maintenance of licensure (MOL) by the various states and nationally by the Federation
of State Medical Boards represent a dramatic change in the requirements for
continuous professional development and proof of competency for public safety and
confidence. Surgeons may be less prepared than they anticipate, potentially placing
their careers at risk. Are even those physicians participating in MOC substantively
aware of key mandates?
Study Design: An analytic, cross-sectional, e-mail–based survey of Oregon surgeons.
Setting: Electronic submission of answers to survey questions.
Participants: A total of 942 licensed Oregon surgeons.
Main Outcome Measures: Board certification status, participation in MOC, knowledge
of MOC and MOL requirements, specific types of current continuing medical education
(CME), and practice setting.
Results: Of the 300 respondents, 90% were board certified, and 22% of these surgeons
were from rural areas. Forty-seven percent of board-certified surgeons are not currently
participating in an MOC 3-year reporting cycle. Thirty-four percent of surgeons who
indicate participation in MOC do not know the MOC’s CME requirements. Fifty percent
of board-certified respondents do not know their personal surgical outcome data.
Fifty-two percent of non–board-certified surgeons were unaware of the upcoming
MOL requirements.
Conclusion: An unexpectedly large number of Oregon surgeons, both rural and urban,
are unaware of the specifics of MOC and MOL participation and reporting. State and
national regulatory organizations must immediately develop an action plan to better
inform physicians of quality-directed requirements.
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8C
Early Intervention to Promote Medical Student Interest in
Surgery and the Surgical Subspecialties
Authors: B Smith, M Patel, D Mowlds, B Khalsa, J Foe-Parker, A Rama, F Jafari, M
Whealon, A Salibian, D Hoyt, M Stamos, J Endres
Institution: University of California, Irvine Medical Center, Orange, CA; American
College of Surgeons, Chicago, IL
Presenter: Brian Smith
Objective: Attrition rates among surgical residents remain high, and concerns about
projected workforce shortages are growing. Early exposure of medical students to the
surgical profession may promote interest in surgery and allow students more time to
make informed career decisions. The objective of this study was to evaluate the impact
of a simple, easily reproducible intervention aimed at increasing first- and second-year
medical student interest in surgery.
Design: Surgery Saturday (SS) is a student-organized half-day intervention of four
faculty-led workshops that introduce suturing, knot tying, instrument identification,
operating room etiquette, and basic laparoscopic skills. Medical students who
attended SS were administered surveys before and after the event that gauged
change in surgical interest levels and provided a self-assessment (1–5 Likert-type
items) of knowledge and skills acquisition.
Participants: First- and second-year medical students.
Outcome Measures: Change in interest in the surgical field, as well as knowledge and
perceived skills acquisition.
Results: Thirty-three first- and second-year medical students attended SS and
completed surveys before and after. Before SS, 14 students (42%) planned to pursue
a surgical residency, 4 students (12%) did not plan to pursue a surgical residency, and
15 students (46%) were undecided. At the conclusion, 29 students (88%) indicated an
increased interest in surgery, including 87% (13 of 15) who were initially undecided.
Self-assessed changes in knowledge and skill are shown in the Figure.
Conclusions: SS is a low-resource, high-impact, half-day intervention that can
significantly promote early medical student interest in surgery. As it is easily replicable,
adoption by other medical schools is encouraged.
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9C
Outcomes With Renal Transplantation From Very Small
Pediatric Donors Are As Good As Standard-Criteria Donors
Authors: K Halsted, A Venturelli, C Troppmann, J McVicar, A Demattos,
D Nghiem, R Perez
Institution: University of California Davis, Sacramento, CA
Presenter: Karen Halsted
Background: Kidneys from very small (<10-kg) pediatric donors (VSPDs) are
underutilized because of higher complication and graft loss rates.
Hypothesis: By modifying the donor/recipient operations, organ preservation,
recipient selection, and immunosuppression, outcomes with VSPD kidneys are
comparable to outcomes with lower-risk donor groups.
Design: Historical cohort study.
Setting: Academic medical center.
Patients: Deceased donor transplant recipients from January 2005 to July 2011.
Methods: VSPD kidney outcomes were compared with outcomes of other study
groups (small [10–20-kg] pediatric donors [SPDs], standard-criteria donors [SCDs],
and extended-criteria donors [ECDs]). ECD is defined as older than 60 years, or older
than 50 years with two of the following: cerebral vascular accident, hypertension, or
elevated serum creatinine level.
Main Outcome Measures: Graft function and survival.
Results: Of 588 patients, 41 received kidneys from VSPDs, 28 from SPDs, 398 from
SCDs, and 121 from ECDs. Mean age of VSPDs was 4.5 months (range: 1 week–16
months), average weight was 6.1 kg (range: 2.3–9.9 kg), and 88% of the kidneys were
imported from distant organ procurement organizations. VSPD recipients had higher
creatinine levels early on, but by 90 days function was equivalent to SCDs and better
than ECDs (Figure 1). Overall VSPD recipient and graft survival were 100% and 95%,
respectively (Figure 2).
Conclusion: Excellent outcomes can be achieved with kidneys from VSPDs. These
kidneys should be used more readily to address the severe organ shortage.
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10C
Pediatric Injury Outcomes in Minorities in California
Authors: M Ramirez, PhD; D Chang; S Bickler
Institution: University of California, San Diego, La Jolla, CA;
University of California San Diego, La Jolla, CA
Presenter: Michelle Ramirez
Objective: Differences in health outcomes are well documented in adult racial
minorities. We hypothesize that similar differences exist in pediatric racial minorities,
because their care is a function of their parents’ access. We investigated this issue by
examining pediatric injury outcomes in California.
Design: Retrospective analysis of the California Office of Statewide Health Planning
and Development (OSHPD) hospital discharge database.
Setting: A 100% sample of California hospitalized patients.
Patients: Injury patients were defined as ICD-9 primary diagnosis codes between 800
and 959, with certain exclusions, from 1995 to 2008.
Main Outcome Measures: Adjusted risk of inhospital mortality, controlling for age,
gender, injury severity measured by the survival risk ratio, Charlson comorbidity index,
insurance status, calendar year, teaching hospital status, and mechanism of injury.
Results: A total of 40,024 pediatric patients (younger than 18 years) were identified.
Bivariate analysis showed a significant difference in mortality by race among nonHispanic whites, blacks, Hispanics, Asians, and American Indians/others (0.77%, 1.17%,
1.09%, 1.38%, and 0.49%, respectively; P < .001). However, adjusted odds ratios (ORs)
of death relative to non-Hispanic whites for blacks (OR: 0.96; 95% confidence interval
[CI], 0.54–1.72), Hispanics (OR: 0.96; 95% CI, 0.67–1.38), Asians (OR: 0.62; 95% CI, 0.26–
1.46), and American Indians/others (OR: 0.45; 95% CI, 0.13–1.59) showed no significant
differences between racial groups.
Conclusion: Unlike previous reports, which have shown that adult injury patients
(18–64 years) have higher mortality risks relative to non-Hispanic white patients, the
present study demonstrated no significant racial difference among pediatric injury
patients. Our data suggest that racial disparities in injury patients are primarily an
adult problem. Policy targeting this transition from the pediatric to the adult patient
may help reduce this disparity.
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11C
The Changing Patterns of Laparoscopy for Appendicitis in
Children: A Nationwide Analysis
Authors: N Zwintscher, M Martin, C Newton
Institution: Madigan Healthcare System, Tacoma, WA
Presenter: Nathan Zwintscher
Objective: To examine the trends in laparoscopic appendectomy utilization for
children 5 years and younger.
Design: We studied 16,028 inpatient admissions for children 5 years and younger who
were undergoing an appendectomy for acute appendicitis in 2000, 2003, and 2006
using the Kids’ Inpatient Database (KID). Complications (defined by ICD-9 codes) were
reviewed. Hospitals were categorized as either adult general hospitals or children’s
hospitals.
Setting: Retrospective database review.
Main Outcome Measures: Frequency of laparoscopy, complications, and hospital
length of stay.
Results: An increasing trend of utilizing laparoscopy was demonstrated over the study
period. In 2000, 2003, and 2006, appendectomies were done laparoscopically 11.4%,
18.7%, and 31.3% of the time, respectively. Children 5 years and younger were more
likely to undergo a laparoscopic appendectomy at a children’s hospital (Table). Overall,
laparoscopic appendectomies had 3.65% fewer complications (P = .000) and a 0.6-day
shorter hospital stay (P = .000). Patients presenting with perforated appendicitis who
underwent a laparoscopic appendectomy experienced 7.4% fewer complications and
spent 0.75 fewer days hospitalized than patients undergoing an open procedure.
Conclusions: Open appendectomy has historically been the standard in children 5
years and younger. Laparoscopic appendectomy has slowly gained acceptance for
the treatment of appendicitis in smaller children. Over the 7-year study period, the
use of laparoscopy increased significantly at all facilities. Furthermore, laparoscopic
appendectomy in this age group has a comparatively low complication rate and short
hospital length of stay, and it is safe in complicated perforated appendicitis cases.

Laparoscopic Appendectomies in Adult vs.
Children’s Hospitals for Children 5 Years
and Younger (by year)
Adult hospital
Children’s hospital

2000 2003 2006
7.1% 9.7% 17.0%
18.8% 30.7% 45.4%
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12C
Risk Factors for Redo Fundoplication
Authors: D DeUgarte, S Bondada, B Wu, N Lahar, S Shew, J Dunn, S Lee, J Atkinson
Institution: David Geffen School of Medicine at UCLA, Los Angeles, CA;
UCSF, San Francisco, CA
Presenter: Daniel DeUgarte
Objective: We sought to identify risk factors for redo fundoplication in the pediatric
population. Our hypothesis was that patients younger than 3 months and patients
with neurologic impairment or history of esophageal atresia would be at higher risk
for wrap failure, requiring redo fundoplication.
Design: Retrospective chart review.
Setting: Academic hospital.
Patients: Patients younger than 20 years who underwent their first fundoplication
during the 13-year period (1995–2008).
Outcome Measures: Redo fundoplication was defined as reoperation for
symptomatic hiatal hernia, slipped/loose wrap, or both. Baseline characteristics were
compared between those patients who required redo fundoplication and those who
did not. The Fisher exact test was used to determine whether differences between
groups were significant.
Results: A total of 390 patients underwent primary fundoplication, with a mean
follow-up of 3 years. Thirty-three patients (8.5%) underwent redo fundoplication. The
mean interval between primary and redo fundoplication was 14 months. There were
no significant differences between redo and nonredo groups with respect to baseline
characteristics and concomitant procedures at the time of primary fundoplication:
age younger than 3 months (21% vs. 27%), prematurity (33% vs. 30%), esophageal
atresia (6% vs. 4%), cardiac disease (45% vs. 53%), neurologic impairment (45% vs.
53%) , pyloroplasty (33% vs. 29%), gastrostomy tube (73% vs. 75%), and laparoscopy
(30% vs. 34%).
Conclusions: Redo fundoplication was required in 8.5% of patients undergoing
primary fundoplication. No risks factors were identified to predict wrap failure and
the need for redo fundoplication. Our results may be influenced by patient selection
(routine delay of fundoplication until patients weigh more than 3 kg and the frequent
utilization of pyloroplasty in patients with delayed gastric emptying).
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13C
When Should Endoscopic Retrograde
Cholangiopancreatography Be Used in Gallstone
Pancreatitis: Preoperatively, Postoperatively, or Both?
Authors: V Sorensen, A Murphy
Institution: Kern Medical Center, Bakersfield, CA
Presenter: Victor Sorensen
Objective: To evaluate patterns of endoscopic retrograde cholangiopancreatography
(ERCP) in patients with gallstone pancreatitis (GSP).
Patients: A total of 134 patients were identified for a retrospective review spanning
a 2-year period. Data analysis included demographics, hospital stay, timing to
laparoscopic cholecystectomy (LC), incidence of retained stones, and incidence of
preoperative and/or postoperative ERCP.
Results: There were 109 patients with LC, 5 of whom had intraoperative
cholangiography (IOC). There were 24 preoperative ERCPs (22%), and 7 of these
patients (5%) retained a stone requiring postoperative ERCP. Of the 24 patients
who received a preoperative ERCP, only 1 patient required a postoperative ERCP. On
average, LC was performed on hospital day 5 of admission.
Conclusions: GSP is a significant risk factor for common bile duct (CBD) stones, and a
preoperative ERCP may be performed if a CBD stone is suspected. Early LC with IOC is
usually performed to prevent recurrent pancreatitis. At our institution, for our patients
with GSP and suspected CBD stones, we typically perform a preoperative ERCP and
early LC without IOC. Our chart review demonstrates that the incidence of suspected
CBD stones in patients with GSP is less than 25%. In addition, the incidence of retained
stones after early LC without IOC is quite low (<5%).We discovered that early LC alone
for GSP is just as effective as LC with IOC for GSP, and we propose that IOC does not
need to be routinely performed with every LC. We suggest that preoperative and
postoperative ERCP be performed on a case-by-case basis.
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1D
Major Postoperative Complications Lead to Significant
Delayed Mortality and May Adversely Affect Long-term
Survival After Pancreaticoduodenectomy for Pancreatic
Adenocarcinoma
Authors: S Cho, M Cassera, P Newell, C Hammill, R Wolf, P Hansen
Institution: Providence Portland Medical Center, Portland, OR
Presenter: Song Won Cho
Objective: We hypothesized that major postoperative complications may
cause delayed mortality and adversely affect long-term survival following
pancreaticoduodenectomy for pancreatic adenocarcinoma.
Design: Retrospective analysis of two cohort groups: patients with no or minor
complications (group N) and patients with major complications (group C; ClaivenDando classification grade III or above).
Setting: Community-based academic cancer center.
Participants and Interventions: Patients undergoing pancreaticoduodenectomy for
pancreatic adenocarcinoma between May 2001 and October 2010.
Main Outcome Measures: (1)
Mortality rates at 6 months and long-term
cancer survival; and (2) types of postoperative complications that are associated with
delayed mortality.
Results: There were 117 patients (group N: n = 85; group C: n = 32). Preoperative
variables were similar in the two groups except that patients with complications were
more likely to have a creatinine level higher than 1.2, albumin less than 3.5, and higher
bilirubin. Overall median survival was 23.4 months (95% confidence interval, 19.0–
27.8). The overall major complication rate was 27.3%, and the 30-day mortality rate was
3.4%. However, at 6 months, mortality rates were 2.4% in group N and 31.3% in group
C (P < .001). Patients in group N were more likely to receive adjuvant chemotherapy
than patients in group C (44.7% vs. 21.9%, respectively; P = .024). Median postoperative
survival approached a significant difference (group N vs. group C: 25.0 vs. 17.2 months;
P = .08). Univariate analysis showed that delayed hemorrhage (P = .002), acute renal
failure (P = .025) were predictive of mortality at 6 months. This finding was also
confirmed by logistic regression analysis.
Conclusions: Patients with major complications after pancreaticoduodectomy have
significant delayed mortality. Measures to minimize major complications may have
a positive effect on survival outcome after a surgical procedure for pancreatic head
adenocarcinoma.
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2D
A Reduction in Survival Despite Changing Trends in the
Treatment of Locally Advanced Hepatocellular Carcinoma
Authors: A Leung, D Hari, C Chiu, A Bilchik
Institution: John Wayne Cancer Institute, Santa Monica, CA; California Oncology
Research Institute, Santa Monica, CA
Presenter: Anna Leung
Objective: Over the past decade there have been improvements in systemic therapy
for the treatment of locally advanced hepatocellular carcinoma (HCC) stage IV. The
purpose of this study was to determine whether these changes have affected survival
nationally.
Design, Setting, and Patients: Using the National Cancer Data Base, we identified all
patients (18,111) with stage IV HCC over a 14-year period (1994–2008).
Interventions: The use of systemic therapy and surgery.
Main Outcome Measures: Patient demographics, tumor-related features, and
treatment patterns. Overall survival rates were examined using log-rank test power
analysis.
Results: There was a decrease in surgical resection from 10.3% in 2000 to 3.6% in 2008
(P < .0001) and an increase in systemic therapy from 22.6% to 30.3% (P < .001). The
survival rates decreased significantly over time (P < .05) (Table).
Conclusions: The survival of patients with stage IV HCC has decreased despite an
increase in the use of systemic therapy and a reduction in surgery. This study suggests
that treatment pathways should be reevaluated for locally advanced HCC.
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3D
Alpha-Fetoprotein in the Diagnosis of Hepatocellular
Carcinoma in Nonalcoholic Steatohepatitis
Authors: C Kim, L Wong
Institution: University of Hawaii Surgical Residency Program, Honolulu, HI; Cancer
Research Center of Hawaii, University of Hawaii Department of Surgery, Honolulu, HI
Presenter: Christopher Kim
Background: Hepatocellular carcinoma (HCC) is the third leading cause of death
from cancer worldwide. Nonalcoholic fatty liver disease is the most common form of
chronic liver disease in developed countries, with nonalcoholic steatohepatitis (NASH)
an emerging risk factor for HCC. Serum alpha-fetoprotein (AFP) is routinely used in
diagnosing HCC, with sensitivities of 50%–90% in multiple studies with viral-related
HCC. However, AFP data regarding NASH-related HCC are limited.
Objective: Assess AFP sensitivity for HCC in NASH.
Design: Single-institution retrospective review.
Setting: Tertiary referral center for liver disease.
Methods: A prospectively collected database of 737 HCC patients treated from
1993 to 2011 was used to identify NASH patients, hepatitis B and C status, alcohol
consumption, cirrhosis, tumor characteristics, metabolic diseases, and body mass
index (BMI). These characteristics were related to normal AFP (<20 ng/mL) at HCC
diagnosis.
Results: The overall AFP sensitivity for HCC was 64.3%. AFP sensitivity for HCC in NASH
(n = 88) was 48.9%, compared with 66.9% for HCC with viral or alcoholic risk factors (n
= 649) (odds ratio [OR]: 0.48; 95% confidence interval [CI], 0.31–0.76). Sensitivity was
higher in females (71.9% vs. 61.8%; OR: 1.58; 95% CI, 1.1–2.28), nondiabetics (67.9% vs.
57.8 %; OR: 0.65; 95% CI, 0.47–0.89), and cirrhotics (67.1% vs. 56.8%; OR: 1.55; 95% CI,
1.10–2.19). There was no significant difference with BMI or hyperlipidemia.
Conclusions: Although AFP is commonly used in diagnosing HCC, this study
demonstrates that AFP is ineffective for diagnosing HCC in NASH. Reliance on
alternative oncomarkers, imaging, or liver biopsy may be necessary to diagnose HCC
in NASH.
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4D
Higher Cost of Trauma Care on the Pacific Coast: An
Economic Analysis of a Nationwide Sample
Authors: A Haider, A Obirieze, E Schneider, D Gaskin, S Bowman, D Efron, E Cornwell III
Institution: Johns Hopkins School of Medicine, Baltimore, MD; Howard University
College of Medicine, Washington, DC;
Johns Hopkins School of Public Health, Baltimore, MD
Presenter: Adil Haider
Objective: To investigate potential differences in the cost of adult trauma
care between U.S. states using cost-to-charge ratios in an all-payor, nationally
representative sample.
Methods: Trauma patients aged 18–64 years in the 2006–2008 National Inpatient
Sample were identified using ICD-9 codes. Those patients with isolated diagnoses for
three index conditions (ICs)—blunt liver injury, tibia fracture, and moderate traumatic
brain injury—were selected. Generalized linear modeling compared mean cost for
treating these ICs between 42 of the 50 U.S. states, adjusting for hospital factors
(size, teaching status), patient demographics, injury severity, length of stay, Charlson
comorbidity index, local wage index, and payor. Hospital level clustering was adjusted
for using the generalized estimating equation. Kansas was chosen as the reference
state for comparisons, as its costs were closest to the median cost across all states.
Results: Adjusted relative costs were estimated for 404,024 patients across 42 states.
Costs for all three ICs were higher than the reference cost in California, Oregon, and
Washington. California and Oregon were among the three most expensive states for
all three ICs. Other populous regions of the country, such as the Northeast, did not
demonstrate contiguous states with higher costs. A sensitivity analysis using group
cost-to-charge ratio in place of hospital-specific cost-to-charge ratio yielded similar
results.
Conclusion: Even after controlling for factors known to influence medical care cost,
as well as controlling for geographic differences in pricing, three PCSA member states
displayed significantly increased cost of trauma care. Exploring these variations may
assist in identifying potential areas for cost savings.
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5D
The Duo of Mental Illness and Injury: A 1-Year Prospective
Study on the Consequences of the Combination
Authors: R Dicker, M Shumway, C Tran
Institution: University of California, San Francisco, San Francisco, CA
Presenter: Rochelle Dicker
Background: Previously, through a validated screening instrument, we prospectively
found that mental illness in patients hospitalized for unintentional injuries is prevalent.
Mental illness represents an independent risk factor for unintentional injury. The
purpose of this 1-year follow-up study is to compare the rate of health care needs after
the index injury in subjects with mental illness vs. subjects without mental illness.
We hypothesize that the preexisting presence of mental illness in injured individuals
increases injury recidivism and posttraumatic stress disorder (PTSD).
Methods: In this prospective study, we recruited patients admitted to our Level I
trauma center for unintentional injury over 17 months. We conducted chart reviews
and follow-up interviews 1 year after the index injury. A validated PTSD survey was
administered. Subjects with any mental illness diagnosis were compared with subject
without a mental illness diagnosis.
Results: In all, 219 subjects initially enrolled. Follow-up interviews were conducted
with 141 subjects (positive response rate: 64%). Subjects with any mental illness who
did not have PTSD before injury were more likely to develop PTSD 1 year later (P < .05).
Subjects with mental illness were more likely to have another traumatic event after
the index event and any emergency room visits (P < .01) and were more likely to have
several injury events than subjects with no mental illness diagnosis (P < .01).
Conclusions: We have demonstrated that mental illness is a significant risk factor for
injury recidivism and the development of PTSD. Proper treatment of mental illness
should reduce recidivism and the burden of the revolving door of the emergency
department in this vulnerable population.
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6D
Identification of Barriers to Adaptation of Battlefield
Technologies Into Civilian Trauma in California
Authors: J Galante, M Sena, L Scherer, S Tharratt
Institution: University of California, Davis Medical Center, Sacramento, CA; Sutter
Roseville Medical Center, Roseville, CA
Presenter: Joseph Galante
Objective: To characterize the adaptation of battlefield medical techniques
(tourniquets, hemostatic dressings, and tactical combat casualty care [TCCC]) into
civilian prehospital trauma care and identify barriers to their use in California.
Design: Prospective survey of local emergency medical service agency (LEMSA)
directors in California.
Setting: Anonymous electronic survey.
Participants: Twenty-eight LEMSA directors in all of California’s 31 emergency medical
service (EMS) regions.
Results: Fourteen of 28 directors (50%) responded. Of them, 86% were emergency
medicine physicians, and 29% had military experience. Of these respondents, only 25%
served after 9/11/2001, which marked the beginning of the mass combat employment
of these devices. Only 36% support TCCC in tactical EMS (high-risk law enforcement).
Of those with military medic experience, 75% use tourniquets within their LEMSA.
Fewer than 50% of the directors who support the use of tourniquets allowed the use
of a commercially available tourniquet, with the majority favoring improvised devices.
Conclusions: The majority of LEMSA directors in California do not currently support
the employment of battlefield medical techniques despite the large cumulative
experience with their safety and effectiveness on the battlefield, often by individuals
with considerably less medical training than civilian providers have. Despite different
injury patterns, death from extremity hemorrhage still occurs in civilian settings and
is nearly 100% preventable with a tourniquet. Surgeons, who are familiar with these
methods, need to advocate for their appropriate employment in civilian trauma.
Military medical techniques are not being used because of perceived lack of evidence
and concern for patient safety.

- 176 -

Notes:

E-POSTER SESSION D

- 177 -

7D
Damage-Control Surgery Performed During the
Global War on Terror
Authors: G Riha, L Kiraly, B Diggs, S Cho, R Kuehn, S Underwood, M Schreiber
Institution: Oregon Health and Science University, Portland, OR; Womack Army
Medical Center, Fort Bragg, NC
Presenter: Gordon Riha
Objectives: During recent wartime experiences, practitioners have managed patients
with open abdomens who were transported across three continents. The purpose of
this study was to evaluate factors that are predictive of delayed abdominal closure in
damage-control patients injured during military conflict.
Methods: Seventy-one patients managed with open abdomen were identified from
records at Landstuhl Regional Medical Center (LRMC) from 2005 and 2006. Follow-up
data were available from Walter Reed Army Medical Center (WRAMC). Records were
reviewed through all echelons of care. Ordinal logistic regression was used to predict
delayed abdominal closure.
Results: Patients sustained injury from blunt (n = 2), penetrating (n = 30), and blast
(n = 39) mechanisms. Median Injury Severity Score was 25 (range: 17–34). Abdominal
injury was observed in 85%, and 48% percent underwent a massive transfusion (MT).
Median time to transfer to the United States was 5.3 days (range: 4.3–6.8). Abdomens
were definitively closed downrange (11%), at LRMC (33%), or at WRAMC (56%). Median
number of days until abdominal closure was 13 days (range: 4–40) in 2005, compared
with 4 days (range: 1–14.5) in 2006 (P = .02). The multivariate model identified MT
(odds ratio [OR]: 3.9), presence of complications (OR: 5.1), and an injury date in 2005
(OR: 3.4) as independently predictive variables for later abdominal closure.
Conclusions: MT, occurrence of complications, and earlier injury date are predictive
of delayed abdominal closure in casualties managed with abdominal damage control.
These data suggest an evolving approach to the management of severely injured
combat casualties that involves earlier abdominal closure.
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8D
Timing and Clinical Accuracy of Massive
Transfusion Protocol Activation
Authors: R Narayan, medical student; M Kutcher; V Curd; T Singh; A Daley; R McReery;
D Xu; I Crane; M Greenberg; M Nelson; M Knudson; E Fiebig; M Cohen
Institution: University of California, San Francisco, San Francisco, CA
Presenter: Raja Narayan
Objectives: Massive transfusion (MT) is a poorly characterized practice with multiple
predictive scores, activation criteria, and institution-specific protocols. Detailed
characterization will identify optimal practices to refine our resuscitation strategy,
improving outcome after trauma.
Design: Retrospective review.
Setting: Level I urban trauma center.
Patients: A total of 226 patients who either received an MT (>10 U red blood cells
[RBCs] over 24 hours) or had activation of the institutional massive transfusion
protocol (MTP).
Main Outcome Measures: Patient demographics, MTP activation criteria, blood
product use, activation timing, and outcomes were evaluated.
Results: Of 226 patients evaluated, a median of 11 U RBCs was given; 48% of the
patients received true MTs (median: 18 U RBCs), compared with 52% false alarms
requiring fewer RBCs (median: 5). The mean ratio of RBC to fresh frozen plasma units
during MTP was 1:2, and the ratio of RBCs to platelets was 11.6:1. Median time to
blood bank sending of MTP RBCs after protocol activation was 9 minutes. Trauma
accounted for 85.3% of MTP activations and required larger amounts of RBCs (median:
12 vs. 7 U, P = .005) than medical/obstetric activations. Of MTP activations, 36.1% were
delayed until after more than 4 U RBCs had been given, and 42.9% were activated
more than 1 hour after admission. Of four validated MT prediction scores, only the
McLaughlin score differed statistically between true and false protocol activations (2.0
± 1.2 vs. 1.6 ± 1.1, P = .034), and none satisfactorily distinguished patients receiving
true MTs.
Conclusions: Despite data showing mortality benefits from early blood product
resuscitation, the design and implementation of MT protocols are problematic
because of uncertainty regarding activation criteria and timing . More accurate clinical
predictive scoring and criteria are required.
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9D
A Practical Index to Predict 30-Day Mortality
Following Major Amputation
Authors: M Easterlin, medical student; D Chang; S Wilson
Institution: University of California, San Diego, San Diego, CA; University of California,
Irvine, Irvine, CA
Presenter: Molly Easterlin
Background: Patients at risk of mortality following amputation have not been well
identified.
Objective: To devise a clinical index predicting 30-day mortality following amputation
that would allow stratification of intensity of postoperative care.
Patients: Above-knee or below-knee amputations.
Methods: The National Surgical Quality Improvement Program 2005–2009 database
was analyzed for patients who had above- or below-knee amputations. An additive risk
index was created based on logistic regression that examined patient demographics,
comorbidities, and operative characteristics. A threshold score for clinical action was
identified as the score at which the gain in certainty was maximized.
Main Outcome: Thirty-day mortality.
Results: Among 9,244 patients analyzed, there were 744 deaths (8.1%) at 30 days,
with 280 deaths (37.9%) occurring after hospital discharge. The final index includes
10 components with a total score range of 0–13: age (60–79 or 80+ years); history
of congestive heart failure, chronic obstructive pulmonary disease, or major cardiac
surgery; using steroid medications; having dependent functional status; dyspnea;
being on dialysis; having impaired sensorium; or preoperative sepsis. This index has a
C statistic of 0.7391, and clinical action should be taken at a score of 5 or higher. The
observed probability of 30-day mortality increased from 1.06% at a score of 1, to 10%
at 5, and to 38.5% at 10.
Conclusion: Over one-third of deaths within 30 days of major amputation occur after
discharge from acute care. A novel index to predict 30-day mortality following major
amputation is described. Patients receiving a score of 5 or higher face substantial risk
of mortality and should be held in the hospital longer or, if discharged, should receive
closer postoperative follow-up.
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10D
Evolution of Vascular Training for General Surgery Residents:
Endo Is Essential
Authors: J Lee, C Dorsey, M Zayed, R Dalman
Institution: Stanford University Medical Center, Stanford, CA
Presenter: Chelsea Dorsey
Objectives: Advancements in endovascular and hybrid surgical techniques continue
to influence both general surgery (GS) and vascular surgery (VS) training. Although
minimum case numbers have not been established, GS residents are increasingly
performing catheter-based, image-guided endovascular procedures essential to
modern vascular practice. We sought to evaluate the incorporation of endovascular
procedures in GS and VS training.
Design: Eleven-year, nationwide, population-based analysis.
Setting: Data were collected from national Accreditation Council for Graduate Medical
Education surgical case logs.
Participants: GS resident trainees from 2005 to 2009 and VS fellow trainees from 1999
to 2009.
Main Outcome Measure: Trends in vascular procedure type performed (endoscopic vs.
open) were compared within and between groups.
Results: From 1999 to 2009, 54,1363 cases were logged by graduating VS fellows
(mean: 467 cases per fellow). Although open case volume remained stable over the
11-year period (mean: 273 cases per fellow; range: 226–279), total endoscopic case
volume has increased 2000% (15 cases per fellow to 352 cases per fellow, P < .0001)
to now consistently account for more than 50% of the VS fellowship caseload (Figure
1). From 2005 to 2009, 6.3 million operations were logged by graduating GS residents,
of which 10.4% were reported as index vascular cases (mean: 128 cases per resident).
Contrary to VS fellows’ stable open experience over the past decade, open index
vascular cases for GS residents decreased by 10.9% over the past 5 years (P < .0001).
Although there has been a modest increase in endoscopic experience of 51.7% (P <
.0001; Figure 2) for GS residents, these endoscopic cases account for only 16% of the
total vascular experience reported by GS residents.
Conclusions: Endovascular case experience is steadily increasing for GS trainees,
but not at the pace that graduating VS fellows are reporting. Defined endovascular
categories and case minimums should be established for GS residents to ensure that
their core vascular skills remain relevant to modern surgical practice.
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11D
The Effects of Prior Abdominal Surgery and Obesity on
Anterior Retroperitoneal Exposure of the Spine
Authors: A Mogannam, C Bianchi, J Chiriano, S Patel, T Teruya, A Abou-Zamzam
Institution: Loma Linda University Medical Center, Loma Linda, CA
Presenter: Abid Mogannam
Objective: Prior abdominal surgery and obesity may be considered contraindications
to anterior retroperitoneal exposure of the lumbar spine (ARES). We sought to define
the effects of these factors on the technical aspects and complications of ARES.
Design: Retrospective review of a prospective database.
Setting: Academic vascular surgery practice.
Patients: Patients undergoing ARES over a 10-year period.
Main Outcome Measures: The influence of prior abdominal surgery and obesity on
operative time and perioperative complications.
Results: A total of 477 patients underwent ARES. Mean age was 47.7 (±12.6) years.
Forty-four percent had undergone prior abdominal surgery. Mean body mass index
(BMI) was 28.2 (±5.5). A total of 68.5% of the procedures included exposure of the
L4–L5 disk space. Mean time to exposure of the spine was 71.2 (±27.7) minutes.
Perioperative complications occurred in 14.7%. Prior abdominal surgery had no effect
on the incidence of vascular injury, postoperative complications, or time to exposure.
BMI less than 30 (P = .03) and exposures involving the L4–L5 disk space (P < .001) led
to higher rates of vascular injury and perioperative complications. BMI had no effect
on time to exposure. Exposure of the L4–L5 disk led to increased time to exposure (P <
.001).
Conclusion: Prior abdominal surgical procedure does not adversely affect the
perioperative outcomes or operative times for anterior retroperitoneal spinal
exposures. Obesity (BMI >30) does not affect time to spinal exposure, but obesity and
exposures involving the L4–L5 disk do increase the risk of perioperative complications
following ARES. Prior abdominal surgery and obesity should not be considered
contraindications to anterior retroperitoneal exposure of the spine.
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12D
Thoracic Endovascular Aortic Repair for Penetrating
Atherosclerotic Ulcers of the Thoracic Aorta
Authors: S Huang, C Ochoa, V Rowe, M Cunningham, R Cohen, F Weaver
Institution: USC Cardiovascular Thoracic Institute, Los Angeles, CA
Presenter: ShihYau Huang
Objective: To report a single-center experience of thoracic endovascular aortic repair
(TEVAR) for penetrating atherosclerotic ulcers (PAUs) of the thoracic aorta.
Methods: A retrospective review was performed of all patients from 2005 to 2011
who underwent TEVAR for PAU of the thoracic aorta. Primary endpoints were 30-day
mortality and morbidity. Secondary endpoints included ulcer resolution, need for
remedial procedures, and late mortality.
Results: During the study period, 135 patients underwent TEVAR. Of this group, 18
patients (15 males, mean age: 71 years) required TEVAR for a PAU. Indications for
TEVAR included chest or back pain (6), pseudoaneurysm/intramural hematoma/
contained rupture (6), large (>3-cm)/enlarging ulcer (4), recurrent laryngeal nerve
compression (1), and hemoptysis (1). During TEVAR, complete coverage of the left
subclavian artery was required in four patients (22%), three of whom underwent a
concomitant subclavian–carotid transposition. Inhospital/30-day morbidity occurred
in 17% and included stroke (1), pleural effusion (1), and respiratory failure (1). There
was no mortality. At a mean follow-up of 7.2 months, complete resolution of the ulcer
has been documented by computed tomography in five patients. Two additional
endovascular procedures and one open procedure have been required. One patient
died from complications associated with an aorta–bronchial fistula following a failed
remedial repair, while another patient died from causes unrelated to TEVAR.
Conclusion: TEVAR is a safe and effective treatment of PAU of the thoracic aorta based
on these short- and intermediate-term results. Subsequent studies are required to
clarify patient selection and delineate the reasons for late TEVAR failure.
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13D
Females With Subclavian Vein Thrombosis Have an Increased
Risk of Hypercoagulability
Authors: K Likes, medical student; S Nazarian; D Rochlin; J Freischlag
Institution: Johns Hopkins Medical Institutions, Baltimore, MD
Presenter: Kendall Likes
Objectives: Subclavian vein thrombosis (SVT) is usually caused by vigorous activity or
extensive use of the upper extremity. Patients are tested for hypercoagulability if they
present with a spontaneous clot not associated with activity. The purpose of this study
was to determine the prevalence of hypercoagulability in patients undergoing first rib
resection and scalenectomy (FRRS) and presenting with SVT.
Design and Patients: Using a prospectively maintained database from 2003 to 2011,
patients were retrospectively reviewed for hypercoagulability testing and clinical
outcomes.
Results: A total of 143 patients (79 females and 64 males; mean age: 32 years [range:
16–71]) presented with SVT, of whom 56 patients (45 females and 11 males; mean
age: 32 years [range: 16–61]) had undergone hypercoagulable testing. A total of 14
patients (25%) (12 females and 2 males; mean age: 27 years [range: 16–46]; P < .05) had
an abnormal hypercoagulable profile. A factor V Leiden mutation was present in six
patients; protein S deficiency in four patients; plasminogen activator inhibitor type 1
(PAI-1) deficiency in two patients; and protein C deficiency, anticardiolipin antibodies,
factor VII mutation, factor II mutation, or antiphospholipid antibodies in one patient
each. Immediate and long-term postoperative vein patency was similar to patients
without hypercoagulability. Patients were placed on lifelong anticoagulation therapy if
they had a PAI-1, protein C, or protein S mutation.
Conclusions: Patients with hypercoagulability do as well with FRRS for SVT as patients
with normal profiles. More females were tested in our patient subset, perhaps because
of a greater history of spontaneous thrombosis, and they had an increased prevalence
of hypercoagulable disorders. Based on our findings, we believe that younger women
with SVT should undergo hypercoagulablity testing to identify the need for long-term
anticoagulation.
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14D
Decreases in Diameters of Treated Abdominal Aortic
Aneursyms Parallel Reduction in Rupture Rate in the United
States
Authors: A Hadjibashi, J Mirocha, D Cossman, B Gewertz
Institution: Cedars-Sinai Health System, Los Angeles, CA
Presenter: Anoushirivan Hadjibashi
The incidence of ruptured abdominal aortic aneurysms (AAAs) has decreased
more than 35% in the last decade. Since the number of AAAs repaired each year
by endovascular and open techniques combined is unchanged, it is likely that the
natural history of aneurysmal disease has been altered by medication and/or risk
factor management. Such treatments could affect the rupture rate by slowing AAA
expansion or stabilizing the arterial wall. To address this issue, we sought to determine
whether the size of AAAs treated in our institution had changed over the last 10
years. A retrospective chart review was completed on all patients undergoing any
AAA repair from 2000 through 2009. We included all cases of repaired AAA who had
computed tomographic scans within 3 months of surgical procedures. The mean and
median maximal diameters of AAAs were noted. We used SAS version 9.1 for data
analysis; correlation and regression analyses were used. In all, 339 of 360 AAA patients
met the inclusion criteria. The mean ± standard deviation diameter of repaired AAAs
decreased from 6.49 ± 1.46 cm (median: 6.40) in 2000 to 5.83 ± 1.23 (median: 5.60) in
2009. Correlation analysis confirmed a decrease in diameter across years (Pearson R
= −0.141, P = .01; Spearman R = −0.149, P = .01). A fitted regression line also showed
a decreasing trend (slope: −0.059 per year, P = .01). The diameters of repaired AAAs
at a busy hospital have decreased progressively over the last decade. This implies a
reduction in the expansion rates of AAA and may account for the decreased rupture
rate in the United States.
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PCSA New Members
CLASS OF 2012
Michael Endre Abel
Spouse: My wife Diane and I have been married for 37 years.
Children: We have two daughters, Sarah, an attorney in Boston
and Katy a sophomore in college, also in Boston. Katy is
interested in medicine.
Caucus: Northern California
Specialty: Colon and Rectal Surgery
Position/Location: Partner, San Francisco Surgical Medical Group,
and Associate Clinical Professor of Surgery, UCSF
Interests: I work too much, but if I have free time I spend it
gardening and reading. What I enjoy the most are family
vacations around the globe especially if I can scuba dive.
Ahmed M. Abou-Zamzam, Jr.
Spouse: Dr. Sharon Lum, a fellow PCSA member
Children: Ahmed and Sharon have three children – Aida (girl-15),
Zafir (boy-13) and Safia (girl-10).
Caucus: Southern California
Specialty: Vascular Surgery
Position/Location: Chief, Division of Vascular Surgery, Loma Linda
University Medical Center
Interests: Family, distance running (He and his wife do a
marathon a year and are running Boston in April), and golf (He
stinks, but his oldest daughter is pretty good).
Lisa Abramson
Spouse & Children: No kids or spouse - a very cute dog named
Penny makes up Lisa’s household.
Caucus: Northern California
Specialty: Pediatric Surgery
Position/Location: Pediatric Surgeon, Children’s Specialists
Medical Group of Sacramento, and Assistant Clinical Professor,
Department of Surgery, UC Davis Medical Center
Interests: Outside interests include travel, competing in triathlons
and anything outdoors.
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Amir Bastawrous
Spouse: Sarah Bastawrous, a Radiologist specializing in Body Caucus:
Washington, British Columbia, Alaska
Specialty: Colon and Rectal Surgery
Position/Location: Program Director, Colon and Rectal Fellowship,
Swedish Medical Center, Seattle, WA
Interests: Digital photography, Road Cycling, Travel

Christian Bianchi
Spouse: Patricia
Children: Nicolas and Matias
Caucus: Southern California
Specialty: Vascular Surgery
Position/Location: Associate Professor of Surgery, Loma Linda
University Medical Center, and Chief, Vascular and Endovascular
Surgery, Loma Linda Veterans Affairs Medical Center
Interests: Soccer coach, skiing, boating and motorcycles

Robert Canter
Spouse: Amanda Wasylik
Children: Charlotte (4) and Graham (1)
Caucus: Northern California
Specialty: Surgical Oncology
Position/Location: Assistant Professor, Division of Surgical Oncology,
UC Davis Cancer Center, Sacramento, CA
Interests: Robert’s interests include soccer, running, and reading to
his children. Pre-children, he enjoyed traveling and hiked Kilimanjaro
and the Inca Trail in Peru. Now, not so much.

Mitchell Jay Cohen
Spouse: Stephanie Tomasky
Caucus: Northern California
Specialty: General Surgery
Position/Location: Assistant Professor in Residence, Department of
Surgery, UCSF
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V. Tammy De La Melena
Caucus: Oregon, Hawaii
Specialty: Breast Surgery
Position/Location: Associate Clinical Professor of Surgery,
Oregon Health & Sciences University, Portland, OR

Dan DeUgarte
Spouse: Catherine DeUgarte, an Infertility Specialist
Children: Audrey (6) and Andrew (4)
Caucus: Southern California
Specialty: Dan practices as a pediatric surgeon and has an
interest in the epidemic of childhood obesity as well as the role
and impact of bariatric/metabolic surgery on the long-term
health of obese adolescents.
Position/Location: Assistant Professor, David Geffen School of
Medicine at UCLA
Interests: Dan has a South American and European background
and is an avid traveler. He is currently involved in global health
projects in Mozambique, Peru, and China. Dan also enjoys
cycling and training for triathlons.
Rochelle Ami Dicker
Caucus: Northern California
Specialty: Trauma / Acute Care
Position/Location: Assistant Professor of Surgery and
Anesthesia, UCSF

Dan Eisenberg
Spouse: Jinah
Children: Ilan (8) and Keren (5)
Caucus: Northern California
Specialty: General Surgery
Position/Location: Assistant Professor, Department of Surgery,
Stanford School of Medicine, Palo Alto, CA
Interests: Regarding my interests outside the operating room:
they include sports, but in reality are focused almost entirely on
spending time with my wife and kids.
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Valerie J. Halpin
Caucus: Oregon, Hawaii
Specialty: Bariatric Surgery
Position/Location: Fellowship Program Director, Legacy Good
Samaritan Bariatric Fellowship, Portland, OR
Interests: Outside of the operating room Valerie enjoys
waterskiing, downhill skiing, and soccer. She runs too, but doesn’t
enjoy it that much.
Morad Hameed
Caucus: Washington, British Columbia, Alaska
Specialty: General Surgery
Position/Location: Assistant Professor of Surgery, University of
British Columbia

Alden Harken
Spouse: Laurel Dale Sillag
Children: Dwight, Melissa, Tabetha
Caucus: Northern California
Specialty: Cardiothoracic Surgery
Position/Location: Chair, UCSF – East Bay Surgery, and Professor of
Surgery, UCSF Department of Surgery

Dennis Ricky Holmes
Caucus: Southern California
Specialty: Breast Surgery
Position/Location: Assistant Professor of Clinical Surgery, USC
Keck School of Medicine, and Chief, Breast Section, LAC+USC
Medical Center
Johnny M. Hong
Spouse: Maria E. Hong, MD, FAAP
Children: Alexa, Karl, Erin
Caucus: Southern California
Specialty: General Surgery
Position/Location: Surgical Director, Living Donor Liver Transplant
Program, David Geffen School of Medicine at UCLA
Interests: family BBQs, hiking, mountain biking
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Kenji Inaba
Spouse: Susie
Children: Koji (4)
Caucus: Southern California
Specialty: General Surgery
Position/Location: Attending Surgeon, Division of Trauma
Surgery and Surgical Critical Care, LAC+USC Medical Center,
and Assistant Professor of Clinical Surgery, USC Keck School of
Medicine
Interests: Cycling and running.

Jay Arthur Jensen
Spouse: For the last decade Arthur has been married to
Elizabeth Stone, a devoted equestrian.
Children: Arthur and Elizabeth’s combined family includes 5
children, a horse, and two dogs.
Caucus: Southern California
Specialty: Plastic Surgery
Position/Location: Associate Clinical Professor of Plastic Surgery,
UCLA School of Medicine
Interests: Outside of his professional interests, Arthur enjoys
running with partners who run at his level, skiing with those
who ski slightly better than he does, and playing tennis with
those who are slightly less able.
Jason T. Lee
Spouse: Maisie Fung, whom Jason met in medical school. The
two were married during residency, and Maisie now works as an
urgent care physician for the Palo Alto Medical Foundation.
Children: Maisie and Jason have three wonderful children:
Justin (6), Madeline (4), and their baby brother Jordan (1.5).
Caucus: Northern California
Specialty: Vascular Surgery
Position/Location: Assistant Professor of Surgery, Stanford
University School of Medicine, and Director of Endovascular
Surgery, Stanford Hospital
Interests: Jason and his family are all sports fans, following
tennis, basketball, football, and baseball very closely. Jason
had the privilege of playing Division III basketball and tennis
in college, and still plays USTA tennis for a local club twice per
week. This past year he also really enjoyed being an assistant
coach for Justin's soccer team.
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Michelle Lechen Li
Caucus: Northern California
Specialty: General Surgery
Position/Location: Assistant Clinical Professor of Surgery, UCSF

Marc Melcher
Spouse: Tami Daughert, a transplant hepatologist at Stanford
University
Children: Kayla (6) and Camille (5)
Caucus: Northern California
Specialty: General Surgery
Position/Location: Assistant Professor, Stanford University Medical
Center, Division of Transplantation
Interests: When we are not at work we enjoy hiking with our two
girls along the coast and in the Sierras. Pretty soon they should be
able to go backpacking with us.
Rebecca Sayuri Sawai
Caucus: Oregon, Hawaii
Specialty: Colon and Rectal Surgery
Position/Location: Director of Surgical Education, Kaiser Moanalua
Medical Center
Interests: Enjoy playing my violin with Oahu Civic Orchestra,
spending time with my 2 dogs and welcoming friends visiting
Hawaii.

David Lewis Scott
Caucus: Oregon, Hawaii
Specialty: Transplant Surgery
Position/Location: Assistant Professor, Division of Liver & Pancreas
Transplantation and Assistant Professor, Division of Urology, and
Director of Kidney Transplant, Oregon Health & Science University,
and Medical Director, Pacific Northwest Transplant Bank
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Mark Lawrence Silen
Spouse: Dallas Piana
Children: Gretchen
Caucus: Oregon, Hawaii
Specialty: Pediatric Surgery
Position/Location: Professor of Surgery and Pediatrics and
Medical Director, Pediatric Minimally Invasive Surgery and
Pediatric Trauma, Oregon Health & Science University, and
Chief, Division of Pediatric Surgery, Doernbecher Children’s
Hospital
Interests: Sports and cooking

Brian Randall Smith
Spouse: Maria Sipowicz, MD, a Family Practice physician
Children: Two daughters: Lauren (8) and Leah (5)
Caucus: Southern California
Specialty: General Surgery
Position/Location: Assistant Professor of Surgery, University
of California, Irvine Medical Center, and Staff Physician, VA
Healthcare System Long Beach
Interests: Brian’s interests outside of the operating room
include hunting, fishing, and spending time with his family.
Victor Sorenson
Spouse: Caryn
Children: Two sons: Nathan and Matthew
Caucus: Southern California
Specialty: Trauma / Surgical Critical Care
Position/Location: Trauma, Critical Care & Bariatric Surgeon,
Kern Medical Center, Bakersfield, CA
Interests: In his spare time Victor enjoys travel, swimming, and
reading non-fiction, history, and political science books and
articles.
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David Scott Thoman
Spouse: Charity Thoman, an internist and Dir. of Communicable
Disease for Santa Barbara County
Children: Charity and David have three boys: Rockford (5), Tiger (3),
and Buckley (1)
Caucus: Southern California
Specialty: General Surgery
Position/Location: Medical Director of Bariatric Surgery, Santa
Barbara Cottage Hospital
Interests: David swam for Notre Dame and is an avid surfer.
Brendan Visser
Spouse: Carmen
Children: Sofia (6 months)
Caucus: Northern California
Specialty: Hepatobiliary/Pancreatic
Position/Location: Assistant Professor of Surgery, Stanford
University School of Medicine
Interests: Brendan is a native of San Francisco, an avid SF Giants fan,
and a runner.

Michael Allan West
Spouse: Susan
Children: Kristine (32), Andrew (30), Kathryn (27)
Specialty: General Surgery, Trauma Surgery, Surgical Critical Care,
Surgical Infectious Disease
Caucus: Northern California
Position/ Location: Professor of Surgery, UCSF, San Francisco
General Hospital and Trauma Center
Interests: Travel, running, skiing, hiking, reading, and food.
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DECEASED MEMBERS
Robert Albo, M.D.
Marianne Cinat, M.D.
Samuel Etheredge, M.D.
William M. Garnjobst, M.D.
K. Alvin Merendino, M.D.
Roger Moe, M.D.
Leonard Rosenman, M.D.
David Allan Taft, M.D.
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ROBERT JAMES ALBO, MD, FACS
May 8, 1932 - February 21, 2011
Robert James Albo was born in Oakland and attended Berkeley High
School where he was President of the Senior Class and Valedictorian.
Early on he was recognized as a great athlete and is the only man in the
history of UC Berkeley to have captained both the varsity baseball and
basketball teams. He received Cal’s Jake Gimble Award for having the
best combination of academics and athletics among the graduating
seniors. The year after graduation he coached the UC Berkeley Junior Varsity
Baseball and Basketball teams both of which went on to win NCAA championships, a
remarkable accomplishment. In 2000, Bob was inducted into the UC Athletic Hall of
Fame.
In 1954, he turned down a $25,000 contract to play for the New York Giants, a
tremendous sum in those days, to attend medical school at UC. While in medical
school and later as a UC resident, he became close friends with Howard Naffziger,
H. Glenn Bell, Leon Goldman and Burt Dunphy, perhaps the only person to have a
close relationship with all four of these former Chairs of Surgery. After completion
of his residency in 1965, Bob joined the faculty as the Assistant to Dr. Jack Wylie, the
pioneering vascular surgeon. In addition, he did all the donor nephrectomies for the
living-related kidney transplants performed by Dr. John Najarian.
When Dr. Dunphy’s close friend and prominent East Bay surgeon, Dr. Ed Clausen,
developed gastric cancer, Dr. Albo was assigned to take over his practice until his
recuperation. When Dr. Clausen decided not to return to his office, Bob never
looked back. His practice involved the breadth of abdominal, thoracic and vascular
surgery and even gynecology. He rose to become Chief of Surgery at the Summit
Hospital and Chief of Surgical Services for the UC Student Health Service. He was
unquestionably the Dean of East Bay Surgery. He continued his association with UC
and taught faithfully every week at both San Francisco General Hospital and the UC/
East Bay Surgery program based at the Alameda County Medical Center. Bob, with
great emotion, told me that his election to AOA as a UC Alumnus and his promotion to
Clinical Professor of Surgery were two of his proudest accomplishments.
Bob was intensely interested in young people. He mentored scores of young surgeons,
athletes and youngsters. When the Naffziger Society of UC Surgery Graduates had
difficulty raising funds to purchase gifts for our Chief Residents, Bob purchased them
with his own money. He also provided the monetary support to publish a History
of Surgery at San Francisco General and arranged that a copy of the book be given
to each member of the Society and each subsequent graduating Chief Resident in
perpetuity. When my young residents learned of his death, they were truly shocked
and saddened.
- 211 -

IN MEMORIAM
Bob was also a distinguished Sports Medicine physician. He began his association with
the San Francisco Giants in 1959 and the 49ers in 1960 while he was still a resident.
He eventually became the Team Physician for the Oakland Raiders, the Oakland
Athletics, the Golden State Warriors, as well as the Oakland Oaks (ABA Basketball)
and the Oakland Seals (Hockey). He was the only man in the world to own one NBA
Championship, two World Series and four Super Bowl Championship Rings!!!
In addition to his accomplishments in Surgery, Athletics and Sports Medicine, Bob was
also the most distinguished historian of Magic of our time, perhaps of all time. He is
the author and illustrator of an 18 volume “History of Magic” which is the definitive
work on the subject. He and his wife, Marge, established the largest Museum of
Magic in the world, located on the third floor of their magnificent home in Piedmont.
Famous magicians from all over the world would travel to Oakland to visit it. Bob was
also a skilled magician himself and delighted in performing for his many friends at
informal gatherings as well as surgical meetings and social events.
In the summer of 1954, while working at the UC Camp, “The Lair of the Bear”, Bob met
the beautiful Marjorie Stanley, daughter of the distinguished UC Professor and Nobel
Laureate, Wendell M. Stanley. They married in 1956 and celebrated their 55th Wedding
Anniversary shortly before Bob’s death. Bob excelled as a father as he did in all other
aspects of his life. Bob and Marge’s wonderful family includes their son Bob and wife
Sarah; daughter Debbie and her husband Robb Jacobs; son Douglas and wife Keri; and
their eight grandchildren.
In summary, Bob was the quintessential American hero. Tall and handsome, a natural
athlete, compassionate surgeon, dedicated family man, published scholar and an
artist so talented that he once worked as an illustrator for Walt Disney. His friendship,
infectious laugh, and warm handshake were extended equally to the established and
the aspiring. He was the happiest surgeon, no, the happiest man, that I have ever met.
His was a life truly well lived.
William P. Schecter, MD
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MARIANNE CINAT, MD
1965 — 2011
Dr. Marianne Cinat died suddenly at home Saturday,
June 18, 2011. A native of Michigan, Dr. Cinat was a
longtime member of the University of California, Irvine
family. Marianne grew up in Southfield, Michigan, and
obtained her undergraduate and Doctor of Medicine
degrees with honors from the University of Michigan.
Her general surgery internship and residency were
completed at the University of California, Irvine.
Additionally, she completed a fellowship in trauma and
critical care, also at the University of California, Irvine.
Her academic appointments at the University of California, Irvine, included Professor
of Surgery; Director of the UC Irvine Regional Burn Center; and Director of the Surgical
Critical Care Fellowship Program. As Director of the Burn Center, Marianne developed
especially deep relationships with her patients, many of whom spent months in her
care. Dr. Cinat led the transition to a much-needed larger burn unit in the UC Irvine
Douglas Hospital in 2009.
Her dedication, selflessness, and expertise were and continue to be an inspiration to
her colleagues, trainees, and patients. She devoted herself to healing those with the
most difficult injuries and her skill and compassion touched the lives of hundreds of
burn survivors and their families.
Dr. Cinat was a colleague of many members of the PCSA — all who enjoyed her
honesty, enthusiasm and straightforward style. She achieved her goals in a quiet,
unassuming but incredibly effective way - - the hallmarks of a great physician and
human being. In Southern California, she was a recognized leader and not for her
untimely death was due to become, after years of dedicated service to the chapter, the
first woman President of the Southern California Chapter of the American College of
Surgeons.
She will be missed by all who were lucky enough to get to know her. An endowed
lectureship has been established in her name at UC Irvine.
Michael Stamos and Lawrence Wagman
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SAMUEL NORFLEET ETHEREDGE, JR., MD
January 31, 1914 — June 17, 2011
Born in Norfolk, Virginia in 1914, “Junie” as
he was known grew up in the shadow of
the Great War and through the hardship
of the Depression in a modest house
on the beach of Chesapeake Bay. He
attended William and Mary College, and
then went on to the University of Virginia
Medical School, graduating in 1937 in the
penumbra of the next great war. While at The University he found time to participate
in honorary secret societies and run track, the highlight of which was running against
Jesse Owens in the Penn State Relays. The high qualities of a “Virginia Gentleman”
traveled with him as he pursued his surgical training in Richmond, Va, , Seattle, Wa and
Charleston, West Virginia, and throughout the rest of his life.
While in Seattle at the Virginia-Mason Clinic he met the love of his life, Ruth Steenstrup,
and they married in 1940 producing a family of 4 children. World War II found him in
the Third Marine Division as a surgeon, making landings on Bougainville, Guadalcanal,
and Guam. He was awarded the Bronze Star for meritorious service. Following his
return from the fighting he moved his family to Oakland, California where he became
one of the pioneers in the fledgling specialty of Vascular Surgery.
Several milestones of his career include performing the first successful resection of
a thoraco-abdominal aneurysm in 1954, using what would later be known as a Gott
shunt, replacing the aorta with a homograft and silk sutures. The man survived more
than 24 years. Another surgical triumph was the 1970 report of 100 consecutive
carotid eversion endarterectomies, a new technique at the time, without a single
stroke. He also became a local hero, at least in medical circles, by counter-suing (and
winning) an attorney for malicious prosecution in 1981. He practiced until he was 75,
seeing patients in the office on a daily basis.
His second career began with his retirement from practice. He remarried after the
passing of Ruth, starting a second marriage with Mary Mac McIver in 1987 that lasted
24 years. He was the crooner in a Doctor Band, played golf and bridge, and tended
his beautiful garden. Of all the societies and groups he belonged to the one that
was foremost in his heart was the Pacific Coast Surgical for its close friendships and
professional excellence.
Stephen N. Etheredge
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WILLIAM M. GARNJOBST, M.D.
October 14, 1920 – December 17, 2009
Dr. William M. Garnjobst was born in Halsey October 14, 1920
to Dr. Henry and Lulu Garnjobst. He was the youngest of four
sons. He died December 17, 2009, in Beaverton. He is survived
by his wife, Carole: and was predeceased by his parents and three
brothers. His family moved to Corvallis where he received his
primary and secondary education. His education also included
flying lessons enabling him to become a licensed pilot at the age
17. He entered Oregon State College in 1938, majoring in basic
sciences and English. In 1941 he was accepted to the University
of Oregon Medical School, graduating in 1945. He interned at
Alameda County Hospital where he met Carole. In 1946 he became a first lieutenant in
the U.S. Army Medical Corps and was stationed at the Greenland Army Airbase Clinic.
After his discharge from the medical corps, he returned to Corvallis to do general
practice with his father, Dr. Henry Garnjobst.
He and Carole Holman were married in 1949. During this time he fulfilled his dream of
owning a plane. When time permitted, he would fly around Corvallis and periodically
over their home to check on the Oregon State blanket spread out on the yard. Orange
side up was “all’s well” and black side up was “land and go to the hospital”.
By 1950, Bill had decided to apply for surgery training at the University of Oregon
Medical School and was accepted for the July class. His performance and ability
were greatly admired by his preceptors, however, he was occasionally sanctioned for
some of his pranks. There was the time he lifted the mature head surgery nurse and
dropped her into the hoop of the linen baskets. He wheeled her out of surgery kicking
and howling on the floor of the surgery ward and to the amazement and laughter of
the nurses and interns at her predicament. These stories go on and on.
After completion of is surgical training, he was invited by doctors, L.P. Gambee and
C.E. Hardwick to join their clinic in Portland. Their practice was mainly at Providence
Hospital and Bill also joined the staff of other local hospitals. He became a clinical
instructor in the department of surgery at the medical school and Portland VA
Hospital. His main devotion was to the Doernbecher Children’s Hospital where he
spent many hours with the surgery residents consulting, making rounds and in the
operating room day or night. Over the years, Bill rose through the attending ranks to
clinical professor of surgery. The surgery residents knew him as the “go to” attending
surgeon for the unusual and difficult cases.
Bill was elected to many professional societies by his peers and colleagues. These
included the Portland Surgical Society, The American College of Surgeons, The North
Pacific Surgical Association, Pacific Coast Surgical Association (vice president), The
American Society of Colon and Rectal Surgeons, American Medical Association and
Oregon Medical Association. He was certified by The American Board of Surgery and
The American Board of Colon and Rectal Surgery.
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He served as a member on the editorial board of the Journal of Colon and Rectal
Surgery for several years, reviewing, editing, rewriting and selecting scientific papers
that were submitted for publication. During his tenure at Providence Hospital, he
spent hours consulting with the administration and served as staff president for two
consecutive years.
The clinic of Gambee, Hardwick and Garnjobst became the Surgical Specialty Group.
Bill became the de facto CEO from 1971 until retirement in 1988. He was then able to
have time for such activities as serving as a member of the OHSU School of Medicine
Alumni Council and the Providence Medical Foundation Board. He also spent time at
Hillsboro Aviation with his flying pals and taking care of his special pet, a more than
50-year old Beachcraft Travelair, that had been so faithful taking Carole and him many
times to Mexico, Alaska(Prudhoe Bay, Canada and continental U.S. destinations.
In later years he developed progressive pulmonary fibrosis that grounded him from
these flying journeys and kept him close to home. The “old man’s friend”, pneumonia
took Bill on December 17, 2009 ending a life well spent.
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K. ALVIN MERENDINO, MD
1915 — 2011
One of the early pioneers of cardiac surgery, K. Alvin
Merendino died on 9/10/11 at age 96 in Seattle,
Washington. An undergraduate of Ohio University (Phi Beta
Kappa member), his MD from Yale University and PhD from
the University of Minnesota he served on the faculty of the
University of Minnesota under Dr. Wangansteen for 5 years,
then moved to the Department of Surgery at the University
of Washington in Seattle for 35 years becoming chairman
for an 8 year period.
After his University teaching operating career he accepted
an offer from the King Faisal Specials Hospital in Riyadh,
Saudi Arabia to head the Department of Surgery and
Director of Medical Affairs with two other hospitals, creating their first medical school
and a cancer referral center. This was one of his most cherished and memorable
activities in a well diversified surgical career of over 40 years.
Al Meredino was a gifted surgeon with all of his residents and cardio thoracic fellows of
which I was his first in Seattle trying to emulate his operating style -- efficient, smooth
with economizing motions and totally unflappability in the operating room combined
with a warm, subtle sense of humor to keep all of those around him in a happy mood.
At the 25th anniversary of the first successful open heart operation August 6, 1956, on
the West Coast, Dr. Norman Shumway expressed it well, "Al's technical wizardry was
well recognized in Minnesota by Wagansteen and Richard Lillehei and others referring
to his legendary surgical abilities.
Early on his laboratory clinical research was focused in such areas as esophageal
reconstruction with the jejunal interposition operation, prosthetic arterial grafts and
cardiopulmonary pump oxygenators. Subsequently his cardiac surgery took over his
interest and practice, introducing early corrective techniques for mitral regurgitation,
complete transposition of the aorta and pulmonary artery, aortic stenosis and
congenital heart problems using deep hypothermia and short term cardiac arrest.
Finally from a more personal standpoint many cardiothorathic surgeons throughout
the country were developed from his program and all valued his personal interest in
their careers. In 1981 he publicly stated, "I may have touched their life in some way, but
I can honestly say I had the better of the exchange."
George Thomas, M.D.
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ROGER MOE, MD
1930 — 2010

Roger Moe, Professor emeritus at the University of Washington
Department of Surgery and a distinguished member of the PCSA,
died on November 26, 2010 at age 80. His life and legacy of clinical
care, teaching, and innovation were celebrated by his family, our
community, his patients, his students and residents, and by all his
colleagues at the University of Washington.
Roger was born on Sept. 12, 1930 in a farming family in Brainerd,
Minn. His father died when he was very young and he was raised
by his grandfather in a poor farming community, a strongly formative experience for
him. While Roger was in college, his sister was diagnosed with Hodgkin’s disease which
was a fatal diagnosis at that time. This event prompted him to consider medicine and,
specifically, cancer surgery as career interests. In 1952, Dr. Moe received bachelor’s
degrees in chemistry and psychology while a member of the ROTC, before leaving for
active duty in the Navy in 1952. From 1952 to 1955, he served as a cryptologist aboard
the USS Rendova, an aircraft carrier. Following his military duty, Roger and his wife Emily,
traveled around the world. They returned to Seattle in 1956 and Roger entered medical
school at the University of Washington, graduating in 1959 and immediately entering
the residency at the University of Washington in Surgery.
Dr. Moe stayed on and was recruited to join the faculty in the Department of Surgery at
the University of Washington, remaining there for his entire career. Initially, he served as
a member of the Division of Transplantation and studied clinical immunology but later
transitioned to the surgical management of breast cancer where he spent the rest of
his career. Importantly, his work in this field helped identify an increasing incidence of
lobular cancer in the population.
Known for his kindness, his courtly manner and classical bow ties, Dr. Moe was
recognized and honored as a teacher and mentor, a strong advocate for students,
residents, and junior faculty. He was a surgical technician, showing generations of
residents how to precisely use a knife for dissection of the mastectomy flap and, early
on, adopting the innovations of sentinel node identification and dissection. Dr. David
Byrd, chief of surgical oncology at the UW, counted Dr. Moe as a mentor, a friend and a
second father. "He was a giant of medicine," Byrd said. "From my internship through the
last week of his life, he taught me." His patients revered him, returning loyally for years of
follow-up.
Even though a skilled clinical surgeon, Dr. Moe was among the first to recognize
that breast cancer patients needed more than a surgeon to optimize care, they
needed a team to help guide the sequencing and planning for increasingly complex,
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multidisciplinary treatment. With his mentorship, the multidisciplinary breast clinic
and research group was started in 1970 and has become an incredibly important and
successful service, a tribute to his vision and his life.
For the last 20 years of his life, both before and after retirement, Dr. Moe lived in
the shadow of cancer himself. He brought endless good cheer and optimism to
all he encountered while undergoing treatment for advanced prostate cancer. In
addition to his son Kris (current faculty member in Oto-HNS Surgery at the University
of Washington), Dr. Moe is survived by his wife of 58 years, Emily Moe, of Seattle;
grandchildren Madeleine Moe and Roger Rainier Moe; and a large extended family. He
was preceded in death by his son John Roger Moe and sister, Joanne Pray.
Mika Sinanan, MD, PhD, FACS
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LEONARD DANIEL ROSENMAN, MD, FACS
1918—2011
Dr. Leonard Rosenman, a member of the PCSA since 1959,
died on August 26, 2011 in San Francisco, California.
A brilliant and skillful surgeon, he relished “the
opportunity for a thousand love affairs” with the patients
he cared for in his 50 years of practice. An avid student of
philosophy, literature, languages, and history, he devoted
his retirement to the translation of the seminal European
surgical texts of the Middle Ages into English from archaic
Italian and French. His encyclopedic knowledge served as
a pre-Google search engine for family, friends, students,
residents, and colleagues.
Born in New York City and raised in Detroit, he obtained his undergraduate degree
from University of Michigan with a major in philosophy. His M.D. was also from the
University of Michigan with the wartime class of 1942. He was accepted as the first
Jewish resident in general surgery at the Massachusetts General Hospital and upon
completion of his internship entered the Army and served as a surgeon on the front
lines in the Pacific until the end of the war. He returned to MGH to complete his
training with his mentors, Drs. Churchill, Linton, and Cope. He left for San Francisco
with his family in 1949.
Dr. Rosenman served for many years as Chief of Surgery at Mt. Zion Hospital in San
Francisco and was mentor to many residents in what was then an autonomous
training program. As Clinical Professor of Surgery at UCSF, he served for over 20 years
as teacher and consultant at Ft. Miley Veterans Administration Hospital. His dedication
to the Veterans of WWI, WWII, and Korea was from the heart.
He was a devoted husband to Helen, his beloved wife of 69 years who died last year.
They shared a great love of music and art with their children and grandchildren.
Leonard leaves an adoring family including his brother Ray, 4 children, 5
grandchildren, and many nieces and nephews, as well as a palpable void in the world.
He was a true Renaissance man, and is missed by all who knew and loved him.
John E. Rosenman, MD, FACS
Albert D. Hall, MD, FACS
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DAVID ALLAN TAFT, MD
1933—2011
David Allan TAFT, MD David Allan Taft, MD, died
March 10, 2011 at the age of 77 after a full and
rewarding life. He helped write these words.
He was born December 26th, 1933 in Madison,
Wisconsin to Cyrus and Margaret Taft. David was
preceded in death by his parents and his brother
John. He is survived by his wife Sheila, sons Robert
and Michael, his brother Michael (Anne), and
Wendy (Jay), who is like a daughter, and their
children (Riley and Lauren). David grew up in Ames,
Iowa and received a BS degree from Iowa State
University, an MD degree from the University of
Iowa, and took his general surgical residency at
Ohio State (Go Bucks!). He then spent one year
at the Royal Infirmary in Edinburgh, Scotland where he met his bride to be, Sheila
Blackwood of Stirling, Scotland, while she was training to be a nurse. In 1967 David
volunteered for active duty in the Navy and quickly found himself in the Republic
of South Vietnam as Chief of Surgery, 1st Medical Battalion, 1st Marine Division. He
received a Navy Cross for certain heroic actions during that time. While in Vietnam,
David bought an engagement ring, mailed it to the prettiest nurse in Edinburgh
and, much to his surprise, she said yes. David and Sheila were married in April 1968
in Stirling, Scotland with his younger brother Michael serving as best man.He left
the Navy in late 1968. In early 1969 he entered private practice as a general surgeon
with the Mason Clinic in Seattle, Washington. During that time he became a Fellow
in the American College of Surgery, the Seattle Surgical Society, the Pacific Coast
Surgical Society, and the Western Surgical Association, and held a Clinical Associate
Professorship at the University of Washington. He touched and helped so many lives
over his 20 years with the Mason Clinic. David re-entered the Navy in 1989, and was
stationed at Naval Hospital Bremerton from 1989 to 1994. He deployed in August 1990
as part of Desert Shield/Desert Storm attached to the 1st Marine Division entering
Kuwait as part of Task Force Ripper. He deployed to Somalia in 1992, again serving with
the 1st Marine Division. In July 1994 he was assigned to Camp Pendleton, California,
where he held the position of Group Surgeon, for two years. He became Division
Surgeon for the 1st Marine Division in 1996 and retired to Seattle in 2000 with Sheila
and black lab Mac. In addition to his love for his family, the U.S. Marine Corps, the
Navy, and his passion for surgery, David enjoyed many activities. He was a ferocious
reader, climbed Mt. Rainier, went on safari to Africa, built a cabin from the ground
up, and grew the best tomatoes, to name just a few of his interests. Semper Fi, David;
Fair Winds and Following Seas. We will miss you. Funeral will take place at Arlington
National Cemetery at a future date. Honoring his request, there will not be a formal
memorial service.
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Members by Caucus
Non-Resident
Deborah Lyn Aaron
Juan A. Asensio
Kenneth S. Azarow
Ben L. Bachulis
Alec C. Beekley
Richard H. Bell Jr.
William Brock
Guilherme Campos
Jack A. Cannon
Robert A. Chase
Mathew H Chung
Adnan Cobanoglu
Paul R. Cordts
Edward E. Cornwell III
Julie A. Freischlag
R. Mark Ghobrial
Jerry Goldstone
Nora M. Hansen
Michael S. Hickey
Douglas B. Hood
Shelley Hwang
Blair Jobe M.D.
Electron Kebebew
Alan T. Lefor
G. Robert Mason
James H. McClenathan
David W. McFadden
Stephen L. Michel
R. Lawrence Moss
William H. Muller
Sean J. Mulvihill
Kenric Murayama
Carl B. Nagel
John E. Niederhuber
Lloyd M. Nyhus
Patrick J. Offner Jr.
Jeffrey H. Peters
Charles L. Rice
Theodore R. Schrock
M. Michael Shabot
Stephen J. Shochat
Steven C. Stain
Roy L. Tawes
Donald Tsang
Kenneth R. Tyson
Ronald J. Weigel

Eugene A. Woltering
Jan H. Wong
Michael J. Zinner

Northern California
Michael E. Abel
Lisa P. Abramson
Burton E. Adams
Robert E. Allen, Jr.
Maria D. Allo
John T. Anderson
James P. Anthony
Nancy L. Ascher
John N. Baldwin
J. Augusto
Bastidas
Ramon Berguer
Carl A. Bertelsen
F. William Blaisdell
Richard John Bold
Clark Andrew Bonham
Mervyn F. Burke
Andre R. Campbell
Robert J. Canter
Jonathan Todd Carter
Yanek Chiu
Luther Fuson Cobb
Mitchell Jay Cohen
Carlos Uriel Corvera
Norman M. Christensen
Orlo H. Clark
Lawrence G. Crowley
Myriam J. Curet
Ronald L. Dalman
Lawrence A. Danto
Orland G. Davies, Jr.
James W. Davis
Haile T. Debas
Pieter A. Devries
Rochelle Ami Dicker
Frederick M. Dirbas
Sharon Beth Drager
Quan-‐Yang Duh
Roger R. Ecker
Dan Eisenberg
John M. Erskine
Carlos O. Esquivel
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Laura J. Esserman
Stephen N. Etheredge
Cheryl Ewing
Diana L. Farmer
Robert Foster
David G. Fraser
Chris E. Freise
Charles F. Frey
James E. Goodnight, Jr.
William H. Goodson, III
Carlos Gracia
Ralph S. Greco
David L. Gregg
Jon M. Greif
Douglas P. Grey
James M. Guernsey
Keene O. Haldeman
Albert D. Hall
Alden H. Harken
E. John Harris, Jr.
Edmund J. Harris
Hobart W. Harris
Michael R. Harrison
F. William Heer
Arthur C. Hill
J. Donald Hill
Frank Hinman, Jr.
David B. Hinshaw
Ryutaro Hirose
Elsa R. Hirvela
Hung S. Ho
James W. Holcroft
Jan K. Horn
Scott A. Hundahl
Thomas K. Hunt
Joseph A. Igna@us
Leigh I. Iverson
Sang-Mo Kang
Paul B. Kelly, Jr.
Kimberly S. Kirkwood
Mary M. Knudson
Shoichi Kohatsu
Thomas M. Krummel
Jason T. Lee
R. Hewlett Lee
Stanley P.L. Leong
Sheldon Levin
Michelle Lechen Li
Robert C. Lim, Jr.
John P. Loftus

G. Andrew Macbeth
James R. Macho
Robert C. Mackersie
M. Ellen Mahoney
James B.D. Mark
Clifford C. Marr
Nathaniel M. Matolo
Ivan A. May
Mary H. H. McGrath
John P. McVicar
Marc Lee Melcher
Scot H. Merrick
Louis M. Messina
Eric Nakakura
Thomas S. Nelsen
Christopher Robin Newton
Jeffrey A. Norton
Harry A. Oberhelman
Cornelius Olcott, IV
Lisa A. Orloff
Robert Wilson Osorio
Tina Palmieri
Edward P. Passaro
Lamont D. Paxton
Jeffrey M. Pearl
Richard V. Perez
Gerald W. Peskin
John M. Rabkin
John P. Roberts
Benson B. Roe
Stanley Rogers
George M. Rugtiv
Thomas R. Russell
Oscar Salvatierra
William P. Schecter
Lynette Ann Scherer
Robert J. Schweitzer
Robert G. Scribner
Robert S. Seipel
Wen T. Shen
David A. Spain
Arthur Stanten
Steven A. Stanten
Thomas R. Stevenson
Lygia Stewart
Peter G. Stock
Ronald J. Stoney
Clifford J. Straehley
Gerald R. Sydorak
Arthur N. Thomas
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Michael L. Trollope
Christoph Troppmann
Kathrin Troppmann
H. Ward Trueblood
Madhulika Varma
W. Lane Verlenden, III
Gregory P. Victorino
Brendan Christopher Visser
Irene L Wapnir
Richard E. Ward
Robert Warren
Lawrence W. Way
Mark L. Welton
Wendell W. Wenneker
Michael Allan West
Albert Wetter
James E. Wiedeman
David H. Wisner
Earl F. Wolfman
Sherry M. Wren
Kent T. Yamaguchi
Franklin K. Yee
Laurence F. Yee
David M. Young
Christopher K. Zarins

Oregon, Hawaii
Aftab Ahmad
Roger E. Alberty
James W. Asaph
William C. Awe
John F. Balfour
Peter J. Barcia
John U. Bascom
Kevin Billingsley
Bolek Brant
John R. Campbell
Alan H.S. Cheung
Richard Paschal Cochran
David W. Cook
Richard A. Crass
Emilia L. Dauway-Williams
V. Tammy De La Melena
Clifford W. Deveney
Karen E. Deveney
William S. Fletcher
H. Storm Floten
Joseph Frankhouse
Valerie J. Halpin
Paul D. Hansen

Marvin W. Harrison
Daniel Owen Herzig
John G. Hunter
Toshio Inahara
Stanley W. Jacob
Nathalie M. Johnson
William E Johnson
Daryl Kurozawa
Ali Khaki
Gregory James Landry
Gary H. Leaverton
Patrick Yuk-Hoi Lee
Yeu-Tsu M. Lee
Christopher N. Lim
Whitney M.L. Limm
Thomas D. Lindell
William B. Long III
Kim Champion Lu
M.C. Theodore Mackett
Robert Martindale
John C. Mayberry
Donald B. McConnell
Gregory L. Moneta
Richard J. Mullins
Susan L. Orloff
Philip F. Parshley
John H. Payne Jr.
James J. Peck
Rodney F. Pommier
J. Karl Poppe
Vincent A. Reger
Rebecca Sayuri Sawai
Martin Allan Schreiber
Earl S. Schuman
David Lewis Scott
Brett C. Sheppard
Ambrose B. Shields
Walton K. Shim
Mark Lawrence Silen
Edward A. Smeloff
Philip A. Snedecor
Blayne A. Standage
Albert Starr
Lee L. Swanstrom
Donald D. Trunkey
John T. Vetto
R. Mark Vetto
Ronald Wolf
Bruce M. Wolfe
Linda L. Wong
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Livingston M. F. Wong
James A. Wood
Mark S. Yamamura

Southern California
Maher A. Abbas
Ahmed M. Abou-Zamzam Jr.
Delmar R. Aitken
Niren Angle
Harry Applebaum
M. Atik
James B. Atkinson
Leonard L. Bailey
J. Dennis Baker
Jeffrey L. Ballard
Wiley F. Barker
John R. Benfield
Robert S. Bennion
George Berci
John J. Bergan
Thomas V. Berne
Christian Bianchi
Stephen W. Bickler
Anton J. Bilchik
Sunil Bhoyrul
Jack H. Bloch
Frederic S. Bongard
Michael Bouvet
Joseph H. Boyes
Ronald W. Busuttil
John L. Cahill
Robert Cameron
Timothy G. Canty
J. Kenneth Chong
David Z.J. Chu
Ray Siu-Keung Chung
Raul Coimbra
C. William Cole
J. Craig Collins
Steven D. Colquhoun
Bard A. Cosman
Peter F. Crookes
Henry M. Cryer III
Donald Cameron Dafoe
Edward A. Dainko
Giacomo A. Delaria
Christian de Virgilio
Tom R. DeMeester
Demetrios Demetriades
Brian DeRubertis

Daniel A. DeUgarte
William R. Dietrick
L. Andrew DiFronzo
Ralph B. Dilley
Wilton A. Doane
Erik Dutson
Arthur J. Donovan
David W. Easter
A. Brent Eastman
Frederick R. Eilber
Joshua D.I. Ellenhorn
Richard Essner
Gregory R.D. Evans
Douglas G. Farmer
Arthur W. Fleming
Eric W. Fonkalsrud
Richard G. Fosburg
Clarence Foster
Nova Foster
Gilbert C. Freeman
David W. Furnas
Carlos A. Garberoglio
Julio Garcia-Aguilar
Max R Gaspar
Donald J. Gaspard
Alan B. Gazzaniga
Hugh A. Gelabert
John C. German
Bruce L. Gewertz
Armando E. Giuliano
Ian L. Gordon
Frederic W. Grannis Jr.
Edward M. Greaney
Gregory C. Greaney
Philip Haigh
Robert W. Harris
Daniel M. Hays
Jonathan R. Hiatt
John R. Hilsabeck
Oscar Joe Hines
David Hsiang
Darryl T. Hiyama
E. Carmack Holmes
Dennis Ricky Holmes
Johnny C. Hong
Santiago Horgan
Robert J. Hye
Kenji Inaba
Edward J. Jahnke
Jay Arthur Jensen
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Juan Carlos Jimenez
George L. Juler
Arthur M. Kahn
Steven G Katz
William J. Kerth
Ajai Khanna
Joseph Kim
Andrew Scott Klein
Stanley R. Klein
Clifford Y. Ko
Roy D. Kohl
Ravin R. Kumar
Lily Lai
Ronald G. Latimer
Peter F. Lawrence
Steven Leung Lee
Michael E. Lekawa
Phillip M. Levin
Richard A. Lim
Harvey N. Lippman
Gerald S. Lipshutz
Jerrold K. Longerbeam
Jack W. Love
Andrew M. Lowy
Sharon S. Lum
James V. Maloney
Daniel R. Margulies
Donald C. Martin
Fredrick W. Marx Jr.
Rodney John Mason
P. Michael McCart
P. Michael McFadden
James E. McKittrick
Donley G. McReynolds
John H. Mehnert
Amir Mehran
Philip Mercado
Stephen H. Miller
Wesley S. Moore
Leon Morgenstern
Donald L. Morton
Donald G. Mulder
G. Arnold Mulder
Thomas John Nelson
Ninh Tuan Nguyen
Theodore X. O’Connell
Marshall J. Orloff Jr.
Robert S. Ozeran
Chirag Vipin Patel
I. Benjamin Paz

Edward H. Phillips
Alessio Pigazzi
William G. Plested III
Bruce M. Potenza
Brant Aaron Putnam
William J. Quinones-Baldrich
Sonia L. Ramamoorthy
Robert W. Rand
Irving Rappaport
Anees J. Razzouk
Howard A. Reber
James Armand Recabaren
John M. Robertson
John J. Rosental
Vincent Lopez Rowe
Richard P. Saik Jr.
Ali Salim
Joseph D. Schmidt
Anthony Shaw
William C. Shoemaker
Allan W. Silberman
Howard Silberman
Michael J. Sise
Brian Randall Smith
Louis L. Smith
Victor J. Sorensen
Bruce E. Stabile
Michael J. Stamos
David State
Robert A. Steedman
W. Eugene Stern
Geoffrey M. Stiles
Quentin R. Stiles
Mark Adams Talamini
Jose J. Terz
Theodore Hiroshi Teruya
David Scott Thoman
Jesse E. Thompson Jr.
Ralph J. Thompson
Areti Tillou M.D.
Gail T. Tominaga
Ronald K. Tompkins
Shirin Towfigh M.D.
Richard L. Treiman
Vijay Trisal
William E. Trumbull
Fred L. Turrill
Lawrence D. Wagman
Donald E. Wagner
Akio Wakabayashi
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Ellsworth E. Wareham
Mrs. Kenneth Waxman
Fred A. Weaver
Russell A. Williams
Samuel E. Wilson
George J. Wittenstein
Morton M. Woolley
Michael W. Yeh
James Yoo
Harvey A. Zarem

Washington,
British Columbia, Alaska
Richard E. Ahlquist Jr.
Ralph W. Aye
J.David David Beatty
Thomas R. Biehl
Richard P. Billingham
Kenton C. Bodily
Edwin C. Brockenbrough
Tommy Allen Brown
David R. Byrd
Kristine Elizabeth Calhoun
Preston L. Carter
Lily Christine Chang
Stephen W. Chung
Wallace B. Chung
Iain G. Cleator
Robert C. Coe
Noelle Lee Davis
James C. Donald
Richard J. Finley
Michael G. Florence
Alfred N. Gerein
George W. Girvin
Michael J. Hart
H. Clark Hoffman
Walter D. Holder Jr.
Karen D. Horvath
Marc D. Horton
Robert T. Hosie
Robert L. Howisey
Kaj H. Johansen
Lloyd P. Johnson
Paul W. Johnston
Frederick R. Johnstone
Philip C. Jolly
Stephen G. Jolley
Jedediah A. Kaufman
Howard B. Kellogg

Lorrie A. Langdale
Wei-i Li
Gregory K. Luna
Dana Christian Lynge
John K. MacFarlane
Ronald V. Maier
Dev R. Manhas
Peter B. Mansfield
William H Marks
Matthew Martin
Paul T. McDonald
Lisa Kuwamura McIntyre
Robert T. Miyagishima
Alan Morgan
Ian R Neilson
Ronald J. Nelson
Geoffrey C. Nunes
Brant Kurt Oelschlager
William John Orrom
Carlos A. Pellegrini
Elizabeth C. Pohlson
Andrew Felix Precht
Terence M. Quigley
Robert Rush
Conrad H. Rusnak
John A. Ryan
Lester R. Sauvage
Robert S. Sawin
Robert T. Schaller
Nis Schmidt
David A. Simonowitz
Mika N. Sinanan
Erik D. Skarsgard
Meredith P. Smith
Benjamin Ware Starnes
L Stanton Stavney
Scott R. Steele
Bao Quy Tang
Roger Perry Tatum
Richard C. Thirlby
George I. Thomas
William C. Trier
John Henry T. Waldhausen
Garth L. Warnock M.D.
Donald K. Williams
Loren C. Wintersheid Jr.
Sam Wiseman
Andrew Stone Wright
Peter Wu
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Constitution
ARTICLE I
Section 1. The name of this Association shall be THE PACIFIC COAST SURGICAL
ASSOCIATION.
ARTICLE II
Section 1. The object of the Association shall be to advance the science and practice of
surgery.
ARTICLE III
Section 1. The Association shall consist of Active, Senior, Honorary, and Non-Resident
Fellows.
Section 2. Active membership shall be limited to 230 Fellows, the number elected each
year to be left to the discretion of the Council.
Section 3. No one shall be eligible for membership unless his/her practice is limited
to surgery and he/she has established a reputation as a practitioner, author, teacher
or original investigator, and has been recommended by the Council. Candidates must
be in practice for two years on the West Coast. The candidate shall also have been
certified either by the American Board of Surgery, the appropriate specialty Board, or
its foreign equivalent. (adopted 2/2007)
Section 4. The Council shall have the power of decision in the consideration of each
candidate’s eligibility and its judgment upon such eligibility shall be final. No candidate
for membership shall be voted upon at the executive session of the Association unless
recommended by the Council.
Section 5. Proposals for membership shall be made by Fellows on applications furnished
by the Secretary of the Association. The proposal of a candidate for membership shall
be supported by letters to the Secretary from each of the three sponsors who shall
vouch for his/her character and standing. The application and letters shall be presented
to the Council by the Secretary.
Section 6. Proposals for membership, properly filled out, accompanied by the necessary
endorsements and confidential letters from the sponsors, shall be in the hands of the
Secretary at least six months before the date of the annual meeting. Three months before
the annual meeting, the Secretary shall send to each member of the Association a list
of all candidates for active membership and a printed summary of their qualifications,
including educational attainments and professional positions. Members are encouraged
to submit to the Council written comments on the candidates’ qualifications for
membership. The Council at its annual meeting shall, after full consideration of all
information available, recommend to the Association such candidates as are qualified
for membership. The Council shall have the power to request from any member of the
Association a careful and unbiased investigation of the qualifications of any candidate
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for election to the Association.
Any candidate for active membership may be assigned to a member of the Council for
careful investigation as to his/her personal and professional qualifications.
Section 7. After recommendation by the Council, election to fellowship shall be by ballot
at the executive session of each annual meeting and if three-quarters of the ballots are
favorable, the candidate shall be declared elected.
Section 8. Candidates who have not been recommended for active membership by the
Council three years after nomination, shall be withdrawn and their sponsors notified.
This action shall not prevent the reproposal of such candidates for membership. Any
candidate for fellowship who has been recommended by the Council, but not selected
by the Association cannot be proposed again for membership for at least two years.
Section 9. Prospective fellows after election must qualify within three months by the
payment of the initiation fee and annual dues to the Treasurer and by filing a recent
8x10 photograph with the Association. To become an Active member, the nominee
shall be expected to attend the first Annual Meeting after election to be introduced to
the Association and to receive the certificate of membership. Should the nominee fail to
attend the first subsequent meeting, the second Annual Meeting must be attended. If
the nominee is unable to attend the second meeting, membership will not be conferred
subject to action by the Council. Fees contingent on membership will not be refunded.
ARTICLE IV
Section 1. Candidates for Honorary Fellowship shall be nominated by the Council and
elected by ballot at the executive session of the annual meeting. Honorary Fellows shall
not be required to pay dues or initiation fee and shall enjoy all the privileges of other
Fellows except those of voting and holding office.
Section 2. All Fellows automatically shall become Senior Fellows at the age of sixty
(60) years. They shall pay dues to the age of seventy (70) years or upon retirement
from active practice, whichever occurs first. They shall have the privilege of voting and
holding office.
Section 3. A Non-Resident Fellow shall be a Fellow under the age of sixty who no longer
resides in the Pacific Coast geographical area. He/She shall be excused from attendance
requirements. He/She may vote at such meetings as he/she attends and enjoy all the
privileges of the Association except that he/she may not hold office or membership on
standing committees. He/She shall pay annual dues. A request for non-resident status
must be submitted in writing to the Secretary and shall be granted only by the Council.
Upon written request the Council may restore a Non-Resident Fellow to active status. At
its discretion, the Council may terminate membership as a Non-Resident Fellow. A NonResident Fellow shall automatically become a Senior Fellow at age sixty.
Section 4. The resignation of a Fellow may be accepted at the discretion of the Council.
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ARTICLE V
Section 1. The officers of the Association shall be a President, a President-elect who
becomes President one year following election, a President-elect who becomes
President two years following election, a Secretary-Treasurer, a Recorder, an Historian,
and four Councilors. There shall be a Program Committee appointed by the President,
consisting of five members, one representing each of the four geographical sections
of the Association, and the Recorder, who shall act as Chairman. The Council member
and the Program Committee member who resides in the same geographical area as the
Recorder shall act as an Advisory Committee to him/her.
Section 2. The Presidents-Elect, the Vice-President, the Secretary-Treasurer, the Recorder,
and the Historian shall be elected for one year, and a Councilor shall be elected as
provided by the Bylaws. The President shall not be eligible for re-election at any time.
The Secretary-Treasurer and Recorder shall not serve more than six years, shall not
both be retired in the same year, and shall not be elected from the same region of the
Association.
Section 3. All officers shall be nominated by a Committee, appointed by the President,
consisting of the three most recent past Presidents, at least three (3) months prior to the
annual meeting. Additional nominations may be made from the floor.
Section 4. The election of officers shall take place at an executive session of the annual
meeting. A majority of votes cast constitute an election.
ARTICLE VI
Section 1. It shall be the duty of the President to be present and to preside at all meetings
of the Association; to see that the rules of order and decorum are properly enforced in
all deliberations of the Association; to sign the certificates of fellowship.
Section 2. In the absence of the President, the Vice-President shall preside, and in the
absence of the Vice-President, the Secretary-Treasurer shall preside.
Section 3. In the absence of all three, the Association shall elect one of its Fellows to
preside pro tem.
Section 4. The Secretary-Treasurer shall keep the minutes of the Association and shall
issue, at least six weeks prior to the annual meeting, a preliminary notice of the time
and place of the meeting, and the business to be transacted. He/She shall issue the final
program of the annual meeting and a list of the names of the candidates for Fellowship
who are under consideration by the Council. He/She shall attest all official acts requiring
certification, in connection with or independent of the President, notify officers and
Fellows of their election, keep in his/her custody the Seal of the Association and affix it
to all documents and papers that the Association may direct; take charge of all papers
not otherwise provided for. He/She shall serve as Secretary and keep minutes of the
meeting meetings of the Council. He/She shall, with the President, sign the certificates
of Fellowship and receive all monies and funds belonging to the Association. He/She
shall pay the bill of the Association, collect all dues and assessments as promptly as
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possible, report to have, in accordance with the Bylaws, regulating the same, forfeited
their Fellowship. He/She shall annually present a review of the Association’s finances
performed by a Certified Public Accountant. A full audit shall be performed as
determined by the Council.
Section 5. It shall be the duty of the Historian to assemble and preserve the Archives of
the Association for storage and reference. The Archives shall consist of the roster of the
members of the Association since its inception, and such photographs as are available.
It shall be his/her duty likewise to secure and file a photograph of each new member.
Section 6. The Recorder shall, as Chairman of the Program Committee, assemble the
scientific program and forward it to the Secretary at least two months before the annual
meeting. The Recorder shall receive all papers and reports of discussion on papers
presented before the Association and as the Chairman of the Program Committee take
charge of the publication of the papers presented before the Association.
Section 7. It shall be the duty of the President of the Association to appoint an Audit
Committee, consisting of two (2) Fellows of the Association, whose duty it shall be to
examine the books of the Secretary-Treasurer and report on the same during the annual
session.
ACTICLE VII
Section 1. Vacancies occurring in the offices of the Association shall be filled by
appointment by the President until the next meeting. He/She shall also have the
authority to appoint all committees not otherwise provided for.
ARTICLE VIII
Section 1. The Constitution may be amended at any regular meeting by a written
resolution embodying the proposed changes, which shall lie over for one year and
which must receive approval by two-thirds of the members present and voting.
ARTICLE IX
Section 1. The President, the two Presidents-elect, Vice-president, Secretary-Treasurer,
Recorder and Historian shall act as ex-officio members of the Council with the right to
vote.
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Bylaws
CHAPTER I
Section 1. The Pacific Coast Surgical Association shall meet annually at such time and
place as may be designated by the Council, preferably on President’s Day weekend.
Section 2. There shall be at least one annual executive session of the Association, at
which the order of business shall be as follows: (a) reading the minutes of the last
meeting; (b) reports of the Secretary-Treasurer, Recorder and Historian; (c) reports of
the Council; (d) report of Program Committee; (e) reports of representatives of the
Association to the American Board of Surgery and to the American College of Surgeons;
(f ) unfinished business; (g) new business; (h) report of Auditing Committee; (i) report of
Nominating Committee; (j) election of officers; (k) election of Fellows; (l) induction of
new officers; (m) adjournment.
CHAPTER II
Section 1. The Fellows present at any executive session shall constitute a quorum for
business.
CHAPTER III
Section 1. The annual dues and the initiation fee shall be recommended by the Council
and voted upon by the membership each year at the annual meeting. Members may be
exempted from payment of dues at the discretion of the Council.
CHAPTER IV
Section 1. The usual parliamentary rules (Robert’s Rules) governing deliberative bodies
shall govern the business workings of the Association.
CHAPTER V
Section 1. All questions before the Association unless otherwise provided shall be
determined by a majority vote of the members present and voting except change in the
Constitution and Bylaws and the election of new members which require a two thirds
(2/3) majority.
CHAPTER VI
Section 1. The President shall deliver an address at the annual meeting of the Association.
CHAPTER VII
Section 1. The Secretary-Treasurer and Recorder of the Association shall receive at each
annual session a draft from the President for such sum as may be voted by the Council
for services rendered the Association, and to this shall be added the necessary expense
incurred in the discharge of his/her official duties.

- 282 -

BYL AW S
CHAPTER VIII
Section 1. Those members submitting titles of essays shall supply the Recorder with
the title and an abstract of the proposed essay. The program committee shall have the
responsibility for choosing the primary discussant. The discussant shall receive a copy of
the essayist’s paper not later than two weeks before the annual meeting. The presenting
author and opening discussant shall submit the manuscript and a text of the discussion
ready for publication just prior to presentation.
CHAPTER IX
Section 1. The Council shall consist of five members, of which four are elected, the
fifth member to be the retiring president who automatically serves for one year. The
President, President-Elect, Vice President, Secretary-Treasurer, Recorder and Historian
shall act as ex-officio members of the Council with the right to vote. One member of the
Council shall be elected annually to serve four years. Any member of the Association
shall be eligible for membership on the Council, provided that each regional section
of the Association shall always be represented on the Council. These regional sections,
which may be enlarged at the will of the Association, shall consist, respectively, of the
Fellows residing in 1) Washington, British Columbia and Alaska, 2) Oregon and Hawaii,
3) Northern California to, but not including Santa Barbara and Bakersfield, 4) Southern
California including Santa Barbara and Bakersfield.
The President shall be notified by any Councilor who is unable to attend a meeting of
the Council. Upon such notification, the President shall appoint from the Councilor’s
regional section an alternate who shall act as Councilor for that meeting.
Section 2. The President shall preside as Chairman of the Council and the SecretaryTreasurer shall keep record of its proceedings.
Section 3. The duties of the Council shall be: 1. To investigate candidates for membership
and report to the Association the names of such persons as are deemed worthy. 2. To take
cognizance of all questions of an ethical, judicial, or personal nature, and upon these,
the decisions of the Council shall be final, provided that appeal may be taken from such
decision of the Council to the Association under a written protest, which protest shall be
voted upon by the Association. 3. All resolutions before the Association shall be referred
to the Council before debate, and the Council shall report by recommendation at the
earliest hour possible. 4. The Program Committee and the Council shall have power
to invite guests to appear on the scientific program. 5. The Council at the invitation of
the President shall meet at some date preceding the annual meeting for consideration
of matters of importance with reference to the annual meeting and particularly with
reference to the eligibility of proposed candidates for admission.
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CHAPTER X
Section 1. The Council shall have full power to withdraw from submission for publication
any paper that may be referred to it by the Association, unless specially instructed to the
contrary by the Association, which shall be determined by vote.
CHAPTER XI
Section 1. The President shall appoint for the following annual meeting a Committee
on Arrangements, and the Program Committee as provided in the Constitution. The
Program Committee shall consist of four members representing each of the caucuses
and a chairman. A Program Committee member shall serve for three years and shall be
eligible for reappointment for one additional term.
CHAPTER XII
Section 1. Active membership shall be forfeited by failure to be present at four
consecutive meetings. After failure to attend three consecutive meetings, the Secretary
will notify the member that a fourth consecutive absence will terminate his/her
membership. In cases where the fourth absence was caused by extremely compelling
circumstances, the Council may at its discretion, stay the termination of membership.
Failure by any member of the Association to pay dues for one year may be considered
sufficient cause to drop the member from the membership roll on recommendation of
the Council to the Association. Membership also may be forfeited for reasons deemed
sufficient by the Association.
Section 2. Attendance at an annual session shall be defined as registration with
Secretary, payment of the registration fee and attendance at not less than one scientific
session. Retired members and those exempt from dues because of illness shall have
the privilege of attending the annual meeting at a registration fee determined by the
Council.
Section 3. At the discretion of the Council, and for good and sufficient reasons, an Active
Fellow may be transferred to the list of Senior Fellows.
CHAPTER XIII
Section 1. A paper shall not be read before this Association which has been published
previously or which does not deal with a subject of surgical importance. The member
shall close the discussion.
Section 2. The maximum time allowed essayists shall be 10 minutes, except by
permission of the Program Committee. The primary discussant shall be allowed 5
minutes, each subsequent discussant 2 minutes, and final closing discussant 5 minutes.
Section 3. No paper read before this Association shall be published in any medical
journal or pamphlet for circulation as having been read before the Association without
having received endorsement of the Program Committee.
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Section 4. At the discretion of the Program Committee, poster sessions may be held
during the scientific meeting. Papers representing work from these poster sessions may
be submitted for consideration for publication.
CHAPTER XIV
Section 1. The Scientific Meetings shall be open to any doctor of medicine in good
standing in his/her profession, provided he/she establish his/her identity. Only officially
invited guest may register and attend functions.
Section 2. Fellows may request invitations for guests by applying to the Secretary in
writing at least one month prior to the first day of the annual meeting. The Council shall
determine the number of guests which may be invited. Invitations to guests shall be
issued only by the Secretary.
A Fellow requesting that an invitation be extended to a guest shall assume such financial
responsibility as may be determined by the Council for the guest so invited.
The President may invite distinguished members of the profession to be guests of the
Association.
Section 3. The Association shall have no financial responsibility for invited guests, except
distinguished guests invited by the President.
CHAPTER XV
Section 1. Pursuant to Article V, Section 3, of the Constitution, the Nominating Committee
shall request some specific information from each of the four regional sections where
new candidates are required for the offices of the President-Elect, Secretary-Treasurer,
Recorder, and Regional Councilor. An election with written mail ballot shall be held
within each regional section involved in selecting candidates for each of these four
offices. The Regional Councilors will conduct the balloting and provide the Nominating
Committee with a report reflecting the wishes of their caucus. The Nominating
Committee may review the ballots if questions arise about the voting process.
Section 2. The candidate for Vice President shall be selected by each President-Elect.
CHAPTER XVI
Section 1. These Bylaws may be amended at any annual session by a two-thirds vote
of the Fellows present and voting. Proposed amendments shall be made in writing as
motions before the Association, and shall then be dealt with in accordance with the
provisions of Chapter IX, Section 3, Paragraph 3, of the Bylaws.
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Future Meetings
2013

February 16-19
HOST: Washington/British Columbia/Alaska
SITE: Grand Hyatt, Kauai, HI

2014

February 14-17
HOST: Southern California
SITE: St. Regis Monarch Beach, Dana Point, CA
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