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A First of its Kind: lliacus Hernia Containing an Inflamed Appendix
Aulon Jerliu MD, Marwan Alaoudi MD, Noubar Kevorkian MD

Abstract

Iliacus hernias are extremely rare internal hernias with only sporadic reports in the literature. No previous report
has documented an inflamed appendix herniating into the iliacus muscle. This report describes such a case,
highlighting the diagnostic challenges and the surgical management of this atypical hernia. This case expands the
spectrum of internal hernias and emphasizes the importance of advanced imaging and a customized surgical
approach when encountering atypical hernia locations. Early recognition and prompt management are critical for

this rare hernia type. Further study is needed to establish standardized treatment protocols for internal hernias in
uncommon locations.

To be presented by Omar Ghanem, MD.



Misdiagnosed: A sigmoid perforation secondary to visceral Kaposi sarcoma

Rachel L. Atkinson MD"', Brendan P. Stewart MD', Herbert Downton Ramos MD", Jonathan Chang MD", Andrew C.
Raissis MD"2

"Uconn School of Medicine, General Surgery Residency Program, Farmington CT
2St. Francis Hospital, Department of Colorectal Surgery, Hartford CT

Introduction: Large bowel perforations are a surgical emergency. Kaposi sarcoma, a vascular neoplastic process
caused by human herpesvirus 8 (HHV-8), is classified as an AIDS-defining malignancy. While most patients with
Kaposi Sarcoma present with cutaneous manifestations, visceral involvement is much rarer in the literature. We
present a case of visceral Kaposi sarcoma presenting with a sigmoid perforation secondary to large bowel
obstruction at the site of the Kaposi sarcoma.

Method(s): Retrospective chart review of patient’s electronic medical record including imaging, operative notes,
and pathology

Results/Case Presentation: Our patient is a 53-year-old male with past medical history significant for HIV
diagnosed ten years prior with initiation of anti-retroviral therapy (ART) one month prior to presentation. He initially
presented to the outpatient clinic with constipation, abdominal pain, and 31-pound weight loss. Flexible
sigmoidoscopy revealed a stenosis 10-35cm from anus. Biopsies were obtained and resulted as inflammatory
changes and negative for malignancy. He was started on steroids with improvement in abdominal pain. Our patient
presented to the emergency department one month later with one day of abdominal pain, nausea, and vomiting.
An upright chest x-ray was performed and noted to have free air under the right hemidiaphragm. He was brought
urgently to the operating room for an exploratory laparotomy and noted to have feculent ascites. A 1cm sigmoid
perforation was identified and removed along with the previously identified stricture, and an end colostomy was
created. Pathology returned as Kaposi sarcoma in colonic mucosa with superficial invasion of the muscularis
propria.

Conclusion(s): We present a case of a sigmoid perforation secondary to large bowel obstruction from a visceral
Kaposi sarcoma. Our patient highlights the importance of ART in treatment of HIV, which as demonstrated here,
can lead to life threatening complications of AIDS and can prevent complications from visceral malignancies such
as Kaposi sarcoma.



Transient Intussusception Leading to Diagnosis of Pelvic Congestion and Nutcracker Syndrome

Shubham Kanake MD, Dakota Pastore DO, MPH, Jacob Sandor MD, Timothy Manoni MD, FACS, Antonio Picon MD,
FACS
Stamford Hospital

Introduction: Chronic pelvic pain (CPP) in women affects approximately 26% of women worldwide. CPP is a
diagnostic challenge, as most patients will not have an identified cause of their pain. CPP canresultin
unnecessary surgical exploration and even hysterectomy. Pelvic congestion syndrome (PCS) is a potential etiology
of CPP and may be responsible for up to 30% of cases of CPP. PCS is generally caused by pelvic venous valvular
insufficiency with or without venous obstruction resulting in one or both of the following imaging findings, ovarian
vein reflux and pelvic varicosities. Primary PCS presents without an identifiable obstructive pathology. Secondary
PCS occurs in the setting of a proximal obstructing pathology such as nutcracker syndrome (compression of left
renal vein by superior mesenteric artery) or May Thurner Syndrome (left iliac vein compression by right internal iliac
artery). Adult intussusception is another such management dilemma for the surgeon in the era of widely available
cross-sectional imaging. Although adult intussusception has typically been thought to necessitate surgical
management, advances in CT imaging and increased utilization has increased the detection rate of entero-enteric
intussusception in adults, complicating patient management. Here we present a case of transient intussusception
leading to surgical consultation and imaging review, ultimately resulting in diaghosis of secondary pelvic
congestion syndrome and nutcracker syndrome.

Method(s): A 43-year-old female with a history of hypertension, hyperlipidemia, preeclampsia, prior cesarean
section, and chronic lower abdominal pain presented to the ED for evaluation of abdominal pain and new onset
hematuria. The patient was tolerating diet and having bowel function. The patient had a CT which was read with a
small bowel intussusception in the left abdomen with abnormal appearing bowel representing overlapping small
bowel loops versus small bowel lesion. General surgery was consulted for intussusception. On review of imaging,
patient was noted to have a dilated, tortuous left gonadal vein suggestive of pelvic congestion syndrome, and
compression of the left renal vein between the aorta and superior mesenteric artery (SMA), raising concern for
nutcracker syndrome. Given that there was no clinical or radiographic evidence of bowel obstruction, the patient
was discharged with gastroenterology and vascular surgery follow-up. Outpatient work-up with MR enterography
and small-bowel enteroscopy was negative for small bowel pathologic lead point. The patient underwent left renal
vein stenting and coil embolization of pelvic varices, and the patient’s symptoms resolved.

Results: In this case, we present a patient with suspected intussusception based on radiographic findings, which
historically has been managed surgically in adults. However, given the lack of clinical or radiographic evidence of
bowel obstruction, alternate etiologies of the patient’s chronic pain were considered. Multidisciplinary
interpretation of the patient’s imaging allowed for identification of pelvic varicosities and narrowed left renal vein,
avoiding delays in diagnosis. The diagnosis of nutcracker syndrome and pelvic congestion also identified a cause
of the patient’s hematuria, as renal venous congestion can increase glomerular pressure resulting in hematuria.

Conclusion(s): Intussusception in adults has typically been managed surgically, but widespread use of cross-
sectional imaging suggests surgeons must be cautious interpreting intussusception on CT. Pelvic congestion
should be considered as a differential for recurrent or persistent lower abdominal or pelvic pain as it accounts for
30% of chronic pelvic pain syndromes. This case also highlights the value of multidisciplinary review of imaging
studies, leading to avoidance of unnecessary surgical intervention and appropriate, timely diagnosis.




High-Risk Jejunal Gastrointestinal Stromal Tumor Incidentally Identified During Gynecologic Surgery
Austin E. Ford DO, John Zhang, MD, PhD

Quinnipiac University Frank H Netter School of Medicine, Department of Surgery, Waterbury Hospital, Waterbury,
CT

Introduction:

Gastrointestinal stromal tumors (GISTs) are rare mesenchymal neoplasms. While most occur in the stomach,
small bowel GISTs are less common and often more aggressive. Prognosis is determined by tumor size, mitotic
index, and molecular features.

Method(s):

A 76-year-old female with a family history of colorectal cancer underwent robotic bilateral salpingo-oophorectomy
for pelvic swelling, during which a small bowel mass was incidentally discovered. She was referred for diagnostic
laparoscopy and resection. Operative, pathologic, immunohistochemical, and molecular analyses were
performed.

Results:

Laparoscopy revealed a 5 x 7 cm intramural mass on the antimesenteric jejunum, 240 cm from the ileocecal valve.
Segmental resection with 5 cm margins and stapled, side-to-side anastomosis was completed without
complication. Gross pathology confirmed a 6 cm tumor. Microscopy showed spindle and epithelioid cells with
moderate pleomorphism, focal necrosis (5-10%), and 22 mitoses/5 mm?Z. IHC was positive for CD117, patchy
CD34, and negative for AE1/AES, desmin, and S100. Margins were negative, staged pT3Nx (AJCC 8th). Molecular
testing detected a KIT exon 11 mutation (c.1676T>A, p.V559D); BRAF, PDGFRA, and SDH mutations were not
detected.

Conclusion(s):

This case highlights an incidentally discovered high-risk jejunal GIST with adverse histopathologic features and a
KIT exon 11 mutation. Complete resection with negative margins is essential, and molecular confirmation
supports adjuvant imatinib therapy. Thorough intraoperative evaluation, accurate histopathologic analysis, and
multidisciplinary management are critical to optimizing patient outcomes.



A Case of Giant Umbilical Condyloma Acuminatum in a Dual-Organ Transplant Recipient

Matthew Garrity DO, Wendy Jin MD, Jean Henneberry MD, Srinivas Mandavilli MD, Glyn Morgan MD, Michael
Einstein MD, Alan Babigian MD

Institutions: University of Connecticut General Surgery Residency, Farmington CT; Hartford Hospital, Hartford CT

Introduction: Condyloma acuminata, caused by Human Papilloma Virus (HPV) commonly present on the
anogenital mucosa of infected individuals. Immunocompromised and immunosuppressed patients are at an
increased risk for atypical, extensive and recurrent disease. While these lesions are not typically painful, they
cause significant psychosocial distress. In immunosuppressed individuals, condyloma acuminatum are more
difficult to treat and have increased risk of malignant transformation.

Method(s): A fifty-seven-year-old male with prior liver and kidney transplants presenting with a seven-month
history of progressively enlarging umbilical mass was evaluated and managed at our academic tertiary care center.
On exam, he was found to have a multinodular and hyperkeratotic lesion which measured filled and protruded
from the umbilicus. The lesion was surgically excised with minimum 3mm margins on all sides and the wound was
closed in local tissue rearrangement.

Results: The patient had an uneventful recovery and was discharged home on the same day. Histopathologic
analysis of the excised lesion revealed condyloma acuminatum without evidence of high-grade dysplasia and
negative margins. At his follow-up visit on post-op day eleven (POD#11), he was noted to have mild erythema
around his incision which was treated and resolved with a ten-day course of antibiotics.

Conclusion(s): This case outlines a rare presentation of an umbilical condyloma acuminata in a dual-organ
transplant patient. Although these lesions are not uncommon in the general population, clinicians should be
cognizant of atypical presentations of HPV-related lesions in theirimmunosuppressed patients. Early diagnosis
and definitive excision are necessary to prevent malignant transformation and recurrence.

Images:




Rectal GIST: A Case Report

Deanna Phipps, D.O, John Zhang, M.D, Ph.D
Quinnipiac University Frank H Netter School of Medicine

Introduction: Gastrointestinal stromal tumor (GIST) is the most common type of mesenchymal neoplasm of the
gastrointestinal tract, but they remain relatively rare, with an incidence rate of 10-15 cases per million persons per
year. They are most frequently located in the stomach or small intestine, originating from the interstitial cells of
Cajal. Rectal GIST tumors are particularly uncommon, accounting for only 2-3% of all reported GIST cases.
Involvement of the vagina in rectal GIST is even more rare, with only a few cases reported in literature. This rarity
underscores the importance of reporting such cases to improve clinical recognition and guidance of management
strategies.

Method(s)/Results: We report a case of a 67-year-old female with no significant past medical history who
presented with a painful left posterior mass detected on an annual vaginal exam. This was initially suspected to be
a rectal mass. Further evaluation revealed a painful left anterior rectal mass with rectal wall thickening on DRE.
Colonoscopy identified a firm, 5cm, non-ulcerated, non-bleeding anterior rectal mass located approximately 1cm
above the dentate line and 2-3cm from the anal verge. Cold forceps biopsy of the lesion revealed fragments of
hyperplastic/regenerative colon mucosa with patchy acute and chronic inflammation but did not definitively rule
out malignancy. This prompted further imaging with MRI, which demonstrated a 5cm rounded low rectal mass at
the level of the puborectalis sling, consistent with a T3N1 lesion. Examination under anesthesia with transrectal
ultrasound revealed a soft tissue mass located between the rectum and vagina, without involvement of the rectal
wall layers. A transperineal biopsy was performed and pathology confirmed a GIST with high-risk features, namely
greater than 5 mitoses per high-power field, greater than 5 cm, positive for c-KIT mutation and negative for PDGFRa
mutation. The patient underwent neo-adjuvent imatinib therapy with partial response followed by elective robotic
assisted abdominoperineal resection (APR), en bloc partial vaginectomy, end colostomy, and layered perineal
wound closure. Final pathology revealed a pT2NOMX GIST with negative tumor margins. Notably, post-treatment
tumor showed evidence of treatment effect with approximately 70% residual tumor and negligible mitotic activity
(less than 5/5mm2). She had an uncomplicated recovery and planned to receive adjuvant imatinib for three years
following surgery.

Conclusion(s): Due to their low incidence, rectal GISTs with vaginal involvement often require novel
multidisciplinary treatment approaches. This case underscores the importance of early identification, mutational
analysis, and role of targeted neoadjuvant therapy in improving resectability and outcomes in complex rectal
GISTs. Further studies and case reports are needed to refine standardized treatment protocols for this rare clinical
presentation.



Rare Gastric Inflammatory Pseudotumor Secondary to Silicone Breast Implants: A Case Report

Fiona Hudgens MD, Caroline Polito MD, MPH, Antonio Picon MD
Department of Surgery, Stamford Hospital

Introduction: Breast implants, specifically silicone implants, shed particles that have been known to cause local
inflammatory reactions. However, it is unclear the degree of systemic spread and therefore systemic reaction to
the particles released from implants. Inflammatory pseudotumors are benign neoplasms comprised of
inflammatory cell infiltrates and characterized by varying amounts of fibrosis including myofibroblastic spindle
cells. They most commonly involve the lungs but have been described across all organ systems including the
alimentary tract. However, they remain a histologic diagnosis after resection of the visualized mass. This case
presentation will focus on a gastric inflammatory pseudotumor found in the setting of previously placed silicone
breast implants.

Case Presentation: A 35-year-old female with a past medical history of cholelithiasis, past surgical history of
bilateral breast augmentation with silicone implants, and family history of gastric cancer in her grandmother
presented to the emergency department for gradual onset of epigastric pain over the course of 4 months with
associated nausea and 20 b weight gain over 2 years. She was found to have a 2.3 cm enhancing mass along the
greater curvature of the stomach on a CT of the abdomen and pelvis. During a subsequent
esophagogastroduodenoscopy, the mass appeared to be smooth and localized to the submucosa of the stomach,
which is most consistent with the appearance of a gastrointestinal stromal tumor. The patient underwent a robotic
partial gastrectomy and concurrent cholecystectomy for resection of the tumor; however, pathology returned a
rare finding of tumefactive fibroinflammatory infiltrate consistent with an inflammatory pseudotumor. An external
pathology consultation identified spindle cell proliferation with significant lymphoplasmacytic infiltrate which
further strengthened the diagnosis of an inflammatory pseudotumor. Further IgG4 testing was negative for
autoimmune pathology.

Conclusion: Inflammatory pseudotumors are a rare histologic diagnosis made after the mass is resected, however
the etiology of these benign tumors is not well understood. Given the patient’s negative autoimmune testing,
attention was turned to her history of breast augmentation with silicone implants. Given the known inflammatory
response to implants as well as the known shedding of silicone particles, the gastric inflammatory pseudotumor
represents a rare manifestation of an immune response to systemic silicone shedding.



Small Bowel Volvulus Secondary to Free Intra-peritoneal Staple Following Laparoscopic Appendectomy: A
Case Report

Taylor Scutari MD', Herbert Downton MD', Edward Hannoush MD?, Kayla Bassett MD?
"University of Connecticut School of Medicine
2Hartford Hospital, Department of Surgery

Introduction: Stapler devices are routinely used in many surgical fields and procedures. Small bowel obstruction
and volvulus are common problems treated by general surgeons. Free intra-peritoneal staples creating adhesions
or a lead pointis a rare cause of small bowel obstruction or volvulus.

Method(s): Retrospective chart review of a 58 year old female’s electronic medical record notes including history
and physical, progress, operative, discharge, and outpatient follow up notes, imaging, and laboratory studies.

Results/ Case description: The patient underwent an uncomplicated laparoscopic appendectomy using a 45 mm
staple load. She was discharged from PACU after an unremarkable post-operative course. She presented to the
emergency department on post op day 6 with abdominal pain, nausea, and vomiting. CT abdomen/pelvis was
significant for edematous distal small bowel with fat stranding concerning for closed loop obstruction. She was
taken to the operating room for a diagnostic laparoscopy. Ischemic bowel was found, and the case was converted
to exploratory laparotomy. There was a segment of hemorrhagic and ischemic distal small bowel. There were
adhesions to the small bowel and a free staple. The ischemic loop of small bowel was caught under the adhesions
creating a closed loop obstruction. A small bowel resection and ileocectomy with primary anastamosis were
performed given the proximity to the ileocecal valve. She was discharged on post op day 8 and her post op course
has been complicated by frequent diarrhea.

Conclusion(s): Intestinal volvulus secondary to free intra-peritoneal staples is rare and there are few case reports
documenting this. Staplers are frequently used for appendectomies and numerous other procedures. Free intra-
peritoneal staples are not typically thought to be nidus for obstruction or volvulus and are not all routinely
removed. With more case reports documenting this potential for creating lead points for volvuli and obstructions, it
may be necessary to take more care in removing all free staples.

Figure 2. CT abdomen and pelvis with IV contrast demonstrating small bowel volvulus/ obstruction.



Collision Tumor of the Rectum: A Case Report of Leiomyosarcoma and Squamous Cell Carcinoma

Pei En Kwok MD", Mohammad Ali MD?, Steven Sung Kwon MD MPH?, Abdul Saied Calvino MD MPH?, Ponnandai
Somasundar MD?, James Koness MD?, Joseph Espat, MD?

1. Department of Surgery, Frank H Netter School of Medicine Quinnipiac University, Waterbury Hospital

2. Division of Surgical Oncology, Boston University, Roger Williams Medical Center

Introduction:

Collision tumor is defined as a neoplastic lesion composed of two or more distinct cell populations that are in
close proximity but maintain separate histological borders. The development of two distinct tumor types in such
close proximity begets the question regarding the mechanism of its tumorigenesis. The underlying mechanism for
the multidirectional differentiation of neoplastic cells remains unclear.

Methods:

An 87-year-old male presented with severe anemia and concerns for gastrointestinal bleeding. He underwent an
endoscopy and was found to have a rectal mass. Superficial biopsies were obtained that resulted with squamous
cell carcinoma and spindle cell types on pathology. An MRI pelvis with rectal cancer protocol demonstrated a 6.2 x
5.5x 6.0 cm polypoid mass distending the lower rectum. The mass had a polyp stalk at 11 o'clock at the tumor
clock face with its distal edge 3.4cm distance from the anal verge and contained in the mucosa with no lymph
node involvement or extramural invasion.The patient then underwent surgery for examination under anesthesia
with transanal excision of the rectal mass. The surgery was well tolerated and his postoperative course was
uneventful. The patient underwent adjuvant radiation therapy for locoregional control of the squamous cell
carcinoma. Given risk of systemic recurrence of the sarcoma, he continued to undergo routine surveillance with
serial chest imaging and physical examination every 6 months.

Results:

The pathology report demonstrated a 7.0 x 6.6 x 5.0 cm pedunculated mass with central ulceration. Histologically,
two coexisting distinct tumor types were noted in separate areas of the tumor. The bulk of the lesion was high grade
spindle cell neoplasm with negative margins. The spindle cell lesion was immunoreactive with vimentin, CD56,
p16 and weakly with p63. Reactivity with smooth muscle actin and desmin was in keeping with leiomyosarcoma.
However, poorly differentiated epithelial neoplasm with a morphology distinct from the spindle cell lesion was
found at the adjacent rectal mucosa of the tumor. It measures 4mm at the margin of the resected stalk and invades
the mucosa and submucosa. This lesion is immunoreactive with pancytokeratin, p40, p63, CK34BetaE12, CK5/6,
CD56 and p16 and non reactive with vimentin, smooth muscle actin, desmin, DOG 1,CD117, Cam 5.2, CD31,
chromogranin and synaptophysin. The immunohistochemical pattern is supportive of the diagnosis of squamous
cell carcinoma. The resection margins of the rectal mass of the excised stalk was positive for squamous cell
carcinoma. These findings represented a collision tumor between high grade leiomyosarcoma and squamous cell
carcinoma.

Conclusion:

To the best of our knowledge, this is the first reported case of a rectal collision tumor composed of
leiomyosarcoma (LMS) and squamous cell carcinoma (SCC). Rectal (SCC) is exceedingly rare, representing only
0.3% of all rectal cancer while leiomyosarcoma (LMS) is even rarer, accounting for only <0.1%. The juxtaposition of
two distinct tumor types in collision tumors inevitably increases the complexity of therapeutic management. This
case report highlights the importance of comprehensive histopathological review and personalized care.



Stage IVB Endometrial Adenocarcinoma Presenting as Right Psoas Mass with Iliac Vessel Involvement and
Tumor Thrombus

Jaime Sexton MD MS, Indigo Milne MD, Antonio Bon Nieves, MD, Brendan Stewart MD, Kristina Kuklova MD,
Swagoto Mukhopadhyay, MD FACS

Department of General Surgery, University of Connecticut, Farmington, Connecticut

Department of Surgical Oncology, Trinity Health of New England, Hartford Connecticut

Background: Psoas muscle involvement by endometrial carcinoma is rare and may mimic primary retroperitoneal
sarcoma or abscess. Vessel encasement and tumor thrombus can complicate diagnosis and management.
Prompt recognition and histopathologic confirmation are critical for treatment planning.

Methods: We present the case of a 76-year-old postmenopausal woman with one month of right hip/thigh pain,
weight loss, poor oral intake, and fatigue. CT imaging demonstrated a 6.9 x 5.4 cm right psoas mass partially
encasing the right iliac vessels with associated iliac vein thrombus and pelvic lymphadenopathy. CTA chest was
negative for PE. CT-guided biopsy was performed.

Results: Histopathology revealed metastatic Mullerian adenocarcinoma, PAX8+, CK7+/CK20-, consistent with
Stage IVB endometrial cancer. The patient was started on heparin infusion and transitioned to apixaban.
Multidisciplinary tumor board recommended systemic therapy with deferred surgical resection. Pain improved
with multimodal analgesia, and she was discharged on therapeutic anticoagulation with close hematology-
oncology and surgical-oncology follow up.

Conclusion: This case highlights an unusual presentation of endometrial cancer with psoas muscle invasion and
tumor thrombus extending into the iliac vein. Multimodal imaging, timely biopsy, and early multidisciplinary
management are essential for diagnosis and treatment planning. Awareness of this rare presentation may facilitate
earlier recognition and intervention for patients with risk factors for endometrial cancer.

Table 1. Key Histopathological and Radiographic Findings

Parameter Finding
Mass Size 6.9x5.4cm
Location Right psoas muscle

Vessel Involvement | Partial encasement of right common and external iliac vessels

Thrombus Right externaliliac vein
Pathology Metastatic Mullerian adenocarcinoma (PAX8+, CK7+/CK20-, CAM5.2+, ER weak+)

Stage IVB Endometrial Cancer




lleocolic Venous Thrombophlebitis from Associated Enteropathogenic E. Coli Infection
Brendan P Stewart MD', Jen-Yuan C Kao BS?, Kristina Kuklova MD', Marwan Alaoudi MD?

'UConn Health, Department of General Surgery, Farmington CT 06032
2UConn School of Medicine, Farmington CT 06032
%The Hospital of Central Connecticut, Hartford Healthcare, Department of General Surgery, New Britain CT, 06106

Introduction: Enteropathogenic Escherichia coli (EPEC) is a pathogenic strain of Escherichia coli with virulence
factors capable of causing acute diarrheal infections. Several case reports have documented various infectious
etiologies associated with mesenteric thrombophlebitis. Mesenteric venous thrombophlebitis is of surgical
concern, as there is a risk of the development of bowel ischemia. We present a unique case of a patient with EPEC
diarrhea who subsequently developed ileocolic thrombophlebitis.

Case presentation: Our patient is a 79-year-old male with past medical history remarkable for hypertension and
prior superior mesenteric venous thrombosis seven years prior to presentation, not currently on anticoagulation,
who presented to the emergency department with six days of diarrhea and abdominal pain. On exam, the patient’s
abdomen was soft, mildly distended, and tender in the right lower quadrant with focal mild peritonitis. He was
noted to have a leukocytosis and lactic acidosis. An initial computed tomography (CT) scan was performed which
revealed mild cecal wall thickening, infiltrative changes in the mesentery of the right lower quadrant, a normal
appendix, and no free air or free fluid. A computed tomography angiography (CTA) abdomen and pelvis was
subsequently performed which revealed occlusion of the ileocolic vein with perivenous inflammatory change,
consistent with mesenteric thrombophlebitis. A Gl PCR was obtained on admission which returned positive for
enteropathogenic E. Coli (EPEC). The patient was managed non-operatively with intravenous antibiotics and
therapeutic anticoagulation with resolution of symptoms and outpatient continuation of anticoagulation.

Conclusion: Ileocolic thrombophlebitis is a rare cause of acute abdominal pain. Our patient is one of the first
documented cases to develop thrombophlebitis following EPEC infection. We hypothesize the EPEC infection and
inflammation predisposed our patient to developing ileocolic thrombophlebitis. Our patient highlights the
importance of having a high index of suspicion when acute abdominal symptoms clinically correlate with imaging
findings suggestive of mesenteric thrombophlebitis, as delayed intervention can result in bowel ischemia and
possible perforation.



When a Benign Tumor Behaves Badly: A Case of Prolapsing Colon Lipoma

Uddin MD, Yousuf; Fata MD, Paul; Ricketts MD, Gregory; Zhang MD, John
Waterbury Hospital

Introduction: Colonic lipomas are rare, benign mesenchymal tumors that are typically asymptomatic. Larger
lipomas may become symptomatic causing abdominal pain, constipation, changes in bowel habits, and, in rare
cases, acute or subacute obstruction due to luminal narrowing or intussusception.. The presentation of a
prolapsing colonic lipoma is an exceedingly rare event. This case report highlights the unique clinical presentation,
diagnostic challenges, and management approach for a large, symptomatic sigmoid colon lipoma presenting as a
prolapsing rectal lesion.

Method(s): A 42-year-old female patient presented with a prolapsing rectal lesion that she was able to manually
reduce. A flexible sigmoidoscopy was performed for initial diagnosis and characterization. Given the endoscopic
findings and concerns about the size of the lesion, an endoscopic resection was not attempted. An
abdominopelvic computed tomography (CT) scan was subsequently ordered to provide a more comprehensive
assessment of the mass and to guide definitive management.

Results: The patient denied common symptoms associated with large colonic lipomas, including constipation,
obstipation, nausea, and bloating. Flexible sigmoidoscopy identified a pedunculated, submucosal lesion
approximately 40 cm from the anal verge, measuring roughly 3 cm at its widest diameter. The mass was biopsied
and inked. The CT scan provided a more accurate characterization of the lesion, revealing a 6 cm sigmoid colon
lipoma. A transabdominal resection of the lipoma is planned with a possible natural orifice extraction.

Conclusion(s): This case demonstrates that a prolapsing rectal mass should include a colonic lipoma in the
differential diagnosis, despite the rarity of this presentation. It also underscores the importance of advanced
imaging modalities, such as CT, for accurate assessment of tumor size and location, which can be difficult with
endoscopy alone. Management depends on the size, location, and symptoms. The American Society for
Gastrointestinal Endoscopy states that asymptomatic lipomas do not require intervention, but symptomatic or
obstructing lesions should be resected, either endoscopically (for accessible, pedunculated, or smaller lesions) or
surgically (for large, sessile, or complicated cases).



Cutting Through Thigh Fasciotomies: A NSQIP Analysis
Brendan P Stewart MD', Chayanne J Gumbs BS?, Christine Kariya MD RPVI3, Robert J Mcloughlin MD MSCI*

"University of Connecticut General Surgery Residency Program, Farmington CT
2University of Connecticut School of Medicine, Farmington CT

SUConn Health Center, Department of Vascular Surgery, Farmington CT
4UConn Health Center, Department of General Surgery, Farmington CT

Background: Acute compartment syndrome (ACS) is defined as an increase in fascial compartment pressure,
which can lead to swelling, vascular collapse, tissue damage, and even tissue necrosis. Etiologies vary and can
include trauma, substance use, ischemia and reperfusion, and participation in competitive athletic sports. ACS is
arelatively common condition of the leg and abdomen, but thigh ACS is a rare etiology. Once recognized, the
treatment of the thigh relies on surgical release of the three main compartments of the thigh: anterior, medial, and
posterior compartments. The goal of this study was to analyze the frequency of thigh fasciotomies in patients
diagnosed with thigh ACS

Methods: The American College of Surgeons National Surgical Quality Improvement Program (ACS-NSQIP)
database was used to analyze the incidence of thigh fasciotomies performed at participating hospitals from 2012-
2023. Patients aged 18 years old with a CPT code for thigh fasciotomy (27025) were included in the study.
Demographics, procedure volumes, and peri-procedure complications were recorded.

Results: We identified a total of 165 patients who received thigh fasciotomies between 2012 and 2023. The
patients had an average of 45.95 years (SD 17.60) and were primarily male (72.1%), non-Hispanic (69.7%),
independent at baseline (93.9%), with leukocytosis (61.5%), and with an American Society of Anesthesiologists
(ASA) class llI/IV (74.6%). General surgery, Orthopedic surgery, Vascular surgery, Plastic surgery, and Thoracic
surgery managed 49.7%, 30.9%, 25.0%, 6.0% and 1.0% of cases, respectively. Thirty-day mortality was 13.3%, with
39.4% of patients suffering from any complication. The most common complications included sepsis, prolonged
ventilation, progressive renal insufficiency, acute renal failure, and need for blood transfusion. In performing
multivariate regression, the age group 60-69 years old was the only variable with a statistically significant risk for
complications (OR 10.9, p=0.01).

Conclusion: Thigh fasciotomies for ACS are considered a surgical emergency and should be performed as urgently
as possible to prevent complications and mortality. Given the rarity of the procedures, it is likely that a significant
number of surgeons lack familiarity with the procedure, and transfer to quaternary care centers should be
considered. Surgeons should be aware of the potential complications associated with the procedure, and care
should involve a multidisciplinary team that includes general surgery, vascular surgery, and orthopedic surgery.



More Than Just a Bulge: A Rare Case of Inguinal Ganglion Cyst Mimicking a Groin Hernia
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Introduction: Ganglion cysts are typically associated with the fingers, the wrists and the ankles, and their
occurrence in the inguinal region is exceedingly rare. We present a unique case in which a groin mass, initially
presumed to be an inguinal hernia, was ultimately diagnosed as a ganglion cyst.

Methods: A 56-year-old female physical education teacher with a medical history notable for irritable bowel
syndrome, bilateral common iliac artery aneurysms under surveillance, a non-ST elevation myocardial infarction
(NSTEMI) in 2021 with a distal left anterior descending (LAD) lesion managed with aspirin and Brilinta, Raynaud's
phenomenon, polyarthralgia, and hypertension, presented with a right groin mass. Cross-sectional imaging
revealed a 4.3 cm oval-shaped fluid collection in the right groin region, without radiologic evidence of herniation.

Results: The patient underwent diagnostic laparoscopy, laparoscopic right inguinal hernia repair with mesh
placement, and open excision of the right groin mass. Histopathological examination confirmed the mass to be
tenosynovial tissue consistent with a ganglion cyst. Her postoperative course was unremarkable, and she
recovered appropriately without complications.

Discussion/Conclusion: In the presence of a groin bulge with atypical characteristics for a hernia, a ganglion cyst
should be considered. Given the exceptional rarity of ganglion cysts in the inguinal region, standardized guidelines
for optimal surgical management are lacking. This case underscores the importance of a broad diagnostic
differential when evaluating groin masses and highlights the utility and effectiveness of open surgical excision as a
definitive treatment.
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