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A Sticky Situation: A Case of Rectovesical Fistula and Bladder Foreign Body Secondary to 
Penetrating Trauma 
 
Rebecca Applin MD, Daniel Margolin MD, Michael Goltzman MD, Marc Casasanta MD 
Danbury Hospital, Northwell Health 
 
Introduction: Rectovesical fistulas and bladder foreign bodies are uncommonly caused by penetrating trauma. A 
search of PubMed revealed no documented cases of rectovesical fistula and one documented case of a bladder 
foreign body secondary to penetrating trauma1, both within the last ten years. We present a novel case of a patient 
who sustained penetrating trauma to the perineum by a tree branch leading to both rectovesical fistula and 
bladder foreign body, identified as a portion of the tree branch. The patient is a 25-year-old male without 
contributing past medical history who presented to an outside hospital after injury and underwent diverting loop 
colostomy and foley catheter placement to allow healing at the injury site. The patient presented to our outpatient 
colorectal surgery clinic several months after initial treatment seeking colostomy reversal.  
 
Method(s): PubMed was searched for cases related to traumatic rectovesical fistulas and bladder foreign bodies 
with the search terms “trauma” AND “bladder” AND “foreign body”, “trauma” AND “rectovesical”.  
 
Results: This case outlines the management of a patient with a novel presentation of rectovesical fistula and 
bladder foreign body secondary to penetrating trauma to the perineum. The role for initial treatment with diverting 
colostomy is discussed, as is the need for thorough work-up after initial treatment to ensure appropriate resolution 
of injuries and assess for retained material. The importance of cystoscopy in penetrating bladder injuries via 
organic material that is known to be poorly visualized on imaging is emphasized. The management of traumatic 
anal fistulas is addressed. Most importantly, the significance of multi-disciplinary care and collaboration is 
demonstrated throughout this case.  
 
Conclusion(s): This case relays the importance of investigative work-up after initial treatment and multi-
disciplinary patient care and collaboration in a patient with rectovesical fistula, bladder foreign body, and anal 
fistula secondary to penetrating trauma to the perineum.   
 

  
Fig 1. MRI showing foreign body (wooden stick) in bladder (green arrow).  

 
Fig 2. Intraoperative photo of bladder foreign body (left) and foreign body after removal (right).  
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A CASE SERIES OF INTRAOPERATIVE PUSH ENTEROSCOPIES FOR OCCULT SMALL BOWEL BLEEDS 
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Zhang3 MS, Lance Leon4, Zhongqiu J. Zhang, MD, PhD1. 
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Obscure gastrointestinal bleeding often originates from the small intestine and poses significant 
diagnostic and therapeutic challenges. We present a case series from a single institution in which 
surgically assisted push enteroscopy (SAPE) played a critical role in the diagnosis and management of 
obscure small bowel bleeding. The first patient, a 91-year-old female with a history of right colectomy 
presented with melena and anemia. After inconclusive imaging and endoscopic evaluation, capsule 
endoscopy revealed active small bowel bleeding. Intraoperative push enteroscopy identified a bleeding 
ulcer in the distal jejunum/proximal ileum, which was successfully ligated with sutures. Our second case 
is an 86-year-old male on anticoagulation, who presented with recurrent melena and transfusion-
dependent anemia. Comprehensive noninvasive workup failed to identify the bleeding source. SAPE 
identified a bleeding angiodysplasia, and the affected segment was resected. These cases highlight 
SAPE as a valuable tool for the localization and management of obscure small bowel bleeds when 
conventional diagnostics are inconclusive. Though infrequently performed, SAPE provides a critical 
pathway to diagnosis and treatment in complex or unstable scenarios. 
 
  



Complex Staged Reconstruction for Tracheoesophageal Fistula following Esophagectomy  
Brendan P. Stewart MD1, Juan P. Cobar, MD, MBA1, Mario Katigbak, MD2  
 
1UConn School of Medicine, General Surgery Residency Program, Farmington CT 
2Hartford Healthcare, Department of Thoracic Surgery, Hartford CT  
 
Background:  
Tracheoesophageal fistula (TEF) is a well-known, but rare, complication following esophagectomy and 
has been reported to occur in 5-15% of cases. TEF has been implicated in increased morbidity and 
mortality, believed to be secondary to chronic aspiration leading to pneumonia. Treatment of TEF can 
vary; less invasive techniques including endoscopic stenting and clip application can be used prior to 
invasive surgical repair and fistula takedown. We present a rare case of a complex TEF following an 
esophagectomy ultimately requiring two-stage surgical repair. 
 
Case Presentation:  
Our patient is a 64-year-old male with past medical history significant for chronic obstructive pulmonary 
disease (COPD), obstructive sleep apnea (OSA), heart failure with preserved ejection fraction (HFpEF), 
current smoker (45 pack year history) who was diagnosed with distal stage IIIB esophageal 
adenocarcinoma, clinical stage T3N1Mx, 34-40cm from the incisors without gastric involvement. He 
required three cycles of folinic acid, fluorouracil, and oxaliplatin (FOLFOX) chemotherapy and radiation. 
Following chemoradiation, he underwent a minimally invasive esophagogastrectomy with intrathoracic 
anastomosis, omental flap, mediastinal dissection, and jejunostomy tube insertion, with post-operative 
course complicated by an anastomotic leak which progressed into a TEF. Secondary to his TEF, he 
developed numerous episodes of mucus plugging requiring multiple bronchoscopies, as well as 
Pseudomonas and methicillin resistant staphylococcus aureus (MRSA) pneumonia. The patient 
underwent numerous attempts at endoscopic stenting, which were unsuccessful, thus requiring a staged 
surgical repair. Stage one involved take down of the TEF with a right thoracotomy, esophageal and 
proximal gastric conduit resection, repair of the fistula with bovine pericardium, re-enforcement with a 
latissimus dorsi muscle flap, and creation of a spit fistula. Four months later, the patient underwent 
second stage repair with esophageal reconstruction via colonic interposition in a substernal location, 
partial gastrectomy, and replacement of feeding jejunostomy tube. Following esophageal reconstruction, 
our patient has undergone continued serial bronchoscopies for airway clearance of mucus plugging and 
monitoring of the fistula repair, with ultimate removal of jejunostomy feeding tube 3 months after his final 
surgery. 
 
Conclusions:  
Anastomotic leaks and TEF are devastating complications following an esophagectomy. Repair of TEF is 
best served in a multidisciplinary team involving thoracic surgery, interventional pulmonology, 
gastroenterology, surgical oncology/general surgery, and plastic surgery. As our case highlights, staged 
repair may benefit patients who develop large TEF post-esophagectomy which are refractory to 
endoscopic stenting.  
  



A Retrospective Analysis Comparing the Outcomes of Subarachnoid Hemorrhage in Pregnant and 
Nonpregnant Populations  
Omar Ghanem, Maat Mack, Aiden Lui, Anaz Uddin, Rasheed Hosein-Woodley, Fawaz Al-Mufti, MD  
 
Introduction: An aneurysmal subarachnoid Hemorrhage (aSAH) is a life-threatening type of stroke due to 
the interruption of blood supply to the brain. It is the only type of stroke that has a female predominance, 
afflicting women at higher rates than men. SAHs are also rare, life-threatening complications of 
pregnancy, with the incidence being 5 times higher in pregnant women than in nonpregnant women; SAH 
incidence is also linked to 4.1% of deaths of inpatient pregnant women. By studying the risks associated 
with subarachnoid hemorrhages during pregnancy, a better understanding of which variables predispose 
women to this danger can be achieved and potentially make way for better methods of prevention. In our 
retrospective analysis, we tested the hypothesis that the morbidity and mortality of pregnant women is 
greater than their nonpregnant age matched counterparts when the severity of SAH is controlled.  
 
Methods: This retrospective analysis was conducted using the NIS database which represents a 20% 
stratified sample of all United State hospital discharges. Between the years 2012 and 2017, 10,654 
female SAH patients between the ages 15 and 49 were identified. Within this cohort, 604 were pregnant; 
ICD-9- CM codes: 639, 64,65,66,67, and ICD-10-CM: O0x - O9A, were used to screen pregnant patients. 
SAH severity was assessed using the NIS-SSS and functional outcome was assessed dichotomously by 
the NIS-SOM.  
 
Results: This study found that pregnant patients with nontraumatic SAHs were younger (P <0.01), had 
lower rates of medical complications (P <0.01), poor functional outcomes (P<0.01) and mortality 
(P<0.01). Pregnant patients also had lower rates of endovascular coiling (P<0.001), craniotomy clipping 
(P<0.01) and external ventricular drainage (P<0.001).  
 
Conclusion: Outcomes of pregnant versus non-pregnant SAH patients were compared in this 
retrospective study through the use of the National Inpatient Sample database. When controlled for 
severity, pregnant SAH patients were younger, and observed to have lower mortality rates than their 
nonpregnant counterparts. We suspect that these findings are due to the various hemodynamic and 
hormonal changes that occur during pregnancy. Further investigation should be done into the protective 
effects of pregnancy to better determine the best clinical course for these patients.  
 
 
 
  



Blunt handlebar injury causing internal avulsion of the common femoral artery in an 11-year-old 
boy: A case report 
 
Shiza Bari MS, Amber Hendricks MD, Brendan Gontarz, James Healy MD, Edward Gifford MD 
Connecticut Children’s Medical Center, Hartford Hospital  
 
Abstract: Pediatric vascular injuries pose a unique set of challenges for surgeons given their rarity. When 
indicated, vascular reconstruction requires careful consideration of the patient’s age and continued 
growth. This influences the choice of conduit and operative technique. Children often lack the typical 
hard signs of vascular injuries, delaying recognition and complicating management. Furthermore, 
pediatric lower extremity vasculature is prone to vasospasm which can complicate surgical management 
and result in post-operative complications including bypass thrombosis, particularly when synthetic 
conduit is used.  Other challenges in management include the fact that current adult endovascular 
techniques and devices are often too large for pediatric vessels which, along with being smaller in size, 
are naturally more predisposed to dissection, vasospasm, and thrombosis making endovascular 
techniques difficult to employ due to unsafe access and limited stent sizes for pediatric patients.  
Additionally, growth potential further complicates graft choice, as synthetic materials lack the capacity to 
grow with the child. The presence of smaller vessels can make it difficult to 
use autologous tissue for conduits. Such as in our case with small autologous conduit compared to 
injured vessel size, consideration for more complex conduit reconstruction is needed. Panel or spiral vein 
graft reconstruction represent options to counter autologous conduit size discrepancies. These 
physiologic and technical factors demand a highly growth-conscious approach to revascularization in the 
pediatric population. Here we present a case report of an 11-year-old boy with an internal avulsion injury 
and thrombosis of the right common femoral artery after a blunt handlebar injury from a bicycle crash. 
Reconstruction was performed using contralateral great saphenous vein in a panel graft fashion. 
 
 
  



Enterolithiasis in Crohn’s Disease: A Rare Cause of Small Bowel Obstruction  
 
Rebecca Jugo, MD, John Zhang, MD/PhD 
Waterbury Hospital  
 
Introduction:  
Enterolithiasis in Crohn’s disease represents an extremely rare condition that usually occurs only in 
patients with a long history of symptomatic Crohn’s disease. It is associated with stasis of the flow of 
intestinal contents and can be associated with abdominal pain and more serious complications such as 
bleeding, obstruction, and perforation. Stasis may also develop after bowel resection with a broad side to 
side entero-anastomosis with a big blind pouch allowing for continuous deposition of intestinal contents.  
A PubMed search of “enterolithiasis + Crohn’s” results in only 18 results published from 1972 to 2024. 
Given its rare nature, enterolithiasis-associated SBO may incorrectly be diagnosed as gallstone ileus 
based on imaging. Common CT findings that may help distinguish enterolithiasis-associated SBO from 
gallstone ileus include small bowel thickening and stricture, as well as lack of inflammation of the 
gallbladder.  
 
Method(s): This case study is based on a single patient from a single institution. Data is gathered via 
retrospective chart review.  
 
Results:  
A 54-year-old female smoker with a history of Crohn’s disease on Stelara with a remote history of 
terminal ileum stricture s/p laparoscopic ileocecectomy and subsequent perforation also requiring small 
bowel resection at an outside hospital presented to the ED with one day of abdominal pain, nausea and 
vomiting. CT ab/pelvis showed segmental wall thickening of the mid to distal ileum and a distal small 
bowel obstruction (SBO) with moderate decompression of the colon. The gallbladder was 
decompressed. There was a peripherally calcified intraluminal structure at the mid-distal ileum which 
was concerning for a calcified gallstone. The patient was diagnosed with presumed gallstone ileus and 
consented for surgery. She was taken to the OR where the intra-op findings showed creeping fat along the 
terminal ileum along with small bowel stricture. She underwent laparoscopic neo-ileocecectomy with 
Kono-S ileocolic anastomosis. Interestingly, the presumed gallstone was distal to the strictured small 
bowel. Final pathology revealed chronic active ileocolitis with ulceration, stricture formation, and patchy 
transmural inflammation consistent with Crohn’s disease. A 3cm fecalith was found in the terminal 
ileum, located between the ileocolic anastomosis and a stricture proximally. The patient had an 
uncomplicated post op course and was discharged on post op day 3 after return of bowel function. 
 
Conclusion(s):  
Enterolithiasis-associated small bowel obstruction is a rare occurrence usually seen in patients with a 
long history of Crohn’s disease. The diagnosis may be challenging and confused with gallstone ileus. The 
management however differs from small bowel obstructions caused by gallstone ileus. A gallstone ileus 
may be treated with enterotomy and stone extraction followed by interval cholecystectomy. 
Enterolithiasis-associated SBO associated with Crohn’s warrants resection of the diseased bowel 
including the fecalith, with or without anastomosis depending on patient factors.  
A recent randomized controlled trial showed that Kono-S anastomosis is associated with lower rates of 
endoscopic recurrence, reduced severity on endoscopic scores, and lower rate of Crohn’s disease 
recurrence compared to conventional anastomosis.  
 
 
  



Delayed Presentation of Traumatic Fecothorax: A Case Presentation 
 
Danisi, J., Panchumarthi, V., Hedeshian, M. 
Danbury Hospital, Nuvance Health/Northwell Health 
 
Introduction: Diaphragmatic injury after thoracoabdominal trauma has a reported rate of 0.8% to 5%, 
and up to 30% of diaphragmatic hernias are accompanied with delayed diagnosis. Diagnosis requires a 
high index of suspicion in the setting of lower rib fractures. Hence, delayed presentation with 
complications secondary to the injury is not uncommon. The purpose of this article is to analyze the 
development of traumatic fecothorax in the setting of diaphragm injury, whilst recording a rare and 
interesting case. 
 
Methods: An extensive chart review was initiated. The patient’s medical history, operative findings, and 
hospital course were included in chat review. A literature review was also performed to identify the 
incidence of traumatic fecothorax in the setting of known rib fractures. 
 
Results: A 74-year-old male with past medical history of total prostatectomy presented with left-sided 
displaced 8th through 11th rib fractures and a small hemothorax after falling from a ladder. They were 
managed initially with chest tube placement and eventual left-sided rib plating and drainage of 
hemothorax. The patient tolerated the procedure well and was sent to the surgical floor. The 
postoperative course was complicated by increasing oxygen requirements. On post-op day 5, the patient 
developed fecothorax and sepsis, which necessitated return to the operating room for exploratory 
laparotomy and video assisted thoracoscopy with washout. Intra-operatively, diaphragmatic injury and 
transverse colon incarceration were discovered leading to development of fecothorax. Further intensive 
care was warranted for injury sequalae.   
 
Conclusions: This case emphasizes the clinical challenge and significance of delayed fecothorax in 
chest trauma, highlighting the need for high suspicion of diaphragm injury in setting of thoracoabdominal 
trauma. 
  



Composite Gangliocytoma–Neuroendocrine Tumor of the Duodenum: A Cautionary Tale for 
Perioperative Care 
Jillian McNally, D.O., LMSW1, Vincent S. Alexander, M.S.2, Oscar K. Serrano, MD., MBA, FACS 1,3 
1 Division of Surgery, Hartford Hospital, University of Connecticut School of Medicine  
2 Department of Research, Alabama College of Osteopathic Medicine  
3 Transplant and Comprehensive Liver Center, Hartford Hospital  
 
Introduction: Composite gangliocytoma or neuroma and neuroendocrine tumor (CoGNET) is a rare 
epithelial neuroendocrine neoplasm that was previously termed gangliocytic paraganglioma. Because of 
their scarcity, little is known about their secretory potential and the clinical ramifications in the 
perioperative setting. 
 
Method(s): Individual case study  
 
Results: A 51-year-old male with a short history of poorly controlled hypertension, premature coronary 
artery disease, asthma, and daily marijuana use was initially seen for greater than 6 months of watery 
diarrhea, emesis associated with food, an intermittent productive cough, gastroesophageal reflux and 
bloating.  He had an upper endoscopy which demonstrated a round intramural (subepithelial) lesion in 
the area of the major papilla within the duodenum that appeared to originate from within the deep 
mucosa. It measured 20 mm in diameter with a maximal thickness of 10 mm. Pathology showed focal 
proliferation of three elements including epithelioid, ganglion-like and spindle cells in the lamina propria 
suggestive of a CoGNET. He was referred to Hepatobiliary Surgery and a Whipple 
pancreaticoduodenectomy was planned after Endocrinology and Cardiology evaluation. Biochemical 
workup revealed an elevated epinephrine to 139 pg/mL (ref range: <58 supine, <82 upright) and 24-hour 
urine dopamine to 530mcg (ref range: 52-490 mcg/24hr); however, Endocrinology opined the tumor was 
unlikely to be catecholamine-secreting given the elevation in epinephrine was less than twice the upper 
limit of normal and elevations can be found during stress. VIP, somatostatin, gastrin, insulin and 
chromogranin A levels were normal.  Cardiology sent him for a CT calcium score which was <400 and 
therefore deemed him a moderate risk for perioperative major adverse cardiovascular events. He 
underwent a pylorus preserving pancreaticoduodenectomy Whipple procedure. His post-operative 
course was complicated by refractory hypertensive crisis requiring transfer to the ICU immediately after 
surgery. On POD3-4, he suffered a non-ST segment elevation myocardial infarction (NSTEMI) requiring left 
heart catheterization with placement of a drug eluting stent for 90% occlusion of his left anterior 
descending coronary. By POD8, he was on a diet, all drains had been removed, and he was discharged on 
aspirin and Brilinta. However, on POD17, he was readmitted for upper GI bleeding with a hemoglobin 
drop from 11.9 mg/dL (discharge) to 7.8 mg/dL.  An upper endoscopy revealed two bleeding ulcers near 
the gastrojejunostomy which were clipped and sprayed.  After hemodynamic stabilization, he was 
discharged from the hospital on aspirin and Plavix.  
 
Conclusion: CoGNET is an extremely rare endocrine diagnosis. Although catecholamine secretion is not 
typically part of the phenotype, this patient’s clinical course suggests otherwise, with clinically 
meaningful catecholamine-secreting physiology in the perioperative period. We advise caution on 
suspected or confirmed CoGNET patients who require major surgery and recommend a thorough 
preoperative Endocrine and Cardiology evaluation.  
  



Increasing Role for Artificial Intelligence (AI) in Breast Surgery 
Elle McNeiece, DO 
Quinnipiac University Frank H Netter School of Medicine 
 
Introduction: [Artificial intelligence (AI) is rapidly finding its place in breast surgery, not as a replacement 
for surgical expertise, but as a supportive tool to improve patient care. By analyzing imaging and clinical 
data, AI can help surgeons plan procedures that are safer, more precise, and more personalized. Current 
applications include refining tumor localization, estimating breast volume changes after resection, and 
guiding reconstructive choices to achieve better cosmetic results. Beyond the operating room, AI-driven 
3D models and simulations give patients a clearer picture of their surgical options, encouraging shared 
decision-making and setting more realistic expectations] 
 
Method(s): [PubMed database search employing keywords pertinent to AI and with breast surgery and 
clinical outcomes to identify original studies of AI implementation and breast reconstruction since 
January 2010 full text articles were included. Data from the selected articles were summarized.]         
 
Results: [100 articles were reviewed, 20 articles were selected. Utilization if AI for breast cancer 
screening reduced both type 1 and type 2 error rates. Incorporating AI during preoperative planning of 
breast surgery was able to consistently generate preoperative images that were comparable to actual 
post operative results.  
AI implemented in postoperative period allowed for early detection of complications such as infection, 
hematoma, or mispositioned implants. Additionally, AI has also been useful in prediction of 
postoperative opioid requirements.] 
 
Conclusion(s): [use of artificial intelligence in breast surgery has shown advantages in preoperative 
planning, intraoperative assistance, and postoperative complication prediction. Use of AI can increase 
efficiency of clinical assessment and treatment planning, lower re excision rates, shorten operative 
times, and improve both functional and aesthetic outcomes. While challenges remain in validation and 
implementation, AI has the potential to transform surgical planning into a more patient centered efficient 
and outcome driven process.]     
 
 
 
 
 
 
  



Oh My GERD: The Case of the Missing Gland  
 
Shaidy Moronta DO1, Susana Vargas-Pinto MD1  
1 Department of Surgery, Danbury Hospital, Danbury, CT  
 
Background: Primary hyperparathyroidism (PHPT) is most commonly caused by a hyperfunctioning 
parathyroid adenoma. While most adenomas are located in the expected anatomic sites, ectopic 
locations may occur due to aberrant embryologic migration. These ectopic glands pose diagnostic and 
surgical challenges, particularly when they are inaccessible using traditional cervical approaches. We 
present the case of a young female with an ectopic parathyroid adenoma. 
 
Case Presentation: A 23-year-old female with a paternal history of thyroid, renal, and bladder cancer 
presented with symptoms of acid reflux, polydipsia, polyuria, constipation, and bone pain. Laboratory 
evaluation revealed elevated serum calcium (10.8 mg/dL) and elevated parathyroid hormone (PTH) levels 
(92 pg/mL), consistent with PHPT. A neck ultrasound failed to localize the adenoma; however, four-
dimensional computed tomography (4DCT) identified a hypervascular lesion in the left upper thyroid 
lobe, suggestive of a left superior parathyroid adenoma. She underwent a left superior 
parathyroidectomy, and intraoperative frozen section confirmed hypercellularity consistent with the 
proposed diagnosis. However, her intraoperative PTH remained persistently elevated and thus further 
resection was needed. Further exploration included bilateral inferior parathyroidectomy and a left 
hemithymectomy. Despite these interventions, biochemical cure was unable to be achieved. 
Postoperative sestamibi scintigraphy and magnetic resonance imaging (MRI) were obtained for 
localization but were negative for residual disease. She was subsequently referred to a high-volume 
endocrine surgery center for further evaluation, where the ultrasound and 4DCT were repeated. An 
enhancing mass was appreciated in the left anterior mediastinum, suspicious for an ectopic 
supernumerary mediastinal parathyroid. She underwent robotic-assisted resection of the mass, which 
was adjacent to the pericardium and was pathologically confirmed to be a parathyroid adenoma. 
Postoperatively, serum calcium and PTH levels normalized, and her symptoms resolved. 
 
Conclusions: Persistent hyperparathyroidism following resection of an apparent adenoma should 
prompt consideration of ectopic or supernumerary parathyroid glands. Several imaging modalities exist 
to assist with localization, but are fraught with limitations individually. Comprehensive imaging is 
essential before re-exploration to guide surgical planning, particularly for deep-seated ectopic 
adenomas, which may require unconventional surgical approaches. Robotic-assisted mediastinal 
parathyroidectomy offers a minimally invasive approach for managing such cases. Management of 
complex PHPT cases requires a multidisciplinary approach, incorporating radiology, pathology, thoracic 
surgery, and endocrine surgery to optimize patient outcomes. 
  



Novel Percutaneous Mechanical Thrombectomy for Visceral Artery Thromboembolism 
 
Tian Sheng Ng MD, Nicole Taylor MD, Benjamin Dahlberg MD, Moqueet Arshad Qureshi MD FSVS FACS 
The Stanley J Dudrick Department of Surgery, Saint Mary’s Hospital, Waterbury, Connecticut 
The Vascular Experts, Watertown, Connecticut  
 
Introduction: Superior mesenteric artery (SMA) thromboembolism is a life-threatening vascular 
emergency that can lead to acute mesenteric ischemia and bowel necrosis if not promptly treated. 
Percutaneous mechanical thrombectomy is a minimally invasive endovascular technique involving 
aspiration devices, stent retrievers, or rotational thrombectomy systems. Surgical thromboembolectomy 
is the standard approach for acute mesenteric ischemia, but percutaneous thrombectomy can offer an 
effective and less invasive approach in certain patients with elevated perioperative risk. 
 
Method: We utilized the Artix™ Thrombectomy System for superior mesenteric artery and ileocolic artery 
thrombectomy, in conjunction with pharmacomechanical thrombectomy and catheter-directed 
thrombolysis. 
 
Result: A 91-year-old male with a history of atrial fibrillation off anticoagulation presented with a 16-hour 
history of progressive abdominal pain and vomiting. CT Angiogram of the abdomen demonstrated 
occlusion of the mid-distal SMA with decreased flow to the jejunal and ileocolic branches. The patient 
was hemodynamically stable without peritonitis. Due to his age and comorbidities, the decision was 
made for him to undergo an emergent mesenteric angiogram and pharmacochemical thrombectomy 
with AngioJet™ Peripheral Thrombectomy System. Catheter-directed thrombolysis was initiated overnight 
for residual clot burden. Repeat angiogram the next day showed filling defects within the main trunk of 
the SMA and the ileocolic branch. We proceeded to treat with the Artix™ Thrombectomy System with 
successful removal of all the residual thrombus.  The patient recovered completely with resolution of 
abdominal pain, and we were able to avoid open abdominal exploration.  
 
Conclusion: Percutaneous mechanical thrombectomy is a safe and viable technique for visceral artery 
thromboembolism for certain patients. Depending on thromboembolic burden and end-organ ischemic 
severity, various modalities can be combined to achieve an optimal outcome. 
 
Figure 1: Pharmacomechanical thrombectomy with thrombolysis catheter placement (day 1) 

 
 
Figure 2: Mechanical Thrombectomy (day 2) 

 
 



Metastatic Cervical Squamous Cell Carcinoma Presenting as Partial Duodenal Obstruction 
 
Dakota B Pastore, DO, MPH; Jacob Sandor, MD; Shubham Kanake, MD; Antonio Picon, MD 
Stamford Hospital, Stamford, CT 06902 
 
Introduction: Cervical squamous cell carcinoma (SCC) is the fourth most common cancer in women and 
one of the most preventable, thanks to routine Papanicolaou screening and widespread HPV vaccination 
[1]. HPV integrates into the cervical transformation zone, inducing dysplasia and cervical intraepithelial 
neoplasia (CIN) that can progress rapidly to invasive disease [1]. The average age at diagnosis is 49, and 
early-stage detection yields high five-year survival. Once metastasis occurs, prognosis worsens 
significantly. Typical metastatic sites include regional lymph nodes, pelvic organs, liver, lungs, and bone, 
whereas proximal small bowel involvement, especially the duodenum, is extremely rare [1–2]. We report 
a case of metastatic cervical SCC causing partial duodenal obstruction via presumed gonadal vessel 
spread. 
 
Method(s): A 48-year-old woman with a history of high-grade CIN and invasive cervical SCC treated seven 
years earlier with robotic total abdominal hysterectomy, bilateral salpingo-oophorectomy, and 
omentectomy presented with abdominal distention, early satiety, and 10 kg weight loss over six weeks. 
Contrast CT demonstrated left hydronephrosis from a ureteric calculus and a new stricture in the third 
and fourth portions of the duodenum, with adjacent gonadal vessel thickening. After ureteral stent 
placement, esophagogastroduodenoscopy revealed an extrinsic duodenal compression without an 
intraluminal mass; biopsies were nondiagnostic. Persistent symptoms led to a robotic gastrojejunostomy 
to palliate her malignant obstruction. Imaging guided biopsy confirmed metastatic SCC infiltrating the 
posterior duodenal wall and surrounding gonadal artery. The patient was referred to medical oncology for 
palliative systemic chemotherapy. 
 
Results: Cervical SCC metastasizes via pelvic lymphatics first, then to common iliac and para-aortic 
nodes, with occasional hematogenous spread to lung, liver, and bone [1–2]. Metastasis to the small 
intestine, particularly the duodenum, is exceptionally rare; fewer than ten cases are reported [3]. The 
gonadal vessels and their lymphatics may provide a direct route to the upper abdomen, bypassing typical 
nodal chains. Secondary duodenal masses more commonly originate from nearby gastrointestinal 
primaries or pulmonary metastases [4–5]. 
 
Conclusion: This case underscores a unique recurrence pattern of cervical SCC—duodenal obstruction 
from a metastatic deposit likely disseminated along gonadal lymphovascular channels. It highlights the 
need for vigilance in evaluating gastrointestinal symptoms in long-term survivors of cervical cancer. Early 
recognition and a multidisciplinary strategy are crucial for timely intervention and symptom relief. 
 
  



Carotid Stent Occlusion: Stroke Reduction after Removal 
 
Sean Ramras MD,1 Pei En Kwok MD,1 Moqueet Arshad Qureshi MD, FSVS FACS2 
1Department of Surgery, Waterbury Hospital 
2The Vascular Experts, Waterbury, Connecticut 
 
Introduction: Carotid artery stent occlusion is a rare complication, reported in less than <1% of all 
procedures. The majority of complications occur within 24 hours to 30 days likely attributed to technical 
factors or inadequate antiplatelet effect. Late stent occlusion, defined as occurring months to years after 
implantation, is often linked to neointimal hyperplasia and progression of atherosclerosis. Contributing 
factors include stent underexpansion, vessel tortuosity, inflammatory response, and patient-specific risk 
factors. Surveillance is typically performed with duplex ultrasound. Symptomatic restenosis has clinical 
significance and warrants intervention. Medical management is not recommended. Surgical 
management is commonly performed including repeat angioplasty, placement of additional stent, 
transcarotid revascularization, or, in select cases, surgical endarterectomy with stent removal.  Because 
evidence largely derives from observational studies and case series, there remains no consensus on 
optimal management, and treatment is often individualized based on patient comorbidities, lesion 
characteristics, and local expertise. 
 
Case Report: A 65-year-old Caucasian male with a history of atrial fibrillation, known left ventricle 
thrombus, neck adenocarcinoma s/p resection with radiation, and recurrent strokes with bilateral 
cerebral hemisphere occlusions who underwent right transfemoral carotid stent in 2022 who presented 
originally to the Emergency Department for concern for stroke recurrence. He underwent stroke workup 
which demonstrated a right internal carotid artery stent occlusion of greater than 90%, occluded right 
proximal vertebral artery and small left vertebral artery. Circle of Willis was patent but only one collateral 
vessel. MRI demonstrating old infarcts with concern for potential new ischemic changes. Given repeat 
symptoms, despite being on dual antiplatelet therapy, the occluded stent was  thought to be the source 
of his stroke given the intact circle of Willis. Given degree of stenosis and contralateral left internal 
carotid artery occlusion, right carotid revascularization was planned electively. Extensive discussion was 
had with the patient regarding operative intervention, including risks of worsening stroke and death, and 
he opted for surgery. He underwent right common and internal carotid artery endarterectomy with 
internal carotid stent explant and patch angioplasty. Intra-operative findings included fused completely 
occluded stent and soft ulcerated plaque around the stent along the carotid bulb. Argyle shunt was 
utilized to maintain cerebral perfusion intra-operatively. The patient's clinical course was complicated by 
mild tongue deviation but repeated CTA demonstrated patent flow from the right carotid up to the circle 
of Willis and no new infarcts noted. He recovered on dual antiplatelet therapy. On his most recent follow 
up, his tongue deviation has resolved and ultrasound duplex demonstrates no further occlusion.  
 
Discussion: Rarely endarterectomy with in-stent removal has been utilized for treatment of this rare 
condition. Given our patients unfavorable neck anatomy and contralateral circulation this option was 
utilized as the primary treatment modality. Given advancements in carotid stenting, this complication is 
less common and the need for operative exploration has significantly decreased.  
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Introduction:  Tracheal injuries require urgent and lifesaving treatment. Standard suture repair can be 
technically challenging and associated with complication rates of up to 20%. A promising alternative is a 
sealant patch, however, there is no FDA approved sealant for tracheal injuries. In collaboration with the 
University of Vermont and Akina Inc., we developed a biocompatible dopamine-conjugated 
methacrylated alginate (ALG-MA-DA) patch. Our prior work in 24 Sprague Dawley rats with tracheal 
defects demonstrated long-term survivability, effective healing without tracheal narrowing, and 
biodegradation by six months compared with suture repair. Building on these findings, we aim to evaluate 
whether seeding these patches with adipose-derived mesenchymal stem cell (AD-MSC) will enhance 
tissue regeneration and cartilage formation. This pilot study is designed to evaluate AD-MSC survival and 
proliferation on a 10% dopamine ALG-MA-DA patch and characterize its properties. Our ultimate goal is 
to optimize stem cell–seeded patches as a simpler repair method that enhances regeneration and 
reduces complications 
 
Method(s): Fourteen patches 
measuring 3 x 3 mm, composed 
of 10% dopamine conjugated 
ALG-MA-DA, were seeded with 
human adipose-derived 
mesenchymal stem cells (AD-
MSCs) in two different 
quantities: 25,000 and 75,000 
cells on six patches per 
concentration. The patches 
were incubated at 37°C for 30 
minutes to allow cell attachment. Following this incubation, 300 mL of mesenchymal stem cell media 
(StemX) was added to each well and the samples were further incubated at 37°C in a 5% oxygen 
environment. The media was 
replaced every 2-4 days. To 
assess the viability of the AD-
MSCs on the ALG-MA-DA 
patches, Live/Dead stains (using Calcein and Ethidium homodimer) were conducted at multiple 
timepoints: 24, 48, and 72 hours, as well as 7, 10, and 14 days. Imaging was performed using a Zeiss 
Confocal Microscope. Additionally, H&E staining was performed on fresh frozen ALG-MA-DA patches 
after 14 days to evaluate patch structure and characteristics. 
 
Results: At each experimental time point, Live/Dead staining confirmed the presence of viable AD-MSCs 
seeded on the patches (Figure 1). It was observed that more AD-MSCs adhered to the ALG-MA-DA patch 
when the seeding concentration was increased to 75,000 cells. This trend was consistent at all time 
points. The AD-MSCs were found to occupy the pores at all time points, and they typically grew in 
clusters within these pores rather than as individual cells. Additionally, the patch exhibited inherent 

Figure 1. Live/Dead stains of 75,000 AD-MSCs seeded on top of ALG-MA-DA patch at 24 hrs (A.), 
48 hrs (B.), 72 hrs (C.), 7 days (D.), 10 days (E.), and 14 days (F.). Green fluorescence indicates 
live cells. All images were taken at 10x magnification. Panel C demonstrates one live cell and 
illustrates the porous surface of the ALG-MA-DA patch. 



autofluorescence under immunofluorescent microscopy, indicating a porous surface, which was further 
validated through H&E staining (Figure 2). 
 
Conclusion(s): This pilot study demonstrates the 
feasibility of seeding AD-MSCs onto 10% dopamine-
conjugated ALG-MA-DA patches, with evidence of cell 
adhesion and survival at 14 days. The porous patch 
structure supported clustering of AD-MSCs within the 
pores, which is advantageous as cell clustering 
enhances survival, promotes paracrine signaling, and supports healing while reducing fibrosis. These 
findings highlight the potential of stem cell–seeded sealant patches to improve tracheal repair. Future 
studies will focus on increasing cell loading, testing higher dopamine concentrations, evaluating 
additional time points, and incorporating different cell types to further promote healing and regeneration. 
  

Figure 2. H&E staining of 
10% dopamine 
conjugated ALG-MA-DA 
patch after residing in 
media for 14 days in 5x 
magnification. This 
demonstrates the patch’s 
porous characteristic.  



Ruptured Intercostal Artery Aneurysm Treated with Thoracic Endovascular Aortic Repair in A Patient 
with Neurofibromatosis 
 
Gabriel Shechter MD,MBA, Benjamin Chandler MD 
Department of Surgery, Stamford Hospital, Stamford, CT 
 
Introduction: Intercostal artery aneurysms (ICAA) are rare, often associated with neurofibromatosis. Rupture 
carries significant morbidity and mortality. While coil embolization followed by video-assisted thoracoscopic 
surgery (VATS) is standard, we present a unique case of a ruptured ICAA following failed coil embolization, 
successfully treated with thoracic endovascular aortic repair (TEVAR). 
 
Methods: We retrospectively reviewed the clinical course of our patient. Diagnostic imaging identified a ruptured 
intercostal artery aneurysm. The patient underwent multidisciplinary management involving resuscitation, 
intensive care unit support, and multiple operative interventions, including TEVAR. Clinical course, operative 
details, and outcomes until transfer to a tertiary referral center were documented. 
 
Results: A 40-year-old male with neurofibromatosis type 2, scoliosis, and a history of prior ruptured ICAA (treated 
with coil embolization and VATS for hemothorax) presented with acute, severe left-sided back pain. Initial CT 
angiography (CTA) revealed a new 3.0x2.3cm left posterior ICAA at the T7/8 level, alongside two smaller aneurysms 
(figures 1,2). Urgent coil embolization was performed, initially stabilizing the patient. On post-operative day (POD) 
2, the patient deteriorated, becoming obtunded, hypotensive, and hypoxic. Emergent intubation, chest tube 
placement, and massive transfusion protocol activation ensued. Repeat CTA demonstrated a 15.7x8.5cm 
mediastinal hematoma compressing mediastinal structures and a left hemothorax, indicating ICAA rupture. Given 
the failure of initial coil embolization and the extent of the hematoma, emergent TEVAR was performed 
successfully (figure 3). Subsequent left thoracotomy, hematoma evacuation, and decortication were performed on 
POD 5 and 10 for persistent respiratory failure and hematoma. The patient was transferred to a tertiary care center 
on POD 11 for continued management. 
 
Conclusion(s): Ruptured ICAAs are a rare but life-threatening complication in patients with neurofibromatosis. 
This case demonstrates that TEVAR can be a viable and effective treatment option when coil embolization is 
insufficient or contraindicated, offering a unique approach to managing these complex vascular injuries. 
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En Bloc Resection of a Chest Wall Mass of Unknown Origin: Clinical and Surgical Considerations 
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Introduction: Chest wall masses are uncommon and can arise from primary tumors or secondary invasion, most 
often from breast or lung cancer. About half of these lesions are malignant, with soft tissue sarcomas, 
chondrosarcomas, and metastatic carcinomas being the most frequent.  Patients may present with pain, swelling, 
or an incidental finding, making imaging with CT or MRI essential for evaluation, while histopathology guides 
definitive management. Treatment of malignant lesions typically involves wide en bloc resection with negative 
margins, often necessitating complex reconstruction with mesh, rigid supports, or myocutaneous flaps. Given 
their rarity and complexity, optimal care requires a multidisciplinary approach to achieve the best functional and 
oncologic outcomes. 
 
Case report: A 73-year-old female with a history of hypertension, Sjögren’s syndrome, and MGUS, and a remote 
history of right breast cancer treated with bilateral mastectomy (1998) and TRAM flap reconstruction (2002), 
presented with progressive asymmetry and firmness of the reconstructed left breast. Imaging revealed a 6.2 cm 
lobulated, heterogeneous mass (BI-RADS 4) with chest wall invasion on MRI and FDG-avid uptake on PET, along 
with a small FDG-avid left upper-lobe pulmonary nodule. Core biopsy showed a stromal proliferative lesion of 
uncertain significance. Multidisciplinary tumor board recommended surgical resection, and she was taken to the 
operating room with the Breast, Plastics, and Thoracic Surgery teams. The patient underwent en bloc resection of 
the chest wall mass including four ribs, pericardial fat, and a portion of the adherent lung, followed by left upper-
lobe wedge resection. The chest wall defect (10 × 12 cm) was reconstructed with Ventralight mesh and 
methylmethacrylate neo-ribs. A left latissimus myocutaneous flap provided soft tissue coverage, followed by split-
thickness skin grafting performed a week later. Frozen sections confirmed negative margins, and the lung nodule 
was benign. Pathologic evaluation is ongoing to establish a definitive diagnosis. However, the heterogeneous 
cellular composition and immunohistochemical behavior raise strong suspicion for metaplastic breast carcinoma, 
which remains the leading differential diagnosis. 
 
Conclusion: This case highlights the complexity of managing chest wall masses and the importance of a 
multidisciplinary approach for these patients. Proper preoperative workup and surgical planning allowed for 
appropriate resection and coordinated reconstructive procedures to restore chest wall integrity. Although final 
pathology is pending, the findings underscore the importance of considering aggressive and rare malignancies, 

such as metaplastic breast carcinoma, in the differential diagnosis of new chest wall masses in cancer survivors.  
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Figure 1: Preopera�ve imaging.  

1A. US with heterogeneous mass. 1B. T2 weighted MRI of the 
breasts. 1C. PET-CT scan demonstra�ng FDG-avid areas in the le� 

   

Figure 2: Intraopera�ve images.   

2A. Excised chest wall mass. 2B. Crea�on of neo-ribs. 
2C. Myocutaneos flap rota�on for coverage of 
anterior chest wall defect.   



Multiple Thoracic Masses Leading to a Distinct Pathology: A Case Report 
Frank Detterbeck, MD, FACS, FCCP 
Austin Thompson MD Waterbury Hospital General Surgery Residency PGY-2 
 
Introduction: 
Thoracic surgery is an ever evolving field that treats a wide range of pathologies.  Recently we have seen 
an interesting case involving the patient with multiple thoracic masses leading to 1 pathology.  The 
masses appear distinctly abnormal however intraoperatively we were unable to truly identify them. 
Thoracic masses themselves can range from benign to malignant.  Solitary masses seemed to be studied 
in depth however in this case report we highlighted a case in which there were multiple masses in the 
thoracic cavity. 
 
Methods: 
69 year old female with known past medical history of recurrent pulmonary effusions, who presented 
with worsening shortness of breath and left chest wall discomfort. The patient has a past medical history 
of hypertension, Hypothyroidism,Hyperlipidemia. Past surgical history includes Abdominal 
hysterectomy, bilateral salpingectomy and right oophorectomy.  On arrival she was hypertensive and 
hypoxic (87%) and was placed on 3L O2 via nasal cannula, to which she responded well and her O2 sat 
increased to 97%. Chest X- Ray showed alarge left pleural effusion. A pigtail chest tube placed in the left 
lateral chest wall, 2,000mL straw colored fluid removed on insertion. CT scan revealed “ There is a left 
paracardiac soft tissue mass measuring 6.4 cm. There is an anterior mediastinal soft tissue mass 
measuring 4.8 cm.  
Large, heterogeneously enhancing retroperitoneal mass in the upper abdomen on the left, suspicious for 
malignancy, which appears to traverse the esophageal hiatus involving the left hemidiaphragm. Anterior 
mediastinal mass, enlarged left internal mammary lymph node and large left paracardiac mass, 
suspicious for malignancy. Moderate loculated left pleural effusion with lingular and left lower lobe 
atelectasis.” The patient was taken for a left video assisted thoracoscopic surgery with multiple biopsies 
and talc pleurodesis. In the left thoracic cavity we found an Apical cardiac lung mass, Diaphragmatic 
pleural mass, Anterior pleural mass, and what appears to be malignant effusion. 
 
Results: 
On initial appearance what was thought to be a liposarcoma turned out to be a malignant mesothelioma. 
The tumor was found to be epitheloid type with a nuclear grade 1 of 3. Further testing at this time is 
pending. 
 
 
Discussion: 
Mesothelioma is an aggressive and rare form of cancer. While a majority arise in the pleural cavity they 
can be seen  in the peritoneum, pericardium, or tunica vaginalis. The most common risk factor is 
exposure to asbestos fibers. The disease offers a very poor prognosis with a median survival of 9-12 
months. First line treatment options include immune checkpoint inhibitors targeting PD-1 and CTLA-4. 
Surgery  unfortunately plays a non significant role and the patient usually receives palliative treatment. 
 
 
 
  



Mini-incision carotid endarterectomy; barriers to adoption 
 
Keerthivasan Vengatesan, MD, Ronald Truong, MD, Alan M Dietzek, MD 
 
Objective 
Carotid endarterectomy (CEA) has been recognized as the gold standard of surgical treatment for carotid 
atherosclerotic disease and carries a low rate of technical and neurologic complications. Standard 
incision length for carotid endarterectomy (CEA) averages from 10-15cm. Previous studies have shown 
the utility of performing a mini-incision CEA (MI-CEA), defined as a maximum incision length of 5cm, to 
reduce post-operative morbidity such as prolonged pain, neurovascular complications, and scar 
aesthetics. Surgeon desire to perform MI-CEA has remained challenging due to lack of exposure, 
confidence, and training. This study aims to elucidate how often MI-CEA is performed and what are the 
perceived barriers to adoption of this approach. 
 
Methods 
We designed a survey that was distributed nationally to practicing vascular surgeons regarding their 
experiences with MI-CEA. The majority of the questions focused on whether or not they perform MI-CEA, 
both with or without adjunctive measures (i.e. shunts), as well as trying to elucidate what factors 
precluded surgeons from not performing MI-CEA (not taught in training, takes longer than standard CEA, 
does not give enough exposure, etc). The results were anonymized and analyzed using descriptive 
statistics. 
 
Results 
146 unique participants responded to the survey. 85% of surgeons were trained in a conventional 
vascular fellowship, and practice start times ranged from 1971 to 2024, with the median start time being 
2010. 65.8% of respondents have performed a MI-CEA at least once in their career, with 19.2% of 
respondents always performing MI-CEA. Of those that do perform MI-CEA, 69.9% and 55.5% have 
performed them with a patch angioplasty and intra-op shunt, respectively, with these being always 
utilized in 21.9% and 21.2% of cases, respectively. Only 31.5% of the respondents learned how to 
perform MI-CEA in training. Of the perceived barriers to using MI-CEA, the largest reasons seen were the 
belief that patients don’t care about their incision size as long as their disease is treated adequately, MI-
CEA does not give enough exposure, and MI-CEA takes longer than standard CEA due to increased 
technical complexity, with 54.8%, 45.2%, and 34.9% of responses agreeing to these statements. 
 
Conclusion 
While a majority of respondents actually have performed MI-CEA in their practice, there are a number of 
perceived limitations to this approach that prevent more widespread adoption. This study shows the 
need for more exposure to the procedure during training. 
 


