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A case of Atypical HUS after elective breast surgery

Majd Al Masri, MD; Ben Dahlberg, MD; Beth Sieling, MD; J. Alexander Palesty, MD
Saint Mary’s Hospital, Waterbury, CT 06706

Introduction: Thrombotic microangiopathy (TMA) is characterized by widespread thrombosis of the arterioles and
capillaries of various organs including the gastrointestinal tract, brain, heart, lungs and the kidneys (1). TMA
consists of two main syndromes: Thrombotic thrombocytopenic purpura and hemolytic uremic syndrome (HUS)
(2). The most common cause of HUS is Shiga-toxin producing Escherichia coli (STEC) mostly seen in the pediatric
population. This is classified as typical HUS (3). Atypical HUS on the other hand is a rare condition with an
estimated incidence of 0.23-1.9 cases per million individuals annually, that can occur due to genetic or acquired
impairments of the alternative complement pathway leading to unregulated complement activation (4).

Hemolytic uremic syndrome (HUS) is a rare but dangerous condition that is characterized by a triad of
microangiopathic hemolytic anemia, thrombocytopenia and acute kidney injury. Patients typically present with
anemia, schistocytosis, thrombocytopenia, decreased renal function and in contrary to typical HUS, without urine
output (5). Here we present the case of a patient who presented for an elective mastectomy and postoperatively
was diagnosed with atypical HUS.

Case presentation:A female in her early 50s presented for a right skin-sparing mastectomy and sentinel lymph
node biopsy for ductal carcinoma in-situ (DCIS), as well as a left prophylactic skin-sparing mastectomy with
bilateral tissue expander reconstruction. The case was performed under general anesthesia, required 191
minutes, she received 1400 ml of crystalloids. She required phenylephrine for an hour but was not on pressor
support at the end of the case. The estimated blood loss was 30cc and intraoperatively made about 200 cc of
urine. Postoperatively she continued to make urine at a rate of approximately 0.7 cc/kg/hr. On post operative day 1
her drain output was noted to be higher than expected and 1 gram of tranexamic acid was given after which the
patient became oliguric and thrombocytopenic prompting work-up for atypical HUS which was confirmed by
schistocytosis and low complement levels. She was treated with pulse dose steroids, hemodialysis, and 5 rounds
of plasmapheresis after which she was liberated from dialysis and over the next couple of months made a full
recovery.

Discussion: Work up for atypical HUS usually starts by confirming if the patient has a TMA. Diagnosis of TMA
requires thrombocytopenia, microangiopathic hemolysis, and one or more of the following: neurological
symptoms, renal impairment, or gastrointestinal symptoms. Once typical HUS is ruled out, Atypical HUS should be
considered as a diagnosis of exclusion. Diagnostic workup for atypical HUS starts with lab tests including serum
creatinine, platelets count and ANA. (6). The next step is testing blood levels of C3, C4, factor H, | and B, and anti-
factor H antibodies, as low levels of complement indicate complement-mediated aHUS (7). Renal biopsy can also
be an option in workup. However, histopathologic studies can only show TMA and cannot determine what the
subtype is causing the TMA (8).

The mainstay of aHUS treatment is supportive therapy, such as transfusing blood if the patient becomes severely
anemic, or platelets if thrombocytopenic (6). The next line of treatment is plasma exchange, that works by enabling
removal of antibodies and other proteins (6,9). The current gold standard of treatment is Eculizumab, which is a
humanized monoclonal antibody against C5. Eculizumab works by stopping the cleavage of C5 into C5a and C5b,
which prevents the formation of the MAC, C5b-9. Preventing MAC is considered the cause of endothelial damage
in aHUS, which explains its effect on limiting ongoing injury (7,9).

Despite the rarity of aHUS, it should not be overlooked as a potential diagnosis. Recognizing signs of TMA,
including hemolytic anemia, thrombocytopenia and oliguria can lead to quicker diagnosis and mitigate life
threatening complications.
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The Stent that Time Forgot: Perforated Small Bowel Diverticulitis Seventy Years in the Making

Antonio A. Bon Nieves MS, MD’, Jaime L. Sexton, MS, MD’, Kristina Kuklova, MD', Brendan P. Stewart,
MD', Noubar Kevorkian, MD, FACS?.

General Surgery Residency Program, UConn School of Medicine, Farmington CT
Department of General Surgery, The Hospital of Central Connecticut, New Britain CT

Introduction: Biliary stents are routinely employed to treat biliary strictures and obstruction but carry risks such as
occlusion, infection, and migration—distal migration occurring in up to 20% of cases. While most migrated stents
are identified early, some remain asymptomatic for years and may eventually present with complications such as
abdominal pain, cholangitis, pancreatitis, or bowel obstruction. We report a rare case of a migrated biliary stent
that remained clinically silent for over 70 years before presenting as small bowel diverticulitis with perforation.

Case Presentation: An 89-year-old woman with a remote history of cholecystectomy and common bile duct (CBD)
stenting in the 1950s presented with acute onset of abdominal pain, nausea, and vomiting. Laboratory evaluation
revealed leukocytosis, renal dysfunction, and elevated alkaline phosphatase. Contrast-enhanced CT imaging
demonstrated dilated small bowel loops with wall thickening, associated inflammatory changes, extraluminal gas,
and a radiopaque foreign body in the right lower quadrant— concerning for a migrated biliary stent with associated
small bowel perforation.

Upon exploration, in addition to extensive jejunal diverticulosis, she was found to have a localized perforation of
the small bowel with surrounding dense adhesions. An intraluminal foreign body could be palpated at that site. A
segmental small bowel resection was performed. Histopathological analysis confirmed acute and chronic
diverticulitis with perforation, foreign body reaction, and serosal adhesions consistent with a long-standing
retained biliary stent.

Postoperatively, the patient required a short intensive care unit, experienced delayed resumption of bowel
function, but was gradually progressed to a regular diet and was discharged to a skilled nursing. At surgical follow-
up, she demonstrated continued clinical improvement and was gradually returning to her baseline functional
status.

Conclusion: This case highlights an exceptionally delayed yet clinically significant complication of biliary stent
migration—presenting over seven decades after placement. It emphasizes the critical importance of
comprehensive medical and surgical history-taking, especially in elderly patients presenting with atypical
abdominal symptoms. As medical interventions continue to extend longevity, clinicians must remain vigilant for
long-term sequelae of historical procedures that may otherwise be overlooked. Recognizing such rare possibilities
can lead to timely diagnosis, appropriate management, and improved patient outcomes.

Figure #1: Biliary stent migration to the small bowel (circled in red) causing diverticulitis symptoms in the small
bowel.



Time on the Table, Days in the Bed: Robotic vs Laparoscopic Appendectomy Outcomes In A
Community Hospital

York Lin Chew MD, Vikram Bhatt MD, Alexander Palesty MD, FACS
The Stanley J Dudrick Department of Surgery, Saint Mary’s Hospital, Waterbury, Connecticut

Introduction Appendectomy remains one of the most common surgical procedures performed
nowadays. Historically, the standard of care for acute appendicitis has evolved from open appendectomy
to laparoscopic appendectomy. For the last 35 years, robotic surgery has taken over many laparoscopic
procedures except for appendectomy, which largely remained laparoscopic. With the introduction of
robotic appendectomy, many surgeons questioned its value when laparoscopic appendectomy is
already highly efficient with great postoperative outcomes without the added cost, longer operative time,
and issues with availability that come with robotic surgery. We aim to compare the outcomes of robotic
appendectomy versus laparoscopic appendectomy in a small community hospital with robotic surgery
access.

Methods We retrospectively chart reviewed a total of 84 patients who underwent appendectomy from
1st November 2024 to 31st of July 2025 (8-month period). We included all age groups of patients who
underwent laparoscopic or robotic appendectomy, regardless of whether it was an elective or emergent
procedure. We excluded any appendectomy that was performed as part of other procedures, such as
partial colectomy and gynecologic procedures. Patients were classified into 2 groups: the laparoscopic
appendectomy (LA) group and the robotic appendectomy (RA) group. The primary outcomes include
operative time, length of stay, antibiotics duration, final pathology, and the requirement of drain
placement. A comparative analysis was performed with an unpaired T-test.

Results A total of 74 patients were included in this study, comprising 61 patients in the LA group and 13
patients in the RA group. Baseline characteristics such as age, gender, and nature of the surgery are
similar between the two groups. There was no statistically significant difference between the LA and RA
groups in terms of length of stay, number of patients requiring outpatient antibiotics, percentage of
perforated appendicitis cases, and mean operative time. However, we found that the RA group has a
higher rate of drain placement postoperatively, with 2 out of 13 patients (15.38%) versus 0 patients from
the RA group and a p-value of 0.030. This is likely due to the small sample size of our study. A sub-
analysis of operative time between perforated and non-perforated cases revealed no significant
difference. At the same time, when we analyzed the mean operative time by individual surgeon, a
statistically significant difference was observed in one surgeon’s appendectomy cases. The mean
operative time for RA was 39.5 minutes compared to 51.7 minutes for LA, with a p-value of 0.048 and
95% confidence intervals ranging from -23.22 to -0.11.

Conclusions In conclusion, our study demonstrates that RA and LA yield similar outcomes. However, RA
is associated with a higher rate of postoperative drain placement and may offer a shorter operative time,
although this appears to be surgeon-dependent. As this study was conducted at a small community
hospital with access to robotic surgery and given the limitations of a small sample size, further research
involving larger, multi-center studies is needed to validate these results.



When Rare Meets Routine: Incidental Discovery of a Myxoid Gallbladder Polyp

Juan P. Cobar, MD, MBA'; Rakesh Gurrala, MD, MBA"; Nicholas Kopooshian, BS?; Kriti Mittal, MD'; Noubar
Kevorkian, MD, FACS"3
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Introduction: Mesenchymal tumors of the gallbladder are exceptionally rare and are often identified
incidentally during imaging or histopathological examination after cholecystectomy. Myxoid tumors, a
subset of these neoplasmes, are typically benign but may resemble malignant entities such as myxoid
liposarcoma, creating diagnostic and management challenges.

Case Report: A 58-year-old female with a history of triple-negative breast cancer presented with right
upper quadrant abdominal pain and was diagnosed with symptomatic cholelithiasis. She underwent an
uncomplicated laparoscopic cholecystectomy. Gross examination revealed a 0.3 cm polyp within the
gallbladder fundus. Histopathological analysis showed hypocellular myxoid stroma with spindle-shaped
cells, and immunohistochemistry was negative for S100, consistent with a benign myxoid polyp. The
patient recovered well postoperatively and required no additional intervention.

Conclusions: Myxoid tumors of the gallbladder are extremely rare, and their nonspecific clinical and
imaging features limit preoperative identification. Histopathological and immunohistochemical analyses
remain the gold standard for accurate diagnosis and for distinguishing benign from malignant lesions.
Standard laparoscopic cholecystectomy is sufficient for benign lesions, while cases with malignant
features warrant multidisciplinary evaluation. This case adds to the limited literature on gallbladder
myxoid tumors and underscores the importance of thorough pathological assessment of incidental
findings to prevent misdiagnosis and overtreatment.

Figure 1: Myxoid polyp without evidence of malignant Figure 2: Negative S100 staining.
transformation.



CONTRAST ENHANCED COLOSONOGRAPHY IS SAFE, SENSITIVE AND VERSATILE FOR EVALUATION
OF ANORECTAL MALFORMATIONS

Haley Etskovitz, Lorena Rincon Cruz, Rosa S. Kim, Jeanne Chow, Prathima Nandivada, Belinda Dickie

Introduction:

Anorectal malformations (ARM) require anatomic definition of the presence and level of the fistula and
distal extent of the rectum relative to the coccyx for operative planning. The current modalities are
fluoroscopic distal colostogram (FDC), which exposes children to ionizing radiation, and MRI which often
requires sedation. We have previously validated contrast-enhanced colosonography (CECS) as an
alternative to FDC to characterize ARM. The purpose of this study is to evaluate the widespread
application of CECS in our center in the neonatal intensive care unit, operating room, radiology suite in
the evaluation of patients with ARM.

Methods:

We performed a single-center retrospective case series of 49 patients with imperforate anus who
underwent evaluation with CECS prior to posterior sagittal anorectoplasty (PSARP) from 2016 to 2024.
Patients who had CECS with cloacal malformations were excluded. All patients underwent staged
reconstruction with an ostomy. CECS findings were compared to intra-operative findings to evaluate for
accuracy.

Results:

CECS alone accurately identified the presence and level of rectal fistula and position of the distal colon
relative to the coccyx in 100% of patients: no fistula (n=8), bulbar rectourethral fistula (n=16), prostatic
rectourethral fistula (n=21), bladder neck fistula (n=2), rectovestibular with vaginal atresia (n=1), complex
rectourethral fistula (n=1).

CECS was performed in newborns (n=7), allowing for early prognostication and planning during the index
admission. No newborns developed surgical site infections or mucous fistula stricture from early
manipulation. CECS was used in a variety of settings including outpatient clinic (n=26), inpatient
admission (n=7) and intraoperatively (n=6). CECS allowed for concurrent spinal (n=10) and renal (n=15)
ultrasounds, and contrast-enhanced voiding urosonography (n=11) highlighting its strength in
accommodating VACTERL screening simultaneously.

Conclusion:

Contrast enhanced colosonography is a validated alternative to distal colostogram with reliable and
detailed anatomic characterization of ARM. CECS is gentle and safe for newborns, allowing for early
prognostication, operative planning, and comprehensive parental counseling. CECS offers an advantage
in its applicability in a variety of settings due to its portability, and ability to perform concurrent VACTERL
screening.



The Kitchen Sink Siphon Variant: Redundant Cystic Duct Resulting in Chronic Cholecystitis
Laura Godkin MD, Vikram Bhatt MD, Ava Longo BS, John Alexander Palesty MD

Introduction: Gallbladder disease continues to be a mainstay of general surgery and acute care practice.
We continue to see a significant number of patients with continued post prandial right upper quadrant
pain, concerning for gallbladder pathology, with a negative imaging workup. The question remains, when
do we pursue cholecystectomy? We believe an anatomic variant of a redundant or tortuous cystic duct
taking the shape of a “kitchen sink” as it inserts into the gallbladder causes bile stasis and ultimately
chronic inflammation of the gallbladder. Our objective was to investigate this specific anatomic
presentation of the cystic duct as the etiology of post-prandial, right upper quadrant (RUQ) abdominal
pain in patients with a negative imaging workup for gallbladder pathology.

Method(s): We performed a pilot retrospective chart review study including review of robotic assisted
(RAS) cholecystectomy procedure recordings at a single community teaching hospital. 95 patients who
underwent RAS cholecystectomy with procedure video recordings using the Da Vinci Robotic Surgical
System between January 2021 and June 2025 were reviewed. The primary outcome of our study was to
identify the number of patients with post prandial RUQ abdominal pain with a negative pre-operative
workup for gallbladder pathology as well as the redundant cystic duct anatomic variant. Our secondary
outcome was to identify the number of patients in this group with a pathology finding of chronic
cholecystitis.

Results: Out of the 95 total patients in our cohort, 17 patients (18%) were found to have the “kitchen
sink” anatomic variant upon review of the RAS cholecystectomy recordings. 10 patients of the variant
group (59%) had a negative preoperative workup including an abdominal imaging without evidence of
cholecystitis or cholelithiasis. Furthermore, 5 patients (29%) out of the 17-patient variant group had a
benign HIDA scan with a normal gallbladder ejection fraction. All 17 patients (100%) in the variant group
had a final pathology of chronic cholecystitis and were noted to be elective surgeries.

Conclusions: Through our single institution retrospective review, we were able to identify a subset of
patients with recurrent, post-prandial RUQ abdominal pain with a negative initial workup. We found that
patients with this negative workup and a redundant cystic duct had pathology findings of chronic
cholecystitis. We hypothesize the resulting chronic inflammation may be secondary to biliary stasis from
disruption of flow through the redundant cystic duct. Further investigations with chart and video review of
all RAS cholecystectomies at our institution will help further understand and support the significance of
this anatomic variant.



A Case of Encapsulated Papillary Carcinoma of the Breast
M. Kozhimala MD, E. Riordan MD

Background Encapsulated papillary carcinomas (EPCs) of the breast are a subgroup of intraductal
papillary lesions of the breast'. They are considered in situ carcinomas and are extremely rare, making
up 0.5-1% of all breast cancers.’3. Composed of fibrovascular stalks covered by neoepithelial cells*,
they are found to be non-aggressive and have a good prognosis

Case The patientis a 66 years old, P1G2, postmenopausal female with no prior history of breast
concerns, no use of HRT after menopause and no family history of breast cancer. She presented with a
painful enlarging left breast mass x 10 months. Complicating her presentation is her complicated
medical and psychiatric history, her alcohol, abuse, and inability to obtain transportation. On physical
exam, an 8 inches mass was palpated on her left breast, possibly extending into her axilla, making it
difficult to rule out axillary lymphadenopathy. She had an ultrasound-guided core biopsy with a
Hydromark biopsy marker placed. Pathology showed multiple fragments with atypical papillary
proliferation suggestive of an encapsulated papillary carcinoma, but papillary duct carcinoma could not
be excluded. Immunohistochemical stains for p63 and calponin showed a loss of myoepithelial cells
surrounding the atypical papillary proliferation. She underwent a mastectomy with sentinel lymph node
biopsy with immediate breast reconstruction. A cystic mass was observed that was well-encapsulated,
encroaching into the axilla. Final pathology confirmed encapsulated papillary carcinoma without
invasive carcinoma, with clear margins and no evidence of lymphovascular or perineural invasion. Her
case was presented at the multidisciplinary tumor board and close surveillance without adjuvant
chemotherapy or radiation was recommended.

Discussion: This case presents the clinical presentation of a rare disease with an atypical progression
given the obstacles to care that this patient faced. She had missed several appointments due to various
issues leading to the significant growth of her breast mass. This case also shows the value in not
dismissing patients for repeated missed appointments. Although patients should be responsible and
respectful of a practice’s time, the ultimate goal for all should be patient care.

Conclusion: Encapsulated papillary carcinoma is a rare disease that can progress to significantly large
sizes that can grow beyond the breast, into the axilla and still remain fairly benign in nature. Allowing
repeated chances for our patients to seek care from us can eventually allow them to receive the
appropriate management that they might need.



Bouveret Syndrome: A Rare Etiology of Gallstone lleus
Gabriel Shechter MD, Ryan Pettit MD, Antonio Picon MD

Introduction: Bouveret syndrome is a rare complication of cholelithiasis (0.3-0.5%) caused by passage
of a gallstone through a bilioduodenal fistula, leading to gastric outlet obstruction and possible
progression to small bowel gallstone ileus. Only 315 cases are reported between 1967 and 2016. Risk
factors include cholelithiasis with stones 2-8cm, female sex, age greater than 60 years. Most patients
have history of recurrent biliary colic, jaundice, or acute cholecystitis. The bilioduodenal fistula usually
forms secondary to chronic inflammation from cholecystitis and pressure erosion on the gallbladder wall
by a large gallstones.

Inconsistent symptoms, laboratory and imaging studies, and elderly patient demographics portend a
high mortality rate. Endoscopic retrieval of the gallstone is first line if feasible followed by surgery if
endoscopy fails to remove the stone. In the operating room, the gallstone may be removed by milking the
gallstone into the stomach where it may then be removed via gastrotomy; otherwise, the stone is
removed via duodenotomy, pyloromyotomy, or distal enterotomy. Cholecystectomy and fistula takedown
are not routinely performed in elderly individuals in addition to gallstone retrieval as these patients
typically have multiple comorbidities. Cholecystectomy should be considered in younger individuals in
whom malignancy cannot be excluded. We present a case of Bouveret syndrome in a community hospital
which progressed to jejunal gallstone ileus, for which endoscopic retrieval was unsuccessful, warranting
open surgery.

Case Presentation: Our patient is an 84 year old man with history HTN, HLD, DM, dementia, Parkinson
disease, NPH, CAD, chronic nephrolithiasis s/p Left nephrostomy tube placement, chronic cholecystitis
with previous cholecystostomy who presented with abdominal pain and vomiting. He did have
leukocytosis and evidence of AKl on presentation; LFTs and Thili were within normal limits. A CT scan
showed a roughly 4cm x 2cm gallstone within first portion of the duodenum and pneumobilia; there was
duodenal and thereby gastric outlet obstruction. NG tube decompression and antibiotics were started.
We offered the patient the option to attempt gallstone removal via endoscopy with gastroenterology with
possible need to proceed to surgery for stone retrieval. Endoscopic removal of the stone was attempted,
during which the stone was not identified but there was a cholecystoduodenostomy identified. A repeat
CT after endoscopy did show the stone had migrated distally toward the jejunum now causing gallstone
ileus, and so we proceeded to the OR for removal.

A laparotomy was performed and the small bowel was eviscerated and run until the gallstone was
palpated. A longitudinal enterotomy was created and the gallstone was removed. The enterotomy was
the closed in a transverse fashion and the abdomen was closed. The patient was extubated and
recovered uneventfully. He was able to have a diet restarted, had a return of bowel function, and was
discharged on post operative day 5.

Conclusion: Bouveret is a rare but serious complication of gallstone disease that carries high mortality
risk given its vague symptomatology, penchant to affect elderly individuals, and lack of consensus for
how to approach management. Competence in management of Bouveret syndrome therefore remains
critical to the acute care surgeon.



DUODENAL AND GASTRIC ECTOPIC PANCREAS: A CASE SERIES

Zachary Tepper, DO', Shirley Ge MD', Michael Chun, MD", Antonio Picon, MD'
'Department of Surgery, Stamford Hospital

Introduction: Ectopic pancreas (EP) is a rare congenital anomaly characterized by the presence of
pancreatic tissue outside its normal anatomical location. This case series presents three patients with
EP, each with distinct clinical presentations and management outcomes.

Methods: Three separate patients presenting with ectopic pancreatic tissue were identified and followed
by the surgical service at Stamford Hospital.

Results:

Case 1: A 45-year-old male presented with sporadic abdominal pain and underwent a laparoscopic
cholecystectomy. Persistent pain postoperatively led to imaging, which revealed a mass in the duodenal
wall. The patient is currently asymptomatic. EP in the duodenum is uncommon, and its diagnosis is often
incidental during imaging or surgery for other conditions.

Case 2: Another 45-year-old male experienced severe abdominal pain and was found to have EP in the
antrum. Surgical resection was performed, leading to symptom resolution. EP in the stomach,
particularly the antrum, is the most frequent location, and surgical intervention is often required for
symptomatic relief.

Case 3: A 39-year-old female had an incidentally discovered submucosal mass in the anterior body of the
stomach. She is currently asymptomatic, and follow-up imaging showed stable lesion size. Endoscopic
ultrasound and biopsy are planned for further evaluation. Asymptomatic EP lesions are often managed
conservatively with regular monitoring.

CONCLUSION: These cases underscore the variability in clinical presentation and management of EP.
Accurate diagnosis often requires imaging modalities such as computed tomography (CT) and
endoscopic ultrasound (EUS), with fine-needle aspiration (FNA) or biopsy for histopathological
confirmation. Surgical resection is indicated for symptomatic cases or when malignancy cannot be
excluded.



Frailty as a Predictor of Morbidity and Mortality from Necrotizing Soft Tissue Infections
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Introduction: Necrotizing soft tissue infections (NSTIs) are severe infections that carry a mortality risk of up to
35%. Studies have shown that early surgical debridement significantly decreases mortality, while increased age
and comorbidities such as diabetes, chronic kidney disease, and obesity increase mortality. The role of frailty, a
predictor of morbidity and mortality in surgical patients, has not yet been studied in patients with NSTI. This study
aims to compare the outcomes of patients undergoing urgent surgical intervention for NSTI based on their frailty
score.

Method(s): A retrospective review of the American College of Surgeons National Surgical Quality Improvement
Program database (2012-2023) was performed to identify patients with a diagnosis of NSTI. Exclusion criteria
included elective cases, outpatient procedures, and time to OR greater than 7 days. Patients were stratified by the
Modified 5-Item Frailty Index (mFI-5) to assess differences in demographics, morbidity, mortality, and 30-day
perioperative outcomes.

Results: Of the 8,166 patients who met the inclusion criteria, 2,039 (25.5%) had a frailty score of 0, 2,191 (26.8%)
had a frailty score of 1, and 1,492 (18.3%) had a frailty score of 2 or greater. Non-Hispanic African American
females of greater age were more likely to have a higher frailty score. Patients with a higher frailty score were more
likely to present with a hematocrit of less than 30% and an albumin of less than 3.5 g/dL (p < 0.001). A higher frailty
score was also significantly associated with obesity, bleeding disorders, steroid use, smoking status, and dialysis
(p <0.001). There were no differences in the percentage of patients meeting sepsis criteria on admission (p =
0.286) or in the 30-day post-operative period (p = 0.899) in each of the mFI-5 categories. A higher frailty score was
associated with a shorter operative time (0: 64 mins, 1: 62 mins, 2+: 60 mins, p = 0.017) and readmission to the
hospital within 30 days (0: 6.7%, 1: 7.7%, 2+ 8.7%, p = 0.027); however, there were no differences between the
frailty score categories and return to the OR (p = 0.312). A higher frailty score significantly increased the risk of
major complications, including cerebral vascular accident (CVA), myocardial infarction (MI), cardiac arrest, and
unplanned intubation (p =0.014 - p <0.001), as well as mortality within 30 days (0: 8.0%, 1: 10.4%, 2+: 11.5%, p <
0.001).

Conclusion(s): Patients with a higher frailty score were more likely to be older, female, and African American. A
higher frailty score significantly increased morbidity, including post-operative CVA, MI, cardiac arrest, and
unplanned intubation. A higher frailty score also significantly increased the risk of death within 30 days post-
operatively. Patients’ comorbidities and functional status should be considered when predicting patient outcomes
at the initial presentation with NSTI requiring urgent surgical intervention. Future studies should prospectively
correlate the LRINEC score and the mFI-5 score to determine if a correlation exists between survivors and non-
survivors.

30-Day Perioperative Outcomes of Patients Admitted for NSTI Requiring Urgent Surgical Intervention Stratified by
Frailty Score
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