The Society of
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In Joint Sponsorship With

The University of Alabama at Birmingham
and the UAB Department of Surgery
presents the

Twenty-Eighth Annual Meeting
April 26 - 28, 2018

The Westin Birmingham
Birmingham, Alabama

Learning Objective:

Understanding the need for more opportunities for mentoring and
advancement for surgeons from underrepresented backgrounds.

SPONSORED FOR CME CREDIT BY UAB DIVISION OF CME

This activity has been planned and implemented in accordance
with the Essential Areas and Policies of the Accreditation Council
for Continuing Medical Education (ACCME) through the joint
sponsorship of the University of Alabama School of Medicine
(UASOM) and the Society of Black Academic Surgeons. The
UASOM is accredited by the ACCME to provide continuing medical education for physicians.

The University of Alabama School of Medicine designates this
Live Activity for a maximum of 12.25 AMA PRA Category 1
Credits™. Physicians should claim only the credit commensurate
with the extent of their participation in the activity.

UAB is an Equal Opportunity/Affirmative Action Institute.
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cpugh@stanford.edu

Program chair
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Sean e. McLean, MD, FacS
UNC Pediatric Surgery
170 Manning Drive, CB 7223
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Chapel Hill, NC 27599-7223
sean_mclean@med.unc.edu
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Bethesda, MD
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Frederick D. cason, jr., MD, FacS
Morehouse School of Medicine
Department of Surgery
720 Westview Dr. SW
Atlanta, GA 40410
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john H. Stewart, iv, MD, Mba, FacS
Duke University School of Medicine
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Durham, NC 27710
john.stewart@duke.edu

Program Committee

andre campbell, MD – chair
Obinna adibe, MD

Sean McLean, MD

Osho asishana, MD

Marissa
Howard-Mcnatt, MD

errol bush, MD

Selwyn rogers, MD

Michael edwards, MD

ala Stanford, MD

KMarie reid, MD

Leah backhus, MD

randi Smith, MD

Paris butler, MD

Hassan tetteh, MD

juvonda Hodge, MD

Committee for Local Arrangements
Dr. Herbert chen – chair, Department of Surgery
the University of alabama at birmingham
Drs. Stephen gray and colin Martin –
Local Program committee co-chairs
Dr. Kirby bland

Dr. Selwyn vickers
Dr. tracey Wilson

Dr. carlton Young

Emergency Contacts

Dr. Stephen gray: 205-249-6191 (cell Phone)
Dr. colin Martin: 205-721-4758 (cell Phone)
Leslie Franklin: 205-965-6039 (cell Phone)
Megan Yeatts: 205-915-4477 (cell Phone)
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History of The
Society of Black Academic Surgeons

the Society of black academic Surgeons (SbaS) was founded in
1989. Its goal is to stimulate academic excellence among its members
by providing a forum of scholarship in collaboration with the leading
Departments of Surgery in the U.S. It encourages and supports professional development of black surgical residents and attempts to recruit
the best and brightest medical students into a career in surgery.

The annual meetings of SBAS, attended by members as well as numerous residents and students, provide outstanding programs in both the
science and practice of surgery. The first Annual Meeting was hosted by
the late Dr. David Sabiston at Duke University. Annual meetings since
then have been hosted by Departments of Surgery throughout the U.S.,
including Harvard University (1991, 2001), University of California at
Davis (1993), University of Texas Medical Branch at Galveston (1994),
University of North Carolina at Chapel Hill (1995, 2015), University of
Colorado at Denver (1996), SUNY Buffalo (1997), Howard University
(1998, 2004, 2012), University of Louisville (1999), Charles R. Drew
University of Medicine and Science (2000), Morehouse School of
Medicine (2002), University of Alabama (2003), University of
Pittsburgh (2005), University of Cincinnati (2006), Rush University
Medical Center (2007), Cleveland Clinic (2008), Washington
University in Seattle (2009), Duke University (2010), Massachusetts
General Hospital (2011), Johns Hopkins School of Medicine (2012),
University of Mississippi (2013), Temple University School of
Medicine and The University of Pennsylvania (2014), The Ohio State
University (2016), and University of Chicago (2017).

SBAS is governed by an Executive Committee and has more than 200
members throughout the United States. Membership is not restricted by
race; the criteria for membership require that the prospective member
be a “reputable surgeon or surgical investigator who occupies a faculty
position in a university department of surgery or free-standing surgical
residency program.” In addition to its Annual Meeting, a website
(www.SBAS.net) has been established to improve communication with
its constituency and persons interested in the organization. The
American Journal of Surgery is the official publication of SBAS.
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Past Presidents of The
Society of Black Academic Surgeons
1989-1991: Arthur W. Fleming, MD
1991-1993: Onye E. Akwari, MD

1993-1995: Eddie L. Hoover, MD

1995-1997: Claude H. Organ, Jr., MD

1997-1998: LaSalle D. Leffall, Jr., MD
1998-1999: Haile T. Debas, MD

1999-2001: L. D. Britt, MD, MPH

2001-2003: Clive O. Callender, MD

2003-2004: Edward E. Cornwell, III, MD
2004-2005: Robert L. McCauley, MD
2005-2006: Selwyn M. Vickers, MD

Program Agenda
Thursday
1:00-6:00 PM

12:00-1:00 PM
12:30-4:45 PM
1:00-5:00 PM
1:00-5:00 PM

5:00-5:30 PM
5:30-6:30 PM
6:30-8:30 PM

2006-2007: Michael T. Watkins, MD

Friday

2008-2009: Robert S. D. Higgins, MD, MSHA

6:00-6:20 AM

2007-2008: Steven C. Stain, MD

2009-2010: William Lynn Weaver, MD
2010-2011: Henri R. Ford, MD, MHA

2011-2012: Danny O. Jacobs, MD, MPH
2012-2013: Kenneth Davis, Jr., MD

2013-2014: Edward M. Barksdale, Jr. MD
2014-2015: Lynt B. Johnson, MD

2015-2016: Orlando C. Kirton, MD
2016-2017: Patricia L. Turner, MD
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5:30 AM -3:00 PM

6:30-7:00 AM
7:00 AM

7:30 AM

April 26, 2018

Welcome/Registration at the Birmingham Westin
(Westin ballroom Foyer)
Combined Luncheon for SBAS Leadership
Fellows, Executive Council, and Grant Writing
Workshop (Westin ballroom)
SBAS Executive Council Meeting (azalea)
SBAS Leadership and Faculty Development
Institute (camellia)
Grant Writing Workshop *Pre-Registration
required* (Magnolia)
New Member Meet and Greet (Fern)
Women in Surgery Reception (Westin ballroom)
Welcome Reception (Westin ballroom)

April 27, 2018

Registration at the Birmingham Westin
(Westin ballroom Foyer)
Bus transportation from Birmingham Westin
(Westin Foyer)
Continental Breakfast (Uab West Pavilion
atrium)
Welcome and Opening Remarks (Uab
Margaret cameron Spain auditorium)
Dr. Anthony Stallion, SBAS President
Dr. Andre Campbell, Chair, Program Committee
Dr. Selwyn Vickers, Dean, UAB School of Medicine
History of the University of Alabama Birmingham
UAB Department of Surgery
Herbert Chen, MD, FACS
Professor of Surgery. Fay Fletcher Kerner
Endowed Chair, UAB School of Medicine;
Surgeon-in-Chief, UAB Hospital & Health System
-9-

Friday (cont.)
8:00 AM
9:00 AM
10:15-10:45 AM
10:45 AM

11:30 AM
12:00-1:00 PM

12:20-12:50 PM

1:00-1:45 PM

1:45-2:00 PM
2:00-3:30 PM
3:30-3:40 PM

April 27, 2018

Session 1: clinical excellence to address
Disparities – Speakers: Drs. Jayme Locke, James
Davies, Daniel Chu, and Jeffrey Kerby

Session 2: research and educational excellence
Speakers: Drs. James Bibb, Colin Martin, Joseph
Tector, John Porterfield, and Adam Beck
Break and Photo

Session 3: career Development
Speakers: Drs. Martin Heslin, Gregory Kennedy,
and David Rogers
Bus transportation back to Westin (where
afternoon sessions will occur)
Lunch (Forum ab)

the L.D. britt, MD, MPH, FacS
Lecture (Forum GI)
Selwyn Vickers MD, FACS
Senior Vice President and Dean
UAB School of Medicine

State of the art Lecture (Westin ballroom):
“Creating the Culture of a Winning Team”
Introduction by Anthony Stallion, MD, FACS,
SBAS President
Herbert Chen, MD, FACS
Professor of Surgery
Fay Fletcher Kerner Endowed Chair
UAB School of Medicine
Surgeon-in-Chief, UAB Hospital and Health
System
Break (Westin ballroom Foyer)

ScientiFic SeSSiOn #1 (Westin ballroom)
Podium Presentations: Pediatric Surgery and
transplant
aaS/SbaS awardee Presentation
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Friday (cont.)
3:45-4:45 PM

4:45-5:30 PM
5:30-5:50 PM
6:00 PM
6:30-9:30 PM
7:00-8:00 PM
8:00-9:30 PM

Saturday
7:00-11:00 AM
6:30-7:30 AM

8:00-9:30 AM
8:00-9:30 AM
9:30-9:45 AM

April 27, 2018

ScientiFic SeSSiOn #2 (azalea, camellia
and Magnolia) – Poster Sessions: critical care/
trauma, Pediatric Surgery, general Surgery,
basic Science, education Outcomes, Surgical
Healthcare Disparity, Oncology and transplant
Free Time

Buses leave for The Birmingham Civil Rights
Institute (Westin Foyer)

Group photo on steps of the 16th Street Baptist
Church
UAB event at The Birmingham Civil Rights
Institute
Featured Musical guest: UAB Jazz Band

Panel Discussion: University of Alabama Head
Coach Nick Saban and Drs. L.D. Britt, Selwyn
Vickers, and Carla Pugh
Self-Guided Tours of Civil Rights Institute

April 28, 2018

Registration at the Birmingham Westin
(Westin ballroom Foyer)
Committee Meetings – Finance, Advocacy,
Membership, Health Disparities, Research &
Education, Women in Surgery (Magnolia);
Informatics, Residents, Young Surgeons, Medical
Students Committees (camellia); Program
Committee (azalea)
ScientiFic SeSSiOn #3 (Westin ballroom)
Podium Presentations: Basic Science & General
Surgery
niH in the House (camellia)
Drs. Scott Somers and Luz Rodriguez
Break (Westin Foyer)
- 11 -

Saturday (cont.)
9:45-11:15 AM

April 28, 2018

ScientiFic SeSSiOn #4 (Westin ballroom)
Podium Presentations: critical care/trauma,
Oncology, and cardiothoracic/vascular

Society of Black Academic Surgeons

Local Program

11:30 AM - 12:30 PM SBAS Members Business Meeting
(Westin ballroom)

12:30-1:30 PM

1:30-1:40 PM
1:40-2:20 PM

2:30-2:40 PM

2:40-4:30 PM
2:40-4:30 PM
4:35-4:45 PM
4:45-5:30 PM

5:30-6:30 PM
6:30-7:30 PM

7:30-11:00 PM

Mentorship Lunch (Forum GI) – (tables by
specialty with suggested topics for discussion)
Speaker Introduction – Anthony Stallion, MD,
FACS, SBAS President

asa Yancey Lecture (Westin ballroom)
“The Joy of Discovery”
Diana L. Farmer, MD, FACS, FRCS
Chair and Pearl Stamps Stewart Professor
Department of Surgery, UC Davis School of
Medicine
Surgeon-in-Chief, UC Davis Children’s Hospital
Special White Paper Presentation
(Westin ballroom)
Kim Joseph, MD, FACS
Chair, Advocacy Committee

ScientiFic SeSSiOn #5 (Westin ballroom)
Podium Presentations: education Outcomes and
Surgical Healthcare Disparities

resident and Medical Student breakout Session
(camellia)
Introduction of the President

Presidential address (Westin ballroom)
Anthony Stallion, MD, FACS, FAAP
Chief of Pediatric Surgery
Beaumont Children’s – Beaumont Health
Free Time

Reception (Westin Foyer)

Black Tie Dinner / Awards Presentation / Dancing
and Entertainment (Westin ballroom)
- 12 -

The University
of Alabama at Birmingham
Friday

5:30 AM -3:00 PM
6:15 AM
6:30-7:00 AM
7:00 AM

7:30 AM
8:00 AM
9:00 AM
10:15-10:45 AM
10:45 AM
11:30 AM

April 27, 2018

Registration at the Birmingham Westin
(Westin ballroom Foyer)

Bus transportation from Birmingham Westin
(Westin Foyer)
Continental Breakfast (Uab West Pavilion
atrium)

Welcome and Opening Remarks (Uab
Margaret cameron Spain auditorium)
Dr. Anthony Stallion, SBAS President
Dr. Andre Campbell, Chair, Program Committee
Dr. Selwyn Vickers, Dean, UAB School of Medicine
History of the UAB Department of Surgery
Herbert Chen, MD, FACS, Fay Fletcher Kerner
Endowed Chair, UAB School of Medicine

Session 1: clinical excellence to address
Disparities – Speakers: Drs. Jayme Locke, James
Davies, Daniel Chu, and Jeffrey Kerby

Session 2: research and educational excellence
Speakers: Drs. James Bibb, Colin Martin, Joseph
Tector, John Porterfield, and Adam Beck
Break and Photo

Session 3: career Development
Speakers: Drs. Martin Heslin, Gregory Kennedy,
and David Rogers
Bus transportation back to Westin (where
afternoon sessions will occur)
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Scientific
Sessions

Society of Black Academic Surgeons

Social Program
Thursday

5:00-5:30 PM
5:30-6:30 PM
6:30-8:30 PM

Friday

5:30-5:50 PM
6:00 PM
6:30-9:30 PM
7:00-8:00 PM
8:00-9:30 PM

Saturday

4:45-5:30 PM
6:30-7:30 PM

7:30-11:00 PM

April 26, 2018

New Member Meet and Greet (birmingham
Westin, Fern)

Promoting Academic
Excellence in Career
Development through
Mentorship

Women in Surgery Reception (birmingham
Westin ballroom)
Welcome Reception (birmingham Westin
ballroom)

April 27, 2018

Buses leave for The Birmingham Civil Rights
Institute

Group Photo on steps of the 16th Street Baptist
Church

UAB event at The Birmingham Civil Rights Institute
Featured Musical guest: UAB Jazz Band
Panel Discussion: University of Alabama Head
Coach Nick Saban and Drs. L.D Britt, Selwyn
Vickers, and Carla Pugh
Self-Guided Tours of Civil Rights Institute

April 28, 2018

Presidential Address – Anthony Stallion, MD, FACS
(Westin ballroom)
Reception (Westin Foyer)

Black Tie Dinner / Awards Presentation / Music and
Dancing (Westin ballroom)

Honored Speaker: The Honorable UW Clemon,
retired United States District Court Chief Judge for
the Northern District of Alabama
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Friday

6:30-7:00 AM
7:00 AM

April 27, 2018

Continental Breakfast (Uab West Pavilion
atrium)

Welcome and Opening Remarks (Uab Margaret
cameron Spain auditorium)
Dr. Anthony Stallion, SBAS President
Dr. Andre Campbell, Chair, Program Committee
Dr. Selwyn Vickers, Dean, UAB School of Medicine

7:30-11:30 AM

LOCAL PROGRAM SPEAKERS

1:00-1:45 PM

State of the art Lecture (Westin ballroom)

12:20-12:50 PM
2:00-3:30 PM
3:30-3:40 PM
3:45-4:45 PM

the L.D. britt, MD, MPH, FacS
Lecture (Forum GI)

ScientiFic SeSSiOn #1 (PODiUM)
(Westin ballroom)
aaS/SbaS awardee Presentation

ScientiFic SeSSiOn #2 (POSterS)
(azalea, camellia and Magnolia)
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Scientific
Sessions
Promoting Academic
Excellence in Career
Development through
Mentorship
Saturday

8:00-9:30 AM
8:00-9:30 AM

9:45-11:15 AM
12:30-1:30 PM
1:40-2:20 PM
2:30-2:40 PM
2:40-4:30 PM
2:40-4:30 PM
4:45-5:30 PM

Society of Black Academic Surgeons
Twenty-Eighth Annual Meeting

Program Agenda

Scientific Session 1
(Podium Presentations)
Friday, April 27, 2018
Westin Ballroom, Birmingham Westin
2:00-3:30 p.m.

April 28, 2018

Pediatric Surgery &
Transplant

ScientiFic SeSSiOn #3 (PODiUM)
(Westin ballroom)
niH in the House (camellia)
Scott Somers, MD
Luz Rodriguez, MD

ScientiFic SeSSiOn #4 (PODiUM)
(Westin ballroom)

Mentorship Lunch (Forum GI) – (tables by
specialty with suggested topics for discussion)
asa Yancey Lecture (Westin ballroom)
Special White Paper Presentation
(Westin ballroom)
Kim Joseph, MD, FACS

ScientiFic SeSSiOn #5 (PODiUM)
(Westin ballroom)

resident and Medical Student breakout Session
(camellia)
Presidential address (Westin ballroom)
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Moderators: Obinna Adibe, MD;
and Carlton Young, MD
2:00 PM

2:10 PM

2:20 PM

2:30 PM

ELIMINATING DISPARITY IN SAME DAY DISCHARGE
RATES FOR CHILDREN WITH NON-PERFORATED
APPENDICITIS: IMPACT OF PATIENT DRIVEN PROTOCOLS
SeniOr aUtHOr: t. Oyetunji; PreSenter: L. benedict

IDENTIFICATION OF RESPONDERS TO INHALED NITRIC
OXIDE IN PATIENTS WITH CONGENITAL DIAPHRAGMATIC
HERNIA
SeniOr aUtHOr: D. Potoka; PreSenter: F. Okolo
INFLUENCE OF MATERNAL EDUCATION LEVEL ON THE
INCIDENCE OF CENTRAL LINE ASSOCIATED BLOODSTREAM INFECTIONS IN CHILDREN WITH INTESTINAL
FAILURE
SeniOr aUtHOr: c. Martin; PreSenter: c. Onwubiko

LACTOBACILLUS MURINUS DECREASES INFLAMMATION
IN THE RAT MODEL OF NEC
SeniOr aUtHOr: H. Ford; PreSenter: M. isani
- 17 -

Scientific Session 1 (Cont.)
2:40 PM
2:50 PM
3:00 PM

3:10 PM

EFFECT OF GESTATIONAL PSYCHOLOGICAL STRESS ON
NEONATAL INTESTINAL GROWTH AND DIFFERENTIATION
SeniOr aUtHOr: c. Martin; PreSenter: j. Shah
VALUE OF SYSTEMIC FUNGEMIA STUDIES IN PEDIATRIC
PATIENTS WITH INTESTINAL FAILURE
SeniOr aUtHOr: c. Martin; PreSenter: c. Onwubiko
ACQUIRED RESISTANCE TO TRANSPLANTATION
TOLERANCE AS A RESULT OF PRIOR PREGNANCY
REQUIRES B CELLS
SeniOr aUtHOr: a. chong; PreSenter: a. Suah

YOUNG DONORS WITH SEVERE ACUTE KIDNEY INJURY
OFFER AN OPPORTUNITY TO EXPAND THE DONOR POOL
SeniOr aUtHOr & PreSenter: j. graham

Scientific Session 2
(Parallel Poster Sessions)
Friday, April 27, 2018

AZALEA, CAMELLIA & MAGNOLIA,
BIRMINGHAM WESTIN
3:45-4:45 p.m.

Poster Group 1
HEALTH CARE DISPARITIES,
EDUCATION OUTCOMES,
AND OTHER
Moderators: Errol Bush, MD;
and Brenessa Lindeman, MD
- 18 -

Society of Black Academic Surgeons
Twenty-Eighth Annual Meeting

Program Agenda

Poster Group 1
IMPACT OF COMMUNITY PATIENT NAVIGATION IN ADDRESSING
BREAST CANCER SCREENING AND CANCER TREATMENT
DISPARITIES
SeniOr aUtHOr: K. joseph; PreSenter: M. cheng

PEDIATRIC FOREIGN BODY ASPIRATION AND INGESTION IN A
UNITED STATES EMERGENCY DEPARTMENT NATIONAL DATABASE
BETWEEN 2006 AND 2014
SeniOr aUtHOr: a. Kalejaiye; PreSenter: j. McDonnough
MICRONUTRIENT DEFICIENCY IN MAJORITY BLACK POPULATION
AFTER BARIATRIC SURGERY
SeniOr aUtHOr: t. Fullum; PreSenter: e. bauer

SHORT-TERM OUTCOMES OF A MEDICAL MISSION FOR ACQUIRED
AND CONGENITAL CARDIAC DEFECTS IN NIGERIA
SeniOr aUtHOr: v. Ohaju; PreSenter: K. Ubesie
DOCTORS OF TOMORROW: TURNING HIGH SCHOOL STUDENTS
INTO AGENTS OF CHANGE IN THEIR COMMUNITIES
SeniOr aUtHOr & PreSenter: P. rollins

DETECTION OF MYOCARDIAL ISCHEMIA DURING NON-CARDIAC
SURGERY USING 12-LEAD ELECTROCARDIOGRAM
SeniOr aUtHOr & PreSenter: L. blake

MANAGEMENT AND OUTCOMES OF INTRACRANIAL ANEURYSMS
AND POLYCYSTIC KIDNEY DISEASE
SeniOr aUtHOr: M. tamura; PreSenter: t. embry

AN EVALUATION OF RACIAL DISPARITIES IN THE TREATMENT AND
OUTCOMES OF PEDIATRIC PATIENTS WITH SEPTIC ARTHRITIS IN
THE KNEE
SeniOr aUtHOr & PreSenter: D. Fitzgerald

- 19 -

Scientific Session 2
(Parallel Poster Sessions)
Friday, April 27, 2018

AZALEA, CAMELLIA & MAGNOLIA,
BIRMINGHAM WESTIN
3:45-4:45 p.m.

Poster Group 2
GENERAL SURGERY
AND ONCOLOGY
Moderators: Sean McLean,
MD; and Britney Corey, MD
SUCCESSFUL OUTCOMES AFTER BARIATRIC SURGERY: IS 35%
EXCESS WEIGHT LOSS ENOUGH?
SeniOr aUtHOr: t. Fullum; PreSenter: D. taghipour
ONCOLOGIC AND SURGICAL OUTCOMES OF NIPPLE SPARING
MASTECTOMY
SeniOr aUtHOr: M. Karpeh; PreSenter: t. balija
MARGINS, RESIDUAL DISEASE AND OUTCOMES FOLLOWING
EXCISION OF SOFT TISSUE SARCOMA OF THE EXTREMITY
SeniOr aUtHOr: j. Farma; PreSenter: a. Moten

A NOVEL SUTURE ANCHOR FOR PRIMARY LAPAROTOMY CLOSURE
SeniOr aUtHOr: H. Levinson; PreSenter: j. green
APPLICATION OF COLLAGEN/OXIDIZED REGENERATED
CELLULOSE/SILVER WITH NEGATIVE PRESSURE THERAPY IN THE
MANAGEMENT OF SPLIT THICKNESS SKIN GRAFT DONOR SITES
SeniOr aUtHOr: L. Punch; PreSenter: H. cos Felipe

RAPID IMPLEMENTATION OF ROBOTIC SURGERY PROGRAM USING
GENERAL SURGERY AS THE LEADING SPECIALTY
SeniOr aUtHOr: O. Danner; PreSenter: S. johnson
- 20 -

Poster Group 2 (Cont.)

CLOSTRIDIUM DIFFICILE INFECTION: NO LONGER INFECTION OF
ANTIBIOTIC ASSOCIATED DIARRHEA
SeniOr aUtHOr: Y. Shan; PreSenter: e. nwachuku

NEW VASCULAR FINDINGS IN PIK3CA RELATED OVERGROWTH
SYNDROME: RAPIDLY PROGRESSIVE, INOPERABLE HEMANGIOMA
WITH ASSOCIATED AVM MANAGED WITH STEREOTACTIC BODY
RADIOTHERAPY
SeniOr aUtHOr: j. jaboin; PreSenter: i. ainab

Scientific Session 2
(Parallel Poster Sessions)
Friday, April 27, 2018

AZALEA, CAMELLIA & MAGNOLIA,
BIRMINGHAM WESTIN
3:45-4:45 p.m.

Poster Group 3
PEDIATRIC SURGERY,
BASIC SCIENCE,
CRITICAL CARE/TRAUMA,
AND TRANSPLANT
Moderators: Sam Windham, MD;
and Colin Martin, MD
ANALYSIS OF RECIPIENTS OF DECEASED DONOR KIDNEYS AND
THEIR CAREGIVERS
SeniOr aUtHOr: a. Hoffman; PreSenter: P. Matemavi

CHANGES IN EXPRESSION OF WNT LIGANDS IN WILD TYPE
VS. EPIMORPHIN -/- MOUSE INTESTINAL SUBEPITHELIAL MYOFIBROBLASTS WITH STIMULATION BY LIPOPOLYSACCHARIDEM
SeniOr aUtHOr: D. rubin; PreSenter: H. Humes
- 21 -

Poster Group 3 (Cont.)

SURVEY OF CLINICIAN DIFFERENCES IN RISK STRATIFICATION,
MANAGEMENT, AND DISPOSITION OF PATIENTS WITH RIB
FRACTURES
SeniOr aUtHOr: S. Stain; PreSenter: M. johnson
UNPLANNED REOPERATION AFTER DECEASED DONOR KIDNEY
TRANSPLANTATION
SeniOr aUtHOr: r. cannon; PreSenter: a. Watson

Scientific Session 3
8:00 AM

8:10 AM

ABO INCOMPATIBLE DECEASED DONOR TRANSPLANTATION: TIME
TO REMOVE THE BARRIER
SeniOr aUtHOr: j. Melancon; PreSenter: K. Mahendran

8:20 AM

PEDIATRIC OBESITY
SeniOr aUtHOr: K. bowen-jallow; PreSenter: b. Hughes

8:30 AM

IL-4, BUT NOT IL-13, ATTENUATES OSTEOARTHRITIS IN MICE
SeniOr aUtHOr: W. robinson; PreSenter: e. von Kaeppler

IMPACT OF MOBILE TECHNOLOGY OF IMMUNOSUPPRESSIVE
ADHERENCE POST TRANSPLANT
SeniOr aUtHOr: j. graham; PreSenter: j. torabi

8:40 AM
8:50 AM

Scientific Session 3
(Podium Presentations)
Saturday, April 28, 2018
Westin Ballroom, Birmingham Westin
8:00-9:30 a.m.

Basic Science &
General Surgery
Moderators: Sean McLean, MD;
and Benjamin Pearce, MD
- 22 -

9:00 AM
9:10 AM

9:20 AM

SUSTAINED RELEASE OF SLIT-3 FROM ALGINATE
MICROBEADS LEADS TO DECREASED ANGIOGENESIS IN
IN-VITRO AND MAY BE A NOVEL CANCER TREATMENT
SeniOr aUtHOr: S. McLean; PreSenter: D. brokaw
BIOFILM FORMATION CORRELATES WITH BACTERIAL
BINDING TO ENTEROCYTES IN ENTEROCOCCUS
FAECALIS
SeniOr aUtHOr: H. Ford; PreSenter: P. Delaplain

BONE MARROW DERIVED MESENCHYMAL STEM CELLS
INFLUENCE EPITHELIAL TO MESENCHYMAL TRANSITION
IN HEAD AND NECK SQUAMOUS CELL CARCINOMA
SeniOr aUtHOr & PreSenter: t. Watts

DECREASED VEGF BIOAVAILABILITY RESULTS IN FEWER
GOBLET CELLS IN THE INFLAMED DISTAL MOUSE COLON
SeniOr aUtHOr: t. grikscheit; PreSenter: j. brown
TARGETING THE TUMOR MICROENVIRONMENT IN HEAD
AND NECK SQUAMOUS CELL CARCINOMA
SeniOr aUtHOr: t. Watts; PreSenter: r. Walker

TRIBULOSIN PROTECTS THE BLOOD-BRAIN BARRIER FROM
OXIDATIVE STRESS-INDUCED HYPERPERMEABILITY
SeniOr aUtHOr: b. tharakan; PreSenter: b. robinson

ADMISSION HYPOALBUMINEMIA: AN INDEPENDENT
FACTOR IN ACUTE MESENTERIC ISCHEMIA
SeniOr aUtHOr: L. Punch; PreSenter: j. guerra

MULTIMODAL APPROACH USING PACE (PROCESS
CHANGE, AWARENESS, PREOPERATIVE CHECKLISTS AND
EDUCATION) IMPROVES OPERATING ROOM TURNOVER
EFFICIENCY: A PILOT STUDY
SeniOr aUtHOr: O. Danner; PreSenter: g. Kwayisi
THE HEAVY PRICE OF CONVERSION FROM LAPAROSCOPIC TO OPEN CHOLECYSTECTOMY
SeniOr aUtHOr: t. Fullum; PreSenter: a. Shah
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Scientific Session 4
(Podium Presentations)
Saturday, April 28, 2018
Westin Ballroom, Birmingham Westin
9:45-11:15 a.m.

Critical Care/Trauma,
Oncology, and
Cardiothoracic/Vascular
Moderators: Marissa Howard-McNatt, MD;
and Carlo Contreras, MD
9:45 AM

9:55 AM

ASSOCIATION BETWEEN INTENSIVE CARE UNIT LENGTH
OF STAY AND LONG-TERM SURVIVAL IN TRAUMA
PATIENTS: AN ANALYSIS OF 19,000 AMERICAN PATIENTS
SeniOr aUtHOr: a. Haider; PreSenter: M. chaudhary
BLUNT LIVER TRAUMA IN THE ELDERLY: OPERATIVE
INTERVENTION MAY BE FATAL
SeniOr aUtHOr: r. Kozar; PreSenter: c. berry

10:05 AM PUTTING THEM BACK TOGETHER: NATIONAL ESTIMATES
OF TRAUMA STOMA REVERSAL
SeniOr aUtHOr: a. Haider; PreSenter: Z. Hashmi
10:15 AM SEX DIFFERENCES IN BURN INJURY MORTALITY: A
PROPENSITY SCORE ANALYSIS
SeniOr aUtHOr: a. charles; PreSenter: L. Knowlin
10:25 AM CONDITIONAL SURVIVAL FOR PATIENTS WITH
LOCALIZED PANCREATIC CANCER TREATED WITH
NEOADJUVANT THERAPY AND SURGERY: A SINGLE
INSTITUTION EXPERIENCE
SeniOr aUtHOr: S. tsai; PreSenter: c. barnes

10:35 AM POST RECURRENCE SURVIVAL PATTERNS IN SURGICALLY
RESECTED NON-SMALL CELL LUNG CANCER
SeniOr aUtHOr: M. brock; PreSenter: n. Fackche
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Scientific Session 4 (Cont.)
10:45 AM PROPHYLAXIS AGAINST VENOUS THROMBOEMBOLISM
IN HEAD AND NECK CANCER PATIENTS UNDERGOING
TUMOR EXTIRPATION AND MICROVASCULAR
RECONSTRUCTIVE SURGERY
SeniOr aUtHOr & PreSenter: g. jefferson
10:55 AM XANTHOHUMOL SUPPRESSES KEAP1 AND INDUCES
APOPTOSIS HEPATOCELLULAR CARCINOMA
SeniOr aUtHOr & PreSenter: M. Kunnimalaiyaan

11:05 AM LUNG TRANSPLANTATION AND AFFORDABLE CARE ACT
(ACA) MEDICAID EXPANSION
SeniOr aUtHOr & PreSenter: j. awori Hayanga

Scientific Session 5
(Podium Presentations)
Saturday, April 28, 2018
Westin Ballroom, Birmingham Westin
2:30-4:30 p.m.

Education Outcomes and
Healthcare Disparities
Moderators: Paris Butler, MD;
and Tracey Wilson, MD
2:30 PM

2:40 PM

DO OUTCOMES IN EMERGENCY GENERAL SURGERY
VARY FOR BLACK PATIENTS BASED ON SURGEONS’
RACIAL/ETHNIC CASE MIX?
SeniOr aUtHOr: a. Haider; PreSenter: r. Udyavar
A STRATEGY TO ALLEVIATE ETHNIC DISPARITIES IN
BREAST RECONSTRUCTION: IMPROVING HEALTH
LITERACY THROUGH COMMUNITY ENGAGEMENT
SeniOr aUtHOr: P. butler; PreSenter: O. Familusi
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Scientific Session 5 (Cont.)
2:50 PM

3:00 PM
3:10 PM
3:20 PM

3:30 PM
3:40 PM

3:50 PM
4:00 PM

4:10 PM

ACHIEVING HEALTH EQUITY WITH A COLORECTAL
CANCER SCREENING PROGRAM: WHERE DOES PATIENT
NAVIGATION AND PRECISION POPULATION HEALTH
BELONG?
SeniOr aUtHOr: r. Henry-tillman; PreSenter:
M. Preston
ACHIEVING PARITY IN CLINICAL TRIAL ENROLLMENT
OF MINORITY POPULATIONS
SeniOr aUtHOr: e. Kebebew; PreSenter: P. green

BEYOND BIOLOGY: TRIPLE NEGATIVE BREAST CANCER
IN MINORITY WOMEN
SeniOr aUtHOr: P. Kuo; PreSenter: a. cobb

COMPARISON OF WEIGHT LOSS AND RESOLUTION OF
CO-MORBIDITIES AMONG DIFFERENT RACES AND
ETHNICITIES STATUS POST ROUX-EN-Y GASTRIC BYPASS
SURGERY
SeniOr aUtHOr: F. Husain; PreSenter: M. turner
ESTABLISHING OPERATIVE COMPETENCE GUIDELINES
FOR RESIDENTS THROUGHOUT TRAINING
SeniOr aUtHOr & PreSenter: L. assam

IMPROVEMENT IN RACIAL DISPARITY AMONG PATIENTS
UNDERGOING PANNICULECTOMY AFTER BARIATRIC
SURGERY
SeniOr aUtHOr: P. butler; PreSenter: i. rhemtulla
LOW HEALTH LITERACY IN SURGICAL PATIENTS EXISTS
BUT VARIES BY HEALTH LITERACY INSTRUMENT
SeniOr aUtHOr & PreSenter: i. Marques
OPTIMAL TRAUMA CENTER LOCALIZATION CAN
DECREASE PATIENT TRANSIT TIMES AND VIRTUALLY
ELIMINATE A TRAUMA DESERT
SeniOr aUtHOr & PreSenter: D. Hampton
RACIAL DISPARITIES EXIST AMONG BURN PATIENTS
DESPITE INSURANCE COVERAGE
SeniOr aUtHOr: D. carter; PreSenter: S. Murphy
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Dr. Claude H. Organ, Jr. Resident Award

claude H. Organ, jr., MD, FacS (1926-2005) was a world renowned
academic surgeon, a giant in the field of surgery and medicine, and a
major force in shaping and supporting the lives and careers of thousands. In 1989, Dr. Organ and several other black academic surgeons
founded SBAS and held its first meeting at Duke University.
Throughout his career, he oversaw the training of dozens of surgeons,
including several African-American women. His lifelong dedication to
mentoring young surgeons and encouraging diversity in the field of surgery is represented in the annual Dr. Claude H. Organ, Jr. Resident
Award.
Delos “Toby” Cosgrove, MD, President & CEO, Cleveland Clinic,
committed the Cleveland Clinic’s endowment of this prestigious award.
Starting in 2008 and continuing into the subsequent years, Cleveland
Clinic’s sponsorship of the Dr. Claude H. Organ, Jr. Resident Award
helps insure the success of the future generations of surgeons.
2003

2004
2005
2006

2007

richard e. redlinger, jr., bS
Children's Hospital of Pittsburgh
Donn H. Spight, MD
University of Cincinnati

Zara r. cooper, MD, MSc
Brigham and Women's Hospital
Sonya Walker, MD
University of Pittsburgh

Stephen H. gray, MD
University of Alabama at Birmingham
georgia Holder-Haynes, MD
Texas A&M University

Sylvester black, MD [1st Place]
University of Minnesota

Sha-ron jackson, MD [2nd Place]
University of Cincinnati
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Dr. Claude H. Organ, Jr.
Resident Award Winners (Cont.)

2008

2009

jeanwan Kang, MD [1st Place]
Massachusetts General Hospital

Paris D. butler, MD [3rd Place]
University of Virginia / Stanford University

tahira Prendergast, MD [3rd Place]
Howard University Hospital

Marcus D. Darrabie, MD [1st Place]
Duke University Medical Center

Shannon L. castle, MD [2nd Place]
Children’s Hospital Los Angeles

Stephanie Papillon, MD [3rd Place]
Children’s Hospital Los Angeles

Stephanie Papillon, MD [1st Place]
Children’s Hospital Los Angeles

Michael Phillips, MD [2nd Place]
University of North Carolina Hospitals
2015

Shakirat Oyetunji [3rd Place]
National Institutes of Health

russell Langan, MD [1st Place]
Georgetown University
anne roberts, MD [2nd Place]
Children’s Hospital Los Angeles

chandler a. Long, MD [1st Place]
University of Tennessee

Leonard H. armstrong, MD [2nd Place]
University of Minnesota

2012

2014

briana Leung, MD [1st Place]
University of California, San Francisco

elizabeth M. Pontarelli, MD [3rd Place]
Children’s Hospital Los Angeles

christa grant, MD [1st Place]
Saban Research Institute at Children’s Hospital
Los Angeles
randi Smith, MD [2nd Place]
University of California-San Francisco

Kelley chuang, MD [1st Place]
University of California, San Francisco

jennifer timmons, MD [2nd Place]
University of Maryland Medical Center

2011

2013

Darrell L. Hunt, MD [2nd Place]
University of Florida

Sha-ron jackson, MD [2nd Place]
Children’s Hospital Los Angeles

2010

Dr. Claude H. Organ, Jr.
Resident Award Winners (Cont.)

2016

rachael Williams, MD [3rd Place]
Emory University
Shakirat Oyetunji, MD [1st Place]
University of Washington
jordan bowling, MD [2nd Place]
Children’s Hospital Los Angeles

jamie golden, MD [3rd Place]
Children’s Hospital Los Angeles

elizabeth M. Pontarelli, MD [3rd Place]
Children’s Hospital Los Angeles
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Scientific Session Moderators

Obinna adibe, MD – Assistant Professor, Duke University

Leah backhus, MD, MPH – Associate Professor, Stanford
University
errol bush, MD – Assistant Professor, The Johns Hopkins
University

Paris butler, MD – Assistant Professor, University of
Pennsylvania

andre r. campbell, MD – Professor, University of California,
San Francisco

carlo contreras, MD – Assistant Professor, University of
Alabama at Birmingham

britney corey, MD – Assistant Professor, University of Alabama
at Birmingham

Marissa Howard-Mcnatt, MD – Associate Professor, Wake
Forest University

brenessa Lindeman, MD, MeHP – Assistant Professor,
University of Alabama at Birmingham

colin Martin, MD – Associate Professor, University of Alabama
at Birmingham

Sean McLean, MD – Assistant Professor, University of North
Carolina at Chapel Hill

asishana Osho, MD – Boston, Massachusetts

benjamin Pearce, MD – Associate Professor, University of
Alabama at Birmingham
KMarie reid, MD, MS, Mba – Atlanta, Georgia
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Scientific Session Moderators (cont.)

tracey Wilson, MD – Associate Professor, University of Alabama
at Birmingham

Sam Windham, MD – Professor, University of Alabama at
Birmingham

carlton Young, MD – Professor, University of Alabama at
Birmingham

Asa Yancey Lecture

Diana L. Farmer, MD, FacS, FrcS
Chair and Pearl Stamps Stewart Professor
Department of Surgery, UC Davis School of Medicine
Surgeon-in-Chief, UC Davis Children’s Hospital
“The Joy of Discovery”

L.D. Britt, MD, MPH, FACS Lecture
Selwyn M. vickers, MD, FacS
Senior Vice President and Dean
UAB School of Medicine

State of the Art Lecture

Herbert chen, MD, FacS
Professor of Surgery
Fay Fletcher Kerner Endowed Chair
UAB School of Medicine
Surgeon-in-Chief, UAB Hospital and Health System
“Creating the Culture of a Winning Team”
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#1

eLiMinating DiSParitY in SaMe DaY
DiScHarge rateS FOr cHiLDren WitH
nOn-PerFOrateD aPPenDicitiS:
iMPact OF Patient Driven PrOtOcOLS

L.a. benedict, j. Sujka, j. Sobrino, S.D. St. Peter, t. Oyetunji.
children’s Mercy Hospital, Kansas city, MO

introduction: Previous reports in the literature demonstrate racial and
ethnic disparities for children with appendicitis, with minorities experiencing worse outcomes. At our institution, we have developed a protocol
where 87% of children with non-perforated appendicitis are discharged
home the same day following a laparoscopic appendectomy. However,
the influence of our protocol on mitigating racial and ethnic disparities in
outcomes remains unknown.

Abstracts

Objective: To assess the effectiveness of our protocol by evaluating the
influence of race, ethnicity and primary language on readmission rates
among children following same day discharge for non-perforated appendicitis.
Methods: A retrospective review of prospectively collected data was
conducted. Children undergoing a laparoscopic appendectomy at our
freestanding children’s hospital between December 2015 and July 2017
were included. Demographic data, postoperative length of stay and readmission rates were abstracted from patient medical records. Patients
with non-perforated appendicitis were also sub-analyzed by their race,
ethnic background or primary language. Comparative analysis was performed in STATA with a p value <.05 determined as significant.
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results: A total of 569 children were included, with the majority being
either White (77%, n=419), Black (8%, n=44) or Hispanic (14%, n=78).
There was no statistically significant difference in the rates of same day
discharge among White, Black or Hispanic children, respectively (88%
vs. 77% vs. 86%, p=.126). In addition, parents of children whose primary
language was Spanish also had similar rates of same day discharge when
compared to parents whose primary language was English (87% vs. 85%,
p=.708).
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Furthermore, White children had similar readmission rates (1%) when
compared to both Black (0%) and Hispanic children (0.4%, p=.782) after
same day discharge.

conclusion: Race, ethnicity and primary language did not impact rates of
same day discharge after laparoscopic appendectomy for children with
non-perforated appendicitis. Further prospective investigation into the
role of such patient-driven protocols to mitigate healthcare disparities is
warranted.

Notes

#2

iDentiFicatiOn OF reSPOnDerS tO
inHaLeD nitric OXiDe in PatientS WitH
cOngenitaL DiaPHragMatic Hernia
F.c. Okolo, D. Potoka.
children’s Hospital of Pittsburgh of UPMc, Pittsburgh, Pa

introduction: Randomized trials of inhaled nitric oxide (iNO) have
failed to show a survival benefit in CDH patients, and recent reports
demonstrate the overuse of iNO in CDH. However, the pathophysiology
of CDH suggests that there may be a subset of CDH patients (with primarily a reactive component of pulmonary hypertension) that may benefit
from iNO. We hypothesize that a subset of CDH patients that may benefit
from iNO can be identified based on clinical predictors.
Methods: The Congenital Diaphragmatic Hernia Study Group registry
was queried for infants with CDH born from 1/1/2006 to 12/31/2015.
Neonates treated with iNO were classified as responders or non-responders to iNO therapy based on serial echocardiographic measures of pulmonary hypertension before and after initiation of iNO. Multiple demographic and clinical parameters were compared between the two groups
to identify factors associated with response to iNO therapy.

results: Out of 4,931 patients, 1,963 with complete demographic and
clinical data, iNO initiated within 30 days of age, and both pre-treatment
and post-treatment echocardiogram data were analyzed. Based on grading
of serial echocardiograms, 63.3% (n=1,243) of patients were responders,
while 36.7% (n=720) of patients were non-responders to iNO therapy.
Univariate analysis revealed that BW > 2500 gm, EGA > 37 weeks, no
prenatal diagnosis, no CPR, no or minor cardiac abnormality, lower
CDHSG defect severity grade, and intra-abdominal liver location were
significantly associated with response to iNO (Table). Need for CPR,
degree of cardiac abnormality, and defect size were independently associated with iNO response by multivariate analysis.
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variables

Birth Weight > 2500 gm
Estimated Gestational
Age > 37 weeks

No Prenatal Diagnosis
No CPR

No or Minor Cardiac
Abnormality
Lower CDHSG Defect
Severity Grade
Intra-abdominal Liver
Position

Univariate analysis
(Pearson chi-Square)

Multivariate analysis

0.047

0.521

0.050
0.017
0.001
0.000
0.000
0.000

0.997
0.247
0.036
0.000
0.001
0.727

variables significantly associated with echocardiographic response to inO.

conclusion: In CDH patients managed with iNO, echocardiographic
response appears to be associated with markers of relative decreased disease severity. The ability to identify iNO responders based on patient
demographics and clinical characteristics could lead to a more appropriate use of iNO, thereby improving outcomes and reducing health care
costs.

Notes
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#3

inFLUence OF MaternaL eDUcatiOn
LeveL On tHe inciDence OF centraL Line
aSSOciateD bLOODStreaM inFectiOnS in
cHiLDren WitH inteStinaL FaiLUre

c. Onwubiko, M. Shroyer, D. galloway, r.t. russell, c.a. Martin.
University of alabama at birmingham, and
children’s Hospital of alabama, birmingham, aL

introduction: Central-line associated bloodstream infections (CLABSIs)
are a major source of morbidity in children with intestinal failure.
Reduction in our institutional CLABSI rate is a priority to improve outcomes in this at-risk population. There is a high rate of recurrence in this
cohort; therefore, we sought to identify risk factors that may be contributing to higher infection rates in patients with multiple admissions.

Methods: Our institutional Intestinal Rehabilitation database was queried
to identify children who were admitted with a CLABSI between April
2016 and October 2017. Data collected prospectively included demographics, cause of intestinal failure, length of bowel, presence of ostomy
or gastrostomy tube, usage of ethanol locks, and social demographic data
regarding pets in the house and parental education level. Patient zip codes
were used in combination with publicly available census data to determine mean household income, percentage of residents below poverty
level, and high school graduation rate. Univariate analysis using Chisquare test was performed, and p<0.05 was considered significant.

results: Forty-eight patients were admitted with CLABSI during the
study period. Males comprised 47.9% of the population, and 58.3% of the
study participants were black. No characteristics regarding patient demographics, bowel length, presence of ostomy or gastrostomy tube, use of
ethanol locks, or social factors (e.g., patient income) were identified as
predictors of CLABSI rates. The census data for high school graduation
rate based on zip code was not a significant predictor for increased
CLABSI. However, when evaluating the self-reported maternal education
level, patients with mothers who had high school education or less were
more likely to have >1 CLABSI versus patients whose mothers had higher education (p=0.018).
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conclusion: Lower maternal education level appears to be associated
with increased CLABSI rates in pediatric intestinal failure patients. A
care-giver’s ability to understand and apply general and health knowledge
is the basis of health literacy. Further investigation regarding the role of
health literacy in the care of pediatric patients with chronic conditions
such as intestinal failure may help us identify interventions (such as specialized line care education) to improve patient outcomes.

Notes

#4

LactObaciLLUS MUrinUS
DecreaSeS inFLaMMatiOn
in tHe rat MODeL OF nec
M. isani, j. bowling, c. Moneme, a. grishin, H. Ford.
children’s Hospital of Los angeles, Los angeles, ca

introduction: Necrotizing enterocolitis (NEC) is a leading cause of morbidity and mortality in neonates. Our lab has recently shown that pretreatment with L. murinus decreases NEC scores upon challenge with the
known NEC pathogen Cronobacter muytjensii. However, the mechanisms by which L. murinus protects from NEC remain unclear. Other animal models of adult intestinal injury indicate an increase in intraepithelial
lymphocytes, marked by CD-3 positive cells, in injured small intestine.
We hypothesized that pre-treatment with L. murinus reduces recruitment
of CD3-positive lymphocytes and decreases overall inflammation in our
neonatal rat model.
Methods: Animal experiments were approved by IACUC. The neonates
were obtained from timed- pregnant rats and subjected to formula feeding
and hypoxia every 8 hours for 4 days. L. murinus was introduced to
neonatal rats at 108 CFU/animal in the first feed. C. muytjensii was introduced with the second feed at 107 CFU/animal, with all subsequent feeds
being formula alone. Terminal ileum sections were stained with H&E and
examined to determine NEC score. Levels of COX-2 transcripts were
determined by real time PCR. Data were analyzed using Mann-Whitney
test, with p=0.05 considered significant. CD3+ cells were identified by
immunofluorescence microscopy.

results: L. murinus significantly protected against NEC upon challenge
by C. muytjensii. Furthermore, L. murinus decreased C. muytjensiiinduced COX-2 mRNA expression (p=0.0001, n=4). Pre-inoculation with
L. murinus significantly reduced recruitment of CD3+ cells to lamina propria upon challenge with C. muytjensii (Figure 1B).
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#5

tHe eFFect OF geStatiOnaL
PSYcHOLOgicaL StreSS On neOnataL
inteStinaL grOWtH anD DiFFerentiatiOn

conclusion: L. murinus is a naturally occurring commensal species that
protects against NEC upon challenge with a known NEC pathogen, C.
muytjensii. L. murinus decreases inflammation via reduction of CD3+
lymphocyte recruitment to the lamina propria and attenuating COX-2
mRNA expression. Our results show that introduction of naturally occurring lactobacilli decreases overall intestinal inflammation and may have
potential as preventive treatment for NEC.

j. Shah, S.b. Deas, K. brawner, c.a. Martin.
University of alabama at birmingham, birmingham, aL

introduction: Psychological stress during pregnancy has been shown to
cause harm to newborns. Many studies focus on neurodevelopmental outcomes, but little is known about the effect of gestational stress on intestinal immunity and development. We have shown that psychological
stress disrupts immunoglobulin secretion, but its effect on intestinal
development is not known.

Objective: To determine the effect of psychological stress during pregnancy on the newborn’s intestinal architecture, barrier function, and
growth.

Notes

Methods: 8-week-old C57BL/6 littermates underwent timed breeding.
Pregnant dams were subjected to one hour of daily psychological stress
by using a well-established restraint model during days E7-E14 of the
gestational period. The distal ileum of 2-week-old and 8-week old offspring of stressed mothers and non-stressed controls was harvested for
histological analysis. Slides were blinded and Axiovision Rel. 4.7 software was used to measure villus height and crypt depth. To determine the
effect of excess stress hormones on intestinal proliferation, an explant
model was used. 2 mm biopsies were taken from wild type non-stressed
mice and treated with 100 mM of corticosterone for 24 hours. RNA was
isolated and RT-PCR was performed to determine the effect of corticosterone on the intestinal stem cell marker Leucine-rich-repeat-containing
G-protein-coupled Receptor 5 (LgR5) and growth factors Epidermal
Growth Factor Receptor (EGFR) and Insulin Growth Factor-1 (IGF-1). A
non-parametric T test was used to determine any significant differences
between the groups.
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results: 6-8 mice were included in each group. The villus height for 2week old mice was 126.4 ± 5.6 µm for control and 100.4 ± 4.5 µm for
stress mice, p<0.05. The crypt depth was 63.9 ± 1.2 µm for control and
53.7 ± 2.3 µm for the stressed group, p<0.05. For 8-week-old mice, the
crypt depth was 62.6 ± 2.3 µm vs. 55.5 ± 2.5 µm for control, p=0.59. The
difference in villus height was not significant. RT-PCR revealed that
explants exposed to corticosterone had a 2.1-fold increase in LgR5 compared to controls, p=0.045. There was no significant difference in the
IGF-1 and EGFR expression between control and treatment groups.

conclusion: Here we establish that neonatal mice with mothers that were
subjected to psychological stress during pregnancy have significantly
shorter villi and crypts compared to controls. Adult mice lose the villus
height phenotype, but there is a trend toward shorter crypt depth in the
adults that were the offspring of stressed mothers. In addition, pups from
stressed mothers had higher expression levels of the intestinal stem cell
marker LGR5, which may suggest a compensatory response to stress.
Future studies will further clarify the temporal relationship between
intrauterine stress and intestinal development as well as the mechanisms
of how excess stress hormones affect neonatal intestinal development.
These findings will aid in determining the effect of gestational psychological stress on intestinal development and stem cell proliferation.

Notes
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#6

vaLUe OF SYSteMic FUngeMia
StUDieS in PeDiatric PatientS
WitH inteStinaL FaiLUre
c. Onwubiko, M. Shroyer, c. Hutto,
r.t. russell, c.a. Martin.
children’s Hospital of alabama,
University of alabama at birmingham, birmingham, aL

introduction: Children with intestinal failure (IF) are often nutritionally
supported by home total parenteral nutrition. Loss of intravenous access
is the primary indication for intestinal transplant, therefore optimal management of this at-risk population is necessary. These children are at risk
for catheter-related bloodstream infections (CLABSI), and particularly
fungal infections. At our institution, admission for fungemia traditionally
includes a workup to determine the possibility of fungal spread which
may dictate a more intensive treatment course.
Objective: To evaluate the usefulness of these adjunct studies in treatment planning.

Methods: A prospectively collected institutional intestinal rehabilitation
database was queried to identify patients who were admitted for fungal
CLABSI in the last 5 years. If patients had multiple admissions, each
encounter was counted as a separate episode. Charts were reviewed to
identify demographic and microbiology data, fungal treatment, and duration of therapy. Results from echocardiogram, abdominal/renal ultrasound, and dilated ophthalmic examination, which are routinely ordered
in all patients, were also reviewed. Candida species, time to positive cultures, duration of positive cultures, number of prior fungal infections, and
interval between fungal infections (if multiple) were evaluated as possible predictors of positive workup studies. Medicaid charge data was used
to determine costs. Standard statistical methods were applied.

results: There were 57 unique admissions for fungemia in 25 patients,
with 7 different species of Candida. Seventy-one percent of patients were
male and the median age was 33 months (IQR 20-62).
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Echocardiograms, ultrasounds, and ophthalmic exams were performed in
82.5% (n=47) of patients, although each patient did not have all 3 studies
performed. Positive results were seen in 6.4% (n=3), 19.1% (n=9), and
0% of studies performed, respectively. There were 3 echocardiograms
that revealed abnormalities: 1 fibrin sheath in the superior vena cava
(SVC), and 1 patient each with a clot in the upper SVC and the brachiocephalic vein. Nine patients had suspicious lesions in either the liver, kidney or spleen concerning for infection. Of the positive echocardiograms
and ultrasounds, findings resulted in a change in treatment course in 1 and
6 patients, respectively. Of the total studies done, 2.1% of echocardiograms and 12.8% of renal ultrasounds performed resulted in a management change. None of the factors investigated were indicators for positive
studies. According to Medicaid data, the combined cost for these tests is
approximately $330 per admission.

conclusion: While there is some, although small, yield in echocardiograms and abdominal ultrasounds that may alter a patient’s treatment
course, dilated ophthalmic exams were not associated with findings that
would alter patient treatment. There may be a significant cost savings in
evaluation for these children if particular patient risk factors are identified
to denote those patients that require additional investigation to evaluate
for fungal spread. This may warrant evaluation of a larger cohort of multiinstitutional data.

Notes

- 44 -

#7

acQUireD reSiStance tO
tranSPLantatiOn tOLerance aS a reSULt
OF PriOr PregnancY reQUireS b ceLLS
a.n. Suah, S. Khiew, a.S. chong.
University of chicago Medicine, chicago, iL

introduction: Clinical data suggest allogeneic pregnancy is a sensitizing
event; yet, recent data from mouse models indicates it induces fetal-specific regulatory T cell (Treg) expansion that mediates systemic, fetal-specific immune regulation post-partum (PP).

Objective: To define the mechanism for acquired resistance to allograft
tolerance after allogeneic pregnancy.

Methods: Virgin female wild-type (WT) B/6, µKO, or anti-HEL BCR-tg
(MD4) mice were mated with male B/c-2W-OVA transgenic mice. Fetusspecific IgG were monitored by flow cytometry, while donor-specific cellular responses were tracked using Kd+IEd+Ld tetramers for B cells, and
2W:I-Ab and OVA:Kb tetramers for CD4+ and CD8+ T cells, respectively. At PP day 30-45, F1 (B/6 x B/c)-2W-OVA heart transplants (HTx)
were performed and anti-CD154 (POD 0, 7, 14) and donor splenocytes
(DST, POD 0) were used to induce tolerance.

results: Fetus-specific IgG increased during and post-pregnancy to a 9fold peak by PP day 21. Prior donor-matched pregnancy, but not syngeneic pregnancy, prevented the induction of tolerance in 60% of PP-WT B/6
recipients, despite a significant increase in percentage of fetal-specific
FOXP3+ cells and a modest reduction in number of fetal-specific conventional CD4+ T cells (Tconvs) examined at POD 21-189, compared to PPWT B/6 untransplanted controls. In contrast, ongoing donor-specific germinal center B cell responses were detected, suggesting a B cell-mediated
resistance to transplant tolerance. Strikingly, anti-CD154/DST successfully achieved long-term graft acceptance in PP-µKO B/6 and PP-MD4
(normal B cell numbers but ≤5% donor-specific B cells compared to WT)
recipients.
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conclusion: Despite the sustained expansion of maternal FoxP3+ Tregs
with fetal/allograft-specificity, allogeneic pregnancy results in subsequent resistance to transplant tolerance induced with anti-CD154/DST.
These studies provide new insights into the mechanism of pregnancyinduced sensitization by demonstrating a necessity for B cells in preventing subsequent induction of fetal/allograft-specific transplantation tolerance.

Notes

#8

YOUng DOnOrS WitH Severe acUte
KiDneY injUrY OFFer an OPPOrtUnitY
tO eXPanD tHe DOnOr POOL
j.S. torabi, j.P. rocca, S. Suresh,
M. Kinhabwala, j. graham.
Montefiore Medical center, bronx, nY

introduction: Despite the new kidney allocation system, the kidney discard rate continues to be high. Here we assess donors with severe acute
kidney injury that offer excellent post-transplant outcomes.

Methods: A single-center retrospective analysis of 315 patients was performed on patients who received a deceased donor renal transplant at
Montefiore Medical Center (MMC) between 2014-2016. These recipients
were classified into four groups using the Acute Kidney Injury Network
criteria [AKIN]. The characteristics and outcomes of this cohort were
analyzed. Stage 3 AKIN recipients (n=35) were case matched to Stage 0
AKIN (n=35) recipients using the recipient age, history of diabetes, donor
specific antibody (DSA), donor age, and donor after cardiac death (DCD)
status. Primary endpoints were eGFR at 90 days and at 1 year. A 1-year
eGFR> 45 ml/min was considered an optimally functioning graft.
results: Recipients of Stage 3 AKIN kidneys had significantly better
eGFR at one year (63.9 ml/min vs. 51.2 ml/min, p<0.001) as compared to
those with Stage 0 AKIN. However, this difference was abrogated when
compared to a case-matched cohort (eGFR at 90 days or 1 year; p>0.05).
The impact of different donor and recipient characteristics on eGFR at 1
year was analyzed using a logistic regression. Only donor age had a significant impact on recipient eGFR > 45 ml/min at 1 year (OR=1.05,
β=0.44, p<0.001).

conclusion: The utilization of kidneys with severe acute injury can
achieve optimal 1-year outcomes. Donor age is the most significant predictor of eGFR > 45 ml/min after transplant.
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#9

iMPact OF cOMMUnitY Patient
navigatiOn in aDDreSSing
breaSt cancer Screening
anD cancer treatMent DiSParitieS
M. cheng, j. ravenell, a. McFarlane, K.P. joseph.
nYU Langone Health, new York, nY

introduction: Breast cancer is the most commonly diagnosed cancer
among nearly every racial and ethnic group. With almost 40, 000 fatalities
every year, breast cancer is the second leading cause of death among
women. Better care in the past 25 years has reduced breast cancer deaths
by up to 34 percent in certain communities, but not all communities are
benefitting equally from these improvements. To address these disparities, we propose a model to improve outcomes for underserved women
with breast cancer by reducing barriers to quality care and advancing pioneering treatments for breast cancer.

39% of the cancer patients resided in Brooklyn, 35% in Queens, 17% in
Manhattan, and the remainder in the Bronx. 48% of the patients were
either uninsured or had Medicaid. 35% of the patients presented with
Stage II breast cancer, only 3 patients (13%) presented with stage 0, and
8% presented with stage I breast cancer.

conclusion: Through a combination of outreach, education and navigation, we have developed a novel interdisciplinary model to reduce barriers for screening and treatment for breast cancer by leveraging and building relationships with community based organizations, placing cultural
congruent navigators in CBOs, churches, and other community sites, and
educating women regarding the importance of screening as well as providing access to screening. Moreover, our navigators navigate not only to,
but through, screening treatment continuum and clinical trials. As a result,
we identified a higher than anticipated number of cancers in neighborhoods with low screening rates in NYC.

Notes

Methods: The program has three components: (1) Advance an effective
and scalable community-based navigation model for reducing disparities
in screening and diagnostic follow-up care in medically underserved
women, (2) Improve access to and use of high-quality breast cancer care
and supportive services at Bellevue, Tisch, and NYU Lutheran hospitals
among underserved woman utilizing patient navigation, and (3) Increase
access to, and participation in, clinical trials for the most promising and
innovative therapies for breast cancers among underserved women.

results: With the help of patient navigators, and a case manager (RN),
3,976 people were educated in the community across 83 events. 383
clients enrolled in navigation services, 70% of clients were between the
ages of 45-74, 63% were AA, 27% Hispanic/Latina. Of the 383 patients
enrolled in navigation services, 123 received breast imaging services, 98
received screening, 25 received diagnostic imaging and 20 received services at Bellevue Hospital. Twenty-three (23) patient were diagnosed with
cancer, ranging in age between 30s-69. 11/23 (48%) were AfricanAmerican, 5/23 (22%) were Hispanic and 3/23 identified as White.
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#10

PeDiatric FOreign bODY aSPiratiOn
anD ingeStiOn in a UniteD StateS
eMergencY DePartMent natiOnaL
DatabaSe betWeen 2006 anD 2014
j.a. McDonnough, i. Yi, a.O. Kalejaiye, g. Ortega.
Howard University college of Medicine, Washington, Dc

conclusion: Foreign body aspiration, even with a <1% mortality rate,
remains a safety concern for the pediatric population, with a significant
number of ED visits nationwide. Medicaid patients represent the majority
of admitted patients and the majority of those who died in the ED.
Airway intervention, although with small percentages performed, were
more prevalent in the inpatient setting.

Notes

introduction: Foreign body aspiration and ingestion in the pediatric
population is a serious event that can lead to subsequent infection, illness,
and death.

Objective: To describe the epidemiological characteristics of pediatric
patients 0-17 years of age presenting to the emergency department (ED)
and to examine outcomes, airway management, and resource utilization
to determine their burden on emergency departments and hospitals.

Methods: Using the Nationwide Emergency Department Sample
(NEDS) database, an all payer ED database, we retrospectively reviewed
all ED visits between 2006-2014 for patients 0-17 years old with primary
diagnosis of foreign body aspiration or ingestion in parts of the airway
(ICD9 934, 934.0, 934.1, 934.8, 934.9, 933.1, 935.1). We collected information including demographics, ED and inpatient charges, advanced airway interventions, length of stay, and mortality. Results were compared
across insurance status, hospital type, and socioeconomic status.

results: 52,646 patients met our inclusion criteria. The mean age was 4
years, with 56.4% males. Total mean ED charges were $2,594 and mean
inpatient charges were $16,881, with a mean length of stay of 1.6 days. A
majority of patients presented to large urban metropolitan hospitals with
teaching status, a majority (69%) were routinely discharged from all hospital types, and 10% were admitted. Less than 1% of all patients required
advanced airway management. Medicaid patients represented 57.5% of
all admissions and 68.9% of all who died in the ED. The overall mortality
rate was 0.12%.
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#11

MicrOnUtrient DeFiciencY
in MajOritY bLacK POPULatiOn
aFter bariatric SUrgerY
M. Wooten, e. bauer, M.F. nunez, j. Dunn, t. Fullum.
Howard University college of Medicine, Washington, Dc

The largest postoperative deficiency seen was vitamin D (60%), followed
by prealbumin (50%), transferrin (29%), and hemoglobin (24%). All
other deficiencies were under 10%. Females had a higher rate of prealbumin (38%) when compared to males (11%) (p=0.007).
conclusion: Among patients undergoing weight loss surgery, many
experience micronutrient deficiencies. Bariatric surgeons may want to
expand methods to address pre- and postoperative deficiencies.

Notes

introduction: In the United States in 2015, approximately 196,000
bariatric procedures were performed. Although weight loss surgery has
been shown to reduce comorbidities, such as diabetes and hypertension,
a common side-effect is micronutrient deficiency.

Objective: To investigate micronutrient deficiency prevalence and incidence rates in a majority black patient population that underwent weight
loss surgery.

Methods: Retrospective chart review of patients who underwent bariatric
surgery at a single urban academic institution during the period of
January 2010 to June 2016. Postoperative data was reviewed 6 months
after the procedure was performed. Selected patients in the study underwent laparoscopic Roux-en-Y gastric bypass (LRYGB) and laparoscopic
sleeve gastrectomy (LSG). The data collected include CMP, CBC, hemoglobin, iron, prealbumin, vitamin D, thiamine, vitamin B12, folate, vitamin A, and transferrin. Comorbidities include hypertension, hypercholesterolemia, and diabetes mellitus type II. Pre- and postoperative values
were compared by procedure.

results: Of the 426 patients, the majority were female (81%) and had a
mean age of 43 (standard deviation [SD] = 10). A majority of patients
underwent LRYGB (67%). The mean preoperative BMI was 48 (SD=9)
with a majority having at least one comorbidity (76%). The largest deficiency seen preoperatively was vitamin D (73%) followed by prealbumin
(32%), iron (19%), and hemoglobin (15%). All other deficiencies seen
were under 10%. At 6 months postoperative, patients had a mean BMI of
38% (8) with 58% having at least one comorbidity.
- 52 -

- 53 -

#12

SHOrt-terM OUtcOMeS OF a MeDicaL
MiSSiOn FOr acQUireD anD cOngenitaL
carDiac DeFectS in nigeria
K. Ubesie, v. Ohaju, a. akujuo,
e. Maqsood, M. tafenWandji.
albany Medical center, albany, nY

introduction: Cardiovascular illness is the fifth leading cause of mortality in Nigeria. Ranking 187th out of 190 countries for healthcare, Nigeria
relies on medical missions to educate and provide healthcare.
Establishing medical missions focusing on perioperative management in
cardiac surgery can help mitigate one of Nigeria’s top healthcare disparities.

Objective: To provide informative data from a medical mission in
Nigeria for cardiac surgery.

Methods: 2-week medical mission to Enugu, Nigeria with the VOOM
Foundation (voomfoundation.org) in November 2017 at the University of
Nigeria Teaching Hospital (UNTH). All expenses and a majority of the
perioperative and medical supplies were supplied by the VOOM foundation via donations and fundraising. Perioperative management in cardiac
surgery of all ages, local medical staff and surgical staff education was
recorded. All patients underwent a preoperative workup by a local cardiologist prior to being seen by a cardiac surgeon from VOOM and a local
cardiac surgeon. All perioperative critical care procedures were documented. Intraoperative data was collected including procedures, operative
room times, bypass machine use, and pump times. Resources provided by
VOOM as well as local resource availability were documented including
personnel, cardiac intensive care unit (CICU) beds, stepdown unit beds,
ventilators, and suction devices for chest tubes. VOOM provided 1 adult
cardiac surgeon, 1 pediatric cardiac surgeon, 1 surgical intensivist, 1 surgical critical care fellow, 1 adult cardiothoracic surgical assist, 1 respiratory therapist, 3 cardiac critical care nurses, 1 anesthesiologist, 2 perfusionists, 1 biomedical engineer, and 1 coordinator.
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results: 9 total cardiac cases were completed: 4 adult cases and 5 pediatric cases. Female:Male ratios for the adult and pediatric cases were 3:1
and 4:1, respectively. Perioperative mortality: 1 adult and 2 pediatric
patients. Average length of ICU stay was 2-3 days, and average length of
hospital stay was 7-10 days. Average processing time of the postoperative chest radiograph was 3-4 hours. Total cost of the mission was $169K
($100K for patients and $60K for traveling medical staff). Limited
resources included: adequate ECHO machines and telemetry devices,
hospital gowns, gloves, gauze, tape, stethoscopes, pediatric central lines,
heart valves, cardiac operative trays, angiocaths, sutures, suction devices,
ICU beds, ventilators, nursing staff, intensivists, surgeons, cardiologists,
anesthesiologists, perfusionists, and biomedical engineers.

conclusion: Nigeria’s widespread underdeveloped healthcare system
and lack of resources severely limit access to perioperative treatment of
cardiac illness. This hinders patient care and the ability to perform critical cardiac surgery to address treatable cardiac illnesses. Increased
awareness and organized assistance with medical missions contribute to
improving Nigeria’s overall healthcare system, especially in cardiac
health.

Notes
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#13

DOctOrS OF tOMOrrOW:
tUrning HigH ScHOOL StUDentS
intO agentS OF cHange
in tHeir cOMMUnitieS

P.D. rollins, K. Steenbergh, g. Sandhu.
University of Michigan Medical School, ann arbor, Mi

introduction: Doctors of Tomorrow (DoT) is a partnership between the
University of Michigan Medical School (UMMS) in Ann Arbor,
Michigan, and Cass Technical High School (CTHS) in Detroit, Michigan.
Established in 2012, this student-founded and led program introduces
high school freshmen from racially and ethnically underrepresented communities to careers in the health professions and equips them with the
tools they need to pursue them as they progress through higher levels of
education.

Methods: Interested students apply to the program during their freshman
year of high school. Once accepted, they are paired with a first-year medical student mentor. Bonded by recent transitions to new academic environments, the mentor-mentee pair engages in a longitudinal program that
includes clinical immersion, academic preparation, leadership development, and direct community involvement through community health capstone projects. Over the course of the year, the students collaborate with
local organizations in Detroit and surrounding communities to explore
local health disparities and offer potential solutions. These solutions are
showcased at an annual capstone symposium.

These two programs also allow students to continue building the mentoring relationships established during their 9th grade year as they pass
through high school and their undergraduate studies.

results: As the DoT program enters its sixth year, it has grown stronger
in mission and broader in function. Over 180 students have passed
through the 9th grade program, and the DoT Rising and Succeed programs now have 106 and 19 participants, respectively. These students
have had the opportunity to shadow physicians, learn physical exam
skills, receive hands-on anatomy experience, and meet regularly with
medical student mentors. They have also had a direct impact on their
community through projects such as building a vertical garden at their
school, educating classmates about gun violence through a movie discussion, and collecting women’s health supplies for a local shelter.
Partnerships with community organizations have developed, providing
students the opportunity to participate in paid summer internships. As the
program’s alumni base grows, so do opportunities for vertical integration,
and older students are now able to participate in events geared towards
their younger counterparts. Looking ahead, DoT plans to gauge the effectiveness of the program through continued monitoring, surveys and focus
groups, strengthen relationships with community partners, and collaborate with other medical schools to develop similar outreach programs.

As the DoT 9th grade participants matured, it became necessary to develop a continuing involvement component. To support the students’ changing needs as they continue their educational journey, the DoT mission has
expanded to include two additional programs. DoT Rising, which serves
the 10th-12th grade cohort, focuses on college readiness and continued
community involvement, and DoT Succeed provides additional clinical
activities, research opportunities, and small group sessions on topics such
as wellness and time management to mentees who have matriculated at
the University of Michigan.

conclusion: There are numerous, well-studied advantages associated
with having a diverse medical workforce, such as improvements in access
to quality healthcare, enhancement of critical thinking abilities, and
advancements in cultural competency. The admissions rates of medical
students in the United States, however, have yet to shift to reflect these
associated benefits. In 2016, the AAMC Matriculating Student Survey
found that 52.1% of students realized they wanted to be a doctor before
or during high school. Medical pipeline programs that target this demographic may help address the lack of inclusivity within the medical field.
The Doctors of Tomorrow partnership between UMMS and CTHS has
created an experience where all members, mentees and mentors alike,
assume an active role in the promotion of diversity, equity, inclusion and
reduction of bias in the medical field—a vital step in fostering the development of a more diverse generation of healthcare professionals that is
equipped to accommodate, serve, and adapt to the changing needs of
diverse populations.
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#14

DetectiOn OF MYOcarDiaL iScHeMia
DUring nOn-carDiac SUrgerY
USing 12-LeaD eLectrOcarDiOgraM

L.a. blake, e. Samaha, F. brown, P. nagele.
Washington University School of Medicine, St. Louis, MO

introduction: Perioperative adverse cardiac events are a significant public health concern. Patients with high cardiovascular risk undergoing noncardiac surgery are at risk for complications such as myocardial ischemia
or infarction. Cardiac symptoms are often masked in the perioperative
period. Thus, close perioperative monitoring is critical to identify cardiac
events.
Objective: To determine the incidence of electrocardiogram (ECG)
changes consistent with myocardial ischemia in patients with high cardiovascular risk undergoing non-cardiac surgery in the ORION pilot trial.

Methods: Patients were connected to a 12-lead Holter ECG monitor
within an hour before surgery and continuously monitored up to 72 hours
after surgery. The resulting ECGs were analyzed using the HE/LX®
(helix) analysis software. A sample size of 18 evaluable patients were
analyzed for ECG signs of ST-elevation, ST-depression, and T-wave
inversion consistent with myocardial ischemia. Myocardial ischemia was
defined as ST segment depression/elevation or T-wave inversion of 0.2
mV in one lead or 0.1 mV in two contiguous leads lasting 10 min. The
extent of cardiac injury was determined using high sensitivity cardiac troponin I (hs-cTnI; Abbott Architect STAT platform), which is the standard
biomarker for diagnosing myocardial infarction.

results: Results showed an 11.1% incidence of myocardial ischemia during the preoperative phase, 5.6% incidence during the intraoperative
phase, and 33.4% incidence during the postoperative phase. Of the
patients displaying ECG signs consistent with myocardial ischemia, 75%
also showed an increased difference between baseline and postoperative
peak hs-cTn values (Δ hs-cTn). A limitation to this project is the small
sample size. It is possible that the results may not be representative of the
general population.
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Figure 1. Total analyzed (n=18) findings included: 11.1% incidence of T-wave
inversion in the preoperative phase, 5.6% incidence of T-wave inversion in the
intraoperative phase, 16.7% incidence of T-wave inversion in the postoperative
phase, 11.1% incidence of ST-depression in the postoperative phase, and 5.6%
incidence of ST-elevation in the postoperative phase.

Figure 2. This graph demonstrates the use of hs-cTn in the perioperative setting
by measuring the difference between baseline and postoperative peak hs-cTn
(Δhs-cTn) in patients who display ECG changes consistent with myocardial
ischemia. The difference quantifies the extent of perioperative myocardial injury.

conclusion: There was a higher incidence of ECG signs consistent with
myocardial ischemia in the postoperative phase as opposed to the preoperative and intraoperative phases of surgery. Individuals displaying these
signs showed an increase in myocardial injury based on hs-cTn measurements.
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#15

ManageMent anD OUtcOMeS
OF intracraniaL aneUrYSMS
anD POLYcYStic KiDneY DiSeaSe
t.W. embry, M. Kurella tamura, S. Liu.
Stanford University School of Medicine, Stanford, ca

conclusion: Between 2000 and 2013, there was no significant change in
the number of hospitalizations for ruptured or unruptured IA among
patients with ADPKD, and a trend towards less invasive management of
ruptured IA.

Notes

introduction: Rupture of intracranial aneurysm (IA) is one of the most
feared complications of autosomal dominant polycystic kidney disease
(ADPKD). Widespread availability of neuroimaging has increased the
ability to screen for IAs, but whether there have been temporal changes
in the incidence, management or outcomes of IAs is unknown. Our aim
is to evaluate whether the incidence, management and outcomes of IAs
has changed between 2000 and 2013 among patients with ADPKD.

Methods: We used the Nationwide Inpatient Sample (NIS) to identify all
hospitalized patients with ADPKD with a ruptured or unruptured IA
between 2000-2013; the treatment type: surgical clipping, endovascular
coiling, or no treatment; and outcomes: mortality, length of stay, and
charges for each hospitalization. We used modified Poisson regression to
evaluate the annual change in frequency of IAs and treatment patterns.
We used modified Poisson regression and log-binomial regression to
evaluate outcomes according to the type of IA and treatment type.

results: We identified a total of 1209 hospitalizations for ruptured IA and
1226 hospitalizations for unruptured IA from 2000 to 2013. During this
period, there was no significant change in the number of hospitalizations
for ruptured IAs (=0.017 per year, p=0.67) or unruptured IAs (=0.037,
p=0.67). The adjusted percentage of patients with a ruptured IA who
received any treatment declined from 39% in 2000 to 19% in 2013
(p=0.008) and did not significantly change for unruptured IA (68% in
2000 to 60% in 2013, p=0.459). Among patients with a ruptured IA, mortality was higher and length of stay and charges were lower for patients
who received no treatment compared to those who received clipping or
coiling. Mortality was rare among patients with an unruptured IA.
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#16

an evaLUatiOn OF raciaL DiSParitieS
in tHe treatMent anD OUtcOMeS
OF PeDiatric PatientS WitH
SePtic artHritiS in tHe Knee
D.a. Fitzgerald.
Meharry Medical college, nashville, tn

introduction: Septic arthritis (SA) is a serious infectious condition of a
native joint. The incidence of SA has risen from 2 to 10 cases per 10,000
patients in the general population. Delayed or inadequate treatment of SA
leads to irreversible joint damage resulting in disability and economic
consequences. Despite better antibiotics and improved hospital care,
studies in SA have reported an unchanged case fatality rate of 5-15%.
Bacterial products released during the process rapidly induce destruction
of the cartilage extracellular matrix. Delayed diagnosis of SA in the pediatric patient with SA leads to irreversible cartilaginous damage and a dysfunctional joint even when treated with antibiotics. Thus, successful treatment of SA in a native joint should include prompt diagnosis, irrigation,
and removal of purulent material from the joint. This can be achieved
either surgically (arthroscopy or arthrotomy) or with repeat arthrocentesis
irrigation. There have been many studies that have examined the prevention, diagnosis and treatment of septic arthritis of the knee, but to our
knowledge, no one has questioned if there are racial disparities in the
treatment and outcomes of the pediatric population.

All patients who were diagnosed and admitted with septic arthritis in the
knee joint during the retrospective dates of the study were included. Any
patient diagnosed outside of the time constraint was excluded, and also
patients with septic arthritis in any other joint other than the knee were
excluded. By using the SPSS statistical package, we compared the outcomes of the two ethnic groups using the variables of length of stay,
chronic conditions, cost, death, the number of procedures, and age.

results: There were many significant findings. Our most remarkable significant findings showed that pediatric AA had a significantly higher cost
of hospitalization (AA $53,377 vs. EA $40,466; p<0.05). Also, pediatric
AA had a significantly longer stay in the hospital (AA 9.52 days vs. EA
5.87 days; p<0.05). Asthma was significantly prevalent in AA’s with SA
(With Asthma 30.40% vs. Without Asthma 15.40%; p<0.05). AA had a
higher number of procedures in the hospital (AA 3.07 vs. EA 2.77;
p<0.05). Lastly, we found that EA pediatric patients were more likely to
reside in a higher-income zip code (AA 2.05 vs. EA 2.68; p<0.05).

Methods: A cohort of pediatric patients who were diagnosed with septic
arthritis in the knee joint between 2006 and 2012 were collected retrospectively and compared. The Kids’ Inpatient Database (KID) database
was used along with ICD9 procedure and diagnostic codes to collect our
sample of patients.

Discussion: The results of this study suggest that there are significant ethnic differences in the treatment and outcomes of pediatric patients with
septic arthritis in the knee joint. We observed great differences in the
length of stay and total cost of hospitalization between AA and EA
patients. Others also have seen that a longer length of hospitalization
leads to higher hospital cost (in other conditions). We also observed significant differences between African American and European American
socioeconomic status, showing that AA’s tend to come from a lower
income area. Other studies have noted a relationship between African
Americans and an association with a lower socioeconomic status, and
subsequently, the higher cost can be devastating to children and their family. It is unclear as to the rationalization of this finding. We also noted
that African Americans had a higher rate of chronic conditions and a higher rate of major surgical procedures done while in the hospital. Chronic
conditions such as asthma were significantly prevalent in our patient population. Prior studies have proven African Americans have a higher
prevalence of asthma and has been linked to causing poorer outcomes in
patients undergoing surgery. These results reveal that greater attention in
determining the etiology of these racial disparities within the AA community is of high importance. Identifying if these ethnic disparities are still
seen in the cost of care for patients who have private insurance and public
insurance is crucial for understanding and eradicating these differences.
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Objective: To compare the treatment and outcomes of European
American (EA) and African American (AA) pediatric patients diagnosed
with septic knee arthritis. Based on our review of the literature, we
hypothesized that there will be no ethnic differences in the outcomes of
pediatric patients with septic arthritis in the knee joint.

As with all database studies, there is a weakness associated with the accuracy of ICD9 documentation and the inability to obtain detailed physiological data and lab values which may assist in the evaluation of septic
knee arthritis in comparing EA and AA patients.

conclusion: In our study, we showed that African American pediatric
patients with SA in the knee are coming from poorer areas, staying longer
in the hospital, and have a higher cost to the healthcare system. There also
seems to be a strong correlation between African Americans with septic
arthritis in the knee joint and chronic conditions such as asthma.
Identifying if these ethnic disparities are still seen in the cost of care for
patients who have private insurance and public insurance is crucial for
understanding and eradicating these differences. Further research must be
done to determine what is causing African American’s to have a longer
length of stay and higher cost in the hospital.

Notes

#17

SUcceSSFUL OUtcOMeS aFter
bariatric SUrgerY: iS 35%
eXceSS WeigHt LOSS enOUgH?
M.F. nunez, g. Ortega, D.j. taghipour,
e. bauer, t. Fullum.
clive O. callender Howard-Harvard Health Sciences
Outcomes research center, Washington Dc

introduction: The evaluation of results in bariatric surgery is complicated by the lack of standards for comparison, the use of different parameters
to report weight loss, and the multiple definitions of success in the literature. Weight loss has been used as the main postoperative outcome,
although it has become very clear that the improvement of medical conditions associated with obesity and the quality of life should be included
in the final analysis.

Methods: This is a retrospective analytical descriptive study of all
patients who have had a bariatric surgery. Demographic data, pre- and
postoperative weight, BMI, major comorbidities including type II diabetes, hypertension, and hyperlipidemia, with their resolution rates were
evaluated. Resolution of comorbidities was assessed at various levels of
excess weight loss (EWL).

results: Of 263 patients, most were female (83%), mean age 44 years
(SD 10.5) and predominantly of Black race (89%). Preoperative mean
weight was 300 lb. (SD 68.1) and preoperative mean BMI 49 Kg/m2 (SD
9.1). Regarding preoperative comorbidities: Diabetes was present in
35%, hypertension in 72% and hyperlipidemia in 29%. Seventy-one percent of our cohort underwent laparoscopic Roux-en-Y gastric bypass,
23% laparoscopic sleeve gastrectomy and 6% laparoscopic adjustable
gastric band. Outcomes at 12 months showed a postoperative mean
weight of 220 lb. (56.3), mean BMI of 36 (SD 7.7), mean %EWL of 27
(SD 8.3), mean BMI point loss 13 (SD 4.8). Resolution of comorbidities:
diabetes 55%, hypertension 46%, hyperlipidemia 70%.
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From those who achieved resolution of comorbidities, there was a rate of
68.4% of resolution of diabetes with %EWL 25-29.9, and 55% with
%EWL 30-34.9; for hypertension 52.3% and 46.7% and for hyperlipidemia 68.8% and 75%, respectively.

conclusions: Resolution of comorbidities and consequently quality of
life improvement was reached with %EWL less than 50. Standard
bariatric procedures have different degrees of impact and outcomes that
can be beneficial in selecting the appropriate procedure for appropriate
indications and patients. Continuous evaluation of the surgical reporting
outcomes is essential to ensure we are providing high quality care to our
patients.

Notes

#18

OncOLOgic anD SUrgicaL OUtcOMeS
OF niPPLe SParing MaStectOMY
t.M. balija, M. Karpeh.
Hackensack University Medical center, Hackensack, nj

introduction: Nipple sparing mastectomy (NSM) has become an
increasingly common operation for breast cancer prevention or treatment.
This operation was previously underutilized due to concerns about oncologic safety. This study evaluated the oncologic and surgical outcomes
from a teaching hospital that began modern NSM in 2004.

Methods: Medical records of all patients who had mastectomy with
reconstruction by surgeons at our institution who were known to perform
NSM between 6/1/2003 and 12/31/2016 were obtained. All women 18
and older who underwent unilateral or bilateral NSM for clinical T0-T3
breast cancer or risk reduction/prophylaxis were included. Patients with
male breast cancer, clinical T4 disease including inflammatory breast
cancer and Paget’s disease, or metastatic breast cancer were excluded.
Patients who underwent neoadjuvant chemotherapy or prior chest wall
radiation were not excluded. Operative notes and/or pathology records
were utilized to determine if a patient underwent nipple sparing mastectomy. Oncologic outcomes and 30 day perioperative complications were
recorded.

results: A total of 1,810 mastectomies with reconstruction performed by
8 surgeons in the study period were identified. Between 2004 and 2016,
122 NSMs were identified in 82 patients who underwent unilateral or
bilateral NSM for breast cancer treatment and/or prevention. The majority of NSMs were performed between 2012 and 2016 (83.6%; N=102),
while only 20 NSMs (16.4%) were performed between 2004 and 2009.
No NSMs were performed between 2009 and 2012.

The median age of the study population was 45.5 years (range 26-70).
Sixty-two (75.6%) patients were Caucasian, two (2.4%) were African
American, and 14 patients (17.6%) identified as Hispanic.
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The majority of patients had a normal body mass index (62.2%; N=51),
while 13.4% (N=11) were obese. A minority of patients were active
smokers (7%; N=6).

Of patients who underwent genetic testing and had a positive result
(N=22), the BRCA2 gene was the most common mutation (45.5%; N=10)
followed by the BRCA1 mutation (35.5%; N=8). Nineteen patients
(23.2%) underwent bilateral prophylactic NSM for breast cancer risk
reduction. Two patients with BRCA2 mutations in this subset were incidentally found to have unilateral ductal carcinoma in-situ (DCIS) at final
pathology.

Of the 63 (76.8%) patients diagnosed with cancer prior to surgical management, 44 patients (69.8%) had NSMs for primary breast cancer treatment +/- contralateral prophylactic NSM (CP-NSM) and 19 patients
(30.2%) underwent CP-NSM at the time of non-NSM for their cancer
management. Forty-five NSMs were performed for known cancer
(36.8%) and 39 NSMs were performed for contralateral prophylaxis
(31.9%). Two patients who underwent CP-NSM were found to have incidental DCIS at final pathology.

The majority of patients with known cancer at the time of NSM and/or
CP-NSM had clinical stage 0 (30.2%; N=19) or stage 1A breast cancers
(42.9%; N=27). Median tumor size was 1.1 cm (range 0.9 cm - 3 cm).
Many different NSM incision types were utilized, but the most commonly
utilized incisions were the periareolar incision with a lateral extension
(38.5%; N=47) and the inframammary fold incision (22.1%; N=25).

The median follow-up period was 20 months (range 2 - 137 months).
Only one local recurrence (2%) occurred at the mastectomy flap after 15
months in 49 NSMs performed as cancer management. There were no
recurrences at the nipple areolar complex or distant recurrence after nipple sparing mastectomy for cancer treatment. There was no incidence of
cancer at follow-up for any patient who underwent NSM for breast cancer
prophylaxis. The only death in this study population was due to nonbreast cancer causes.

conclusion: While the study population is small, the findings are suggestive that nipple sparing mastectomy is an oncologically safe procedure. There were no cancer recurrences at the nipple areolar complex in
our study population, and there was no incidence of cancer at follow-up
after nipple sparing mastectomy was performed for prophylaxis. Most of
the postoperative complications observed were similar to those reported
in the literature. However, the incidence of NAC ischemia requiring
delayed excision was higher than previously reported.

Notes

The 30 day perioperative complication rate was 24.5% (N=30/122). The
following complications were observed: mastectomy flap necrosis (9.0%;
N=11), mastectomy flap cellulitis (3.3%; N=4), full nipple areolar complex (NAC) ischemia/necrosis (7.3%; N=8), partial NAC necrosis
(14.5%; N=18), delayed NAC excision (10.6%; N=13), wound infection
(3.3%; N=4), hematoma (1.6%; N=2), and tissue expander or implant loss
(2.5%; N=3). The periareolar incision with lateral extension was significantly associated with any NAC ischemia/necrosis (p=.04), while prior
radiation was associated with mastectomy flap necrosis (p=.008). Age in
the 6th and 7th decades of life was associated with flap cellulitis (p=.05).
BMI, smoking status, and use of neoadjuvant chemotherapy were not
found to be significantly associated with the complications observed.
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#19

MarginS, reSiDUaL DiSeaSe anD
OUtcOMeS FOLLOWing eXciSiOn OF
SOFt tiSSUe SarcOMa OF tHe eXtreMitY
a.S. Moten, K. Howell, M. von Mehren, S. Movva, j. Farma.
temple University Hospital, Philadelphia, Pa

introduction: Positive margins and residual disease following excision
of soft tissue sarcoma has important implications for tumor recurrence
and patient survival. We sought to identify predictors of margin status and
residual tumor in patients with soft tissue sarcoma of the extremity.

Methods: Patients with soft tissue sarcoma of the extremity were identified using the cancer center's tumor registry. Patients were stratified by
margin status (positive or negative) following initial tumor excision, and
by residual disease status (present or absent) following excision of positive margins. Chi-square tests compared patient features by margin status
and residual disease status. Logistic regression estimated the odds of having positive margins and residual disease. Kaplan-Meier curves estimated
survival.

results: The study included 121 patients, of which 51.2% were male and
76.0% were white. Median (IQR) age was 56 (23) years. Odds of having
positive margins were lower among patients who received neoadjuvant
radiation compared to those who did not (OR:0.031; 95% CI:0.0030.281) and among patients who underwent limb-sparing resection compared to those who underwent excisional biopsy (OR:0.054; 95%
CI:0.017-0.174). There was no difference in local recurrence by margin
status (p=0.65) or residual disease status (p=0.15). Five-year cause-specific (88.4% and 87.8%; p=0.60) and recurrence-free (11.4% and 9.9%;
p=0.97) survival was similar between patients with positive margins and
those with negative margins. Patients with residual disease found during
an additional procedure to excise positive margins had lower 5-year
cause-specific survival than those without residual disease (79.6% and
100%, respectively; p=0.01), but recurrence-free survival was similar
(p=0.79).
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When comparing survival between those who did and did not receive
adjuvant radiotherapy, there was no difference in recurrence-free survival
among those with positive margins (p=0.08) or those with residual disease (p=0.10).
table: Cause-specific and recurrence-free survival by margin status and
residual disease status. *p-value significant at the < 0.05 level.
Negative Positive
p
Margins Margins value

Residual Residual
Disease Disease
Absent
Present

p
value

5-Year
Cause-Specific
Survival Rate

87.8%

88.4%

0.60

100%

79.6%

0.01*

5-Year
Recurrence-Free
Survival Rate

9.9%

11.4%

0.97

0%

25.0%

0.79

conclusion: Further study is needed to identify predictors of residual disease in tumor beds and the role that neoadjuvant radiotherapy plays in
decreasing the occurrence of residual disease.

Notes
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#20

a nOveL SUtUre ancHOr FOr
PriMarY LaParOtOMY cLOSUre

For double fixation, the double anchor clip (85±35N) had a similar failure
load to a standard knot (84±26N) and significantly greater than double
corkscrew fixation (34±0N).

j.L. green, M. ibrahim, r. glisson, K. gall, H. Levinson.
Duke University Medical center, Durham, nc

introduction: Mesh suture is a novel form of suture used to close hightension wounds, such as primary laparotomy closure, because they have
greater tensile strength and increased resistance to suture pulling through
tissue compared to standard suture. However, mesh sutures can produce
large knots susceptible to increased palpability, infection, and foreign
body response. We previously developed a small anchor clip that outperformed knot and alternative mesh suture fixations in benchtop testing
using silicone. Here we aim to determine the ability of the anchor clip to
fixate mesh suture in abdominal wall tissue for application to primary
laparotomy closure.

Methods: The anchor clip was iteratively developed using 3D design
software (Fusion360®) and produced via 3D printing (Carbon3D®
Printer) using a liquid polymer resin. The size of the anchor clip was compared to that of a mesh suture knot (width: 9 mm, 4 throws). Next, cyclic
fatigue testing of the anchor clip vs. knot and predicate fixation
(corkscrew, ProTack™ Fixation Device, Medtronic) was performed using
a benchtop abdominal wall suture model with porcine tissue (Fig. 1-C).
Suture fixation was tested in a single vs. double fixation format (Fig. 2).
Cyclic fatigue testing was applied at a force range of 10-20N (maximum
physiologic force on the abdomen is 16N/cm) at 2Hz for 200 cycles, then
pull to failure at a rate of 300 mm/min. Completed cycles and failure load
were recorded and compared.

results: The size of the anchor clip (160 mm3) was ~60% smaller than
the mesh suture knot (420 mm3) (Fig. 1-D). During cyclic fatigue testing,
the knot, anchor clip, and single corkscrew consistently sustained 200
cycles and underwent pull-to-failure while 2 of 3 double corkscrew samples did not complete cyclic testing. For single fixation, the standard knot
(84±26N) and single corkscrew (82±8N) had a significantly higher failure load than single anchor clip fixation (39±10N) (P<0 .05).
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Figure 1: (A) Final anchor clip design, (B) Application of anchor clip to mesh
suture, (C) Benchtop abdominal wall suture model, (D) Anchor clip vs. knot size
comparison.

Figure 2: Examples of each form of mesh suture fixation in silicone substrate.
- 73 -

conclusion: The anchor clip is able to secure mesh suture under physiologic force ranges in abdominal wall tissue. Double anchor clip fixation
has similar mechanical performance to a standard knot and single
corkscrew fixation. Other advantages to the anchor clip include its
reduced size relative to a knot and decreased tissue damage in comparison
to a corkscrew which penetrates tissue. The inferior pull-to-failure performance of the single anchor clip fixation suggests a need to improve the
locking mechanism to prevent disassembly. This study provides a preliminary indication for the use of anchor clips in primary laparotomy closure.

Notes

#21

aPPLicatiOn OF cOLLagen/OXiDiZeD
regenerateD ceLLULOSe/SiLver WitH
negative PreSSUre tHeraPY in tHe
ManageMent OF SPLit tHicKneSS
SKin graFt DOnOr SiteS
L.j. Punch, H. cos Felipe.
Washington University in St. Louis, St. Louis, MO

introduction: In the process of split thickness skin grafting (STSG), a
dermatome is used to remove a partial thickness of the skin. These
wounds are associated with significant pain and add to the metabolic
demand of wound healing. It is hypothesized that the combined application of collagen/oxidized regenerated cellulose/silver dressing
(Promogran Prisma®) along with negative pressure therapy (NPT) will
improve the local wound environment, reducing time to epithelialization.
While each of these techniques have been described separately in the
management of donor sites, the combination has not been. This retrospective analysis sought to lend support to the feasibility of future studies.
Methods: A retrospective review of 13 patients undergoing STSG with
application of Prisma® under NPT was conducted from May to
September 2017. We evaluated patient demographics and comorbidities,
demographics, donor site size, healing time, and pain due to donor site.

results: Donor sites ranged from 30-500 cm2 and were taken at a depth
of 10-14 mm. Etiologies of the primary wounds included hidradenitis,
necrotizing infection, decubitus ulcer and enteric fistula. Three patients
had previously undergone STSG. At the time of outpatient re-evaluation,
donor sites were noted to be healed at 17 days; however, the majority of
patients were able to transition to simple wound care with topical antibiotic ointment by day 7-9. None of the patients experienced topical bacterial overgrowth. Subjective measurements of pain from three patients
who had previously undergone STSG rated the experience as significantly better.
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conclusion: The combined use of collagen/oxidized regenerated cellulose/silver dressing and NPT for STSG donor sites provides both antimicrobial properties as well as a stable environment which promotes
wound healing and decreases time of adequate epithelialization and local
wound pain. Future prospective randomized studies of this technique are
currently planned to better define the role of this therapy.

Notes

#22

raPiD iMPLeMentatiOn OF rObOtic
SUrgerY PrOgraM USing generaL
SUrgerY aS tHe LeaDing SPeciaLtY

S. johnson, c. Moore, a. Worthey, L. Hobson, O.K. Danner.
Morehouse School of Medicine, atlanta, ga

introduction: Robotic surgery has emerged as a leading surgical platform in minimally invasive surgery. Research has shown improvements
in patient satisfaction, pain scores, length of stay, clinical outcomes, and
a host of other factors. Most robotic surgical programs have historically
started with urology and gynecology services due to slow initial adoption
in the general surgery (GS) market. Recently, general surgery has seen
one of the most rapid uptakes and acceptances of the surgical specialties.
We describe the rapid implementation of a robotic surgery program using
a general surgery platform as the leading surgical specialty.

Methods: We reviewed surgical cases performed at an urban safety-net
teaching hospital since the inception of its robotic surgery program over
the first 9 months. Cases were reviewed from February 2017 through
October 2017. Surgical cases, procedure types, complications and specialty were reviewed.

results: 125 procedures were performed over this time period. The vast
majority (91/125 - 72.8%) of these cases were performed by general surgery, followed by gynecology (18/125 - 14.4%) and urology (16/125 12.8%). Robotic inguinal herniorrhaphy, ventral herniorrhaphy, colectomies and cholecystectomies were the most common GS robotic procedural types. There were 4 complications (3.2%) identified.
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conclusion: Robotic surgery can be successfully implemented using
general surgery as the leading subspecialty platform. Initial outcomes
thus far show very promising results.
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#23

cLOStriDiUM DiFFiciLe inFectiOn:
nO LOnger inFectiOn OF
antibiOtic aSSOciateD DiarrHea
e. nwachuku, Y. Shan, P. Senthil-Kumar,
O. Kirton, r. Shadis.
abington Memorial Hospital - jefferson Health,
abington, Pa

introduction: Clostridium difficile infection is traditionally taught to be
an antibiotic associated diarrhea. This diagnosis is based on the presence
of clinical symptoms (usually defined as more than 3 watery, loose or
unformed stool within 24 hours) coupled with a diagnostic test. There is
now a new presentation of C. difficile infection, including progression to
toxic megacolon, in patients without diarrhea.

Methods: We report a case series of 9 patients in a single institution who
developed C. difficile infection without preceding diarrhea, and 4 patients
needed a total colectomy.

results: All 9 patients had colitis with positive laboratory testing for C.
difficile toxin. They, however, presented with a lack of or minimal bowel
movements. 6 patients had rapid development of abdominal distention. 7
patients received stool softeners, suppositories and/or enemas for presumed constipation. 4 patients had a mild course of infection and were
successfully treated medically. The other 5 patients progressed rapidly to
multisystem organ failure, and eventually required total colectomy. Out
of the 5 patients that required total colectomy, 2 expired.

conclusion: For patients who rapidly develop abdominal distention,
especially if coupled with multi-system organ failure, C difficile infection
must be part of the differential regardless of the presence of diarrhea.
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#24

neW vaScULar FinDingS in PiK3ca reLateD
OvergrOWtH SYnDrOMe: raPiDLY
PrOgreSSive, inOPerabLe HeMangiOMa
WitH aSSOciateD avM ManageD WitH
StereOtactic bODY raDiOtHeraPY
i.H. ainab, j. jaboin.
Oregon Health & Science University, Portland, Or

introduction: PIK3CA related overgrowth syndrome (PROS) is a term
used to encompass the clinical entities that are linked to an underlying
somatic mutation in the phosphatidylinositol-3-kinase/AKT/mTOR pathway. This syndrome includes Fibroadipose hyperplasia or Overgrowth
(FAO) and Megalencephaly-Capillary Malformation (MCAP). The vascular conditions seen in PIK3CA mutations are typically associated with
slow-flow vascular malformations.
Methods: We report a case of an 11-year-old boy with a rare course of
confirmed PIK3CA hemihypertrophy characterized by progressive high
flow Arteriovenous Malformation (AVM) with an associated enlarging
L3 vertebral body hemangioma.

results: The patient presented with a history featuring a confirmed
PIK3CA mutation causing hemihypertrophy as well as high-flow AVM
malformations and progressing hemangioma. He was admitted to the hospital from clinic and underwent a partial L2 and full L3 laminectomy followed by embolization. A literature search finds one other case of
PIK3CA mutations with high-flow malformations. No cases demonstrate
the use of stereotactic body radiation therapy (SBRT) in treatment of an
inoperable hemangioma.
conclusion: This is the first documented case featuring the use of stereotactic body radiation therapy for treatment in PROS. We hope to demonstrate that in cases of inoperable hemangioma that have been treated with
maximally-safe pharmacologic therapy and embolization, stereotactic
body radiation therapy is a feasible option for appropriately-sized lesions
(<5cm) with good response, low toxicity profile (depending on location)
and a relatively low risk of secondary malignancy (0.05% over 30 years).
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#25

anaLYSiS OF reciPientS
OF DeceaSeD DOnOr KiDneYS
anD tHeir caregiverS
P. Matemavi, e. Lyden, a. Hoffman.
University of nebraska Medical center, Omaha, ne

introduction: A caregiver plays an important role in a transplant
patient’s health care and recovery. Our transplant center requires patients
to have a caregiver to help care for them through the transplant process;
however there are times when we have patients with no caregivers. The
caregiver is identified and evaluated pre-transplant by our social worker
and a plan of care is established. The caregiver is required to be present
during the patient’s hospitalization and to go through education with
them. We looked at 485 deceased donor kidney recipients and our goal
was to determine if the quantity of caregivers and patient’s marital status
influenced hospital length of stay and readmissions.

Methods: Descriptive statistics were used to summarize demographic
and clinical characteristics by age group. The Kruskal-Wallis test was
used to compare length of stay following kidney transplant and caregiver
groups. The Mann-Whitney test was used to compare the median length
of stay following transplant and rural and urban status. Fisher’s exact test
was used to compare categorical variables. Hospital readmissions were
analyzed as both a continuous variable and a categorical variable. P<0.05
was considered to be statistically significant.

The median length of stay after transplant for patients with no caregiver
was 7 days, while the median length of stay for patients with 1 or more
caregivers was 5 days. 58% of patients with no care partners were readmitted within 90 days compared to 26% of patients with 1 care partner
and 16% of patients with >1 caregiver.

conclusion: In our study, there was no statistical significance in median
length of stay between the 4 caregiver groups (p=0.11). There was, however, a statistical significant association between marital status and the
number of caregivers (p=0.0049). 52.5% of married/widowed recipients
had >2 caregivers compared to 66.8% of divorced/single recipients. This
shows that marital status alone does not guarantee a better support system. Interestingly, whether the patient lived with their caregiver or not did
not influence hospital readmission. Patients with no caregivers were more
likely to be readmitted, whereas patients with more than one caregiver
were less likely to be readmitted. Caregivers are vital members of the
team after the patient is discharged from the hospital, and therefore the
quality of the caregivers should be emphasized. It is imperative to realize
the emotional and psychological stressors affecting caregivers; therefore
having more than one caregiver can help ameliorate the fatigue and stress
of being a care partner. With more than half of patients without caregivers
being readmitted within 90 days of their transplant, caregivers are crucial
to the success of the transplant recipient.

Notes

results: 485 patients were analyzed, 185 female (38.1%) and 300 male
(61.9%). Of those patients, 16% were re-transplants. Age range was 20 to
79 years; 57% were married, 16% were divorced, 23% single and 4%
widowed. Number of care partners was 0-9, we divided them into 4
groups, 0, 1, 2, 3+. 1.6% patients had no care partners, while 40% of
patients had 1 care partner, 30% had 2 care partners and 26% of patients
had 3+ care partners. 88% of care partners were immediate family and
72% of care partners shared the same residence.
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#26

cHangeS in eXPreSSiOn OF Wnt
LiganDS in WiLD tYPe vS.
ePiMOrPHin -/- MOUSe inteStinaL
SUbePitHeLiaL MYOFibrObLaStS WitH
StiMULatiOn bY LiPOPOLYSaccHariDeM
H. Humes, D. rubin.
Washington University in St. Louis, St. Louis, MO

introduction: Diseases of the gut such as Inflammatory bowel disease,
ulcerative colitis and Crohn's disease afflict millions of individuals in the
United States and worldwide. Evidence has indicated that this is partially
a result of a dysregulated immune response to certain environmental factors and microbiota in the gut. Our lab focuses on regenerative therapy
after short bowel resection

Hypothesis: We will test the hypothesis that in either Epim -/- or Wild
type mice or both, increased Wnt signaling or specific soluble factors in the
Wnt pathway may be mediated by introduction of inflammatory conditions. Identification of these soluble factors may help represent therapeutic
targets to promote proliferation in the epithelium.

Methods: WT and KO intestinal subepithelial myofibroblasts (ISEMFs)
isolated and plated in regular media (RM) at 1.5x10^4 cells/cm^2. Media
was collected and RNA and protein were isolated from the samples. Media
was collected and RNA and protein were isolated from the samples. RNA
was quantified and analyzed by first synthesizing cDNA from the RNA and
next using RT-PCR to check for expression of ligands. The same cell lines
were isolated and plated in media treated with LPS after a period of starvation. Determination of protein concentration was performed with
Microplate Reader. A Western blot and Odyssey system were used to determine the presence of specific proteins. Protein and RNA were isolated,
analyzed and compared to the baseline treatment.

results (see Figure): Significant results included the presence of Wnt2b
and Wnt5b being significantly higher in the WT mice vs. the KO mice
without LPS treatment. With LPS treatment, the Wnt4 and Wnt5a were
shown to be more present in the KO mice as opposed to the WT mice.
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conclusion: Most of the protein factor expression variability was not significant between the baseline treatment and the LPS. Some future considerations would be to stimulate ISEMFs with IL-6 instead of LPS using a
different concentration of LPS. The media collected from the cells before
harvesting RNA may also be analyzed for differences in secreted proteins
after treatment with LPS.

Notes
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#27

SUrveY OF cLinician DiFFerenceS
in riSK StratiFicatiOn,
ManageMent, anD DiSPOSitiOn OF
PatientS WitH rib FractUreS
M.c. johnson, c.P. Miller, a. ata, M. tafenWandji, S.c. Stain.
albany Medical college, albany, nY

introduction: Rib fractures are ubiquitous in trauma, with significant
morbidity and mortality. Universal management protocols are non-existent, and differences in treatment strategies are magnified by the range of
providers managing rib fracture patients. We hypothesize that significant
variations exist in the risk stratification and management of this patient
population. Assessing provider opinions will gauge the need for a clinical
decision tool.

Additionally, when asked to evaluate the severity of injury in three patient
vignettes, EM providers and Surgery providers significantly differed in
categorizing the injury as mild, moderate or severe (Table 1).

conclusion: A range of providers similarly identified common risk factors for increased morbidity and mortality in patients with blunt chest
trauma. However, the difference in perceived severity of injury when
applied to clinical vignettes indicates a need for a prognostic tool to assist
clinicians in uniformly identifying and diagnosing, high-risk patients
with rib fractures.

Notes

Methods: A questionnaire was developed assessing provider demographics, perceived risk factors, and variations in stratification of rib fracture patients at a 734-bed, level one trauma center. The survey, which
described different scenarios of patients with rib fractures, was sent to
nurses, advanced practice providers, residents and attending physicians
within the departments of emergency medicine (EM) and surgery. Results
were collected using Qualtrics online survey software.

results: There were 144 responses across multiple specialties, roles and
level of physician education. All groups identified hypoxia, age, number
of ribs fractured, pre-existing pulmonary disease, and flail chest as the
most important risk factors for determining morbidity and mortality, and
there was no difference by specialty, role on the medical team, or level of
education. The majority of clinicians agreed on predicted mortality for
<2 ribs fractured (0-5%) and 5-6 ribs fractured (10%-20%). For >8 ribs
fractured, there was no consensus on perceived mortality. The consensus
data was closest to our internal mortality data for less than 2 ribs fractured
(3.54%), but deviated from internal numbers for 5-6 and >8 ribs fractured, at 5.08% and 10.8%, respectively.
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#28

UnPLanneD reOPeratiOn
aFter DeceaSeD DOnOr
KiDneY tranSPLantatiOn

a. Watson, c.M. jones, r.M. cannon.
University of Louisville, Louisville, KY

introduction: Unplanned return to the operating room has been proposed
as a quality indicator in general surgery. Data regarding the incidence and
reasons for unplanned return to the OR following deceased donor renal
transplantation (DDRT) are sparse. This study was undertaken to investigate the incidence, timing, and causes for unplanned reoperation following DDRT at a single center.

No donor or recipient factors were significantly associated with reoperation, while there was a significant association between delayed graft function and unplanned reoperation (71% DGF in reoperation group vs. 25%
in no reoperation group; p=0.016). Length of stay was significantly
longer (10.3 vs. 3.9 days; p<0.001) in the group that underwent reoperation. There were no perioperative mortalities or graft losses in the reoperation group.

conclusion: Unplanned reoperation following kidney transplantation is a
relatively uncommon event, with general surgery emergencies unrelated
to the transplant itself as the most common indication. Although reoperation is associated with a higher rate of delayed graft function and longer
hospitalization, there is no effect on perioperative graft loss or mortality.

Notes

Methods: A retrospective review of all DDRT performed at a single institution between 1/1/2015 and 10/5/2017 was performed. Donor and recipient demographics, indications for and timing of reoperation, and impact
on length of stay and mortality were examined. Continuous and categorical variables were analyzed by Student’s t-test and Fisher’s exact test,
respectively. P-values <0.05 were considered significant.

results: There were 134 DDRT performed during the study period.
Unplanned reoperation within 30 days of transplant occurred in 7 (5.3%)
patients. Four (57.1%) reoperations occurred during the index transplant
admission, while 3 occurred during subsequent readmission. Reoperation
occurred at a median of 8 (0-14) days post-transplant. The most common
indication for reoperation was a general surgery emergency, accounting
for 43% of all reoperations (1 cholecystitis, 1 perforated diverticulitis, 1
small bowel obstruction). The remaining indications included bleeding (1
from an intraoperative biopsy site in a patient anticoagulated for IJ thrombosis with supratherapeutic lovenox, 1 from a postoperative biopsy performed for delayed graft function), and poor/absent arterial flow on
immediate postoperative ultrasound (1 en bloc kidney transplant in which
graft positioning led to arterial kinking, 1 patient with absent arterial flow
on ultrasound but a well perfused kidney without any vascular complication identified upon re-exploration).
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#29

abO incOMPatibLe DeceaSeD
DOnOr tranSPLantatiOn:
tiMe tO reMOve tHe barrier

j.K. Melancon, K. Mahendran.
george Washington University Hospital, Washington, Dc

introduction: We have known now for the past decade in renal transplantation that ABO incompatible kidney transplantation could be accomplished with very good outcomes. Almost all ABO incompatible kidney
transplants have been accomplished using live kidney donors after
preparing recipients for transplant days to weeks before transplantation.
We report here the first reported case of successful deceased donor ABO
fully incompatible kidney transplantation other than the A2 to B well
established incompatibility. Our patient received an offer for a directed
donor kidney from an ABO incompatible deceased donor. We performed
plasmapheresis and desensitized the patient within 24 hours of receiving
the initial organ offer before performing the renal transplantation. We
advocate that deceased donor ABO incompatible transplantation could
become a feasible means of dealing with patients awaiting kidney transplantation.

The simulation was run one time for two scenarios, one with the aforementioned modification (“Desensitization”) and another keeping the
default compatibility definition (“Baseline”). The consequences of performing ABO incompatible transplants were evaluated using the following performance measures: i) the total number of transplants; ii) the number of transplants by race, organ sharing type (local, regional, or national)
and blood type; iii) average age and wait time of transplant recipients; iv)
the number of sensitized (PRA>80) patients who received a transplant; v)
and the number of discarded kidneys. For each performance measure, the
simulation outputs for the two scenarios were compared. Both scenarios
include kidney-only and combined, i.e., kidney and pancreas, transplants.
The pancreas-only transplants were excluded.
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Methods: A simulation analysis was performed to examine the consequences of implementing ABO incompatible transplants on the national
registry of patients who are waitlisted for kidney transplant. The simulation was performed using the Kidney-Pancreas Simulated Allocation
Model [KPSAM ver. 4.1.5], a simulation software developed by the US
Scientific Registry of Transplant Recipients (SRTR). KPSAM is available for researchers upon request and is widely used for the impact evaluation of different kidney allocation protocols [Torlak et al, 2016; Israni
et al, 2013]. KPSAM is preloaded with the existing kidney allocation
rules and the UNOS national transplant registry data. For the current
study, we used the allocation rules embedded in KPSAM as the default.
In order to accommodate ABO incompatible transplants via desensitization, we modified the definition of ABO compatibility as demonstrated in
Figure 1.

results: Table 1 summarizes the simulation results. The total number of
kidney transplants increased from 10,849 to 11,049 (1.8% increase) as a
result of the ABO incompatible transplants. The proportion of African
American recipients increased from 30.6% to 31.7% (3,330 to 3,502) at
the expense of Caucasian and Hispanic recipients who exhibited the
lower number of transplants (for Caucasians although the number of
transplants went from 5,222 to 5,290, the percentage went from 48.13%
down to 47.88%; and for Hispanic patients the number of transplants
went from 1,585 to 1,578, or 14.61% to 14.28%). The other important
change appeared in the regional sharing of kidneys. The proportion of
local and national matches increased from 74.1% to 74.8% (8,039 to
8,271) and from 18.6% to 20% (2,018 to 2,231) respectively, with the
concomitant reduction in the share of regionally shared kidneys. The proportion of HLA zero mismatches increased from 12.97% to 15.6% (1,407
to 1,724). In general, the mismatch level was reduced.

The proportion of highly sensitized recipients (PRA > 80) increased from
12.7% to 13.78% (1,378 to 1,523). The proportion of blood type B recipients went up while the average recipient age went down, which can be
associated with more African American patients receiving kidneys. The
proportion of type O recipients also went up, while type A and type AB
went down. The probability of kidney acceptance went up by 13.55%
(from 0.059 to 0.067). The number of discarded kidneys decreased from
2,670 to 2,440 due to the higher probability of kidney acceptance and the
removal of blood compatibility constraint. Median wait time increased
from 573 days in the baseline scenario to 622 days in the desensitization
scenario. The supplemental analysis 1 confirmed that this is attributable
to the fact that 200 additional transplants were performed on those
patients who were wait-listed longer.

conclusion: In this example of a directed deceased donor ABO fully
incompatible B to A kidney transplantation, we believe we have proved
the feasibility of this dramatic approach. Our patient remains quite stable
18 months after transplantation with a normal serum creatine of 1.2 and
a neat ABO titer (0:0) without recurrence of his multiple myeloma. This
patient received only 1 dose of Bortezumib (Velcade), and only 1 plasma
exchange in addition to our normal induction and maintenance
immunotherapy. Our patient had surveillance biopsies 3 months and 1
year post transplant, both of which were normal without signs of rejection
and/or signs of recurrent disease. We are aware that what is illustrated in
this case report is a rare opportunity of directed deceased donor fully
ABO incompatible kidney transplantation. However, the case reveals the
opportunity that fully ABO incompatible transplant could be incorporated
into our current kidney organ allocation system. If transplant programs
perform deceased donor ABO incompatible kidney transplantation for
their very highly sensitized patients, we could thereby increase the degree
of HLA matching while decreasing the overall wait time to receive a kidney transplant. We would also be increasing the positive outcomes of well
HLA matched but ABO incompatible kidney transplants that would be
better than the transplants performed otherwise in this cohort when low
level donor specific antibody is present. We posit that matching a sensitized patient to an ABO incompatible donor to whom the patient has no
HLA antibody is more beneficial than matching to a donor to whom the
patient carries donor specific antibody even at a very low level. The proposed system would introduce much more flexibility into the matching
algorithm, thereby allowing us to achieve more local or regional matches
which could translate into having better HLA matched kidneys, reduced
cold ischemia time, and reduced donor kidney discards.

Notes
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#30

iL-4, bUt nOt iL-13,
attenUateS
OSteOartHritiS
in Mice

e. von Kaeppler, H. raghu,
Q. Wang, H. Wong, W. robinson.
Stanford School of Medicine, Stanford, ca

introduction: Osteoarthritis (OA), the most common form of arthritis in
the world, is characterized by breakdown of articular cartilage and
remodeling of the underlying bone in synovial joints. Despite the high
prevalence and debilitating effects of OA, no disease-modifying drugs
currently exist. Increasing evidence implicates a key role for both bone
perturbation and “low-grade” inflammation in the development of OA,
although precise mechanisms remain unclear. A better understanding of
the interface between the bone pathobiology and inflammatory pathways
could transform care for individuals with OA and following traumatic
joint injury. The IL-4/IL-13 inflammatory axis has been widely implicated in asthma and other atopic diseases, but despite its known effects on
bone, it has not been studied in osteoarthritis. We hypothesize that this
axis plays a role in modulating OA pathogenesis by altering normal bone
activity.

conclusion: It is known that IL-4 and IL-13 share the IL-4Ra receptor
subunit and, in previously published studies, IL-4 and IL-13 have been
shown to exert congruent effects on multiple cell types in vitro. Taken
together with what is known about the IL-4/IL-13 axis, our data suggest
that IL-4 and IL-13 play opposing roles in OA pathogenesis: IL-4 is protective and IL-13 is pathogenic. We are using in vitro stimulation assays
of osteoblast, osteoclasts, and other cell types implicated in OA to investigate the mechanism by which the IL-4/IL-13 axis modulates OA pathogenesis. Understanding the precise mechanisms underlying the osteoimmunologic contribution to OA development may lead to novel therapeutic approaches to prevent and treat OA.

Notes

Methods: To test the hypothesis that IL-4 and IL-13 play contributory
roles in OA pathogenesis, we surgically induced OA by destabilization of
the medial meniscus (DMM) in IL-4 deficient, IL-4/IL-13 double knockout (IL-4/IL-13dKO), IL-4Ra deficient and wildtype (WT) mice. We
assessed resulting OA disease severity by Safranin O histologic examination and scoring of cartilage damage, osteophyte formation, and synovitis.

results: We found that IL-4 deficient mice develop exacerbated cartilage
damage, osteophyte formation, and synovitis relative to WT controls.
Surprisingly, neither the IL-4/IL-13dKO nor the IL-4Ra deficient mice
showed a difference in disease progression compared to WT controls.
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PeDiatric ObeSitY
b.D. Hughes, g.M. Melone, c.b. cummins,
D.c. jupiter, K.a. bowen-jallow.
University of texas Medical branch, galveston, tX

introduction: The negative health effects of pediatric obesity are of
national importance. Pain and sleep apnea pose restrictions on daily living and functional mobility, and create irregular daily physical activity
patterns.
Objective: To elucidate the relationship between weight loss behaviors
and symptoms among obese adolescents.

Methods: Patients at a multidisciplinary pediatric obesity clinic were
evaluated using baseline characteristics obtained from our electronic
medical record and standardized questionnaire responses. Follow-up visits occur every 4-6 weeks and require completion of the same questionnaire. Of the 79 patients, some omitted questions, decreasing our average
to 77. An analysis was conducted using Chi-square analysis and Fisher’s
exact test method.

results: Mean patient age and BMI were 14.5 years (±1.66) and 39.27
(±8.74), respectively. Sex demographics included 37 (47%) males and 42
(53%) females. Of the patients that attempted autonomous weight loss,
statistically significant results were found with: weekly utilization of
exercise equipment (p=0.007), participation in extracurricular sports
(p=0.011), and minutes spent exercising per session (p=0.03). Pain, testing for sleep apnea, and other variables were not statistically significant
for this group. Among patients who reported setting a goal for weight
loss, only fatigue was statistically significant in deterring weight loss
efforts (p=0.04).

conclusion: Pediatric obesity patients would benefit from involvement
in extracurricular activities with timed exercises, coupled with pragmatic
goal setting. Further comparison of data between baseline and future visits are needed to better elucidate these findings.
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#32

iMPact OF MObiLe tecHnOLOgY
OF iMMUnOSUPPreSSive aDHerence
POSt tranSPLant
j.S. torabi, K. Lorenzen, K. choinski, j. graham.
Montefiore Medical center,
albert einstein college of Medicine, new York, nY

introduction: Strict adherence to immunosuppressive regimens posttransplant is essential for improving outcomes following kidney transplant. Mobile technology may offer a valuable tool in improving patient
adherence and education.

Methods: 100 patients were randomly enrolled as 34 mobile-app users
(MAU), 19 watch and app users (WAU) and 47 non-app users (NAU).
There were 24 deceased donor kidney transplants and 10 living-related
renal transplants in NAU, 18 and 29 in MAU, and 14 and 5 in WAU,
respectively. The coefficient of variability of tacrolimus levels [(CV) =
(SD/mean tacrolimus)*100] was used as a marker for transplant adherence.

results: The mean age of NAU was 53.23 compared to 52.5 for MAU
and 50.9 for WAU. The average CV at 1 month was 32.5, 29.7 and 35.3
for NAU, MAU and WAU respectively (p=0.42 and 0.51). At 3 months
the average CV was 32.7, 32.4 and 33.4 for NAU, MAU and WAU
(p=0.92 and 0.87).

conclusions: While this early proof of concept experience is important,
it leaves many questions unanswered, especially centered on wearable
devices. As such, while mobile technology continues to move into healthcare, more research must be done to understand its role in patient interface and medication adherence.
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SUStaineD reLeaSe OF SLit-3 FrOM
aLginate MicrObeaDS LeaDS tO
DecreaSeD angiOgeneSiS in in-vitrO
anD MaY be a nOveL cancer treatMent
D. brokaw, M. gambarian, j. McQuilling,
e. Opara, S.e. McLean.
University of north carolina at chapel Hill,
chapel Hill, nc

introduction: The Slit-Robo pathway involves extracellular proteins that
are associated with axon guidance, and more recently have demonstrated
a role in angiogenesis. Slit-3 has been shown to have a dual role that can
be pro- or anti-angiogenic. How Slit-3 assumes a role to promote or
inhibit angiogenesis is unknown. We hypothesize that sustained release of
Slit-3 will have an anti-angiogenic effect on endothelial cells in culture.
Sustained release of Slit-3 may provide a novel form of anti-angiogenesis
therapy for a variety of cancers.

3.0% LVG Slit-3 microbeads again showed a burst release on day one and
became sustained release through day 6. 0.1% PLO coating led to a delay
in release by 27% by day 12 for the 1.5% LVG microbeads and 59.7% on
day 6 for 3% LVG microbeads. During Boyden Chamber assay, Slit-3
microbeads inhibited cell migration by 59.6% (P<0.05) at four hours. With
scratch wound assay, Slit-3 microbeads decreased endothelial cell migration by 31.6% at 24 hours (wound coverage: control = 87.7%, slit-3 beads
= 56.1%. P<0.05) and 22% at 48 hours (wound coverage: control = 99.1%,
slit-3 beads = 77.9%. P < 0.05). Slit-3 prevented endothelial tube formation
by 85 % (P<0 .05) during in vitro Matrigel endothelial tube assay.

conclusion: Slit-3 can be effectively encapsulated and have a controlled
release pattern through the use of alginate microbeads. These microbeads
prevent endothelial tube formation and inhibit cell migration in both
Boyden Chamber and scratch-wound assays. The use of Slit-3 nanoparticles may offer a therapeutic option to prevent tumor angiogenesis and
serve as a novel oncologic treatment.

Notes

Methods: Slit-3 was encapsulated in alginate microbeads composed of
low viscosity high-guluronic acid (LVG) and coated with (PLO). Timed
release of Slit-3 was measured by gamma counter for 6 or 12 days using
microbeads with crosslinked I-125-Slit-3. A Boyden Chamber assay and
scratch-wound assay were performed using HUVEC cells. Cells were
manually counted from acquired images after 4 hours of migration using
Image J multi-count tool. Scratch-wound assay was measured at 0, 24,
and 48 hours with light microscopy at 400x. We performed a Matrigel
Tube Assay with mouse endothelial cell with images collected at four
hours by manually counting endothelial tubes in ImageJ software. All
conditions were run in triplicate on three separate occasions. One-way
ANOVA with a Tukey’s multiple comparison test was used to compare
experimental groups.
results: Slit-3 encapsulation was most efficient at ~30% encapsulation
with 3% LVG and no PLO coating. Release of 1.5% LVG Slit-3
microbeads demonstrated a burst release within the first 24 hours and
became a sustained release through day 12.
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biOFiLM FOrMatiOn cOrreLateS WitH
bacteriaL binDing tO enterOcYteS
in enterOcOccUS FaecaLiS
P.t. Delaplain, a. borsook, j. Wang, a. grishin, H. Ford.
children’s Hospital of Los angeles, Los angeles, ca

introduction: Although necrotizing enterocolitis (NEC) is believed to be
associated with bacterial colonization, the exact nature of the relationship
between NEC and bacterial populations remains elusive. Our previous
studies implicated a clinically relevant strain of Cronobacter muytjensii,
but not several other strains of this species, as a causative agent of NEC.
This led us to hypothesize that certain strain characteristics may account
for the difference between pathogenic and potentially protective bacteria.
We are characterizing multiple isolates of Enterococcus faecalis, a common first colonizer of rat intestine, and their role in the pathogenesis of
experimental NEC. Ability to form a biofilm has been shown to enhance
bacterial virulence or pathogenicity, although the underlying mechanism
is still undefined. We hypothesize that biofilm formation may enhance
bacterial binding to the intestinal epithelium.

Comparison of average biofilm production as measured by quantitative crystal
violet assay in two distinct binding pattern groups (> 2% vs. < 0.8% IEC-6 cells
bound) of Enterococcus isolates. Values are reported as mean with standard
deviation. Unpaired t-test showed statistically significant difference between the
two means (0.012 vs. 0.008, p = 0.014).

Notes

Methods: Bacteria were isolated from 4-day-old rats and characterized.
Isolates with different combinations of characteristics were considered
different strains. The identified strains were examined for their ability to
bind to IEC-6 enterocytes and to form biofilm on polystyrene microtiter
96-well plates using a quantitative crystal violet assay.

results: 21 strains were identified among the 146 isolates. There was
considerable diversity in the ability of the E. faecalis strains to bind IEC6 enterocytes. When biofilm production was compared between the highbinding group (>2% bacteria bound) and the low-binding group (<0.8%
bacteria bound), the latter had significantly lower biofilm formation
(0.012± vs. 0.008±, p = 0.014) [see Figure].

conclusion: Ability of E. faecalis to effectively bind intestinal epithelial
cells positively correlates with another potentially pathogenic characteristic—ability to form biofilm. Further characterization of these bacteria
may identify potentially pathogenic or protective strains.
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#35

bOne MarrOW DeriveD MeSencHYMaL
SteM ceLLS inFLUence ePitHeLiaL
tO MeSencHYMaL tranSitiOn in HeaD
anD necK SQUaMOUS ceLL carcinOMa
t.L. Watts, K.H. ryans, r. cui.
University of texas Medical branch, galveston, tX

introduction: Mesenchymal stem cells (MSCs) have been shown to be
important drivers of epithelial to mesenchymal (EMT) phenotype in the
tumor microenvironment in epithelial cancers such as breast and prostate
cancer. However, the factors influencing EMT in head and neck squamous
cell carcinoma (HNSCC) have not been fully elucidated.

conclusion: Taken together, these data suggest the bone marrow derived
MSCs may contribute to the cancer cells undergoing EMT, resulting in a
population of EPCAM+/CD90+ cells that are more resistant to apoptosis.
We recently reported that MSCs can be readily identified in the tumor
microenvironment of patients’ HNSCC. Tumor microenvironment MSCs
have been shown to play an important role in the development of the cancer stem cell niche, giving rise to tumors with higher metastatic potential,
resistance to chemotherapy, and radiation. It is plausible that MSCs may
drive development of the cancer stem cell niche in a subset of HNSCC
patients, and as such could be a novel mechanism to target in the adjunctive setting in HNSCC.

Notes

Methods: Using a co-culture approach, bone marrow derived MSCs were
grown in a 1:1 co-culture with human derived HNSCC cell lines JHU-011,
-012, and -019. A flow cytometry approach was used to measure changes
in apoptosis with the marker Annexin V.

results: The epithelial maker EPCAM was used to label HNSCC cell
lines and CD90 to label MSCs. Co-culture of MSCs with human derived
HNSCC cell lines resulted in a significant reduction of EPCAM+ cancer
cells undergoing apoptosis in 2 out of 3 cell lines examined when compared to cancer cells grown in culture alone (p<.0001). Western
immunoblotting and/or flow cytometric analysis revealed cells grown in
co-culture were accompanied by an increased expression in the pro-apoptotic marker BCL with a concomitant decrease in anti-apoptotic makers
BAX and BID. The influence of MSCs on cancer cells undergoing apoptosis appeared to require physical contact between the MSCs and cancer
cells, as no reduction in apoptosis was recapitulated using a Transwell culture system (p<0.001). While co-culture of MSCs with HNSCC cell lines
did not overall change cellular proliferation rates, an increase in cellular
viability was seen in cells grown in co-culture compared to cancer cells
grown alone. Baseline expression of the mesenchymal marker CD90 was
negligible in cancer cells. When grown in co-culture with MSCs,
EPCAM+HNSCC cells acquired CD90+ mesenchymal maker, suggesting
that a subset of HNSCC cells within the co-culture had undergone EMT.
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DecreaSeD vegF biOavaiLabiLitY
reSULtS in FeWer gObLet ceLLS in
tHe inFLaMeD DiStaL MOUSe cOLOn
j.n. brown, X. Hou, t. grikscheit.
children’s Hospital Los angeles, Los angeles, ca

introduction: Vascular endothelial growth factor (VEGF), a proangiogenic factor increased in inflammatory bowel disease (IBD), is highly
conserved with other well-described systemic functions through its many
receptors and ligands. In humans, the VEGF-A receptor is an analog of
sFlt-1 in the mouse. We have previously shown decreased VEGF
bioavailability results in an IBD-like phenotype. Because IBD is characterized by goblet cell changes and previous mouse models modulated
goblet cell number, we evaluated goblet cells in a mouse with decreased
VEGF bioavailability. We hypothesized that goblet cells would decrease
in the colon of mice with decreased VEGF bioavailability.

Methods: V-cre/sFlt1/rtTA mice were generated by breeding Villin-cre
mice with tet(O)-sFlt-1 mice; these offspring were bred with rtTA transgenic mice to produce triple transgenic mice. Doxycycline chow induced
sFlt1 expression on day of life 1. On day of life 3, colon was collected
from mutant (n=9) and littermate (n=8) pups for histological and protein
analysis via Alcian Blue stain and qPCR for Tff3, a goblet cell marker,
and Notch epithelial cell line components, Hes1 and Atoh1. T-test analysis assessed statistical significance.

results: By day 3, Tff3 was decreased in the distal colon of Vcre/sFlt1/rtTA mice (p=0.004) compared to littermates (Figure 1). The
proximal colon of both V-cre/sFlt1/rtTA mice and littermates did not
demonstrate a difference. The Alcian Blue stain qualitatively demonstrates decreased goblet cell number. Both progenitor lineage pathway
markers of the Notch pathway are decreased in the distal colon compared
to littermates (secretory Atoh1, p=0.0016 and absorptive Hes1, p=0.0004)
(Figure 2). By contrast, the proximal colon did not demonstrate a difference in either line compared to littermates.
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Figure 1. Panels a and d show qPCR data of Tff3 expression in the proximal and distal
colon of the littermate (LM) and mutant (Mut) mice that are 3 days doxycycline chowfed. Tff3 is decreased in distal colon (p=0.003) only. In panels b, c, e, and f, Alcian Blue
staining depicts goblet cells in the proximal and distal colon in the mutant (a and e) and
littermate (c and f) mice that are 3 days doxycycline chow-fed. Qualitatively, distal colon
demonstrates decreased goblet cells in the mutant compared to the littermate. Proximal
colon does not demonstrate a decrease in goblet cell number. Scale bar is 100 µm.

Figure 2. qPCR data of Atoh1 (panels a and c) and Hes1 (panels b and d) expression in
both the proximal (panels a and b) and distal colon (panels c and d). Two mouse groups
are represented: littermate controls (LM, n=9) and sFlt1 mutant (Mut, n=8). Compared to
littermates, distal colon demonstrates decrease in both Atoh1 and Hes1 (p=0.0016,
p=0.0004), whereas proximal colon demonstrates no difference.

conclusion: Decreased VEGF bioavailability leads to decreased goblet
cell numbers in the distal colon accompanied by a decrease in both Hes1
(absorptive lineage) and Atoh1 (secretory lineage). These data suggest
changes in cell fate or production of absorptive and secretory lineages.
Further studies will investigate the effect of both decreased and increased
VEGF bioavailability on progenitor, stem, and goblet cell numbers as
they relate to Atoh1 and Hes1 expression in V-cre/sFlt1/rtTA mouse.
These studies may be useful in further understanding VEGF as one of the
new targets in IBD therapy.
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targeting tHe tUMOr
MicrOenvirOnMent in HeaD anD
necK SQUaMOUS ceLL carcinOMa

r. Walker, K.H. ryans, r. cui, t.L. Watts.
University of texas Medical branch, galveston, tX

introduction: Mesenchymal stem/stromal cells (MSCs), myofibroblasts/cancer-associated fibroblasts (CAFs), and other non-cancerous cells
form a dense desmoplastic microenvironment around tumor cells, and are
known to be critical contributors to the growth of several solid tumors.
This rich desmoplastic reaction is pathognomonic of head and neck squamous cell carcinoma (HNSCC). This further emphasizes that the tumor
microenvironment (TME) is likely a key component in the pathophysiology of HNSCC, and therefore a viable therapeutic target. We have recently shown that MSC-mediated chemotaxis to the HNSCC TME is dependent upon tumor cell secretion of platelet derived growth factor-AA
(PDGF-AA), the significance of which is presently under active investigation in our laboratory. Expression of PDGFR-α in the TME has been
shown to correlate with a worse prognosis in patients with prostate,
breast, ovarian, non-small cell lung cancer, and osteosarcoma. However,
the pathophysiology of PDGF-AA/PDGFR-α signaling and the tumorigenic role of MSCs within the HNSCC TME have not been reported.
Therefore, we hypothesize that expression of PDGFR-α in the tumor
microenvironment is correlated with stage, progression, and response to
treatment in patients with HNSCC.

Methods: The human HNSCC cell lines JHU-011, -012 and -019 do not
express either PDGFR-α or -β, whereas both receptors are present on
MSCs, suggesting that PDGFR-α expression is specific to the tumor
microenvironment. Therefore, characterization of PDGFR expression on
tumor samples should reflect mesenchymal cells and their progeny
(CAFS) in the microenvironment. Using a multi-label immunohistochemistry approach, PDGFR-α and -β expression will be determined on
HNSCC tumor specimens and correlated with anatomic subsites, histological grade, stage, and other patient demographics.
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results: We have observed in patients with OPSCC (tonsil) that PDGFRα expression within the TME varies from low expressing tumors to high
expressing tumors (Figure 1). Our preliminary data suggests that T-stage
correlates with increased expression of PDGFR-α. Moreover, our preliminary data suggests that PDGFR-α expression appears to be exclusively
within the TME, as tumor cells do not appear to be PDGFR-α+. Likewise,
we are able to detect PDGFR-α cells within the TME of patients with
OCSCC.

Figure 1: PDGFR-α is differentially expressed in patients with OPSCC. The above
photo-micrographs are from 4 different patients with primary OPSCC (tonsil). PDGFRα cells are seen within the TME with varying expression levels, initially characterized as
(A)-negative; (B)-low; (C)-moderate; and (D)-high. [60x magnification]

conclusion: Our preliminary results suggest that high expression of
PDGFR-α within the TME bears prognostic significance. Furthering our
understanding of the paracrine signaling mechanisms between HNSCC
and MSCs in this context may offer new insights into the pathophysiology of HNSCC, will allow the development of alternative treatment
approaches targeting MSCs directly, and may allow early identification of
patients less likely to respond to traditional chemo-radiation treatment
regimens due to an unfavorable TME. This will also be one of the first
studies to directly test the association between the presence of MSCs
within the HNSCC TME and tumor burden, the development of locoregional metastasis, and resistance to chemo- and radiotherapy.

Notes
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#38

tribULOSin PrOtectS tHe bLOOD-brain
barrier FrOM OXiDative
StreSS-inDUceD HYPerPerMeabiLitY
b.D. robinson, a. Lambertis, c. Wintz, c.a. Shaji, b. tharakan.
Scott and White Medical center - temple, temple, tX

introduction: The integrity of the blood-brain barrier (BBB) is critical in
limiting vasogenic cerebral edema following injury or inflammation.
Tribulosin, a monomer of the gross saponins from Tribulus terrestris, has
been shown to possess anti-inflammatory, antioxidant, and anti-apoptotic
properties.
Objective: To assess the use of tribulosin on oxidative stress-induced
BBB dysfunction and hyperpermeability.

Methods: In vitro studies consisted of immunofluorescence of BBB tight
junction-associated proteins and endothelial monolayer permeability for
evaluating barrier function. Rat brain microvascular endothelial cells
were grown as monolayers on Transwell inserts or chamber slides and
exposed to tribulosin (10 μg/mL; 1 hour) prior to induction of oxidative
stress by hydrogen peroxide (H2O2; 100 μM; 2 hours). Monolayer permeability was studied using FITC-dextran assay. Tight junction/adherens
junction integrity was studied by immunofluorescence of zonula occludens-1 (ZO-1) and β-catenin. The cytoskeletal integrity was studied using
rhodamine phalloidin staining of f-actin. ROS levels were measured fluorometrically. A fluorometric cell viability assay to show that hyperpermeability was not secondary to cell death.

results: Acute H2O2 significantly induced monolayer hyperpermeability
which was attenuated by tribulosin (p<0.05). Immunofluorescence studies demonstrated that ZO-1 and β-catenin were abundantly localized at
the tight junctions. Tribulosin decreased H2O2-induced loss of ZO-1 and
β-catenin and decreased f-actin stress fiber formation. Tribulosin
decreased H2O2-induced ROS formation significantly (p<0.05). Cell viability showed there was no difference in cell death in control versus 100
μM H2O2 (p=NS).
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Figure 1: Tribulosin protects junctional and cytoskeletal integrity from oxidative stress.

Figure 2: Tribulosin prevents monolayer hyperpermeability caused by oxidative stress.

conclusion: Tribulosin protects the BBB against oxidative stress and
thus prevents endothelial hyperpermeability. This occurs via enhancement of tight/adherens junction proteins and maintenance of endothelial
cytoskeleton. This data contributes to better understanding the mechanisms that regulate cerebral edema and may lead to development of future
therapies.
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#39

aDMiSSiOn HYPOaLbUMineMia:
an inDePenDent FactOr in
acUte MeSenteric iScHeMia

L.j. Punch, j. guerra.
Washington University School of Medicine, St. Louis, MO

introduction: Acute Mesenteric Ischemia (AMI) continues to carry a
very high mortality rate, despite technological advances aimed at earlier
detection.
Objective: To determine whether admission hypoalbuminemia is an
independent risk factor for AMI.

Methods: A prospectively maintained Acute and Critical Care Surgery
(ACCS) database spanning 2008-2015 and including more than 7,000
patients was queried for patients with discharge diagnosis of Acute
Mesenteric Ischemia. We included cases (n=133) with surgical and pathological evidence of intestinal ischemia secondary to intrinsic vascular
compromise. The AMI cases were matched against a control group of
acute abdominal diagnoses which included pancreatitis, acute cholecystitis, volvulus, intestinal, small bowel and colon, obstruction, diverticulitis,
and appendicitis (n=1905). We excluded patients without admission albumin laboratory values. The control group was randomly chosen and
matched based on admission year, age, and sex. We analyzed admission
albumin using regression models and adjusted for potential confounders.
A separate multivariate regression was used to analyze albumin and lactate in terms of mortality as an outcome in each group. In our regression
models, besides albumin, lactate was the only statistically significant
variable associated with AMI. Interaction tests were run between albumin
and lactate. The normal levels of albumin (3.5-5.0 g/dl) and lactate (0.22.2 mmol/l) were used to determine low vs. normal vs. high values for our
analysis. We reported the mean along with the Standard Deviations (±
SD) as appropriate.
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results: 133 patients with AMI were matched 1:1 with the control group.
Each group had 72 female and 61 male patients. Mean ages were 65.35
(± 11.72) vs. 64.92 (± 11.55) for the AMI and non-AMI group, respectively. Admission hypoalbuminemia (AHA) was associated with AMI (OR
3.182; 95%CI 1.921-5.270). The association between AHA and AMI was
also seen after adjusting for age, sex, BMI, WBCs, lymphocytes, lactate,
and neutrophils (OR 2.543; 95%CI 1.475-4.386). The combination of
AHA and high lactate resulted in an increased risk of AMI vs. normal
albumin and lactate levels (OR 2.9523: 95%CI 1.0519-8.863). In the AMI
group, the combination of AHA and high lactate was associated with mortality (OR 4.9972; 95%CI 1.4270-17.4998) vs. normal albumin and lactate levels. Notably, no statistically significant association was seen with
mortality in the combination of normal albumin and high lactate (OR
3.6668; 95%CI 0.6587-20.4134). In the control group, both of the combinations of AHA and a high lactate as well as AHA and normal lactate
had an increased risk of association with mortality (OR 21.4609; 95%CI
1.3706-336.03) and (OR 13.3919; 95%CI 1.3781-130.13), respectively.
As expected, an increased risk associated with overall mortality was seen
with hypoalbuminemia and normal lactate vs. normal albumin and lactate
(OR 4.0500; 95%CI 1.2605-13.0126). The mean APACHE II score was
14.35 (± 5.52) vs. 9.48 (± 4.23), length of stay 16.12 (± 16.65) vs. 8.27
(± 7.95) days and ICU stay 10.76 (± 12.03) vs. 6.31 (± 6.59) days were
greater in the AMI group. 47 out of 133 (35.34%) in the AMI group vs. 9
out of 133 (6.77%) for the non-AMI group required mechanical ventilation. Mean ventilator days were 10.28 (± 15.69) vs. 4.56 (± 2.88) for the
AMI and non-AMI group, respectively.

conclusion: Our study showed that admission hypoalbuminemia is
associated with acute mesenteric ischemia, as well as AMI-associated
mortality. The use of admission albumin should be further validated as a
marker that can aid in the diagnosis, management, and prognosis of acute
mesenteric ischemia.
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MULtiMODaL aPPrOacH USing Pace
(PrOceSS cHange, aWareneSS,
PreOPerative cHecKLiStS anD
eDUcatiOn) iMPrOveS OPerating rOOM
tUrnOver eFFiciencY: a PiLOt StUDY
O.K. Danner, g. Kwayisi, D. Hamrick, S. johnson, j. Kim.
Morehouse School of Medicine, atlanta, ga

introduction: Operating rooms (ORs) are one of the most profitable
areas of hospital operations. As hospitals face mounting economic pressures, many are reassessing ORs to find opportunities to enhance OR
turnover efficiency. Despite ORs being such a pillar for hospitals' profitability, there is insufficient formal data on how to improve the efficiency
of the OR procedural turnover.

Objective: To analyze the preliminary results of a pilot study using
process change, awareness, preoperative checklists, and education
(PACE) to improve OR turnover efficiency.

Surgical
Service

Ortho 1
Ortho 2
GS 1
GS 2
GS 3

Or turnover time for 5 Surgical Services

Number of
Cases
61
28
15
23
13

OR TOT
(Before)
(mins)
41.26
54.74
51.13
48.45
49.23

Number of
Cases

conclusion: Implementation of a multimodal approach including the use
of a preoperative checklist, education and enhanced awareness improves
OR turnover efficiency. At a busy surgical center performing approximately 13,500 cases per year, implementation of PACE could amount to
savings of over $1.5 million.

Notes

Methods: We analyzed the OR turnover data of 5 operating rooms for a
2-month period (August-September 2017) at an urban teaching hospital.
Two orthopedic OR suites (Ortho 1 & 2) were used as controls and compared to general surgery OR suites. The general surgery services were all
made aware of how preoperative evaluation impacts OR turnover and
educated on the new process for preoperative preparation for surgery
while one of the general surgery rooms, GS 2, also implemented a preoperative checklist for inpatients scheduled for surgery. Changes in OR
turnover time (TOT) were measured for the month before and after intervention.

results: The average reduction in time for the PACE group (GS 2) was
4.55 minutes vs. only 0.3 to 2.21 minutes for the rooms that received only
awareness and education. The non-PACE control groups had a slight
increase in OR TOT of 1.8 to 4.46 minutes during the measured time period (p value = 0.0548). Based on an estimated institutional cost per 1
minute of OR time of ~ $24.75/minute, the cost saving is estimated to be
~ $113/case.
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39
25
12
22
15

OR TOT
Change in
(After)
OR TOT
(mins)
(mins)
45.72
+ 4.46
56.54
+ 1.8
48.92
- 2.21
43.90
- 4.55
48.93
- 0.3
p value = 0.0548
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tHe HeavY Price OF cOnverSiOn FrOM
LaParOScOPic tO OPen cHOLecYStectOMY
a.a. Shah, g. Washington, D. tran, e.e. cornwell, t. Fullum.
Howard University, Washington, Dc

introduction: Laparoscopic cholecystectomy (LC) is the standard operative intervention for gallbladder disease, often necessitating conversion to
an open cholecystectomy (OC) in complicated cases. This study aims to
determine the cost consequences of laparoscopic-to-open conversion
using a nationally-representative sample.

Methods: Data from the 2007-2011 Nationwide Inpatient Sample were
queried for patients that underwent a primary non-elective LC. Patients
undergoing secondary conversion to OC were subsequently identified.
Propensity scores were used to match across patient-level differences in
demographic and clinical factors. Records with costs greater than the 75th
percentile were excluded. Multivariable regression analyses accounting
for differences in propensity-quintile, mortality, length of stay, and hospital-level factors were then performed to assess for differences in the odds
of conversion (logistic) and total predicted mean costs per index hospitalization (gamma distribution, post-estimation calculation of average marginal effects). Models were weighted to account for clustering within hospitals. Subset analysis was performed on patients restricted to a primary
diagnosis of acute cholecystitis as an index condition.

results: A total of 225,805 records were analyzed. Conversion to open
occurred in 1.86% (n=4,203) of cases. Increased age, African American
ethnicity, public insurance and hospital teaching status were associated
with a higher likelihood of conversion (<0.05), whereas female gender
and treatment at a high volume center were associated with a lower risk of
conversion (p<0.05) after risk adjustment (Table 1). Risk-adjusted odds of
conversion increased by 34% (95%CI: 1.33-1.36) for each day that surgery was delayed. Risk-adjusted costs, per patient, were 231% higher
(absolute difference $23,358, p<0.05) for patients who underwent conversion (relative 233% increase [absolute difference $23,373, p<0.05] when
restricted to acute cholecystitis cases) (Table 2). Rate of mortality was
0.34% in the laparoscopy group vs 4.98% in patients undergoing conversion to open (p<0.001).
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conclusion: Multiple intrinsic and extrinsic factors predispose patients
to an increased risk of conversion from laparoscopic to open cholecystectomy and subsequently poorer outcomes. This procedural conversion is
associated with significant increases in total cost, and delaying surgery
increases this risk.
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aSSOciatiOn betWeen intenSive care
Unit LengtH OF StaY anD LOng-terM
SUrvivaL in traUMa PatientS:
an anaLYSiS OF 19,000 aMerican PatientS
M.a. chaudhary, a.j. Schoenfeld, t. Koehlmoos,
Z. cooper, a.H. Haider.
brigham and Women's Hospital, boston, Ma

introduction: Patients with prolonged ICU stays have a high mortality
post discharge, with up to 50% of medical ICU patients dead at 1 year.
However, data on trauma patients suggests high in-hospital survivability,
but little is known about their long-term outcomes. We sought to use a
longitudinal claims database to determine 1-year survival of significantly
injured patients based on ICU length of stay (LOS).

Methods: The TRICARE insurance database (2011-2015) was queried
for trauma patients (International Classification of Disease 9 Code: 800 959) with an Injury Severity Score (ISS) > 9. Patients who died during
hospitalization were excluded. Kaplan-Meier curves were used to calculate survival and risk-adjusted Cox models were used to determine the
factors associated with 1-year mortality.

results: A total of 19,155 patients were included. The median age was 41
years {inter quartile range (IQR): 24-64} and the cohort was predominantly male (68.3%). Approximately 40% of the cohort was admitted to
the ICU for 1 day or longer. The overall 1-year mortality was 3.86% with
mortality in patients with ICU LOS >40 days reaching 4.8%. The differences in mortality were minimal except for patients with an ICU stay >40
days (Figure). More than 97% of the patients who died were aged 45 or
older. In the risk-adjusted Cox model older age (>45 years), longer ICU
LOS and Charlson Comorbidity Index >1 were associated with higher
likelihood of 1-year mortality (Table).

conclusion: Prolonged ICU LOS is an independent risk factor for 1-year
mortality in trauma patients. However, the overall survival remains excellent, with >96% patients alive at 1-year. This data strengthens the justification for prolonged use of ICU services in trauma patients, particularly
those younger than 45 years.
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(n=19115)

Hazards ratio

confidence interval

45-64 (4359)

15.1

6.6 - 34.5

age* (18-24)
>65 (4700)

Reference
81.5

36.2 - 183.4

3.0

2.0 - 4.3

icU LOS** (0)

Reference

>41 (42)

4.5

1.2 - 17.3

1.5

1.2 - 1.9

10-40 (1001)
cci*** (0)

Reference

>2 (1906)

2.5

1 (2574)

2.0 - 3.2

*Age in years; **Length of stay in days; ***Charlson Comorbidity Index
This study was supported by the EPIC grant by the Henry Jackson Foundation for the
Advancement of Military Medicine.
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bLUnt Liver traUMa in tHe eLDerLY:
OPerative interventiOn MaY be FataL
c. berry, j. torain, j. Kufera, t. Scalea, r. Kozar.
new York University School of Medicine, new York, nY

introduction: Injury is the seventh leading cause of death for those age
65 years and older. Geriatric trauma is increasing both in absolute number
and as a proportion of annual volume presenting to trauma centers.
Despite the liver being one of the most commonly injured organs following abdominal trauma, data regarding the management of blunt liver
injury in the elderly is non-existent.

Methods: A retrospective review of all geriatric trauma patients (65 years
and older) with blunt liver injury was performed from 2000 to 2015 at a
single institution. Patients were then stratified into two groups: elderly
(65-79 years) and octogenarians (80 years and older). Demographics,
patient characteristics, and outcomes were compared between groups.

results: Overall, of 1226 patients with blunt liver injury, 77 were geriatric patients. Of these, 47 were elderly and 30 were octogenarians. Liver
grade (2.2 vs. 2.4), abdominal injury severity score (2.7 vs. 2.8), overall
injury severity score (28 vs. 29.5), admission systolic blood pressure (135
mmHg vs. 130 mmHg), and transfusion requirements of packed red blood
cell within 48 hours were similar (p>0.05) between elderly patients and
octogenarians. Octogenarians, however, had a trend towards higher overall mortality rate compared to the elderly (37% vs. 19%, p=0.09). While
angioembolization (AE) (37.5% vs. 29.4%, p=1.00) and non-operative
management (62.5% vs. 47%, p=0.67) resulted in similar survival outcomes in both age groups, operative intervention resulted in poor outcomes (80% mortality) for both the elderly and octogenarians.

conclusion: Geriatric patients sustaining high-grade blunt liver injuries
have poor outcomes after operative intervention. These findings should
be validated in a larger multicenter study to guide both resource utilization and end-of-life decisions when caring for this vulnerable patient population.
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PUtting tHeM bacK tOgetHer:
natiOnaL eStiMateS OF
traUMa StOMa reverSaL
Z.g. Hashmi, S.S. Sheikh, j. Mccarty,
a. Salim, a.H. Haider.
brigham and Women’s Hospital, boston, Ma

introduction: Ostomy creation after trauma is indicated for destructive
colon and rectal injuries. While current guidelines suggest that most trauma stomas can be closed as early as during the index trauma admission,
it is unknown nationally how many patients ultimately go on to have their
stomas reversed.

Objective: To ascertain national estimates of patterns and predictors of
trauma stoma reversal.

Methods: Analysis of Healthcare Cost and Utilization Project (HCUP)
Nationwide Readmissions Database (NRD) 2014 was performed. All
trauma patients with a hollow viscus injury were included. Patients with
pre-existing stomas, permanent stomas, and those who died within 48
hours of admission were excluded. Weighted analyses were performed to
ascertain rates of same-admission and post-discharge stoma reversals.
Multivariate logistic regression analysis was performed to determine factors associated with post-discharge trauma stoma reversal.

results: A total of 10,016 patients sustained a hollow viscus injury resulting in the creation of 877 (8.8%) stomas. The rate of same-admission
stoma reversal was 2.6% (n=23), while post-discharge reversal rate was
19.9% (n=159) with at least a 30-day follow-up. The mean (+/- standard
error) time from stoma creation to reversal was 123 +/- 6.7 days. Stoma
reversal rate at 3 and 6 months was 24.7% and 31.8%, respectively. Injury
Severity Score greater than 9 was significantly associated with stoma
non-reversal after discharge. However, age, sex, insurance status, penetrating injury, Charlson Comorbidity Index, and hospital teaching status
did not significantly predict stoma reversal (Table).
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SeX DiFFerenceS in bUrn injUrY
MOrtaLitY: a PrOPenSitY ScOre anaLYSiS
L. Knowlin, b. cairns, a. charles.
University of north carolina at chapel Hill, chapel Hill, nc

introduction: Mortality outcomes in trauma have reportedly been better
in females than in males. However, following burn injury, female patients
tend to have worse outcomes compared to their male counterparts. The
clinical explanation for this phenomenon is still unknown. Previous studies have examined sex differences following burn injury; however, none
have compared the two groups in propensity score analysis. We therefore
sought to examine the impact of sex on burn injury mortality.

conclusion: Despite the current recommendations and the established
safety of early stoma reversal after trauma, only 1 in 5 trauma patients
undergo stoma reversal within 30 days, and even at 6 months fewer than
one-third were reversed. While this study identifies Injury Severity Score
as the only significant patient-level factor predicting stoma non-reversal,
future work is needed to elucidate provider-level factors associated with
trauma stoma reversal.

Notes
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Methods: A retrospective analysis of patients admitted to a regional burn
center from 2002-2012. Independent variables analyzed included basic
demographics, presence of inhalation injury, TBSA, and pre-existing
comorbidities. Bivariate analysis was performed to compare groups
before and after adding treatment weights based on propensity score to
make the exposure similar to a randomized trial. A weighted Cox proportional hazard regression modeling using significant variables was utilized
to estimate hazard of progression to in-hospital mortality.

results: Propensity scores for sex were calculated on 7,640 burn patients
during the study period. There was a male preponderance at 69%
(n=5,252). Female burn patients had a higher crude mortality rate (4.3%)
compared to male patients (2.5%, p<0.01). A weighted multivariate
adjusted Cox regression model estimated the hazard of progression to inhospital mortality in female burn patients was 56% higher compared to
male patients (HR =1.56, 95% CI = 1.13-2.16). In a weight adjusted Cox
regression comparing females based on menopausal status, the estimated
hazard of progression to in-hospital mortality in postmenopausal female
burn patients was 8 times higher than premenopausal female patients (HR
=8.53, 95% CI = 5.17-14.07). Lastly, when comparing postmenopausal
females to males > 51 years, the estimated hazard for mortality was 53%
higher (HR =1.53, 95% CI = 1.14-2.07) for postmenopausal females.
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cOnDitiOnaL SUrvivaL FOr PatientS
WitH LOcaLiZeD Pancreatic cancer
treateD WitH neOaDjUvant
tHeraPY anD SUrgerY:
a SingLe inStitUtiOn eXPerience
c. barnes, Y. cho, c. clarke, D. evans, S. tsai.
Medical college of Wisconsin, Milwaukee, Wi

Cumulative risk of in-hospital mortality for female burn patients.

conclusion: Female burn patients have a significantly increased hazard
of in-hospital mortality following burn injury compared to male patients.
This difference is more evident in postmenopausal female patients, which
emphasizes the need for further basic and translational burn studies on the
effects of giving hormonal replacement therapy to improve burn outcomes in postmenopausal female patients.

Notes
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introduction: Overall survival (OS) estimates are traditionally calculated from the time of diagnosis. In contrast, conditional survival estimates
are dynamic and adjust for the time a patient has survived. The conditional survival of patients with localized pancreatic cancer (PC) following
neoadjuvant therapy (NT) and surgery has not been reported.

Methods: Consecutive patients with localized PC who completed all
intended NT and surgery were included. CA19-9 was measured following
NT, prior to surgery (preop), and classified as normal (≤35 U/mL) or elevated (>35 U/mL). Conditional survival estimates at 12, 24, and 36
months were calculated.

results (see Figure): Complete data was available from 223 patients
who received NT and surgery. Preop CA19-9 values were normal in 113
(51%) patients and elevated in 110 (49%) patients. The median OS was
39 months for all 223 patients, 51 months for the 113 patients with normal
preop CA19-9, and 24 months for the 110 patients with elevated preop
CA19-9 (p<0.0001). The conditional survival estimates for patients with
normal preop CA19-9 were 51 months, 66 months, and not reached for
patients who survived 12, 24, and 36 months, respectively. The conditional survival estimates for patients with elevated preop CA19-9 were 26
months, 54 months, and not reached for patients who survived 12, 24, and
36 months, respectively.

conclusion: Conditional survival estimates provide more accurate and
dynamic predictions of patient outcome than traditional OS estimates.
Among patients with elevated preop CA19-9, the risk of death is greatest
within the first 24 months, but dramatically improves after 24 months of
survival.
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POSt-recUrrence SUrvivaL
PatternS in SUrgicaLLY reSecteD
nOn-SMaLL ceLL LUng cancer
n.t. Fackche, M.v. brock.
johns Hopkins University, baltimore, MD

introduction: Recurrence rates for surgically resected early stage nonsmall cell lung cancer (NSCLC) vary widely from 20-50%. Moreover, the
determinants of post-recurrence survival (PRS) in surgically resected
lung cancer are poorly understood. Despite this, at Hopkins we aggressively resect all patients with limited recurrent disease. We hypothesize
that surgical treatment of limited recurrent disease will result in longer
survival for those with metachronous disease vs. those with true disease
progression.

Notes

Methods: A retrospective review of a prospective database was performed of 73 patients, all of whom were thought by their surgeon to have
clinical recurrent NSCLC after curative resection at the Johns Hopkins
Hospital between 2007 and 2016. Kaplan-Meier survival curves were
obtained using the Medcalc statistical software.

results: Surgery was performed in 52.5% of patients with localized clinical recurrent disease, mainly on those who had contralateral lesions
(58.33% vs. 43.75; p=0.0003).The mean PRS was 29 months (CI [22.835.8], p<0.0001). The mean disease free interval was 26 months (CI
[21.01-31.57], p<0.0001). The 2-year PRS rate by site of recurrence was
65%, 77%, 73% and 36% with p=0.0173 for ipsilateral lung, contralateral
lung, mediastinum, and extra-pulmonary sites, respectively (Figure 1).
The 2-year PRS by intervention was 86% in the surgery group vs. 36% in
the no-surgery group; p<0.0001 (Figure 2).
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conclusion: PRS rate at 2 years was significantly higher for recurrent
contralateral disease vs. ipsilateral progression, suggesting that a greater
proportion of contralateral disease might actually be second primaries. A
statistically significant survival advantage is noted when surgery vs. no
surgery is used to treat recurrent disease especially when contralateral.
This suggests that aggressive treatment strategies may be indicated in
NSCLC patients with limited or contralateral recurrent disease.
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PrOPHYLaXiS againSt venOUS tHrOMbOeMbOLiSM in HeaD & necK cancer PatientS
UnDergOing tUMOr eXtirPatiOn anD
MicrOvaScULar recOnStrUctive SUrgerY
g.D. jefferson, M. gorelik.
University of Mississippi Medical center, jackson, MS

introduction: Blood clot, or thrombus formation in the deep veins of the
extremities, is attributed to a state known as Virchow’s triad: blood vessel
endothelial damage, venous stasis, and hypercoagulability. The sequelae
of venous thromboembolism are significant, including pulmonary
embolism, pulmonary hypertension, venous insufficiency with lymphedema, stroke, and even sudden death. There is no current standard of
care for prophylaxis in head and neck cancer patients undergoing tumor
extirpation and immediate microvascular reconstruction.
Objective: The objective of our study was 2-fold. First, we aimed to
compare the incidence of venous thromboembolism in head and neck
cancer patients who underwent disease resection and microvascular freeflap reconstruction versus head and neck cancer patients who underwent
surgical extirpation alone. Second, we sought to determine differences in
Caprini venous thromboembolism risk factors between the two groups.

Methods: Retrospective chart review. Inclusion criteria: head and neck
cancer patients treated with surgical resection that did undergo microvascular free-flap reconstruction versus those that did not between May 2013
and March 2016. Patients harboring thyroid carcinoma were excluded.
Incidence of VTE in free flap patients was compared to incidence of VTE
in non-free flap patients. Caprini scores were calculated for each patient
and the mean Caprini score for free-flap patients was compared to nonfree-flap patients.
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results: 141 patients met inclusion criteria, 51 of whom underwent
microvascular reconstruction and 82 who did not. There was an overall
incidence of 5.7% venous thromboembolism, and these events all
occurred in the group of patients who underwent microvascular reconstruction. This was statistically significant at p=0.0007.
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Two patients refused administration of postoperative heparin as ordered,
but these patients did not develop a thromboembolism. The patients who
underwent microvascular reconstruction had a statistically significantly
higher Caprini risk score than patients who did not require microvascular
free flap. Patients who developed a thromboembolism had a surgical time
that was statistically significantly (p<0.0001) longer, as these patients
underwent microvascular reconstruction at time of tumor extirpation.

#49

XantHOHUMOL SUPPreSSeS KeaP1
anD inDUceS aPOPtOSiS
HePatOceLLULar carcinOMa
S. Kunnimalaiyaan, t.c. gamblin, M. Kunnimalaiyaan.
Medical college of Wisconsin, Milwaukee, Wi

introduction: Hepatocellular carcinoma (HCC) is one of the leading
causes of cancer mortality worldwide. Although surgical resection and
liver transplantation can be effective for early stage HCC, late stage
metastasis and poor prognosis results in ineffective therapy. Earlier we
reported that xanthohumol, a prenylated chalcone, significantly reduced
growth of HCC, possibly mediated by Notch1 reduction in HCC. In this
study, we further delineate the effects of xanthohumol and determine the
potential role of keap1 in HCC.

Methods: Effect of xanthohumol on keap1 expression was determined in
three established HCC cell lines (Huh-7, Hep3B, and HepG2).
Colorimetric, colonogenic, and live-cell image confluence assays were
used to study the proliferative effect of xanthohumol in these cell lines.
Western blotting and caspase glo assay were performed to determine the
mechanistic function of xanthohumol. shRNA against keap1 was used to
determine the role of keap1 on growth suppression.

conclusion: The incidence of venous thromboembolism occurs among
head and neck cancer patients undergoing surgery including tumor extirpation and microvascular reconstruction. These patients have higher
Caprini risk stratification for thromboembolism and undergo longer duration surgical procedures. Prophylaxis against venous thromboembolism is
paramount among this patient population and may include administration
of prophylactic agent prior to surgical incision.
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results: Xanthohumol treatment exhibited significant growth reduction
starting at 10 µM concentration in all cell lines tested. Western analysis
indicated a reduction in keap1 protein. Mechanistically, growth suppression was due to apoptosis as evidenced by an increase in pro-apoptotic
markers cleaved PARP and cleaved caspase-3, and reduction in antiapoptotic proteins, survivin and Bcl-2. Furthermore, xanthohumol treatment significantly reduced the level of cyclinD1, a key regulatory protein
for cell cycle and apoptosis. Functionally, this was confirmed by an
increase in caspase activity. Knockdown of keap1 in HCC cell lines correlated with increase in apoptotic markers.
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conclusion: Treatment with xanthohumol showed anticancer properties
in HCC cell lines. The ability of xanthohumol to reduce growth in HCC
may be mediated by the reduction in keap1 protein by binding to keap1.
To our knowledge, this is the first detailed study on the effect of xanthohumol in HCC cell lines in vitro and provides strong rationale for further
clinical analysis.

Notes

#50

LUng tranSPLantatiOn anD
aFFOrDabLe care act (aca)
MeDicaiD eXPanSiOn

j.W. awori Hayanga, S. Holmes,
H. Hayanga, v. badhwar, g. abbas.
West virginia University, Morgantown, Wv

introduction: This study examined how the optional expansion of
Medicaid eligibility, as a component of the Affordable Care Act (ACA),
influenced the number of lung transplant (LT) listings and Medicaid coverage of candidates.

Methods: Data were obtained from the Scientific Registry of Transplant
Recipients pertaining to LT candidates ages 18-64. The impact of the
ACA Medicaid expansion (ME) program was evaluated by comparing LT
candidates listed in 2011 to 2013 (pre-ACA expansion) with those listed
in 2014 to 2016 (post-ACA expansion), as well as comparing LT listings
in states that adopted Medicaid expansion in 2014 versus those that did
not.

results: These analyses include 9,153 candidates listed for LT who met
inclusion criteria. Nationally, LT listings increased by 7.7% in the postME era. In states that adopted ME, LT listings increased by 15.2% after
expansion, whereas listings in non-expansion states decreased by 1.5%.
The percentage of LT candidates listed with Medicaid coverage increased
significantly after ACA expansion (8.3% vs. 9.9%, P=0.006). A similar
result was found within the states that adopted ME (9.7% vs. 11.5%,
P=0.036), but not in non-expansion states (6.6% vs. 7.7%, P=0.170).
After multivariable adjustment, LT listings in states that adopted
Medicaid expansion were associated with 58% greater odds for use of
Medicaid insurance compared to listings in non-expansion states
(OR=1.58, 95% CI=1.30-1.91, P<0.001). The comparison of pre-expansion and post-expansion eras was not significantly associated with use of
Medicaid insurance (OR=1.16, 95% CI=0.96-1.39, P=0.128).
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DO OUtcOMeS in eMergencY
generaL SUrgerY varY FOr
bLacK PatientS baSeD On
SUrgeOnS’ raciaL/etHnic caSe MiX?

r. Udyavar, a. Salim, e. cornwell iii, Z. cooper, a.H. Haider.
brigham & Women’s Hospital, boston, Ma

Impact of registration year and home state Medicaid expansion status on percent
of patients with Medicaid insurance coverage at time of lung transplant listing.
Factors associated with Medicaid insurance coverage at time of listing
Or
95% cl
P value
Age (yrs)
0.95
0.94-0.96
<0.001
Female
0.96
0.79-1.16
0.643
Caucasian
0.49
0.40-0.60
<0.001
College educated
0.49
0.40-0.59
<0.001
Working for income
0.35
0.24-0.52
<0.001
Diabetes
1.01
0.82-1.26
0.911
Cigarette use history
1.54
1.22-1.95
<0.001
Initial LAS
0.998
0.99-1.003
0.402
Post-ACA expansion era
1.16
0.96-1.39
0.128
State participated in
1.58
1.30-1.91
<0.001
expansion

conclusion: Expansion of Medicaid coverage increased LT listings, but
only within states that adopted eligibility expansion. When examined
together, state adoption of expansion impacted increased use of Medicaid
insurance, not expansion era itself. Greater access to health insurance was
associated with higher occurrence of LT listing.
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introduction: Little is known about whether outcomes for minority
patients differ by surgeons’ experience with treating diverse patients. We
hypothesized that Black and Hispanic patients undergoing Emergency
General Surgery (EGS) with surgeons who treat higher proportions of
minority patients will experience better outcomes.

Methods: Using the Florida State Inpatient Database for 2010-2014, we
performed multivariable regression to assess complication risk in patients
undergoing EGS as a function of patient race and the proportion of Black,
Hispanic, or White patients treated by the surgeon during the study period. Analyses were clustered by hospital and adjusted for patient age,
comorbidities, sex, income, insurance, and length of stay.

results: 5,471 surgeons were distributed across 204 hospitals, with individual surgeons’ caseload consisting of an average of 788 patients (median 546, IQR 288-1,058). Of the 586,325 patients included, 67.6% were
White, 11.6% were Black, and 18.2% were Hispanic. For Black patients
undergoing EGS, the increased likelihood of sustaining a complication as
compared to White patients (aOR 1.11, 95% confidence interval [CI]
1.07-1.15) decreased when treated by surgeons whose caseload consisted
of higher percentages of Black patients (aOR 0.77, 95% CI 0.68-0.86).
Hispanic and non-Hispanic White patients’ outcomes did not vary as a
function of their surgeon’s patient population.

conclusion: Black patients undergoing EGS are at higher risk for experiencing complications when treated by surgeons whose caseload consists
of higher proportions of White patients. This contradicts prior evidence
that racial disparities can be partially explained by the fact that providers
who treat predominantly Black patients have worse overall outcomes.
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a StrategY tO aLLeviate etHnic
DiSParitieS in breaSt recOnStrUctiOn:
iMPrOving HeaLtH LiteracY
tHrOUgH cOMMUnitY engageMent
O. Familusi, F. enriquez, j. Fox, i.a. rhemtulla, P. butler.
University of Pennsylvania, Philadelphia, Pa

introduction: After mastectomy, women of color undergo breast reconstruction at disproportionately lower rates than their Caucasian counterparts. In this study we address health literacy, a modifiable contributor to
this disparity, through community engagement.

Methods: In collaboration with a large church in West Philadelphia PA,
the Abramson Cancer Center, the division of plastic surgery at the
University of Pennsylvania, and with funding from the Plastic Surgery
Foundation, the authors developed a health awareness symposium centered on breast reconstruction. This program, targeting women of color,
included lectures, patient testimonials and a Q&A session. Participants
completed pre and post-symposium surveys focusing on the availability,
timing and options for breast reconstruction.

results (see Figures): A total of 63 community members attended the
symposium. Participants were mostly female (88.9%) and of African
American descent (87.3%). Half were current breast cancer patients while
24% identified as family members/friends of a breast cancer patient. Prior
to the session, 12.7% of participants were unaware of breast reconstruction as a treatment option after mastectomy, while 42.8% were unaware
of insurance coverage for breast reconstruction and contralateral balancing procedures. There were statistically significant increases in the number of participants responding correctly to questions regarding insurance
coverage, timing of reconstruction, and reconstruction options after the
program as compared to before.

conclusion: The etiology of the existing disparity in breast reconstruction is complex and multifactorial. Partnerships between community
groups and healthcare professionals from plastic surgery and breast surgery to create targeted interventions can improve community awareness
in an effort to alleviate the current disparity.
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acHieving HeaLtH eQUitY WitH a
cOLOrectaL cancer Screening PrOgraM:
WHere DOeS Patient navigatiOn anD
PreciSiOn POPULatiOn HeaLtH beLOng?
M.a. Preston, j. Laryea, S. Smith,
n. Mcgehee, r. Henry-tillman.
University of arkansas for Medical Sciences, Little rock, ar

introduction: Colorectal cancer (CRC) is the third leading cancer diagnosis and cause of cancer deaths in the US. Although the overall mortality
has decreased over time, disparities still exist among medically underserved populations (i.e., access, incidence, and mortality). Such populations are more likely to develop, present at a more advanced stage, and
die from CRC due to inequities in access to the health care system.
Precision population health (PPH) strategies that achieve health equity
and reduce disparities in cancer detection, treatment, and outcomes
among racial/ethnic minorities and low-income patients have gained
momentum with the introduction of patient navigation (PN) initiatives.
The CRC screening and prevention program (CCSP) incorporated PN to
address access barriers at both the clinic-level and patient-level.

conclusion: Such programs that incorporate PN at both levels are effective mechanisms to remove access barriers for individuals who seek CRC
screening. Equity of access to CRC screenings among disadvantaged
populations may be achieved with the utilization of PN programs. The
implications for Public Health Practice and Policy are that with more
Americans gaining access to the health care system, we expect fewer
deaths related to CRC. PN provides an ideal mechanism for PPH strategies that address CRC health disparities. Our program supports stronger
health policies for poor resourced communities that are less likely to
receive preventive services or have difficulty accessing the health care
system.

Notes

Methods: A longitudinal study was conducted on participants in the
CCSP to examine the role of PN on equity of access to CRC screening
among disadvantaged populations since 2016. Patient demographics,
geographical location, screening modality, screening results, and the rate
of return via health care provider and through community engagement
were collected. Data were analyzed using univariate analyses.

results: A total of 5,906 fecal immunochemical test (FIT) kits have been
distributed to 93 participating health care providers and communitybased organizations across the state. The rate of return for FIT was 64.0%
(n=908/1420) with 105 positive results, in which these participants needed further evaluation by colonoscopy. Follow-up care included 61 individuals that were screened by colonoscopy which resulted in 4 hyperplastic polyps, 18 adenomas, and 0 cancers identified.
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acHieving ParitY in cLinicaL triaL
enrOLLMent OF MinOritY POPULatiOnS
P. green, e. Kebebew.
endocrine Oncology branch, national cancer institute,
bethesda, MD

introduction: Historically, minority populations have been underrepresented in clinical trials. This fact is highlighted by the preponderance of
disparities in both morbidity and mortality for minority cancer patients,
despite advances in therapy and gains for other patient populations. We
posited that the elimination of access to care and financial factors would
improve the participation of minority population in clinical trials.

In the cancer-specific analysis, fewer White (66% vs. 82%, p<0.0001)
and more Black (16% vs. 7%, p<0.0001) and other minority participants
(including Asian, American Indian and Alaska Native, Native Hawaiian
and Other Pacific Islander, Some other race alone, Two or more races)
(17% vs. 11%, p<0.0001) with thyroid cancer were enrolled as compared
to the SEER database. For neuroendocrine tumors, significantly more
White (88% vs. 73%, p<0.0001) and fewer Black (6% vs. 19%,
p<0.0001) and other minority patients (6% vs. 8%, p<0.0001) were
enrolled as compared to the SEER database.
comparison of eOb patient demographic data with the national population.

Objective: To determine the participation of underrepresented minorities
in clinical trials in a health care system where barriers to access to care
and financial resources did not exist.

Methods: We performed a retrospective analysis of a prospective database of patients enrolled in clinical trials at the National Cancer Institute
(NCI) compared with regional and national population demographics.
Furthermore, we conducted a comparison of study subjects enrolled to
data from the NCI’s Surveillance, Epidemiology, End Result (SEER) program for specific cancers.

results: A total of 1,798 patients were enrolled in 11 observational, surveillance and intervention clinical protocols. The state of Maryland was
the most frequent state of residence of subjects enrolled in the clinical
protocols (27%). In comparison to Maryland demographics, there was a
smaller percentage of White (51% vs. 60%, p<0.001) and greater percentages of Black (36% vs. 29%, p<0.001) and Asian patients (10% vs. 5%,
p<0.001) that were enrolled in clinical trials. When the entire cohort was
compared to the population of the United States, we found greater proportions of White (77% vs. 74%, p<0.001), Black (14% vs. 12%, p<0.001),
and Asian patients (6% vs. 5%, p<0.001) enrolled in the clinical trials.
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conclusion: Improved enrollment of underrepresented minorities in
clinical trials can be achieved in a health care system where barriers to
access to care and financial resources do not exist. Parity in enrollment of
underrepresented minorities appears to be cancer-specific. Additional
analysis is needed to identify specific barriers that exist in cancer-specific
population and any other factors intrinsic to specific diseases.
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variable importance for random forest model predicting survival.

#55

beYOnD biOLOgY:
triPLe negative breaSt cancer
in MinOritY WOMen
a.n. cobb, e. eguia, H. janjua, F. vaince, P.c. Kuo.
Loyola University Medical center, chicago, iL

introduction: There is a significant racial divide between breast cancer
incidence and mortality rates.

Objective: To investigate the role of social determinants of health and
their impact on survival of minority women with triple negative breast
cancer (TNBC).
Methods: The National Cancer Data Base (NCDB) was used to identify
women age 18-90 years with TNBC from 2010-2015. Univariate statistics and KM-curves were used to compare demographics, cancer characteristics, treatment and survival, respectively, between white and minority
(black/Latina) patients. Machine learning models were used to identify
predictors of survival in both groups.

results: We identified 90,750 women that met our inclusion criteria with
21,872 (24.1%) minority and 68,878 (75.9%) white. Minority women
were younger at diagnosis (56.6 years vs. 60.2 years; p<.001), had larger,
higher stage tumors, and had worse survival (p<.001). Time to definitive
surgery was also longer in minority women (89.7 days vs. 71.3 days;
p<.001) who were more often readmitted despite closer distance to the
hospital. Additionally, median income and education level were significantly higher in white women. Predictors of survival, determined by a
random forest model, differed between groups (see Table).

Notes

conclusion: There is a survival disparity among minority women compared to white women with TNBC. Traditional biological factors do not
completely explain this difference. In addition to biologic advances,
attention should be paid to other modifiable factors that impact survival
such as access to care.
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#56

cOMPariSOn OF WeigHt LOSS anD
reSOLUtiOn OF cO-MOrbiDitieS aMOng
DiFFerent raceS anD etHnicitieS StatUS
POSt rOUX-en-Y gaStric bYPaSS SUrgerY

table. Adjusted risk ratios from a multivariate mixed-effects logistic regression analysis
for the resolution of comorbid conditions hyperlipidemia, hypertension, diabetes, and
sleep apnea across 5 years of follow-up visits after Roux-en-y gastric bypass.

M. turner, D. Spight, F. Husain.
Oregon Health and Science University, Portland, Or

introduction: Obesity is a leading health care challenge facing the United
States. Studies report Black and Hispanic minorities have a disproportionally greater burden of morbid obesity in the United States. The majority of
patients receiving bariatric surgery, the gold standard treatment for morbid
obesity, are white and non-Hispanic. Our objective was to measure postoperative weight loss and resolution of obesity related co-morbidities
among races and ethnicities using a prospective observational database.

Methods: The Longitudinal Assessment of Bariatric Surgery (LABS) was
a multi-centered, prospective observational study of bariatric surgery, the
most commonly performed being the Roux-en-Y gastric bypass. Patients
were categorized by race (White, Black, Other) and ethnicity (Hispanic,
non-Hispanic). We compared postoperative Roux-en-Y gastric bypass
weight loss and resolution of obesity related co-morbidities (hypertension,
hyperlipidemia, diabetes mellitus, sleep apnea) among the different races
and between the two ethnicities.

results: 1,425 patients self-identified as White, 195 self-identified as
Black, 59 self-identified as different race (Other) and 16 did not report
racial information. 1,614 patients self-identified as non-Hispanic and 81
self-identified as Hispanic. Blacks lost 1.94 ± 0.47% less weight than their
White counterparts (p<0.01). There was no statistically significant difference in weight loss between non-Hispanics and Hispanics at 5 years postop. Whites were more likely to have resolution of diabetes than Blacks (RR
1.70, CI 1.04 - 2.79, p = 0.03) and Whites were less likely to have resolution
of hypertension than Others (RR 0.67, CI 0.55 - 0.81, p< 0.01). There were
no other statistically significant findings for resolution of co-morbidities
among races, and no statistically significant relationship between Hispanic
and non-Hispanic in the resolution of obesity related co-morbidities.
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Figure. Average baseline weight (kg) and average %-change in weight from baseline
with 95% confidence intervals across 5 years of follow-up after Roux-en-y gastric bypass.

conclusion: This paper is consistent with a previous LABS paper at 3
years of follow-up showing that race affects weight loss, albeit by a small
amount. There does not appear to be any effect on weight loss based on
ethnicity. We also showed, for the most part, there is no effect on resolution
of obesity-related co-morbidities by race or ethnicity except as mentioned
above. To our best knowledge, this is the first paper to look at the resolution of co-morbidities after bariatric surgery in different races and ethnicities. It remains unclear why race affects weight loss and this is an area for
future study. Limitations of this study include: small number of patients
identified as Black, Other and Hispanic, amount of attrition in subsequent
follow-ups, and the absence of other bariatric operations in our model.
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#57

eStabLiSHing OPerative
cOMPetence gUiDeLineS FOr
reSiDentS tHrOUgHOUt training
L.n. assam, c. cooney, S. Lifchez, D. cooney.
johns Hopkins University, baltimore, MD

introduction: Establishing normative data for operative skills during
residency training would be helpful to identify residents performing
below their peers. We performed the current study using Operative
Entrustability Assessment (OEA) data to establish operative progress by
PGY.
Methods: We reviewed the last 3000 CPT codes logged in
MileMarkerTM. Each CPT code is rated on a 1-5 scale where 1 = “resident
observed case” and 5 = “able to instruct a junior resident.” After identifying the 8 most-commonly logged procedures at our program, we stratified
each CPT code by PGY to determine means (±SD) and ranges of evaluator scores.

results (see Table 1): 2,715 cases representing 478 CPT codes contained
complete data. Of these, the top 8 CPT codes comprised 645 cases. After
stratifying by PGY, we found resident mean scores in the 4-5 range (indicating operative autonomy) for each CPT code as follows: CPT 19357 =
PGY 5-6; 19380 = PGY 4; 19848 = PGY 4-5; 15734 = PGY 5-6; 11970
= PGY 5-6; 19318 = PGY 5-6; 15100 = PGY 3-6; and 19364 = PGY 6.

Notes
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conclusion: By establishing normative data for high-volume cases, resident progress can be monitored throughout training to identify and
address deficiencies as early as possible. We identify these index cases to
be used as potential benchmarks to measure relative resident operative
autonomy (OEA score = 4-5) for PGY 3-6.

#58

iMPrOveMent in raciaL DiSParitY
aMOng PatientS UnDergOing
PannicULectOMY aFter
bariatric SUrgerY

i.a. rhemtulla, r. voderhaar, O. Familusi, F. enriquez, P. butler.
University of Pennsylvania, Philadelphia, Pa

introduction: Although not well described in the literature, there is a
racial disparity in patients receiving panniculectomies. With increasing
bariatric surgery in the United States, there is a growing patient population that may benefit from this procedure due to massive weight loss. We
evaluated the racial disparity seen in the panniculectomy population and
assessed if this disparity persists once patients are incorporated into the
healthcare system after bariatric surgery.

Methods: 2,529 patients who underwent bariatric surgery at the
University of Pennsylvania between January 1, 2012 and March 1, 2017
were retrospectively assessed. Demographic and post-operative details
were collected for patients with at least 12 months of follow-up (n=918).
Similar information was ascertained for all patients that received a panniculectomy (n=1,333) during the same time period. Statistical significance was determined using Chi-Square tests.

results: The low bariatric follow-up rate (36%) was similar to other published studies. Only 24.4% (n=325) of the total number of patients receiving a panniculectomy were found to be African-American in contrast to
52.2% (n=25) of patients that had bariatric surgery and then a panniculectomy. The racial disparity seen among all patients receiving a panniculectomy was significantly improved in patients that had bariatric surgery
beforehand (p<0.01). Additionally, no statistical difference was seen in
the proportion of African-Americans undergoing bariatric surgery and
those that progressed on to receive a panniculectomy (p=0.24).

conclusion: The racial disparity seen in the panniculectomy population
disappears when patients are integrated into the healthcare system, specifically while undergoing bariatric surgery.
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#59

LOW HeaLtH LiteracY in
SUrgicaL PatientS eXiStS bUt varieS
bY HeaLtH LiteracY inStrUMent
i.c. Marques, a.n. Liwo, L.e. goss, t.a. Malik, D.i. chu.
University of alabama at birmingham, birmingham, aL

introduction: Health literacy is a major determinant of health outcomes.
While well-documented in the primary care settings, the prevalence of
inadequate health literacy is not well understood in the surgical population. The primary goal of this study is to characterize the prevalence of
low health literacy in a contemporary surgical population using three
common instruments.

Methods: Patients undergoing major abdominal surgeries and colonoscopies at a tertiary-referral, minority-serving institution, were recruited
from August to November 2017. Patient demographics and social determinants of health were recorded. Health literacy was assessed by trained
interviewers during routine clinical visits using three different health literacy measurements: NVS (Newest Vital Sign), REALM-SF (Rapid
Estimate of Adult Literacy in Medicine), and S-TOFHLA (Short Test of
Functional Health Literacy in Adults). Inadequate health literacy was
defined using each test’s specified levels. Descriptive statistics along with
Chi-Square and t-tests were used to describe the population and for
bivariate testing.

results: Of 65 patients assessed, 63% were women and 31% were
African-Americans. The mean age was 52 (sd=17.9) and the majority of
patients (60%) underwent major abdominal surgery. Among the three literacy instruments, the proportion of patients with limited health literacy
varied considerably: NVS: 50.8% (mean 3.15, sd= 2.1); REALM-SF:
30.8% (mean 6.2, sd=1.5); S-TOFHLA: 7.7% (mean 32.6, sd=5.9).
Compared to Caucasian-Americans, African-Americans had higher
prevalence of inadequate health literacy by NVS (65 vs. 44%, p =0.02)
and REALM (65% vs. 16%, p 0.0001), but not by S-TOFHLA (10% vs.
7%, p=0.56).
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On examination of the scores, being older was associated with lower
NVS scores (p≤0.01), and being African American was associated with
lower NVS and REALM scores (both p≤0.01). Private insurance patients
had the highest scores with NVS and STOFHLA (both p<0.01).

conclusion: Inadequate health literacy in surgical patients was present,
but the prevalence varied markedly depending on which literacy instrument was used. Racial disparities in health literacy were suggested by
NVS and REALM measures, but not the S-TOFHLA test. These findings
demonstrate that assessments of health literacy, which has multiple
domains, are highly impacted by the choice of instruments.

Notes

#60

OPtiMaL traUMa center LOcaLiZatiOn
can DecreaSe Patient tranSit tiMeS anD
virtUaLLY eLiMinate a traUMa DeSert
D.a. Hampton, P. bendix, K. Wilson, M. Hameed, S. rogers.
University of chicago Medicine, chicago, iL

introduction: Since 1991, Chicago’s racial and socioeconomic hypersegregation has been associated with the absence of a Level-1 (L-1) trauma center (TC) near its South Side (SS) neighborhoods, an area burdened
with intentional violence. This trauma desert, a geographic deficiency in
appropriate medical and surgical care, is associated with increased patient
transit distances to these resources. We hypothesized that the augmentation of an existing medical center to provide trauma care will decrease
patient transit distances and virtually eliminate Chicago’s SS trauma
desert.
Methods: Using a retrospective study of publically available 2016 data,
Chicago’s neighborhood populations and demographics were compared.
The existing and new SS TCs’ five-mile catchment areas populations
were calculated. Transit distances from each Chicago neighborhood’s
geographic centroid to the existing and new SS TCs were compared. Data
were analyzed using Student T-tests and ANOVA calculations (mean ±
standard deviation). Significance was p < 0.05.

results: Chicago (population: 2.7 million) is divided into 9 regions comprising 77 neighborhoods. There were significant differences in race, educational level, and income between the neighborhoods (p<0.05). The city
is serviced by 10 L-1 TCs whose 5-mile catchment areas encompass 48%
of Chicago’s neighborhoods. The inclusion of the new SS TC’s 5-mile
catchment area (n = 19 neighborhoods) increases the city’s coverage to
68%. The SS TC will serve neighborhoods with larger minority (91% ±
11% vs. 63% ± 29%, p<0.01), lower income ($33,668 ± $10,389 vs.
$54,951 ± $19,562 annual salary, p <0.01), and higher unemployment
rate (56% ± 11% vs. 44% ± 7%, p<0.01) populations as compared to the
remainder of Chicago.
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In 2016, the SS TC catchment area experienced a higher homicide rate
(61.7 vs. 23.0 homicides per 100,000 people) as compared to the remaining neighborhoods. A TC localized in the SS will significantly decrease
SS patients’ transport distances (SS TC: 3.1 ± 1.4 miles vs. current nearest
TC: 9.4 ± 3.1 miles, p<0.01) to the nearest TC.

conclusion: The SS TC will improve access to care for a predominantly
minority, lower wage earning population with a high burden of unemployment by decreasing patient transit distances. The SS TC’s presence
has the potential to virtually eliminate one of Chicago’s trauma deserts.

Notes

#61

raciaL DiSParitieS eXiSt
aMOng bUrn PatientS
DeSPite inSUrance cOverage
S.a. Murphy, D. clark, D. carter.
Maine Medical center, Portland, Me

introduction: Age, total burn surface area (TBSA), and inhalation injury
are proven predictors of mortality and morbidity following burn injury.
Most previous studies have also found that African Americans and
females with burns fare worse. We sought to determine whether these
disparities were reduced when burn victims were analyzed separately by
categories of insurance coverage.

Methods: We evaluated records in the National Burn Registry (NBR)
from 2002-2011. Multivariate logistic regression was performed to determine factors associated with inpatient mortality, including age, TBSA,
inhalation injury, race and sex, and allowing for clustering by hospital.
Separate models were constructed for each category of insurance. 95%
confidence intervals (CI) not including 1 for any odds ratio were considered evidence of statistical significance (designated by * in the Table
below).
results: NBR included records from 172,640 patients (55.8% Caucasian,
18.1% African American, 14.2% Hispanic, 6.4% other minority groups,
5.4% unknown). Age, TBSA, and inhalation were strong predictors of
mortality as expected. Controlling for these factors, and compared with
non-African American males, African American males had consistently
increased odds of mortality regardless of insurance coverage. African
American females had increased odds of mortality if they had Private,
Medicare, or Medicaid insurance, and Non-African American females
had increased odds of mortality if they had Private or Medicaid insurance.
The association of Hispanic ethnicity with mortality was inconsistent or
insignificant, and other minority groups had too few members to evaluate. Most patients were missing comorbidity data, and no other socioeconomic or hospital data were available in NBR.
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insurance
category
Private
Medicare
Medicaid
Worker’s Comp
Uninsured

african
american
Males

african
american
Females

non-african
american
Females

1.74
(CI 1.19, 2.55) *

1.58
(CI 1.02, 2.46) *

1.54
(CI 1.15, 2.05) *

1.65
(CI 1.12, 2.42) *

1.94
(CI 1.44, 2.62) *

1.61
(CI 1.13, 2.31) *

1.37
(CI 0.95, 1.97)

1.13
(CI 0.90, 1.42)

1.80
(CI 1.41, 2.30) *
1.69
(CI 1.06, 2.69) *
1.91
(CI 1.06, 3.46) *

1.36
(CI 1.02, 1.80) *
1.04
(CI 0.27, 3,92)

1.04
(CI 0.90, 1.21)*
0.70
(CI 0.37, 1.33)

conclusion: African American males with burn injury are at increased
risk of mortality regardless of insurance coverage, and most females are
at increased risk regardless of race. Analyzing the reasons for these disparities will require databases containing more complete comorbidity,
socioeconomic, and/or hospital data.

Notes

Constitution
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Constitution of the
Society of Black Academic Surgeons

articLe i: Designation

The name of the organization shall be the Society of Black Academic
Surgeons (SBAS). It shall be incorporated as a non-profit organization
and have no capital stock or shareholders. The address of the Society
will be the address of the central office.

articLe ii: Objective

The paramount objectives of the Society of Black Academic Surgeons
shall be supportive of and consistent with the enhancement of the
academic surgical community both nationally and internationally. The
specific objectives are as follows:
A.
B.
C.
D.
E.

Identify and promote professional and intellectual exchange
among surgeons and scientists involved in their related fields.
Promote the participation of minority surgeons and scientists
in the activities of all academic surgical organizations.

Stimulate and assist government, private industry, and
voluntary organizations to develop and promote programs to
increase the participation of minority surgeons in the academic
community.

Encourage and assist minority surgeons to conduct original
research in both the basic and clinical sciences.

Support and strengthen the surgical section programs of the
National Medical Association.

articLe iii: Members

A member of The Society of Black Academic Surgeons may be an
academic surgeon of any surgical subspecialty recognized by the
American Board of Medical Specialties (ABMS), a surgical fellow or
resident-in-training of any surgical subspecialty as defined by the
Accreditation Council on Graduate Medical Education (ACGME), a
medical student, as defined by the Association of American Medical
Colleges (AAMC) or the American Association of Colleges of
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Osteopathic Medicine (AACOM), or a MD, DO, or PhD researcher.
Eligibility for membership in these categories and membership
certification may be further stipulated in the Bylaws of the Society.
Academic surgeons certified by the American Board of Medical
Specialties or its sub-boards and holding faculty appointment in a
university, university affiliate, free standing department of surgery,
an institution within a hospital, or an institute of the National Institutes
of Health, shall be designated “Fellows” of the Society. All other
members shall be designated as “Associate Members.” All members
will be elected to fellowship or membership, and have continued
fellowship or membership, according to the Constitution and Bylaws.
Termination of a member by death, resignation, failure to pay dues,
failure to support the Society, or any other manner addressed in the
Bylaws will end all rights and privileges in the Society. None of the
assets nor privileges shall be transferable to any representative of a
member’s estate.

articLe iv: Officers/council

The Officers of the Society shall be President, President-Elect,
Secretary, and Treasurer. The President and President-Elect shall be
elected for a one-year term; the President-Elect shall automatically
become President. The Secretary and the Treasurer shall be elected for
three-year terms. This slate of officers, along with four Fellows
(appointed by the President) will be designated as the Executive
Council.

articLe v: Organization Structure
A.

B.

The Society’s organizational structure will consist of General
Membership, Officers, Executive Council, and the following
Standing Committees: Finance, Membership, Advocacy,
Education/Research, Annual Program, Audit, Nominating,
and Informatics. The span of authority, rights and, privileges
shall be based on the Constitution and Bylaws.

The duties, powers, and regulations governing the Society’s
organizational structure shall be defined and delineated in the
Society’s Bylaws.
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Constitution of the
Society of Black Academic Surgeons

Section 2

(continued)

articLe vi: Meetings

The Society shall hold an annual scientific and business meeting, the
time and place of which will be determined by the Executive Council
at least two years in advance of the meeting. Only members of the
Society may attend the business meeting.

articLe vii: rules

The conduct of all Society meetings, including those of the Executive
Council, shall be governed by the Bylaws of the Society and Robert’s
Rules of Order.

Section 3
Section 4

articLe viii: governance
Section 1

Section 2

The Society shall be governed by this Constitution
and Bylaws, the latter document to provide specific
direction for the organization, administration, and
services of the Society.

The Society’s Constitution and Bylaws shall be
consistent with provisions and content of any
organizational charter or certificate of incorporation
the Society may propose and/or execute.

articLe iX: certificate of incorporation
Section 1

The Society may propose and execute an
organizational charter or certificate of incorporation
in accordance with all local, state, and federal (U.S.)
regulations, codes, and laws.
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Section 5

Section 6

The certificate of incorporation shall not vitiate any
provision of this Constitution or the Society’s Bylaws,
unless a court of competent jurisdiction expressly
rules, orders, or directs otherwise. If any such
provision or certificate, in whole or part, is held to be
unlawful, only the unlawful provision or certificate
will be null and void. The remaining provisions and/or
certificate, in whole or part, will continue in effect as
valid.
The certificate of incorporation shall not govern the
application and administration of the Constitution or
the Society’s Bylaws.

Notwithstanding any other provisions of these articles,
the organization is organized exclusively for one or
more of the purposes as specified in Section 501(c)(3)
of the Internal Revenue Code of 1954, and shall not
carry on any activities not permitted to be carried on
by an organization exempt from Federal income tax
under IRC 501(c)(3) or corresponding provisions of
any subsequent Federal tax laws.
No part of the net earnings of the organization shall
inure to the benefit of a member or any private
individual (except that reasonable compensation
may be paid for services rendered to or for the
organization), and no member of the organization or
any private individual shall be entitled to share in the
distribution of any of the organization’s assets on
dissolution of the organization.

No substantial part of the activities of the organization
shall be carrying on propaganda, or otherwise
attempting to influence legislation [except as
otherwise provided by IRC 501(h)] and does not
participate in, or intervene in (including the
publication or distribution of statements), any
political campaign on behalf of any candidate for
public office.
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Constitution of the
Society of Black Academic Surgeons
Section 7

Section 8

(continued)

In the event of dissolution, all of the remaining assets
and property of the organization shall, after payment
of necessary expenses, thereof be distributed to such
organizations as shall qualify under section 501(c)(3)
of the Internal Revenue Code of 1986 and approved
by the Executive Committee.

In any taxable year in which the corporation is a
private foundation as described in IRC 509(a), the
organization shall distribute its income for said period
at such time and manner as not to subject it to tax
under IRC 4942, and the organization shall not [a]
engage in any act of self-dealing as defined in IRC
4941(d), retain any excess business holdings as
defined in IRC 4943(c), [b] make any investments in
such a manner as to subject the organization to tax
under IRC 4944, or [c] make any taxable expenditures
as defined in IRC 4945(d) or corresponding
provisions of any subsequent Federal tax laws.

articLe X: Funds and expense

Funds for the Society may be raised by approved dues and/or in any
manner approved initially by the Executive Committee and the
organization. Funds may be appropriated by the Executive Council to
defray the expense of the Society to carry out the necessary functions,
and for any other purpose approved by the Council, provided that no
funds or assets shall be used to inappropriately benefit one member of
the unit.

articLe Xi: amendments

This Society, at any annual business meeting of the Fellows, may
amend any Article of this Constitution by a two-thirds majority of the
voting Fellows present, provided that a copy of the proposed
Amendment has been furnished to each voting Fellow at least thirty
days in advance of the meeting.

articLe Xii: effective Date for any change to the bylaws
of the constitution

These revised Bylaws shall take effect immediately upon
acceptance by a simple majority of the voting Fellows and extend
indefinitely, subject to alteration, amendment, or repeal in whole or
part, as specifically provided in the Constitution.
bYLaWS: SOcietY OF bLacK acaDeMic SUrgeOnS

Section 1

annual Meeting

Section 2

Quorum

Section 3

Fiscal Year

Section 4

Parliamentary Procedure

The Society of Black Academic Surgeons shall meet annually at such
time and place as designated by the Executive Council.
The Fellows present shall constitute a quorum for business. All
questions before the Society shall be determined by the vote of the
majority of Fellows present at any regular business meeting.
The fiscal year shall begin on the first of July. The annual dues of
each member shall be determined by the Executive Council with
approval of the membership, payable on the first of September of each
year. Each member of the Society who reaches the age of seventy
shall automatically have his or her dues waived.
Robert’s Rules of Order shall govern the sessions of the Society.
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Constitution of the
Society of Black Academic Surgeons
Section 5
a.
1.
2.
3.

4.
b.

1.

2.

3.

(continued)

Membership

eligibility for Fellowship in the Society of black academic
Surgeons

4.

An individual who occupies a faculty position in a university
department of surgery, institute, or its affiliated hospitals.
An individual who occupies a faculty position in a freestanding surgical residency program.

An investigator (M.D., D.O., Ph.D., or Sc.D., as examples) or
teacher (M.D., D.O., Ph.D., or Sc.D., as examples) in an
academic department of surgery or an ACGME-approved
surgery program.
An individual who meets one of the criteria above in
any surgical specialty shall be eligible for membership
as a Fellow.
Membership certification

Membership in the Society shall include the following
categories: Active Fellow, Senior Fellow, Associate Member,
Honorary Fellow, and Institutional Member.

Active Fellow: Any person who is a Doctor of Medicine
(M.D. or D.O.), Doctor of Philosophy (Ph.D.), or Doctor of
Science (Sc.D.) who shares an interest in the purpose of the
Society and is approved by the Membership Committee.
Only active Fellows have the right to vote and hold office.

Senior Fellow: Any active Fellow upon reaching the age of
seventy shall become a Senior Fellow. Senior Fellows are
exempt from paying dues, and shall continue to vote, but shall
not have the privilege of holding office.
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5.

Associate Member: Any medical student in good standing at
an LCME approved medical school or an AOA (American
Osteopathic Association) approved osteopathic school, or
surgical fellow-in-training, or resident in good standing in an
ACGME-approved fellowship or residency program who
desires to pursue an academic surgical career.

Honorary Fellow: Any person who is a Doctor of Medicine
(M.D. or D.O.), or Doctor of Philosophy (Ph.D.), or Doctor
of Science (Sc.D.), and has distinguished himself/herself by
outstanding achievement and dedication to the objectives of
the Society. Honorary Fellows shall pay no dues or initiation
fees and may not vote or hold elected office.

Institutional Member: Any ACGME approved academic
institution (such as LCME), medical school, or institution
sponsoring graduate medical education that wishes to pay
institutional dues or otherwise financially support the mission
of the Society of Black Academic Surgeons.

Section 6
A.

B.
C.

responsibilities of the Officers

It shall be the duty of the President to (1) preside at all
meetings of the Society, (2) give the deciding vote, (3) ensure
that Robert’s Rules of Order and decorum are properly
enforced in all deliberations of the Society, and (4) sign the
approved proceedings of each meeting.
In the absence of the President, the President-Elect shall
preside, or, in his/her absence, the Secretary.

It shall be the duty of the Secretary to (1) keep a true and
correct record of the proceedings of the Meetings, (2) preserve
all books, papers, and articles belonging to the Society, (3)
keep an account of the Society with its Fellows, and (4) keep
a register of the Fellows with the dates of their admission and
places of residence. The Secretary shall report unfinished
business at previous meetings requiring action, and attend to
such other business as the Society may direct. The Secretary
shall assist with the correspondence of the Society. It shall be
the duty of the Treasurer to collect the dues of the Society and
make disbursements for expenses. (cont.)
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The Treasurer shall present an annual report of the financial
condition of the Society. The accounts of the Treasurer shall
be audited annually by a committee appointed by the
President.

Section 7

vacancies, resignations and removal from
Membership

a.

vacancies

b.

resignations

c.

expulsions

D.

Suspension

Vacancies occurring in the offices of the Society, other than that of the
President, shall be filled by appointment by the President until the
next meeting. The President shall appoint members to all Committees.
Any Fellow may resign from the Society by delivering a written
resignation to the President or Secretary.
The removal of a Fellow from the Society shall be based on gross
negligence or poor character as determined by the Executive Council
and a majority of the full membership.

Any member who is three years in arrears will be suspended for nonpayment of dues. Reinstatement for membership can be accomplished
with payment of past dues.

SBAS
Institutional
Membership

Constitution changes ratified April 11, 2015 by vote of 45:1 of eligible
voting Fellows present during Business Meeting of the Society at the
Carolina Inn at Chapel Hill, North Carolina. Bylaws changes ratified
by vote of 46:0.

Recorded by Frederick D. Cason, MD, Fellow, historian/archivist, and
at-large member of the Executive Council.
- 160 -

- 161 -

SBAS Institutional Members

Abington Jefferson Health
1200 Old York Rd.
Abington, PA 19001
Orlando Kirton, MD
orlando.kirton@jefferson.edu
Gold Level
Albany Medical Center
50 New Scotland Ave.
Albany, NY 12208
Steven Stain, MD
stains@mail.amc.edu
Silver Level

Beth Israel Deaconess Medical
Center
110 Francis Street Suite 9F
Boston, MA 02215
Elliot Chaikoff, MD
echaikof@bidmc.org
Silver Level
Boston University
88 East Newton Street
Boston, MA 02118
Jennifer Tseng, MD
Silver Level

Brigham and Women's Hospital
75 Francis Street
Boston, MA 02115
Gerard Doherty, MD
gmdoherty@bwh.harvard.edu
Gold Level

Carilion Clinic
1906 Belleview Ave.
Roanoke, VA 24014
Michael Nussbaum, MD
msnussbaum@carilionclinic.org
Gold Level
Carolinas Healthcare System
1000 Blythe Blvd.
Charlotte, NC 28203
Brent Matthews, MD
Platinum Level

Cedars-Sinai Medical Center
8700 Beverly Blvd. North Tower
Los Angeles, CA 90048
Bruce Gewertz, MD
bruce.gewertz@cshs.org
Gold Level

Duke University
2301 Erwin Road Box 3704
Durham, NC 27710
Allan Kirk, MD
allan.kirk@duke.edu
Platinum Level

East Carolina University Brody School of Medicine
600 Moye Blvd.
Greenville, NC 27834
Janet "Betsy" Tuttle-Newhall, MD
harrisonb@ecu.edu
Silver Level
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East Carolina University- Brody
School of Medicine
600 Moye Blvd.
Greenville, NC 27834
Janet "Betsy" Tuttle-Newhall, MD
harrisonb@ecu.edu
Silver Level
Eastern Virginia Medical School
825 Fairfax Ave., 6th Floor
Norfolk, VA 23507
LD Britt, MD
brittld@evms.edu
Silver Level

Johns Hopkins Medical
PO Box 33499
Baltimore, MD 21218
Robert Higgins, MD
rhiggi11@jhmi.edu
Platinum Level

Keck Medical Center of
University of South Carolina
1520 San Pablo Street #4300
Los Angeles, CA 90033
Vaughn Starnes, MD
starnes@usc.edu
Silver Level

Hackensack Meridian Health
20 Prospect Ave., Suite 408
Hackensack, NJ 07601
Martin Karpeh, MD
martin.karpeh@
hackensackmeridian.org
Gold Level

Henry Ford Health System
2799 W. Grand Blvd.
Detroit, MI 48202
Scott Dulchavsky, MD
lnewman1@hfhs.org
Platinum Level

Houston Methodist Hospital
6550 Fannin Suite 1661 A
Houston, TX 77030
Barbara Bass, MD
bbass@houstonmethodist.org
Platinum Level

Massachusetts General
55 Fruit St. White 506
Boston, MA 02114
Keith Lillemoe, MD
klillemoe@partners.org
Gold Level

Hospital of the University of
Pennsylvania
3400 Spruce Street
Philadelphia, PA 19104
Ronald Dematteo, MD
ronald.dematteo@uphs.upenn.edu
Gold Level

MD Anderson Cancer Center
1400 Pressler St., 1484
Houston, TX 77030
Jeffrey Lee, MD
pjames@mdanderson.org
Silver Level
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Medical College of Wisconsin
9200 West Wisconsin Ave. Suite 3
Milwaukee, WI 53226
Douglas Evans, MD
devans@mcw.edu
Gold Level
Medical University of South
Carolina
96 Jonathan Lucas Street MSC
613
Charleston, SC 29425
Prabhakar Baliga, MD
baligap@musc.edu
Silver Level

Medstar Georgetown University
Hospital
3800 Reservoir Rd. NW 4 PHC
Washington, DC 20007
Lynt Johnson, MD
lyjohnson@mfa.gwu.edu
Gold Level

Morehouse School of Medicine
720 Westview Dr. SW
Atlanta, GA 30310
Ed Childs, MD
echilds@msm.edu
Gold Level

Northwestern Memorial Hospital
251 E. Huron Galter 3-150
Chicago, IL 60611
Nathaniel Soper, MD
mblaszak@nm.org
Silver Level

Ohio State Wexner Medical
Center
395 W. 12th Ave. Suite 670
Columbus, OH 43210
Timothy Pawlik, MD
theresa.mccarty@osumc.edu
Platinum Level

Penn State Hershey Medical
Center
500 University Dr.
Hershey, PA 17033
Peter Dillon, MD
pdillon1@pennstatehealth.psu.edu
Silver Level
Stanford Hospital
300 Pasteur Dr.
Palo Alto, CA 94305
Mary Hawn, MD
mhawn@stanford.edu
Gold Level

Temple University
3401 N Broad St.
4th Floor Zone C
Philadelphia, PA 19140
Amy Goldberg, MD
swartzd@tuhs.temple.edu
Silver Level

University of AlabamaBirmingham
1808 7th Ave., South Suite 502
Birmingham, AL 35233
Herb Chen, MD
herbchen@uab.edu
Gold Level
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University of California-Davis
2221 Stockton Blvd. #3112
Sacramento, CA 95817
Diana Farmer, MD
dlfarmer@ucdavis.edu
Platinum Level

University of Florida
PO Box 100286
Gainesville, FL 32610
Gilbert Upchurch, Jr., MD
gib.upchurch@surgery.ufl.edu
Silver Level

University of California - San
Francisco
513 Parnassus Ave Box 0104
San Francisco, CA 94143
John Roberts, MD
mike.panion@ucsf.edu
Gold Level

University of Louisville
550 South Jackson Street
Louisville, KY 40202
Kelly McMasters, MD
mcmasters@louisville.edu
Silver Level

University of California-Los
Angeles
757 Westwood Plaza Suite 8236
Los Angeles, CA 90095
Ronald Busuttil, MD
RBusuttil@mednet.ucla.edu
Platinum Level

University of Chicago
5841 S. Maryland Ave., MC 502
Chicago, IL 60637
Jeffrey Matthews, MD
jmatthews@chicago.edu
Platinum Level

University of Cincinnati
2830 Victory Parkway, Suite 320
Cincinnati, OH 45267
Michael Edwards, MD
michael.edwards@uc.edu
Silver Level

University of Illinois ChicagoRockford
2350 N. Rockton Ave., Suite L106
Chicago, IL 61103
Samuel Appavu, MD
allens@uic.edu
Silver Level

University of Maryland
22 South Greene Street Room
N4E40
Baltimore, MD 20201
Stephen Bartlett, MD
sbartlett@smal.umaryland.edu
Silver Level

University of Michigan Medicine
1540 E. Hospital Dr.
Ann Arbor, MI 48109
Michael Mulholland, MD
eanewman@med.umich.edu
Gold Level
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University Surgical Associates
PO Box 16149
Rumford, RI 02916
William Cioffi, MD
wcioffi@lifespan.org
Silver Level

University of North Carolina
101 Manning Dr., CB 7050
Chapel Hill, NC 29599
Melina Kibbe, MD
Platinum Level

University of Pittsburgh
PUH F1281 - 200 Lothrop Street
Pittsburgh, PA 15213
Timothy Billiar, MD
billartr@upmc.edu
Gold Level

Vanderbilt University Medical
Center
1301 Medical Center Drive
Nashville, TN 37232
Daniel Beauchamp, MD
dan.beauchamp@vanderbilt.edu
Silver Level

Univ. of Rochester Medical Ctr.
601 Elmwood Ave.
Rochester, NY 14642
David Linehan, MD

Wake Forest Baptist Health
Medical Center Blvd.
Winstom-Salem, NC 27157
Wayne Meredith, MD
merediw@wakehealth.edu
Silver Level

david_linehan@urmc.rochester.edu

Silver Level

Univ. of Texas Medical Branch
301 University Blvd., Suite 6.1
Galveston, TX 77555
Douglas Tyler, MD
dstyler@utmb.edu
Silver Level

Univ. of Washington Med. School
1959 NE Pacific St.
Seattle, WA 98195
Douglas Wood, MD
cmcannan@uw.edu
Platinum Level

University of Wisconsin-Madison
600 Highland Ave. - H4/710D
Madison, WI 53792
Rebecca Manget-Minter, MD
Silver Level

Washington University
660 South Euclid - PO Box 8109
St. Louis, MO 63110
Timothy Eberlein, MD
eberleint@wustl.edu
Platinum Level

SBAS
Membership

Weill-Cornell Medicine
525 East 68th Street, Box 129
New York, NY 10065
Fabrizio Michelassi, MD
pas2013@med.cornell.edu
Silver Level

- 166 -

- 167 -

SBAS Members

Cary Aarons, MD
Hospital of the University of
Pennsylvania
Colon and Rectal Surgery
3400 Spruce Street 4 Silverstein
Philadelphia, PA 19104
cary.aarons@uphs.upenn.edu

Taiwo Adesoye, MD
Houston Methodist Hospital
Gen. Surgery
6550 Fannin Street SM 1661
Houston, TX 77030
tadesoye@houstonmethodist.org
Obinna Adibe, MD
Cone Health
Pediatric Surgery
153 Hill Creek Blvd.
Chapel Hill, NC 27516
obinna.adibe@conehealth.com
Bola Aladegbami, MD
Barnes-Jewish Hospital
Pediatric Surgery
744 Shadow Pine Drive
Fenton, MO 63026
aladebgami.bola@wustl.edu

Darrell Alley, MD
Houston Methodist Hospital
General Surgery
PO Box 16835
Sugar Land, TX 77496
criticalcarealley@gmail.com

Reginald Alouidor, MD
Baystate Medical Center
Trauma Surgery
759 Chestnut St., Suite S 3620
Springfield, MA 01199
reginald.alouidor@bhs.org

SBAS Members

Leah Backhus, MD
Stanford University Medical Center
Thoracic Surgery
870 Quarry Rd
Stanford, CA 94305
lbackhus@stanford.edu

Timothy Biliar, MD
Unive. of Pittsburgh Medical Center
Gen Surgery/Trauma
6071 Turnberry Drive
Presto, NJ 15142
billiartr@upmc.edu

Malcolm Brock, MD
Johns Hopkins Medicine
General surgery
1240 Berans Rd.
Owings Mills, MD 21117
mabrock@jhmi.edu

Edward Barksdale, MD
Rainbow Babies & Children's
Hospital
Pediatric Surgery
5895 Glasgow Lane
Solon, OH 44139
edward.barksdale@uhhospital.org

Casann Blake, MD
Cleveland Clinic-Florida
2950 Cleveland Clinic Blvd.
Weston, FL 33330
blakec@ccf.org

Errol Bush, MD
Johns Hopkins Hospital
Thoracic Surgery
600 North Wolfe Street
Baltimore, MD 21287
errol.bush@jhu.edu

Christina Bailey, MD
Vanderbilt University Medical Center
Surgical Oncology
2220 Pierce Ave., 597 PRB
Nashville, TN 37232
christina.e.bailey@vanderbilt.edu

Chad Barnes, MD
Medical College of Wisconsin
7737 S. Saint Lawrence
Chicago, IL 60619
cbarnes@mcw.edu

Linda Barry, MD
UCONN Health
Hepatobiliary Surgery
221 Trumbull St., #221
Hartford, CT 06103
lkabarry@gmail.com

Cherisse Berry, MD
New York University Langone Health
Acute Care Surgery
550 First Avenue NBV 15 South 11
New York, NY 10116
cherisse.berry@nyumc.org
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Sylvester Black, MD
Ohio State University- Wexner
Medical Center
Transplant Surgery
395 W. 12th Ave., Suite 150
Columbus, OH 43210
sylvester.black@osumc.edu

Kirby Bland, MD
University of Alabama at
Birmingham Med
General Surgery
1808 7th Avenue South
Birmingham, AL 35233
kirby.bland@ccc.uab.edu

Kanika Bowen-Jallow, MD
University of Texas Medical Branch
Pediatric Surgery
301 University Blvd.
Galveston, TX 77555
bowenkanika@gmail.com

L.D. Britt, MD
Eastern Virginia Medical School
General Surgery
825 Fairfax Ave., 6th Floor
Norfolk, VA 23507
brittld@evms.edu

Arthur Burnett, MD
Johns Hopkins Medicine
Urology
3804 Saint Paul Street
Baltimore, MD 21218
aburnett@jhmi.edu

Paris Butler, MD
University of Pennsylvania
Plastic Surgery
800 Walnut St.
Philadelphia, PA 19107
paris.butler@uphs.upenn.edu

Clive Callender, MD
Howard University Hospital
Transplant Surgery
2041 Georgia Avenue, NW, 4B02
Washington, DC 20060
ccallender@howard.edu
Andre Campbell, MD
University of California - San
Francisco
General Surgery
1001 Potrero Ave.
San Francisco, CA 94110
andrecampbell@ucsf.edu
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Shannelle Campbell, MD
University of North Carolina
General Surgery
189 Colvard Park Drive
Durham, NC 27713
shannelle_campbell@med.unc.edu
Frederick Cason, MD
Oak Hill Hospital and Regional
Medical Center
4732 Hickory Oak Dr.
Brooksville, FL 34601
chiefsurgeon@earthlink.net
Alyssa Chapital, MD
Mayo Clinic
Critical Care
3825 East Ringtail Way
Phoenix, AZ 85050
dr.chapital@gmail.com

William Cioffi, MD
University Surgical Associates
General Surgery
593 Eddy Street
Providence, RI 02903
jpariseault@lifespan.org

Callisia Clarke, MD
Medical College of Wisconsin
Oncology Surgery
601 E. Erie St., Unit 211
Milwaukee, WI 53202
cnclarke@mcw.edu

Carnell Cooper, MD
University of Maryland
Trauma Surgery
3400 Sterile Ct.
Owings Mills, MD 21117
ccoopermd322@gmail.com

Edward Cornwell, MD
Howard University Hospital
Trauma Surgery
11029 Dorsch Farm Road
Ellicott City, MD 21042
ecornwell@howard.edu

Heidy Cos-Felipe, MD
Barnes-Jewish Hospital
General Surgery
660 South Euclid Avenue
Saint Louis, MO 63110
hcos@wustl.edu

Madison Cuffy, MD
University of Cincinnati
Transplant Surgery
231 Albert Sabin Way, Suite 1556
Cincinnati, OH 45267
madison.cuffy@uc.edu

Omar Danner, MD
Grady Memorial Hospital
Acute Care Surgery, MIS, Surg.
Critical Care
1935 North Akin Drive NE
Atlanta, GA 30345
odanner@msm.edu

Kenneth Davis, MD
University of Cincinnati
General/Critical Care Surgery
231 Albert Sabin Way
Cincinnati, OH 45213
kenneth.davis@uc.edu

Haile Debas, MD
Univ. of California-San Francisco
Gen. Surgery|
550 16th. Street
San Francisco, CA 94158
Haile.Debas@ucsf.edu
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Lemuel Dent, MD
Nashville General Hospital
General Surgery
1078 Walnut Bend Lane
Brentwood, TN 37027
ldent@mmc.edu

Oluwadamilola (Lola) Fayanju, MD
Duke University
Breast Surgery
DUMC 3513
Durham, NC 27710
lola.fayanju@duke.edu

Andre Dick, MD
Seattle Children's Hospital and
University of Washington
Transplant Surgery
4800 Sand Point Way NE MB 9.420
Seattle, WA 98105
andre.dick@seattlechildrens.org

Alexander Feliz, MD
Le Bonheur Children's Hospital
Pediatric Surgery
49 N Dunlap Ave., 2nd Floor
Memphis, TN 38105
afeliz@uthsc.edu

Arthur Fleming, MD
King Drew Medical Center
Surgery
12021 S. Wilmington Avenue
Los Angeles, CA 90059
artflem@aol.com

Wade Douglas, MD
Tallahassee Memorial Healthcare
Surgical Oncology
1401 Centerville Rd., Suite 107
Tallahassee, FL 32306
wade.douglas@med.fsu.edu

Henri Ford, MD
Children's Hospital of Los Angeles
Pediatric Surgery
4650 Sunset Blvd. #72
Los Angeles, CA 90027
hford@chla.usc.edu

Michael Edwards, MD
Temple University Hospital
Surgery
54 Overhill Road
Bala Cynwyn, PA 19004
michael.edwards@tuhs.temple.edu

Zachary Enumah, MD
Johns Hopkins Medicine
General Surgery
600 N. Wolfe Street Doctor's Lounge
Nelson Harvey Blvd.
Baltimore, MD 21287
zoe@jhmi.edu

Nathaniel Evans, MD
Thomas Jefferson University Hospital
Thoracic Surgery
1025 Walnut Street
Philadelphia, PA 19107
nathaniel.evans@jefferson.edu

Denis Foretia, MD
University of Tennessee Health
Science Center
Acute Care Surgery
3402 Barkley Woods Road
Baltimore, MD 21244
dforetia@uthsc.edu
Terrence Fullum, MD
Howard University Hospital
Min. Invasive and Bariatric
7904 Wingate Drive
Glenn Dale, MD 20769
tfullum@howard.edu
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Thomas Gamblin, MD
Medical College of Wisconsin
Surgical Oncology
8701 Watertown Plank Road
Milwaukee, WI 53226
tcgamblin@mcw.edu

Tonya George, MD
UT Health, University of Texas
Health Science Center at Houston
Instructor of Surgery
6431 Fannin St. MSB 4.294
Houston, TX 77030
tonya.c.george@uth.tmc.edu
Andrew Gonzalez, MD
University of Michigan
Vascular Surgery
5676 Villa France Ave.
Ann Arbor, MI 48103
andrewgonzalezjd@gmail.com
Jay Graham, MD
Montefiore Medical Center
Abdominal Transplant Surgery
34 Desbrosses St., Apt 914
New York, NY 10013
jgraham@montefiore.org

Christa Grant, MD
University of Michigan Medicine
Pediatric Surgery
2210 F Taubman Center
Ann Arbor, MI 48109
gchrista@med.umich.edu
Courtney Grant, MD
Inova Fairfax Hospital
General Surgery
2726 Gallows Rd., Unit 306
Vienna, VA 22180
cgrant21@gmail.com

Keith Gray, MD
University of Tennessee
Surgical Oncology
910 Madison Ave., Suite 203
Memphis, TN 38163

Stephen Gray, MD
University of Alabama Birmingham
Abdominal Transplant Surgery
LHRB 728A 1720 2nd Ave S
Birmingham, AL 35294
sgray@uabmc.edu

Wendy Greene, MD
Emory
Acute Care Surgery
1241 Zimmer Dr. NE
Atlanta, GA 30306
wendy.ricketts.greene@emory.edu
Jarot Guerra, MD
Barnes-Jewish Hospital
General Surgery
10523 Kennerly Road
St. Louis, MO 63128
guerraj@wustl.edu

Adil Haider, MD
Brigham & Women's Health
Trauma Surgery
Boston, MA
ahhaider@partners.org

Hobart Harris, MD
University of California San
Francisco
513 Parnassus Ave., HSW 1601
San Francisco, CA 94143
hobart.harris@ucsf.edu
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Jeremiah Hayanga, MD
West Virginia University Medicine
1 Medical Center Drive
Morgantown, WV 26506
jeremiah.hayanga@wvumedicine.org
Andrea Hayes-Jordan, MD
UT MD Anderson Cancer Center
Pediatric Surgery
1400 Pressler St., Unit 1484
Houston, TX 77030
ahjordan@mdanderson.org

Ronda Henry-Tillman, MD
University of Arkansas for Medical
Sciences
Surgery
4301 W Markham St. 725
Little Rock, AR 72205
henryrondas@uams.edu
Sharon Henry, MD
University of Maryland
Surgical Critical Care
22 South Greene Street
Baltimore, MD 21201
shenry@umm.edu

Wesley Hicks, MD
Roswell Park Cancer Institute
Head/Neck- Plastic Reconstructive
Surgery
Elm & Carlton Streets
Buffalo, NY 14263
wesley.hicks@roswellpark.org
Hank Hill, MD
Guam Regional Medical City
Surgical Oncology and General
Surgery
3508 Sunset Isles Blvd.
Kissimmee, FL 34746
hchill63@gmail.com

Juvonda Hodge, MD
Grady Memorial Hospital
Burn
1438 Wembley Ct., NE
Atlanta, GA 30329
juvyhodge@yahoo.com

Arika Hoffman, MD
University of Nebraska
General Surgery
1604 N 131st Ave
Omaha, NE 68154
arika.hoffman@unmc.edu

Rachel Hooper, MD
University of Michigan Medicine
Plastic Surgery
2210 F Taubman Center
Ann Arbor, MI 48109
hooperra@med.umich.edu
Kakra Hughes, MD
Howard University Hospital
Vascular/Endovascular
12801 Vicar woods Ln
Bowie, MD 20720
kakrahughes@gmail.com

Thelma Hurd, MD
Univ. of Texas Health Science Center
Surgical Oncology
7703 Floyd Curl Drive
San Antonio, TX 78229
hurdt@uthscsa.edu
Gabriel Ivey, MD
Medstar Georgetown University
Hospital
General Surgery
4424 Reservoir Road NW
Washington, DC 20007
gabriel.ivey@gmail.com
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Kilali Iyalla, MD
Houston Methodist Hospital
General Surgery
6550 Fannin Street SM 1661
Houston, TX 77030
kiyalla@houstonmethodist.org

Fabian Johnston, MD
Johns Hopkins University
Surgery
5 Elmhurst Road
Baltimore, MD 21210
fjohnst4@jhmi.edu

Danny Jacobs, MD
University of Texas Medical Branch
Gen. Surgery
11820 Stewart Road
Galveston, TX 77554
djacobs@utmb.edu

David Jacobs, MD
Carolinas Medical Center
Trauma, Critical Care Surgery
1000 Blythe Blvd., MEB 6th Fl
Charlotte, NC 28204
david.jacobs@carolinashealthcare.org
Ted James, MD
Beth Israel Deaconess Medical
Center
Surgical Oncology
330 Brookline Ave.
Boston, MA 02215
tajames@bidmc.harvard.edu

Elliot Jessie, MD
Walter Reed National Military
Medical Center
Trauma/Surgical Critical Care
13930 Lullaby Rd.
Germantown, MD 20874
ejessie@hotmail.com

Christopher Jones, MD
Kentucky One Health
Transplant Surgery
550 S. Jackson Street ACB 2nd Floor
Louisville, KY 40202
christopherjones@
kentuckyonehealth.org

Samuel Jones, MD
Univ. of North Carolina-Chapel Hill
Burn
604 Oxfordshire Lane
Chapel Hill, NC 27517
samuel_jones@med.unc.edu

Kathie-Ann Joseph, MD
NYU Medical Center
Breast Surgical Oncology
550 First Avenue NBV 15S-6A
New York, NY10016
kathie-ann.joseph@nyumc.org

Kimberly Joseph, MD
Columbia University
Trauma/Critical Care
4226 N Kolmar Ave
Chicago, IL 60641
kjtrauma@gmail.com

Crystal Johnson-Mann, MD
University of Virginia Health System
Gen. Surgery
103 Witton Court
Charlottesville, VA 22903
cjmann531@gmail.com

Martin Karpeh, MD
Hackensack Univ. Medical Center
Surgical Oncology
20 Prospect Avenue suite 408
Hackensack, NJ 07601
martin.karpeh@hackensackmed.org
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Electron Kebebew, MD
Stanford Hospital
General Surgery
300 Pasteur Dr.
Stanford, CA 94305
kebebew@stanford.edu

Jeffrey Lee, MD
MD Anderson
General Surgery
3464 Glen Haven Blvd.
Houston, TX 77025
jelee@mdanderson.org

Thomas Krummel, MD
Stanford
Pediatric Surgery
318 Campus Drive
Stanford, CA 94305
tkrummel@stanford.edu

George Loss, MD
Ochsner Clinic Foundation
Transplant Surgery/Gen. Surgery
1514 Jefferson Highway
New Orleans, LA 70121
gloss@ochsner.org

Dineo Khabele, MD
The University of Kansas Hospital
Gynecologic Oncology
MS 2028
Kansas City, MO 66160
dkhabele@kumc.edu

Shaun Kunisake, MD
CS Mott Children's Hospital
Pediatric Surgery
1540 East Hospital Drive
Ann Arbor, MI 48109
shaunkun@med.umich.edu
Cato Laurencin, MD
UCONN Health
Orthopedic Surgery
50 Far Hills Drive
Avon, CT 06001
laurencin@uchc.edu

Camelia Lawrence, MD
Hartford Healthcare
Breast Surgery
10 Brae Loch Way
Shelton, CT 06484
lcamelia@hotmail.com

Giavonni Lewis, MD
University of Utah Hospital
General Surgery
30 N. 1900 E.
Salt Lake City, UT 84132
giavonni.lewis@hsc.utah.edu

David Luyimbazi, MD
Carilion
Surgical Oncology/Hepatobiliary
Surgery
4026 Carilion Clinic, 3 Riverside Cir.
Roanoke, VA 24016
dtluyimbazi@carilionclinic.org

Ugwuji Maduekwe, MD
University of North Carolina
Surgical Oncology
PO Box 1150 170 Manning Drive
Chapel Hill, NC 27599
umaduekwe@med.unc.edu

Allison Martin, MD
University of Virginia Health System
General Surgery
1931 Asheville Drive
Charlottesville, VA 22911
anm7p@virginia.edu
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Colin Martin, MD
Childrens of Alabama
Pediatric Surgery
1600 7th Ave. South Lower Bldg
Birmingham, AL 35233
colin.martin@childrensal.org
Sean McLean, MD
UNC Healthcare
Pediatric Surgery
321 Oxfordshire Lane
Chapel Hill, NC 27517
sean_mclean@med.unc.edu

Nathaniel McQuay, MD
University Hospitals Cleveland
Medical Center
General Surgery
11100 Euclid Ave
Cleveland, OH 44106
nathaniel.mcquay@uhhospitals.org
Joseph Melancon, MD
George Washington Hospital
Transplant Surgery
2131 K Street NW Suite 800
Washington, DC 20037
jmelancon@mfa.gwu.edu
Fabrizio Michelassi, MD
Weill-Cornell Medicine
Colorectal Surgery
525 East 68th Street
New York, NY 10065
fam2006@med.cornell.edu

Miquell Miller, MD
Stanford Hospital
General Surgery
300 Pasteur Dr., Rm H3591
Stanford, CA 94025
miquellm@stanford.edu

Wayne Millette, MD
University of Michigan Medicine
General Surgery Director
2210 F Taubman Center
Ann Arbor, MI 48109
wmillett@med.umich.edu

Constance Mobley, MD
Houston Methodist Hospital
6550 Fannin Street SM 1661
Houston, TX 77030
cmmobley@houstonmethodist.org
Anne Mosenthal, MD
Rutgers
Trauma, Critical Care
185 SO Orange Ave., MSB G-506
Newark, NJ 07103
mosentac@rutgers.edu
Ambria Moten, MD
Temple University Hospital
General Surgery
616 Walnut Lane Apt 205
Philadelphia, PA 19128
ambria.moten@gmail.com

Zaria Murrell, MD
Norton Children's Hospital
Pediatric Surgery
315 E Broadway St., Suite 565
Louisville, KY
zcmurr01@louisville.edu

Erika Newman, MD
CS Mott Children's Hospital
Pediatric Surgery
1540 E. Hospital Dr.
Ann Arbor, MI 48109
eanewman@med.umich.edu
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Fiemu Nwariaku, MD
Clements University Hospital- UT
Southwestern
Endocrine Surgery
1001 Edgemeer Court
Southlake, TX 76092
fiemu.nwariaku@utsouthwestern.edu
Benedict Nwomeh, MD
Nationwide Children's Hospital
Pediatric Surgery
700 Children's Drive
Columbus, OH 43205
benedict.nwomeh@
nationwidechildrens.org
Lynn O'Connor, MD
St. Francis Hospital
51 Rushmore Street
Huntington Station, NY 11749
loconnor3@hotmail.com

Tolulope Oyetunji, MD
Children's Mercy Hospital
Pediatric Surgery
2401 Gillham Road
Kansas City, MO 64108
taoyetunji@cmh.edu
Brian Pettiford, MD
Ochsner Medical Center
Cardiothoracic Surgery
87 English Turn Dr.
New Orleans, LA 70131
blpettiford7@gmail.com

Jeffrey Ponsky, MD
Cleveland Clinic Lerner College of
Medicine
Developmental Endoscopy
Cleveland, Ohio
Ponskyj@ccf.org

Oyedolamu Olaitan, MD
Rush
Transplant Surgery
424 E. 55th Street
Hinsdale, IL 60521
oyedolamu_olaitan@rush.edu

Michael Preston, MD
University of Arkansas for Medical
Sciences
Health Services & System Research
4301 W. Markham St. #827
Little Rock, AR 72205
mapreston@uams.edu

Shakirat (Lara) Oyetunji, MD
University of Washington
CT Surgery
750 N. 143rd Street Unit 119
Seattle, WA 98133
oyetunji@uw.edu

Laurie Punch, MD
Barnes-Jewish Hospital
Acute Care Surgery
660 South Euclid Av., Campus 8109
St. Louis, MO 63110
ljpunch@wustl.edu

Michael Onwugbufor, MD
Barnes-Jewish Hospital
Cardiothoracic Surgery
3244 January Ave., Apt. #4
St. Louis, MO 63139
onwugbufor@wustl.edu

Carla Pugh, MD
Stanford
Acute Care Surgery
300 Pasteur Dr.
Palo Alto, CA 94305
cpugh@stanford.edu
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Tanjala Purnell, MD
Johns Hopkins
Transplant Surgery
2000 East Monument Street
Baltimore, MD 21205
tpurnel1@jhmi.edu

Elsie Ross, MD
Stanford Healthcare
2713 Belmont Canyon Road
Belmont, CA 94002
elsie.ross@stanford.edu

Ayodele Sangosanya, MD
Strong Memorial Hospital
Gen. Surgery
601 Elmwood Ave
Rochester, NY 14642
ayodele_sangosanya@urmc.rc.org

Kofi Quaye, MD
Houston Methodist Hospital
General Surgery
6550 Fannin Street SM 1661
Houston, TX 77030
kbquaye@houstonmethodist.org

Velma Scantlebury, MD
Christiana Care Health System
Transplant Surgery
30 Forest Ridge
Newark, DE 19711
vscantlebury@christianacare.org

Vincent Reid, MD
Cedar Rapids Mercy Hospital
Surgical Oncology
10th Street
Cedar Rapids, IA 52403
vreid@mercycare.org

Bobby Robinson, MD
Scott and White Medical CenterTemple
General Surgery
8624 Starview Street
Temple, TX 76502
bobby.robinson@bswhealth.org

Randi Smith, MD
Emory University/ Grady Memorial
Hospital
General Surgery
915 W. Peachtree St. Apt 12111
Atlanta, GA 30309
randi.smith@emory.edu

Luz Maria Rodriguez, MD
NCI & Walter Reed National Military
Medical Center
Colorectal & Oncology Surgery
210 River Park Drive
Great Falls, VA 22066
rodrigul@mail.nih.gov
Selwyn Rogers, MD
The University of Chicago
Trauma and Acute Care Surgery
5841 S. Maryland Ave. MC5033
Chicago, IL 60637
srogers@surgery.bsd.uchicago.edu

Donn Spight, MD
Oregon Health & Science University
Minimally Invasive
3181 SW Sam Jackson Park Rd.
Portland, OR 97239
spightd@me.com
Charles St. Hill, MD
University of Reno, Nevada|
Surgical Oncology,
Hepatopancreatobiliary
1707 W Charleston Blvd
Las Vegas, NV 89102
charles.sthill@unr.edu
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Steven Stain, MD
Albany Medical Center
Gen. Surgery
50 New Scotland Ave MC 194
Albany, NY 12208
stains@mail.amc.edu

Hassan Tetteh, MD
Walter Reed National Military
Medical Center
Thoracic Surgery
18312 McKernon Way
Poolesville, MD 20837
hassan@doctortetteh.com

John Stewart, MD
Duke University Medical Center
Surgical Oncology
1840 Dunmore Lane
Clemmons, NC 27012
john.stewart@duke.edu

Errington Thompson, MD
Cabell Huntington Hospital
General Surgery
5 Guyan Oaks Dr.
Huntington, WV 25705
errington@erringtonthompson.com

Anthony Stallion, MD
%HDXPRQW+HDOWK
Pediatric Surgery
:HVW0LOH5G6XLWH
5R\DO2DN0,
anthony.stallion@EHDXPRQW.org

Erin Strong, MD
Medical College of Wisconsin
General Surgery
234 N. Broadway Unit 502
Milwaukee, WI 53202
estrong@mcw.edu

Yaluanda Thomas, MD
Advocate Christ Medical Center
Trauma/Neurocritical Care
4850 S. Drexel Blvd.
Chicago, IL 60616
drmrsbarrier@gmail.com

Gary Timmerman, MD
Sanford Medical Center
Gen. Surgery
1400 W 22nd Street
Sioux Falls, SD 57105
gary.timmerman@usd.edu

Marcel Tafenwandji, MD
Patricia L. Turner, MD
40 Mansion Blvd. Apt #P
American College of Surgeons
Delmar, NY 12054
8QLYHUVLW\RI&KLFDJR
tafenm@gmail.com
Gen.
Surgery
633 N. Saint Clair Street
Girma
Tefera, MD
Chicago,
IL 60611
University
of Wisconsin-Madison
pturner@facs.org
Vascular
600 Highland Ave.
Janet
"Betsy" Tuttle-Newhall, MD
Madison, WI 53792
East
Carolina University
tefera@surgery.wisc.edu
Immunology/Transplant
600 Moye Blvd. Dept. of Surgery
Greenville, NC 27834
tuttlenewhallj15@ecu.edu
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Pascal Udekwu, MD
akemed Health & Hospitals
General Surgery
3024 New Bern Ave., Suite 304
Raleigh, NC 27615
oudekwu@wakemed.org

Jeffrey Upperman, MD
Children's Hospital of Los Angeles
Pediatric Surgery
4650 Sunset Blvd. #100
Los Angeles, CA 90027
jupperman@chla.usc.edu
Selwyn Vickers, MD
University of Alabama at
Birmingham Med
Pancreatic Surgery
FOT 1203 1720 2nd Ave S
Birmingham, AL 35294
smv@uab.edu

Glenn Wakam, MD
University of Michigan Medicine
General Surgery
2210 F Taubman Center
Ann Arbor, MI 48109
gwakam@med.umich.edu
Alonzo Walker, MD
Wisconsin School of Medicine
Surgical Oncology
424 E Ravine Dr.
Mequon, WI 53092
alzpwalkker@gmail.com

Anthony Watkins, MD
Weill-Cornell Medicine
Transplant/General Surgery
525 East 68th Street Box 98
New York, NY 10065
acw9003@med.cornell.edu
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Michael Watkins, MD
Massachusetts General Hospital
Vascular Surgery
15 Parkman Street Suite 440
Boston, MA 02114
mtwatkins@partners.org

Mallory Williams, MD
Howard University Hospital
Gen. Surgery
Suite 4B 2041 Georgia Ave, NW
Washington, DC 20060
mw1906@yahoo.com

Cassandra White, MD
Augusta University Medical Center
General/Trauma/ Surgical Critical
Care Surgery
2211 River Park Court
Augusta, GA 30907
cqwhite@gmail.com

Jason Wilson, MD
Louisiana State University Medicine
2020 Gravier St. Rm 748
New Orleans, LA 70112
jwils8@lsuhsc.edu

William Weaver, MD
Meharry Medical College
General Surgery
208 Hawthorne Place
Fayetteville, GA 30214
wweaver07@gmail.com

Vaughn Whittaker, MD
Westchester Medical Center
Transplant Surgery
100 Woodard
Valhalla,NY 10595
vaughn.whittaker@wmchealth.org

Alliric Willis, MD
Thomas Jefferson University Hospital
Surgery
1100 Walnut Street
Philadelphia, PA 19107
alliric.willis@jefferson.edu

Carlton Young, MD
University of Alabama at
Birmingham
Transplant Surgery
701 South 19th Street
Birmingham, AL 35294
cyoung@uabmc.edu

Brian Williams, MD
Parkland Hospital
Trauma/Critical Care
7434 Dalewood Ln.
Dallas, TX 75213
brian.williams@phhs.org

Keneeshia Williams, MD
Emory University at Grady Hospital
Acute Care Surgery
222 14th St., NE Apt 435
Atlanta, GA 30309
keneeshia.williams@emory.edu
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Honorary Members

SBAS gives Honorary Fellowships to outstanding surgeons who have
mentored minority surgeons and championed diversity in surgery.
Honorary Fellow award recipients (chronologically Ordered):
Judah M. Folkman, MD

Arnold G. Diethelm, MD

Frank R. Lewis, MD

Richard L. Simmons, MD

Arthur J. Donovan, MD

John Tarpley, MD

Thomas R. Russell, MD

R. Scott Jones, MD

Edward Copeland, MD

Olga Jonasson, MD

Lloyd M. Nyhus, MD

Andrew Warshaw, MD

Walter J. Pories, MD

Carlos Pelligrini, MD

Jeffrey Matthews, MD

Hiram C. Polk, Jr., MD

Michael J. Zinner, MD

Basil A. Pruitt, Jr., MD

George F. Sheldon, MD

Raphael E. Pollock, MD, PhD

James C. Thompson, MD

J. Wayne Meredith, MD

Bernard M. Jaffe, MD

William Silen, MD

Special Appreciation

SbaS extends a special appreciation to the following
institution and individuals that graciously supported
the 28th annual Scientific assembly:
The University of Alabama at Birmingham
Department of Surgery

Herbert Chen, MD – Chair, UAB Department of Surgery
Selwyn Vickers, MD – Senior Vice President and Dean,
UAB School of Medicine

SbaS would like to extend a special commendation to
the following individuals at the University of alabama
at birmingham for their hard work in planning
and executing the local arrangements for
the 28th annual Scientific assembly:
Stephen Gray, MD – Assistant Professor of Surgery

Colin Martin, MD – Associate Professor of Surgery

Benard F. Ribeiro, MD

Michael T. Longaker, MD

John Najarian, MD

Christopher Ellison, MD

Leslie Franklin – Administrative Associate

Thomas E. Starzl, MD

Thomas M. Scalea, MD

Anna Waters – Communications & Marketing

Timothy R. Billiar, MD

Walter Lawrence, Jr., MD

David B. Hoyt, MD

James A. O'Neill, Jr., MD
Dean Warren, MD (posthumous)

Timothy J. Eberlein, MD

Wallace P. Ritchie, Jr., MD

Diana L. Farmer, MD

Kirby I. Bland, MD

Courtney M. Townsend, Jr., MD
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Irving L. Kron, MD

Ron Brown – Executive Administrator

Chastity Malcom – Administrative Associate

Megan Yeatts – Communications & Marketing
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1989
1991
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012

2013
2014

2015
2016
2017

Previous SBAS Meetings

Duke University, Chapel Hill, NC
Harvard University, Boston, MA
UC Davis-East Bay (Meeting held in Napa Valley, CA)
University of Texas Medical Branch, Galveston, TX
University of North Carolina, Chapel Hill, NC
University of Colorado, Denver, CO
State University of New York, Buffalo, NY
Howard University College of Medicine, Washington, DC
University of Louisville, Louisville, KY
Charles R. Drew University, Los Angeles, CA
Harvard University, Boston, MA
Morehouse School of Medicine, Atlanta, GA
University of Alabama at Birmingham, Birmingham, AL
Howard University, Washington, DC
University of Pittsburgh, Pittsburgh, PA
University of Cincinnati, Cincinnati, OH
Rush University Medical Center, Chicago, IL
Cleveland Clinic, Cleveland, OH
University of Washington, Seattle, WA
Duke University, Chapel Hill, NC
Massachusetts General Hospital, Boston, MA
Johns Hopkins School of Medicine, Baltimore, MD, and
Howard University, Washington, DC
University of Mississippi, Jackson, MS
Temple University and The University of Pennsylvania,
Philadelphia, PA
University of North Carolina, Chapel Hill, NC
The Ohio State University, Columbus, OH
University of Chicago, Chicago, IL

Future SBAS Meetings

2019 Weill Cornell Medical College, New York, NY
2020 Medical College of Wisconsin, Milwaukee, WI
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www.sbas.net

www.sbas.net
#SbaS2018

