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Registration is open to all PCSA members and invited guests of PCSA.

Registration fees include:
Member and Retired Member
•	 All Scientific Sessions and Panels, President’s Address, Residents’ Forum,  

and E-Poster Presentations and Reception

•	 New Members’  Welcome Reception and Dinner and President’s Reception  
and Dinner

•	 All Continental Breakfasts and Refreshment Breaks

•	 Membership Business Meeting

Guest Physician and Resident
•	 All Scientific Sessions and Panels, President’s Address, Residents’ Forum, and E-Poster 

Presentations and Reception

•	 New Members’  Welcome Reception and Dinner and President’s Reception  
and Dinner

•	 All Continental Breakfasts and Refreshment Breaks

Spouse or Guest
•	 President’s Address

•	 New Members’  Welcome Reception and Dinner and President’s Reception  
and Dinner

•	 All Continental Breakfasts

Member $615

Retired Member $475

Guest Physician $685

Resident $400

Member/Nonmember Accompany Person $260

Resident/Accompany Person $150

Registration fee(s) in (U.S. funds)

General Registration Information
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Overall Goal and Objectives of the Program
The goal of the program is to provide an educational opportunity for the members of 
PCSA. Members are academic and community surgeons from four caucuses – Northern 
California, Southern California, Washington/British Columbia/Alaska, and Hawaii/Oregon. 
Membership is competitive. Attendees represent the leaders of their medical communities.

Learning Outcomes
The meeting will provide high quality up-to-date information regarding major areas in 
general surgery. Attendees will learn the most recent developments in the field of surgery 
from scientific and clinical leaders. Time will be provided following each presentation for 
questions and discussion. Moderators will oversee sessions and facilitate discussions.

Accreditation Statement
This activity has been planned and implemented in accordance 
with the Essential Areas and Policies of the Accreditation 
Council for Continuing Medical Education through the joint 
sponsorship of the American College of Surgeons and the 
Pacific Coast Surgical Association. The American College 
Surgeons is accredited by the ACCME to provide continuing 
medical education for physicians.

AMA PRA Category 1 Credits™
The American College of Surgeons designates this live activity 

for a maximum of 14.5 AMA PRA Category 1 Credits™. Physicians should claim only the 
credit commensurate with the extent of their participation in the activity.

Disclosure
In compliance with ACCME Accreditation Criteria, the American College of Surgeons, 
as the accredited provider of this activity, must ensure that anyone in a position to 
control the content of the educational activity has disclosed all relevant financial 
relationships with any commercial interest. All reported conflicts are managed by 
a designated official to ensure a bias-free presentation. Please see the insert to this 
program for the complete disclosure list.

Disclaimer
Attendees voluntarily assume all risks involved in travel to and from the Annual Meeting 
and in attendance of and participation in the program. PCSA and ACS Association 
Management Services shall not be liable for any loss, injury, or damage to person or 
property resulting directly or indirectly from any acts of God, acts of government or other 
authorities, civil disturbances, acts of terrorism, riots, thefts, or from any other similar causes.

Program Information

American College of Surgeons
Division of Education
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E-Poster Sessions
Saturday, February 17 12:00 pm – 1:30 pm

   4:20 pm – 6:00 pm

E-Posters will be presented in four groups on Sunday, February 17, two during the 
lunch hour and two during a late afternoon reception. Each 3-minute oral presentation 
of the E-Posters will be followed by brief questions and discussion. 

President's Forum: 
Monday, February 18  10:10 am – 12:00 pm

This year’s President’s Forum will begin with keynote speaker, Mark Keroack, MD, PhD, 
Chief Physician Executive and President, Baystate Medical Practices, former Senior 
Vice President and Chief Medical Officer of University Health System Consortium. 
Following the keynote, a panel focused on “Transforming Surgical Care” will feature 
PCSA members Carlos A. Pellegrini, MD, The Henry N. Harkins Professor and Chair 
Department of Surgery, University of Washington and President-Elect American 
College of Surgeons; Robert Sawin, MD, Professor, Department of Surgery, Senior 
VP, Surgeon-in-Chief, Seattle Children’s Hospital; Thomas Biehl, MD, Chief of General, 
Vascular, and Thoracic Surgery and Deputy Chief of Surgery Virginia Mason Medical 
Center; and Michael Hart, MD, Past President of PCSA and Surgery Residency Program 
Director Emeritus, Swedish Medical Center.

Residents’ Competition
The top-scoring resident papers from each caucus will be presented during the 
scientific sessions. Presentation of will be judged on clarity, focus and scientific 
relevance to surgical practice. Prizes will be awarded at the President’s Dinner. This 
year’s residents are: 

Matthew Kutcher 
Northern California   Sunday, February 17, 8:45 am – 10:00 am 

Scott Louis 
Oregon/Hawaii   Sunday, February 17, 10:20 am – 12:00 pm

Samuel Schwartz 
Southern California    Sunday, February 17, 1:30 pm – 2:45 pm 

Cecily Dupree 
Washington/British Columbia/Alaska  Sunday, February 17, 2:45 pm – 4:20 pm

Scientific Program 
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Industry Support Displays
A commercial display of scientific interest will be available during the Annual Meeting, 
providing an opportunity for attendees to view products and services from various 
corporations. Continental breakfasts and refreshment breaks will be served in the 
exhibit area.

PCSA would like to thank the following company for its support of the 2013 Annual 
Meeting through an educational grant:

Simulab Corporation

PCSA would like to thank the following exhibiting companies (confirmed as of January 2013):

Accute Innovations

Automated Medical Products Corporation

Baxter Biosurgery

BK Medical

Genomic Health

Gore & Associates

Hitachi Aloka Medical

Pfizer
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Evening Events

New Members’ Welcome Reception and Dinner
Saturday, February 16  6:30 pm – 9:30 pm
Included in the registration fee; please indicate on registration form if you  
plan to attend.

Please join us in a huge Aloha to our new members and their families. Enjoy casual 
outdoor fare surrounded by the Grand Hyatt Kauai’s Shipwreck Lagoon with your 
fellow PCSA members. President Mika Sinanan and the Association will pay special 
tribute to the new members and their accomplishments.

Note: New members will be wearing leis so they can be easily recognized. Attire for the 
evening is RESORT CASUAL.

President’s Reception and Dinner
Monday, February 18
President’s Reception: 6:30 pm – 7:00 pm 
President’s Dinner: 7:00 pm – 10:00 pm

Included in registration fee; please indicate on registration form if you plan to attend.

Please join us this evening to honor our current President Mika Sinanan and his wife, 
Jenny, along with past Presidents. The reception and dinner to follow will take place in 
the Grand Garden. Enjoy fine cuisine, wine, plus dancing and dessert.

Note: Attire for the 2013 PCSA President’s Dinner will be HAWAII RESORT FORMAL: an 
elegant Hawaiian shirt or dress shirt and slacks, with or without jacket. No need for a tie. 
Most importantly, you do NOT need to bring your suit or tuxedo for the Dinner.

In addition, the President’s Dinner will take place inside a tent, which is situated on grass. 
When choosing footwear, consider flat soles as there is no dance floor inside the tent due to 
the uneven terrain. Seating plans will be available at the registration desk for you to reserve 
your table.
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Anara Spa
Ancient traditions blend with the soothing powers of nature to inspire lokahi – balance 
or harmony. The abundance of treatments rooted in traditional Hawaiian healing 
and the serene open-air setting make for a unique spa experience. PCSA meeting 
attendees are eligible for a 10% discount on spa services for the main meeting dates  
of 2/16 – 2/19.

National Tropical Botanical Garden Tour
Sunday, February 17 
11:00 am – 3:00 pm 
$50 per adult, $30 per child (8-12 years old)

Enjoy a guided tour of the Allerton Garden. Once a retreat of Hawaii’s Queen Emma, 
the cliffs of Lawa’I Valley still cascade with her favorite deep-purple bougainvillea. 
Come delight your senses in this garden of beauty, a masterpiece of landscape design 
and a natural showcase for tropical vegetation. Behold the seemingly ancient Jurassic 
trees. Stroll through the outdoor “rooms,” beside rippling pools and dramatic sculpture. 
Drink in the sights and sounds and fascinating plants, vibrant flowers and flowing 
water. Round-trip transportation and lunch will be provided.

PCSA Fun Run and Walk
Monday, February 18 
6:45 am – 7:30 am 
No charge

Rev up your day with a fun run around the Grand Hyatt Kauai property. Join fellow 
attendees for this exciting run and walk! The course is approximately 3 miles and 
runners at all levels are welcome. Water and towels will be provided.

Optional Activities
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Scuba Diving Excursion 
Monday, February 18
12:00 noon – 5:30 pm 
$135 per participant without rental gear, $175 per participant if renting gear

PCSA has partnered with the premier Kauai SCUBA diving facility of Fathom Five, 
which has been serving divers for more than 25 years! The warm waters of Kauai and 
Niihau are blessed with rich marine life, sea mammals and unusual ledges, arches, 
pinnacles and caverns. Hawaii is a great place to observe fish with over 25% of the 
marine species found nowhere else on the planet. 

A round-trip shuttle will transport guests between the hotel and Fathom Five dive 
shop. There is a minimum of 3 and a maximum of 12 guests for this scuba diving 
trip. **In order to be eligible, participants MUST bring and present their current 
diving certificate to the Fathom Five contact prior to diving. There is a 14 day 
cancellation period or participants will be charged the full price. www.fathomfive.com

Golf Tournament 
Monday, February 18
12:30 pm – 5:30 pm 
$185 per golfer includes green fees and shared cart

Sprawled between lush mountains and rugged ocean cliffs on Kauai’s sunny South 
Shore, Poipu Bay Golf Course boasts 18 championship holes that are as visually 
stunning as they are challenging. Designed by Robert Trent Jones, Jr., Poipu Bay is 
one of the most highly acclaimed resort courses in the Pacific. From 1994 to 2006, the 
course played host to the annual PGA Grand Slam of Golf, one of the most prestigious 
tournaments in the golf world. www.poipubaygolf.com

Tennis Tournament   
Monday, February 18
1:00 pm – 3:00 pm 
$15 per player without racquet rental
$20 per player with racquet rental

The easy climate of Poipu Beach is perfect for a daytime round of tennis. Join 
your PCSA colleagues for an exciting tournament on the three plexi-paved courts 
overlooking the beautiful golf course. **Please wear white tennis shoes.
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Babysitting Services 
Camp Hyatt Kauai

Camp Hyatt at the Grand Hyatt Kauai operates from 9:00 am to 4:00 pm and 4:00 pm to 
10:00 pm daily and promises a fun filled day for children ages 3 to 12 years. Advanced 
reservations are requested by 6:00 pm the day prior. 

Website: www.kauai.hyatt.com/hyatt/hotels-kauai/activities/kids/index.jsp
Phone: 808.240.6390

The Grand Hyatt also recommends the following private (outside) babysitting agency:
Happy Kids Kauai

Happy Kids Kauai provides in-house childcare services for Kauai hotels and resorts. All 
reservations should be made prior to your arrival in Kauai by contacting the agency 
directly or via the online form. 

Phone: 1.888.669.1991
Local: 808.639.8508 
Fax: 808.665.5437
Website: www.happykidsmaui.com/Locations/kauai-nanny-services.htm
Email: Info@happykidsmaui.com
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Program Agenda
Friday, February 15

Council Reception 6:00 pm – 7:00 pm Resolution Garden

Council Dinner 7:00 pm – 9:00 pm Resolution Garden

Saturday, February 16

Finance and Council Breakfast 7:00 am – 8:30 am               Kauai 1,6

Finance Committee Meeting 7:00 am – 8:00 am Kauai 1,6 

Council Meeting 8:30 am – 3:00 pm Kauai 1,6

Council Photo 11:55 am – 12:05 pm tbd

Council and Industry Lunch 12:15 pm – 1:15 pm Kauai 2,3

Registration 1:00 pm – 6:00 pm Hospitality Desk GP2 

Spouse Hospitality Room 1:00 pm – 5:00 pm Stevenson Library

Hospitality Desk 1:00 pm – 4:00 pm Hospitality Desk GP2

Speaker Ready Room 3:00 pm – 6:00 pm Garden Isle 4

New Members’ Welcome  
Reception and Dinner

6:30 pm – 9:30 pm Shipwreck Lagoon

Sunday, February 17

Continental Breakfast 7:00 am – 9:00 am Grand 3,4,5

Registration 7:00 am – 5:00 pm Hospitality Desk GP2

Speaker Ready Room 7:00 am – 5:00 pm Garden Isle 4

Spouse Hospitality Room 7:00 am – 5:00 pm Stevenson Library

Industry Support Exhibits 7:00 am – 6:00 pm Grand 3,4,5

Business Meeting 7:15 am – 8:00 am Grand 1,7,6,2

President’s Address 8:00 am – 8:30 am Grand 1,7,6,2

Introduction of New Members 8:30 am – 8:45 am Grand 1,7,6,2

Scientific Session I 8:45 am – 10:00 am Grand 1,7,6,2

Morning Break/Industry Support 
Displays

10:00 am – 10:20 am Grand 3,4,5

Scientific Session II 10:20 am – 12:00 pm Grand, 1,7,6,2

Tropical Botanical Garden Tour 11:00 am – 3:00 pm Allerton Garden

Lunch/E-Poster Session A&B 12:00 pm – 1:30 pm Grand 1,7,6,2; Kauai 1,6,5

Scientific Session III 1:30 pm – 2:45 pm Grand, 1,7,6,2

Scientific Session IV 2:45 pm – 4:20 pm Grand, 1,7,6,2

E-Poster Sessions C&D & Industry 
Support Displays

4:20 pm – 6:00 pm Grand 1,7,6,2; Kauai 1,6,5

Dinner at Leisure
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Council Meeting 8:30 am – 3:00 pm Kauai 1,6

Council Photo 11:55 am – 12:05 pm tbd

Council and Industry Lunch 12:15 pm – 1:15 pm Kauai 2,3

Registration 1:00 pm – 6:00 pm Hospitality Desk GP2 

Spouse Hospitality Room 1:00 pm – 5:00 pm Stevenson Library

Hospitality Desk 1:00 pm – 4:00 pm Hospitality Desk GP2

Speaker Ready Room 3:00 pm – 6:00 pm Garden Isle 4

New Members’ Welcome  
Reception and Dinner

6:30 pm – 9:30 pm Shipwreck Lagoon

Sunday, February 17

Continental Breakfast 7:00 am – 9:00 am Grand 3,4,5

Registration 7:00 am – 5:00 pm Hospitality Desk GP2

Speaker Ready Room 7:00 am – 5:00 pm Garden Isle 4

Spouse Hospitality Room 7:00 am – 5:00 pm Stevenson Library

Industry Support Exhibits 7:00 am – 6:00 pm Grand 3,4,5

Business Meeting 7:15 am – 8:00 am Grand 1,7,6,2

President’s Address 8:00 am – 8:30 am Grand 1,7,6,2

Introduction of New Members 8:30 am – 8:45 am Grand 1,7,6,2

Scientific Session I 8:45 am – 10:00 am Grand 1,7,6,2

Morning Break/Industry Support 
Displays

10:00 am – 10:20 am Grand 3,4,5

Scientific Session II 10:20 am – 12:00 pm Grand, 1,7,6,2

Tropical Botanical Garden Tour 11:00 am – 3:00 pm Allerton Garden

Lunch/E-Poster Session A&B 12:00 pm – 1:30 pm Grand 1,7,6,2; Kauai 1,6,5

Scientific Session III 1:30 pm – 2:45 pm Grand, 1,7,6,2

Scientific Session IV 2:45 pm – 4:20 pm Grand, 1,7,6,2

E-Poster Sessions C&D & Industry 
Support Displays

4:20 pm – 6:00 pm Grand 1,7,6,2; Kauai 1,6,5

Dinner at Leisure

Monday, February 18

Continental Breakfast 6:45 am – 9:00 am Grand 3,4,5

Fun Run & Walk 6:45 am – 7:30 am Grand Hyatt Grounds

Industry Support Displays 7:30 am – 11:30 am Grand 3,4,5

Registration 7:30 am – 12:00 pm Hospitality Desk GP2

Speaker Ready Room 7:30 am – 12:00 pm Garden Isle 4

Spouse Hospitality Room 7:30 am – 5:00 pm Stevenson Library

Scientific Session V 7:45 am – 9:00 am Grand 1,7,6,2

Special Presentation – Marshall 
Orloff, MD

9:00 am – 9:15 am Grand 1,7,6,2

Morning Break/Industry Support 
Displays

9:15 am – 9:40 am Grand 3,4,5

Historical Vignette 9:40 am – 10:10 am Grand 1, 7, 6,2

President’s Forum 10:10 am – 12:00 pm Grand 1,7,6,2

Diving Excursion 12:00 pm – 5:30 pm Fathom Five Dive Shop

Golf Tournament 12:30 pm – 5:30 pm Poipu Bay

Tennis Tournament 1:00 pm – 3:00 pm Grand Hyatt Courts

President’s Reception 6:30 pm – 7:00 pm Grand Garden 

President’s Dinner 7:00 pm – 10:00 pm Grand Garden 

Tuesday, February 19

Continental Breakfast 7:00 am – 9:00 am Grand 3,4,5

Registration 7:00 am – 12:00 pm Hospitality Desk GP2

Speaker Ready Room 7:00 am – 12:00 pm Garden Isle 4

Scientific Session VI 8:00 am – 9:15 am Grand 1,7,6,2

Morning Break 9:15 am – 9:30 am Grand Foyer

Scientific Session VII 9:30 am – 11:35 am Grand 1,7,6,2

Meeting Adjourns by 12:00 noon  
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Scientific Session Agenda
Sunday, February 17, 2013

7:15 am – 8:00 am  Business Meeting

8:00 am – 8:30 am  President’s Address

8:30 am – 8:45 am  Introduction of New Members

8:45 am – 10:00 am Scientific Session I  William Schecter
1 A Paradigm Shift in Trauma Resuscitation: Prospective Evaluation of Evolving 

Massive Transfusion Practices 
2 Prospective Evaluation of the Role of Computed Tomography in the Assessment 

of Abdominal Stab Wounds
3 Trauma Systems Access in Cape Town, South Africa: An Analysis of 10,000 

Consecutive Trauma Center Admissions 

10:00 am – 10:20 am Morning Break/Industry Support Displays

10:20 am – 12:00 pm Scientific Session II  Richard Finley
4 Missed Doses of Enoxaparin Correlate with Increased Incidence of DVT in Trauma 

and General Surgery Patients
5 Telehealth Follow-up in Lieu of Post-Operative Clinic Visit for Ambulatory 

Surgery: Results of a Pilot Program
6 Perioperative Profile of Patients with Superficial vs. Deep/Organ-Space Surgical 

Site Infections: Implications for Quality Improvement Initiatives
7 Improved Operative Efficiency and Patient Safety with Utilization of a Hybrid 

Room for EVAR

12:00 pm – 1:30 pm Lunch/E-Poster Sessions A&B Benjamin Starnes
       John Vetto
1A Surgical Management of Complicated Peptic Ulcer Disease: A Review of 110,879 

Patients from the Nationwide Inpatient Sample
2A The Weekend Effect: Does Time of Admission Impact Management and 

Outcomes Associated with Small Bowel Obstruction?
3A Bariatric Surgery Is Safe in Patients with Severe Congestive Heart Failure
4A Chronic Kidney Disease Increases Morbidity and Mortality after Major Abdominal 

Surgery: Results from the National Surgical Quality Improvement Program
5A Short and Long-term Results of Blunt Necrosectomy for Necrotizing Pancreatitis
6A Outcome of Rectourethral Fistula Treatment
7A Removal of Infected Surgical Mesh Following Ventral incisional Hernia in  

a Case Series of 119 Patients at a Tertiary Referral Center:  Examination of 
Economic Implications 
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8A Co-Existence of Arterial Compression in Patients with Neurogenic Thoracic Outlet 
Syndrome (NTOS)

9A Vein Diameter Predicts Arteriovenous Fistula Maturation
10A Long-Term Outcomes of Native Fistulas and Synthetic Grafts for  

Hemodialysis Access
11A Distance to the Regional Vascular Center Does Not Affect Survival from Ruptured 

Abdominal Aortic Aneurysms
12A Percutaneous Access for Endovascular Repair of Aortic Emergencies
13A Wound Infection, Primary Re-intervention / Occlusion and Patency Rates in Open 

vs. Endoscopic Vein Harvest for Lower Extremity Revascularization 

       Steve Colquhoun
       Andrew DiFronzo
1B Normalized Ratio Does Not Accurately Represent Coagulation Factor Activity in 

Patients Following Partial Hepatectomy
2B Trisegmentectomy for Cholangiocarcinoma: Is It Worth It?
3B Outcomes of Pancreaticoduodenectomy: Where Should We Focus Our Efforts to 

Improve Outcomes?
4B Laparoscopic Distal Pancreatectomy Is Preferred Over Open Resection
5B Totally Laparoscopic Whipple Procedure: The Technical Challenges
6B Serial Flow Cytometry Characterization of Endocrine and Exocrine Cell 

Populations from Young Porcine Islet Tissue
7B Increasing Intent to Donate in Hispanic Americans: The Role of Media and Other 

Community Outreach Efforts
8B Outcomes of Pancreas Transplantation: A Single Center Experience with Low and 

High Immunological Risk (LIR vs. HIR) Patients
9B Surgical Treatment of Primary Liver Tumors in Children: Time to Reconsider the 

Role of Liver Transplantation?
10B Reoperation in Pediatric Liver Transplantation: A Five Year Review
11B Hepatoma Recurrence Following Liver Transplantation

1:30 pm – 2:45 pm Scientific Session III  Julie Freischlag
8 The Effect of the 16 Hour Shift on General Surgery Intern Operative Case Volume 

– A Multi-Institutional Study
9 The General Surgery Chief Resident Operative Experience:   22 Years of National 

ACGME Caselogs
10 A Dedicated Rural Training Year Increases the Likelihood of Becoming a General 

Surgeon in a Small Town Setting
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2:45 pm – 4:20 pm Scientific Session IV  Lorrie Langdale
11 Is Preexisting Gastroesophageal Reflux Disease a Contraindication to Sleeve 

Gastrectomy? A Nationwide Analysis

12 Patient Age, Medical Management of GERD, and Fundoplication: How Do We 
Define Medical Failure?

13 To Operate or Not: The Long-Term Outcomes of Non-Surgically Managed 
Appendicitis Throughout California

14 Gallstone Pancreatitis without Subsequent Cholecystectomy

 
4:20 pm – 6:00 pm E-Poster Sessions C & D 
       Ali Salim 
       Lynette Scherer 
1C Management of Splenic Trauma: A Single-Institution 8-Year Experience
2C Motorcycle - Related Injuries in Hawaii
3C Beyond Mortality: Disability Adjusted Life Years and Wages Lost Attributable  

to Pedestrian
4C Analysis of Mortality Following Traumatic Injury in the Elderly: Have We Changed 

the Survival Curves?
5C The Older They Are, the Lower They Fall: Fall Height Is Inversely Related to Poor 

Outcomes in the Elderly
6C Revisiting the Pancreaticoduodenectomy for Trauma: a Single  

Institution’s Experience
7C Protocolized Use of Percussive Ventilation Reduces the Cost and Risk of ECMO for 

Refractory Hypoxemic ARDS
8C Evaluation of Pre-operative Blood Transfusion Practices at a Public Teaching 

Hospital in Mozambique
9C Prospective Clinical Trial of Surgical Intervention for Painful Rib Fracture 

Nonunion
10C Perioperative Morbidity and Mortality in Patients with Pulmonary Hypertension 

Undergoing General Surgery
11C Outcomes of Pediatric Appendicitis: An International Comparison of the  

US and Canada
12C Non-Invasive Breath Analysis in Patients with Acute Abdominal Pain:  

A Prospective Cohort Study
13C Image Quality of Brain and Cervical Spine MRI in Patients with an Implanted 

Cardiac Device
14C Initial Experience with Surgical Quality Improvement using NSQIP (Pediatric) in a 

Canadian Children’s Hospital
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      Kristine Calhoun 
      Quan-Yang Duh
1D Symptom Control in Locally Advanced Soft Tissue Tumors and the Role of 

Palliative surgery: Surgery without Curative Intent
2D Factors Impacting Nodal Drainage Patterns in Lower Extremity Melanoma
3D Robotic Assisted Transhiatal Esophagectomy:  Initial Experience at a  

Tertiary Care Center
4D Increased Risk of Rectal Cancer after External Radiation Therapy for Prostate 

Cancer: A Population-Based Cohort Study
5D The Proportion of Anal CIS in SCCA Varies Widely Across SEER Regional Registries
6D Surgical Outcomes of Hyperthermic Intraperitoneal Chemotherapy:   

Analysis of the American College of Surgeons National Surgical Quality 
Improvement Program

7D Breast Conservation Surgery is Appropriate Local Management of Triple Negative 
Breast Cancer

8D Local Anesthetic Delivery Systems Can Improve Pain Control in Selected 
Mastectomy Patients

9D Biology, Process of Care, and Regional Disparities in Breast Cancer Mortality
10D Impact of Nodal Dissection for Small Bowel Carcinoid: More is better!
11D Low-Radiation Dose Computed Tomography for Patients with Primary 

Hyperparathyroidism and Inconclusive Localization Studies
12D Video-assisted Thoracoscopic Excision of Mediastinal Parathyroid Adenomas
13D Superior Early Outcomes after Laparoscopic Adrenalectomy: Results from the 

ACS NSQIP
14D A Crude Risk Estimator for Adrenal Tumor Functionality

Monday, February 18, 2013

7:45 am – 9:00 am  Scientific Session V   Robert Rush
15 Laparoscopic Retroperitoneal Triple Neurectomy: An Operative Advance in the 

Management of Refractory Inguinodynia
16 Virtual Reality Endoscopic Simulator Discriminates Beginner from Advanced 

Surgical Resident Endoscopists after Formal Endoscopic Training
17 Single Incision Robotic Cholecystectomy: Experience at University  

of California, Davis
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9:00 am – 9:15 am  “Fifty-three Years of Experience          Marshall Orloff, MD 
   with Randomized Controlled 
   Trials of Emergency Portacaval 
   Shunt for Bleeding Esophageal 
   Varices in Cirrhosis – 1958-2011”

9:15 am – 9:40 am  Morning Break/Industry Support Displays 

9:40 am – 10:10 am Historical Vignette  John A. Ryan, Jr. 
   “Medical and Scientific Aspects of  
   Captain Cook’s Pacific Voyages”

10:10 am – 12:00 pm President’s Forum:

10:10 am – 11:10 am Keynote Speaker   Mark Keroack 

11:10 am – 12:00 pm “Transforming Surgical Care” Panel
       Thomas Biehl
       Michael Hart
       Carlos Pellegrini
       Robert Sawin

Tuesday, February 19, 2013

8:00 am – 9:15 am  Scientific Session VI  James Goodnight
18 Should Nonsentinel Node Status Be Included in American Joint Committee on 

Cancer Staging of Melanoma?
19 Breast Cancer Axillary Lymph Node Metastases Correlate with Stem Cell 

Mutations

20 Developing an Algorithm for Conditional Survival Following the Standard of 
Multidisciplinary Care for Stage 1-3 Breast Cancer

9:15 am – 9:30 am  Break

9:30 am – 11:35 am Scientific Session VII  Karen Horvath 
       Linda Wong
21 Liver Transplantation in Children Using Organ Donation after Cardiac Death:  

A Match-Control Outcomes Analysis of 20-Year Experience in a Single Center
22 Multimodality Treatment of Metastatic Neuroendocrine Disease is Superior to 

Liver Transplantation
23 Locally Advanced Pancreatic Cancer: Prolonged Preoperative Treatment is 

Associated with Lymph Node Negativity and Excellent Overall Survival
24 Use The Duodenum, It’s Right There: A Retrospective Cohort Study Comparing 

Biliary Reconstruction Utilizing Either the Jejunum or Duodenum
25 A Clinical Risk Score To Help Identify Patients with Pancreatic Cystic lesions at Risk 

for Invasive Malignancy

12:00 noon  Meeting Adjourns
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All Scientific Session and E-Poster Presentation authors
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1
A Paradigm Shift in Trauma Resuscitation: Prospective  
Evaluation of Evolving Massive Transfusion Practices

Authors: M Kutcher, L Kornblith, R Narayan, V Curd, A Daley, B Redick, M Nelson, 
E Fiebig, M Cohen

Institution: University of California San Francisco/SFGH, San Francisco, CA

Presenter: Matthew Kutcher

Primary Discussant: Jennifer Watters

Discussion Closed By: Mitchell J. Cohen

Objective: The evolution of damage control strategies has led to significant changes 
in the conduct of resuscitation after traumatic injury. We sought to evaluate changes in 
fluid and blood product administration, hypothesizing that the reduction in crystalloid 
volume and the improvements in the ratio of red blood cells (RBCs) to fresh frozen 
plasma (FFP) over the last 7 years would correlate with better outcomes. 

Methods: From February 2005 to June 2011, data were prospectively collected on 
190 trauma patients receiving massive transfusion (MT) (>10 U RBCs per 24 hours) or 
activation of the institutional MT protocol (MTP) at an urban Level I trauma center. 

Results: Mean Injury Severity Score was 28.0 ± 16.0, base deficit was −10.0 ± 6.5, and 
median international normalized ratio was 1.3 (1.1–1.6); mortality was 40.0%. Patients 
received a median of 7.4 L crystalloid, 12 U RBCs, 9.5 U FFP, and 1 U platelets over 24 
hours, with a mean RBC:FFP ratio of 1.44:1. Mean 24-hour crystalloid infusion volume 
and number of total blood product units given in the first 24 hours fell significantly 
over the study period (Table; P < .001). The RBC:FFP ratio also declined from a peak of 
1.80:1 in 2007 to 1.20:1 in 2011 (Table; P = .002). 
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Injury severity and mortality remained stable over the study period. When adjusted 
for age and injury characteristics using Cox regression, each decrease of 0.1 in the MTP 
RBC:FFP ratio achieved was associated with a 7.8% reduction in mortality (P = .017). 

Conclusions: There has been a shift toward reduced crystalloid and re-creation of 
whole blood from component products in resuscitation. These changes have led to 
markedly improved outcomes and a paradigm shift in the resuscitative conduct for 
severely injured patients.
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2
Prospective Evaluation of the Role of Computed Tomography  

in the Assessment of Abdominal Stab Wounds
Authors: K Inaba, O Okoye, R Rosenheck, N Melo, B Branco, P Talving, L Lam, A Salim,  

D Demetriades

Institution: LAC+USC Medical Center, Los Angeles, CA; Cedars-Sinai Medical Center, 
Los Angeles, CA

Presenter: Kenji Inaba

Primary Discussant: Martin Schreiber

Discussion Closed By: Kenji Inaba

Background: Although computed tomography (CT) is effective in the management 
of abdominal gunshot wounds, its role in the diagnostic workup of abdominal stab 
wounds remains controversial. This study was designed to prospectively compare CT 
against serial physical examination in the evaluation of patients who have sustained a 
stab wound to the abdomen. 

Design: A prospective single-center observational study of all patients sustaining 
abdominal stab wounds from March 2009 to March 2011. Patients who were 
hemodynamically unstable, unevaluable, peritonitic, or eviscerated proceeded directly 
to laparotomy. The remainder underwent CT evaluation. The impact of CT findings and 
physical examination on the decision to operate was determined. 

Main Outcome Measures: Diagnostic accuracy of CT vs. physical examination in 
determining the need for therapeutic laparotomy. 

Results: A total of 223 patients were enrolled (94% male, aged 31 ± 13 years, systolic 
blood pressure 128 ± 28 mmHg, Glasgow Coma Score 15 ± 2, Injury Severity Score 6.8 
± 6.5). Forty-two patients (17%) underwent immediate laparotomy, and the remaining 
181 patients (73%) underwent CT. Of these patients, 154 (85%) were successfully 
observed, with 24 patients (13%) requiring laparotomy, 2 patients (1%) requiring 
thoracotomy, and 1 patient (0.5%) requiring sternotomy. Of the 24 laparotomies, 19 
(79%) were therapeutic. All patients who underwent therapeutic laparotomy did so 
based on their physical examination. The most common indication for laparotomy was 
development of peritonitis followed by hemodynamic deterioration. 

Conclusions: In this prospective evaluation of abdominal stab wound management, 
serial physical examination was able to discriminate between patients requiring 
a therapeutic laparotomy and patients who could be safely observed. A physical 
examination–based diagnostic algorithm is effective and decreases the radiation 
burden in the management of acute abdominal stab wounds.
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3
Trauma Systems Access in Cape Town, South Africa: An  

Analysis of 10,000 Consecutive Trauma Center Admissions
Authors: L Knowlton, S Hameed, N Schuurman

Institution: University of British Columbia, Division of General Surgery, Vancouver, BC; 
University of British Columbia, Trauma Services, Vancouver, BC;  

Department of Geography, Simon Fraser University, Burnaby, BC

Presenter: Lisa Knowlton

Primary Discussant: Kim R. Rhoads

Discussion Closed By: Lisa Knowlton

Objectives: To provide the first comprehensive surveillance of annual trauma care at 
a Level I trauma center in South Africa in three parts: an analysis of demographics of 
injury, injury risk by location, and access to trauma services. 

Setting: The Cape Town Trauma Registry (CTTR) is a database that was developed 
at a single Level 1 trauma center in Cape Town, South Africa (Groote Schuur Hospital 
[GSH]). 

Design: After a 1-month pilot was successfully conducted, patient data were 
prospectively compiled on all 10,000 trauma admissions at this large referral center 
over 1 year. 

Patients: All patients undergoing trauma admission between October 2010 and 
October 2011 had deidentified data collected, including demographic information, 
clinical status, mechanism of injury, and location of injury. 

Main Outcome Measures: The main outcome was time to definitive trauma care, 
based on mechanism of injury, the geographic location of injury, and hospital  
referral patterns. 

Results: The minimum data set allowed for analysis of demographics of injury (age, 
sex, mechanism). Geographic information science (GIS) was used to create high-
resolution satellite imaging of the geographic location of injury and to track referral 
patterns. GIS mapping was used to perform our analysis of injury risk, including 
assessment of environmental risk. Finally, accreditation interviews were conducted at 
GSH and its referring hospitals to provide an assessment of the trauma systems  
in place. 

Conclusions: The implementation CTTR improved insights about injury risk based on 
demographics and neighborhood, as well as access to service based on patterns of 
referral. Although no formalized trauma system is yet in place, the framework for one 
already exists.
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4
Missed Doses of Enoxaparin Correlate with Increased  

Incidence of Deep Venous Thrombosis in  
Trauma and General Surgery Patients

Authors: S Louis, K Davey, M Sato, L Tsar, J Watters, R Anderson, T Geraci, S Underwood, 
J Differding, M Schreiber

Institution: Oregon Health & Science University, Portland, OR

Presenter: Scott Louis

Primary Discussant: Joseph Galante

Discussion Closed By: Martin Schreiber

Objective: Enoxaparin is widely used for deep venous thrombosis (DVT) prophylaxis, 
yet DVT rates remain high in the general surgery and trauma populations. Missed 
doses during hospitalization are common. The purpose of this study was to determine 
if missed doses of enoxaparin correlate with DVT formation. 

Design: A prospective observational study. 

Setting: A Level 1 trauma center in an urban environment. 

Patients: Trauma and general surgery patients. 

Interventions: None. 

Main Outcome Measures: Rate of DVT formation. 

Results: Data collected on 201 patients were analyzed. The overall incidence of DVT 
was 16%. Fifty-six percent of patients missed at least one dose of enoxaparin. DVTs 
occurred in 25% of patients who missed a dose and in 5% of patients who did not (P 
< .01). The need for mechanical ventilation (23% vs. 9%), operative therapy (21% vs. 
11%), and male gender (20% vs. 10%) were all associated with DVT formation (P < 
.05). The DVT rate did not differ between trauma and general surgery populations or 
between patients receiving once-daily or twice-daily dosing regimens. 

Conclusions: Missed doses of enoxaparin, mechanical ventilation, operative therapy, 
and male gender are all associated with DVT formation. Missed doses occur commonly 
and are the only identified parameters that can be ameliorated effectively by 
caregivers. Efforts to minimize missed doses of enoxaparin in patients at risk for DVT 
should be optimized.
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5
Telehealth Follow-up in Lieu of Postoperative Clinic Visit for  

Ambulatory Surgery: Results of a Pilot Program
Authors: S Wren, K Hwa

Institution: Stanford University School of Medicine, Palo Alto VAH, Palo Alto, CA

Presenter: Sherry M. Wren

Primary Discussant: Glenn Ault

Discussion Closed By: Sherry M. Wren

Hypothesis: Telehealth encounters can safely substitute for routine postoperative 
clinic visits in selected ambulatory surgical procedures. 

Design: A prospective case series. 

Setting: A university-affiliated Department of Veterans Affairs hospital. 

Patients: Ambulatory surgery patients who underwent elective open unilateral 
inguinal hernia repair or laparoscopic cholecystectomy from October 5, 2011, to 
September 10, 2012. 

Intervention: Two weeks after their surgical procedure, patients were called by a 
physician assistant and assessed using a scripted template. Assessment variables 
included overall health condition, pain level and use of medication, fever, appearance 
of incision, activity level, bowel movements, and any patient concerns. If the 
assessment demonstrated no cause for concern, the patient was offered the choice of 
a second telephone follow-up in 2 weeks or a clinic visit with a physician. Patients who 
opted for telephone follow-up had a chart review for complications that presented 
within 30 days of the surgical procedure. 

Main Outcome Measures: Percentage of patients who accepted telehealth follow-up 
and complications that presented in telehealth patients within 30 days of the surgical 
procedure. 

Results: A total of 100 hernia patients and 24 laparoscopic cholecystectomy patients 
received telehealth follow-up. Patients accepted telehealth visits in 63 of hernias 
(63%) and 24 of cholecystectomies (100%). Complications were present in no 
cholecystectomy patients and in 2 of 63 hernia patients (3.2%) (incisional hematoma 
on postoperative day 19 and minor skin separation on postoperative day 21). Patients 
expressed great satisfaction and were overall  positive about this service. 

Conclusions: Telehealth can be safely used for selected ambulatory patients as a 
substitute for the standard postoperative clinic visit with a high degree of patient 
satisfaction. Patients expressed gratitude for not having to travel (5–100 miles in 
this group) and appreciated this new service. The freed clinic time could then be 
repurposed to increase capacity for new patients. We are now expanding the service to 
patients after laparoscopic inguinal hernia repairs.
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6
Perioperative Profile of Patients with Superficial vs.  

Deep/Organ-Space Surgical Site Infections:  
Implications for Quality Improvement Initiatives

Authors: E Lawson, B Hall, C Ko

Institution: David Geffen School of Medicine, University of California, Los Angeles, CA;  
Washington University in St Louis School of Medicine, St. Louis, MO

Presenter: Elise Lawson

Primary Discussant: Kim R.  Rhoads

Discussion Closed By: Clifford Ko

Objectives: Surgical site infections (SSIs) are the focus of many quality improvement 
initiatives because they are a common and costly cause of potentially preventable 
patient morbidity. Our objective was to determine whether patients with superficial 
SSIs have different perioperative profiles than patients with deep/organ-space SSIs. 

Design: A retrospective cohort study. 

Setting: American College of Surgeons National Surgical Quality Improvement 
Program, 2009. 

Patients: Patients undergoing colorectal procedures identified by Current Procedural 
Terminology codes. 

Main Outcome Measures: Patients with superficial SSI, deep/organ-space SSI, or no 
SSI were compared on the basis of demographics; preoperative clinical severity, risk 
factors, and comorbidities; and variables related to the hospitalization or procedure. 
Hierarchical multivariate logistic models were developed to identify risk-adjusted 
predictors of each SSI type. 

Results: Among 25, 455 patients identified from 236 hospitals, 7.8% developed a 
superficial SSI, and 6.0% developed a deep/organ-space SSI. Patients with superficial 
SSIs were more likely to be in higher body mass index categories and to have diabetes 
than patients with deep/organ-space SSIs. Patients with deep/organ-space SSIs had 
worse functional status; higher wound class; and higher rates of smoking, renal failure, 
steroid use, disseminated cancer, weight loss, chemotherapy, radiotherapy, sepsis, 
and emergency procedure. Odds ratios for superficial SSI associated with particular 
diagnosis groups differed from odds ratios for deep/organ-space SSI in terms of 
magnitude and significance. 

Conclusions: Patients who develop superficial SSIs after colorectal procedures 
have a different perioperative profile than patients who develop deep/organ-space 
SSIs. Groups interested in preventing SSIs may benefit from considering these SSI 
types independently for root-cause analyses and development of best practices and 
interventions.
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7
Improved Operative Efficiency and Patient Safety with 

Utilization of a Hybrid Room for Endovascular Aneurysm Repair
Authors: J Lee, J Greenberg, V Varu

Institution: Stanford University Medical Center, Stanford, CA

Presenter: Jason Lee

Primary Discussant: Benjamin Starnes

Discussion Closed By: Jason Lee

Objective: Access to a hybrid endovascular suite is touted as necessary for advanced 
endovascular aneurysm repair (EVAR) to improve imaging accuracy. Not much data 
exist to document this intuitive advantage of a hybrid setup vs. a traditional operating 
room (OR) with portable C-arm imaging. We hypothesized that standard elective EVAR 
performed in a hybrid suite would improve procedural efficiency and accuracy, as well 
as minimize patient exposure to contrast and radiation. 

Design: A retrospective review. 

Setting: An academic tertiary care hospital.

Patients: Consecutive patients undergoing EVAR from 2008 to 2012. 

Interventions: EVAR before and after opening a hybrid endovascular suite in July 2010. 

Main Outcome Measures: Operative time, fluoroscopy and contrast use, and patient 
outcomes. 

Results: From January 2008 to August 2012, 260 endograft procedures were 
performed by a single attending surgeon (82% abdominal). Of the 213 abdominal 
aortic aneurysm (AAA) procedures, and after excluding emergent, AUI, snorkel, 
or hybrid procedures, we analyzed 109 consecutive routine EVARs. Fifty-eight 
cases were performed in the OR with a C-arm until July 2010, and the last 51 cases 
were performed in the hybrid suite. Both groups were well matched in terms of 
demographics and aneurysm morphology. No difference was found in fluoroscopy 
time, complications, type I/III endoleaks, or morbidity/mortality. Compared with 
patients repaired in the OR with a C-arm, EVAR done in the hybrid room resulted in 
shorter total operating time, less contrast use, and use of fewer endograft components 
(P < .05). 

Conclusions: Routine EVAR performed in a hybrid fixed-imaging suite affords greater 
operative efficiency and less use of iodinated contrast for the patient. The accurate 
imaging quality and precise deployment made possible in the hybrid suite led to a 
lower number of endograft components being used, which is related to improved cost 
efficiency. Confirmation of these findings in more complex EVAR would further provide 
evidence to justify the capital expenditure necessary for hybrid endovascular suites.
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8
The Effect of the 16-Hour Shift on General Surgery Intern  

Operative Case Volume—A Multi-institutional Study
Authors: S Schwartz, J Galante, A Kaji, M Dolich, D Easter, K Patel, A Senagore,  

D Takanishi, M Melcher, M Reeves, A Salim, C de Virgilio

Institution: Harbor UCLA Medical Center, Los Angeles, CA; UC Davis Medical Center, 
Sacramento, CA 

Presenter: Samuel Schwartz

Primary Discussant: Julie Freischlag

Discussion Closed By: Joseph Galante

Objective: To determine whether the 16-hour intern work limit, implemented in July 
2011, has adversely affected operative experience. 

Design: A retrospective review of categorical PGY-1 Accreditation Council for Graduate 
Medical Education case logs from the intern class (n = 52) with a 16-hour work limit 
compared with the four preceding years (2007–2010; n = 197) without a 16-hour  
work limit. 

Setting: Ten general surgery residency programs in the western United States. 

Participants: A total of 249 categorical general surgery interns. 

Main Outcome Measures: Total, major, first assistant, and defined category  
case totals. 

Results: Compared with the preceding 4 years, the 2011–2012 interns recorded a 
25.8% decrease in total operative cases (65.9 vs. 88.8; P = .005), a 31.8% decrease in 
major cases (54.9 vs. 80.5; P = .0002), and a 46.3% decrease in first assist cases (11.1 vs. 
20.7; P = .008). There were statistically significant decreases in cases within the defined 
categories of abdomen, endocrine, head and neck, basic laparoscopy, complex 
laparoscopy, pediatrics, thoracic, and soft tissue/breast in the 16-hour-shift intern era, 
whereas there was no decrease in trauma, vascular, alimentary, endoscopy, liver, or 
pancreas cases. 

Conclusions: The 16-hour work limit implemented in July 2011 is associated with 
a significant decrease in categorical intern operative experience. If the 16-hour 
shift were to be extended to all postgraduate year levels, one could anticipate that 
additional years of training would be needed to maintain the same operative volume.
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9
The General Surgery Chief Resident Operative Experience:  

22 Years of National Accreditation Council for  
Graduate Medical Education Case Logs

Authors: F Drake, K Horvath, A Goldin, K Gow

Institution: University of Washington Medical Center, Seattle, WA;  
Seattle Children’s, Seattle, WA

Presenter: Frederick T. Drake

Primary Discussant: Karen E. Deveney

Discussion Closed By: Adam Goldin

Objective: To evaluate how operative experiences for general surgery chief residents 
(CRs) have changed. 

Design and Setting: A retrospective review of Accreditation Council for Graduate 
Medical Education case logs from 1989–1990 through 2010–2011 divided into five 
periods. Graduates in period 3 were the last to train with unrestricted work hours; 
graduates in period 4 were considered part of a transition period and were trained 
under both systems; and graduates in period 5 trained fully under the 80-hour  
work week.  

Outcome Measures: Total cases and several defined categories were evaluated for 
changes over time. 

Results: The average total CR case numbers have fallen (271 cases in period 1 vs. 
242 cases in period; P  < .001). Total CR cases dropped to their lowest following the 
implementation of the 80-hour work week (236 cases), though the number increased 
again. Recently, median case totals have been three to eight cases below the mean, 
suggesting that most residents perform fewer cases than average. The percentage of 
residents’ 5-year operative experience performed as CR has decreased (30% in period 
1 vs. 25.6% in period 5; P < .001). As for the case mix, vascular, thoracic, and trauma 
cases declined persistently. Alimentary and intraabdominal operations increased 
substantially; recent graduates averaged 80 and 78 cases, respectively. Compared with 
period 1, in which these two categories represented 47.1% of CR experience, in period 
5 they represented 65.2% (P < .001). Endocrine experience has remained consistent. 

Conclusions: CR cases are crucial in surgical training. Total CR cases have declined and 
contribute less to overall experience. The case mix has narrowed, with a significantly 
increased portion allocated to alimentary and intraabdominal cases. Educators should 
consider these findings as surgical training evolves.
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10
A Dedicated Rural Training Year Increases the Likelihood of 

Becoming a General Surgeon in a Small-Town Setting
Authors: K Deveney, M Deatherage, D Oehling, J Hunter

Institution: Oregon Health & Science University, Portland, OR; Grants Pass Surgical 
Associates, PC, Grants Pass, OR

Presenter: Karen Deveney

Primary Discussant: Diana Farmer

Discussion Closed By: Karen Deveney

Objectives: Although projections of surgical workforce needs predict an increased 
need for general surgeons, especially in rural areas, graduates of residency programs 
increasingly enter specialty practice in urban or metropolitan sites. In 2002 we started 
a year-long rotation at a hospital in a rural setting with no specialty residents.  
We hypothesized that residents who complete this year are more likely to enter 
general surgery practice than a specialty and to practice in a nonurban or 
nonmetropolitan setting. 

Methods: The records of all surgical residents who had (Rural) and had not (Other) 
completed the residency and entered practice since the rural rotation began were 
compared using the Fisher exact test to evaluate whether the two groups differed in 
the likelihood of completing a fellowship, practicing general surgery, and practicing in 
a setting with a population less than 50,000. Demographic characteristics of the two 
groups and initial intent to practice rural general surgery were also compared. 

Results: Age, gender, and initial specialty plans of the two groups did not differ. 

Conclusions: Providing residents a dedicated and significant experience in a rural 
setting increases the likelihood that they will practice general surgery in a similar 
setting. Implementing such programs might help demonstrate to surgery residents 
that general surgery practice in a small town or rural site is attractive and rewarding.
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11
Is Preexisting Gastroesophageal Reflux Disease a  

Contraindication to Sleeve Gastrectomy? 
 A Nationwide Analysis

Authors: C DuPree, K Blair, S Steele, M Martin

Institution: Madigan Army Medical Center, Ft. Lewis, WA

Presenter: Cecily DuPree

Primary Discussant: Peter Crookes

Discussion Closed By: Matthew Martin

Objectives: To analyze the impact of laparoscopic sleeve gastrectomy (LSG) on 
gastroesophageal reflux disease (GERD) and to compare the results of LSG and gastric 
bypass (GB) among patients with known GERD. 

Design: A retrospective review of the Bariatric Outcomes Longitudinal Database from 
2007 to 2010, including inpatient and all outpatient follow-up data. 

Setting: A multicenter national database.

Patients: Patients undergoing LSG were compared with a concurrent cohort 
undergoing GB. 

Main Outcome Measures: (1) Rates of improvement or worsening of GERD symptoms; 
(2) development of new-onset GERD; and (3) weight loss and complications. 

Results: A total of 4,832 patients underwent LSG, and 33,867 patients underwent GB, 
with preexisting GERD in 45% of the LSG cohort and in 50% of the GB cohort. Most 
LSG patients (85%) continued to have GERD symptoms postoperatively, with only 
15% demonstrating GERD resolution and 10% having worsened GERD. In comparison, 
GB resolved GERD in most patients (61%) within 6 months postoperatively (P < .01). 
Among the LSG cohort, the presence of preoperative GERD was associated with 
increased postoperative complications (16% vs. 10%), gastrointestinal adverse events 
(7% vs. 4%), and increased need for revisional surgery (0.1% vs. 0.3%) (all P < .05). The 
presence of GERD had no impact on weight loss for the GB cohort but was associated 
with decreased weight loss in the LSG group. 

Conclusions: Sleeve gastrectomy did not reliably relieve or improve GERD symptoms, 
and it induced GERD in some previously asymptomatic patients. Preoperative GERD 
was associated with worse outcomes and weight loss with LSG, and it may represent a 
relative contraindication.
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Patient Age, Medical Management of  

Gastroesophageal Reflux Disease, and Fundoplication:  
How Do We Define Medical Failure?

Authors: J McAteer, C LaRiviere, M Garrison, C Larison, A Goldin

Institution: Seattle Children’s Hospital, Seattle, WA

Presenter: Jarod McAteer

Primary Discussant: Steven L. Lee

Discussion Closed By: Adam B. Goldin

Objective: To identify factors associated with progression to antireflux procedures 
(ARPs) in children hospitalized with gastroesophageal reflux disase (GERD). 

Design: A retrospective cohort study. Demographics, comorbidities, medications,  
and diagnostic procedures were evaluated descriptively and with Cox proportional 
hazard models. 

Setting: Pediatric Health Information System database. 

Patients: Patients younger than 19 years discharged between January 2002 and 
December 2010 with primary diagnostic codes for GERD. 

Main Outcome Measure: Proportional hazard of progressing to ARP during 
admission. 

Results: Of 141,190 patients meeting study criteria, 11,621 patients (8.2%) underwent 
ARP during the study period. More than half of ARP patients (52.7%) were younger 
than 6 months. While most operative patients (65.1%) received preoperative upper 
gastrointestinal workup, there was no uniform workup across patients. The hazard 
of receiving an ARP was significantly increased in children younger than 6 months 
and in children with failure to thrive, neurodevelopmental delay, cardiopulmonary 
anomalies, cerebral palsy, and aspiration pneumonia, as well as in patients with 
tracheoesophageal fistula and diaphragmatic hernia. Each additional GERD-related 
hospitalization was associated with a 10% increased risk of an ARP. 

Conclusions: ARPs are most commonly performed in children during a period of life 
in which regurgitation is normal and physiologic, and objective measures of GERD are 
difficult to interpret. To identify meaningful outcomes after ARP, indications must be 
clear and standardized. While ARP may be an appropriate intervention as a component 
of feeding access in specific populations of children, we must define failure of medical 
management in this population and distinguish between medical management of 
GERD and failure to thrive.
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13
To Operate or Not: The Long-term Outcomes of Nonsurgically  

Managed Appendicitis Throughout California
Authors: B McCutcheon, D Chang, R Parina, A Noorbakhsh, L Marcus, M Talamini

Institution: UC San Diego School of Medicine Department of Surgery, San Diego, CA

Presenter: Brandon McCutcheon

Primary Discussant: Alden Harken

Discussion Closed By: Mark Talamini

Objective: To establish long-term recurrence rates for nonsurgically managed 
nonruptured appendicitis and identify determinants of recurrence with rupture. 

Design: A longitudinal observational analysis. 

Setting: The California Office of Statewide Health Planning and Development 
statewide database from 1997 to 2010, in which patients could be tracked throughout 
the state. 

Patients: Patients with emergent, nonruptured appendicitis. 

Main Outcome Measures: Recurrence with or without rupture following nonsurgical 
management. Risk factors for recurrence with rupture were also identified. 

Results: Among 301,699 patients with nonruptured appendicitis, the majority of 
patients (97.0%) were managed operatively. Among nonsurgically managed patients 
(n = 9172), 90.0% did not experience a recurrent episode of appendicitis. Of episodes 
that did recur, 67.4% did not present with abscess or rupture. On multivariate 
analysis, risk factors for recurrence with ruptured appendicitis were age, increasing 
comorbidities, blacks (hazard ratio [HR]: 4.34; 95% confidence interval [CI], 1.66–11.31), 
Asians and Pacific Islanders (HR: 3.61; 95% CI, 1.62–8.04), and teaching hospitals (HR: 
3.13; 95% CI, 1.46–6.71). 

Conclusions: Approximately 97% of patients who are nonsurgically managed for 
nonruptured appendicitis do not experience recurrence with rupture. Black and 
Asian patients, older patients, and patients with comorbidities are more likely to have 
recurrence with rupture. Therefore, nonsurgical management of appendicitis outside 
these populations might be the next step in the evolution of the treatment of acute 
appendicitis.
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14
Gallstone Pancreatitis Without  
Subsequent Cholecystectomy

Authors: S Hwang, P Haigh

Institution: Kaiser Permanente, Los Angeles, CA

Presenter: Stephanie Hwang

Primary Discussant: Brendan Visser

Discussion Closed By: Philip Haigh

Objective: To determine the risk of developing recurrent gallstone pancreatitis in 
patients who never receive a cholecystectomy. 

Design: A retrospective cohort study using electronic medical records. 

Setting: Inpatient and outpatient settings. 

Patients: All patients with a primary diagnosis of acute gallstone pancreatitis 
hospitalized from January 1995 through December 2010 who did not undergo 
subsequent cholecystectomy. 

Interventions: Endoscopic retrograde cholangiopancreatography without 
sphincterotomy/stent (ERCP), endoscopic retrograde cholangiopancreatography with 
sphincterotomy/stent (ERCPS), or no intervention. 

Main Outcome Measures: Recurrent acute pancreatitis. 

Results: A total of 1,658 patients were identified. Median age at diagnosis was 64 
years. A total of 1,176 patients received no intervention, 402 patients received ERCPS, 
and 80 patients received ERCP. After a median follow-up of 2.2 years, the overall 
risk of recurrent pancreatitis was 6.5%, 3.2%, and 11.3% in the patients who had no 
intervention, ERCPS, and ERCP, respectively (ERCPS vs. no intervention, P = .04; ERCP 
vs. no intervention, P = .74). Median time to recurrence was 28, 18, and 10 days in the 
patients who had no intervention, ERCPS, and ERCP, respectively. After adjusting for 
age, gender, and Charlson comorbidity index, ERCPS was independently associated 
with the lowest risk of recurrence (hazard ratio: 0.48; 0.24–0.93) compared with no 
intervention. 

Conclusions: The risk of recurrent pancreatitis is low in patients who never have 
a cholecystectomy. Cholecystectomy may not be indicated after acute gallstone 
pancreatitis, especially if ERCPS is performed.
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An Operative Advance in the Management  
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Background: With the technical success of tension-free inguinal herniorrhaphy, chronic 
groin pain has far surpassed recurrence as the most common long-term complication. 

Objective: To evaluate laparoscopic triple neurectomy of the ilioinguinal, 
iliohypogastric, and genitofemoral nerve trunks in the retroperitoneal lumbar plexus 
for treatment of refractory inguinodynia. 

Design: A prospective study. 

Setting: A university hernia center. 

Patients: Twenty consecutive patients with chronic inguinodynia (14 male patients; 
mean age: 46 years; all failing pain management; prior neurectomy in 4 patients); 
follow-up was to 180 days (minimum 30 days). 

Main Outcome Measures: Groin pain (numeric rating scale), dermatomal mapping, 
hernia recurrence, histologic confirmation, and complications. 

Results: There were no intraoperative complications. All patients had histologic 
confirmation of neurectomy and clinical confirmation with dermatomal mapping. 
Numeric pain scores were significantly decreased (baseline: 7.8) on postoperative day 
(POD) 1 (2.9; P < .001), POD 7 (2.2; P < .001), POD 30 (1.7; P < .001), and POD 90 (1.3; 
P < .001). In comparison with standard triple neurectomy (80%) and extended triple 
neurectomy including the genitofemoral nerve trunk (87.5%), the rate of successful 
intervention was improved (95%). Narcotic dependence decreased, and activity 
level increased. Two patients reported transient hypersensitivity consistent with 
deafferentation. All patients had anticipated numbness in the neurectomy distribution 
without complaint. Four patients had residual meshoma pain not requiring 
reoperation. Orchialgia was not improved. 

Conclusions: This study represents the largest series of laparoscopic retroperitoneal 
triple neurectomies for treatment of inguinodynia. The procedure is safe and effective, 
allowing access proximal to all potential sites of peripheral neuropathy and overcoming 
many of the limitations of open triple neurectomy after open and laparoscopic 
preperitoneal repair. In the absence of recurrence or meshoma, the procedure may be 
the preferred technique for definitive management of chronic inguinal neuralgia.
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Virtual Reality Endoscopic Simulator Discriminates Beginner  

from Advanced Surgical Resident Endoscopists  
after Formal Endoscopic Training

Authors: I White, B Buchberg, K Lu

Institution: Oregon Health & Science University, Portland, OR

Presenter: Ian White

Primary Discussant: Amir Bastawrous

Discussion Closed By: Kim Lu

Objective: To determine if a virtual reality colonoscopy simulator can discriminate 
between surgical residents before and after 6 weeks of formal clinical endoscopic 
training. 

Design: A retrospective review of prospectively collected resident data on an 
endoscopy simulator. Data were collected over a 5-year period from 94 different 
residents performing a total of 795 colonoscopic simulation scenarios. 

Settings: General surgery residents at all levels of training at a large quaternary 
academic hospital. 

Patients: Endoscopic simulator with four different clinical scenarios. 

Interventions: Residents performed on an endoscopy simulator before and after they 
had received 6 weeks of formal clinical training during an endoscopy rotation. 

Main Outcome Measures: Time to intubation of cecum and severity of simulated 
patient discomfort (mild, moderate, severe, extreme) during colonoscopy scenarios. 

Results: Average time to intubation of the cecum was 6.8 minutes for residents 
who had not undergone endoscopic training, while average time for residents after 
endoscopic training was 4.4 minutes (P < .001). For residents compared against 
themselves (before vs. after endoscopy rotation), the cecal intubation times decreased 
from 7.1 minutes to 4.3 minutes (P < .001). Post–endoscopy rotation residents caused 
less severe discomfort than pre–endoscopy rotation residents (4% vs. 10%) during 
simulated colonoscopy (P = .004). 

Conclusions: Virtual reality endoscopic simulation is an effective tool in measuring 
improvement in surgical resident performance after formal clinical endoscopic 
training.
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Experience at the University of California, Davis
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Objective: The single-incision robotic platform has recently been released to select 
centers in the United States and approved for single-incision robotic cholecystectomy 
(SIRC). We present one of the first clinical experiences with this novel technology. 

Design: Demographic, anthropomorphic, and operative data were prospectively 
collected for patients who underwent SIRC at our institution. 

Settings: A university. 

Patients: Fifty-seven consecutive patients with gallbladder disease scheduled for a 
surgical procedure. Interventions: All patients underwent attempted single-incision 
robotic cholecystectomy. 

Main Outcome Measures: Conversion to multiport laparoscopy and complications 
related to the surgical procedure were recorded. Duration of single-incision port 
placement (T1), robotic setup (T2), robotic operative time (T3), and total operative 
time (T-total) were measured. 

Results: Over the first 7 months of using the platform, 57 patients underwent 
attempted SIRC. The patients were predominantly women (n = 41), were aged 44 ± 
17 years, and had a body mass index (BMI) of 29 ± 6 kg/m2. Six cases were converted 
to multiport laparoscopic cholecystectomy for bleeding (n = 1), pericholecystic 
inflammation (n = 2), severe adhesions (n = 1), and BMI >50 kg/m2 (n = 2). There 
were no complications during SIRC. T1 (11 ± 6 minutes) and T2 (5 ± 33 minutes) were 
relatively brief for all patients. In the 51 cases completed by SIRC, T3 was 39 ± 17 
minutes, and T-total was 82 ± 21 minutes. 

Conclusions: This early experience indicates that SIRC is feasible and safe. Technically, 
SIRC provides superior triangulation of the target anatomy, improved ergonomics, 
and a wider range of motion compared with the standard single-incision laparoscopic 
surgical procedure. We anticipate that single-incision robotic surgery will play a 
significant role in minimally invasive surgery.
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Should Nonsentinel Node Status Be Included in  

American Joint Committee on Cancer Staging of Melanoma?
Authors: A Leung, D Morton, J Ozao-Choy, D Hari, M Sim, M Faries
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Presenter: Anna Leung

Primary Discussant: Stanley Leong

Discussion Closed By: Donald Morton

Hypothesis: Because the survival of patients with stage III melanoma varies with the 
extent of regional lymph node involvement, staging should consider the tumor status 
of nonsentinel, as well as sentinel, nodes. 

Design, Setting, and Patients: The melanoma database at our cancer center was 
queried for all patients who underwent complete lymph node dissection because of 
sentinel node (SN) metastasis from a cutaneous primary melanoma. 

Main Outcome Measures: Disease-free, disease-specific, and overall survival. 

Results: Of 4,223 patients who had undergone SN biopsy since 1986, 329 patients 
had a tumor-positive SN; 79 of 329 patients (24%) also had nonsentinel node (NSN) 
metastases. Factors predictive of NSN positivity included older age (P = .04), thicker 
primary (P < .0001), and ulceration (P < .015). Overall survival (OS) was 178 months 
with SN-only metastasis and 42.2 months with both SN and NSN metastasis (5-year 
OS: 72.3% and 46.4%, respectively). Median disease-specific survival (DSS) was not 
reached with SN-only metastasis but was 60 months with both SN and NSN metastasis 
(5-year DSS: 77.8% and 49.5%, respectively) (Figure). On multivariate analysis, NSN 
positivity had the strongest association with disease-free survival (hazard ratio [HR]: 
1.754 [1.228–2.505]; P = .002), OS (HR: 2.24 [1.476–3.404]; P = .0002), and DSS (HR: 
2.225 [1.456–3.072]; P < .0001). A subgroup analysis of patients with two or three total 
positive nodes (58 patients with SN-only metastasis and 48 patients with SN and NSN 
metastasis) confirmed the independent effect of NSN tumor status (DSS; P = .04). 

Conclusions: NSN positivity is one of the most significant prognostic factors for 
stage III melanoma. American Joint Committee on Cancer staging should consider 
subclassification based on NSN tumor status.
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Correlate with Stem Cell Mutations
Authors: C Donovan, S O’Neill, R Pommier, R Schillace, A Naik, J Vetto, J Murphy,  
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Objectives: The PIK/AKT pathway regulates cell proliferation and thus is a crucial 
target for chemotherapeutic agents. Mutations in oncogenes AKT1, HRAS, and 
phosphoinositide-3-kinase CA (PIK3CA) in breast cancers result in altered PIK/AKT 
signaling and tumor proliferation. Therefore, we sought to determine if genetic 
mutations in breast cancer stem cells (BCSCs) in these pathways increase progression 
and metastatic potential.  

Design: Malignant and benign stem cells were collected from fresh surgical specimens 
by way of fluorescence- activated cell sorting. The presence of AKT1, HRAS, and PIK3CA 
mutations in BCSCs was correlated with axillary lymph node metastases.  

Setting: A university teaching hospital’s surgical oncology research laboratory. 

Patients: Twenty-five intraductal carcinoma breast cancers (stages IA–IIB) and nine 
reduction mammoplasty specimens. 

Main Outcome Measures: Presence of AKT1, HRAS, and PIK3CA mutations in stem 
cells, tumor stage, age, and lymph node metastases.  

Results: No AKT1, HRAS, or PI3KCA mutations were found in stem cells from benign 
breast tissues. Eleven tumors with BSCSs carrying mutations in AKT1, HRAS, and 
PIK3CA, as well as 14 tumors with BCSCs without mutations, were accrued. Nine 
tumors with BCSC AKT1/HRAS/PIK3CA mutations (81%) had associated lymph node 
metastases. Four  tumors with BCSCs without mutations (28%) had nodal metastases. 
The Fisher exact test P = .01.  

Conclusions: Tumors in which BCSCs have a defective PIK/AKT signaling pathway 
are significantly more likely to present with nodal metastases. This stem cell signaling 
defect is a marker of a more aggressive breast cancer. It identifies a group of patients 
who would likely benefit from therapy directed at the PIK/AKT pathway.



- 57 -

Notes: SCIENTIFIC SESSIONS



- 58 -

20
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Following the Standard of Multidisciplinary Care for  
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Background and Hypothesis: Personalized estimates of expected survival as disease-
free survival increases are valuable to patients and clinicians. We hypothesized that 
an algorithm could be developed to predict disease-free and overall survival based 
on patient and tumor characteristics for stage I–III breast cancer patients following 
multidisciplinary care. 

Design, Setting, and Patients: Using current guidelines, standard care for stage I–III 
breast cancer was defined for surgery plus adjuvant therapies. A total of 5,803 patients 
younger than 70 years meeting treatment criteria were selected from an institutional 
research database. The Cox proportional hazards model was selected for its ability to 
model arbitrary survival functions. Univariate and multivariate analyses were used to 
identify patient and tumor characteristics associated with recurrence and mortality. 
Martingale and Schoenfeld residuals were used to evaluate model fit. Time-varying 
covariates and stratification between levels were used to improve model fit. The Akaike 
information criterion was used to select variables for the final model. 

Main Outcome Measures: Recurrence and mortality.

Results: Age, tumor size (T), node status (N), tumor grade (G), lymphovascular invasion 
(LVI), extranodal extension (ENE), and hormone receptor (HR) status were statistically 
significant on univariate analysis. On multivariate analysis, T was the most important 
factor among N0 tumors, and N was the most important factor regardless of T in N1–3 
tumors. Survival curves were estimated based on T, N, ENE, HR, LVI, and G. Modeled 
and actual survival curves were closely correlated for various combinations of age, T, N, 
and HR. 

Conclusions: The foundation has been laid for estimating individualized conditional 
survival for stage I–III breast cancer patients following appropriate multidisciplinary 
care.
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Discussion Closed By: Johnny Hong

Objective: The number of available organs from standard criteria deceased donors 
after brain death does not meet the current needs for liver transplantation (LT). 
Donation after cardiac death (DCD) has been used in adults to expand the donor pool 
and is associated with inferior survival outcomes and increased biliary complications. 
Data on DCD LT in children are limited. This study was undertaken to compare long-
term outcomes for DCD LT and donation after brain death (DBD) LT in children. 

Methods: The study cohort comprised 3:1 case-control matched groups (based on 
recipient age, diagnosis, era of LT, and donor type) from our prospective database 
between February 1990 and November 2010. Mean follow-up was 4.5 years. Outcomes 
were compared for DCD LT and DBD LT. 

Results: Comparing DCD (n = 7) and DBD (n = 21) groups, recipient median age (28 
vs. 20 months; P = .577), weight, acuity of illness, Pediatric End Stage Liver Disease 
Score (19 vs. 11; P = .174), and donor age (24 vs. 13 months; P = .483) were comparable. 
Ten-year patient and graft survival rates for DCD and DBD LT were 100%. There was no 
ischemic cholangiopathy in the DCD LT group. Biliary anastomotic stricture occurred 
in one DCD LT and three DBD LTs. There were no vascular complications in the DCD 
group. 

Conclusions: Our study showed excellent long-term outcomes with liver 
transplantation in children using DCD organs. The use of liver grafts procured after 
cardiac death is an effective approach to expand the donor pool and remains an 
untapped resource for children in need of a liver transplant.
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Disease Is Superior to Liver Transplantation
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Objective: The role of orthotopic liver transplantation (OLT) in the treatment of 
hepatic involvement of metastatic neuroendocrine tumors (MNETs) continues to be 
debated. Studies have compared MNET OLT outcomes against outcomes of patients 
treated with OLT for other indications, such as hepatocellular cancer. Also, MNET 
OLT outcomes have been compared with outcomes of surgical resection alone. This 
study compares a large single-center experience with MNET patients treated with 
a combination of resection, ablation, embolization, chemotherapy, and hormonal 
therapy against the published outcomes of such patients treated with OLT from the 
United Network for Organ Sharing database. 

Methods: A retrospective review of a single-center liver transplant/hepatobiliary 
program with a high volume of MNET patients in which OLT has not been used. All 
neuroendocrine tumor (NET) patients from 1986 to 2010 where included. We then 
further narrowed this group based on accepted indications for OLT to include patients 
who were younger than 55 years, did not have a high-grade tumor, had resection of 
their primary tumor, and had primary tumors involving portal drainage. 

Results: Of the 87 cases, 31 cases had a hepatic resection. The 5-year and median 
survival rates are shown in the Table. 

Conclusions: With the scarcity of organs available for transplantation and the 
significant detrimental effects of immunosuppression on residual neuroendocrine 
disease, the role of OLT has been unclear. The results of this study show that the 5-year 
survival rates of 71.1% are significantly better than the 55% survival rate after OLT. 
A multidisciplinary/multimodality approach to the treatment of MNET yields better 
patient outcomes than OLT.
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Objective: Treatment of patients with locally advanced pancreatic cancer (LAPC) is not 
standardized. The objectives of the study are (1) to review our institution’s experience 
with 49 LAPC patients who were downstaged and underwent surgical resection and 
(2) to identify prognostic biomarkers that could guide adjuvant therapy in this patient 
subgroup. 

Design, Setting, and Patients: A retrospective analysis of patients from a single 
institution during 1992–2011 with American Joint Committee on Cancer stage III LAPC, 
who were initially unresectable as determined by staging computed tomography and/
or surgical exploration and who were treated and then surgically resected. 

Main Outcome Measures: Clinicopathologic variables and prognostic biomarkers 
SMAD4, S100A2, and microRNA-21 were correlated with survival by univariate and 
multivariate Cox proportional hazard modeling (multivariate analysis [MVA]). 

Results: All 49 patients were deemed initially unresectable because of vascular 
involvement. After completing preoperative chemotherapy for a median of 7.1 months 
(1.8–29.8), a majority of patients (75.5%) underwent a pylorus-preserving Whipple 
operation; three patients (6.1%) had a vascular resection. It is striking that 37 of 49 
patients were lymph node (LN) negative (75.5%), 40 patients (85.1%) had negative 
margins, and 54.2% of evaluable patients achieved a complete or nearly complete 
histopathologic (HP) response. The median overall survival (OS) was 40.1 months 
(11.8–213.1). A comprehensive univariate analysis of HP prognostic biomarkers (Table) 
revealed that perineural invasion (PNI) (hazard ratio [HR]: 5.53; P = .007) and grade (HR: 
3.68; P = .02) were most significant. LN involvement, as a marker of systemic disease, 
was also significant on univariate analysis (P = .047). Patients with no LN involvement 
had longer OS (44.4 vs. 23.2 months; P = .001) than LN-positive patients and were more 
likely to have received fluorouracil (24 of 34 patients [70.6%] vs. 4 of 10 patients [40%]; 
P = .07). The molecular biomarkers, SMAD4 loss (Figure) (P = .01) in tumor cells, and 
microRNA-21 expression in the stroma (P = .049) also correlated with OS. On MVA of 
HP and molecular markers, only SMAD4 loss was significant (HR: 5.44; P = .04). To our 
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knowledge, this study is the first one to show a correlation of SMAD4 and microRNA-21 
with survival in this patient subgroup. 

Conclusions: Prolonged preoperative chemotherapy for patients with LAPC is 
associated with a high incidence of LN-negative disease and excellent OS. After 
surgical resection, PNI, grade, and SMAD4 status should guide adjuvant treatment 
decisions in this select subset of patients.

SCIENTIFIC SESSIONSNotes:
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Discussion Closed By: Thomas Biehl

Hypothesis: Direct duodenal anastomosis for biliary reconstruction is at least as safe 
and effective as Roux-en-Y jejunal anastomosis, with the benefit of operative simplicity 
and ease of postoperative endoscopic evaluation. Design: A retrospective chart review 
with telephone survey. 

Setting: The Division of Hepatopancreatobiliary surgery at a high-volume tertiary care 
facility. 

Patients: A total of 103 patients undergoing nonpalliative biliary reconstruction. 

Interventions: Biliary reconstruction by way of either end-to-side Roux-en-Y jejunal 
anastomosis or direct duodenal anastomosis. 

Main Outcome: Primary endpoints were anastomosis-related complications (leaks, 
abscesses/bilomas, or strictures). Secondary endpoints were overall complications, 
endoscopic or radiologic interventions, readmissions, and death. 

Results: A total of 103 biliary reconstructions following nonpalliative bile 
duct resection were performed between 2000 and 2012 for bile duct injury, 
cholangiocarcinoma, choledochal cysts, or benign strictures. There were 63 direct 
duodenal reconstructions and 40 Roux-en-Y jejunal reconstructions. The groups were 
similar with regard to demographics, preoperative diagnoses, postoperative length 
of stay, mortality rates, and grade 3 or greater (Clavien-Dindo) complication rates. 
However, there were fewer anastomosis-related complications (leaks, abscesses/
bilomas, or strictures) in the duodenal cohort than in the jejunal cohort (15.9% vs. 
37.5%; P = .02). Of patients developing stricture, five of seven patients in the jejunal 
cohort required percutaneous transhepatic access for management, compared with 
only one of three patients in the duodenal cohort. 

Conclusions: Direct duodenal anastomosis is a safe, simple, and often preferable 
method for biliary reconstruction with a statistically significant decrease in 
anastomotic complications. When anastomotic complications occur, there is less need 
for transhepatic intervention because of easier endoscopic access.
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Objective: To develop a clinically useful risk score predicting the incidence of 
malignancy for pancreatic cystic lesions (PCLs). 

Design: A retrospective cohort study. 

Setting: Thirteen hospitals. 

Patients: Patients with PCLs who underwent pancreatectomy. 

Main Outcome Measure: Invasive pancreatic malignancy. 

Results: A total of 212 patients with PCL who underwent pancreatectomy were 
identified. Invasive malignancy was found in 27% of the patients. The mean age was 
56.2 years, and 68% of the patients were female. Computed tomography identified 
the lesion in 188 patients (92%). The mean lesion size per imaging was 4.6 cm. In all, 
134 lesions (65%) were located in the body/tail of the pancreas, and 63 lesions (31%) 
were located in the pancreatic head. A total of 118 patients (58%) were symptomatic. 
Pancreatic ductal dilatation and a solid component on imaging were present in 21% 
of the patients. Thirty-three patients had suspicious serum markers for malignancy. 
The most common final pathologic diagnoses were mucinous cystic neoplasm (22%), 
adenocarcinoma (16%), and serous cystadenoma (16%). The majority of patients (54%) 
underwent distal pancreatectomy. Univariate analysis showed the following to be 
significantly associated with malignancy: age older than 60 years (P = .01; odds ratio 
[OR]: 1.03; 95% confidence interval [CI], 1.01–1.05), male gender (P = .006; OR: 2.4; 95% 
CI, 1.28–4.5), location in the pancreatic head (P = .039; OR: 1.99; 95% CI, 1.04–3.84), 
symptomatic (P = .002; OR: 2.91; 95% CI, 1.47–5.77), pancreatic duct dilatation (P = 
.002; OR: 3.17; 95% CI, 1.53–6.56), and suspicious serum markers (p < .001; OR: 6.61; 
95% CI, 2.75–15.85). Lesion size was not associated with malignancy (P = .838). On 
multivariate analysis, gender, presence of symptoms, and presence of suspicious 
serum markers were significantly associated with malignancy (P = .006; OR: 2.79; 95% 
CI, 1.34–5.78; P = .012; OR: 2.56; 95% CI, 1.23–5.31; and P < .001; OR: 5.14; 95% CI, 2.42–
10.91, respectively). A predictive model was constructed using multiple imputation 
and backward logistic regression. The factors of age, gender, presence of symptoms, 
and suspicious tumor markers were assigned risk points of 1, 2, 2, and 3, respectively. 
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The risk of having invasive malignancy for patients with a score of 0, 1–2, 3–4, and 5 
was as follows: 9.5%, 22%, 30%, and 73%, respectively. 

Conclusions: Gender, presence of symptoms, and elevated serum tumor markers are 
all significantly associated with the presence of invasive malignancy in patients with 
PCL. Patients with a score of 3 or higher have a risk of invasive malignancy greater than 
30% and should be strongly considered for pancreatectomy.
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Surgical Management of Complicated Peptic Ulcer Disease:  

A Review of 110,879 Patients from  
The Nationwide Inpatient Sample

Authors: T Oyetunji, O Pitan, A Obirieze, E Cornwell III, T Fullum

Institution: Howard University College of Medicine, Washington, DC

Presenter: Tolulope Oyetunji

Hypothesis: To delineate current trends in the role of surgical intervention for 
complicated peptic ulcer disease (PUD) and predictors of in-hospital mortality. 

Design: The Nationwide Inpatient Sample was queried from 2002 to 2009. Patient 
demographics, including age, gender, ethnicity, and insurance status (Medicaid–
Medicare, private insurance, uninsured, and others), were determined. Multivariate 
analysis to determine the predictors of mortality was then performed, adjusting for 
demographics, insurance type, presence of Helicobacter pylori, zip income quartiles 
(ZIQs), the Charlson comorbidity index (CCI), year of admission, and hospital region. 
Appropriate sampling weights were applied. 

Setting: A retrospective national in-hospital data review. 

Patients: Records at least 18 years with diagnosis of perforated and/or bleeding PUD. 

Main Outcome Measure: In-hospital mortality. 

Results: A total of 22,728 records representing 110,879 hospitalized patients were 
analyzed. Median age was 63 years, with Caucasians, African Americans, and Hispanics 
representing 54.5%, 10.2%, and 5.4%, respectively. The most prevalent complication 
was perforated chronic duodenal ulcer (DU) (36%), followed by perforated gastric 
ulcer (GU) (26%). A similar trend persisted over the study period. Common comorbid 
conditions were hypertension and tobacco disorder. Mortality decreased from 13.8% 
to 8.7% over an 8-year period. Medicaid–Medicare and private insurance covered 
42.9% and 39.2% of the patients, respectively. Suture repair of DU and GU were the 
most common primary procedures performed. Private insurance and higher ZIQ 
were independently associated with a 25%–25% reduction in mortality (odds ratio: 
0; P < .05). The presence of H pylori was associated with a 78% reduction in mortality. 
Increasing age and CCI were independent predictors of worse mortality. 

Conclusions: Perforated DU and GU remain the most prevalent complications of PUD. 
The role of response/resistance to H pylori therapy in complicated PUD needs to be 
further investigated.
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Authors: D McVay, D Nelson, C Porta, A Walker, T Brown

Institution: Madigan Healthcare System, Tacoma, WA, Madigan Army Medical Center,  
Tacoma, WA, Madigan Army Medical Center, Fort Lewis, WA

Presenter: Derek McVay

Objectives: To determine if day and time of admission affect the practice patterns of 
the admitting general surgeon and subsequent outcomes for patients diagnosed with 
small bowel obstruction.  

Design: A retrospective database review from 2004 to 2011. 

Setting: A tertiary referral center. 

Patients: Patients admitted with the presumed diagnosis of partial small bowel 
obstruction. 

Main Outcomes: (1) Time to operation; (2) duration of hospitalization; (3) complication 
rates; and (4) mortality. 

Results: A total of 406 patients met the inclusion criteria (mean age: 62 ± 17 years; 
58% female). Thirty-four percent of patients were admitted during the day, 23% 
at night, and 43% on the weekend. Overall, 30% of the patients were managed 
operatively, with no significant difference among the groups (P = .226). However, 
of patients taken to the operating room, patients admitted during the day received 
operative intervention more than 24 hours earlier than patients admitted on a 
weekend (0.79 vs. 1.92 days, respectively; P = .05). Mean duration of hospitalization 
was 5.77 days for all patients, 4.93 days for patients admitted during the day, 6.19 days 
for night admissions, and 6.21 days for weekend admissions (P = .267). Overall 30-day 
mortality was low, at 1.8%, with no difference noted between the groups. Likewise, 
there was no difference in morbidity rates among the three groups.  

Conclusions: Despite a faster time to operative intervention in patients admitted 
during the day, our study revealed that time of admission (day vs. night vs. weekend) 
does not appear to have a correlation with patient outcome or mortality.
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3A
Bariatric Surgery Is Safe in Patients with  

Severe Congestive Heart Failure
Authors: E Phillips, A Gupta, M Burch, S Cunneen, H Sax

Institution: Metabolic and Bariatric Surgery Center, Cedars-Sinai Medical Center, 
Los Angeles, CA

Presenter: Ankur Gupta

Objective: To determine outcomes in patients with New York Heart Association class 
III/IV heart failure undergoing bariatric surgery. 

Design and Settings: Analysis of the American Society for Metabolic and Bariatric 
Surgery bariatric outcomes longitudinal database. 

Patients and Interventions: A total of 562 patients with a body mass index greater 
than 35 with class III/IV congestive heart failure (CHF) underwent bariatric surgery with 
2-year follow-up. Of the 562 patients, 376 (66.9%) underwent gastric bypass (RNYGB), 
136 (24.2%) had an adjustable gastric band (AGB), 28 (4.9%) underwent sleeve 
gastrectomy (SG), and 22 (3.9%) underwent other procedures. 

Main Outcome Measures: Change in comorbidities at 1 year/2 years, weight loss at 1 
year/2 years, and 30-day morbidity/mortality. 

Results: At 1 year, AGB patients showed a statistically significant reduction in 
hypertension: pre 82% (112/136), post 69% (47/68), P = .03. At 1 year, patients with 
Roux-en-Y gastric bypass (RNYGB) showed a reduction in diabetes: pre 68% (256/376), 
post 41% (74/181), P < .001; a reduction in hypertension: pre 85% (320/376), post 
73% (133/181), P < .001; and at 2 years, a reduction in hyperlipidemia: pre 63% 
(238/376), post 43% (51/120), P < .001. CHF resolution data are not available.  There 
was a statistically significant difference in weight loss at 1 year/2 years between AGB/
RNYGB (P = .05/P = .02) and RNYGB/SG at 2 years (P = .01), but not between AGB/SG 
at 1 year/2 years (P = .21/P = .76). There was no statistically significant difference in 
morbidity/mortality between AGB/RNYGB (P =.13/P = .94), AGB/SG (P = .43/P = .23), or 
RNYGB/SG (P = .21/P = .16). 

Conclusions: Bariatric surgery can be performed with acceptable morbidity and 
mortality in this high-risk patient group.
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4A
Chronic Kidney Disease Increases Morbidity and Mortality  

After Major Abdominal Surgery: Results from the  
National Surgical Quality Improvement Program

Authors: J Cloyd, Y Ma, M Kurella Tamura, J Morton, G Poultsides, B Visser

Institution: Stanford University, Palo Alto, CA

Presenter: Jordan Cloyd

Hypothesis: Chronic kidney disease (CKD) and end-stage renal disease increase 
postoperative morbidity and mortality following major abdominal surgery. 

Design: A retrospective review. 

Setting: The 2008 National Surgical Quality Improvement Program database. 

Patients: Adult patients undergoing complex abdominal surgical procedures (major 
colorectal, hepatic, pancreatic, gastric, esophageal, and biliary operations). 

Main Outcome Measures: Thirty-day day morbidity and mortality in patients 
on hemodialysis (HD) vs. patients not on HD; the impact of preoperative renal 
insufficiency, measured by glomerular filtration rate (GFR), on morbidity and mortality 
assessed for nondialysis patients. 

Results: Of 28,489 patients who underwent major abdominal operations, excluding 
emergency cases, only 149 patients (0.5%) were on HD preoperatively. The 30-day 
mortality in the HD group was 12.8%, compared with 1.8% for patients not on HD (P < 
.0001). The overall complication rate was 28.2% vs. 21.9% (P < .0001). In particular, rates 
of pneumonia (6.7% vs. 3.1%; P < .05) and sepsis (12.8% vs. 5.4%; P < .001) were higher 
in patients on HD. In patients not on HD, worsening preoperative GFR was associated 
with increased postoperative mortality (Figure). On multivariate logistic regression 
controlling for age, gender, race, emergency status, and comorbidities, decreasing 
GFR remained significantly associated with postoperative mortality in a stepwise 
fashion (Table). Compared with patients with normal preoperative kidney function 
(GFR: 75–90 mL/min/1.73 m2), even modest CKD (GFR: 45–60 mL/min/1.73 m2) was 
associated with a 60% increase in mortality. CKD was also independently associated 
with postoperative complications (Table).
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Conclusions: Any degree of preoperative kidney impairment—even mild 
asymptomatic disease—is associated with clinically significant increases in 30-
day postoperative morbidity and mortality following a major abdominal surgical 
procedure.
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5A
Short- and Long-term Results of 

 Blunt Necrosectomy for Necrotizing Pancreatitis
Authors: F Primus, U Shin, R Thoeni, H Harris

Institution: University of California, San Francisco, San Francisco, CA

Presenter: Frank Primus

Hypothesis: Surgical management of necrotizing pancreatitis is safe and effective, but 
associated with a significant impact on quality of life. 

Design: A retrospective review from 2003 to 2012. 

Setting: A tertiary care hospital; one operating surgeon. 

Patients: Forty-nine tertiary referral patients with computed tomography (CT)–
documented pancreatic necrosis. 

Intervention: The indications for blunt necrosectomy were sepsis, clinical instability, 
or clinical intransigence. 

Main Outcome Measures: We measured the etiology of disease, severity of illness, 
complications, postoperative endocrine and/or exocrine insufficiency, mortality, and 
long-term quality of life by way of SF-36 questionnaire. 

Results: Alcohol (37%) and gallstones (37%) were the most common etiologies. All 
patients were very ill, with an average Balthazar CT score of 7.9 (± 2.6). Complications 
were common, occurring in 71% of patients, and they included pulmonary failure 
(31%), sepsis (24%), and fistulae (24%) that were enteric (12%), pancreatic (10%), 
and biliary (2%) in origin. Despite necrosectomy, a minority of patients developed 
pancreatic insufficiency requiring insulin (24%) or pancreatic enzymes (31%) 
at discharge. Overall mortality was 8%. It is important to note that necrotizing 
pancreatitis significantly affected patients’ subsequent quality of life. SF-36 scores at 
36-month follow-up indicated persistent difficulties with general health (47), pain (58), 
physical functioning (67), emotions (61), and socializing (58). 

Conclusions: Blunt necrosectomy is safe and effective for treating necrotizing 
pancreatitis. While overall outcomes are excellent, surviving the illness is associated 
with a long-term impact on patients’ quality of life.
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6A
Outcome of Rectourethral Fistula Treatment

Authors: M Abbass, A Tsay,

Institution: Kaiser Permanente, Los Angeles, CA

Presenter: Mohammad Ali Abbass

Objectives: To review the outcome of patients with rectourethral fistula (RUF). 

Design: A retrospective study. 

Setting: A single tertiary institution. 

Patients: All patients treated for RUF over an 8-year period. 

Interventions: Transperineal, transanal, and pelvic operations. 

Main Outcome Measures: Type of operative intervention, postoperative 
complications, and healing rate. 

Results: Twenty-nine men presented with RUF. Mean age was 63 years (range: 37–78). 
Mean body mass index was 27 kg/m2 (range: 20–37). Twenty-eight patients (97%) had 
prostate cancer. Etiology of the RUF was prostate surgical procedure in 20 patients 
(69%), radiotherapy in 8 patients (28%), and Crohn’s disease in 1 patient (3%). Most 
of the patients (83%) had a urethral and/or suprapubic catheter placed after the 
diagnosis. Fecal diversion was performed in 19 patients (66%). Thirteen patients (45%) 
healed with conservative management (urethral and/or suprapubic catheter with or 
without fecal diversion). Thirteen patients (45%) underwent additional operation to 
close the fistula (transperineal gracilis flap in six patients, transanal advancement flap 
in four patients, Dartos flap in one patient, pelvic exenteration in one patient, and 
cystectomy with ileal conduit in one patient). The postoperative complication rate was 
28% (urinary tract infections in 17%). The readmission rate was low (3%). All operated 
patients healed their fistulae. Only three nonoperated patients had persistent fistulae 
at last follow-up. The overall healing rate in this study was 90%. 

Conclusions: Prostate cancer treatment remains the most common cause of RUF. 
Approximately half of the patients in this study had spontaneous healing following 
placement of a urethral and/or suprapubic catheter with or without fecal diversion. 
Persistent RUF was treated successfully with a transperineal or transanal operation.
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7A
Removal of Infected Surgical Mesh Following Ventral  

Incisional Hernia in a Case Series of 119 Patients at a Tertiary  
Referral Center: Examination of Economic Implications

Authors: R Martindale, D Le, S Funk, N Reaven, C Deveney

Institution: Oregon Health & Science University, Portland, OR;  
Strategic Health Resources, La Cañada, CA

Presenter: Robert Martindale

Objective: To improve understanding of social and economic costs of hospitalizations 
for treatment and/or removal of infected mesh after ventral hernia repair and 
abdominal wall reconstruction. 

Design and Setting: A single-site case series of infected biologic or synthetic mesh 
removal (from 2007 to early 2011); economic data based on nationally representative 
cost estimates from medical claims databases. 

Patients: A total of 119 patients; mean age: 57.8 years (range: 30–87); 66% 
female; mean body mass index: 37.8 kg/m2 (range: 18–69); American Society of 
Anesthesiologists score: ≥3, 68%.

Results: Type of mesh was recorded for 73 of 119 patients; 65 patients (89%) had 
synthetic mesh, and 9 patients (12%) had biologic products. Synthetic mesh of 
polytetrafluoroethylene (PTFE) alone or combined with another material (for example, 
polypropylene) was most common (18 patients), followed by polypropylene (17 
patients) and polyester (7 patients). Biologic products included three unknown 
products and one each AlloDerm, AlloMax (with a synthetic), Permacol, Strattice, 
SurgiMend, and Surgisis. Average length of stay was 11.4 days (range: 1–92); 37% of 
patients required an average intensive care unit stay of 4.4 days. In-hospital mortality 
was 1.7% (2 of 119 patients). After mesh removal, 18% of the patients required 
additional procedures. Postsurgical complications included enterocutaneous fistula 
(27), acute surgical procedure–related blood loss requiring transfusion (39), pulmonary 
complications (33), and prolonged ileus (19); other problems included renal failure 
(11), acute respiratory failure (4), postoperative hypotension (4), and acute myocardial 
infarction (5). Estimated hospital costs for admissions averaged $35,610 (2012 dollars; 
standard deviation: $50,994; range: $2,719–$366,182). 

Conclusions: The economic consequences of mesh infections are tremendous. PTFE-
containing meshes required removal more frequently. Biologic meshes rarely required 
removal and could be managed without further surgical procedures.
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8A
Coexistence of Arterial Compression in Patients  

with Neurogenic Thoracic Outlet Syndrome
Authors: K Likes, J Freischlag

Institution: Johns Hopkins Medical Institutions, Baltimore, MD

Presenter: Kendall Likes

Introduction: Patients presenting with neurogenic thoracic outlet syndrome 
(NTOS) may have signs and symptoms of arterial compromise without thrombosis 
or aneurysm. The purpose of our study was to evaluate these patients and their 
presentation, the duration of signs and symptoms, and the outcomes of immediate 
operation. 

Methods: Demographic and clinical data were extracted from a prospectively 
maintained, institutional review board–approved database and patient records from 
2003 to 2011. 

Results: Twenty-two patients (13 female and 9 male; mean age: 25 years [range: 
12–41]) presented with the following signs and symptoms at an average of 37 months 
(range: 1–144): arm discoloration (n = 15), infraclavicular bruit with arm abduction (n = 
9), more than 50% change in subclavian artery velocity in abduction by duplex scan (n 
= 12), cervical rib (n = 6), abnormal first rib (n = 3), and/or history of embolization (n = 
2). In addition, two patients had venous thrombosis. All patients underwent immediate 
first rib resection and scalenectomy (FRRS) (n = 15), cervical rib resection and FRRS (n = 
6), or FRRS and second rib resection because of fusion (n = 1). Further physical therapy 
or anterior scalene block was not considered because of arterial compression. Surgical 
intervention relieved arterial and neurogenic symptoms, and patients with abnormal 
duplex velocities returned to normal in adduction. Average follow-up was 11 months 
(range: 0–34), and all patients improved in the postoperative period. 

Conclusions: Arterial compression can coexist with NTOS and can be elucidated 
by history and physical examination, along with confirmation by duplex scan. 
Conservative measures such as physical therapy and anterior scalene blocks should 
not be employed, as only a surgical procedure will alleviate the arterial compression. 
Prompt surgical intervention affords good outcomes in these patients.
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9A
Vein Diameter Predicts Arteriovenous Fistula Maturation

Authors: S Huang, F Weaver, F Hwang, V Rowe, K Woo

Institution: USC Cardiovascular Thoracic Institute, Los Angeles, CA;  
USC Keck School of Medicine, Los Angeles, CA

Presenter: ShihYau Grace Huang

Objective: To evaluate factors influencing arteriovenous fistula (AVF) maturation. 

Design: A review of prospectively collected data was performed. Patient 
characteristics, dialysis status, location of fistula, artery size, and vein size were 
analyzed with the χ2 and Fisher exact tests. 

Setting, Patients, and Interventions: A total of 271 patients underwent hemodialysis 
access operations in a public hospital. 

Main Outcome Measures: Fistula maturation and time to maturation, defined as time 
to first puncture after AVF creation for patients on hemodialysis or time to surgeon’s 
evaluation as a functional fistula for prehemodialysis patients. 

Results: From 2009 to 2012, a total of 271 upper extremity dialysis accesses were 
performed, with 253 (93%) being AVFs. Of those patients, 5 were ligated within 
30 days, 5 died of causes unrelated to the surgical procedure, and 32 were lost to 
follow-up, leaving a subset of 211 patients who were followed to maturation or failure 
within a 1-year period. The mean age was 51 years. Of the patients, 126 (60%) were 
male, and 179 (86%) were Hispanic. Preoperative mean minimum diameter of the 
outflow vein was 2.4 mm, while the mean radial artery and brachial artery diameters 
were 2.3 and 4.1 mm, respectively. A total of 167 patients (79%) achieved maturation. 
Mean maturation time was 107 ± 94 days (range: 21–545). A total of 28 patients 
(13%) underwent at least one adjunct procedure to enhance maturation. Of those 28 
patients, 23 (82%) achieved maturation following the additional procedure. Diabetic 
patients were more likely to require an adjunct procedure compared with nondiabetic 
patients (18% vs. 8%; P = .046). Age, sex, diabetes, smoking, antiplatelet use, statin 
use, location of fistula, radial artery and brachial artery size, and dialysis status 
were not correlated with maturation. Preoperative vein size was larger in AVFs that 
matured compared with AVFs that failed to mature (2.51 vs. 2.16 mm; P = .02). Logistic 
regression demonstrated that an AVF with a vein 2.2 mm in diameter or greater is 
nearly two times more likely to mature than a vein less than 2.2 mm in diameter (odds 
ratio: 1.96; P = .048). There was no correlation between vein size and maturation time 
(P = .58). 

Conclusions: Vein diameter greater than 2.2 mm predicts likelihood of AVF to mature, 
although vein size does not correlate with time to maturation. Arterial diameter does 
not influence AVF maturation.
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10A
Long-term Outcomes of Native Fistulae and  

Synthetic Grafts for Hemodialysis Access
Authors: E Schuman, A Ronfeld, B Standage

Institution: Legacy Good Samaritan Hospital, Portland, OR

Presenter: Earl Schumann

Objective: To compare patency rates and characteristics of grafts and fistulae that 
have a potential for at least 2 years of follow-up. 

Design: A cohort study using a concurrent database with retrospective follow-up. 

Setting: A community-based vascular access practice providing care for multiple 
referring clinics. 

Patients: Patients with stage 4 or 5 or end-stage renal failure who require access for 
chronic hemodialysis. 

Main Outcome Measures: Primary and secondary patency rates, along with 
demographics, for each cohort. 

Results: There were 1,422 patients reviewed from 2000 to 2010. Males made up 54.5% 
of the patients. Native fistulae were created in 1,098 patients (77%) and grafts in 324 
patients. More than 90% of all patients had preoperative vessel mapping. Average age 
for fistula patients was 63.5 years, while for graft patients it was 59.6 years. Diabetics 
made up 60% of the patients, and hypertension was the etiology of renal failure in 
25%. Males were slightly more likely to receive a fistula than females (58.6% vs. 41.4%). 
Brachiocephalic and brachiobasilic fistulae were the main techniques used. Among 
graft patients, 124 accesses were abandoned, 75 patients died, and 104 patients had 
patent grafts at the end of the study period. Secondary patency averaged 499 days in 
this group. For fistula patients, 261 fistulae were abandoned, 237 patients died, and 
378 fistulae were still patent at the end of the study period. All remaining patients 
in both cohorts either had a renal transplant or were lost to follow-up. Secondary 
patency in the fistula group was 431 days. Fistula use for our current prevalent patients 
on dialysis is 67%. 

Conclusions: Native fistulae remain the desired access for chronic hemodialysis 
patients, with a lower access abandon rate than grafts (24% vs. 38%). However, in 
patients with inadequate vessels to readily achieve a fistula, a synthetic graft gives an 
acceptable patency rate and should be readily considered.
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11A
Distance to the Regional Vascular Center Does Not Affect  

Survival from Ruptured Abdominal Aortic Aneurysms
Authors: G Wallace, T Hatsukami, B Starnes, M Sobel, E Quiroga, T Kohler, N Tran

Institution: University of Washington, Seattle, WA

Presenter: Gabriel Wallace

Objectives/Hypothesis: Distance and time required to reach a regional vascular 
referral center could adversely affect survival from life-threatening surgical conditions, 
potentially negating the benefit of the specialized care offered at these institutions. 
We hypothesize that travel logistics to a regional vascular referral center do not affect 
survival from ruptured abdominal aortic aneurysm (rAAA). 

Design: A retrospective analysis. 

Setting: A regional Level I trauma center. 

Patients: A total of 126 consecutive patients with rAAA from July 2007 to August 2012; 
mean age: 75.7 years (range: 58–93); 82% male; 64% preoperatively hypotensive; 81% 
transfers. 

Main Outcome Measures: In-hospital survival. 

Results: Patients arrived by air (58%) and ground transport (42%). Average distance 
away was 52.9 miles (range: 2.1–671.7), with air farther than ground (80.5 vs. 19.4 
miles; P < .05). Average time from symptom onset to our facility was 20.1 hours (range: 
0.5–336). Of the 118 patients who went to the operating room, 58% underwent 
endovascular repair, 40% underwent open surgical repair, and 2% died before repair 
attempt. Eight patients chose comfort care. Multivariable analysis revealed that 
only type of procedure (endovascular), age (lower), and hypotension (lack of ) were 
significant predictors of survival to discharge (P < .05). Duration of symptom onset to 
arrival, transfer from another facility, and mode and distance of transport did not affect 
survival. 

Conclusions: The time and distance required to reach a regional vascular referral 
center did not adversely affect the in-hospital survival of patients with rAAA. These 
data suggest that patients with rAAA whose condition allows should be transported 
to a regional vascular referral center, where they can be managed with adequate 
resources and a team of vascular specialists.



- 93 -

Notes: E-POSTER SESSION A



- 94 -

12A
Percutaneous Access for  

Endovascular Repair of Aortic Emergencies
Authors: B DeRubertis, S Jabori, W Quinones-Baldrich, J Jimenez, D Rigberg, S Farley,  

H Gelabert, P Lawrence

Institution: UCLA Division of Vascular Surgery, Los Angeles, CA; UCLA, Los Angeles, CA

Presenter: Brian DeRubertis

Objectives: Endovascular therapy for aortic emergencies may reduce the high 
morbidity and mortality associated with open surgical procedures. This study reports 
our experience with endovascular repair of acute aortic pathology, with particular 
focus on the feasibility of percutaneous femoral access for sheaths (16F–24F) required 
for delivery of aortic endoprostheses.  

Design: A retrospective review of all patients undergoing fully endovascular repair of 
emergent aortic pathology from 2006 to 2012. 

Setting: An academic tertiary care medical center. 

Interventions and Outcome Measures: Procedural success, perioperative 
complications, and 30-day mortality were assessed and compared between patients 
undergoing fully percutaneous femoral access and patients with surgical exposure of 
femoral artery access. 

Results: Forty-five patients underwent emergent aortic repair for ruptured infrarenal 
aortic aneurysm (10 patients), thoracic  aortic aneurysm (13 patients), traumatic aortic 
injury (13 patients), aortic dissection with malperfusion (8 patients), and symptomatic 
penetrating aortic ulcer (1 patient). Fully percutaneous access was performed in 27 
femoral access vessels in 21 patients (15 unilateral, 6 bilateral). Surgical exposure 
of femoral artery access was performed in 27 access vessels in 24 patients (21 
unilateral, 3 bilateral). Correction of aortic pathology was successful in 95.5% of 
patients, with overall 30-day mortality of 17.8% and procedure-related morbidity of 
13.2% (paraparesis/plegia: 4.4%; acute renal failure: 8.8%). Access site complications 
occurred more commonly in the percutaneous access group (29.6%; six occlusive, two 
hemorrhagic; all recognized/repaired at time of initial operation with primary repair 
or endarterectomy/patch angioplasty) compared with the surgical exposure group 
(7.4%; two arterial injury; repaired with interposition graft) (P < .03). Female gender 
correlated with access complications in the percutaneous group (P < .05) and the 
entire cohort (P < .03), though age, body mass index, and other patient characteristics 
did not. Operative times were similar between these two groups (196 vs. 194 minutes), 
but there was a trend toward lower estimated blood loss (EBL) in the percutaneous 
group (192 vs. 371 mL, P = .06). 
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Conclusions: Endovascular repair in aortic emergencies can be safely performed, with 
outcomes that compare favorably with expected mortality rates for open surgical 
procedures. Fully percutaneous femoral access may result in lower EBL, but conversion 
to open surgical femoral exposure and arterial repair may be required in close to one-
third of patients, particularly women.
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13A
Wound Infection, Primary Reintervention/Occlusion, and 

 Patency Rates in Open vs. Endoscopic Vein Harvest for  
Lower Extremity Revascularization

Authors: V Santo, A Azarbal, P Dargon, E Mitchell, T Liem, G Landry, G Moneta

Institution: Oregon Health & Science University, Portland, OR

Presenter: Vincent Santo

Objective: Determine differences in wound infection, reintervention/occlusion rates, 
and patency after lower extremity revascularization using open vein harvest (OVH) and 
endovascular vein harvest (EVH). 

Design and Setting: A review of 202 consecutive patients between 2007 and 2012 
who underwent infrainguinal bypass with the greater saphenous vein. 

Main Outcome Measures: Incidence of vein harvest site infection, graft occlusion or 
initial reintervention, and patency rates. 

Results: A total of 202 patients underwent lower extremity revascularization using 
a reversed greater saphenous vein. A total of 125 veins were harvested open, and 77 
veins were harvested endoscopically. There were no significant differences between 
groups in age, medical comorbidities, smoking status, antiplatelet therapy, or 
treatment indication. The distal target was the popliteal artery in 46.4% of OVHs and in 
54% of EVHs (P = .169). Mean follow-up was 432 days (OVH) and 449 days (EVH). In all, 
28% of OVH grafts and 31% of EVH grafts had a main endpoint of initial reintervention 
or occlusion during the follow-up period (P = .372). Primary graft patency at 1 and 
3 years was 57% and 52% (OVH) vs. 63% and 60% (EVH), respectively (P = .975). 
Secondary patency at 3 years was 84% (OVH) vs. 80% (EVH) (P = .937). Saphenous 
harvest site infection rates were 27.8% (OVH) vs. 12.9% (EVH) (P = .012). 

Conclusions: In reverse vein bypass, OVH has an increased rate of vein harvest wound 
complications compared with EVH, with no differences in number of reinterventions, 
occlusions, or overall 1- or 3-year primary or secondary patency. EVH can decrease 
infection rates associated with vein harvest without increased graft failure or increased 
need for reintervention.
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1B
International Normalized Ratio 

 Does Not Accurately Represent Coagulation Factor Activity 
 in Patients Following Partial Hepatectomy

Authors: J Barton, G Riha, J Differding Underwood, I Kremenevskiy, B Sheppard, 
 R Pommier, S Orloff, M Schreiber, K Billingsley

Institution: Oregon Health & Science University, Portland, OR

Presenter: Jeffrey Barton

Objective: The international normalized ratio (INR) is commonly used to assess 
coagulation following partial hepatectomy and is frequently elevated in the 
postoperative period. Elevated INR raises concern for postoperative hemorrhage, 
leading to plasma transfusion. In a previous study, we demonstrated that after liver 
resection, functional coagulation, as measured by thromboelastography, is preserved 
despite an elevated INR. The aim of this study is to understand the mechanism 
underlying this observed preservation of functional coagulation despite measurable 
derangements of INR in posthepatectomy patients. 

Design: Thirty patients were enrolled before undergoing elective partial hepatectomy. 
Plasma was collected before the incision; postoperatively; and on postoperative days 
1, 3, and 5. Coagulation factor activity, INR, and fibrinogen levels were measured. 

Results: Following partial hepatectomy, plasma activity levels of hepatically 
synthesized procoagulation and anticoagulant factors decreased significantly. Factor 
VIII activity increased significantly. Fibrinogen decreased initially and then rose, while 
remaining within normal limits. Factor IX activity did not change significantly during 
the study period. 

Conclusions: While elevation in INR following partial hepatectomy can be attributed 
to decreased activity of vitamin K–dependent coagulation factors, factor activity 
remains high enough for robust clot formation, as evidenced by the transient decrease 
in fibrinogen consistent with conversion to fibrin. Decreased activities of protein C and 
protein S, in conjunction with increased factor VIII activity, appear to counterbalance 
the decreases in other factor activity and contribute to normal coagulation in 
this setting. Based on these data, concomitant decreases in procoagulant and 
anticoagulant factor activity lead to normal overall clot formation despite elevation in 
INR following partial hepatectomy.
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Trisegmentectomy for Cholangiocarcinoma: Is It Worth It?

Authors: L Matsuoka, S Alexopoulos, Y Genyk, L Petrovik, F Weaver, R Selby

Institution: Keck School of Medicine at USC, Los Angeles, CA;  
USC Cardiovascular Thoracic Institute, Los Angeles, CA

Presenter: Lea Matsuoka

Objective: Many centers perform aggressive liver resection for patients with 
cholangiocarcinoma, as improved survival has been reported following resection 
with negative margins. Patients with extensive tumor burden sometimes require 
trisegmentectomy for clearance of disease, with increased risk of liver insufficiency and 
postoperative complications. The results of patients undergoing trisegmentectomy 
were compared with results of patients requiring less extensive liver resection for 
treatment of cholangiocarcinoma. 

Design: A retrospective review. 

Setting: A tertiary care hospital. 

Patients: Thirty-eight patients underwent surgical resection for cholangiocarcinoma 
from January 1, 2000, to March 31, 2010. Seventeen patients underwent 
trisegmentectomy, and 21 patients underwent liver resection. 

Main Outcome Measures: Patient survival and postoperative complications. 

Results: No statistically significant differences were found between patients who 
underwent liver resection and patients who underwent trisegmentectomy with regard 
to demographics or complications. Pathology was rereviewed by a single pathologist, 
and no statistically significant differences were found between the two groups in any 
of the recorded pathology results. No significant differences in survival were found 
between the two groups. The median survival for liver resection patients was 2.8 years 
and for trisegmentectomy patients was 2.5 years.  

Conclusions: Complete resection with negative margins remains the current surgical 
goal in the treatment of cholangiocarcinoma. Performing trisegmentectomy in an 
effort to clear all disease is safe, with comparable outcomes to those in patients 
needing less extensive liver resection.
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Outcomes of Pancreaticoduodenectomy:  

Where Should We Focus Our Efforts to Improve Outcomes?
Authors: E Brown, A Yang, R Canter, R Bold

Institution: University of California Davis, Sacramento, CA

Presenter: Erin Brown

Objectives: To evaluate the impact of length of hospital stay (LOS) and 
postoperative complications on total charges in patients undergoing elective 
pancreaticoduodenectomy. 

Design: A retrospective review of an institutional database. 

Setting: An academic medical center. 

Patients: Eighty-nine patients who underwent elective pancreaticoduodenectomy 
between December 2007 and May 2012. 

Main Outcome Measures: Occurrence of postoperative/inpatient complications, 
LOS, incidence of readmission within 30 days of discharge, and total charge from 
postoperative hospitalization. Linear regression was performed comparing LOS with 
hospital charge. 

Results: Of 89 patients, 34 (38%) developed postoperative complications. Mean 
and median LOS were 12 and 8 days. Postoperative complications were significantly 
related to LOS. Of the 34 patients developing a complication, the average LOS was 
19 days, compared with 7 days for patients not developing a complication (P < .001). 
Of the 34 patients, 7 (21%) who developed complications required readmission. 
Hospital charges were significantly related to LOS (Figure 1A; R2 = 0.837). However, 
a superior linear regression was observed for patients without complications (Figure 
1B; $11,612/d; R2 = 0.923). There was an exponential relationship between LOS and 
hospital charge for patients with complications (Figure 1C; R2 = 0.813). 

Conclusions: Prolonged LOS is associated with increased total charges. Charges for 
patients who do not have complications increase in a linear fashion. However, charges 
for patients who have complications increase in an exponential manner. The drive 
to reduce LOS following pancreaticoduodenectomy has minimal impact on overall 
hospital charges. Instead, efforts should be directed at reducing complications, as this 
variable has a greater impact on financial outcomes.
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4B
Laparoscopic Distal Pancreatectomy  

Is Preferred Over Open Resection
Authors: G Donald, J King, K Hertzer, G Eibl, J Tomlinson, T Donahue, H Reber, J Hines 

Institution: David Geffen School of Medicine at UCLA, Los Angeles, CA

Presenter: Graham Donald

Objective: Minimally invasive techniques for pancreatic surgery are rapidly evolving, 
but the superiority of laparoscopic distal pancreatectomy (LDP) over open distal 
pancreatectomy  (ODP) has not been established. We sought to evaluate the current 
state of LDP in our experience and in published literature to offer recommendations 
for this approach. 

Methods: Medical records of patients undergoing LDP at our institution from 2004 to 
2012 were reviewed. Demographics and outcome data were recorded. To determine 
the utility of LDP, case series of distal pancreatectomy of more than 10 for LDP and 
100 for ODP reported between January 1999 and July 2012 were identified using a 
MEDLINE search with the keywords distal pancreatectomy. Patient data (25 series, 
including the current one) were pooled, significance was determined using the t test 
and presented as mean plus or minus the standard error of the mean, and odds ratios 
(ORs) with 95% confidence intervals (CIs) were calculated. 

Results: Fifty patients underwent LDP during the 8-year period at our institution. 
Preoperative diagnosis included cystic neoplasm (32) or neuroendocrine tumor (14). 
Mean operative time (minutes), estimated blood loss (milliliters), and length of stay 
(days) were 195.4 ± 10.3, 181.2 ± 51, and 5.4 ± 0.34, respectively. There were five 
postoperative pancreatic fistulae (10%). More lymph nodes were harvested when 
concomitant splenectomy was performed (2.6 ± 0.92 vs. 10.4 ± 1.95; P = .0002). Pooled 
data included 442 LDP cases and 673 ODP cases. Operative time was comparable 
(225 ± 10.8 vs. 259 ± 10.1 minutes; P = .27). The groups had similar complication rates 
(34.8% LDP vs. 34.3% ODP; OR: 1; 95% CI, 0.80–1.30; P = .88), but medical complications 
were less frequent with LDP (7.3% vs. 11.4%; OR: 0.61; 95% CI, 0.4–0.92; P = .02). 
Estimated blood loss during LDP was almost one-third of that during ODP (239 ± 22.6 
vs. 646 ± 114 mL; P < .01), and length of stay was shorter (7.3 ± 0.9 vs. 11 ± 1.6 days; P 
= .047).  

Conclusions: The current report represents a large single-institution LDP case series. 
LDP is a safe alternative to ODP and offers the advantages of less blood loss, fewer 
medical complications, and shorter hospital stay. The oncologic implications of LDP 
have yet to be determined but will require particular attention to the nodal harvest. 
For patients with benign disease, a laparoscopic approach is now the preferred 
technique for distal pancreatectomy.
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5B
Totally Laparoscopic Whipple Procedure: 

 The Technical Challenges
Authors: S Teh

Institution: Kaiser Permanente South San Francisco, CA

Presenter: Swee Teh

A totally laparoscopic Whipple procedure is technically challenging and demanding. 
This abstract and video presentation focus on the technical aspects and highlight 
the difficulties of a totally laparoscopic Whipple procedure. The video demonstrates 
patient positioning, trocar setup, laparoscopic Cattell-Braasch maneuver, lesser sac 
dissection, portal hepatis exposure maneuver, kocherization, inferior pancreatic 
dissection, portal vein and supraduodenal dissection, ligation of gastroduodenal 
artery and right epiploic pedicle, periadventitial superior mesenteric artery dissection, 
intracorporeal reconstruction of pancreaticojejunostomy (mucosa to mucosa), 
choledochojejunostomy, and gastrojejunostomy. The video also demonstrates the 
important steps to overcome difficulties and the need for intracorporeal needle 
rotation and suturing technique with the right and left hands to accomplish the 
delicate anastomosis.
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6B
Serial Flow Cytometry Characterization of Endocrine and 
Exocrine Cell Populations From Young Porcine Islet Tissue

Authors: J Lakey, M Alexander, P Donavan, C Foster, M Lamb, K Laugenour, V Scarfone

Institution: University of California Irvine Department of Surgical Research, Orange, 
CA; University of California Irvine, Orange, CA

Presenter: Jonathan Lakey

Objective: Porcine pancreatic islets continue to be explored as source of viable islets 
for xenotransplantation into patients with Type 1 diabetes. We are focusing our efforts 
on the validating a novel method of isolating and maturing young piglet pancreases. 
Our methods of islet isolation and maturation of young piglet islets, yields viable 
functional islets utilizing protocols that are scalable for clinical use. The aim of this 
study was to characterize individual endocrine and exocrine cell populations of young 
porcine islets using flow cytometry during cell maturation in tissue culture.

Experimental Methods: Pancreases from Yorkshire pigs (age range 14-27 days) were 
rapidly recovered and partially digested using low dose purified collagenase MA/BP 
protease (Vitacyte, LLC). Pancreatic tissue was then matured in tissue culture (37oC, 
5%CO2) for 11 days with media changes every 48 hrs. During in vitro maturation tissue 
samples were collected and analyzed for quality by islet yield (IEQ), purity (dithizone) 
and cell viability (FDA/PI). In addition, in vitro function was assessed using a static 
glucose stimulated insulin release (GSIR) assay. 

Samples were characterized for islet cellular composition by dissociating islets, 
using Acutase, and analyzing by immunohistochemistry for antibodies targeted for 
glucagon (α-cells), insulin (β-cells), and amylase (acinar tissue), using flow cytometery 
(BD FACS Aria II, FACS Diva software).  Data was analyzed using ANOVA with P<0.05, 
considered statistically significant.

Results: The proportion of dithizone positive tissue increased during tissue culture 
(12.6x103±183 IEQ (mean±sem) to 33.3x103±136 after 7 days of culture (n=10), 
P<0.05)) with a majority of islets between 50–150μm in diameter (94.52±11% after 
7 days). Islet function (GSIR) improved during time in culture (SI 1.3±0.1 at day 0, to 
2.6±0.2 after 7 days of tissue culture). During islet maturation in tissue culture, using 
flow cytometry amylase proportions decreased from 63.9±10% to 20.4±6%, while 
beta cell proportion within the islet increased from 25.4±4% to 49.8±7% after 3 and 
7 days in tissue culture (P<0.05).  After 11 days of tissue culture beta cell populations 
increased to 54.4±8% and acinar positive cells further decreased to 13.0±8%. We 
observed no significant difference in glucagon positive cells during in vitro culture 
(30.5±6% at day 3 vs 27.6±3% at day 7 and 30.7±6% at day 11, p=ns).
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Conclusions: Young porcine islet maturation in tissue culture results in a progressive 
decrease in exocrine tissue. Insulin producing beta cell proportion increases while the 
glucagon secreting alpha cells showed no significant changes during in vitro tissue 
culture. Our model is able to produce viable functional young piglet islets and plans 
are being explored to evaluate these cells in clinical islet transplant trials.
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7B
Increasing Intent to Donate in Hispanic Americans: 

 The Role of Media and Other Community Outreach Efforts
Authors: A Salim, E Ley, D Liou, D Schulman, L Zheng, L Chan

Institution: Cedars-Sinai Medical Center, Los Angeles, CA;  
LAC+USC Medical Center, Los Angeles, CA

Presenter: Ali Salim

Background: The growing demand for organs continues to outpace supply. This 
discrepancy is most pronounced in minority populations, who make up more than 
40% of the organ waiting list. Hispanic Americans are particularly less likely to donate 
compared with other minorities, and the reasons remain poorly understood and 
difficult to correct. 

Objective: To determine whether outreach interventions that target Hispanic 
Americans improve organ donation outcomes. 

Design: A prospective before-after study. 

Setting: Four Southern California neighborhoods with a high percentage of Hispanic 
Americans. 

Patients and Methods: Cross-sectional telephone surveys were conducted before 
and 2 years after outreach interventions consisting of (1) a television and radio media 
campaign and (2) educational programs implemented at various high schools and 
churches. Respondents, aged ≥18 years, were drawn randomly from lists of Hispanic 
surnames. Awareness, perceptions, and beliefs regarding organ donation and intent to 
donate were measured and analyzed over time. 

Results: A total of 402 subjects before outreach interventions and 654 subjects 2 
years after outreach interventions were evaluated. The surveys of subjects 2 years 
after outreach interventions demonstrated a significant increase in awareness and 
knowledge of organ donation, as well as a significant increase in the intent to donate 
(18% vs. 12%; AOR 1.55; 95% CI, 1.06–2.26; P = .02). 

Conclusions: Focused donor outreach programs sustain awareness and knowledge 
and can significantly improve intent to donate organs in the Hispanic-American 
population.



- 113 -

Notes: E-POSTER SESSION B



- 114 -

8B
Outcomes of Pancreas Transplantation: A Single-Center 

 Experience with Patients of Low and High Immunologic Risk 
 (Low Insulin Response vs. High Insulin Response)

Authors: S Kurtovic, K Bornhurst, J Mirocha, T Ng, A Peng, D Dafoe

Institution: Cedars-Sinai Medical Center, Los Angeles, CA

Presenter: Silvia Kurtovic

Objective: To compare pancreas transplant outcomes between patients with low 
insulin response (LIR) vs. high insulin response (HIR).   

Design: A retrospective review. HIR patients had high levels of anti–human leukocyte 
antigen antibody.  

Setting: An academic transplant center. 

Patients: Sixty-three patients received a pancreas transplant between April 2005 
and August 2012; 48 recipients underwent simultaneous pancreas-kidney (SPK) 
grafting, 14 patients received a pancreas after a successful kidney (PAK) graft, and 1 
patient received a pancreas alone. We excluded 8 pancreas graft failures (12%) due to 
thrombosis. Of the 55 technically successful pancreas grafts, 47 were LIR and 8 were 
HIR. Immunosuppression was comparable in both groups, except that HIR patients 
were desensitized with intravenous immunoglobulin and rituximab. 

Results: See Table. After a median follow-up of 4 years, 38% of HIR patients returned 
to insulin vs. 11% in the LIR group; rates of return to dialysis were 38% vs. 6.5%, 
respectively (P = .04). The main cause of pancreas graft loss was antibody-mediated 
rejection. SPK graft 1-year survival was 96% in the LIR group and 38% in the HIR group. 
The median creatinine level for surviving renal grafts was similar, at 0.5 mg/dL in the 
HIR group and 0.8 mg/dL in the LIR group. No PAK pancreas or kidney grafts were lost.  

Conclusions: Pancreas transplantation was highly successful in LIR recipients and was 
suboptimal in HIR patients. Kidney graft survival in the SPK and PAK settings for LIR 
patients was excellent. Future HIR patients will require improved immunosuppressive 
therapy directed at preformed antibody.
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9B
Surgical Treatment of Primary Liver Tumors in Children:  

Time to Reconsider the Role of Liver Transplantation?
Authors: J McAteer, A Goldin, P Healey, K Gow

Institution: Seattle Children’s Hospital, Seattle, WA

Presenter: Jarod McAteer

Objective: To determine the association between choice of primary surgical modality 
(resection vs. transplantation) and survival for childhood liver tumors. 

Design: A retrospective cohort study using Kaplan-Meier statistics and Cox 
proportional hazards regression. 

Setting: The National Cancer Institute’s Surveillance, Epidemiology, and End Results 
(SEER) registry. 

Patients: All SEER patients younger than 20 years diagnosed with hepatoblastoma 
(HB) (n = 418) or hepatocellular carcinoma (HCC) (n = 150) between 1998 and 2009. 

Main Outcome Measure: Disease-specific survival compared by surgical modality. 

Results: Of HB patients, 63.9% underwent resection, 12.8% transplantation, and 
23.4% no operation. Preoperatively, 56% of resection patients had localized disease 
vs. 17.7% of transplant patients. Despite the higher frequency of localized disease in 
resected patients, unadjusted 5-year survival was similar for both modalities (resection 
85.6%, transplant 86.5%). After multivariate adjustment, survival for transplanted 
patients was equivalent to resected patients for HB (hazard ratio [HR]: 0.68; P = .73). 
Of HCC patients, 40.3% underwent resection, 13.4% transplantation, and 45% no 
operation. Preoperatively, 46.7% of resected patients had localized disease, compared 
with 42.1% of transplant patients. Fibrolamellar HCC was more common among 
resection HCC patients compared with transplant patients (52.7% vs. 10%). Despite the 
slightly higher frequency of localized disease and the higher frequency of favorable 
histology for resection patients, 5-year survival was 53.4% for resection patients and 
85.3% for transplant patients, with a significantly improved hazard for survival among 
transplanted patients after multivariate adjustment (HR: 0.02; P = .048).  

Conclusions: While liver transplantation is generally reserved for unresectable primary 
hepatic malignancies in children, the favorable results seen with transplantation in 
this series, particularly with HCC, suggest that liberalization of transplant criteria might 
improve survival in these patients.
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10B
Reoperation in Pediatric Liver Transplantation:  

A 5-Year Review
Authors: E Feinberg, J Berumen, B Campos, A Gallo, C Bonham, W Concepcion,  

C Esquivel

Institution: Stanford University Hospital, Palo Alto, CA

Presenter: Elyssa Feinberg

Objective: Liver transplantation in smaller children is a safe option because of 
medical and technical advances. This study determined whether planned reoperation 
in all pediatric patients would identify intraabdominal catastrophes before clinical 
manifestations and decrease length of stay (LOS). 

Design: A retrospective review was conducted of pediatric patients undergoing liver 
transplantation from August 2007 to August 2012. Data were analyzed using the χ2 
and Student t tests. 

Results: A total of 138 liver transplants were performed in children aged 6 weeks to 
19 years. Twenty-eight children (20%) who received transplants required reoperation. 
Patients requiring reoperation were more likely to be younger than 12 months (37% vs. 
62.4%; P = .03) and to weigh less than 13 kg (11.3 ± 7.6 kg vs. 20.4 ± 19.0 kg; P < .0001). 
The most common causes of reoperation included fever of unknown origin (FUO), 
bleeding, and vascular thrombosis (38%, 17%, and 17%, respectively). Reoperation 
for FUO occurred later (mean postoperative day [POD]: 8.3 ± 3.98), with an 80% 
negative laparotomy rate. The need for reoperation because of bleeding and vascular 
thrombosis was discovered earlier (POD 1.8 ± 0.835 and 1.2 ± 1.1, respectively), and 
all required intervention. The graft type used, either full or split liver, did not affect the 
need for reoperation (36.7% vs. 51.7%; P = .08). Patients requiring reoperation had an 
LOS of 26 ± 13.56 days, whereas patients who did not require reoperation had a mean 
hospital stay of 11.95 ± 5.1 days (P = .00001). 

Conclusions: Significant intraabdominal pathology requiring reoperation manifested 
itself within the immediate postoperative period. Patients younger than 12 months 
who weighed less than 13 kg were more likely to require reoperation. By instituting 
a standardized protocol for an obligatory second-look surgical procedure, 80% of 
children would have an unnecessary operation that would increase LOS.
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11B
Hepatoma Recurrence Following Liver Transplantation

Authors: D Scott, S Orloff

Institution: Oregon Health & Science University, Portland, OR

Presenter: David Scott

Background: Liver cancer is a significant indication for liver transplantation (LT), but 
optimal selection criteria for recipients remain unclear. Current selection criteria focus 
on size and number of tumors; however, these criteria may not correlate well with 
tumor biology.  

Setting: A university/Department of Veterans Affairs shared LT program. 

Methods: A retrospective review of a transplant database identified hepatocellular 
cancer (HCC) LT recipients who received transplants from 1988 to 2008. Pathologic and 
radiologic measurements were obtained from hospital records. A logistic regression 
analysis identified factors associated with cancer recurrence.  

Results: Ninety-nine subjects had LT for HCC. Of the transplants,13% were performed 
before the Model for End-stage Liver Disease era, 13.1% exceeded Milan criteria on 
pathologic analysis, 61% received pretransplant locoregional treatment (LRT), and 
25% had incidental tumors. The 1- and 5-year disease-free survivals were 85% and 
60%, respectively. The 1- and 5-year patient survivals were 86% and 62%, respectively; 
14% had cancer recurrence (median disease-free interval of 464 days). α-Fetoprotein 
(AFP) (odds ratio [OR]: 4.1; confidence interval [CI], 1.4–12.1) and microscopic 
vascular invasion on explant pathology (OR: 7.1; CI, 1.9–46.6) were recurrence risk 
factors. Gender, HCV+, age, tumor size, number, grade, and preoperative LRT did 
not significantly affect recurrence. Among subjects with known tumors, the highest 
preoperative AFP significantly predicted recurrence. A receiver operating characteristic 
curve plotted for AFP and recurrence revealed an area under the curve of 0.89 and an 
AFP value of 300, yielding a 50% sensitivity and a 90% specificity for recurrence. 

Conclusions: AFP elevation and microvascular invasion are powerful predictors of 
HCC recurrence following LT. Careful consideration of these factors could lead to 
more appropriate LT candidate selection and identification of appropriate patients for 
adjuvant therapy trials.



- 121 -

Notes: E-POSTER SESSION B



- 122 -



- 123 -

E-Poster
Session C



- 124 -

1C
Management of Splenic Trauma:  

A Single-Institution 8-Year Experience
Authors: C Rosati, A Ata, D Bonville, G Siskin, D Megna, S Stain

Institution: Albany Medical College, Albany, NY; Albany Medical Center, Albany, NY

Presenter: Carl Rosati

Objective: To determine outcomes of the current management strategies for splenic 
trauma. 

Design: A retrospective registry review. 

Setting: A Level I trauma center. 

Patients: A total of 20,561 patients in the state trauma registry from April 2004 to  
May 2012. 

Intervention: Splenectomy, angiography, splenic embolization, nonoperative and 
noninterventional observation. 

Main Outcome Measures: Morbidity and mortality by management strategy. 

Results: During the 8-year study period, 926 patients (4.5%) sustained splenic injury. 
Observational management increased over time from 55.2% to 68.3% despite the 
similar distribution of splenic injury grade over the study period: grade I (39%), grade 
II/III (24%), and grade IV/V (27.1%). Mortality rates associated with each management 
strategy were immediate splenectomy (IS): 21%; splenic embolization (SE): 6.1%; 
angiography alone (VA): 7.5%; and observation (OB): 8.5%. The Injury Severity Score 
(ISS) was highest in IS (35.7) compared with VA (31.4; P = .011), SE (29.3; P = .001), 
and OB (20.2; P < .001). Splenectomy was required in 8 of 132 patients managed with 
SE (6.1%) and in 12 of 93 patients undergoing angiography (12.9%). Failed SE was 
associated with higher ISS and mortality compared with successful embolization. 
Mortality was significantly lower among patients managed by OB (odds ratio [OR]: 
0.25; 95% confidence interval [CI], 0.15–0.44) or SE (OR: 0.23; 95% CI, 0.10–0.53). 
This survival benefit was explained by the association of IS with shock, transfusion, 
multiorgan failure, complications, age, and ISS. 

Conclusions: In this large 8-year single-institution study, we observed an increase 
in nonoperative management by an increased application of angiography and 
embolization. An aggressive use of splenic embolization in patients with appropriate 
indications will result in low failure rates and improved mortality.
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2C
Motorcycle-Related Injuries in Hawaii

Authors: C Ursic, L Wong

Institution: The Queen’s Medical Center, Honolulu, HI

Presenter: Caesar Ursic

Objective: To determine the demographic and clinical characteristics of patients 
sustaining serious injuries while riding motorcycles in the state of Hawaii. A state-
specific study would provide data that may improve clinical care and outcomes, as well 
as assist in implementing strategies to prevent associated injuries and fatalities. 

Design: A retrospective review of a prospectively collected trauma center data registry 
over the period 2004–2008. 

Setting: An American College of Surgeons–verified Level II trauma center and the 
state of Hawaii’s only designated trauma center during the period of study. 

Patients: All patients treated at the trauma center with injuries sustained from a 
motorcycle crash. 

Main Outcome Measures: Patient demographics, mortality, injury type, Injury 
Severity Score (ISS), helmet use, intensive care unit (ICU) length of stay (LOS), and total 
hospital LOS. 

Results: A total of 1,080 patients were studied, of whom 87% were male. Mean age 
was 35 years (range: 8–78). The overall rate of helmet use was 37.8%, and use was 
lowest among visitors to the state (28.8%) and ethnic Native Hawaiians (23.7%). 
Patients without helmets had a higher mean ISS (19.8 vs. 13.6), total LOS (5.9 vs. 5.0 
days), and total ICU LOS (2.0 vs. 1.2 days). Helmet use was highest on the island of 
Oahu (41.1%) and lowest on the “Big Island” of Hawaii (20.6%). Overall mortality was 
4.4%, and mortality was higher among non–helmet users (5.6% vs. 2.3%; P < .0001). 

Conclusions: Prevention strategies targeting particular ethnic groups and geographic 
locations are needed to reduce death and disability from motorcycle crashes in Hawaii.
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3C
Beyond Mortality: Disability-Adjusted Life Years and  

Wages Lost Attributable to Pedestrian vs. Auto Injuries
Authors: J Mah, K Balhotra, S Chan, C Juillard, M Kutcher, S Dobbins, R Dicker

Institution: University of California San Francisco, San Francisco, CA;  
University of California Berkeley, Berkeley, CA; San Francisco Injury Center,  

San Francisco, CA

Presenter: Jennifer Mah

Objective: Pedestrian vs. auto (PVA) injury represents a significant burden of disease 
that is underrepresented by mortality rates alone. No study has yet quantified 
disability-adjusted life years (DALYs) in pedestrian injury in the United States. We 
sought to calculate DALYs attributable to PVA injury and to estimate potential future 
wages lost for patients presenting to an urban Level I trauma center. 

Design, Setting, and Patients: A retrospective case series analysis from 2007 to 2008 
of 356 injured patients at a city’s only Level I trauma center. DALY calculations used 
disability weights from the World Health Organization and previously established 
methodology. Lost wages were estimated using published methodology and adjusted 
for race/ethnicity in patients aged 16–64 years. 

Main Outcome Measures: Demographic information, injury severity, DALYs for all 
patients admitted, wages lost because of injury and disability, and total lifetime wages 
lost. 

Results: The incidence of patients admitted for pedestrian injury was 45 of 100,000 
population, making up 13% of hospital trauma admissions. Mean age was 50 years, 
and mean Injury Severity Score was 17. DALYs lost ranged from 0 to 77.7 years, with a 
mean of 6.6 years; mortality was 9.8%. Females had more DALYs compared with males 
(7.8 vs. 5.9; P = .012). Sixty-three percent were able to return to work. Total wages lost 
annually were $2,839,508, with total average lifetime wages lost equaling $295,753  
per person. 

Conclusions: Estimation of DALYs and wages lost annually elucidates the true burden 
of PVA injury and identifies potentially vulnerable populations. Accurate estimations of 
the true societal cost of PVA injuries should influence priorities in prevention resources 
and policy recommendations.
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4C
Analysis of Mortality Following Traumatic Injury in the Elderly:  

Have We Changed the Survival Curves?
Authors: G Tominaga, K Schaffer, I Dandan

Institution: Scripps Memorial Hospital La Jolla, La Jolla, CA

Presenter: Gail Tominaga

Objective: As life expectancy increases in the United States, the oldest segments of 
the population are growing the fastest. These older patients often use health care 
resources disproportionately to their population size. We performed this study to 
determine (1) mortality rates (MRs) in elderly patients by Injury Severity Score (ISS); (2) 
whether differences in MR exist between patients in their 70s, 80s, and 90s with similar 
injury severity; and (3) whether historical MRs based on ISS are now applicable to the 
elderly. 

Design: Retrospective. 

Setting: Level II trauma center. 

Participants: Trauma patients admitted from 2007 to 2011 were stratified by age. 

Interventions: Statistical analysis; P < .05 = statistical significance. 

Main Outcome Measures: ISS, hospital day (HD) of death, MR. 

Results: There were 7,319 trauma patients; 21.4% were older than 70 years. Death 
rates within each age group stratified by ISS are shown in the Table. MRs for patients 
with ISS less than 10 were similar in all groups. MRs for patients with ISS 10–24 were 
similar for patients younger than 79 years but increased for patients 80 years or older. 
ISS 16–24 patients 90 years or older had a statistically significant higher MR than those 
younger. For ISS 25 or higher, the MR was significantly higher in patients in their 70s, 
80s, and 90s when compared with patients younger than 70 years. Time of death in 
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patients 70 years and older occurred during the first HD in 56 of 133 (42%), within 
the first 3 HDs in 56%, and 15 days or more after injury in only 6%. Our MRs compare 
favorably with those of historical controls. 

Conclusions: Our data demonstrate that patients 80 years and older have a higher 
MR compared with patients aged 70–79 years for ISS lower than 25, and patients aged 
70–79 years have similar MRs to patients younger than 70 years. MRs remain high for 
the elderly with ISS higher than 25; however, definitive conclusions cannot be made 
because of the small number of patients in the group 80 years and older with ISS 
higher than 25.
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5C
The Older They Are, the Lower They Fall: Fall Height Is  

Inversely Related to Poor Outcomes in the Elderly
Authors: J Gerry, P Maggio, R Callcut, D Spain, K Staudenamyer

Institution: Stanford Hospital and Clinics, Stanford, CA; 
Stanford University, Stanford, CA

Presenter: Jon Gerry

Objective: Falls are the most common cause of injury-related death and disability in 
the elderly, but they are poorly characterized. We hypothesized that elderly patients 
who experience ground-level falls (GLFs) are older, have more comorbidities, and have 
worse outcomes than patients who fall from a height. 

Methods: This was a retrospective study using data from the National Sample Program 
(2008). Patients were included if they were ≥ 65 years, sustained a fall, and were 
admitted to the hospital. Univariate and multivariate analyses were used to compare 
patients who experienced GLFs vs. falls from a height. 

Results: A total of 67,155 elderly patients were included in the analysis: 74% of the 
patients had GLFs, and 26% fell from a height. GLF patients were older (79 vs. 76 years; 
P < .001) and more often female (66% vs. 50%; P < .001), but they were less injured 
(Injury Severity Score [ISS] higher than 15 in 20% vs. 33%; P < .001). Overall mortality 
was 6%. Adjusted mortality was not significantly different between the groups. 
Discharge to a nursing facility was more common in GLFs vs. falls from a height (40% 
vs. 24%; P = .00), and discharge home was less likely (31% vs. 43%; P = .04) as fall 
height decreased (see Figure). 

Conclusion: Patients with GLFs may represent a group of fragile geriatrics patients  
in decline, which may explain their worse outcomes despite lower fall height and 
lower ISS.
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6C
Revisiting the Pancreaticoduodenectomy for Trauma:  

A Single Institution’s Experience
Authors: C Thompson, Z DeBoard, R Maier, S Shalhub

Institution: University of Washington, Harborview Medical Center, Seattle, WA;  
Santa Barbara Cottage Hospital, Santa Barbara, CA

Presenter: Callie Thompson

Objective: To review our institution’s experience with pancreaticoduodenectomy for 
trauma. 

Design: A retrospective review of all trauma patients presenting to a single institution 
requiring pancreaticoduodenectomy for trauma from 1996 to 2010. 

Setting: A Level I trauma center with a four-state referral area. 

Patients: Any patient who underwent a pancreaticoduodenectomy following 
traumatic injury during the study time period. 

Main Outcome Measures: We collected demographic and in-hospital data for each 
patient, including operative management, complications, and mortality. 

Results: Over the study period, 15 patients (median age: 29 years; 93% male; median 
Injury Severity Score: 35) underwent a pancreaticoduodenectomy following blunt 
trauma (n = 5) or penetrating trauma (n = 10). Eight patients (53%) had a damage-
control laparotomy (DCL) as their first operation, and seven patients (47%) had a 
pancreaticoduodenectomy with reconstruction (13%) or without reconstruction (33%). 
There were no differences in complication rates when compared by first operative 
procedure. In-hospital mortality was 13% (n = 2). 

Conclusions: We present the largest series of patients to date who underwent 
DCL or a staged Whipple procedure for complex pancreaticoduodenal trauma. 
We also present the largest series to date of blunt trauma patients requiring 
pancreaticoduodenectomy. Additionally, we report the lowest mortality rate for 
such injuries in the current literature. Thus, we suggest that DCL or a staged Whipple 
procedure is a safe and preferable option for the initial operative management of 
critically ill trauma patients who will eventually require a pancreaticoduodenectomy.
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7C
Protocolized Use of Percussive Ventilation Reduces the  

Cost and Risk of Extracorporeal Membrane Oxygenation for  
Refractory Hypoxemic Acute Respiratory Distress Syndrome

Authors: A Michaels, J Hill, B Long, B Sperley, B Young, L Morgan, R Bartlett

Institution: Legacy Emanuel Health Center, Portland, OR;  
University of Michigan, Ann Arbor, MI

Presenter: Andy Michaels

Objectives: Traditionally, patients on extracorporeal membrane oxygenation (ECMO) 
have received “lung rest” while they are supported by the circuit. We use the Volume 
Diffusive Respirator (VDR, Percussionaire, Sandpoint, ID) to enhance recovery of 
pulmonary function during ECMO implemented for adults with acute respiratory 
distress syndrome (ARDS). 

Design: We compare a single-institution cohort of adult survivors (study patients) with the 
Extra-corporeal Life Support Organization (ELSO, Ann Arbor, MI) registry for ARDS patients. 

Setting: Tertiary care hospitals. 

Patients, Interventions, and Outcomes: Adults older than18 years with ARDS 
who survived ECMO between January 2009 and August 2012 are compared by age, 
pre-ECMO ventilation days, pre-ECMO Pa02/Fi02 (P/F) ratio, and hours on ECMO. The 
full cohorts are compared for survival to discharge. In the study patients, the VDR 
delivered 500 percussions/min, 15 breaths/min, an Fi02 of 0.4, and pressures of 24/12 
mmHg during ECMO support. The ELSO registry provided patients treated with lung 
rest practices that do not include the VDR. Results are means compared by t test and 
the χ2 test. 

Results: There were no differences between the study patients (n = 21) and the ELSO 
cohort (n = 1,013) with regard to age, pre-ECMO days of ventilation, or survival to 
discharge (60%). Study patients treated with VDR had a lower pre-ECMO P/F ratio (55.0 
± 3.1 vs. 73.0 ± 1.8; P < .001) and required fewer hours on ECMO (144.0 ± 19.8 hours vs. 
235.0 ± 6.8 hours; P < .001). The study cohort patients’ post-ECMO P/F ratio was 277.0 ± 
13.3 on fraction of inspired oxygen less than 0.50. 

Conclusion: As ECMO for adult ARDS has become more accepted, cost and risk 
remain concerns. The major difference between the study cohort and “standard” care 
represented by the programs in the ELSO registry is that we use the VDR on settings 
that are both protective and designed to recruit functional reserve capacity and clear 
secretions rather than traditional lung rest during ECMO. These data suggest that the 
protocolized use of the VDR ventilator enhanced recovery from “refractory hypoxemic” 
ARDS in adults. Also, by reducing the time on ECMO, we may improve the risk-benefit 
and cost-benefit ratios associated with ECMO care.
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Evaluation of Preoperative Blood Transfusion Practices at a  

Public Teaching Hospital in Mozambique
Authors: D DeUgarte, J Chen, Z Burke, C Conceicao, L Miller, R Hoffman, A Taela

Institution: David Geffen School of Medicine at UCLA, Los Angeles, CA;  
Universidade Eduardo Mondlane (UEM) School of Medicine 

Maputo, Mozambique

Presenter: Daniel DeUgarte

Objectives: (1) To determine the number of preoperative packed red blood cell (pRBC) 
transfusions not indicated by existing local and international guidelines; (2) to identify 
predictors of preoperative transfusion; and (3) to estimate the number of avoidable 
transfusions and transfusion-transmissible infections per year. 

Design: A retrospective cohort study. Age, comorbidities, hemoglobin level, 
anticipated blood loss, and transfusions were recorded. The number of preoperative 
transfusions not indicated by local ministry of health and international guidelines 
was determined. All nonindicated transfusions were considered avoidable. 
Multivariate logistic regression was used to identify factors that predicted transfusion. 
Mathematical models were used to estimate the number of avoidable transfusions and 
transfusion-transmissible infections. 

Setting: The main operating room of a public teaching hospital in Mozambique. 

Patients: A total of 205 patients (aged 1 month to 86 years) who underwent a surgical 
procedure from July 10 to July 23, 2012. 

Main Outcome Measures: Number of pRBC transfusions. 

Results: A total of 36 units were administered preoperatively to 19 patients (9.3%). 
Thirteen units (36%) were not indicated by local guidelines, and 33 units (92%) were 
not indicated by international guidelines. The primary predictors of blood transfusions 
were lower hemoglobin level (P < .0001) and higher anticipated blood loss (P = .04). 
Adoption of international guidelines could avoid an estimated 858 transfusions 
and seven HIV infections, five hepatitis B virus infections, and nine hepatitis C virus 
infections annually in the study setting. 

Conclusions: Adoption and adherence to more restrictive blood transfusion 
guidelines could significantly improve blood transfusion use and potentially lower 
the risk of transfusion-transmissible infections. Interventions aimed at reducing blood 
transfusion use in areas of high HIV prevalence are recommended and discussed.
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9C
Prospective Clinical Trial of Surgical Intervention for  

Painful Rib Fracture Nonunion
Authors: J Mayberry, L Fabricant, B Ham, R Mullins

Institution: Oregon Health & Science University, Portland, OR

Presenter: John Mayberry

Objective: Painful nonunion occurs in 1%–5% of rib fracture patients. Retrospective 
reports of small case series indicate that resection may be effective for the relief of chronic 
pain and disability. The utility of plate fixation following nonunion resection is unknown. 

Design: A prospective clinical trial. 

Setting: A Level I trauma center.

Patients: Twenty-four consecutive patients referred with painful rib fracture 
nonunions 4 to 197 months (median: 16) after injury. 

Interventions: All patients underwent resection of selected nonunions (median: two 
nonunions resected per patient; range: one to four). A variety of resultant rib gaps 
were encountered, and the use of titanium or absorbable plate fixation was left to the 
discretion of the surgeon. In general, no fixation was used when the resultant gap was 
≤1 or ≥1.5 cm. Plate fixation was selectively used when the resultant gaps were 0.5–1.5 
cm. The goals of plate fixation were optimal rib healing and, in cases where there were 
adjacent rib gaps, chest wall mechanical stability. Bone grafts were not used. 

Main Outcome Measures: The McGill Pain Questionnaire (MPQ) and RAND 36 Health 
Survey indices, activity levels (sedentary, ambulatory, moderately active, or vigorous), 
and functional status (disabled, nonphysical labor, or physical labor) were compared 
preoperatively and 6 months postoperatively with dependent t tests or Wilcoxon 
signed rank sum tests. P < .05 was used to indicate significance. 

Results: MPQ Present Pain Intensities and Pain Rating Indices; RAND 36 Physical 
Functioning, Role Physical, Social Functioning, Role Social, Bodily Pain, Vitality, Mental 
Health, and General Health indices, as well as activity levels, were all significantly 
improved at 6 months. Overall functional status did not significantly change. 
Complications included one wound infection, two titanium screw partial backouts, 
and one chest wall hernia following resection of adjacent nonunions with resultant 
gaps of  ≥1.5 cm.

Conclusions: Resection of rib fracture nonunions is effective for the relief of chronic 
pain and disability. The utility of plate fixation in the variety of rib gap scenarios 
encountered cannot be established by this small clinical trial, but surgeons are 
cautioned that resection of adjacent nonunions with significant rib gaps may result in 
chest wall hernia.
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10C
Perioperative Morbidity and Mortality in Patients with  
Pulmonary Hypertension Undergoing General Surgery

Authors: K Rhoads, R Lobato, J Wong, R Zamanian

Institution: Stanford University, Palo Alto, CA

Presenter: Kim Rhoads

Objectives and Hypothesis: An increasing number of patients with pulmonary 
hypertension (PH) are presenting for general surgical procedures; however, there are 
no risk calculators for risk stratification and planning. The objective of the current 
study is to characterize perioperative risk in patients with PH. The hypothesis is that 
select PH patients are at increased risk for complications following general surgery. 

Design/Setting: A retrospective, case-control study using the Nationwide Inpatient 
Sample for the years 2005–2009. 

Patients: ICD-9 codes identified patients with primary or idiopathic PH (416.0) and 
patients with secondary or associated PH (416.8). Case matching (3:1) was based on 
age, sex, race, year, procedure, admission status, hospital type, and comorbidities. 

Main Outcomes: The χ2 or Wilcoxon test compared mortality, length of stay, 
and charges associated with PH.  Results: A total of 6,338,573 records for general 
(noncardiac) procedures contained the necessary matching variables. There were 
39,174 records (0.62%) with a PH diagnosis. Primary/idiopathic PH (416.0) was 
associated with higher rates of inpatient mortality (9% vs. 6%; P < .001), longer 
hospitalization (13.8 vs. 11.0 days; P < .001), and increased average hospital charges 
($101,511 vs. $81,812; P < .001) compared with controls. There was no association 
between a diagnosis of secondary PH (416.8) and any of the perioperative outcomes. 

Conclusions: A diagnosis of primary or idiopathic PH conveys significantly higher risks 
of perioperative mortality and morbidity compared with well-matched controls. In 
contrast, a diagnosis of secondary or associated PH is not associated with substantially 
increased morbidity or mortality. Until formal risk adjustment models include PH, 
perioperative planning and management should include explicit consideration of the 
etiology of pulmonary hypertension.
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Outcomes of Pediatric Appendicitis:  

An International Comparison of the US and Canada
Authors: S Emil, L Cheong

Institution: Montreal Children’s Hospital, McGill University Health Centre, Montreal, QC

Presenter: Sherif Emil

Objectives: Pediatric appendicitis outcomes are influenced by socioeconomic 
and insurance status. We performed the first international comparison of pediatric 
appendicitis outcomes between two countries with entirely different health care 
systems. 

Design: A population-based retrospective comparison of pediatric appendicitis 
outcomes using national databases in the United States and Canada was performed. 
Patients with nonincidental appendectomy codes, without a corresponding diagnosis 
of appendicitis, were considered to have a negative appendectomy. Subanalyses 
by age group (0–5, 6–11, and 12–17 years), severity of appendicitis (nonperforated, 
perforated), and U.S. insurance status were also performed. Categorical data were 
compared by χ2 analysis, and continuous data were compared by student t test or 
analysis of variance. 

Setting: The Kids’ Inpatient Database (KID) is a national sample of pediatric discharges 
from more than 2,000 hospitals in the United States. The Canadian Institute for Health 
Information (CIHI) database captures mandatory discharge data from all hospitals in 
Canada. 

Patients: Patients younger than 18 years coded for nonincidental, urgent 
appendectomy in the 2006 and 2009 KID (78,625 patients) and the 2004–2010 CIHI 
databases (41,492 patients). 

Main Outcome Measures: Perforation rate, misdiagnosis rate, and length of hospital 
stay. 

Results: Canadian patients had higher rates of negative appendectomy (6.3% vs. 4.3%; 
P < .0001) and perforated appendicitis (27.3% vs. 26.7 %; P < .0001). The Canadian 
perforation rate fell in the middle between privately insured U.S. patients (24.1%) 
and publicly insured or noninsured U.S. patients (30.4% and 31.2%, respectively). 
Canadian patients had a significantly lower perforation rate in the 0–5-year age group 
(47.7% vs. 52.3%; P < .0001), a similar rate in the 6–11-year age group (29.2% vs. 29.0%; 
P = .598), and a higher rate in the 12–17-year age group (24.7% vs. 21.8%; P < .001) 
compared with U.S. patients. Canadian patients had a longer hospital stay after simple 
appendicitis (2.0 ± 1.2 vs. 1.7 ± 1.2 days; P < .0001) and a shorter hospital stay after 
perforated appendicitis (4.8 ± 3.6 vs. 5.3 ± 3.7 days; P < .0001). 

Conclusions: Differences in outcomes of pediatric appendicitis between the United 
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States and Canada are influenced by age and U.S. insurance status. Canadian patients 
have a longer hospital stay after simple appendicitis and a shorter hospital stay after 
perforated appendicitis.
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12C
Noninvasive Breath Analysis in Patients with  

Acute Abdominal Pain: A Prospective Cohort Study
Authors: D Saltzman, F Delano, J Chow, J Wilson, J Thompson, G Schmid-Schonbein

Institution: University of California, Los Angeles, Los Angeles, CA;  
University of California, San Diego, La Jolla, CA

Presenter: Darin Saltzman

Objective: In the setting of mass casualty trauma or in a congested emergency 
department, treatment delays in patients with acute abdominal pain may occur 
because of limited resources. Breath analysis using gas chromatography may provide 
additional information to expedite the decision for surgical intervention. 

Design: A prospective cohort study. 

Participants: Breath samples collected from patients who presented to the 
emergency department at Olive View–University of California, Los Angeles, with acute 
abdominal pain and abnormal abdominal-pelvic computed tomography (n = 29) were 
compared with breath samples from healthy (control) individuals (n = 29) and room air 
(n = 29).  

Main Outcome Measures: Each sample was blinded and run through gas 
chromatography to obtain a Kovats retention index (KI) and the absolute amount 
(Cts/s) of the corresponding volatile organic compound (VOC). 

Results: A significant difference was observed for the VOC at KI 900 for patients—
partial small bowel obstruction: n = 13; complete small bowel obstruction: n = 7; acute 
appendicitis: n = 3; diverticulitis: n = 3; perforated colon: n = 2; and pancreatitis: n = 
1—compared with control individuals and room air (Figure). 
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Conclusions: Gas chromatography, a noninvasive and potentially rapid diagnostic 
procedure, has the capability to deliver accurate and reproducible results. This 
emerging technology may provide additional information and reduce time delays, 
especially when surgical intervention is considered.
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Image Quality of Brain and Cervical Spine  

Magnetic Resonance Imaging in 
 Patients with an Implanted Cardiac Device

Authors: D Doud, R Russo, G Tominsga

Institution: Scripps Clinic Torrey Pines, La Jolla, CA

Presenter: Debra Doud

Objective: Patients with head and neck trauma may require magnetic resonance 
imaging (MRI) for diagnostic evaluation. As indications for permanent pacemakers 
(pPMs) and implantable cardioverter defibrillators (ICDs) have changed, these devices 
are seen with increasing frequency in the trauma population. The risk of adverse 
clinical events for patients with standard (non-MRI) conditional pPM and ICDs who 
undergo MRI at 1.5 T is under evaluation in a multicenter trial. The present study 
evaluated the quality of MRI of the brain and cervical spine for patients with an 
implanted cardiac device (CD). 

Design: Prospective. 

Patients: Patients requiring brain or cervical spine MRI with a CD in place. 

Interventions: An established protocol was used for pre-MRI and post-MRI device 
interrogation and programming mode during a 1.5-T MRI scan. Cardiac rhythm, 
noninvasive blood pressure, and transcutaneous 02 level were monitored throughout 
the MRI examination. pPM-dependent patients were programmed to an asynchronous 
pacing mode, while nondependent patients were programmed to an “off” mode. ICD 
patients had all sensing and antitachycardia therapies deactivated; pPM-dependent 
patients were excluded. Radiology reports were reviewed. 

Main Outcome Measures: Nondiagnostic study as a result of device artifact and 
cardiac complications related to MRI scan in patients with a CD. 

Results: Between February 2006 and February 2012, 67 cervical spine MRI 
examinations and 200 brain MRI examinations were performed. pPM was present 
in 78% of the patients, and 22% of the patients had an ICD. One report of a cervical 
spine examination mentioned the presence of a CD; however, the quality of the study 
was not altered by imaging artifact. None of the 267 MRI examinations was adversely 
affected because of the presence of artifact from the pPM or ICD, and none was judged 
to be nondiagnostic, requiring the use of an alternate imaging modality. There were no 
deaths, device failures, generator/lead replacements, loss of capture, or electrical reset 
episodes after MRI of the brain and cervical spine. 

Conclusions: Brain and cervical spine MRI in the presence of a CD did not result in 
imaging artifacts that resulted in a nondiagnostic examination requiring the use 
of an alternate imaging modality. Clinically indicated brain and cervical spine MRI 
examinations at 1.5 T can be performed successfully in patients with an implanted CD 
with appropriate programming and cardiac monitoring.



- 149 -

Notes: E-POSTER SESSION C



- 150 -

14C
Initial Experience with Surgical Quality Improvement  

Using the American College of Surgeons 
 National Surgical Quality Improvement Program (Pediatric)  

in a Canadian Children’s Hospital
Authors: E Skarsgard, J Bedford, T Chan, K Afshar

Institution: BC Children’s Hospital, Vancouver, BC

Presenter: Erik D. Skarsgard

The American College of Surgeons National Surgical Quality Improvement Program 
(NSQIP®) has created unprecedented opportunities for measuring surgical quality and 
guiding practice improvement through complication avoidance. The pediatric NSQIP 
program began in 2010 and has provided two sets of risk-adjusted outcomes data to 
date. This poster describes the initial experience of one children’s hospital with quality 
improvement driven by NSQIP data. Our hospital joined NSQIP Peds in 2011 and 
received its first semiannual report in July 2012. Hierarchical modeling indicated that 
our hospital was a high outlier (all surgeries) for the categories of all-cause morbidity 
(odds ratio [OR]: 1.44) and surgical site infection (OR: 1.82). Careful review of our 
unadjusted urinary tract infection (UTI) outcomes data also suggested that we were a 
high outlier for UTIs during 2011, with an event incidence that was consistently three 
times that of the NSQIP Peds average (>2% vs. 0.6%). Surgical clinical reviewers played 
an essential role in engagement. The first project selected was UTI rate reduction. A 
case (UTI)–control (no UTI) (1:3) study was conducted to determine local associations 
(and therefore care improvement targets) with UTI. On multivariate analysis, surgical 
subspecialty and catheter presence were statistically associated with UTI occurrence, 
while catheter dwell time approached significance. A UTI charter was developed, 
and a multidisciplinary team (surgeons, management, nursing leadership, front line 
nursing) was assembled. Guided by best practices, “plan do study act” cycles were 
used to implement and then evaluate clinical and process outcomes in response to 
practice changes. Allowing for random variation, we have set a goal of a 50% reduction 
in UTI rates by July 2014. While not as discriminating in hierarchical performance 
separation as Adult NSQIP, NSQIP Peds offers a framework for pediatric surgical quality 
improvement. Projects should be undertaken based on improvement opportunities 
suggested by both risk-adjusted and unadjusted data.
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1D
Symptom Control in Locally Advanced  

Soft Tissue Tumors and the Role of Palliative Surgery:  
Surgery Without Curative Intent

Authors: A Arrington, W Chow, J Sato, B Paz, V Trisal

Institution: City of Hope Comprehensive Cancer Center, Duarte, CA

Presenter: Amanda Arrington

Background: Patients with large locally advanced soft tissue tumors experience 
significant pain, bleeding, disfigurement, or drainage from the tumors eroding 
through skin. Although many patients have metastatic disease at time of presentation, 
palliative surgical debulking of the locally advanced soft tissue tumors with primary 
coverage of the defect provides symptomatic relief and improved quality of life. 

Hypothesis: Our objective was to evaluate our institution’s experience with surgical 
debulking for soft tissue tumors without curative intent, with the specific outcome of 
palliation of symptoms. 

Patients and Methods: The medical records of all patients who underwent palliative 
soft tissue debulking at a single institution (cancer center) from January 2005 
to August 2012 were retrospectively reviewed. Relevant data analyzed included 
patient demographics, operative parameters, complications, palliation of symptoms, 
recurrence, and survival. 

Results: Twenty-seven patients with metastatic disease underwent palliative surgical 
procedures. Thirteen patients (48.1%) had melanoma, 8 (29.6%) had sarcoma, 2 (7.4%) 
had squamous cell carcinoma, and 4 (14.8%) had other diagnoses. The main symptom 
was bleeding requiring multiple blood transfusions in 6 patients (22.2%), drainage in 5 
(18.5%), pain in 12 (44.4%), erosion through the skin in 14 (51.9%), and a combination 
of these symptoms in 10 (37.0%). Muscle flaps or skin grafts were necessary in 16 cases 
(59.3%). The complication rate was 11.1%. The length of stay was 5.2 days. Patients 
reported relief of their symptoms in 96% of the cases. 

Conclusions: The goal of palliative care is to prevent and relieve suffering, as well 
as to support the best possible quality of life for patients, regardless of the stage 
of the disease. Our study illustrates that palliative soft tissue surgical procedures 
are beneficial in patients and provide improved quality of life with low morbidity. 
Successful integration of palliative care into the treatment of advanced soft tissue 
tumors must be achieved to provide comprehensive, personalized cancer care for 
patients.
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Factors Affecting Nodal Drainage Patterns in  

Lower Extremity Melanoma
Authors: I White, C Hessman, L Berry, C Chen, J Fortino, Y Shyr, S Leong, J Vetto

Institution: Oregon Health & Science University, Portland, OR;  
Vanderbilt University, Nashville, TN; Department of Surgery and  

Center for Melanoma Research and Treatment,  
California Pacific Medical Center, San Francisco, CA; 

Division of Surgical Oncology, Oregon Health and Science University, Portland, OR

Presenter: Ian White

Objective: Although most lower extremity (LE) melanomas drain to superficial 
inguinal (SI) lymph nodes, we have noted drainage to deep inguinal (DI [pelvic]) and 
in-transit (IT)/popliteal nodes. We sought to identify the determinants of drainage of 
LE melanomas to SI, DI, and IT nodes. 

Design: A retrospective review of LE melanomas from a prospective multicenter 
database. 

Settings: Twelve academic institutions. 

Patients: A total of 712 patients with clinically node-negative LE melanomas who 
underwent sentinel lymph node (SLN) biopsy. 

Interventions: SLN mapping and biopsy.  

Main Outcome Measures: Rates of sentinel drainage to, and tumor involvement of, 
SI, DI, and IT nodes; primary tumor location (leg vs. foot); tumor features (Clark level, 
Breslow thickness, ulceration); and patient features (age, gender). 

Results: A total of 712 primary melanomas drained to 756 sites, including 80%, 16%, 
and 4% to SI, DI, and IT nodes, respectively. Seventeen percent of all cases drained 
to multiple nodal basins, most commonly to SI and DI nodes. Of all cases with T2 or 
greater thickness, 11.4% were SLN-positive. Of the positive nodes, 8%, 14%, and 88% 
were in the IT, DI, and SI nodes, respectively. Multivariate analysis revealed that tumor 
location, but not tumor or patient factors, influenced drainage patterns. Although SI 
node drainage was the most common for all tumors (77%–80%), IT drainage was more 
common for foot than leg melanomas (P < .001). 

Conclusions: Twenty percent of LE melanomas drain to “ambiguous” (non-SI) basins 
including DI/IT nodes, and 17% drain to multiple nodal basins. IT nodal drainage is 
more common for foot than leg primaries. This ambiguous drainage accounted for 
22% of positive SLNs and is a potential source of false-negative SLN biopsies and 
subsequent nodal relapse.
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Robot-Assisted Transhiatal Esophagectomy:  

Initial Experience at a Tertiary Care Center
Authors: A Coker, G Acosta, J Barajas-Gamboa, J Cheverie, G Jacobsen, B Sandler,  

M Talamini, M Bouvet, S Horgan

Institution: University of California San Diego, San Diego, CA

Presenter: Alisa Coker

Objective: Historically, esophagectomy has been a technically demanding operation 
with high procedure-related morbidity and mortality rates. Robotic technology 
has allowed surgeons to decrease the invasiveness of the procedure. We report our 
experience performing robot-assisted transhiatal esophagectomy (RATE). 

Design, Setting, and Patients: A retrospective review of patients with 
adenocarcinoma of the distal esophagus or gastroesophageal junction who 
underwent RATE between November 2006 and September 2012 at a single tertiary 
care hospital. 

Main Outcome Measures: Demographic, operative, and oncologic parameters, 
morbidity, and mortality.  

Results: Twenty patients underwent RATE. There were 17 men and 3 women, with 
a median age of 64 years (range: 40–81). Sixteen patients underwent neoadjuvant 
chemoradiation, one patient had preoperative chemotherapy only, and three patients 
with early-stage disease went straight to a surgical procedure. Median operative 
time was 236 minutes (range: 180–319), and median estimated blood loss was 100 
mL (range: 25–400). There were no conversions to open. Complications included 
four strictures, one anastomotic leak, and one pericardial/pleural effusion requiring 
drainage. One patient required pyloroplasty 3 months after esophagectomy. One 
patient died from pulmonary failure 21 days after a surgical procedure (30-day 
mortality rate of 5%). The median length of stay was 9 days (range: 7–37). Of 16 
patients who underwent preoperative chemoradiation, 5 patients had a complete 
response on final pathology. The median lymph node yield was 13 (range: 5–29), and 
all surgical margins were negative for cancer.  

Conclusions: RATE can be performed safely with good oncologic outcomes. This 
technique has become our operation of choice for patients with esophageal cancer.
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Increased Risk of Rectal Cancer after  

External Radiation Therapy for Prostate Cancer:  
A Population-Based Cohort Study

Authors: K Kazanjian, J Morgan, B Jabo, A Ghlandian, J Tschen, M Senthil, M Abbas

Institution: Department of Surgery, Loma Linda University School of  
Medicine, Loma Linda, CA; Loma Linda University School of Public Health, Loma Linda, 

CA; Department of Surgery, Kaiser Permanente Los Angeles, Los Angeles, CA

Presenter: Kevork Kazanjian

Background: Radiation therapy is a common treatment modality for prostate cancer, 
but it may be associated with increased risk of secondary pelvic malignancies. This 
study aimed to determine whether external-beam radiotherapy for prostate cancer 
increases the risk for subsequent development of rectal cancer. 

Design: A retrospective cohort analysis of the California Cancer Registry.

Setting: The California Cancer Registry. 

Patients: Patients with localized prostate cancer who underwent external-beam 
radiation therapy (XRT) or prostatectomy during a two-decade period. 

Main Outcome Measures: Incidence of rectal cancer diagnosis 2 years or more after 
radiation therapy or prostatectomy for prostate cancer. 

Results: Between 1988 and 2009, 441,941 patients were diagnosed with prostate 
cancer. Of 332,327 patients with localized disease, 78,122 patients received XRT 
alone, and 96,507 underwent prostatectomy alone. The latter two groups were the 
focus of this study, in which rectal cancer was diagnosed in 660 patients (0.38%). On 
univariate analysis, the XRT cohort was associated with an increased risk for rectal 
cancer compared with the prostatectomy-alone cohort (odds ratio [OR]: 1.4; P < .001). 
Multivariate analysis adjusting for age, race/ethnicity, socioeconomic status, and year 
of diagnosis demonstrated a higher risk of rectal cancer after XRT compared with 
prostatectomy (OR: 1.34; 95% confidence interval, 1.14–1.57). 

Conclusions: Patients who undergo radiotherapy for prostate cancer have a higher 
risk of developing rectal cancer compared with patients who undergo prostatectomy. 
Considering the multimodality treatment approach for rectal cancer in the modern 
era, such patients may have fewer treatment options. This risk should be included 
in the counseling of patients with prostate cancer. The potential impact on both 
oncologic outcome and sphincter preservation rate is unknown and warrants further 
investigation.
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The Proportion of Anal Carcinoma In Situ in  
Squamous Cell Carcinoma of the Anal Canal 

 Varies Widely Across Surveillance, Epidemiology, and  
End Results Regional Registries

Authors: R Nelson, J Sanchez, L Lai

Institution: City of Hope, Duarte, CA

Presenter: Rebecca Nelson

Objective: Recent studies demonstrate a dramatic rise in the incidence of squamous 
cell carcinoma of the anal canal (SCCA). In the United States, while there have been 
increases in all stages of SCCA, the increase in anal carcinoma in situ (CIS) exceeds that 
of invasive disease, with a five-fold increase since 1997. We seek to determine factors 
that may account for the increase in CIS relative to all SCCA.  

Design: A nested case-control study of SCCA from 2000 to 2009 data using the 
Surveillance, Epidemiology, and End Results (SEER) public use database.  

Main Outcome Measures: Regional and demographic characteristics of CIS relative to 
all SCCA.   

Results: CIS, as a proportion of SCCA, varies from 12.5% to 71.7% across the 17 SEER 
registries. A higher proportion of CIS is reported in San Francisco than in all other 
regions (P < .0001). After multivariate adjustment, significant demographic factors 
associated with increased proportions of CIS were younger age group, male sex, Pacific 
Coast residency, and urban locale. To account for potential reporting differences 
across SEER registries, we compared the proportion of ductal carcinoma in situ (DCIS) 
to invasive ductal adenocarcinoma of the breast using similar analyses. Unlike CIS in 
SCCA, the proportion of DCIS ranged from 14.2% to 22.1% among the registries.  

Conclusions: The proportion of CIS relative to all SCCA varies greatly across regional 
SEER registries. Although reporting may contribute to the rising overall CIS incidence, 
other factors that likely contribute include the true risk of the population studied and 
the availability of screening to detect early disease.
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6D
Surgical Outcomes of Hyperthermic Intraperitoneal 
Chemotherapy: Analysis of the American College of 

Surgeons National Surgical Quality Improvement Program
Authors: M Jafari, W Halabi, M Stamos, S Mills, J Carmichael, A Pigazzi

Institution: University of California, Irvine, Orange, CA

Presenter: Mehraneh Jafari

Objective: Hyperthermic intraperitoneal chemotherapy (HIPEC) and cytoreductive 
surgical procedures have been shown to benefit selected patients with peritoneal 
carcinomatosis. However, these procedures are associated with high morbidity 
and mortality. Available data investigating the outcomes of HIPEC are limited to a 
few small, single-center studies. To date, there have been few large-scale studies 
investigating the outcomes of HIPEC. 

Design: A retrospective review of HIPEC cases was conducted. The cytoreductive 
surgical procedure was sampled, and disease processes were identified. Patient 
demographics, intraoperative occurrences, and postoperative complications were 
reviewed. 

Setting: American College of Surgeons (ACS) National Surgical Quality Improvement 
Program (NSQIP®) 2005–2010. 

Patients: HIPEC cases with different etiologies. 

Main Outcome Measures: Thirty-day mortality and morbidity.

Results: Of the cancers identified among the 502 sampled cases, 45% of patients had 
appendiceal cancer, 34% had primary peritoneal cancer, 24% had colorectal cancer, 
and 6% had ovarian cancer (4%). Mean age was 56 years, and 55% of the patients were 
female. The American Society of Anesthesiologists classification was 3 for 68% of the 
patients. The average operative time was 7.6 hours, with 20% of the patients requiring 
transfusion. Pulmonary complications (14%), septic shock (12%), bleeding (10%), and 
organ space infections (7%) were the most prevalent postoperative complications. 
History of chronic obstructive pulmonary disease, CVA, and transfusion requirements 
were predictive of septic complications. The average length of stay was 14 days. The 
rate of reoperation was 10%, with an overall mortality of 2.19%. 

Conclusions: HIPEC is an uncommonly performed procedure; however, morbidity and 
mortality rates in ACS NSQIP hospitals appear lower than previously reported rates.
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7D
Breast Conservation Surgery Is Appropriate  

Local Management of Triple-Negative Breast Cancer
Authors: A Gangi, A Chung, J Mirocha, D Liou, A Giuliano

Institution: Cedars Sinai Medical Center, Los Angeles, CA

Presenter: Alexandra Gangi

Objectives: The aggressive triple-negative phenotype of breast cancer (TNBC) is 
considered by some to be a relative contraindication to breast-conserving therapy 
(BCT). The purpose of this study was to compare outcomes of BCT for patients with 
TNBC with non-TNBC. 

Design: A prospective database review. 

Setting: An academic tertiary medical center with a designated breast cancer center. 

Patients: A total of 1,984 consecutive patients, aged 29–85 years, with stage I–III 
invasive breast cancer who underwent BCT at a single institution from January 1, 2000, 
to May 30, 2012.  Of these 1,984 patients, 258 (13.0%) had TNBC (ER/PR/Her2neu-
negative), and 1,726 (87.0%) had non-TNBC. 

Main Outcome Measures: The primary outcome measure was local recurrence (LR). 
Secondary outcome measures were tumor and patient characteristics and overall 
survival (OS). 

Results: TNBC was associated with younger age at diagnosis (55 vs. 60 years; P < 
.0001), larger tumor size (2.1 vs. 1.8 cm; P < .0001), ductal histology (95.7% vs. 89.3%; P 
< .0001), more stage II vs. stage I cancer (42.4% vs. 33.1%; P = .0001), and more grade 3 
tumors (87.7% vs. 28.5%; P < .0001) compared with non-TNBC. There was no significant 
difference between TNBC and non-TNBC with respect to nodal involvement or LR (n 
= 39); TNBC had worse OS (see Table). Multivariable analysis identified age, tumor 
size, histology, and TNBC to be significant predictors of OS with median follow-up 
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of 4.6 years (interquartile range: 2.3–7.6). However, only tumor size was a significant 
predictor of LR. 

Conclusions: BCT for TNBC is not associated with increased LR compared with non-
TNBC. However, the TNBC phenotype correlates with worse OS. BCT is appropriate for 
patients with TNBC.
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8D
Local Anesthetic Delivery Systems Can Improve  

Pain Control in Selected Mastectomy Patients
Authors: N Johnson

Institution: Legacy Surgical Oncology, Portland, OR

Presenter: Nathalie Johnson

Introduction: Local anesthetic delivery (LAD) systems can be used in patients 
undergoing mastectomy to reduce postoperative pain and narcotic requirements. 
There is limited non–industry-sponsored literature assessing the efficacy of LAD 
systems in this setting. The aim of this study was to determine if LAD use in patients 
undergoing mastectomy led to decreased inpatient pain scores and narcotic use. 

Methods: Institutional review board approval was obtained. Records of all women 
undergoing mastectomy during 2005–2008 at a tertiary care community-based cancer 
center were evaluated for inclusion. Patients were stratified by unilateral vs. bilateral 
operations and by whether or not they had immediate reconstruction. Median pain 
scores (0–10) and narcotic use for patients receiving pain pumps were compared with 
patients who did not have pain pumps by t test. Narcotic use was confirmed by review 
of both pharmacy medication releases and nursing administration records. Different 
narcotics were compared by converting them into their equivalent dose of morphine 
sulfate (MS). 

Results: Of 429 patients identified; 423 charts were available for review. Patients with 
PCAs (n = 13; 8 patients with LAD) were excluded because of unavailable dosage data, 
leaving 410 patients in the study. Median age was 54 years (range: 26–92). A total of 
298 patients received LAD (pump), and 112 patients did not (no pump). Mean age and 
stage were not significantly different between the two groups. The median inpatient 
pain score for postoperative days 0 and 1 was 2.5, indicating good pain management 
for the entire group. The median total MS-equivalent dose over that time was 32.6 mg. 
However, for patients without reconstruction there was improvement in pain control 
with the LAD. 

Conclusions: In mastectomy patients who did not have reconstruction, the use of LAD 
was associated with statistically significant less pain and narcotic use, and the pain 
pump should be considered in this subset.
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9D
Biology, Process of Care, and Regional Disparities in  

Breast Cancer Mortality
Authors: J Weber, S Kachare, T Fitzgerald, J Wong

Institution: East Carolina University, Greenville, NC; East Carolina University,  
Brody School of Medicine, Greenville, NC

Presenter: Joseph Weber

Background: A marked disparity exists in breast cancer mortality in eastern North 
Carolina (ENC) when compared with the rest of North Carolina (RNC). 

Objective: To identify factors associated with increased mortality of women 
diagnosed with breast cancer in ENC. 

Design: A retrospective cohort study. 

Setting: A state cancer registry. 

Patients: A total of 27,631 females diagnosed with breast cancer between January 1, 
2004, and December 31, 2007, in North Carolina.

Main Outcome Measures: Race/ethnicity, hormone receptor status, stage at 
diagnosis, delivery of systemic chemotherapy, and survival.  

Results: Women in ENC were slightly older than women in RNC (59.2 vs. 58.5 years; 
P < .001). There was no difference in the pathologic T (P = .62), N (P = .26), or stage 
grouping (P = .25) at diagnosis between ENC and RNC patients. Women in ENC were 
less likely to be white (68.9% vs. 80.0%; P < .001), to be estrogen receptor (ER) positive 
(53.4% vs. 59.4%; P < .001), to be progesterone receptor (PR) positive (44.8% vs. 49.4%; 
P < .001), or to receive adjuvant chemotherapy (78.7% vs. 81.3%; P = .02). The median 
survival of ENC patients was significantly worse than RNC patients (39 vs. 43 months; 
P = .0003). By univariate analysis, improved median survival was associated with ER 
status (P < .001), PR status (P < .001), race/ethnicity (44.0 months for whites vs. 35.9 
months for blacks; P < .0001), and delivery of adjuvant chemotherapy (P < .0001). By 
Cox regression analysis, ER-negative status (P = .01), non-Hispanic black (p = .03), and 
administration of adjuvant chemotherapy (P < .001) remained significant predictors of 
survival.  

Conclusions: The poor outcomes in ENC are because of primary tumor characteristics 
and failure in the process of care. Improved delivery of adjuvant chemotherapy could 
affect breast cancer mortality.
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10D
Impact of Nodal Dissection for Small Bowel Carcinoid:  

More Is Better
Authors: D Hari, T Tran, H Reich, A Leung, E Wolin, F Amersi

Institution: John Wayne Cancer Institute and  
Cedars-Sinai Medical Center, Los Angeles, CA

Presenter: Danielle Hari

Objective: To determine whether analyzing more lymph nodes (LNs) improves 
survival in patients who undergo surgical resection for small bowel carcinoid (SBC). 

Background: Increasing the number of LNs analyzed has been reported to correlate 
with improved survival in patients with gastrointestinal adenocarcinomas. 

Design/Setting/Patients: The Surveillance, Epidemiology, and End Results database 
was queried for all patients undergoing surgical resection for histologically confirmed 
SBC between 1988 and 2009. Patients were excluded if they had distant metastases or 
if an unknown number of LNs was examined. 

Main Outcome Measures: The number of nodes examined was categorized into 0, 
1–6, 6–12, and more than 12. Overall survival curves were analyzed using the Kaplan-
Meier method and compared using log-rank testing. Year of diagnosis, age, race, 
gender, tumor histology/size/location, TNM stage, number of LNs examined, and 
percentage of LNs with metastases were assessed by log-rank and Cox regression 
analysis. 

Results: The median number of LNs examined for all 2,780 patients was 4.00 (mean: 
6.83). For all stages examined, increasing nodal sampling was associated with 
significantly improved survival (Figures 1a and 1b), while patients with less than 30% 
node positivity had significantly improved survival (P = .002). On regression analysis, 
year of diagnosis, age, tumor size, and T stage were also predictive of worse survival. 

Conclusions: Adequate lymphadenectomy, consisting of more than 13 LNs, correlates 
with significantly improved survival. At present, no mandate exists for bowel carcinoid 
LN staging, but it is critical to ensure adequate surgical staging in all patients who 
undergo resection for SBC.
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11D
Low-Radiation-Dose Computed Tomography for Patients  

with Primary Hyperparathyroidism and  
Inconclusive Localization Studies
Authors: M Campbell, P Sicuro, A Alseidi, J Ryan

Institution: Virginia Mason Medical Center, Seattle, WA

Presenter: Michael Campbell

Hypothesis: Four-dimensional computed tomography (4D-CT) is increasingly being 
used for patients with primary hyperparathyroidism and inconclusive localization 
studies, but it may expose patients to unnecessary radiation, typically between 10 
and 26 mSv. We hypothesize that computed tomography (CT) with a noncontrast and 
venous contrast phase (two-phase CT) would have a similar sensitivity and specificity 
to those published for 4D-CT, while exposing the patient to less radiation. 

Design: A retrospective review. 

Setting: A tertiary referral center. 

Patients: We identified 65 patients with primary hyperparathyroidism and 
inconclusive localization studies (sestamibi and ultrasonography) who had  
two-phase CT.  

Main Outcome Measures: Sensitivity and specificity of two-phase CT to lateralize and 
localize hyperfunctioning parathyroid glands. 

Results: The mean radiation dose was 5.3 mSv. Two-phase CT had a sensitivity of 
79% and a specificity of 89% to lateralize hyperfunctioning parathyroid glands 
to the correct side of the neck and a sensitivity of 60% and specificity of 91% to 
localize hyperfunctioning glands to the correct quadrant of the neck. Our results are 
comparable to those published on 4D-CT in similar patient populations. Because of CT 
localization, 40 of our patients (62%) were able to undergo either unilateral or focused 
exploration. In this challenging group, 60 of the 65 patients (92%) were cured with the 
initial operation. The remaining five patients underwent reexploration with cure. 

Conclusions: Two-phase CT can help localize hyperfunctioning parathyroid glands 
not definitively identified by sestamibi and ultrasonography and often facilitates 
directed parathryoidectomy. Two-phase CT exposes the patient to less radiation than 
4D-CT, with similar results.
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12D
Video-Assisted Thoracoscopic Excision of  

Mediastinal Parathyroid Adenomas
Authors: R Finley, J Ojah

Institution: University of British Columbia, West Vancouver, BC

Presenter: Richard Finley

Objective: Management of mediastinal parathyroid adenomas has evolved, with 
improved preoperative localization with nuclear scintigraphy and video-assisted 
thoracoscopic surgery (VATS). The aim is to demonstrate utility of minimally invasive 
management techniques. 

Design: Case series. 

Setting: A Canadian tertiary hospital. 

Patients, Interventions, and Outcomes: From November 2001 to March 2012, 
11 patients (7 females, 4 males; mean age: 54 years; range: 41–70) with primary 
hyperparathyroidism underwent removal of mediastinal parathyroid adenomas. Mean 
and standard deviation (SD) were calculated for numeric outcomes, and a two-tailed 
paired t test (P < .05) was used to compare preoperative and postoperative ionized 
calcium (pre[iCa] and post[iCa]) and preoperative and postoperative parathyroid 
hormone (pre[PTH] and post[PTH]) serum concentrations. 

Results: Previous neck explorations for parathyroidectomy were performed in 3 
of 11 patients (two right-sided and one left-sided adenoma). Nuclear scintigraphy 
positively localized the masses in 8 of 11 patients and computed tomography in 
10 of 11 patients. In total, four right VATSs, six left VATSs, and one cervical video 
mediastinoscopy were performed. Three patients required simultaneous cervical 
incisions for dissection of the adenomas. Mean operative time was 70.3 minutes 
(SD: 20). No patients required conversion to sternotomy. Complications included 
pneumothorax (one patient), pleural effusion (one patient), and hoarseness (one 
patient). Mean length of stay in the hospital was 2 days (SD: 1). Comparative testing 
revealed statistically and clinically significant decreases to normal levels in parathyroid 
and ionized venous calcium concentrations at a mean follow-up of 27.5 days (SD: 18) 
postoperatively (mean pre[iCa] 2.65 mmol/L [SD: 0.58] vs. mean post[iCa] 1.88 mmol/L 
[SD: 0.49]; P = .004) and mean pre[PTH] 32.72 pmol/L [SD: 36.42] vs. mean post[PTH] 
5.58 pmol/L [SD: 2.18]; P = 0.029).   

Conclusions: Video-assisted thoracoscopic removal of mediastinal parathyroid 
adenomas is a clinically effective and safe procedure with low attendant morbidity 
once accurate preoperative localization is obtained.
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13D
Superior Early Outcomes after Laparoscopic Adrenalectomy:  

Results from the American College of Surgeons  
National Surgical Quality Improvement Program

Authors: D Greenblatt, M Campbell, C Seib, J Gosnell, O Clark, W Shen, Q Duh

Institution: University California San Francisco, San Francisco, CA

Presenter: David Greenblatt

Hypothesis: Since the last national report on adrenalectomy (based on 2001–2004 
data), the surgical management of adrenal disease has continued to evolve. We 
hypothesized that use of laparoscopic adrenalectomy (LA) has increased, with 
improved short-term surgical outcomes. 

Design and Setting: A retrospective cohort study using the American College of 
Surgeons National Surgical Quality Improvement Program (NSQIP®) database, which 
includes data from more than 250 academic and community hospitals nationwide. 

Patients: A total of 3,345 individuals who underwent adrenalectomy in the years 
2005–2010. 

Main Outcome Measures: Thirty-day morbidity and mortality. 

Results: A total of 2,580 patients (77%) underwent LA, and 768 patients (23%) 
had open resection. The laparoscopic approach was associated with shorter mean 
operative time (144 vs. 186 minutes; P < .001) and fewer blood transfusions (1% vs. 
16%; P < .001). The mean length of stay was 4 days less after LA (2.9 vs. 7.2 days; P < 
.001). The rate of 30-day mortality was 0.4% after LA, compared with 1.8% after an 
open procedure (P < .001). The 30-day morbidity rate was also significantly lower after 
LA: 5.2% vs. 16.2%; P < .001. After adjusting for potential confounders, the likelihood of 
30-day morbidity was significantly greater in open procedure vs. LA (odds ratio: 2.34; 
95% confidence interval, 1.70–3.22). 

Conclusions: In the interval since the last major NSQIP study comparing laparoscopic 
vs. open adrenalectomy, the use of the minimally invasive approach has increased 
dramatically, from roughly 50% to 77%. Although open adrenalectomy may still be 
necessary for the minority of patients with very large tumors or invasive cancers, most 
patients benefit from laparoscopic resection because of lower short-term morbidity 
and mortality.
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14D
A Crude Risk Estimator for Adrenal Tumor Functionality

Authors: C Sadler, M Goldfarb

Institution: University of Southern California Keck School of Medicine, Los Angeles, CA

Presenter: Claire Sadler

Objective: Develop a crude risk estimator for adrenal tumor functionality. 

Hypothesis: Patient demographics and clinical variables can be used to identify 
patients at high risk for a functional adrenal tumor (FAT). 

Study Design: A retrospective analysis of the American College of Surgeons National 
Surgical Quality Improvement Program 2005–2010 participant use file. 

Patients: A total of 2,807 patients who underwent adrenalectomy for a primary 
adrenal tumor. 

Main Outcome Measures: Mann-Whitney, χ2, and multivariate logistic regression 
analyses compared patient characteristics of FATs and non-FATs.  

Results: Of adrenalectomies performed, 13.2% (n = 402) were for FAT. Patients with 
FATs were more often younger (younger than 40 years; P < .01), overweight (body mass 
index higher than 30 kg/m2; P < .01), and hypertensive (P < .001), with elevated white 
blood cell (WBC) count (>11; P < .001), serum creatinine level (>1.25 mg/dL; P < .001), 
and sodium (>143 mmol/L; P < .001). On multivariate regression, patients with these 
characteristics were 20.53 times (confidence interval [CI], 15.79–25.27) more likely to 
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have a FAT (model C statistic = 0.634; CI, 0.605–0.663; H-L P = .035). For the individual 
FATs, the model for Cushing syndrome produced the best discrimination and 
calibration for predictability (C statistic = 0.736; CI, 0.691–0.781; H-L P = .420). Patients 
who were younger (P < .001), female (P < .001), diabetic (P = .07), and overweight (P = 
.027), with an elevated WBC (P < .001), were 63.62 times (CI, 58.03–69.21) more likely 
to have Cushing syndrome (Table). Multivariate models for both Conn syndrome and 
medulloadrenal hyperfunction displayed similar discriminative ability and calibration 
to the FAT model. 

Conclusions: After external validation, this crude risk estimator might be used to 
quantify the probability of tumor functionality in patients with incidental adrenal 
masses. While predictive power may be limited, it may assist in identifying patients at 
high risk for FATs that necessitate more urgent referral to a specialist.
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Past Presidents

Founders

President
Elected 

Year
Location

Meeting 
Year

Caucus

James Holcroft 2011 Napa Valley, CA 2012 NC

James Atkinson 2010 Scottsdale, AZ 2011 SC

James J. Peck 2009 Maui, HI 2010 HA/OR

Orlo Clark 2008 San Francisco, CA 2009 NC

Bruce Stabile 2007 San Diego, CA 2008 SC

Michael J. Hart 2006 Kohala Coast, HI 2007 AK/BC/WA

Cornelius Olcott IV 2005 San Francisco, CA 2006 NC

Samuel Eric Wilson 2004
Laguna Nigel/Dana 

Point, CA
2005 SC

Livingston Wong 2003 Wailea, HI 2004 HA/OR

Thomas R. Russell 2002 Monterey, CA 2003 NC

Theodore X. O’Connell 2001 Las Vegas, NV 2002 SC

John K. MacFarlane 2000 Banff, AB 2001 AK/BC/WA

Robert C. Lim, Jr. 1999 San Francisco, CA 2000 NC

Thomas V. Berne 1998
San Jose del Cabo, 

Baja
1999 SC

Harold Brunn Frank Hinman Emmet Rixford

Thomas O Burger W. D. Kirkpatrick Samuel Robinson

Samuel H. Buteau Otis F. Lamson Paul Rockey

S. L. Caldbick A. Stewart Lobinger Hnery Sherk

Robert C. Coffey Charles D. Lockwood Ernst A. Sommer

Walter B. Coffey A.O. Lee Stanley Stillman

John F. Cowan J. Tate Mason Charles T. Sturgeon

Richard B. Dillehunt A. Aldridge Matthews George W. Swift

Sumner Everingham J. B. McNerthney Wallace G. Toland

Charles Fox Wayland A. Morrison Alanson Weeks

Edgar L. Gilcrest Howard C. Naffziger Horace G. Wethrill

Philip K. Gilman Charles E. Phillips  
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President
Elected 

Year
Location

Meeting 
Year

Caucus

R. Mark Vetto 1997 Kaanapali Beach, HI 1998 HA/OR

F. William Heer 1996 Napa Valley, CA 1997 NC

Ronald K. Tompkins 1995 San Diego, CA 1996 SC

Meredith P. Smith 1994 Seattle, WA 1995 AK/BC/WA

Norman M. Christensen 1993 Sacramento, CA 1994 NC

Louis L. Smith 1992 Scottsdale, AZ 1993 SC

Clare G. Peterson 1991
Keoneloa Bay at Poipu, 

Kauai, HI
1992 HA/OR

Allen H. Johnson 1990 Pebble Beach 1991 NC

Eric W. Fonkalsrud 1989 Laguna Nigel, CA 1990 SC

George I. Thomas 1988 Vancouver, BC 1989 AK/BC/WA

John K. Stevenson 1988 Vancouver, BC 1989 AK/BC/WA

F. William Blaisdell 1987 San Francisco, CA 1988 NC

John E. Connolly 1986 Rancho Mirage, CA 1987 SC

Thomas J. Whelan, Jr. 1985 Maui, HI 1986 HA/OR

Roy Cohn 1984 Monterey, CA 1985 NC

Wiley F. Baker 1983 Newport Beach, CA 1984 SC

Hilding H. Olson 1982 Seattle, WA 1983 AK/BC/WA

David J. Dugan 1981 Napa Valley, CA 1982 NC

William R. Mikkelsen 1980 Coronado, CA 1981 SC

Thomas R. Montgomery 1979 Hawaii 1980 HA/OR

Philip R. Westdahl 1978 Yosemite, CA 1979 NC

William F. Pollock 1977 Newport Beach, CA 1978 SC

Carl R. Schlicke 1976 Palm Springs, CA 1977 AK/BC/WA

Ralph D. Cressman 1975 Monterey, CA 1976 NC

Max R. Gaspar 1974 Scottsdale, AZ 1975 SC

Allen M. Boyden 1973 Kaanapali Beach, HI 1974 HA/OR

Paul C. Samson 1972 Yosemite, CA 1973 NC

Gordon K. Smith 1971 San Diego, CA 1972 SC

Joel W. Baker 1970 Mexico City, Mexico 1971 AK/BC/WA

Past Presidents
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President
Elected 

Year
Location

Meeting 
Year

Caucus

H. Brodie Stephens 1969 San Francisco, CA 1970 NC

Lyman A. Brewer III 1968 Palm Springs, CA 1969 SC

Matthew McKirdie 1967 Honolulu, HI 1968 HA/OR

Leon Goldman 1966 Monterey, CA 1967 NC

Arthur Pattison 1965 Palm Springs, CA 1966 SC

Ralph H. Loe 1964 Vancouver, BC 1965 AK/BC/WA

Carleton Mathewson, Jr. 1963 San Francisco, CA 1964 NC

John C. Jones 1962 Palm Springs, CA 1963 SC

John E. Raaf 1961 Portland, OR 1962 HA/OR

Robert A. Scarborough 1960 San Francisco, CA 1961 NC

Clarence J. Berne 1959 Palm Springs, CA 1960 SC

Caleb S. Stone, Jr. 1958 Victoria, BC 1959 AK/BC/WA

H. Glenn Bell 1957 Santa Barbara, CA 1958 NC

William J. Norris 1956 Palm Springs, CA 1957 SC

Louis R. Gambee 1955 Palm Springs, CA 1956 HA/OR

Loren R. Chandler 1954 Yosemite, CA 1955 NC

E. Eric Larson 1953 Santa Barbara, CA 1954 SC

Alexander B. Hepler 1952
Harrison Hot Springs, 

BC
1953 AK/BC/WA

Alson R. Kilgore 1951 Del Monte, CA 1952 NC

William K. Kroger 1950 Coronado, CA 1951 SC

Eugene W. Rockey 1949 Gearhart, OR 1950 HA/OR

Howard C. Naffziger 1948 San Francisco, CA 1949 NC

Leroy B. Sherry 1947 Los Angeles, CA 1948 SC

Homer D. Dudley 1946 Victoria, BC 1947 AK/BC/WA

Philip K. Gilman 1945 San Francisco, CA 1946 NC

Philip K. Gilman 1944
No meeting due to 

WWII
1945 NC

Philip K. Gilman 1943
No meeting due to 

WWII
1944 NC

Past Presidents
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President
Elected 

Year
Location

Meeting 
Year

Caucus

Philip K. Gilman 1942
No meeting due to 

WWII
1943 NC

Philip K. Gilman 1941
No meeting due to 

WWII
1942 NC

Charles T. Sturgeon 1940 Los Angeles, CA 1941 SC

Richard B. Dillehunt 1939 Pointland, OR 1940 HA/OR

Sumner Everginham 1938 Del Monte, CA 1939 NC

Wayland A. Morrison 1937 Los Angeles, CA 1938 SC

Otis F. Lamson 1936 Vancouver, BC 1937 AK/BC/WA

Harold Brunn 1935 Del Monte, CA 1936 NC

E. C. Moore 1934 Santa Barbara, CA 1935 SC

Ernst A. Sommer 1933 Gearhart, OR 1934 HA/OR

Emmet Rixford 1932 Del Monte, CA 1933 NC

Rea Smith 1931 Santa Barbara, CA 1932 SC

J. Tate Mason 1930 Victoria, BC 1931

Wallace I. Terry 1929 Del Monte, CA 1930 NC

A. Stewart Lobinger 1928 No info available 1929
No info 

available

Robert C. Coffey 1927 No info available 1928
No info 

available

Stanley Stillman 1926 No info available 1927
No info 

available

Charles D. Lockwood 1925 Del Monte, CA 1926 NC

Founder’s Meeting San Francisco, CA 1925
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PCSA New Members
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Farin Amersi
Spouse: Yashin Jiwa
Caucus: Southern California 
Specialty: Surgical Oncology
Position/Location: Assistant Professor of Surgery, Cedars-Sinai 
Medical Center
Interests: Farin’s interests outside of the OR are cooking, and she 
and her husband own several creperies. She also has an interest 
in improving cancer care in developing countries, and has 
volunteered services to Cancer Centers in both Nairobi, Kenya 
and Dar-es-salam, Tanzania.
Sponsors: Armando Guiliano, Edward Phillips and Shirin Towfigh

Glenn Thomas Ault
Children: Son Justin (age 15) and daughter Taylor (age 13)
Caucus: Southern California
Specialty: Colorectal Surgery
Position/Location: Associate Professor of Colorectal Surgery 
at the Keck School of Medicine of the University of Southern 
California, and Associate Dean for Clinical Administration 
(LAC+USC Medical Center)
Interests: Glenn is very involved in volunteer activities with 
the Boy Scouts of America at the local and national levels.  He 
is currently serving as the Chief Medical Officer for the 2013 
National Boy Scout Jamboree.
Sponsors: Thomas Berne, Fred Weaver and Vincent Rowe

David C. Chen
Spouse: Dr. Dorothy Wang, an ENT
Children: Jacob (2) and Eloise (2 months)
Caucus: Southern California
Specialty: General Surgery
Position/Location: Assistant Clinical Professor, Division of General 
Surgery, David Geffen School of Medicine at UCLA 
Interests: David is the director of the Medical Student Clerkship, 
attends on the Palliative Care Service, and is involved with 
international teaching as part of the organization Hernia Repair for 
the Underserved. David was formerly interested in travel and the 
outdoors but has a current focus on diapers and potty training.
Sponsors: James Atkinson, Jonathan Hiatt and Joe Hines
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New Members
James Dolan
Spouse: Marian
Children: Patrick (10), Ronan (8), Gabriel (4), Fintan (2)
Caucus: Oregon, Hawaii
Specialty: Gastrointestinal Surgery
Position/Location: Assistant Professor of Surgery, Division of 
Gastrointestinal and General Surgery, Oregon Health & Sciences 
University
Interests: James was drawn to Oregon because its climate is like 
Ireland where he grew up. A wonderful wife and 4 boys keep him 
sane. Outside the operating room, James is a U.S. Air Force Critical 
Care Air Transport (CCATT) doctor and an avid runner including 
the Annual marathon and a few halfers. The Dolan family love 
camping! Tent, Teepee, Yurt, Cabin, camper….they do it all!
Sponsors:  Karen Deveney, Cliff Deveney and John Hunter

Matthew Dolich
Spouse: Bel
Children: Ally and Jake
Caucus: Southern California
Specialty: Trauma Surgery
Position/Location: Health Sciences Clinical Professor of Surgery, 
UC Irvine, Trauma/Critical Care Division
Interests: Matthew enjoys outdoor activities of all sorts, and is an 
avid skier, mountain biker, and trail runner. He also likes to play the 
electric guitar, but he’s been told that he isn’t very good.
Sponsors: Michael Lekawa, Michael J. Stamos and Clarence Foster

Timothy Donahue
Spouse: Meaghan
Children: Isabella and Caroline
Caucus: Southern California
Specialty: Pancreatic and Gastrointestinal Surgery
Position/Location: Assistant Professor of Surgery, Division of General 
Surgery, UCLA Center for Pancreatic Diseases, and Assistant Professor 
of Molecular and Medical Pharmacology, UCLA
Interests: Timothy’s interests outside of the operating room include 
golf, hiking, running, traveling, and spending time with family.
Sponsors: Jonathan Hiatt, James Atkinson and Howard Reber
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New Members

Joseph Galante
Spouse: Brandy
Children: The majority of my time now outside of work is spent 
with our two kids Maddie (4) and Jake (2). They mostly enjoy 
swimming, sliding, playing in the sand and all those other 
activities that kids love.
Caucus: Northern California
Specialty: Trauma Critical Care
Position/Location: Assistant Professor of Surgery and General 
Surgery Residency Program Director, Division of Trauma and 
Emergency Surgery, UC Davis Medical Center
Interests: My outside interests mainly involve outdoor activities. 
I have completed 2 Ironman triathlons, I am an avid skier. 
My wife and I enjoy traveling specifically for active vacations 
usually involving hiking or diving. I have recently taken up 
competitive water skiing. I am certainly not at the national and 
international championship level that my wife competes but 
I am working on it. My biggest water skiing competition right 
now is my two kids. 
Sponsors: James Holcroft, Lynette Scherer and Richard Bold

Adam Goldin    
Spouse: Katti Neshat, MD
Children: Lucca Goldin and Nina Goldin
Caucus: Washington, British Columbia, Alaska
Specialty: Pediatric Surgery
Position/Location: Assistant Professor, Department of Surgery, 
Division of Pediatric General and Thoracic Surgery, University of 
Washington School of Medicine, Seattle Children’s Hospital
Sponsors: Robert Sawin, John Waldhausen and Mika Sinanan
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Marquis Hart
Spouse: Tanya Eliane Hart
Children: Jelane Hart-Sami,  Kamilah Hart and Aisha Hart
My grandson is Marquis Raden Sami
Caucus: Washington, British Columbia, Alaska
Specialty: Transplantation
Position/Location: Director, Organ Transplant Program, Swedish 
Medical Center
Sponsors: Michael Hart, Andrew Precht and Michael Bouvet

Randall Holland
Spouse: Rebecca Benko, MD, a faculty member at Tacoma Family 
Medicine, training residents and fellows to provide care in rural 
and urban underserved settings.
Children: Rachel (12) and Eric (11)
Caucus: Washington, British Columbia, Alaska
Specialty: Pediatric Surgery
Position/Location: Pediatric Surgeon, Mary Bridge Children’s 
Hospital in Tacoma, WA.
Interests:  Randall’s two kids convinced him to study karate with 
them 3 years ago. Their family remains active and loves the 
outdoors in the Northwest.
Sponsors: Elizabeth C. Pohlson, Gregory Luna and  
Christopher Newton

George Kazanjian 
Spouse: Karin Kazanjian, MD, a radiologist at Loma Linda University
Children: Jacob Kazanjian (1)
Caucus: Southern California
Specialty: Colon & Rectal Surgery
Position/Location: Chief, Colon & Rectal Surgery, Loma Linda 
University Medical Center
Interests: In the past George had activities outside of work, mostly 
outdoors such as hiking and mountain biking.  Nowadays, what 
he does with the little time outside the OR is determined by the 
interests of his adorable and very active one year old son Jacob.
Sponsors: Jonathan Hiatt, Joe Hines and Sharon Lum
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Edward Kim
Spouse: Shandra Yoshim, an internist
Children: Brian (4)
Caucus: Northern California
Specialty: Colorectal Surgery
Position/Location: Assistant Professor of Clinical Surgery, UCSF
Interests: Edward’s academic interest is in surgical education 
with focus on improving how we teach technical skills. Outside 
work, he enjoys spending time with his wife and son as well with 
their recently adopted puppy. Edward is an avid bicyclist and a 
swimmer.
Sponsors: Madhulika Varma, Lygia Stewart and Quan-Yang Duh

Laszlo Kiraly 
Spouse: Kelly Kiraly
Caucus: Oregon, Hawaii
Specialty: Surgery/Trauma
Position/Location: Assistant Professor, Trauma, Critical Care, and 
Acute Care Surgery, Oregon Health & Sciences University 
Sponsors: Karen Deveney, Richard Mullins and Cliff Deveney

Nicholas Nissen    
Spouse: Kathy Magliato, MD, a cardiothoracic surgeon and 
national spokesperson for the American Heart Association and 
for matters of women’s heart health
Children: Two sons
Caucus: Southern California
Specialty: Hepatobiliary Surgery, Liver Transplant
Position/Location: Clinical Faculty, Department of Surgery, Liver 
Transplant and Hepatobiliary Surgery, and Director, Hepato-
Pancreatico-Biliary Surgery Service, Comprehensive Transplant 
Center, Cedars-Sinai Medical Center
Interests: Nicholas and Kathy have two sons and enjoy giving 
frequent family lectures on liver, pancreas and heart health to 
the local schools and community. They are particularly fond 
of fall trips to the Midwest to see family and an occasional 
Minnesota Vikings game. 
Sponsors: Andrew S. Klein, Edward Phillips and Daniel Margulies
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Kim F. Rhoads
Spouse: Bill Rhoads, MD, pediatric anesthesiologist 
extraordinaire (Children’s hospital Oakland) 
Children: Nia (9) and Julian (7.5)
Caucus: Northern California
Specialty: Colon & Rectal Surgery
Position/Location: Assistant Professor of Surgery, Division of 
General Surgery, Stanford University School of Medicine
Interests: Research in cancer disparities; building academic-
community collaborations to improve cancer care and 
outcomes for minorities and underserved populations and 
cooking.
Sponsors: Sherry Wren, Jeffrey Norton and Mark Welton

Stephen Sener
Spouse: Sherri
Children: Matt and Mike
Caucus: Southern California
Specialty: General Surgery, Surgical Oncology
Position/Location: Visiting Professor of Clinical Surgery and Chief, 
Division of Surgical Oncology, Keck School of Medicine, USC
Interests: Aside from organizing and leading surgical 
humanitarian missions to Russia, Latvia, India, and China, 
Stephen’s life-long long distance running avocation helps keep 
him grounded and enthusiastic about life. He has completed 59 
marathons to date.
Sponsors: Fred Weaver, Thomas Berne and Vincent Rowe

Shyamali Singhal 
Spouse: Dave Singhal
Caucus: Northern California
Specialty: Surgical Oncology
Position/Location: Surgical Oncology/General Surgery Practice, 
and Medical Director, Cancer Center, El Camino Hospital
Sponsors: Carlos Pellegrini, Mika Sinanan and Agusto Bastidas
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Swee H. Teh
Spouse: Adriana Lee, MD
Children: Kieran, Mariana, Michaela, and Antonia 
Caucus: Northern California
Specialty: General Surgery
Position/Location: Consultant Surgeon, Department of Surgery, 
Advanced Minimally Invasive Surgery, Kaiser Permanente South 
San Francisco
Interests: Swee enjoys several outdoor activities which include 
hiking, biking, traveling, and photography, and when indoors 
enjoys creating various kind of food and reading some classic 
books.
Sponsors: Susan Orloff, Cliff Deveney and Lee Swanstrom

Jennifer Watters
Spouse: Dr. Daniel Hagg, the director of the Medical Intensive 
Care Unit at OHSU  
Children: Jennifer and Daniel have three fantastic, talented 
children: Annalisa Simone (9); Axel Stephen (5); and Arianna 
Sophia (3) 
Caucus: Oregon, Hawaii
Specialty: General Surgery / Trauma
Position/Location: Assistant Professor, Department of Surgery, 
Division of Trauma, Critical Care, and Acute Care Surgery, Oregon 
Health & Science University
Interests: Some of their favorite family activities are exploring the 
many fountains in downtown Portland and finding the best ice 
cream in the world.
Sponsors: Karen Deveney, Cliff Deveney and Richard Mullins
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Deceased Members

Lawrence Crowley

Max Gaspar

J. Judson McNamara

Benson Roe

George Rugtiv

�
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Lawrence G. Crowley, MD
1919-2011

Lawrence G. Crowley was an important person in the life of 
Stanford University, Stanford Medical Center and the Children’s 
Hospital at Stanford for over 30 years. Perhaps his most 
significant contribution, and there were many, was working 
with Lucile and David Packard in bringing the Lucile Packard 
Children’s Hospital at Stanford to reality in 1989. There three 
giants in the life of Stanford University would be exceedingly 
proud to see the grown in both size and stature of their 
creation now 22 years later.

Larry was born on July 2, 1919, in Newark, New Jersey, and 
died at his home at The Forum in Cupertino on March 30, 

2011, at the age of 91. He had been in failing health for a year or more prior to his death. 
Larry had a difficult childhood. His mother died shortly after his birth and he was called 
upon to assume many family responsibilities during his childhood. He found solace 
at a YMCA Summer Camp in Vermont at age nine, where he started as a camper and 
eventually became the Camp Director. This was a template of Larry’s life-start at the 
beginning, persevere and contribute. He graduated from Yale University, where he was 
on the Varsity Track Team, with Majors in History and Political Science, and went to Yale 
Medical School, where he graduated AOA in 1945. His Surgical Residency, also at Yale, 
was interrupted by Army service during World War II, at which time he was stationed in 
Germany.

While still an intern, he met a Yale student nurse, Madeline Robb, who subsequently 
became his wife of 66 years. While Larry was still a Resident in Surgery and Madeline a 
young mother, she contracted poliomyelitis. Long-term care of polio patients at that 
time could charitably be called benign neglect, and that was what was planned for 
Madeline. Larry wouldn’t hear of it. By dint of hard effort, he arranged for her to go 
to Warm Springs, Georgia, for a year of rehabilitation, during which time Larry took a 
Fellowship at nearby Emory University in Atlanta. 

Following completion of his residency and 2 years on the faculty at Yale, the Crowleys 
moved to Southern California in 1953. There Larry began his distinguished career in 
practice, administration and academic endeavors. He also joined the Board of Directors 
of Casa Colina, a polio rehabilitation center, where over the years as Chair of the Board, 
he enlarged his scope and mission until it became and remains one of the nation’s most 
innovative rehabilitation centers. This is a typical Crowley endeavor-get involved, build 
and succeed.

In Memoriam



- 195 -

In Memoriam

In 1964, a year after Bob Chase became Chairman of the Department of Surgery at 
Stanford, he prevailed upon Larry to join him here as Associate Professor of Surgery 
and Chief of Surgery at the Veterans Administration Hospital. Larry’s gifts as a teacher, 
administrator and consensus builder were recognized early. He was promoted to 
Professor of Surgery in 1970 and joined the administrative ranks as an Associate 
Dean. In 1972, he became the medical school’s Associate Dean for Planning and co-
authorized the medical school’s long-range plan. The following year he went to the 
University of Wisconsin as Dean of the Medical School there.

After 5 years in Madison, Larry returned to Stanford as Deputy Dean and was assigned 
the near-impossible goal of solving the Medical School’s deep financial and political 
problems, not the least of which was the highly sensitive and incendiary town-grown 
problem at Stanford Hospital. Because of the success of his endeavors, Stanford’s 
President, Donald Kennedy, appointed Larry the Vice President for Medical Affairs and 
Dean in 1980. During his tenure in this position, a major addition to Stanford Hospital 
was built and rare academic peace prevailed in the Medical School.

Larry had served on the Board of Directors of the original Children’s Hospital, known 
then fondly as the “Con. Home”, since 1982. It was the vision of Lucile and David 
Packard, aided and abetted by the hard work and masterful political juggling of Larry 
Crowley that brought that Lucile Packard Children’s Hospital to reality in 1989. Larry 
resigned as Vice President and Dean in 1986 so that he could devote his full attention 
to the Children’s Hospital project. He served as Chair of its Board following Lucille 
Packard’s death in 1986. After Larry’s term as Vice-President and Dean, the position 
of Vice-President for Medical Affairs was abolished, and his successors since that time 
have been Dean only. Larry received the Dean’s Medal from Stanford Medical School 
in 2009, having previously been the recipient of the Certificate of Merit from the 
American Cancer Society and a Stanford University Distinguished Service Award. The 
Lawrence Crowley, M.D., Endowed Professorship in Child Health was established by a 
gift from the Lucile Packard Foundation for Children’s Health and the David and Lucile 
Packard Foundation. 

Larry Crowley was a consensus builder, a man who engendered trust and respect 
from those with whom he worked. He was a man of vision who possessed excellent 
judgment. He was clam under pressure and always made certain that he heard and 
weighed all sides of any controversy. He was a valued friend, colleague and leader. 

Larry is survived by his wife, 3 children, Larry Jr., Steve and Suzanne, and by 5 
granddaughters and 3 great-granddaughters.

 James B. D. Mark
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Maximillian Raymond Gaspar, MD
1915-2012

Maximillian Raymond Gaspar was born in Kingsley, Iowa 
in 1915.  He grew up in nearby Sioux City and attended 
Morningside College where he graduated in 1936. He entered 
medical school at the University of South Dakota in Vermillion, 
but transferred to the University of Southern California School 
of Medicine in 1938 when his father relocated the family to 
Los Angeles. Dr. Gaspar received his MD from the University 
of Southern California in 1940 and following graduation, 
obtained a rotating internship and subsequently a General 
Surgery Residency at Los County General Hospital. That began 
a “love affair” with the historic medical facility that would last 

a lifetime. His surgical training at County was interrupted by World War II in which he 
alternated duty between the Los Angeles County Hospital, the Naval Hospital in San 
Diego and the U.S.S. Kankakee in the Pacific.  While at sea on the Kankakee, he survived 
three typhoons. Following the end of the war, he finished his General Surgery residency in 
1948 and received certification as a Diplomate of  the American Board of Surgery in 1949. 

Dr. Gaspar  and his long time partner, the late Dr. Herbert J. (Chop) Movius, 
established an active and highly visible surgical practice in Long Beach, California. 
Their partnership, surgical expertise and mutual interest in vascular surgery resulted, 
according to Max, in the establishment of the first vascular surgery fellowship in the 
United States. The debate of who was first to establish a vascular surgery fellowship, 
Dr. Edwin J. Wylie at UCSF or Dr. Gaspar in Long Beach was a frequent topic of amiable 
disagreement over the years. Ultimately, Max and his Long Beach surgical partners  
trained over 60 vascular surgery fellows prior to the fellowship moving on to Harbor-
UCLA under the direction of Drs. Eric Wilson and Rod White. 

Dr. Gaspar was a Clinical Professor of Surgery at the University of Southern California 
and Loma Linda University for over three decades. He served as Senior Vascular 
Attending at Los Angeles County Hospital for 25 years where he along with other 
voluntary faculty and surgical residents cared for patients with vascular disorders. 
He conducted weekly teaching rounds which attracted a large number of the 
practicing vascular surgeons in Los Angeles County. His intellect and insights into 
successful management of  vascular disease, patient selection and indications for 
specific vascular procedures along with his prudent judgment served as an irresistible 
attraction to the practicing Los Angeles vascular surgeon as well as to residents and 
fellows in training. Through this educational forum he indelibly impacted the practice 
of vascular surgery in Los Angeles, Southern California and the western United States. 
His importance to the vascular surgery community resulted in the Gaspar Endowed 
Lectureship in Vascular Surgery at the University of Southern California and an annual 
Gaspar Vascular Symposium which is in its 16th year. 



- 197 -

In Memoriam
As one of a small cadre of surgical pioneers in the 1950s with a specific interest in 
vascular disease and vascular surgery, he perfected methods for preservation of 
human aortic allografts as an aortic replacement.  He would bring freeze dried aortic 
alllografts in vacuum tubes to the operating room from the County Hospital basement, 
rehydrate them and insert them as aortic replacements for  patients with abdominal 
aortic aneurysms. He also contributed significantly to the evolving technical aspects 
of cartotid endarterectomy in the 1960s and 70s. He authored a textbook, numerous 
book chapters and articles during his influential career.   

As a leader in surgery, he was the Recorder for the Pacific Coast Surgical Association 
from 1968 to 1973 and President of  the Association in 1975. He also served as a 
Governor to the American College of Surgeons (1962-1971), a founding member of the 
Southern California Vascular Surgical Society and a member of the American Surgical 
Association and Society for Vascular Surgery.

Dr. Gaspar was an individual of even temperament and brilliant intellect which was 
elevated by his Midwestern common sense. He was also a man of many interests.  
Among these were  flying, tennis, skiing and fly-fishing.  He was a certified pilot who 
owned a plane for many years often flying cross country to medical meetings.  His 
tennis skill was well known, and included many tough matches with Dr. Eugene 
Strandness from University of Washington who was a dear friend. An excellent athlete, 
he took up skiing after the age of 50 and was still skiing at 92 before a number of 
medical issues forced him to retire from the slopes. Fly-fishing in Sun Valley, Idaho 
where he had a second home was one of his greatest delights.

Max’s favorite surgical organization was the Pacific Coast Surgical Association. He 
and his wife Lia were fixtures at the annual Association meeting for many years and 
counted many members as close friends. The two of them were part of the infamous 
“Toga” party that took place in Silverado in the 1980s. Also of note  was one of the last 
PCSA theme parties where Lia was adorned in a larger than life alligator costume and 
Max came dressed as Captain Hook. Oh what a sight!  

From The History of the Pacific Coast Surgical Association is this interesting insight 
into Dr. Gaspar. A poem entitled “The Road to Wisdom,” written by the Danish poet-
architect Piet Hein was purportedly a model for his surgical life:

“The road to wisdom?
Well, it’s plain and simple to express
Err and err and err again
But less and less and less.”
To which Dr. Gaspar would add from Sir William Osler
“Work and work and work some more –
success, success, success.”

Max left us at the age of 97 with his family attending to him at his beloved Sun Valley home. 
He is survived by his wife Lia, six children, ten grandchildren and 11 great grandchildren. He 
will be missed but he left us with many blessed memories and a life well lived. 

Fred A Weaver • Eric Wilson •  Don Bell
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J. Judson McNamara, MD
1936-2012

Jud passed away on March 11, 2012, at the age of 75, after a 
long struggle with Alzheimer’s disease. An avid fisherman, 
collector, storyteller and physician with a spirit for adventure. 
Jud touched the lives of many through his dedicated work as 
a surgeon, researcher, educator and friend.

Jud was raised in Redondo Beach, California where he spent 
his boyhood days fishing and diving for abalone and lobster.  
He attended Stanford University and Washington University 
School of Medicine and earned his M.D. in 1961 (magna cum 
laude). He completed his internship and residency at the 
Peter Brent Brigham Hospital and Massachusetts General 

Hospital and a Cardiovascular Fellowship at Baylor University Medical Center.  He was 
drafted to the Army and served a tour in Vietnam as a trauma surgeon in a MASH unit. 
He then moved his family to Hawaii where he established his medical practice and 
remained for the rest of his career.

Jud joined the University of Hawaii John A. Burns School of Medicine in 1970 and was 
appointed Chairman of the Department of Surgery in 1991. He was widely recognized 
for his achievements in thoracic surgery and cardiovascular research.  He prolifically 
published articles, several book chapters and reviews. Jud mentored many young 
people who are now practicing physicians and scientists. He completed a mid-career 
MPA program on Health Care Policy at Harvard’s Kennedy School of Government in 
1997-1998 and retired as Professor of Surgery Emeritus in 2001.

Jud is survived by his wife, Jane, a son, three daughters and eight grandchildren.

Livingston M. F. Wong, MD

In Memoriam
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 Benson B. Roe, MD
1918-2012

Dr. Benson B. Roe, a pioneer in open heart surgery and a 
fourth-generation Californian, died peacefully in his sleep on 
August 6. He was 94 and had been living at Villa Marin in San 
Rafael since 1995.

His noteworthy University of California career began with 
rowing for Cal in the 1939 national crew championship and 
setting a world record for the four-mile distance that still 
stands. Harvard Medical School and five years of training at 
Massachusetts General Hospital came next; he then returned 
to San Francisco in 1951, where he started the cardiac surgery 
program at UCSF Medical School as open heart surgery was 

just beginning, and was UCSF’s long-time Chief of Cardiothoracic Surgery. 

During World War II he served as the medical officer on the USS Philadelphia in the 
Atlantic Theater and met and married Jane St. John of New York City, undeterred by his 
previous resolutions not to marry an Easterner, a nurse, or a doctor’s daughter (she was 
all 3). They were happily and lovingly married for 61 years until her death in 2006. 

His family roots in San Francisco and in the urge to try new things ran deep. His 
grandfather, George H. Roe, founded the world’s first electric utility, the California 
Electric Light Co., which became the electric half of PG&E. Two of his great-
grandparents, Cesar Bertheau and Rudolph Jordan, immigrated to San Francisco from 
Europe before the Gold Rush. 

Benson Roe’s many professional recognitions, including the chairmanship of the 
American Board of Thoracic Surgery and the presidency of the Society of Thoracic 
Surgeons, were balanced by a lifelong skepticism of established wisdom. His 
dedication to following the facts wherever they led was well captured in the title 
he chose for his autobiography, Maverick Among the Moguls. He was an ardent 
campaigner for lower surgical fees as once-risky operations became routine, and for 
the decriminalization of marijuana and other drugs based on the clinical evidence of 
lack of physical harm. 

Dr. Roe made many early advances in heart surgery, including cooling the heart 
during surgery to reduce risks - now universal, but then considered malpractice - and 
inventing a successful artificial heart valve. When heart transplants began in 1967 
he was pressed to perform them, but he was skeptical because of the risk of tissue 
rejection, evident in the short survival rate of some of the most highly celebrated early 
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cases. However, when a near-perfect tissue match presented itself, he performed San 
Francisco’s first heart transplant, and the patient became one of the longest-surviving 
on record, living for more than a decade.

An avid sailboat racer and tennis player, he showed characteristic tenacity after a 
crippling disability of his right shoulder, teaching himself to play left-handed and 
continuing to play for another 20 years.

At various times Dr. Roe chaired the California Academy of Medicine, the Miranda 
Lux Foundation, and the San Francisco Heart Association, and served locally on 
the boards of the American Cancer Society, Planned Parenthood, the International 
Bioethics Institute, the Point Reyes Bird Observatory, the Avery-Fuller-Welch Children’s 
Foundation, and United Crusade. He was a member of the Pacific Union Club, the 
California Tennis Club, the Cruising Club of America, and the San Francisco and St. 
Francis Yacht Clubs.

He is survived by his two children, David Roe, a public interest attorney, and Virginia 
Roe, a chiropractor, his daughter-in-law Sukey Lilienthal, and his two grandchildren, 
Nathan Roe and Celeste Roe, all living in Oakland, who all loved him deeply and will 
miss him profoundly.

In Memoriam
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George Rugtiv, MD
1921-2011

Dr. George Rugtiv, a member of the Pacific Coast Surgical 
Association, passed away peacefully on November 20, 
2011. He is survived by his wife, Barbara, 5 children and 6 
grandchildren.

George was born on a farm in Minnesota and subsequently 
moved with his family to Iowa where he attended the 
University of Iowa, completing his MD degree there in 1945.  
After 2 years as a lieutenant in the US Navy during the Korean 
War, George completed his 5-year surgical residency in 
Des Moines, prior to moving to California in 1954 where he 
established his general surgical practice. He initially practiced 

at the Palo Alto/Stanford Hospital prior to the development of El Camino Hospital in 
Mountain View, where he practiced for many years, retiring in 1990.

George and I had a close relationship, working together in the operating room for 
many years and covering each other during weekends and vacations. He was always 
courteous and soft spoken with the nurses, orderlies and anesthetists. Indeed, I don’t 
think I ever heard him speak with anger or criticism.

George was the model of a courteous, talented and highly evolved person who will be 
missed by his family and all who were blessed to have known him.

Joseph A. Ignatius, MD
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Non-Resident

Deborah Lyn Aaron 

Juan A. Asensio 

Kenneth S. Azarow 

Ben L. Bachulis 

Alec C. Beekley 

Guilherme Campos 

Jack A. Cannon 

Robert A. Chase 

Mathew H Chung 

Adnan Cobanoglu 

Paul R. Cordts 

Edward E. Cornwell III

Emilia L. Dauway-Williams 

Sherif Emil 

Julie A. Freischlag 

R. Mark Ghobrial 

Jerry Goldstone 

Nora M. Hansen 

Michael S. Hickey 

Johnny C. Hong 

David Hoyt 

E. Shelley Hwang 

Blair Jobe 

Electron Kebebew 

Alan T. Lefor 

G. Robert Mason 

James H. McClenathan 

David W. McFadden 

Louis M. Messina 

Stephen L. Michel 

R. Lawrence Moss 

Sean J. Mulvihill 

Kenric Murayama 

Carl B. Nagel 

Ian R. Neilson

John E. Niederhuber 

Lloyd M. Nyhus 

Patrick J. Offner, Jr.

Charles L. Rice 

Theodore R. Schrock 

M. Michael Shabot 

Stephen J. Shochat 

Steven C. Stain 

Roy L. Tawes 

Donald Tsang 

Kenneth R. Tyson 

Ronald J. Weigel 

Donald K. Williams 

Eugene A. Woltering 

Jan H. Wong

Michael J. Zinner

William Brock 

William H. Muller 

Northern California
Michael E. Abel 

Lisa P. Abramson 

Burton E. Adams 

PCSA Membership by Caucus
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Robert E. Allen, Jr.

Maria D. Allo 

John T. Anderson 

James P. Anthony 

Nancy L. Ascher 

John N. Baldwin 

J. Augusto Bastidas 

Ramon Berguer 

Carl A. Bertelsen 

F. William Blaisdell 

Richard Bold MD

Clark A. Bonham 

Mervyn F. Burke 

Andre R. Campbell 

Robert J. Canter 

Jonathan T. Carter 

Yanek Chiu 

Norman M. Christensen 

Orlo H. Clark 

Luther Fuson Cobb

Mitchell J. Cohen 

Carlos Corvera

Myriam J. Curet 

Ronald L. Dalman 

Lawrence A. Danto 

Orland G. Davies, Jr.

James W. Davis 

Haile T. Debas 

Pieter A. Devries 

Rochelle A. Dicker 

Frederick M. Dirbas 

Sharon B. Drager 

Quan-Yang Duh 

Roger R. Ecker 

Dan Eisenberg 

John M. Erskine 

Carlos O. Esquivel 

Laura J. Esserman 

Stephen N. Etheredge 

Cheryl Ewing 

Diana L. Farmer 

Robert Foster 

David G. Fraser 

Chris E. Freise 

Charles F. Frey 

Joseph M. Galante 

James E. Goodnight

William H. Goodson III

Ralph S. Greco 

David L. Gregg 

Jon M. Greif 

Douglas P. Grey 

James M. Guernsey 

Keene O. Haldeman 

Albert D. Hall 

Alden H. Harken 

E. John Harris, Jr.

Edmund J. Harris

Hobart W. Harris 

Michael R. Harrison 

F. William Heer 

Arthur C. Hill 

J. Donald Hill 

Frank Hinman, Jr.
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David B. Hinshaw 

Ryutaro Hirose 

Elsa R. Hirvela 

Hung S. Ho 

James W. Holcroft 

Jan K. Horn 

Scott A. Hundahl 

Thomas K. Hunt 

Joseph A. Ignatius 

Leigh I. Iverson 

Sang-Mo Kang 

Paul B. Kelly Jr. 

Edward H. Kim 

Kimberly S. Kirkwood

Mary M. Knudson 

Shoichi Kohatsu 

Thomas M. Krummel 

Jason T. Lee 

R. Hewlett Lee 

Stanley P.L. Leong 

Sheldon Levin 

Michelle L. Li 

Robert C. Lim, Jr.

John P. Loftus 

G. Andrew Macbeth 

James R. Macho 

Robert C. Mackersie 

M. Ellen Mahoney 

James B.D. Mark 

Clifford C. Marr

Nathaniel M. Matolo 

Ivan A. May 

Mary H. H. McGrath

John P. McVicar 

Marc L. Melcher 

Scot H. Merrick 

Eric Nakakura 

Thomas S. Nelsen 

Christopher R. Newton 

Jeffrey A. Norton 

Harry A. Oberhelman 

Cornelius Olcott IV

Lisa A. Orloff 

Robert W. Osorio 

John T. Owings

Tina Palmieri 

Edward P. Passaro 

Lamont D. Paxton 

Jeffrey M. Pearl 

Richard V. Perez 

Gerald W. Peskin 

John M. Rabkin 

Kim F. Rhoads 

John P. Roberts 

Stanley Rogers 

Thomas R. Russell 

Oscar Salvatierra 

William P. Schecter 

Lynette A. Scherer 

Robert J. Schweitzer 

Robert G. Scribner 

Robert S. Seipel 

Wen T. Shen 

Shyamali M. Singhal
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David A. Spain 

Arthur Stanten 

Steven A. Stanten 

Thomas R. Stevenson 

Lygia Stewart 

Peter G. Stock 

Ronald J. Stoney 

Clifford J. Straehley 

Gerald R. Sydorak 

Swee H. Teh 

Arthur N. Thomas 

Michael L. Trollope 

Christoph Troppmann 

Kathrin Troppmann 

H. Ward Trueblood 

Madhulika Varma 

W. Lane Verlenden III

Gregory P. Victorino 

Brendan C. Visser 

Irene L Wapnir 

Richard E. Ward 

Robert Warren 

Lawrence W. Way 

Mark L. Welton 

Wendell W. Wenneker 

Michael A. West 

Albert Wetter 

James E. Wiedeman 

David H. Wisner 

Earl F. Wolfman 

Sherry M. Wren 

Kent T. Yamaguchi 

Franklin K. Yee 

Laurence F. Yee 

David M. Young 

Christopher K. Zarins 

Oregon/Hawaii
Aftab Ahmad

Roger E. Alberty 

James W. Asaph 

William C. Awe 

John F. Balfour 

Peter J. Barcia 

John U. Bascom 

Kevin Billingsley 

Bolek Brant 

John R. Campbell 

Alan H.S. Cheung 

Richard P. Cochran 

David W. Cook 

Richard A. Crass 

V. Tammy De La Melena

Clifford W. Deveney 

Karen E. Deveney 

James P. Dolan 

William S. Fletcher 

H. Storm Floten 

Joseph Frankhouse 

Valerie J. Halpin 

Paul D. Hansen 

Marvin W. Harrison 

Daniel O. Herzig 

John G. Hunter 
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Toshio Inahara 

Stanley W. Jacob 

Nathalie M. Johnson 

William E. Johnson 

Ali Khaki 

Laszlo N. Kiraly 

Daryl Kurozawa 

Gregory J. Landry 

Gary H. Leaverton 

Patrick Yuk-Hoi Lee 

Yeu-Tsu M. Lee 

Christopher N. Lim 

Whitney M.L. Limm 

Thomas D. Lindell 

William B. Long III

Kim C. Lu 

M.C. Theodore Mackett 

Robert Martindale 

John C. Mayberry 

Donald B. McConnell 

Gregory L. Moneta 

Richard J. Mullins 

Susan L. Orloff 

Philip F. Parshley 

John H. Payne, Jr.

James J. Peck 

Rodney F. Pommier 

J. Karl Poppe 

Vincent A. Reger 

Rebecca S. Sawai 

Martin A. Schreiber 

Earl S. Schuman 

David L. Scott 

Brett C. Sheppard 

Ambrose B. Shields 

Walton K. Shim 

Mark L. Silen 

Edward A. Smeloff 

Philip A. Snedecor 

Blayne A. Standage 

Albert Starr 

Lee L. Swanstrom 

Donald D. Trunkey 

John T. Vetto 

R. Mark Vetto 

Jennifer M. Watters 

Ronald Wolf 

Bruce M. Wolfe 

Linda L. Wong 

Livingston M. F. Wong 

James A. Wood 

Mark S. Yamamura 

Albert E. Yellin 

Southern California
Maher A. Abbas 

Ahmed M. Abou-Zamzam, Jr.

Delmar R. Aitken 

Farin Amersi 

Niren Angle 

Harry Applebaum 

M. Atik 

James B. Atkinson 

Glenn Thomas Ault 
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Leonard L. Bailey 

J. Dennis Baker 

Jeffrey L. Ballard

Wiley F. Barker 

John R. Benfield 

Robert S. Bennion 

George Berci 

John J. Bergan 

Thomas V. Berne 

Sunil Bhoyrul 

Christian Bianchi 

Stephen W. Bickler 

Anton J. Bilchik 

Jack H. Bloch 

Frederic S. Bongard 

Michael Bouvet 

Ronald W. Busuttil 

John L. Cahill 

Robert Cameron 

Timothy G. Canty 

David C. Chen 

J. Kenneth Chong 

David Z.J. Chu 

Ray Chung 

Raul Coimbra

C. William Cole 

J. Craig Collins 

Steven D. Colquhoun 

John E. Connolly 

Bard C. Cosman 

Peter F. Crookes

Henry M. Cryer III

Donald C. Dafoe 

Edward A. Dainko 

Christian de Virgilio 

Giacomo A. Delaria 

Tom R. DeMeester

Demetrios Demetriades 

Brian DeRubertis 

Daniel A. DeUgarte 

William R. Dietrick 

L. Andrew DiFronzo 

Ralph B. Dilley 

Wilton A. Doane 

Matthew O. Dolich

Timothy R. Donahue 

Arthur J. Donovan 

Erik Dutson 

David W. Easter 

A. Brent Eastman 

Frederick R. Eilber 

Joshua D.I. Ellenhorn 

Richard Essner 

Gregory R.D. Evans 

Douglas G. Farmer 

Arthur W. Fleming 

Eric W. Fonkalsrud 

Richard G. Fosburg 

Clarence Foster 

Nova Foster 

Gilbert C. Freeman

David W. Furnas

Carlos A. Garberoglio 

Donald J. Gaspard
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Alan B. Gazzaniga 

Hugh A. Gelabert 

John C. German 

Bruce L. Gewertz 

Armando E. Giuliano 

Ian L. Gordon 

Frederic W. Grannis, Jr.

Edward M. Greaney 

Gregory C. Greaney 

Philip Haigh 

Daniel M. Hays 

Jonathan R. Hiatt 

John R. Hilsabeck 

Oscar  Joe Hines 

Darryl T. Hiyama 

Dennis R. Holmes 

E. Carmack Holmes 

Santiago Horgan 

David Hsiang 

Robert J. Hye 

Kenji Inaba 

Edward J. Jahnke 

Jay A. Jensen 

Juan C. Jimenez 

George L. Juler 

Arthur M. Kahn 

Steven G. Katz 

Kevork Kazanjian 

William J. Kerth 

Ajai Khanna 

Joseph Kim 

Andrew S. Klein 

Stanley R. Klein 

Clifford Y. Ko 

Roy D. Kohl 

Ravin R. Kumar 

Lily Lai 

Ronald G. Latimer 

Peter F. Lawrence 

Steven L. Lee MD

Michael E. Lekawa 

Phillip M. Levin 

Richard A. Lim 

Harvey N. Lippman 

Gerald S. Lipshutz 

Jerrold K. Longerbeam 

Jack W. Love 

Andrew M. Lowy 

Sharon S. Lum 

James V. Maloney, Jr.

Daniel R. Margulies 

Donald C. Martin 

Fredrick W. Marx, Jr.

Rodney J. Mason

P. Michael McCart 

P. Michael McFadden 

James E. McKittrick 

Donley G. McReynolds 

John H. Mehnert 

Amir Mehran

Philip Mercado 

Stephen H. Miller 

Wesley S. Moore 

Leon Morgenstern 
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Donald L. Morton 

Donald G. Mulder 

G. Arnold Mulder 

Thomas J. Nelson 

Ninh T. Nguyen 

Nicholas N. Nissen 

Theodore X. O’Connell 

Marshall J. Orloff, Jr.

Robert S. Ozeran 

Chirag V. Patel 

I. Benjamin Paz

Edward H. Phillips 

Alessio Pigazzi 

William G. Plested III

Bruce M. Potenza 

Brant A. Putnam 

William J. Quinones-Baldrich 

Sonia L. Ramamoorthy 

Robert W. Rand 

Irving Rappaport 

Anees J. Razzouk 

Howard A. Reber 

James A. Recabaren 

John M. Robertson 

John J. Rosental 

Vincent Lopez Rowe 

Richard P. Saik, Jr.

Ali Salim 

Joseph D. Schmidt 

Stephen F. Sener 

Anthony Shaw 

William C. Shoemaker 

Allan W. Silberman 

Howard Silberman 

Michael J. Sise 

Brian R. Smith 

Louis L. Smith 

Victor J. Sorensen 

Bruce E. Stabile 

Michael J. Stamos 

David State 

Robert A. Steedman 

W. Eugene Stern 

Geoffrey M. Stiles 

Quentin R. Stiles 

Mark A. Talamini 

Theodore H. Teruya 

Jose J. Terz 

David S. Thoman 

Jesse E. Thompson, Jr.

Ralph J. Thompson 

Areti Tillou 

Gail T. Tominaga 

Ronald K. Tompkins 

Shirin Towfigh 

Richard L. Treiman 

Vijay Trisal 

William E. Trumbull 

Fred L. Turrill 

Lawrence D. Wagman 

Donald E. Wagner 

Akio Wakabayashi 

Ellsworth E. Wareham 

Kenneth Waxman 
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Fred A. Weaver 

Russell A. Williams 

Samuel E. Wilson 

George J. Wittenstein 

Morton M. Woolley 

Michael W. Yeh 

James Yoo 

Harvey A. Zarem 

Washington/British 
Columbia/Alaska

J. David Beatty 

Stephen G. Jolley 

Bao Q. Tang 

Roger P. Tatum 

Richard E. Ahlquist, Jr.

Ralph W. Aye 

Amir L. Bastawrous 

Thomas R. Biehl 

Richard P. Billingham 

Kenton C. Bodily 

Edwin C. Brockenbrough 

Tommy Allen Brown 

David R. Byrd 

Kristine Calhoun 

Preston L. Carter 

Lily Chang

Stephen W. Chung 

Wallace B. Chung 

Iain G. Cleator 

Robert C. Coe 

Noelle L. Davis

James C. Donald 

Richard J. Finley 

Michael G. Florence 

Alfred N. Gerein 

George W. Girvin 

Adam B. Goldin 

Morad Hameed 

Marquis E. Hart 

Michael J. Hart 

H. Clark Hoffman 

Walter D. Holder, Jr.

Randall M. Holland 

Marc D. Horton 

Karen D. Horvath 

Robert T. Hosie 

Robert L. Howisey 

Kaj H. Johansen 

Lloyd P. Johnson 

Paul W. Johnston 

Frederick R. Johnstone 

Philip C. Jolly 

Jedediah A. Kaufman 

Howard B. Kellogg 

Lorrie A. Langdale 

Wei-i Li 

Gregory K. Luna

Dana C. Lynge 

John K. MacFarlane 

Ronald V. Maier 

Dev R. Manhas

Peter B. Mansfield 
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William H Marks 

Matthew Martin 

Paul T. McDonald 

Lisa K. McIntyre 

Robert T. Miyagishima 

Alan Morgan 

Ronald J. Nelson 

Geoffrey C. Nunes 

Brant K. Oelschlager 

William J. Orrom 

Carlos A. Pellegrini 

Elizabeth C. Pohlson 

Andrew F. Precht 

Terence M. Quigley 

Robert Rush 

Conrad H. Rusnak 

John A. Ryan, Jr.

Lester R. Sauvage 

Robert S. Sawin 

Robert T. Schaller 

Nis Schmidt 

David A. Simonowitz 

Mika N. Sinanan 

Erik D. Skarsgard 

Meredith P. Smith 

Benjamin W. Starnes 

L Stanton Stavney 

Scott R. Steele 

Richard C. Thirlby 

George I. Thomas 

William C. Trier 

John H.T. Waldhausen 

Garth L. Warnock 

Loren C. Wintersheid, Jr.

Sam Wiseman 

Andrew S. Wright 

Peter Wu 
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Canada

British Columbia
Bowen Island

Frederick R. Johnstone

Delta
Alfred N. Gerein 

Vancouver
Stephen W. Chung 

Wallace B. Chung 

Iain G. Cleator 

Noelle L. Davis

Richard J. Finley 

Morad Hameed 

John K. MacFarlane 

Robert T. Miyagishima 

Nis Schmidt 

Erik D. Skarsgard 

Garth L. Warnock 

Sam Wiseman 

Victoria
James C. Donald

Robert T. Hosie

William J. Orrom 

Conrad H. Rusnak 

Bao Q. Tang 

Quebec
Montreal
Sherif Emil 

United States

Alaska
Anchorage

Stephen G. Jolley 

Arizona
Flagstaff

Jack A. Cannon 

Tuscon
James H. McClenathan 

Scottsdale
Theodore R. Schrock 

Roy L. Tawes 

California
Agoura

Wiley F. Barker 

Alameda
Burton E. Adams

Roger R. Ecker

Bakersfield
Jack H. Bloch

Victor J. Sorensen

Baldwin Park
Philip Mercado

Bayside
Luther  Fuson Cobb MD

M. Ellen Mahoney 

Beverly Hills
Joshua D.I. Ellenhorn 

Arthur M. Kahn 
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Burlingame
Gerald R. Sydorak 

Albert Wetter 

Calistoga
Edward P. Passaro 

Carlsbad
Thomas J. Nelson 

Corona Del Mar
J. Kenneth Chong 

David W. Furnas

Daly City
Robert G. Scribner 

Edward A. Dainko 

Duarte
Frederic W. Grannis, Jr.

Joseph Kim 

Lily Lai 

Vijay Trisal 

El Macero
Nathaniel M. Matolo 

Earl F. Wolfman 

Encinitas
Richard P. Saik, Jr.

Fair Oaks
Paul B. Kelly Jr., 

Fresno
Orland G. Davies, Jr.

James W. Davis 

Kent T. Yamaguchi 

Hillsborough
Robert C. Lim, Jr.

Ronald J. Stoney 

Arthur N. Thomas 

Idyllwild
M. Atik 

Indian Wells
John L. Cahill 

P. Michael McCart 

Donald K. Williams 

Irvine
David Hsiang 

Kentfield

Albert D. Hall 

Kneeland
Norman M. Christensen 

La Jolla
John J. Bergan 

Sunil Bhoyrul 

Michael Bouvet 

Timothy G. Canty 

Giacomo A. Delaria 

Ralph B. Dilley 

Andrew M. Lowy 

Stephen H. Miller 

Sonia L. Ramamoorthy 

Gail T. Tominaga 

Lafayette
Stephen N. Etheredge 

Laguna Hills
Chirag V. Patel 

Larkspur
Pieter A. Devries 
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Loma Linda
Ahmed M. Abou-Zamzam, Jr.

Leonard L. Bailey 

Christian Bianchi 

Carlos A. Garberoglio 

Kevork Kazanjian 

Jerrold K. Longerbeam 

Sharon S. Lum 

Anees J. Razzouk 

Ellsworth E. Wareham 

Long Beach
Ian L. Gordon 

John J. Rosental 

Brian R. Smith 

Los Altos

Maria D. Allo 

Myriam J. Curet 

Los Angeles
Maher A. Abbas 

Farin Amersi 

James B. Atkinson 

Glenn Thomas Ault 

J. Dennis Baker 

John R. Benfield 

Robert S. Bennion 

George Berci 

Thomas V. Berne 

Ronald W. Busuttil 

Robert Cameron 

C. William Cole 

J. Craig Collins 

Steven D. Colquhoun 

Peter F. Crookes

Henry M. Cryer III

Donald C. Dafoe 

Tom R. DeMeester

Brian DeRubertis 

Daniel A. DeUgarte 

L. Andrew DiFronzo 

Timothy R. Donahue 

Erik Dutson 

Frederick R. Eilber 

Douglas G. Farmer 

Hugh A. Gelabert 

Bruce L. Gewertz 

Armando E. Giuliano 

Philip Haigh 

Jonathan R. Hiatt 

Oscar  Joe Hines 

Darryl T. Hiyama 

Dennis R. Holmes 

E. Carmack Holmes 

Kenji Inaba 

Juan C. Jimenez 

Andrew S. Klein 

Clifford Y. Ko 

Peter F. Lawrence 

Phillip M. Levin 

Harvey N. Lippman 

Gerald S. Lipshutz 

James V. Maloney, Jr.

Daniel R. Margulies 

Rodney J. Mason

P. Michael McFadden 
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Amir Mehran

Wesley S. Moore 

Leon Morgenstern 

Nicholas N. Nissen 

Theodore X. O’Connell 

Edward H. Phillips 

William G. Plested III

William J. Quinones-Baldrich 

Howard A. Reber 

Vincent Lopez Rowe 

Ali Salim 

Stephen F. Sener 

William C. Shoemaker 

Allan W. Silberman 

Areti Tillou 

Shirin Towfigh 

Richard L. Treiman 

William E. Trumbull 

Fred A. Weaver 

Michael W. Yeh 

James Yoo 

Los Gatos
J. Augusto Bastidas 

Martinez

James M. Guernsey 

Marysville
G. Andrew Macbeth 

Mather
Scott A. Hundahl 

James E. Wiedeman 

Menlo Park
David L. Gregg 

Cornelius Olcott IV

Montecito
Wilton A. Doane 

Monterey
W. Lane Verlenden III

Mountain View
Shyamali M. Singhal

Napa
John P. Loftus 

Wendell W. Wenneker 

Newport Beach
Akio Wakabayashi 

Northridge
Harry Applebaum 

Northstar
Lawrence A. Danto 

Novato
Ramon Berguer 

Oakland
Jon M. Greif 

Alden H. Harken 

Elsa R. Hirvela 

Leigh I. Iverson 

Christopher R. Newton 

Arthur Stanten 

Steven A. Stanten 

Gregory P. Victorino 

Orange
Jeffrey L. Ballard

John E. Connolly 

Matthew O. Dolich
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Gregory R.D. Evans 

Clarence Foster 

John C. German 

Michael E. Lekawa 

Donald C. Martin 

Ninh T. Nguyen 

Alessio Pigazzi 

Michael J. Stamos 

Lawrence D. Wagman 

Russell A. Williams 

Samuel E. Wilson 

Pacific Palisades

Steven L. Lee MD

Fredrick W. Marx, Jr.

Donald G. Mulder 

Howard Silberman 

Palm Desert
Richard G. Fosburg 

Michael L. Trollope 

Palm Springs
Delmar R. Aitken 

Palo Alto
Dan Eisenberg 

Shoichi Kohatsu 

R. Hewlett Lee 

Marc L. Melcher 

Oscar Salvatierra 

Sherry M. Wren 

Palos Verdes Estates
Quentin R. Stiles 

Pasadena
Arthur J. Donovan 

Donald J. Gaspard

Edward M. Greaney 

Steven G. Katz 

Roy D. Kohl 

G. Arnold Mulder 

James A. Recabaren 

Anthony Shaw 

Playa Del Ray
Ray Chung 

Point Reyes Station
Keene O. Haldeman 

Pomona
Jose J. Terz 

Portola Valley
Clark A. Bonham 

Rancho Mirage
Morton M. Woolley 

Rancho Palos Verdes
Arthur W. Fleming 

Rancho Santa Fe
A. Brent Eastman 

Redlands
Louis L. Smith 

Theodore H. Teruya 

Ralph J. Thompson 

Rescue
Charles F. Frey 

Sacramento
Lisa P. Abramson 
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John T. Anderson 

Richard Bold MD

Robert J. Canter 

Diana L. Farmer 

Joseph M. Galante 

James E. Goodnight

Hung S. Ho 

James W. Holcroft 

Clifford C. Marr

John P. McVicar 

John T. Owings

Tina Palmieri 

Richard V. Perez 

Lynette A. Scherer 

Thomas R. Stevenson 

Christoph Troppmann 

Kathrin Troppmann 

Richard E. Ward 

David H. Wisner 

Franklin K. Yee 

San Diego
Nirren Angle

Stephen W. Bickler 

Raul Coimbra

Bard C. Cosman 

David W. Easter 

Santiago Horgan 

Robert J. Hye 

Ajai Khanna 

John H. Mehnert 

Marshall J. Orloff, Jr.

Bruce M. Potenza 

Joseph D. Schmidt 

Michael J. Sise 

Geoffrey M. Stiles 

Mark A. Talamini 

San Francisco
Michael E. Abel 

Robert E. Allen, Jr.

James P. Anthony 

Nancy L. Ascher 

F. William Blaisdell 

Mervyn F. Burke 

Andre R. Campbell 

Jonathan T. Carter 

Yanek Chiu 

Orlo H. Clark 

Mitchell J. Cohen 

Carlos Corvera

Haile T. Debas 

Rochelle A. Dicker 

Quan-Yang Duh 

John M. Erskine 

Laura J. Esserman 

Cheryl Ewing 

Robert Foster 

Chris E. Freise 

William H. Goodson III

Hobart W. Harris 

Michael R. Harrison 

F. William Heer 

Arthur C. Hill 

J. Donald Hill 

Ryutaro Hirose 
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Jan K. Horn 

Thomas K. Hunt 

Sang-Mo Kang 

Edward H. Kim 

Kimberly S. Kirkwood

Mary M. Knudson 

Stanley P.L. Leong 

Sheldon Levin 

Michelle L. Li 

James R. Macho 

Robert C. Mackersie 

Mary H. H. McGrath

Scot H. Merrick 

Eric Nakakura 

Lisa A. Orloff 

Robert W. Osorio 

Jeffrey M. Pearl 

John M. Rabkin 

John P. Roberts 

Stanley Rogers 

Thomas R. Russell 

William P. Schecter 

Wen T. Shen 

Lygia Stewart 

Peter G. Stock 

Madhulika Varma 

Robert Warren 

Lawrence W. Way 

Michael A. West 

Laurence F. Yee 

David M. Young 

San Gabriel
David Z.J. Chu 

San Jose
Carl A. Bertelsen 

San Leandro

Lamont D. Paxton 

San Marino

William R. Dietrick 

Edmund J. Harris

San Pablo

Sharon B. Drager 

Santa Anna

Alan B. Gazzaniga 

John R. Hilsabeck 

Irving Rappaport 

Robert A. Steedman 

Santa Barbara
Gregory C. Greaney 

Edward J. Jahnke 

William J. Kerth 

Ronald G. Latimer 

Richard A. Lim 

Jack W. Love 

James E. McKittrick 

David S. Thoman 

George J. Wittenstein 

Santa Monica
Anton J. Bilchik 

David C. Chen 

Richard Essner 

Eric W. Fonkalsrud 
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Nova Foster 

Jay A. Jensen 

Donald L. Morton 

Robert W. Rand 

John M. Robertson 

W. Eugene Stern 

Ronald K. Tompkins 

Donald E. Wagner 

Harvey A. Zarem 

Santa Rosa
David G. Fraser 

David B. Hinshaw 

Saratoga
Robert S. Seipel 

Seal Beach
George L. Juler 

Sierra Madre
Demetrios Demetriades 

Solana Beach
Donley G. McReynolds 

South Pasadena
I. Benjamin Paz

South San Francisco
Swee H. Teh 

Stanford
Ronald L. Dalman 

Frederick M. Dirbas 

Carlos O. Esquivel 

Ralph S. Greco 

E. John Harris, Jr.

Thomas M. Krummel 

Jason T. Lee 

James B.D. Mark 

Thomas S. Nelsen 

Jeffrey A. Norton 

Harry A. Oberhelman 

Kim F. Rhoads 

David A. Spain 

H. Ward Trueblood 

Brendan C. Visser 

Irene L Wapnir 

Mark L. Welton 

Christopher K. Zarins 

Stinson Beach
Robert J. Schweitzer 

Stockton
Fred L. Turrill 

Summerland
Joseph A. Ignatius 

Sylmar
Jesse E. Thompson, Jr.

Temecula
Gilbert C. Freeman

Tiburon
Douglas P. Grey 

Torrance
Frederic S. Bongard 

Christian de Virgilio 

Stanley R. Klein 

Ravin R. Kumar 

Brant A. Putnam 

Bruce E. Stabile 
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David State 

Twaine Harte

John N. Baldwin 

Ventura
Kenneth Waxman 

Walnut Creek

Ivan A. May 

Gerald W. Peskin 

Clifford J. Straehley 

Colorado
Denver

Patrick J. Offner, Jr.

Connecticut
Farmington

David W. McFadden 

District of Columbia
Edward E. Cornwell III

Florida
Boca Raton

Stephen L. Michel 

Bradenton
Ben L. Bachulis 

Hawaii
Haleiwa

Albert E. Yellin 

Honolulu
John F. Balfour 

Alan H.S. Cheung 

Yeu-Tsu M. Lee 

Whitney M.L. Limm 

Rebecca S. Sawai 

Walton K. Shim 

Linda L. Wong 

Livingston M. F. Wong 

Kailua
Peter J. Barcia 

John H. Payne, Jr.

Kailua Kona
Daryl Kurozawa 

Kaneohe
Mark S. Yamamura 

Wailea Maui
Edward A. Smeloff 

Wailuku
Richard P. Cochran 

Idaho
Lewiston

Robert S. Ozeran 

Iowa
Iowa City

Ronald J. Weigel 

Illinois
Caledonia
William Brock 

Chicago
Nora M. Hansen 

David Hoyt 

Lloyd M. Nyhus 

River Forest
G. Robert Mason 
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Kentucky
Fort Campbell

Paul R. Cordts 

Monticello
Carl B. Nagel 

Louisiana
Kenner

Eugene A. Woltering 

Massachusetts
Boston

Michael J. Zinner

Worcester
Louis M. Messina

Maryland
Baltimore

Julie A. Freischlag 

Bethesda
Electron Kebebew 

John E. Niederhuber 

Charles L. Rice 

Maine
Cape Elizabeth

Ian R. Neilson

Michigan
Grand Rapids

Bolek Brant 

Montana
East Glacier Park

Daniel M. Hays 

Hamilton
Donald Tsang 

North Carolina
Durham

E. Shelley Hwang 

Greenville
Jan H. Wong

Nebraska
Omaha

Kenneth S. Azarow 

New Hampshire
Jaffrey

Robert A. Chase 

New Mexico
Santa Fe

Deborah Lyn Aaron 

New York
Albany

Steven C. Stain 

Vahalla
Juan A. Asensio 

Ohio
Cleveland

Adnan Cobanoglu 

Jerry Goldstone 

Oregon
Astoria

Richard A. Crass 
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Eugene
John U. Bascom 

Pacific City
William C. Awe 

Portland
Aftab Ahmad

Roger E. Alberty 

James W. Asaph 

Kevin Billingsley 

Bolek Brant 

John R. Campbell 

David W. Cook 

V. Tammy De La Melena

Clifford W. Deveney 

Karen E. Deveney 

James P. Dolan 

William S. Fletcher 

H. Storm Floten 

Joseph Frankhouse 

Valerie J. Halpin 

Paul D. Hansen 

Marvin W. Harrison 

Daniel O. Herzig 

John G. Hunter 

Toshio Inahara 

Stanley W. Jacob 

Nathalie M. Johnson 

William E. Johnson 

Ali Khaki 

Laszlo N. Kiraly 

Gregory J. Landry 

Gary H. Leaverton 

Patrick Yuk-Hoi Lee 

Christopher N. Lim 

Thomas D. Lindell 

William B. Long III

Kim C. Lu 

M.C. Theodore Mackett 

Robert Martindale 

John C. Mayberry 

Donald B. McConnell 

Gregory L. Moneta 

Richard J. Mullins 

Susan L. Orloff 

Philip F. Parshley 

James J. Peck 

Rodney F. Pommier 

J. Karl Poppe 

Vincent A. Reger 

Martin A. Schreiber 

Earl S. Schuman 

David L. Scott 

Brett C. Sheppard 

Ambrose B. Shields 

Mark L. Silen 

Philip A. Snedecor 

Blayne A. Standage 

Albert Starr 

Lee L. Swanstrom 

Donald D. Trunkey 

John T. Vetto 

R. Mark Vetto 

Jennifer M. Watters 

Ronald Wolf 
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Bruce M. Wolfe 

James A. Wood 

Pennsylvania
Philadelphia
Kenric Murayama 

Pittsburgh
Blair Jobe 

St. Davids

Alec C. Beekley 

Tennessee
Memphis

Stephen J. Shochat 

Texas
Burnet

Kenneth R. Tyson 

Fort Worth
Michael S. Hickey 

Houston
R. Mark Ghobrial 

M. Michael Shabot 

Temple
Emilia L. Dauway-Williams 

Utah
Salt Lake City
Sean J. Mulvihill 

Virginia
Charlottesville

William H. Muller 

Washington
Bellevue

Edwin C. Brockenbrough 

H. Clark Hoffman 

William H Marks 

Edmonds
Lloyd P. Johnson 

Gig Harbor
Kenton C. Bodily 

Tommy Allen Brown 

Lakewood
Preston L. Carter 

Medina
Howard B. Kellogg 

Meredith P. Smith 

Mercer Island
Robert C. Coe 

Michael Hart

Paul W. Johnston 

Wei-i Li 
Loren C. Wintersheid, Jr.

Olympia
Scott R. Steele 

Port Haddock

L Stanton Stavney 

Redmond
David A. Simonowitz 

Ridgefield
Paul T. McDonald 

Seattle
Ralph W. Aye 
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PCSA Membership By Location

Amir L. Bastawrous 

J. David Beatty 

Thomas R. Biehl 

Richard P. Billingham 

David R. Byrd 

Kristine Calhoun 

Lily Chang

Michael G. Florence 

Adam B. Goldin 

Marquis E. Hart 

Walter D. Holder, Jr.

Marc D. Horton 

Karen D. Horvath 

Robert L. Howisey 

Kaj H. Johansen 

Philip C. Jolly 

Jedediah A. Kaufman 

Lorrie A. Langdale 

Dana C. Lynge 

Ronald V. Maier 

Dev R. Manhas

Peter B. Mansfield 

Lisa K. McIntyre 

Alan Morgan 

Ronald J. Nelson 

Brant K. Oelschlager 

Carlos A. Pellegrini 

Andrew F. Precht 

Terence M. Quigley 

John A. Ryan, Jr.

Lester R. Sauvage 

Robert S. Sawin 

Robert T. Schaller 

Mika N. Sinanan 

Benjamin W. Starnes 

Roger P. Tatum 

Richard C. Thirlby 

George I. Thomas 

William C. Trier 

Andrew S. Wright 

Peter Wu 

John H.T. Waldhausen 

Spokane
Richard E. Ahlquist, Jr.

George W. Girvin 

Gregory K. Luna

Geoffrey C. Nunes 

Tacoma
Randall M. Holland 

Matthew Martin 

Elizabeth C. Pohlson 

Robert Rush 

Wisconsin
Madison

Guilherme Campos 

Milwaukee
Johnny C. Hong 
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Constitution
ARTICLE I 
Section 1. The name of this Association shall be THE PACIFIC COAST SURGICAL 
ASSOCIATION. 

ARTICLE II 
Section 1. The object of the Association shall be to advance the science and practice of 
surgery. 

ARTICLE III 
Section 1. The Association shall consist of Active, Senior, Honorary, and Non-Resident 
Fellows. 

Section 2. Active membership shall be limited to 230 Fellows, the number elected each 
year to be left to the discretion of the Council. 

Section 3.  No one shall be eligible for membership unless his/her practice is limited 
to surgery and he/she has established a reputation as a practitioner, author, teacher 
or original investigator, and has been recommended by the Council. Candidates must 
be in practice for two years on the West Coast.  The candidate shall also have been 
certified either by the American Board of Surgery, the appropriate specialty Board, or 
its foreign equivalent.  (adopted 2/2007)

Section 4. The Council shall have the power of decision in the consideration of 
each candidate’s eligibility and its judgment upon such eligibility shall be final. 
No candidate for membership shall be voted upon at the executive session of the 
Association unless recommended by the Council. 

Section 5. Proposals for membership shall be made by Fellows on applications 
furnished by the Secretary of the Association. The proposal of a candidate for 
membership shall be supported by letters to the Secretary from each of the three 
sponsors who shall vouch for his/her character and standing. The application and 
letters shall be presented to the Council by the Secretary. 

Section 6. Proposals for membership, properly filled out, accompanied by the 
necessary endorsements and confidential letters from the sponsors, shall be in the 
hands of the Secretary at least six months before the date of the annual meeting. 
Three months before the annual meeting, the Secretary shall send to each member 
of the Association a list of all candidates for active membership and a printed 
summary of their qualifications, including educational attainments and professional 
positions. Members are encouraged to submit to the Council written comments on 
the candidates’ qualifications for membership. The Council at its annual meeting shall, 
after full consideration of all information available, recommend to the Association 
such candidates as are qualified for membership. The Council shall have the power to 
request from any member of the Association a careful and unbiased investigation of 
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the qualifications of any candidate for election to the Association. 

Any candidate for active membership may be assigned to a member of the Council for 
careful investigation as to his/her personal and professional qualifications. 

Section 7. After recommendation by the Council, election to fellowship shall be by 
ballot at the executive session of each annual meeting and if three-quarters of the 
ballots are favorable, the candidate shall be declared elected. 

Section 8. Candidates who have not been recommended for active membership by the 
Council three years after nomination, shall be withdrawn and their sponsors notified. 
This action shall not prevent the reproposal of such candidates for membership. Any 
candidate for fellowship who has been recommended by the Council, but not selected 
by the Association cannot be proposed again for membership for at least two years. 

Section 9. Prospective fellows after election must qualify within three months by the 
payment of the initiation fee and annual dues to the Treasurer and by filing a recent 
8x10 photograph with the Association. To become an Active member, the nominee 
shall be expected to attend the first Annual Meeting after election to be introduced to 
the Association and to receive the certificate of membership. Should the nominee fail 
to attend the first subsequent meeting, the second Annual Meeting must be attended. 
If the nominee is unable to attend the second meeting, membership will not be 
conferred subject to action by the Council. Fees contingent on membership will not be 
refunded. 

ARTICLE IV 
Section 1. Candidates for Honorary Fellowship shall be nominated by the Council and 
elected by ballot at the executive session of the annual meeting. Honorary Fellows 
shall not be required to pay dues or initiation fee and shall enjoy all the privileges of 
other Fellows except those of voting and holding office. 

Section 2. All Fellows automatically shall become Senior Fellows at the age of sixty 
(60) years. They shall pay dues to the age of seventy (70) years or upon retirement 
from active practice, whichever occurs first. They shall have the privilege of voting and 
holding office. 

Section 3. A Non-Resident Fellow shall be a Fellow under the age of sixty who no 
longer resides in the Pacific Coast geographical area. He/She shall be excused from 
attendance requirements. He/She may vote at such meetings as he/she attends and 
enjoy all the privileges of the Association except that he/she may not hold office or 
membership on standing committees. He/She shall pay annual dues. A request for 
non-resident status must be submitted in writing to the Secretary and shall be granted 
only by the Council. Upon written request the Council may restore a Non-Resident 
Fellow to active status. At its discretion, the Council may terminate membership as 
a Non-Resident Fellow. A Non-Resident Fellow shall automatically become a Senior 
Fellow at age sixty. 

Constitution
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Section 4. The resignation of a Fellow may be accepted at the discretion of the Council. 

ARTICLE V 
Section 1. The officers of the Association shall be a President, a President-elect who 
becomes President one year following election, a President-elect who becomes 
President two years following election, a Secretary-Treasurer, a Recorder, an Historian, 
and four Councilors. There shall be a Program Committee appointed by the President, 
consisting of five members, one representing each of the four geographical sections of 
the Association, and the Recorder, who shall act as Chairman. The Council member and 
the Program Committee member who resides in the same geographical area as the 
Recorder shall act as an Advisory Committee to him/her. 

Section 2. The Presidents-Elect, the Vice-President, the Secretary-Treasurer, the 
Recorder, and the Historian shall be elected for one year, and a Councilor shall be 
elected as provided by the Bylaws. The President shall not be eligible for re-election 
at any time. The Secretary-Treasurer and Recorder shall not serve more than six years, 
shall not both be retired in the same year, and shall not be elected from the same 
region of the Association. 

Section 3. All officers shall be nominated by a Committee, appointed by the President, 
consisting of the three most recent past Presidents, at least three (3) months prior to 
the annual meeting. Additional nominations may be made from the floor. 

Section 4. The election of officers shall take place at an executive session of the annual 
meeting. A majority of votes cast constitute an election. 

ARTICLE VI 
Section 1. It shall be the duty of the President to be present and to preside at all 
meetings of the Association; to see that the rules of order and decorum are properly 
enforced in all deliberations of the Association; to sign the certificates of fellowship. 

Section 2. In the absence of the President, the Vice-President shall preside, and in the 
absence of the Vice-President, the Secretary-Treasurer shall preside. 

Section 3. In the absence of all three, the Association shall elect one of its Fellows to 
preside pro tem. 

Section 4. The Secretary-Treasurer shall keep the minutes of the Association and shall 
issue, at least six weeks prior to the annual meeting, a preliminary notice of the time 
and place of the meeting, and the business to be transacted. He/She shall issue the 
final program of the annual meeting and a list of the names of the candidates for 
Fellowship who are under consideration by the Council. He/She shall attest all official 
acts requiring certification, in connection with or independent of the President, 
notify officers and Fellows of their election, keep in his/her custody the Seal of the 
Association and affix it to all documents and papers that the Association may direct; 
take charge of all papers not otherwise provided for. He/She shall serve as Secretary 
and keep minutes of the meeting meetings of the Council. He/She shall, with the 
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President, sign the certificates of Fellowship and receive all monies and funds 
belonging to the Association. He/She shall pay the bill of the Association, collect all 
dues and assessments as promptly as possible, report to have, in accordance with the 
Bylaws, regulating the same, forfeited their Fellowship. He/She shall annually present a 
review of the Association’s finances performed by a Certified Public Accountant. A full 
audit shall be performed as determined by the Council. 

Section 5. It shall be the duty of the Historian to assemble and preserve the Archives of 
the Association for storage and reference. The Archives shall consist of the roster of the 
members of the Association since its inception, and such photographs as are available. 
It shall be his/her duty likewise to secure and file a photograph of each new member. 

Section 6. The Recorder shall, as Chairman of the Program Committee, assemble 
the scientific program and forward it to the Secretary at least two months before 
the annual meeting. The Recorder shall receive all papers and reports of discussion 
on papers presented before the Association and as the Chairman of the Program 
Committee take charge of the publication of the papers presented before the 
Association. 

Section 7. It shall be the duty of the President of the Association to appoint an Audit 
Committee, consisting of two (2) Fellows of the Association, whose duty it shall be 
to examine the books of the Secretary-Treasurer and report on the same during the 
annual session. 

ACTICLE VII 
Section 1. Vacancies occurring in the offices of the Association shall be filled by 
appointment by the President until the next meeting. He/She shall also have the 
authority to appoint all committees not otherwise provided for. 

ARTICLE VIII 
Section 1. The Constitution may be amended at any regular meeting by a written 
resolution embodying the proposed changes, which shall lie over for one year and 
which must receive approval by two-thirds of the members present and voting. 

ARTICLE IX 
Section 1. The President, the two Presidents-elect, Vice-president, Secretary-Treasurer, 
Recorder and Historian shall act as ex-officio members of the Council with the right to 
vote. 

Constitution
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Proposed revisions are indicated with a strikethrough

Proposed new language is indicated with underlined text

Constitution
ARTICLE I 
Section 1. The name of this Association shall be THE PACIFIC COAST SURGICAL 
ASSOCIATION. 

ARTICLE II 
Section 1. The object of the Association shall be to advance the science and practice of 
surgery. 

ARTICLE III 
Section 1. The Association shall consist of Active, Senior, Honorary, and Non-Resident 
Fellows Members. 

Section 2. Active membership shall be limited to 230 Fellows Members, the number 
elected each year to be left to the discretion of the Council. 

Section 3.  No one shall be eligible for membership unless his/her practice is limited 
to surgery and he/she has established a reputation as a practitioner, author, teacher 
or original investigator, and has been recommended by the Council. Candidates must 
be in practice for two years on the West Coast.  The candidate shall also have been 
certified either by the American Board of Surgery, the appropriate specialty Board, or 
its foreign equivalent.  (adopted 2/2007)

Section 4. The Council shall have the power of decision in the consideration of each 
candidate’s eligibility and its judgment upon such eligibility shall be final. No candidate 
for membership shall be voted upon at the executive session of the Association unless 
recommended by the Council. 

Section 5. Proposals for membership shall be made by Fellows Members on applications 
furnished by the Secretary-Treasurer of the Association. The proposal of a candidate for 
membership shall be supported by letters to the Secretary-Treasurer from each of the 
three sponsors who shall vouch for his/her character and standing. The application 
and letters shall be presented to the Council by the Secretary Councilor of the region 
recommending the candidate. 

Section 6. Proposals for membership, properly filled out, accompanied by the necessary 
endorsements and confidential letters from the sponsors, shall be in the hands of 
the Secretary-Treasurer at least six months before the date of the annual meeting. 
Three months before the annual meeting, the Secretary-Treasurer shall send to each 
member of the Association a list of all candidates for active membership and a printed 
summary of their qualifications, including educational attainments and professional 
positions. Members are encouraged to submit to the Council written comments on 
the candidates’ qualifications for membership. The Council at its annual meeting shall, 
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after full consideration of all information available, recommend to the Association 
such candidates as are qualified for membership. The Council shall have the power to 
request from any member of the Association a careful and unbiased investigation of the 
qualifications of any candidate for election to the Association. Any candidate for active 
membership may be assigned to a member of the Council for careful investigation as to 
his/her personal and professional qualifications. 

Section 7. After recommendation by the Council, election to fellowship membership 
shall be by ballot at the executive session of each annual meeting and if three-quarters 
of the ballots are favorable, the candidate shall be declared elected. Candidates for 
active membership not brought forward to the Association for election by the Council 
in the first year after nomination may be reconsidered in the two subsequent years at 
the request of the Councilor and with support from their region.

Section 8. Candidates who have not been recommended for active membership by the 
Council three years after nomination, shall be withdrawn and their sponsors notified. 
This action shall not prevent the reproposal of such candidates for membership. Any 
candidate for fellowship membership who has been recommended by the Council, but 
not selected by the Association cannot be proposed again for membership for at least 
two years. 

Section 9. Prospective Fellows Members after election must qualify within three months 
by the payment of the initiation fee and annual dues to the Secretary-Treasurer and by 
filing a recent 8x10 photograph with the Association. To become an Active member, 
the nominee shall be expected to attend the first Annual Meeting after election to be 
introduced to the Association and to receive the certificate of membership. Should the 
nominee fail to attend the first subsequent meeting, the second Annual Meeting must 
be attended. If the nominee is unable to attend the second meeting, membership will 
not be conferred subject to action by the Council. Fees contingent on membership will 
not be refunded. 

ARTICLE IV 
Section 1. Active members shall have a practice that is limited to surgery and be 
currently engaged in the surgical care of patients. Candidates for Honorary Fellowship 
shall be nominated by the Council and elected by ballot at the executive session of the 
annual meeting. Honorary Fellows shall not be required to pay dues or initiation fee and 
shall enjoy all the privileges of other Fellows except those of voting and holding office. 

Section 2. All Fellows Members automatically shall automatically become Senior 
Fellows Members at the age of sixty (60) years.  They shall pay dues to the age of seventy 
(70) years or upon retirement from active practice, whichever occurs first. They shall 
and have the privilege of voting and holding office but are excused from the annual 
meeting attendance requirement. 
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Section 3. Members are considered Retired upon reaching the age of seventy (70) or 
retirement from active clinical practice, whichever occurs first.  They are no longer 
required to pay Association dues.  They have the privilege of voting and holding office.  
A Non-Resident Fellow shall be a Fellow under the age of sixty who no longer resides 
in the Pacific Coast geographical area. He/She shall be excused from attendance 
requirements. He/She may vote at such meetings as he/she attends and enjoy all the 
privileges of the Association except that he/she may not hold office or membership on 
standing committees. He/She shall pay annual dues. A request for non-resident status 
must be submitted in writing to the Secretary and shall be granted only by the Council. 
Upon written request the Council may restore a Non-Resident Fellow to active status. At 
its discretion, the Council may terminate membership as a Non-Resident Fellow. A Non-
Resident Fellow shall automatically become a Senior Fellow at age sixty. 

Section 4. The resignation of a Fellow may be accepted at the discretion of the Council. 
Candidates for Honorary Membership shall be nominated by the Council and elected by 
ballot at the executive session of the annual meeting. Honorary Members shall not be 
required to pay dues or initiation fees and shall enjoy all the privileges of other Members 
except those of voting and holding office. 

Section 5. A Non-Resident Member shall be a Member under the age of sixty who no 
longer resides in the Pacific Coast geographical area. He/She shall be excused from 
attendance requirements. He/She may vote at such meetings as he/she attends and 
enjoy all the privileges of the Association except that he/she may not hold office or 
membership on standing committees. He/She shall pay annual dues. A request for 
non-resident status must be submitted in writing to the Secretary-Treasurer and 
shall be granted only by the Council. Upon written request the Council may restore 
a Non-Resident Member to active status. At its discretion, the Council may terminate 
membership as a Non-Resident Member. A Non-Resident Member shall automatically 
become a Senior Member at age sixty (60).

Section 6. The resignation of a Member may be accepted at the discretion of the Council.

ARTICLE V 
Section 1. The officers of the Association shall be a President, a President-eElect who 
becomes President one year following election, a President-eElect who becomes 
President two years following election, a Vice-President, a Secretary-Treasurer, a Recorder, 
an Historian, and four Councilors. There shall be a Program Committee appointed by the 
President, consisting of five members, one representing each of the four geographical 
sections of the Association, and the Recorder, who shall act as Chairman. The Council 
member and the Program Committee member who resides in the same geographical 
area as the Recorder shall act as an Advisory Committee to him/her. 

Section 2. The Presidents-Elect, the Vice-President, the Secretary-Treasurer, the Recorder, 
and the Historian shall be elected for one year, and a Councilor shall be elected as 
provided by the Bylaws. The President shall not be eligible for re-election at any time. 
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The Secretary-Treasurer and Recorder shall not serve more than six years, shall not 
both be retired in the same year, and shall not be elected from the same region of the 
Association. 

Section 3. All officers shall be nominated by a Committee, appointed by the President, 
consisting of the three most recent past Presidents, at least three (3) months prior to the 
annual meeting. Additional nominations may be made from the floor. 

Section 4. The election of officers shall take place at an executive session of the annual 
meeting. A majority of votes cast constitute an election. 

ARTICLE VI 
Section 1. It shall be the duty of the President to be present and to preside at all meetings 
of the Association; to see that the rules of order and decorum are properly enforced in 
all deliberations of the Association; to sign the certificates of fellowship membership. 

Section 2. In the absence of the President, the Vice-President shall preside, and in the 
absence of the Vice-President, the Secretary-Treasurer shall preside. 

Section 3. In the absence of all three, the Association shall elect one of its Fellows 
Members to preside pro tem. 

Section 4. The Secretary-Treasurer shall keep the minutes of the Association and shall 
issue, at least six weeks prior to the annual meeting, a preliminary notice of the time 
and place of the meeting, and the business to be transacted. He/She shall issue the final 
program of the annual meeting and a list of the names of the candidates for Fellowship 
Membership who are under consideration by the Council. He/She shall attest all official 
acts requiring certification, in connection with or independent of the President, notify 
officers and Fellows Members of their election and, keep in his/her custody the Seal of 
the Association and affix it to all documents and papers that the Association may direct; 
take charge of all papers not otherwise provided for. He/She shall serve as Secretary-
Treasurer and keep minutes of the meetings of the Council. He/She shall, with the 
President, sign the certificates of Fellowship Membership and receive all monies and 
funds belonging to the Association. He/She shall pay the bill of the Association, collect 
all dues and assessments as promptly as possible, report to have, in accordance with the 
Bylaws, regulating the same, forfeited their Fellowship Membership. It shall be the duty 
of the President of the Association to appoint an Audit Committee, consisting of two 
(2) Members of the Association, whose duty it shall be to consult with a Certified Public 
Accountant, to examine the books of the Secretary-Treasurer, and to report on the same 
to the membership during the annual meeting.  He/She shall annually present a review 
of the Association’s finances performed by a Certified Public Accountant. A full audit 
shall be performed as determined by the President and President-Elect in the final year 
of the Secretary-Treasurer term Council. 

Section 5. It shall be the duty of the Historian to assemble and preserve the Archives of 
the Association for storage and reference. The Archives shall consist of the roster of the 
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members of the Association since its inception, and such photographs as are available. 
It shall be his/her duty likewise to secure and file a photograph of each new member. At 
each Annual Meeting of the Association, the Historian shall be called on by the President 
to give a presentation of historical significance to the membership.

Section 6. The Recorder shall, as Chairman of the Program Committee, assemble the 
scientific program and forward it to the Secretary-Treasurer at least two months before 
the annual meeting. The Recorder shall receive all papers and reports of discussion on 
papers presented before the Association and as the Chairman of the Program Committee 
take charge of the publication of the papers presented before the Association. 

Section 7. It shall be the duty of the President of the Association to appoint an Audit 
Committee, consisting of two (2) Fellows Members of the Association, whose duty it 
shall be to examine the books of the Secretary-Treasurer and report on the same during 
the annual session. 

ACTICLE VII 
Section 1. Vacancies occurring in the offices of the Association shall be filled by 
appointment by the President until the next meeting. He/She shall also have the 
authority to appoint all committees not otherwise provided for. 

ARTICLE VIII 
Section 1. The Constitution may be amended at any regular meeting by a written 
resolution embodying the proposed changes, which shall lie over for one year and 
which must receive approval by two-thirds of the members present and voting. 

ARTICLE IX 
Section 1. The President, the two Presidents-elect, Vice-pPresident, Secretary-Treasurer, 
Recorder and Historian shall act as ex-officio members of the Council with the right to 
vote. 
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Bylaws
CHAPTER I 

Section 1. The Pacific Coast Surgical Association shall meet annually at such time and 
place as may be designated by the Council, preferably on President’s Day weekend. 

Section 2. There shall be at least one annual executive session of the Association, at 
which the order of business shall be as follows: (a) reading the minutes of the last 
meeting; (b) reports of the Secretary-Treasurer, Recorder and Historian; (c) reports 
of the Council; (d) report of Program Committee; (e) reports of representatives of 
the Association to the American Board of Surgery and to the American College of 
Surgeons; (f ) unfinished business; (g) new business; (h) report of Auditing Committee; 
(i) report of Nominating Committee; (j) election of officers; (k) election of Fellows; (l) 
induction of new officers; (m) adjournment. 

CHAPTER II 
Section 1. The Fellows present at any executive session shall constitute a quorum for 
business. 

CHAPTER III 
Section 1. The annual dues and the initiation fee shall be recommended by the Council 
and voted upon by the membership each year at the annual meeting. Members may 
be exempted from payment of dues at the discretion of the Council. 

CHAPTER IV 
Section 1. The usual parliamentary rules (Robert’s Rules) governing deliberative bodies 
shall govern the business workings of the Association. 

CHAPTER V 
Section 1. All questions before the Association unless otherwise provided shall be 
determined by a majority vote of the members present and voting except change in 
the Constitution and Bylaws and the election of new members which require a two 
thirds (2/3) majority. 

CHAPTER VI 
Section 1. The President shall deliver an address at the annual meeting of the 
Association. 

CHAPTER VII 
Section 1. The Secretary-Treasurer and Recorder of the Association shall receive at each 
annual session a draft from the President for such sum as may be voted by the Council 
for services rendered the Association, and to this shall be added the necessary expense 
incurred in the discharge of his/her official duties. 
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CHAPTER VIII 
Section 1. Those members submitting titles of essays shall supply the Recorder with 
the title and an abstract of the proposed essay. The program committee shall have 
the responsibility for choosing the primary discussant. The discussant shall receive a 
copy of the essayist’s paper not later than two weeks before the annual meeting. The 
presenting author and opening discussant shall submit the manuscript and a text of 
the discussion ready for publication just prior to presentation. 

CHAPTER IX 
Section 1. The Council shall consist of five members, of which four are elected, the 
fifth member to be the retiring president who automatically serves for one year. 
The President, President-Elect, Vice President, Secretary-Treasurer, Recorder and 
Historian shall act as ex-officio members of the Council with the right to vote. One 
member of the Council shall be elected annually to serve four years. Any member of 
the Association shall be eligible for membership on the Council, provided that each 
regional section of the Association shall always be represented on the Council. These 
regional sections, which may be enlarged at the will of the Association, shall consist, 
respectively, of the Fellows residing in 1) Washington, British Columbia and Alaska, 
2) Oregon and Hawaii, 3) Northern California to, but not including Santa Barbara and 
Bakersfield, 4) Southern California including Santa Barbara and Bakersfield. 

The President shall be notified by any Councilor who is unable to attend a meeting of 
the Council. Upon such notification, the President shall appoint from the Councilor’s 
regional section an alternate who shall act as Councilor for that meeting. 

Section 2. The President shall preside as Chairman of the Council and the Secretary-
Treasurer shall keep record of its proceedings. 

Section 3. The duties of the Council shall be: 1. To investigate candidates for 
membership and report to the Association the names of such persons as are deemed 
worthy. 2. To take cognizance of all questions of an ethical, judicial, or personal nature, 
and upon these, the decisions of the Council shall be final, provided that appeal may 
be taken from such decision of the Council to the Association under a written protest, 
which protest shall be voted upon by the Association. 3. All resolutions before the 
Association shall be referred to the Council before debate, and the Council shall report 
by recommendation at the earliest hour possible. 4. The Program Committee and the 
Council shall have power to invite guests to appear on the scientific program. 5. The 
Council at the invitation of the President shall meet at some date preceding the annual 
meeting for consideration of matters of importance with reference to the annual 
meeting and particularly with reference to the eligibility of proposed candidates for 
admission. 

CHAPTER X 
Section 1. The Council shall have full power to withdraw from submission for 
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publication any paper that may be referred to it by the Association, unless specially 
instructed to the contrary by the Association, which shall be determined by vote. 

CHAPTER XI 
Section 1. The President shall appoint for the following annual meeting a Committee 
on Arrangements, and the Program Committee as provided in the Constitution. The 
Program Committee shall consist of four members representing each of the caucuses 
and a chairman. A Program Committee member shall serve for three years and shall be 
eligible for reappointment for one additional term. 

CHAPTER XII 
Section 1. Active membership shall be forfeited by failure to be present at four 
consecutive meetings. After failure to attend three consecutive meetings, the 
Secretary will notify the member that a fourth consecutive absence will terminate 
his/her membership. In cases where the fourth absence was caused by extremely 
compelling circumstances, the Council may at its discretion, stay the termination of 
membership. Failure by any member of the Association to pay dues for one year may 
be considered sufficient cause to drop the member from the membership roll on 
recommendation of the Council to the Association. Membership also may be forfeited 
for reasons deemed sufficient by the Association. 

Section 2. Attendance at an annual session shall be defined as registration with 
Secretary, payment of the registration fee and attendance at not less than one 
scientific session. Retired members and those exempt from dues because of illness 
shall have the privilege of attending the annual meeting at a registration fee 
determined by the Council. 

Section 3. At the discretion of the Council, and for good and sufficient reasons, an 
Active Fellow may be transferred to the list of Senior Fellows. 

CHAPTER XIII 
Section 1. A paper shall not be read before this Association which has been published 
previously or which does not deal with a subject of surgical importance. The member 
shall close the discussion. 

Section 2. The maximum time allowed essayists shall be 10 minutes, except by 
permission of the Program Committee. The primary discussant shall be allowed 
5 minutes, each subsequent discussant 2 minutes, and final closing discussant 5 
minutes. 

Section 3. No paper read before this Association shall be published in any medical 
journal or pamphlet for circulation as having been read before the Association without 
having received endorsement of the Program Committee. 

Section 4. At the discretion of the Program Committee, poster sessions may be held 
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during the scientific meeting. Papers representing work from these poster sessions 
may be submitted for consideration for publication. 

CHAPTER XIV 

Section 1. The Scientific Meetings shall be open to any doctor of medicine in good 
standing in his/her profession, provided he/she establish his/her identity. Only 
officially invited guest may register and attend functions. 

Section 2. Fellows may request invitations for guests by applying to the Secretary in 
writing at least one month prior to the first day of the annual meeting. The Council 
shall determine the number of guests which may be invited. Invitations to guests shall 
be issued only by the Secretary. 

A Fellow requesting that an invitation be extended to a guest shall assume such 
financial responsibility as may be determined by the Council for the guest so invited. 

The President may invite distinguished members of the profession to be guests of the 
Association. 

Section 3. The Association shall have no financial responsibility for invited guests, 
except distinguished guests invited by the President. 

CHAPTER XV 
Section 1. Pursuant to Article V, Section 3, of the Constitution, the Nominating 
Committee shall request some specific information from each of the four regional 
sections where new candidates are required for the offices of the President-Elect, 
Secretary-Treasurer, Recorder, and Regional Councilor. An election with written mail 
ballot shall be held within each regional section involved in selecting candidates for 
each of these four offices. The Regional Councilors will conduct the balloting and 
provide the Nominating Committee with a report reflecting the wishes of their caucus. 
The Nominating Committee may review the ballots if questions arise about the voting 
process. 

Section 2. The candidate for Vice President shall be selected by each President-Elect. 

CHAPTER XVI 
Section 1. These Bylaws may be amended at any annual session by a two-thirds vote 
of the Fellows present and voting. Proposed amendments shall be made in writing as 
motions before the Association, and shall then be dealt with in accordance with the 
provisions of Chapter IX, Section 3, Paragraph 3, of the Bylaws. 

Bylaws
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Proposed revisions are indicated with a strikethrough

Proposed new language is indicated with underlined text

Bylaws
CHAPTER I 
Section 1. The Pacific Coast Surgical Association shall meet annually at such time and 
place as may be designated by the Council, preferably on President’s Day weekend. 

Section 2. There shall be at least one annual executive session of the Association, at 
which the order of business shall be as follows: (a) reading the minutes of the last 
meeting; (b) reports of the Secretary-Treasurer, Recorder and Historian; (c) reports of 
the Council; (d) report of Program Committee; (e) reports of representatives of the 
Association to the American Board of Surgery and to the American College of Surgeons; 
(f ) unfinished business; (g) new business; (h) report of Auditing Committee; (i) report 
of Nominating Committee; (j) election of officers; (k) election of Fellows Members; (l) 
induction of new officers; (m) adjournment. 

CHAPTER II 
Section 1. The Fellows Members present at any executive session shall constitute a 
quorum for business. 

CHAPTER III 
Section 1. The annual dues and the initiation fee shall be recommended by the Council 
and voted upon by the membership each year at the annual meeting. Members may be 
exempted from payment of dues at the discretion of the Council. 

CHAPTER IV 
Section 1. The usual parliamentary rules (Robert’s Rules) governing deliberative bodies 
shall govern the business workings of the Association. 

CHAPTER V 
Section 1. All questions before the Association unless otherwise provided shall be 
determined by a majority vote of the members present and voting except change in the 
Constitution and Bylaws and the election of new members which require a two thirds 
(2/3) majority. 

CHAPTER VI 
Section 1. The President shall deliver an address at the annual meeting of the Association. 

CHAPTER VII 
Section 1. The Secretary-Treasurer and Recorder of the Association shall receive at each 
annual session meeting a draft from the President for such sum as may be voted by the 
Council for services rendered the Association, and to this shall be added the necessary 
expense incurred in the discharge of his/her official duties. 
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CHAPTER VIII 
Section 1. Those members submitting titles of essays shall supply the Recorder with 
the title and an abstract of the proposed essay. The program committee shall have the 
responsibility for choosing the primary discussant. The discussant shall receive a copy of 
the essayist’s paper not later than two weeks before the annual meeting. The presenting 
author and opening discussant shall submit the manuscript and a text of the discussion 
ready for publication just prior to presentation. 

CHAPTER IX 
Section 1. The Council shall consist of five members, of which four are elected, the 
fifth member to be the retiring president who automatically serves for one year. The 
President, President-Elect, Vice President, Secretary-Treasurer, Recorder and Historian 
shall act as ex-officio members of the Council with the right to vote. One member of the 
Council shall be elected annually to serve four years. Any member of the Association 
shall be eligible for membership on the Council, provided that each regional section 
of the Association shall always be represented on the Council. These regional sections, 
which may be enlarged at the will of the Association, shall consist, respectively, of the 
Fellows Members residing in 1) Washington, British Columbia and Alaska, 2) Oregon 
and Hawaii, 3) Northern California to, but not including Santa Barbara and Bakersfield, 
4) Southern California including Santa Barbara and Bakersfield.  The President shall 
be notified by any Councilor who is unable to attend a meeting of the Council. Upon 
such notification, the President shall appoint from the Councilor’s regional section an 
alternate who shall act as Councilor for that meeting. 

Section 2. The President shall preside as Chairman of the Council and the Secretary-
Treasurer shall keep record of its proceedings. 

Section 3. The duties of the Council shall be: 1. To investigate candidates for membership 
and report to the Association the names of such persons as are deemed worthy. 2. To take 
cognizance of all questions of an ethical, judicial, or personal nature, and upon these, 
the decisions of the Council shall be final, provided that appeal may be taken from such 
decision of the Council to the Association under a written protest, which protest shall be 
voted upon by the Association. 3. All resolutions before the Association shall be referred 
to the Council before debate, and the Council shall report by recommendation at the 
earliest hour possible. 4. The Program Committee and the Council shall have power 
to invite guests to appear on the scientific program. 5. The Council at the invitation of 
the President shall meet at some date preceding the annual meeting for consideration 
of matters of importance with reference to the annual meeting and particularly with 
reference to the eligibility of proposed candidates for admission. 

CHAPTER X 
Section 1. The Council shall have full power to withdraw from submission for publication 
any paper that may be referred to it by the Association, unless specially instructed to the 
contrary by the Association, which shall be determined by vote. 

Bylaws - Proposed Revisions
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CHAPTER XI 
Section 1. The President shall appoint for the following annual meeting a Committee 
on Arrangements, and the Program Committee as provided in the Constitution. The 
Program Committee shall consist of four members representing each of the caucuses 
and a chairman. A Program Committee member shall serve for three years and shall be 
eligible for reappointment for one additional term. 

CHAPTER XII 
Section 1. Active membership shall be forfeited by failure to be present at four 
consecutive meetings. After failure to attend three consecutive meetings, the Secretary-
Treasurer will notify the member that a fourth consecutive absence will terminate his/her 
membership. In cases where the fourth absence was caused by extremely compelling 
circumstances, the Council may at its discretion, stay the termination of membership. 
Failure by any member of the Association to pay dues for one year may be considered 
sufficient cause to drop the member from the membership roll on recommendation of 
the Council to the Association. Membership also may be forfeited for reasons deemed 
sufficient by the Association. 

Section 2. Attendance at an annual session meeting shall be defined as registration with 
Secretary-Treasurer, payment of the registration fee and attendance at not less than one 
scientific session. Retired members and those exempt from dues because of illness shall 
have the privilege of attending the annual meeting at a registration fee determined by 
the Council. 

Section 3. At the discretion of the Council, and for good and sufficient reasons, an Active 
Fellow Member may be transferred to the list of Senior Fellows Members. 

CHAPTER XIII 
Section 1. A paper shall not be read before this Association which has been published 
previously or which does not deal with a subject of surgical importance. The member 
shall close the discussion. 

Section 2. The maximum time allowed essayists shall be 10 minutes, except by 
permission of the Program Committee. The primary discussant shall be allowed 5 
minutes, each subsequent discussant 2 minutes, and final closing discussant 5 minutes. 

Section 3. No paper read before this Association shall be published in any medical 
journal or pamphlet for circulation as having been read before the Association without 
having received endorsement of the Program Committee. 

Section 4. At the discretion of the Program Committee, poster sessions may be held 
during the scientific meeting. Papers representing work from these poster sessions may 
be submitted for consideration for publication to the journal of their choice. 

Bylaws - Proposed Revisions
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CHAPTER XIV 
Section 1. The Scientific Meetings shall be open to any doctor of medicine in good 
standing in his/her profession, provided he/she establish his/her identity. Only officially 
invited guest may register and attend functions. 

Section 2. Fellows Members may request invitations for guests by applying to the 
Secretary-Treasurer in writing at least one month prior to the first day of the annual 
meeting. The Council shall determine the number of guests which may be invited. 
Invitations to guests shall be issued only by the Secretary-Treasurer. 

A Fellow Member requesting that an invitation be extended to a guest shall assume such 
financial responsibility as may be determined by the Council for the guest so invited. 

The President may invite distinguished members of the profession to be guests of the 
Association. 

Section 3. The Association shall have no financial responsibility for invited guests, except 
distinguished guests invited by the President. 

CHAPTER XV 
Section 1. Pursuant to Article V, Section 3, of the Constitution, the Nominating Committee 
shall request some specific information from each of the four regional sections where 
new candidates are required for the offices of the President-Elect, Secretary-Treasurer, 
Recorder, and Regional Councilor. An election with written mail ballot shall be held 
within each regional section involved in selecting candidates for each of these four 
offices. The Regional Councilors will conduct the balloting and provide the Nominating 
Committee with a report reflecting the wishes of their caucus. The Nominating 
Committee may review the ballots if questions arise about the voting process. 

Section 2. The candidate for Vice President shall be selected by each President-Elect. 

CHAPTER XVI 
Section 1. These Bylaws may be amended at any annual session meeting by a two-thirds 
vote of the Fellows Members present and voting. Proposed amendments shall be made 
in writing as motions before the Association, and shall then be dealt with in accordance 
with the provisions of Chapter IX, Section 3, Paragraph 3, of the Bylaws. 
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Future Meetings

2014 February 14-17

 HOST: Southern California

 SITE: St. Regis Monarch Beach, Dana Point, CA

2015 February 19- 22, 2015

 HOST: Northern California

 SITE: Marriott Monterey, Monterey, CA





Pacific Coast Surgical Association

Pacific Coast Surgical Association
c/o ACS Association Management Services

633. N. St. Clair Street
Chicago, IL 60611-3211

PHONE: 800-274-9083
FAX: 312-267-1782

EMAIL: pcsa@facs.org
WEB: www.pcsaonline.org


