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Impact of Race on Colon Cancer Surgical Outcomes at a Regional Safety-Net Hospital System
Pei En Kwok MD, David Bartfeld BA, Jacob Silverman MD, Scott Kurtzman MD, FACS, Zhong Qiu Zhang,
MD, PhD

Introduction: There are racial and ethnic disparities in clinical outcomes of patients with cancer. Our
objective was to assess whether racial disparities exist in colon cancer care in a regional safety-net
hospital. We evaluated the effects of race on disease presentation, access to care, and quality of surgical
treatment.

Methods: This is a retrospective, single-center cohort study. Data from the hospital network colon
cancer registry was examined. Adult patients (>18 years) with a histologic diagnosis of stage | to lll colon
cancer from 2013 to 2023 were included. To explore quality of definitive surgical care, patients with in situ
or metastatic disease were excluded. We analyzed disease presentation (age at diagnosis, tumor
location, and tumor grade), measures reflecting access to care (insurance type, stage at diagnosis, and
timeliness of definitive surgical intervention), and quality indicators (National Quality Forum-endorsed
measures: adequacy of lymph node resection and timeliness of adjuvant chemotherapy initiation within
120 days when indicated). Descriptive statistics and chi-square/ t tests were used for statistical analysis.

Results: A total of 184 patients were included in the study. 82.1% (n=151) identified as White and 17.9%
(33) as Black/Hispanic. 55.4% (n=102) were female and 44.6% (n= 82) were male. Several significant
differences were noted between racial groups. Black/Hispanic patients were diagnosed at a significantly
younger age than White patients (62.2+13.4 years vs 69.5+13.5 years, p = 0.007). Insurance type was
significantly associated with race (p=0.031). White patients were more likely to have Medicare compared
to Black/ Hispanic (64% vs 36.4%). In contrast, Black/Hispanic patients were more likely to have private
insurance (15.2% vs 9.3%) and Medicaid (48.5% vs 26.7%) compared to White Patients. No significant
racial differences were observed in tumor stage (p = 0.54) and tumor grade (p=0.58) at diagnosis. No
statistical difference was appreciated with timeliness of surgical intervention (p = 0.24) and stage of
diagnosis (p=0.68). There was no significant racial difference in adequacy of lymph node resection (p =
0.099) or timeliness in receiving adjuvant chemotherapy (p = 0.875).

Conclusions: This study identified areas of racial disparities in colon cancer presentation and healthcare
access within this regional safety-net hospital system. Black/Hispanic patients were diagnosed with
colon cancer at younger ages. Significant differences in patients’ insurance status may affect their
access to healthcare. There were no observed racial disparities in key quality measures once patients
received definitive surgical care. These findings highlight potential areas for improvement to address
disparities in our community in the area of early detection and healthcare access, particularly among
Black/Hispanic patients.



Racial Disparities in Survival and Incidence of Right-Sided Colon Cancer: Insights from SEER-22,
2000-2022

Venus Liu " MD, Drishti Shah "MD, Karan Kumar ' DO, Deep Pandya 'MS, Xiang Dong ' MD
Danbury Hospital-Nuvance/Northwell Health

Introduction: Right-sided colon cancer, including the cecum, ascending colon, hepatic flexure, and transverse
colon, differs biologically and prognostically from left-sided disease, with historically poorer outcomes. Racial and
ethnic disparities have been recognized, with African Americans experiencing disproportionately higher incidence
and poorer outcomes, where Asian/Pacific Islands (APls) tend to demonstrate more favorable survival. However,
prior studies are often outdated, limited to broad racial categories, and do not focus on right-sided colon

cancer specifically. Moreover, few studies have simultaneously evaluated incidence and survival across racial
subgroups utilizing SEER-22, the most comprehensive and up to date national US population-based dataset
extending through 2022.

Methods: Adults (=20 years) with malignant right-sided colon cancer diagnosed in SEER-22 from 2000-2022 were
analyzed. Age-adjusted incidence rates (per 100,000; 2000 U.S. standard population) were calculated overall and
stratified by race, sex, Hispanic origin, and stage. Temporal trends were measured using percent change (PC) and
annual percent change (APC). Survival differences by race were assessed using Kaplan—-Meier and log-rank tests.

Results: From 2000 to 2022, the overall age-adjusted incidence of right-sided colon cancer incidence declined
from 29.6 to 17.5 per 100,000, representing a 41% reduction with an APC of-2.6% per year. This decline was
observed across all racial groups: Whites (-41.2%, -2.6%/year), African Americans (-36.8%, -2.5%), American
Indian/Alaska Native (Al/AN) (-32%, -1.2%), and APlIs (-40.6%, -2.7%). Non-Hispanics patients experienced a
steeper decline than Hispanics (-2.6% vs -1.7%/year). Males had consistently higher rates than females and
localized/regional stages remained predominant. However, the overall survival profile demonstrated significant
racial disparities (p<0.0001) with APIs exhibiting the most favorable outcomes, followed by Whites, whereas
African Americans and Al/AN patients had the poorest. Asian subgroup-specific rates could not be calculated due
to the absence of stable population denominators in SEER.

Conclusion: Right-sided colon cancer incidence has declined substantially over the past two decades, though it
has a familial predilection. In contrast, survival disparities remain, possibly driven by differential access to early
detection and high-quality treatment and genetic differences. APls demonstrating the most favorable outcomes
and African Americans and Al/AN the poorest. The study provides most recent SEER-22 data: national assessment
of right-sided colon cancer incidence and survival across race, while it is limited by lack of denominator data for
detailed Asian subgroups, treatment and comorbidity information in SEER, and potential confounding inherent to
registry-based analyses. Future studies will explore NCDB and SEER Medicare databases.
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Cost-Effectiveness of Early Serum Calcitonin Screening in Subcentimeter Thyroid Nodules for
Medullary Thyroid Carcinoma Detection

Shaidy Moronta DO'; Ali Akhavan PhD?; Sam PJ van Dijk PhD*; G Scott Gazelle MD PhD MPH?; Mohammad
S Jalali PhD MSc?; Jagpreet Chhatwal PhD#; John Shannon Swan MD?; Tianna Herman MsPh?; Carrie
Cunningham MD MPH?3; Jessica Liu McMullin MD MS®

' Department of Surgery, Danbury Hospital, Danbury, CT, USA

2 Institute for Technology Assessment, Massachusetts General Hospital, Boston, MA, USA

3 Department of Surgery, Massachusetts General Brigham Healthcare Center, Boston, MA, USA
4 Department of Surgical Oncology and Gastrointestinal Surgery, Erasmus MC Cancer Institute,
Rotterdam 3000, Netherlands

5 Department of Surgery, University of Utah, Salt Lake City, UT, USA

Background: Current American Thyroid Association (ATA) guidelines recommend fine needle aspiration
(FNA) only for thyroid nodules >1cm. For indeterminate cytology, serum calcitonin (Cct) levels should be
obtained, again only in nodules >1cm, potentially overlooking medullary thyroid microcarcinoma (MTmC)
with metastatic potential. We aim to assess the cost-effectiveness of using Cct to screen and treat
MTmC in nodules <1cm compared to ATA guidelines.

Methods: We use a mathematical model that simulates the natural history of benign and malignant
thyroid nodules to evaluate Cct’s performance in detecting and treating MTmC in <1cm nodules found on
ultrasound. Three strategies were compared: no Cct (Strategy1 — base case, ATA guidelines), Cctin all
nodules <1cm with surgical intervention if positive (Strategy2), and Cct followed by FNA if positive with
surgery performed only if the FNA is positive (Strategy3). We simulated 10 million U.S. patients aged 10-
89 years and used Medicare reimbursement schedules to predict costs.

Results: Strategy1 was the least expensive ($5,084 per person), followed by Strategy3 ($5,157), and
Strategy?2 ($5,207). Strategy?2 resulted in the highest number of operations for MTmC (46,982), followed by
Strategy3 (17,045), and Strategy1 (2,441). Strategy2 led to the fewest deaths from MTmC (904). The
estimated cost-per-death from MTmC avoided was $3,981,022 for Strategy2 vs. Strategy1 and $4,057,680
for Strategy3 vs. Strategy1.

Conclusions: Early detection of MTmC in <1cm thyroid nodules using Cct led to higher costs but fewer
deaths. No one strategy offered strong cost-effectiveness vs. surgical risk, likely due to the higher
prevalence of other thyroid pathologies.

Strategy Average # of Operations Cumulative
Cost/person | performed for MTC | Deaths from
($) MTC
Strategy 1 $5,084 2,441 1215
Strategy 2 $5,207 46,982 904
- .
Strategy 3+ [ ]| $5,157 17,045 1034

Fig. 1. Thyroid micronodule screening strategy and comparative costs, operations, and
deaths from MTC. US = ultrasound; AS = annual screening; Cct = serum calcitonin
screening; Srg = surgery; FNA = fine needle aspiration, MTC = medullary thyroid
carcinoma (including MTmC).



Managing Gangrene in Lower Limb by Dimethyloxalylglycine (DMOG) Treatment

Andrea Watters, DO, Nicole Taylor, MD, David M. Russell, MS, Mahesh Thirunavukkarasu, PhD,
Nilanjana Maulik, PhD, FAHA

Department of Surgery, Molecular Cardiology and Angiogenesis Laboratory, University of Connecticut
Health, Farmington, CT

Introduction: Gangrene, which is caused by ischemia and/or infection, may be limb- and life-threatening
if not treated promptly. Dry gangrene is most commonly due to atherosclerosis and progressive arterial
occlusion, affecting up to 10% of patients with peripheral arterial disease (PAD). DMOG, a prolyl
hydroxylase (PHD1, PHD2, PHD3) inhibitor, has been shown to enhance angiogenesis in ischemic animal
models including sepsis, colitis, cerebral ischemia and hind limb ischemia. The aim of this study was to
evaluate if DMOG promoted angiogenesis and limb survival in a murine model of gangrene.

Method(s): 8-12-week-old CD1 mice were injected with 400mg/kg of DMOG (“treatment group”)
intraperitoneally or the equivalent volume of PBS (“control group”) on pre-operative days 1 and 2. For the
gangrene model, the mice underwent femoral artery and vein ligation and transection concurrently and
following by 3 days of injection of 40 mg/kg of endothelial nitric oxide synthase inhibitor NG-nitro-L-
arginine methyl ester (L-NAME) to induce vasoconstriction and mimic PAD. Perfusion, calculated as the
ratio of the gangrenous to non-operative hindlimb, and the degree of gangrene of the hind limb were
analyzed by laser doppler and digital imaging on post-operative days (POD) 0, 3, 7, 14, 21, and 28. The
degree of gangrene was quantified by the Faber score. The semimembranosus and gastrochemius
muscles of the gangrenous and non-operated hindlimbs were collected on POD 28 for histological
analysis.

Results: The gangrenous hindlimbs in the control group showed more pronounced necrotic changes
compared to the treatment group. Quantitatively, there was a higher Faber score in the control group
compared to the treatment group on POD3 (8.58 v 4.64, p=0.039), 7 (8.64 v 5.09, p=0.116), 14 (9.73 v
5.73, p=0.066), 21 (9.91 v 5.82, p=0.058), and 28 (10.00 v 6.27, p=0.075, n=11). In addition, there was a
trend of slightly increased perfusion in the DMOG group compared to the control group on POD 7 (0.37 v
0.34),14(0.41v 0.35), 21 (0.44v 0.41), and 28 (0.50 v 0.45, n=11-12).

Conclusion(s): Taken together, the findings reported here demonstrate that inhibition of PHDs by DMOG
treatment reduces necrosis and increases perfusion of the distal hindlimb in a dry gangrene murine
model. Future studies are needed to explore the molecular mechanism and therapeutic efficacy of
DMOG for clinical application.



Beyond Fluoroscopy: The Intravascular Ultrasound Advantage in TransCarotid Artery
Revascularization

Tian Sheng Ng MD, Nicole Taylor MD, Vikram Bhatt MD, Benjamin Dahlberg MD, Pei En Kwok MD, Robert
K.Botta MD, Moqueet Arshad Qureshi MD FSVS FACS, Jamie S. Strachan, MD, FACS

The Stanley J Dudrick Department of Surgery, Saint Mary’s Hospital, Waterbury, Connecticut
Department of Surgery, Waterbury Hospital, Waterbury, Connecticut

The Vascular Experts, Waterbury, Connecticut

Introduction: Conventional TransCarotid Artery Revascularization (TCAR) relies on fluoroscopic
guidance for lesion visualization and stent deployment. This modality has inherent limitations, including
two-dimensional imaging, reliance on contrast administration, and suboptimal plaque characterization.
Intravascular ultrasound (IVUS) produces cross-sectional images to assess plague morphology and
luminal dimensions. This enables precise endovascular intervention and intraprocedural assessment,
including stent sizing, proper stent wall apposition, and early detection of complications such as
dissection. IVUS has been well studied in percutaneous coronary artery interventions; however, it is less
described in carotid artery interventions.

Methods: A retrospective chart review of patients who underwent TCAR in two institutions from February
2022 to July 2025 was performed. Patients were divided into IVUS and non-IVUS groups. Baseline
characteristics, intraoperative outcomes, and early postoperative outcomes were studied. The data was
analyzed using unpaired t-test and Fisher’s exact test.

Results: A total of 111 patients underwent TCAR from February 2022 to July 2025. There were 78 patients
in the IVUS group and 33 patients in the non-IVUS group. Baseline characteristics, including age, sex, and
comorbidities such as hypertension, hyperlipidemia, diabetes mellitus, COPD, stage 5 chronic kidney
disease, smoking history, and symptomatic carotid status, were not statistically different between two
groups. Intraoperatively, the IVUS group demonstrated a higher rate of post-stent deployment angioplasty
(82.1% vs 27.3%, p=0.001). There were 2 cases of arterial dissections detected via IVUS and treated with
additional stents. There was no statistically significant difference in TCAR procedure time with or without
IVUS (82.9 minutes vs 78.9 minutes, p=0.555). Postoperatively, the rate of ipsilateral stroke and
myocardial infarction within 30 days had no statistically significant difference.

Conclusion: Routine IVUS during TCAR does not increase periprocedural stroke rate. It allows earlier
detection of suboptimal stent deployment, residual stenosis, uncovered plaque, and arterial dissection,
thus enhancing procedural success and potentially reducing reinterventions.



Early and Intermediate Outcomes of Cavitron Ultrasonic Surgical Aspiration to Treat Mitral Annular
Calcification

Wendy Jin, M.D., Sabet W. Hashim, M.D., Raymond G. McKay, M.D., Jeff Mather, M.S.% Susan Collazo,
R.N., M.H.A., David W. Yaffee, M.D.

Objectives: Severe mitral annular calcification (MAC) carries an increased risk of perioperative
complications in patients undergoing mitral valve surgery and may be considered a prohibitive surgical
risk. Cavitron ultrasonic surgical aspiration (CUSA) has been reported as a method for controlled
debridement of severe MAC during mitral valve surgery, however experience in the literature is limited.

Methods: We assessed 30-day and intermediate-term outcomes in 67 consecutive patients (mean age:
72 = 9 years; female sex: 44 (65.7%)) with severe MAC who underwent mitral valve repair or replacement
for mitral stenosis and/or regurgitation using CUSA between 3/2021 and 12/2024. Operations included
isolated mitral valve replacement (n=28; 41.8%), isolated mitral valve repair (n=3; 4.5%), mitral and aortic
valve replacement (n=25; 37.3%), mitral valve replacement with coronary bypass (n=4; 6.0%), and mitral
and aortic valve replacement with coronary bypass (n=7; 10.4%). Intermediate survival was estimated
using the Kaplan-Meier method.

Results: Mortality rate was 6.0% (n=4), stroke was 3.0% (n=2) and new postoperative atrial fibrillation
was 29.0% (n=20). Echocardiographic follow-up was available in 55 patients (82.1%) at a mean follow-up
time of 173 + 279 days. Moderate paravalvular leak occurred in 2 patients (3.0%). Mid-term all-cause
mortality was 9.0% at a mean follow-up time of 42.5 (95% CI 39.0-46.0) months.

Conclusion: The use of CUSA to debride severe mitral annular calcification in patients undergoing mitral
valve surgery is associated with excellent short-term morbidity and mortality and durable intermediate-
term results. This technique allows surgical intervention in patients who may otherwise be deemed
prohibitive surgical risk.

Table 1 Surgical Outcomes Figure 1
1.0 9 +
n 55 82.1% 2
Follow-up time (days) 1734279 =
Left Ventricular Ejection Fraction (%) 57.0£11.3 .% 06
Mean Mitral Valve Gradient (mmHg) 6.1+2.2 é All-cause mortality averaged
Mitral Regurgitation E °“7  9.0% at a mean follow-up
none/trace 51 76.1% S tlme Of 425 (95% c|
mild 3 4.5% 02
e i T 39.0-46.0) months
Mitral Paravalvular Leak 0o
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Survival in Paragangliomas: Anatomic Variation and the Critical Role of Surgical Treatment.

Drishti Shah, MD"; Venus Liu, MD"; Karan Kumar, DO"; Deep Pandya, MS; Xiang Dong, MD"
! Department of Surgery, Danbury Hospital, Northwell Health, Danbury, CT, USA

Introduction: Paragangliomas (PGLs) are rare neuroendocrine tumors arising from extra-adrenal
chromaffin cells, most commonly located in the intra-abdominal and head and neck regions. Prognosis
and treatment vary depending on anatomical location and disease stage. While surgical resection is the
primary modality, literature remains limited on comparative outcomes across tumor sites and treatment
strategies.

Method(s): The SEER database was queried for all patients diagnosed with paragangliomas between
years 2000-2023. Survival outcomes were compared among patients treated with surgery,
chemotherapy, or radiation using univariate and multivariate Cox regression analysis. Further subgroup
analysis stratified cases by anatomic location: head/neck, thoracic, and pelvic/abdominal. A secondary
analysis was performed including only surgically treated patients to compare survival outcomes across
these anatomic sites. Survival outcomes were assessed using the Cox proportional hazards analysis.

Results: Surgical management was associated with significantly improved survival compared to non-
surgical treatment, regardless of tumor location (hazard ratio 0.43; p<0.0001). Chemotherapy was
associated with significantly worse survival compared to patients who did not receive chemotherapy
(hazard ratio 2.50; p<0.0001). When evaluating all cases (surgery, chemotherapy, radiation), no
significant differences in survival were observed between head/neck, thoracic, and pelvic/abdominal
groups. However, among surgically treated patients, thoracic paragangliomas demonstrated the poorest
survival (survival length in months) compared to head/neck and pelvic/abdominal sites.

Conclusion(s): Surgical resection provides a clear survival benefit for patients with paragangliomas,
independent of anatomical location. Chemotherapy was associated with inferior survival outcomes.
Although overall survival did not significantly differ across tumor sites, thoracic paragangliomas were
associated with worse outcomes in surgically managed patients. These findings highlight the importance
of surgery in PGL management and underscore the need for further study into the challenges posed by
thoracic disease. Furthermore, this study could open the arena for questioning the use for chemotherapy
in treating paragangliomas.

Hazard Analysis: Sy 5 et 5 s
Lower [Upper ’

Variable ::tziird 95% [95% |p-value
(o] Cl g

Surgery Yes /No 0.427 0.28380.6425<0.0001 |

Radiation Yes/No 1.4692 0.98252.19080.0591 T pcosoon

Chemotherapym‘i‘)/unknown 2.5014 1.57753.9669<0.0001

Time (Months)

Sex Male / Female 1.6464 1.10552.452 0.0141



Number Number

Group failed censored Mean .
head and neck 24 234 173.232
pelvic/abdominal 20 85 162.134
thoracic 11 61 104.276 o

Combined 55 380 175.045
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Want to Play a Game? Gamifying Surgical Simulation: An Escape Room Model for Team-based crisis
management

Kumar, K., Danisi, J., Applin, R., Leopold, J., Seshadri, R., Patel, K.
Danbury Hospital, Nuvance Health/Northwell Health

Introduction: Surgical didactics has transitioned to a more simulation and case-based focus;
gamification allows for learners to practice collaboration and active participation in a fun, competitive
setting. In a procedure-dominated field, success in general surgery relies on performing in a stressful
situation. Gamification, such as escape room simulations, can recreate a stressful environment and
utilize the competitive nature of surgical residents. The purpose of this study was to determine the
impact of an escape room style activity on the confidence of general surgery residents and medical
students in five defined categories.

Methods: An escape room simulation was created that included 12 stations, including procedural and
knowledge-based objectives. Medical students through PGY4 classes were randomly placed into one of
three groups to complete an escape room challenge. An anonymous pre-and post-experience survey was
given focusing on five main categories: clinical knowledge, procedural skills, teamwork, communication,
and crisis management. A T-test was used to determine statistical significance, which was valued at P
<0.05.

Results: Procedural skills scores improved significantly following the simulation (p <0.001). Teamwork
scores (p =0.010), communication (p=0.022), and confidence in crisis management (p<0.001) all
increased significantly from pre- to post-simulation. Participants showed a moderate increase in
confidence in clinical knowledge (p = 0.105), although the result was not statistically significant. Both
procedural skills and crisis management showed a very large effect size (d = 1.46).

Conclusions: Gamification-based learning can be an innovative tool for learning during general surgery
residency. An escape room style simulation was adopted to implement development in five main
categories necessary for success in a procedural-based residency. Our data suggests strong practical
value in using escape-room style simulations to teach hands-on procedural skills and offering essential
practice in managing high-stress scenarios. Therefore, escape room style simulation may increase
confidence of learning in post-graduate medical education.

Cohen's d (Effect Size) by Simulation Domain

m Clinical Knowledge
m Crisis Management
m Communication

m Teamwork

m Procedural Skills

Simulation Domain

o 0.5 1 15
Cohen's d

Image 1: Cohen’s d. Display confidence in five different categories before and after participation in
escape room.



Overexpression of Thioredoxin1 (Trx1) Protects Against Hypertension-Induced Ascending Aortic
Aneurysm Development in The Murine Transgenic Model

Nicole Taylor MD', Sean Burgwardt DO', Mahesh Thirunavukkarasu PhD', Pavayee Socrates, BS, David
Russel, MS', Monica Maloney, MD ', Matthew Curran, MD?, Venkateswaran Subramanian, PhD.%, Melinda
M. Sanders, MD,? J. Alexander Palesty MD FACS?, Nilanjana Maulik PhD FAHA'

'Department of Surgery, University of Connecticut Health, Farmington CT, ?The Stanley J Dudrick
Department of Surgery, Saint Mary’s Hospital, Waterbury, CT, ®Department of Pathology and Laboratory
Medicine, University of Connecticut Health, Farmington CT, “Department of Medicine, Division of
Cardiovascular Medicine, University of Missouri, Columbia, MO 65212

Introduction: Each year 10 in 100,000 people are diagnosed with thoracic ascending aortic aneurysms
(TAA). Early recognition, close monitoring, and prophylactic surgery are the standard for decreasing
mortality. Currently, no medical therapy exists to prevent TAA. Thioredoxin interacting protein (TXNIP) is
upregulated in vascular endothelial cells in hypertensive states (known risk factor for TAA development).
Thioredoxin-1 (Trx-1) is a crucial antioxidant protein that inhibits TXNIP. The objective of this study was to
observe if Trx-1 is a protective gene variant against TAA development by using transgenic Trx-1
overexpressed mice.

Methods: Eight-to-twelve-week old male and female wild type (WT) and Trx-1* (Trx1) mice underwent
baseline echocardiogram and blood pressure (BP) measurement with subsequent implantation of a
subcutaneous pump releasing either phosphate-buffered saline(PBS) or Angiotensin-IlI(Angll). The four
experimental groups (1) WTPBS, (2) WTANnglII, (3) Trx1PBS or (4) Trx1Angll underwent weekly BP
measurement with echocardiogram for four weeks post-operatively. Aortic diameters and
echocardiographic functions were analyzed. Verhoeff’s stain for elastin and fibrosis stains were
performed with elastin fragmentation and fibrosis area percentage quantified respectively.

Results: In Trx1Angll the aortic diameter (1.50+0.09 vs.1.79+0.05, mm, p=0.0043, n=7-9) was less than
the WTANgIIl group on postoperative day 28. There was no difference in aortic diameter between the
Trx1Angll (1.5+0.08, mm), Trx1PBS (1.50+0.03, mm) or WT-PBS (1.38+0.02 mm). At week four, systolic
blood pressure (SBP) in the Trx1Angll was less than the WTAngll group (141.1 vs. 194.7, mmHg,
p<0.0001). However, SBP was increased in Trx1Angll compared to WTPBS (141.1 vs. 108.6, mmHg,
p<0.0001) and Trx1PBS (141.1 vs. 105.7mmHg p<0.003). Systolic and diastolic cardiac functions
demonstrated no changes. The WTAngIl group demonstrated increased elastin degradation compared to
Trx1Angll (52.7 vs. 10.39, number of fragments, p<0.0001, n=4). There was no significant difference in
elastin fragmentation between Trx1Angll and WTPBS (10.39 vs. 7.460, p<0.809, n=4-5). Additionally, there
was increased perivascular fibrosis in the WTAngll group compared to Trx1Angll (17.55 vs. 8.583, %,
p<0.0093, n=4-5) and no difference in fibrosis between Trx1Angll and WTPBS (8.583 vs. 4.910, %,
p<0.4175, n=4-6).

Conclusion: Overexpression of Thioredoxin1inhibits the physiological effects of hypertension on the
aorta, protecting against TAA development.



In-Hospital and 1-Year Outcomes of Isolated CABG Patients Requiring Pre-Operative Inotrope
Therapy

Qiawen Jin, MD, Sabet Hashim, MD, Susan Collazo, RN, Anthony Tristani, BS, Cesar Andres Rubio-Ramos, MD,
Raymond G. McKay, MD, Ayyaz Ali, MD

Objective: A subset of patients referred for isolated CABG require preoperative inotrope for ventricular dysfunction
with a depressed cardiac output secondary to ongoing myocardial ischemia and/or recent myocardial infarction.
This study sought to determine in-hospital and 1-year clinical outcomes of isolated CABG patients requiring
inotropic agents within 48 hours preceding surgery.

Methods: Retrospective analysis was made of an institutional CABG database with all data elements defined by
the STS national registry. Late clinical outcomes were assessed from the electronic medical record.

Results: From a total cohort of 2,880 isolated CABG patients treated between 1/1/17 and 9/30/23, 35 patients
required preoperative inotrope use. The study group included patients with a mean age of 62+14 years and an STS
Risk Score of 13.9+13.13.2%. Pre-operative testing demonstrated an LV ejection fraction of 31.9+13.3%. Cross
Clamp and Perfusion times averaged 66.1+18.7 and 97.8+33.3 minutes, respectively. Mechanical circulatory
support was required in 20 patients including IABP use in 19 (54.3%) and V-AECMO in 1 (2.9%).

In hospital all-cause mortality was 1 (2.9%) and 1-year mortality was 5 (14.3%). Total ICU stay averaged 137.0+76.6
hours with a postoperative length of stay of 10.3+6.0 days. A total of 5 patients (14.3%) were discharged on
inotrope therapy. Follow up ECHO showed increase in LV EF with 40.8+9.0% in 30- day follow up and 40.2+14.0% in
1-year follow up.

Conclusions: In this single center study, high-risk patients requiring inotropic support in the 48 hours preceding
isolated CABG with a preoperative STS Risk Score of 13.9% had an acceptable in-hospital and 1-year all-cause
mortality, with a progressive post-discharge increase in LV ejection fraction.

Table 1.
N (%)
In-Hospital Outcomes
All-Cause Mortality 1(2.9%)
Stroke 2 (5.7%)
Post-Op Atrial Fibrillation 13 (37.1%)
Renal Failure 3 (8.6%)
Re-Operation for Bleeding 0 (0.0%)
Permanent Pacemaker 1(2.9%)
30-Day Outcomes
All-Cause Mortality 2 (5.7%)
Re-Admission 5(14.3%)
1-Year Outcomes
All-Cause Mortality 5(14.3%)
Re-Admission 11 (31.4%)
Echocardiographic Follow-Up (LV Ejection Fraction)
30-Day 40.8+9.0%
1-Year 40.2+14.0%
Late (1007+411 days) 42.7+14.4%




