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WELCOME

On behalf of the European Surgical Association, and as the local
organization committee, we are thrilled to welcome you to the historic and
vibrant city of Geneva for the ESA Congress 2025. Whether you will join us
from across Europe or from around the wostdur presence will enrich
what promises to be an extraordinary exchange of knowledge, innovation,
and surgical excellence.

Geneva a global hub of science, diplomacy, and progressves as the
LISNFSOG aSGaGAy3 T2 N iheddaysavEwinEne O2y
into the latest advancements in surgical techniques, discuss
transformative research, and address the challenges and opportunities
AKIFLIAY3 GKS FdzidzZNB 2F 2dz2NJ FAStE R ¢
challenge, and propeis forward.

We extend our deepest gratitude to our wodthss speakers, dedicated
moderators, and generous sponsongour contributions make this event
possible. To all attendees, we encourage you to engage actively, forge new
collaborations, and take full advantagketlis unparalleled platform for
learning and growth.

¢23SGKSNE tS3Qa YIF1S 9{! Hnup I fly
care. We wish you a stimulating, productive, and memorable congress.

Welcome to Geneval
Prof.ChristianTosoMD, PhD
Prof. Stefan Moenig MD

Prof. Frédéric Ris MD

Division of Abdominal Surgery
Geneva University Hospitals

Prof. Nicold de Manzini
ESA President
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THURSDAN May

NEXT GENERATION SYMPOSIUM
14:00 | NEXT GENERATRRDGRAMME

18:00 ‘ Drinks & Networking

FRIDAZ™ MAY
CONGRESSDAY

07:00 | Welcome desk Registration opening
08:00 [t NBAARSYy(iQa 2St02YS
08:10 | Presentation of new ESA Members

08:20 | Presentation ohew Honorary
Members
08:5 | Presentation of ASA Member

08:30 | Session:Papersl > 6

10:30 | Coffee break

11:00 | SessionlPapers 7 >2

13:00 | Lunch

1425 | Session llISpecial lecture & Papers 3> 17
16:25 | Coffee break

16:50 | Session IWPapers 18 >22

18:30 | General Assembly

19:05 | End of the day

20:00 | Welcome Reception

F1dVLINIL

SATURAY3Y MAY
CONGRESS DAY

07:00 | Welcome desk Registration opening

08:15 | Session MPapers23> 28

10:15 | Coffee break

10:35 | Session VESA special lecturef2Papers 2> 34
12:55 | Lunch

1400 | Session VIPapers35>40

16:00 | Coffee break

1620 | Session VIl KNRA & (1 2 LIK S a & Rapeks@ 8
46




18:35 \ End of the Meeting
20:30 ‘ Gala Dinner




THURSDAY, MAY, 205
ESANEXT GENERATION SYMPOSIUM
Venue Campus Biotech

1200

14:00

14:05

14:30

14:50

15:10

15:30

16:30

WELCOME DESREGISTRATIOIRENING

Welcome by ESA
Prof. Nicolo de Manzini, President of ESA and Prof. Robert
Caiazzo Chair of Next Gen Committee

Testimony from a SurgeonAdghanistan
Dr. Besmellah Shewamal, Secretary Afghan Society of

surgery

ESA Nextzen Accepted Adiract: Exploring a new
perspective on competition in pursuit of attracting the
next generation of surgeonsAn important issue to
address in thdace of an imminent global healthcare
crisis.

J. Eckhof€. Bruns, Germany

ESA NexBen Accepted Adtract:Does the Porcine in
Vivo Simulation Model Still Have a Future? A Proof of
Concept for a LowCost 3R Alternative: The -Eivo
Perfused ThoracPeritoneecPelvic Monobloc Model.
Edouard Roussel, Rouen, France

Training in reconstructive surgery in sub Saharian
Africa : the P Chance Model
Dr Lionel Dumont, Geneva, Switzerland

Elearning program, European School of Surgery
Prof. P.A. Clavien, Zurich, Switzerland; Fariba Abbassi
Matthias Pfister

Building High Level Health Care
Prof. Youns Bijijou, Director of Mohamed VI Foundation,
Marocco



17:00 How to set up a posibstetrical rectevaginal cloaqua
program inAfrica?
Prof. Frederic RIS, HUG, Gen8wéfzerland

17:30 Humanitarian Experience in Kenya
Dr. Victor Lopez, Murcia, Spain



FRIDAY, MAYT, 2025
ESA MEETING

07:00

08:00-08:10

08:10-08:20

0820-08:5

0825-08:30

WELCOME DESREGISTRATIOIRENING

two9{L59b¢Q{ 29[/ ha?9
Nicolo De Manzini (ltaly)

PRESENTATIONTBHEENEW ESA MEMBERS
Nicolo De Manzini (ltaly)

Guido Torzillfltaly),

Hugo Pintdviarques (Portugal)

PRESENTATION OF THE MEMORARMEMBERS
Nicolo De Manzini (ltaly)

Guido Torzilli (Italy),

Hugo Pinto Marques (Portugal)

PRESENTATIONTBIEASAMEMBER
ASAESA exchange program
Ferre-AlainClavien (Switzerland)

Dr.Waddah B. ARefaie, MD, FAGS8rves as The Chair of Surgery at
Creighton University School of Medicine and The Chair of Surgery
CHI Health System in Omaha, Nebraska. His clinical areas of inter
are in Gl oncologynamely stomach cancer, soft tissue sarcomas a
melanomas. In 2019, he was named by The Washingtonian as one
the Top Doctors in Washington, DC.

AlRefaie is a fellowship trained surgical oncologist. He obtaine
medical degree from The Royal College of Surgeons in Ireland in
After finishing an internship at The Amiri Hospital in his native cot
Kuwait, he completed his residency at tbeiversity of California Sa
Diego in 2004. He then completed a fellowship at The University of
M. D. Anderson Cancer Center in 2006. Dr. Al Refaie served as t
Director of the University of Minnesota Surgical Outcomes Rest
Center where he celed a group of research analysts and mento
several surgical residents. He then served as The John S. Dillon (
Surgical Oncology and Regional Chief of Surgical Oncology, Surt
Chief of The Georgetown Lombardi Comprehensive Cancer Certe
Vice Chair for Research from 2012 to 20
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He has published over 120 peewiewed manuscriptaincovering
variations in, and disparities in surgical cancer care among vulne
populations and how these variations intersect with major health pc
changes. Dr. ARefaie has secured nearly $3.5M in research fundin
cancer surgical care includiagecent $3M RO1 grant on the resear
from the National Institute of Health. This proposal aims to em
artificial intelligence (Al) and natural language processing (
technologies and conduct a randomized clinical trial to examine h
voiceassited, remote patient symptom monitoring system can redt
outcomes disparities after cancer surgery among minoritized and
communities.

Dr. AlRefaie has written several book chapters on stomach cancer:
soft tissue sarcomas and has been an invited lecturer in areas of bc
clinical and research interests. Dr-Riifaie has mentored sever
surgeons, residents, and students in stabioncology, outcome:
research, and education. He led the annual MedStar Georgetown G
and Soft Tissue Neoplasms Symposiu

AlRefaie is the recipient of several prestigious awards including the
of Kuwait medal in 1990, Inaugural Gulf Cooperation Council Me
Distinction Award, Minister of Higher Education Awards, UCSD Ct
Surgery Awards, MD Anderson Advancedtifiomer Awards, and The
American Society of Clinical Oncology Awi

AlRefaie is a member of several prestigious surgical and cancer so
including The American Surgical Association, The Southern Si
Association,American College of Surgeons, Society of Unive
Surgeons, Surgical Biology, Society of Surgery of Alimentary Trac
Society of Surgical Chairs. He is past chair of the Society of Sur
LEAYSYGdFENE ¢NFOGQ&a wSasS| Nk the
Director on the Board of Directors of The Surgical Biology Club I, S
of Surgery of Alimentary Foundation, Society of University Surc
Foundation, American College of Surgeons Foundation, and Socl
Surgery of Alimentary Board of Tees



08:30-10:30

08:30¢ 08:50

08:50¢ 09:10

09:10¢ 0930

09:30¢ 09:50

09:50¢ 10:10

10:10¢ 10:30

SESSION | Papers 1> 6

01] An antimicrobial stewardship program in
pancreatic surgery reduces the infectious risk of
contaminated bile, making intraoperative bile
cultureunnecessary: a beforafter study on 1638

pancreaticoduode
Matteo De Pastena

02] Association between colorectal cancer
screening and perioperative survival in patients
older than 70 years: results of a multicentre
retrospective national study
Matteo Rottoli

03] Defining Biologically Borderline Resectable
NonFunctioning Pancreatic Tumors {NF

PanNETs): A Predictive Model for Preoperative
Assessment of Early Recurrence Risk
Stefano Partelli

04] AQuarterCentury of History: The Evolution of
Western Living Donor Liver Transplant Mirrored in
a Single Surgeon International Experience
Chase Wehrle

05] Fiveyear results of the doubiklind
randomized controlled trial comparing laser
hemorrhoidoplasty with sutured mucopexy and
excisional hemorrhoidectomy
Gabija Makunaite

06] Outcomes of resectable eardyage perhilar
cholangiocarcinoma: Results from the UK
nationwide CAPBIL study
Dhanwant Gomez

10



10:30
11:00¢ 13:00

11:00¢ 11:20

1120¢ 1140

11:40¢ 12:00

12:00¢ 12:20

12:20¢ 12:40

12:40¢ 13:00

13:00

14:0 ¢ 16:25

COFFEBREAK

SESSION | Papersy >12

07] Should Colorectal Cancer Patients Undergo
Prophylactic Appendectomy? A populatimased
retrospective cohort study
Jeremy Meyer

08] Tackling Prevention an&arly Diagnosis of
Esophageal Adenocarcinoma through a National

. F NNBGGQa wS3A&alNE F' YR
Nicola B Raftery

09] Road towards ambulatory colectomy. Patient
outcomes and satisfaction during a feasibility

study
André5 Q1 2 2 NB

10] Preoperative exercise to improve fitness in
patients undergoing complex surgery for cancer of
the lung or esophagus (PRHT): a randomised
controlled trial
Emer Guinan

111 Ex Vivo Resection andintestinal
Autotransplantation: An International Multicenter

Study
Tomoaki Kato

12] Life expectancy of transplanted liveldOPE
against aging?
Janina Eden

LUNCH BREAK

SESSION | Specialecture I& Papersl3> 17

11



14:.00¢ 14:25

14:25¢ 15:05

1445 ¢ 15:05

15:05¢ 15:25

15:25¢ 15:45

15:45¢ 16:05

Presidential lecture
Surgery in a changing world Beyond the
Technique: Can we be both Ethical and
Sustainable?

Nicob de Manzini

ESA Secial Lecture I
Beyond Pvalues: Novel Minimal Important
Difference of the Comprehensive Complication
Index (CCI®) that reflects a Clinically Meaningful
Outcome in Major Abdominal Surgery
Fariba Abbassi

13] Blumgart Anastomosis vs. Invaginating

PancreateGastrostomy for
Pancreatoduodenectomy Reconstruction: A
Randomized Controlled Trial

Dimitri Dorcaratto

14] Low Anterior Resection Syndrome Treatment
Possibilities: Multicenter, Randomized Controlled
Clinical Trial
Michail Klimovskij

15] Clinical Validation of NerveTrend vs.
NerveAssure Mode of Intraoperative
Neuromonitoring in Prevention of Recurrent
Laryngeal Nerve Injury During Thyroid Surgery: A
Randomized Controlled Trial
Marcin Barczynski

16] Facilitating the RobeAssisted Minimally
Invasive Esophagectomy (RAMIE) Learning Curve:
a Retrospective Cohort Study on Réak

12



16:05¢ 16:25

16:25

16:50¢ 18:30

16:50¢ 17:10

17:10¢ 17:30

17:30¢ 17:50

17:50¢ 18:10

Anatomy and Surgical Phase Recognition using
Deep Learning
Romy van Jaarsveld

17] Postoperative chronic enterocutaneous
fistulas: are fistula origin and surgical timing truly
determinants of outcomes? A single center
experience with 200 operated patients
Yann Parc

COFFEE BREAK

SESSION | Papers & >22

18] The longterm course of calcitonin
measurements after thyroidectomy in patients
with Multiple Endocrine Neoplasia type 2A

(MEN2A)
Marijn van den Berg

19] HCC recurrence in liver transplants treated
with  hypothermic  oxygenated perfusion
Janina Eden

20! OKASGAY3 W%BSNR a2NIIlf A
Insights from a 1% ear Nationwide French Cohort

of 563,878 interventions

Robert Caiazzo

21] Llongterm Followup After Hypothermic
Oxygenated Machine Perfusion in DCD Liver
Transplantation: Results of A Randomized
Controlled Multicenter Trial (DHOBED)
Robert Porte

13



18:10¢ 18:30 22] Do Trisectionectomies Improve Outcomes for
Localized Bismutorlette Type Il and Ill Perihilar
Cholangiocarcinomas? Insights from a Nationwide
French Cohort Study
Stylianos Tzedakis

18:30¢ 19:05 GENERAL ASSEMBLY

20:00 WELCOME RECEPTION
Swiss Dinner at Edelweiss

14



SATURAY, MA¥", 2025
ESA MEETING

07:00

08:15¢ 10:15

08:15¢ 08:35

08:35¢ 0855

08:55¢ 09:15

09:15¢ 09:35

WELCOME DESREGISTRATIOIRENING

SESSION Papers 23 28

23] Should Colorectal Cancer Patients Unde
Prophylactic Appendectomy? A populatimased
retrospective cohort stud
Noam Kahana

24] Postoperative Outcomes bfinimally Invasive
Gastrectomy Versus Open Gastrectomy:
Populationbased Cohort Stud
Elisenda Garsot

25] Synthetic data generated by artifici
intelligence to optimize surgical trial design: a pi
application on Transandransection and Singlg
Stapled Anastomosis (TTS
Caterina Foppa

26] From cherry picking to R1vasc, clusters, 4
compass points: evolution, technique, and res
of Parenchymadparing OneStage Hepatectom
for multiple colorectal liver metastase
Flavio Milana

CpPAVIN AVALNLVS

15



09:35¢ 09:55 27] Induction chemotherapy and cytoreductive
surgery and hyperthermic intraperitoneal
chemotherapy (HIPEC) versus palliative
chemotherapy for peritoneal metastasized gastric
cancer. a propensity scorenatched analysis
Richard van Hillegersberg

09:55¢ 10:15 28] Association of donor and recipient Hiiked
genetic variations with intestinal transplantation:
a multicenter European cohort analysis
Antoine Dubois

10:15 COFFEE BREAK

10:35¢ 12:55 SESSION \Special lecture Il Raper29 >34

10:35¢ 10:55 ESA Special Lecture I 1
Assessing Surgical Innovation: ALPPS as an IDEAL
Example

Michaél Linecker

10:55¢ 11:15 29] Construction of TRGM Prognostic
Classification System foEsophageal Cancer
Receiving Neoadjuvant Therapy Followed by
Esophagectomy: A Study Based on Netherlands

Cancer Registry
Zhougiao Wu
11:15¢ 11:35 30] Outpatient Stoma Closure in 130 Patients:

Insights from the GRECCAR Multicentric Study
Jérémielefevre

11:35¢ 11:55 31] Improving Kidney Transplant Outcomes: A
Multi-Omics Approach to Predict Primary Non
Function
Sadr Shaheed

16



11:55¢ 12:15 32] 30-Day vs 9@ay Mortality as Quality Metric
for Pancreatic Surgery: A National Audit Study
Tessa Hendriks

12:15¢ 12:35 33] Investigation of the benefit of using an
autologous plateletich fibrin matrix for
treatment of anastomosis during rectal surgery
A Singleblind Randomized Multicenter Pilot Study

(ORSY Trial)
Luigi Boni
12:35¢ 12:55 34] Impact of IAP Guidelines on Intraductal

Papillary Mucinous Neoplasm (IPMN)
Management in a Single Hiyfolume Center: An

Evolving Approach
Antonio Pea

12:55 LUNCH BREAK

14:00¢ 16:00 SESSION Papers35 > 39

14:00¢ 14:20 35] Robotic vs open primary ventral hernia repair:
results from a randomized controlled trial
(Robovent)

Jonathan Douissard

14:20¢ 14:40 36] Delay in Surgical Intervention Predicts and
Increases Hospital Mortality in Emergency
General Surgery Admissions in Adults and Elderly:
A Summary §ear Study of 6,805,380 Patients
Rifat Latifi

17



14:40¢ 15:00

15:00¢ 15:20

15:20 ¢ 15:40

15:40 ¢ 16:00

16:00

16:20¢ 18:30

16:20¢ 16:35

16:35¢ 16:55

37] Delay in Surgical Intervention Predicts and
Increases Hospital Mortality in Emergency
General Surgery Admissions in Adults and Elderly:
A Summani0-year Study of 6,805,380 Patients
Eduard Schmidt

38] The Efficacy and Safety of Intrapancreatic Bile
Duct Resection Applied in Type | of Congenital Bile
Duct Dilation: A Mukitenter Control Cohort Study
Shuo Jin

38] Predictors for successful treatment of infected
necrotizing pancreatitis with antibiotics alone: a
nationwide prospective cohort
Hannah Pauw

39] Using the Fragility Index Analysis for

Assessment of the Robustness of Evidence in
Randomized Controlled Trials Cited in the National
Comprehensive  Cancer Network (NCCN)
Guidelines for Gastric Cancer

Noam Kahana

COFFEE BREAK

SESSIONI Paperst0>45

Presentation by the ChristopiMariette Grantee
Noel Donion

40] Anatomical versus neanatomical pulmonary
metastasectomy: a European multicentre

propensityscore matched analysis
Elena Prisciandaro

18



16:55¢ 17:15 41] Characteristics and treatment eblorectal
vaginal fistula after rectal cancer resection; an international comparative
cohort study
Jobbe Lemmens

17:15¢ 17:35 42] Living donor liver transplantation reduced
waitlist mortality in acuten-chronic liver failure
Tiffany Wong

17:35¢ 17:55 43] Benchmarking Oncologic Outcomes of Liver

Resection for Colorectal Metastases.
LiverMetSurveypased reference values for

evaluating alternative treatments
Luca Vigano
17:55¢ 18:15 44] Incisional Hernia Development After Mass and

Layered Closure of Upper Abdominal Transverse
Incisions: Results of a Randomized Controlled Trial
Maciej Krasnodebski

18:15¢ 18:35 45 Management of esophageal cancer with
concurrent cervical node metastasis: a nationwide
populationbased cohort study

Maxime Sanders

20:30 GALA DINNER
Gala dinner at Parc des EaYixes
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SPECIAL LECTURE

Friday, May 2 2025

Beyond Pvalues: Novel Minimal Important  Difference
of the Comprehensive Complication Index (CCI®) that reflects

a Clinically Meaningful Outcome in Major Abdominal Surgery

Fariba Abbassi?, Matthias Pfistér Julia Brauh) Eva Angenete; EvaHaglind-5, Aron
Onerug:’; Margot HM HeijmargsGerrit D Slootér Charlotte JL Moleng&adulio F Fiorg
Liane S Feldm&nNicold Pecoréll; Giovanni Guarnéf, Massimo Falcol; Milo A
Puhar#*; PierreAlain Clavien, MD, PhE*

* Both authors contributed equally to this work

(1)Department of Surgery and Transplantation, University of Zurich, Zurich (Switzerland),
(2)Epidemiology, Biostatistics and Prevention Institute, University of Zurich, Zurich (Switzerland),
(3)Wyss Zurich Translational Center, ETH Zurich and Univer&ityicbf, Zurich (Switzerland), (4)
Department of Surgery, SSGR&ndinavian Surgical Outcomes Research Group, Institute of Clinical
Sciences, Sahlgrenska Academy, University of Gothenburg, Gothenburg (Sweden), (5) Department of
Surgery, Sahlgrenska Unbigyr Hospital, Region Vastra Gotaland, Gothenburg (Sweden), (6)
Department of Pediatrics, Institute of Clinical Sciences, Sahlgrenska Academy, University of
Gothenburg, Gothenburg (Swedery)) Department of Pediatric Oncology, Sahlgrenska University
Hospital, Region Vastra Gotaland, Gothenburg (Swe@bepartment of Surgery, Maxima Medical
Center, Veldhoven (the Netherland8)Department of Surgery, McGill University, Montreal (Canada)

(10) Division ofPancreatic Surgery, Pancreas Translational & Clinical Research Center, San Raffaele
Scientific Institute, Milano (Italyj11)Professor of Surgery and Transplantation, University of Zurich,
Wyss Translational Center, Swiss Medical Network, Zurich (Switzerland)

Background and aim
The recent Outcome4Medicine consensus conference on how to assess
guality of surgical interventionblat Med 2023, doi: 10.1038/s415923
022373) recommended the Comprehensive Complication IndeX)(&€|
the onlyvalidated metric that quantifies cumulative surgical morbidity. To
date, more than 120 randomized controlled trials (RCTs) have used the
CC? as an endpoint. While the Qs a sensitive endpoint to detect
treatment effects with reduced sample size requirements compared to
traditional complication measures, like rate of overall or severe
complications, a statistically significant effect does not necessarily
translate into tinical relevance. Clinically relevant differences are better
captured by the Minimlalmportant Difference (MID), defined as the
smallest difference of an outcome that patients perceive as relevant. While
the MID concept is weklnown in other fields of medicine, like cardiology
and oncology, it is almost absent in surgical studiesshbiscoming has
contributed greatly to criticisms in interpreting surgical studies. Therefore,
our aim was to estimate the MID for the CCI® in patients undergoing major
abdominal surgery.
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Study Design

Individual patient data were extracted from surgical studies reporting CCI®
at 30 days and using PatiéReported Outcome Measures (PROMS) with
established MIDs at baseline and 30 days. To determine the MID for the
CCI® we used an ancliiased approach, iwhich outcomes (e.g., PROMSs)
with known MIDs serve as reference (anchor) and are linked to the CCI®
score.

Statistical Analysis

Following established methods, a PROM was selected as an anchor only if
the Spearman correlation coefficient between its change in score (baseline

to 30 daysLJ2 a1 2 LISN} GAGS0 |yR GKS [/ /Lt ¢
regression to estimate the MID of the CCI® across different anchors, and
triangulation to determine a single MID.

Results

Data were extracted from three published RCTs and one prospective
observational study (n=1588 patients) in colorectal or pancreatic surgery.
In colorectal surgery cohorts, the physical component summary and
physical functioning of the Short Fef36 (SF36) questionnaire, general
fatigue and physical fatigue of the Multidimensional Fatigue Invedtory
(MFF20), and the EuroQdl-Dimension (EGD) Index Score as well as the
EuroQol Visual Analog Scale-{E&¥) showed a correlation with the CCI®
2T X esbling jn MID M3timates for the CCI® ranging from 8.0 to
22.4. In pancreatic surgery the physical health summary score and physical
functioning of the PROM Information Systgth (PROMIZ9)
guestionnaire qualified as anchors providing MID estimateféo€CI® of
12.7 and 11.6, respectivelfjable Isummarizes the relevant PROMs with
their corresponding MIDs, affcble Zhows the model for regression and
the resulting MID estimates of the CCI®.

Discussion

Based on our findings, we propose apbint difference in the CCI® score
as a clinically relevant effect in patients undergoing abdominal surgery.
This MID provides an important foundation for sample size calculations
and interpretation of RCTs and largal world observational studies.
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Conclusion

The MID of 12 CCI® points is a key step toward shifting the focus beyond
p-values and statistical significance, emphasizing patiemtered surgical
research, with the ultimate goal of improving surgical quality.

Table 1. Summary of Patient-Reported Outcome Measures with an established

Minimal Important Difference used as anchors

PROM Used Score/ Sub scare Score range MID
SF-36 Physical Component Summary 0-100 10
SF-36 Physical Functioning 0-100 8
MFI-20 General Fatigue 4-20 21
MFI-20 Physical Fatigue 4-20 2
EQ-5D Index Score -0.594-1 0.2
EQ-VAS EQ-VAS 0-100 8
PROMIS-29 Physical Health Summary Score 0-100 2.3
PROMIS-29 Physical Functioning 0-100 2.7

PROM: Patient-Reported Outcome Measure; MID: Minimal Important Difference; SF-

36: Short Form-36; MFI-20: Multidimensional Fatigue Inventory-20; EQ-5D: EuroQol-
5-Dimension; EQ-VAS: EuroQol Visual Analog Scale; PROMIS-29: Patient-Reported
Outcomes Measurement Information System-29.
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Table 2. Linear Regression Model to Determine the Minimal Important Difference of the

Comprehensive Complication Index

Regression

Estimated MID of the CCI®

(95% Confidence Interval)

4.24 + 0.38*MID SF-36 Physical Component Summary

8.0(-25.0-41.0)

16.00 + 0.33*MID SF-36 Physical Functioning

18.6 (3.1-34.2)

7.01 + 0.97*MID MFI-20 General Fatigue

9.1(3.8-14.3)

6.50 + 1.09*MID MFI-20 Physical Fatigue

8.7(3.9-13.4)

19.90 + 28.37*MID EQ-5D Index Score

22.5(21.8-23.1)

20.04 + 0.30*MID EQ-VAS

22.3(8.7-35.9)

11.07 + 0.72*MID PROMIS-29 Physical Health Summary Score

12.7 (7.4-18.1)

9.29 + 0.85*MID PROMIS-29 Physical Functioning

11.6 (4.9-18.3)

MID: Minimal Important Difference; CCI®: Comprehensive Complication Index; SF-36: Short
Form-36; MFI-20: Multidimensional Fatigue Inventory-20; EQ-5D: EuroQol-5-Dimension; EQ-
VAS: EuroQol Visual Analog Scale; PROMIS-29: Patient-Reported Outcomes Measurement

Information System-29.
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SPECIAL LECT@RE
Assessing Surgical Innovation: ALPPS as an IDEAL example

Michael Linecket, Matthias Pfiste}, Hauke Lang, Eduardo de Santibaffesleffrey S
Barkun, PierreAlain Clavieh

(1)Department of Surgery and Transplantation, University Medical Center Schlestéin, Campus

Kiel, Germany(2)Department of Surgery aritransplantation, University of Zurich, Switzer|&Bjl
Department of General, Visceral and Transplantation Surgery, University Medical Center, Mainz,
Germany (4) Department of Surgery, Hospital Italiano, University of Buenos Aires, BuenoAires
Argentingd Department of Surgery, McGill University/McGill University Health Centre, Montreal,
Quebec, Canada

Background and Aims

Most improvements in patient care relate to technological innovation. The
Balliol colloquium proposed -&equential stages to evaluate novel
interventions (IDEAL): Innovation, Development, Exploration, Assessment
and Longerm. ALPPS (Associating Liver Partition and Portal vein ligation
for Staged hepatectomy) was introduced in 2011 to expand liver surgery
in primarily norresectable diseasdrollowing major controversies, an
international registry followed by a consensus conference was organized
by creatorsand early adopters to define key technical aspects as well as
benefits and risks.

Our aim is a critical assessment of this complex procedure focusing on a)
the contribution of the registry to indications, technical modifications and
risks, b) a comprehensive search of the surgical literature, and ¢) Long
term oncological outcome fromlalources availabl&/e compared ALPPS

to two other disruptive surgical technologies: laparoscopic
OK2ft SOeaisSOitz2ye o[/ 0 Ay (GKS SINIe
surgery.

Study Design

The first part is a prospective observational study on the development of
ALPPS based on the IDEAL concept. The second part compares the
implementation of ALPPS to LC and robotic surgery.

Results
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By October 2024, the international registry collected 1349 cases of ALPPS
from 146 centers in 46 countries (Table 1). Early reports unveiled an
alarming morbidity and doubléigit pertoperative mortality, which lead

to rapid implementation of the registrghortly followed by an expert
consensus conference, which took place in Hamburg in 2015.
Accumulating cases in the registry enabled crucial technical adjustments
and risk models to identify patients with superior outcome; for example,
LI G A Sy (a fage rolokeQd ING metastases, and no interstage
complications. With this information, the initial -8@y mortality rates
>15% dropped to < 5% in higblume centers (Figure 1). Metaalyses,
long-term followup and even one RCT were successful tmiyugh
growing data in the registry. The thorough evaluation of ALPPS led to 655
publications (Figure 2) with currently conclusive studies on-tEmng
surgical and oncologic results.

Ly O2YLI NRA2YS GKS RS@St2LISyd 27
marked by technical advances and a registry to highlight safety (especially
bile duct injuries). A small multi center RCT (as well as a larger one later)
supported an unstoppable wavef oapid adoption by patients and
surgeons.

Robotic surgery has followed the introduction of laparoscopic surgery and
is currently going through close scrutinization by many stakeholders in
view of the massive promotion by the industregRtries are in various
phases of implementation, but a compelling registry is misginfiyst
consensus conference for hepdtiiary diseases, held in Paris in
December 2023, concluded on the pressing need for highality studies

to move from the IDEAL exploration to proper assessment of safety as well
as longterm data covering both healthcare and patient perspectives.

Discussion

ALPPS is a groundbreaking example of surgical innovation for a highly
complex procedure progressing through all IDEAL stages. Despite major
early polemics about safety, the availability of a registry and an expert
consensus conference enabled many conetusitudies on technical
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aspects, indications and lotgrm results. With these achievements the
registry can be closed for prospective inclusion of new cases.

Conclusion

ALPPS has now reached a Haglel evaluation with clear guidelines for
use thanks to international collaboration and the IDEAL paradigm. This may
serve as template for future evaluation of surgical innovations.
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01] An antimicrobial stewardship program in pancreatic surgery red
the infectious risk of contaminated bile, making intraoperative |
culture unnecessary: a  befoiafter study on 1638

pancreaticoduodenectomies
Dr Matteo De Pastena(1prof Salvatore Paiel(d), Dr Gabriella Lionett(l), Dr Fabio
Cascian{l), Dr Elisabetta Sere(ii), Dr Antonio Peél), Prof Giuseppe Mallgd), Prof
Roberto Salviél).

(1) Verona University Verona(ltaly).

Background and Aims
Antimicrobial stewardship (AMS) programs have been shown to reduce {
site infections (SSIs). Contaminated bile is a known risk factor for SSis f
pancreaticoduodenectomy (PD). This study aimed to evaluate the impa
pancreatic surgergpecific AMS on SSI rates after PD, with a particular fo(
the microbiological profile of bile samples.

Study Design
This observationddefore-after study was conducted at a highlume pancreati
surgery center (#NCT04199494) and included patients who underwe
between 2015 and 2022. The pfS period spanned from 2015 to 2019,
the postAMS period from 2020 to 2022. Intraoperatibde cultures werg
collected and analyzed during the procedure. The AMS program introd
2020 included several interventions: universal preoperative rectal screen
multidrugresistant organisms (MDROSs), personalized surgical ant
prophylais (SAP) based on screening results, and enhanced infection
protocols. Tailored SAP was specifically reserved for patients colonize
MDROs, such as extendsgectrum betdactamase (ESBhjoducing
Enterobacterales, carbapenemsistant Entasbacterales (CRE), Pseudomd
aeruginosa, and Acinetobacter species. SSls were defined per CDC g
while secondary outcomes included length of stay, major complications (&
5AYR2 3INIRS xo00X FYR Y2NIlFftAdeo

WESHIAdWELOVHLSAY

Statistical Analysis
Comparative analyses between #MS and posfMS groups were performe
Continuous variables were compared usifgsts or Wilcoxon rankum tests
and categorical variables using-@Hj dz N3 2 NJ CA &4 K $alp a
<0.05 was considered skat G A OF f t @ AAIYATFAOLI Yy i ®
analysis were included in a multivariate logistic regression model to ig
factors significantly associated with SSis.
Results

Of the 1,638 PD patients, 1,319 (74.4%) underwent intraoperative bile sal
and 949 (72%) had positive cultures for contamination. The most co
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organisms were Enterobacterales (75%), of which 18% werepEfsiBting and

5% were CRE. Enterococci were the second most frequent bacteria (60%), with 4%
being vancomyciresistant Enterococci (VRE). Contaminated bile was associated
with factors such as afe gender, jaundice, preoperative biliary stenting,
cholangitis, neoadjuvant therapy, malignancy, and positive rectal screening
(p<0.05). In the prAMS period, patients with contaminated bile had a
significantly higher rate of SSIs (38% vs. 31%, p=0p@08gularly for superficial

SSIs (7% vs. 3%, p=0.001). However, following AMS implementation and tailored
SAP, the presence of contaminated bile was no longer linked to an increased risk
of SSIs (overall SSI: 29% vs. 28%, p=0.5; superficial SSI:248p ws0.2).
Multivariate regression confirmed tailored SAP as a protective factor against both
overall SSlIs (OR 0.6, IQR¢@9) and superficial SSIs (OR 0.4, IQRD.8R
Intraoperative bile cultures had limited predictive value for SSI risk after PD.

Discussion

This study provides evidence that a pancreatic surgpegific AMS featuring
tailored SAP based on preoperative rectal screening significantly reduces the
incidence ofSSls after PD. The AMS program proved more effective than
intraoperative bile culture reduces in predicting and managing SSls, aligning with
WHO guidelines for judicious antibiotic use.

Conclusion

The implementation of a pancreatic surgepecific AMS with a tailored SAP
suggests that intraoperative bile cultures may be unnecessary for guiding
prophylactic treatment, emphasizing the value of personalized, evidwwas
antibiotic strategies.
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Table 1. Analysis of the infectious outcomes after pancreaticoduodenectomy based on the

intraoperative bile culture results

Sterile Bile

Contaminated Bile

P-value
Total Population n= 418 n= 949
SSI, n (%) 130 (31.1) 361 (38.0) 0.008
Superficial, n (%) 13 (3.1) 69 (7.3) 0.001
Deep, n (%) 1(0.2) 4(0.4) 0.5
Organ/space, n (%) 117 (28.0) 285 (30.0) 0.2
Sterile Bile Contaminated Bile
Standard SAP
n= 251 n= 623
SSL n (%) 83 (33.1) 128 (43.0) 0.004
Superficial, n (%) 10 (4.0) 57(9.1) 0.005
Deep, n (%o) 1(0.4) 4(0.6) 0.5
Organ/space, n (%0) 73 (29.1) 204 (32.7) 0.2
Sterile Bile Contaminated Bile
Tailored SAP
n= 167 n= 326
SSI, n (%) 47 (28.1) 93 (28.5) 0.5
Superficial, n (%) 3(1.8) 12 (3.7) 0.2
Deep, n (%) 0(0.0) 0(0.0) \
Organ/space, n (%) 44 (26.3) 81 (24.8) 0.4
SSI: surgical site infection, SAP: surgical antibiotic prophylaxis
Values in bold are statisticallv significant.
Table 2. Logistic regression analysis of the Superficial SSI risk factors
SSI - Superficial
Univariate Multivariate
p-value OR (95% CI) p-value OR (95% CI)
Age 0.051 \
Sex (Male) 0.2 \
BMI <0.001 L1(1.1-1.2) 0.001 1.2(L1-1.3)
CACI>4 0.7 \
ASA score > 11 02 \
Jaundice 0.008 1.8(1.2-3.0) 0.9 \
Preoperative biliary stent 0.002 20(13-3.2) 0.6 \
Multiple biliary procedures 0.021 L8(1.1-3.0) 0.088 \
Upfront Resection 0.5 \
Positive Rectal Screening 0.001 22(14-35) 0.033 18(L.1-32)
Positive Bile Culture 0.004 24(13-45) 02 \
Standard SAP 0.002 24(14-4.1) 0.012 25(1.2-5.0)

BMI: body mass index; ASA: American society of Anesthesiology; SAP: surgical antibiotic prophylaxis
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02] Association between colorectal cancer screening and survival in
patients older than 70 years: results of a multicentre retrospective national
study

Matteo Rottol (1,2) Giacomo Calinf1,2) Giovanni Castagnél,2) Alice Gori(1,2)
StefanoCardelli(1,2) Antonino Spinell{(3.4), Pellino G (5,6Alessandro Biancor{R),
Matteo Fiore(2), Lamberto Manzoli2), Riccardo Rosatr), Mario Morino(8), Nicolo de
Manzini(9), Andrea Pietrabiss@l0), Luigi Bon{11), Gilberto Poggiol{1,2) on behalf ¢
the COVIBCRC Study Group

(1)Surgery of the Alimentary Tract, IRCCS Azienda Ospedaliersitaria di Bologna, Bologna, Italy,

(2) Department of Medical and Surgical Sciences, Alma Mater Studiorum University of Bologna,
Bologna, Italy, (3) Department of Biomedical Sciences, Humanitas University, Pieve Emanuele, Milan,
Italy, (4) IRCCS Humanitas Research Hospital, Rozzano, Milar{5)l@agpartment of Advanced

Medical and Surgical Sciences, Universita degli Studi della Campania Luigi Vanvitelli, Nag&s, Italy
Colorectal NEHSNE S | YADBSNBRAGE | 2 &L G 7) GastrbirtebtinaRSuig&y NP2 y =
Division, IRCCS San Raffaele Hospital, N@pxOU Citta della Salute e della Scienza, Turin, (8aly

General surgery department, University Hospitdlr@fste (10) Department of Surgery, University of

Pavia and Fondazione IRCCS Policlinico San Mattgoepartment of General and Minimally Invasive
Surgery, Fondazione IRGC&' Granda Ospedale Maggiore Policlinico di Milano, University of Milan

Background and aims

The colorectal cancer screening is targeted on a population of age between 50
and 70. The adherence of the population > 70 years old has been erratic due to
the uncertain benefits in terms of survival. The aim of the study was to analyse the
association beveen the use of the colorectal screening, the perioperative
survival, and the oncologic outcomes in patients older than 70 undergoing
colorectal resection for cancer.

Study design

Data analysis of 18.284 cases from 80 participating Italian centers included in a
retrospective multicenter study from January 2018 to December 2021. Inclusion
criteria: elective or urgent surgery for a cancer located in the colon and rectum.
Followup: 30 days from surgery. Some 10346 patients older than 70 were
included in the final analysis. Primary outcome: postoperative mortality.
Secondary outcomes: rate of urgent, palliative, and laparoscopic surgery,-Clavien
5AYR2 3N} RS xo O2 Yhligit Sdgdi( by ROXesdctRi | y OS F

Statistical analysis

The association between screening status and each selected outcome was initially
evaluated using standard univariate analyses. Multivariable analyses were then
used to assess whether screening status was an independent predictor of each
outcome after adjusng for age, gender, body mass index (BMI), current smoking,
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ASA score, cancer location, comorbidities and use of multiple drugs. Binomial
logistic regression was used for the dichotomous outcomes, and multiple linear
regression was carried out to assess the only continuous outcome: length of
hospital stay. All ohe above covariates were included a priori into each model.
Each variable included was tested for multicollinearity, potential interaction
and/or quadratic/cubic terms.

In logistic regression analyses, standard diagnostic procedures were adopted to
check final models validity: influential observation analysis (Dbeta, change in
Pearson chsquare and similar), Hosmeemeshow test for the goodness of fit

and C statistic faa under the Receiving Operator Curve). The validity of the final
linear regression model was assessed as follows: the assumption of constant error
variance was checked graphically, plotting Pearson residuals vs. fitted values, and
formally, using the C&eWeisberg test for heteroskedasticity.

Results

Univariate comparisons between the 676 patients who were diagnosed through
the screening and the 9670 who did not (all > 70) are shown in Table 1. At the
logistic regression, the cancer screening was significantly associated with a
reduction of 3@day morality (OR 0.41, 95% CI 082, p=0.032), urgent surgery

(OR 0.06, 95% CI 0-024, p<0.001), palliative surgery (OR 0.32, 95% CI 0.19
0.54, p<0.001), ClavighA Y R2 3ANJ RS o0 O2YLJ A-093(iA2y a
p=0.016), advanced oncologic stag® (@53, 95% CIl 0-48%2, p<0.001), and a
significant increase of RO resections (OR 3.15, 95% ©3.9467%<0.001) and
laparoscopic surgery (OR 1.93, 95% CI2.38, p<0.001) (Table 2).

Discussion

In this series, thecreening program was associated with a significant improve of
postoperative survival and oncologic outcomes in patients older than 70. The
similarity of the crude and adjusted Odds Ratio confirms this correlation
regardless of the comorbidities and the@atial confounders.

Conclusions

Based on these findings, the adherence to the screening programs should be
further encouraged and standardized in the population over 70 years of age.
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Table 1 Characteristics and outcomes of the sample, overallbgnscreening
participation (patients > 70 years old)

Variables Overall sample Screening No screening p-value”
(n=10,346) (n=676) (n=9670)
Mean age in years (SD) 78.9 (5.7) 76.3 (5.2) 79.1 (5.6) <0.001
Male gender, % (n) 54.7 (5655) 58.0(392) 54.4 (5263) 0.072
Body weight
Mean BMI (SD) 25.4 (3.8) 26.3 (4.1) 25.3 (3.8) <0.001
Obese subject§ % (n) 11.6 (1195) 17.5 (118) 11.1 (1077) <0.001
ASA>2, % (n) 58.4 (6041) 43.1 (291) 59.5 (5750) <0.001
Rectum cancer, % (n) 23.0(2375) 18.8(127) 23.3 (2248) 0.008
xH O2Y2NDBARAGASAZ : 252(2611) 21.9 (148) 25.5 (2463) 0.038
X0 RNHzZZAZ 23 O6Y0 10.3 (1064) 8.3 (56) 10.4 (1008) 0.077
Death after 30 days, % (n) 3.0 (312) 0.9 (6) 3.2 (306) 0.001
Urgent surgery, % (n) 12.5(1293) 0.7 (5 13.3 (1288) <0.001
Palliative surgery, % (n) 7.5 (775) 2.2 (15) 7.9 (760) <0.001
Laparoscopic surgery, % (n) 69.4 (7182) 83.3 (563) 68.5 (6619) <0.001

Postoperative complications, % (n)

- Overall 32.7 (3380) 27.1 (183) 33.1(3197) 0.001
- Medical 19.8 (2051) 14.0 (95) 20.2 (1956) <0.001
- Surgical 18.1 (1876) 16.3 (110) 18.3 (1766) 0.19
Claviels Ay 32 x0Z 3 0y 0  10.8(1118) 6.9 (47) 11.1 (1071) 0.001
Postoperative ICU 19.6 (2025) 13.5 (91) 20.0 (1934) <0.001
Advanced stage (IIb+), % (n) 47.3 (4889) 32.5 (220) 48.3 (4669) <0.001
AJCC stage 4, % tn) 12.5 (1274) 6.6 (44) 12.9 (1230) <0.001
XMH t@YLK B/2RS&3 iz 85.2(8292) 84.4 (537) 85.3 (7755) 0.55
RO resection, % (f) 94.8 (9707) 98.5 (653) 94.6(9054) <0.001
Mean length of stay in days (SD) 10.4 (9.4) 8.4 (7.2) 10.5 (9.5) <0.001

ICU: Intensive care unitb+: T4+, N+, M+AJCC: American Joint Committee on Cancer

AT-test for continuous variables; esquared test for categorical variables.

BBecause of missing data, the overall sample consisted of 9012, 615 and 8397 individuals, respectively.
CBecause of missing data, the overall sample consisted of 10,202, 671 and 9531 individuals, respectively.
D Because of missing data, the overall sample consisted of 9728, 636 and 9092 individuals, respectively.
EBecause of missing data, the overall sample consisted of 10,235, 663 and 9572 individuals, respectively.
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Table 2 Multivariable analyses predicting the outcomes of the sample among
patients > 70 years old who underwent the screening versus those who did not.

Outcomes (Cgrgsﬁeccl))R g:—!%og) Adj. pA
Death after 30 days 0.27 (0.120.62) 0.41(0.180.92) 0.032
a‘l’:éhazﬁlesrt:g f%ff‘ wvanced stagey 030 (0130.69) 0.45 (0.261.02) 0.056
Urgent surgery 0.05 (0.020.12) 0.06 (0.020.14) <0.001
Palliative surgery 0.27 (0.160.45) 0.32 (0.190.54) <0.001
Laparoscopic surgery 2.30 (1.872.82) 1.93 (1.572.38) <0.001
Postoperative complications
- Overall 0.75 (0.630.90) 0.86 (0.721.03) 0.11
- Medical 0.64 (0.520.81) 0.78 (0.620.98) 0.033
- Surgical 0.87 (0.761.07) 0.91 (0.731.13) 0.4
Claviers A y 3 2 %0 0.60 (0.440.81) 0.69 (0.510.93) 0.016
Postoperative ICU 0.62 (0.500.78) 0.77 (0.610.98) 0.033
Advanced stage (Ilb+) 0.52 (0.440.61) 0.53 (0.450.62) <0.001
AJCC stage 4, % fn) 0.47 (0.350.65) 0.48 (0.350.65) <0.001
RO resectioff 3.74 (1.997.02) 3.15 (1.675.94) <0.001
Crude Reg. Coeff. Adj. Reg. Coeff. Adj. pA
(95% CI) (95% CI)
Length of stay in days -2.1(2.8;-1.3) -1.6 €2.3;-0.9) <0.001

OR: Odds ratio; GTonfidence Interval; Adj: Adjusted; Reg.: Regression; Coeff.: Coefficient.

ICU: Intensive care unit. Ilb+: T4+, N+, M+. AJCC: American Joint Committee on Cancer

A Logistic models for categorical outcomes; multiple regression models for continuous outcomes. All models have
been adjusted for age, gender, BMI, ASA group, cancer location (rectum or not), multiple comorbidities and drugs.
CBecause of missing data, the model included only 10,202 observations.

EBecause of missing data, the model included only 10,235 observations.
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03] Defining Biologically Borderline Resectable -Roanctioning
Pancreatic Tumors (NFanNETSs): A Predictive Model Rreoperative
Assessment of Early Recurrence Risk

Stefano Partelli (1,2), Giovanni Guarneri (1,3), Paola MV Ra@goiteo De Martind1),
Lorenzo Provincialil,2) Louis De Mestief5), Safi Dokmak6), Julie Halle{(7), Alain
Sauvane(6), Massimo FalcoifL,2)

(1) Division of Pancreatic Surgery, Pancreas Translational and Clinical Research Center, San Raffaele
Scientific Institute, Milan, Ita(?) Vita-Salute San Raffaele University, Milan, |{@)Health Innovative

Products and Technologies (HIECH) PhD program, Department of Life Sciences, University of
Modena and Reggio Emilia, Modena, ltédyUniversity Centre of Statistics in the Biomedical Sciences,
Vita-Salute San Raffaele University, Milan, I{&ly CGastroneterology and Pancreatology Unit,
Beaujon Hospital, University Paris Cité, Fraff@eiepatobiliary, pancreatic and transplant surgery,
Beaujon Hospital, University Paris Cité, France, (7) Departement of Surgery, Universityt@f Toro
Toronto, ON, Canada.

Background and Aim
Radical surgery is curative for most localized -foontioning pancreatic
neuroendocrine tumors (NFanNETSs). However, considering their heterogeneity,

a subset have high recurrence rates. Theogiigently no standardized definition

of resectability or highisk of recurrence for NPanNETs, which impacts
variability in care delivery and outcomes. This study developed and validated a
preoperative predictive model to identify patients at high riskasly recurrence

(ER) after surgery, with a view to develop criteria for biologically borderline
resectable NfPanNETS.

Study Design
Retrospective, multicentric study conducted at San Raffaele Hospital (Milan, Italy),
Sunnybrook Healt®ciences Centre (Toronto, Canada), and Beaujon Hospital
(Paris, France). We included patients who underwent curative resection for
localized NFPanNETSClinicepathological and preoperative imaging data were
sourced from institutional databases. The Milan and Toronto cohorts formed the
derivation group, and the Paris cohort served as the validation gFtwegprimary
outcome was ER, defined any NFPanNET recurrence within 24 months of
surgery. Candidate predictors capturedgré JS NI G A St & 6SNB aSE
presence of symptoms,-&iT 2y 0A2LJAae& xp32I G(dzY2NJ aa
imaging, presence of adenopathy, vascular invasieagsion of other organs,
venous tumoral thrombosis, necrosis, Wirsung dilatation.

Statistical Analysis
A classification tree model was employed, with risk groups defined to have at least
10 patients. Model performance was evaluated via receiver operating
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characteristics (ROC) curve of the predicted probabilities and Area Under the
Curve (AUC) for discrimination.

Results

Overall, 496 patients (290 in the derivation cohort and 206 in the validation one)
with localized NHPanNETs who underwent radical surgery were included. In the
overall cohort, 55 patients (11%) experienced ER, 26 (9%) in the derivats and
(14%) validation group, respectively. The median DFS for patients who
experienced ER was 16 months [IQRRA®nonths].

The decision tree modetlentified distinct risk scenariofigure }. Venous
thrombosis alone was associated to a probability of ER of 71%. In patients without
@Sy2dza GKNRBYO2aAaz |Yz2y3a (K2aS gAGK |
probability of ER was 41% in presence of adenopathy and 19% in case of no
evidence of agnopathy. Conversely, without venous thrombosis, in case of a Ki67
P2 odzi SAGK | f£Sarazy froOYXI GKS LINROLFO
abovementioned factors, the probaliili of ER was 0.97%.

This predictive model demonstrated an AUC=0.91 (95%C10.0830<0.001) in

the derivation cohort and AUC=0.84 (95%CI:-0.98, p<0.001) in the validation

cohort Figure 2.

Discussion

¢tKS Y2RSt ARSYUGATASR @Sy2dza GKNRYOZ2aA
adenopathy as independent predictors of ER after surgery for localized NF
PanNETSs.

Conclusion

This study presents an externally validated prognostic tool adopting information
readily available preperatively to predict the risk of ER following surgery for
localized NfPanNETS. It presents good discrimination, thus providing a framework
to define bologically borderline resectable faNNETs and supporting
individualized treatment strategies.

The risk estimated using the prognostic tool can aid clinical deaisikimg and
patient counseling. Furthermore, it can help identiffPRNETs at high risk of
ER, guiding future studies to investigate potential perioperative therapies.
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Figure 1: Classification tree diagram
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Figure 2: Receiver operating characteristics (ROC) curve of the predicted probabilities obtained
frome the classification tree model in the derivation (A) and in the validation cohort (B)
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04] A QuarterCentury of History: The Evolution of Western Living Donor
Liver Transplant Mirrored in a Single Surgeon International Experience

Chase Wehrle(1), Masato Fujikil), Koji Hashimot@l), Fabrizio DiBenedett@), Giorgio
Ercolan(3), Cristiano Quintir{#), Federica Odal@B), Stefano Di Sand(@), Charles Miller
(1)and Antonio D Pinnd)

(1)Cleveland Clinic, Clevelabdjted States, {2niversity of Modena and Reggio Emilia,Modena, Italy,
(3) Universita di Bologna, Bologna, Itaf$) Cleveland Clinic Abu Dhabi, Abu Dhabi, United Arab
Emirates

Background and Aims

Living donor liver transplant (LDLT) hasevaivada y A FA Ol yGf & &aAy Of
06KS mMmppnQasz +FyR GKS flyRaoOFLIS 2F [5[ ¢
only a few pioneer surgeons could perform the procedure in select centers.
Advancements can be categorized into those related to thigient, donor &

graft, and the technical operation itself. We aim to review major advancements in

the field of living donor liver transplantation (LDLT) reflected in the evolution of
practice of a single surgeon (ADP) throughout a quadetury of LDL&cross

four international academic transplant centers.

Study Design

The evolving practice of LDLT across centers in Italy, Abu Dhabi, and the United
States are reviewed from 20@D24. Milestone achievements are noted in
recipient factors, donor/graft selection and technical approaches. This study
further analyzes the impa of milestone achievements on outcomes of the donor

& recipient including smalbr-size syndrome (SFSS), Clavien
Dindo/Comprehensive Complications index (CCIl) asddcific complications.

Statistical Analysis
Uni and multivariate timeto-event analyses were employed. Mixed effects
modelling was used to assess the impact of interventions on graft outcomes.

Results

Seventy patients received LDLT across four international centers. These include
Modena (2002003, n=36), Bologna (20016, n=8), Abu Dhabi (202020,

n=12), United States (202D24, n=14)- Recipient: In the early experience (n=44)
most were transplated for Hepatitis C Virus (n=26, 59%), plus HCC (n=11, 25%).
Most HCV patients were seropositive (n=24, 93%), and those with HCC were
outside Milan Criteria (n=10, 91%). Conversely, in the later experience (n=26), only
one (8%) patient was HCV+. The prtpo of those with HCC was preserved (n=5,
19%), yet only 1 (20%) was outside Milan. Recipient CCl decreased throughout the
study (p<0.001). Being transplanted later in the study period was associated with
a lower rate of disease recurrence (HR=0.937,35%885).991, p=0.023),
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mortality (HR=0.925, 95%CI 0.8¥083, p=0.012) and graftlated graft loss
(HR=0.917, 95%CI 0.84892, p=0.031) [Figure Donor/Graft: The use of left
lobe grafts increased with time (p<0.001). Despite a decreasingr&rigfiient
weightratio, the incidence of SFSS also decreased with time (p=0.038), and no
cases were observed after 2017. As experience with left lobe donation grew,
donor outcomes tended to improve [Figure-Zlechnical: The use portal flow
modulation (p<0.001) and hepatic venoasgmentation (p<0.001) increased
throughout the experience, likely contributing to reduction in SFSS despite
decreasing GRWR. There was a trend away from-ebi@ic (Roux)
reconstruction towards dudb-duct anastomosis, initially with, then without T
tube [Figure 3].

Discussion

The surgical practices of a single surgeon across four international centers
demonstrates both how the field has evolved, and how even experienced
surgeons must continue to grow and evolve throughout the breadth of a career.
Major recipient advancements dlude evolving selection criteria, improved
treatment for viral etiologies, and both refined selection criteria & optimized pre
transplant management for recipients with HCC. Donor improvements include
evolution in graft selection and improved technology éperative planning.
Technical improvements include portal modulation, hepatic venous
augmentation, and improved biliary reconstruction.

Conclusion

The evolution of Western LDLT has led to significant improvement in both
recipient and donor outcomes. This can be demonstrated by the qu@ateury
evolution of a single surgeon across major international centers.
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Figure 1. Changes in Recipient Selection and Outcomes Overtime
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Figure 2. Evolution in Donor and Graft Practices and Outcomes.
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05] Fiveyear results of the doublblind randomized controlled trial
comparing laser hemorrhoidoplasty with sutured mucopexy and excisional
hemorrhoidectomy

Gabija Makunaitd), Arnoldas Griny¢l), Donatas Dany$l), Marius Kryzauskad),
Eugenijus Jasiunék), Tomas Posky4)

(1) Vilnius University, Faculty of Medicine, Vilnius, Lithuania

Background and Aims

Excisional hemorrhoidectomy is widely considered as the gold standard surgical
technique for the management bEmorrhoids due to its effectiveness, however
severe longerm pain after surgery encourages the search for other, less invasive
treatment methods. Laser hemorrhoidoplasty is an emerging minimally invasive
treatment which can help patients to effectivelyedt symptoms, reduce
postoperative pain and allow faster return to daily activities. Another minimally
invasive alternative treatment for hemorrhoids is sutured hemorrhoidopexy or
sutured mucopexy. This procedure can be an effective and inexpensivatategern

to other types of nofinvasive treatment methods for hemorrhoids. The aim of
this study was to evaluate long term effectiveness, safety, and quality of life (QOL)
outcomes of three surgical interventions for hemorrhoids: laser
hemorrhoidoplasty (LHP)excisional hemorrhoidectomy (EH), and sutured
mucopexy (MP) in patients.

Study Design

This is a longerm followrup study of a randomized, douHbinded, parallel
group (1:1:1), singleenter prospective study. The trial was approved and
registered at the Regional Bioethics Committee of Vilnius, Lithuania, on the 6th of
October, 2015, regiration number 15820€15¢ 792-322. Followup at 5 years

after surgery was performed remotely by either asking questions during patient
phone call or asking them to fill an online survey. The patients were asked to
complete symptom questionnaires, the Wekimcontinence score, FIQOL;36F

and the Decision Regret Scale. The primary outcome measure of this study was
the incidence of recurrent rectal bleeding and prolapse at 5 yearsspogtry.

The secondary outcome measures of this study were the Wexatal f
incontinence score at 5 years, Quality of life based eéB6$festionnaire, FIQOL

at 5 years, The Decision Regret scale, and patgotrted evaluation of the
operation on a visual analogue scale from 1 to 10 at4weab survey.

Statistical Analysis
We used ShapiraVilk and Kolmogore8mirnov (KS) tests fo the verification of
the normality of variables. A statistically significant relationship between the
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related variables was determined using a number of criteria. For the variables that
satisfied the condition of normality, we used parametric ANOVA criteria, which is
also called the Fisher analysis of variance, and it is the extension of the t and z
tests. For the variables that did not satisfy the condition of normality, we used
Y2y LI N YSGNRO ONRGSNRIF o6l aSR 2y GKS .
variables, i.e., the Kruskalallis test, which is the nonparametric test equivalent

to the oneway ANOVA, and an extension of the MaMhitney U test to allow

the comparison of more than two independent groups (in our case, we have three
independent patient groups divided by the type of surgery). When the data were
described in a fouR A 3 A (i edquencyRables@nd Tineh at least one expected

gL tdzS sl a tSaa (GKIy pz CAakKSNna SEI O
Pearson chsquared criterion to compare two independent groups. We used the
Wilcoxon test to compare two dependent groups. Weed the marginal
K2Y23SySAate GSad G2 O2YLINB GKS OlFasS3a
compare the data that satisfied the condition of normality. The degree of linear
dependencies of variables (correlation coefficients) of the Spearman or Kendal

b was calculated for interval variables, when the normality was not satisfied and

for the rank variables. The dependency between variables can be considered
alldAradAoOrtte AaAIYATFAOLYyG 6KSY LI f ndy
for a 95%confidence level. Statistical analysis was performed using software
packages, i.e., R statistical software package V 3.5.3-Q2d189 (©The R
Foundation for Statistical computing), R studio V 1.£@6309%2018 R studio

Inc., IBM SPSS Statistics V.23.

Results

From April 2016 to April 2017, a total of 121 patients were included in the study:
40 in the LHP group, 40 in the EH group, and 41 in the MP group. All of these
patients participated in scheduledygar postoperation followup visits and
completed the regired followup per the protocol until April 2018. Fyear

remote followup was completed in May 2022 (Figure 1). 102 out of 121 patients
NBaLRYyRSR (2 ljdSailiA2yyl ANGT NBY2V&Kao2y
initial surgery. Recurrence rate wad® in the EH group, 25% in LHP and 37% in
MP. Recurrence of bleeding was observed in 18% in EH group, 31% in LHP, and
31% in the MP group. Recurrent prolapse occurred in 12% after EH group, 23% in
LHP and 34% in MP group. There were 80% completely syHAngmmpatients

after EH, 75% after LHP, and 63% after MP. The general health evaluation was the
highest in LHP group and the lowest in EH group. In all groups there were a
tendency of physical and social activity improvement comparing 1 year and 5 years
after surgery. Subjective patients rates of the surgery was the highest in MP group
28/2/1/3, then followed EH 24/4/6/0 and LHP 18/9/4/3. The Decision Regret
results were the best in the MP group 1.33Lj1

Discussion
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We found, that five years after surgery excisional hemorrhoidectomy was the
most effective of the three techniques evaluated, however the differences
between EH and LHP were smaller, than between EH, LHP and MP. There was
significant proportion of complele symptomfree patients even after less
invasive and less painful procedures. Excisional hemorrhoidectomy was also
associated with the best overall quality of life, as measured by tH&6 SF
guestionnaire. Sutured mucopexy was found to be the least effet®atment
among the three, with the highest percentage of recurrent bleeding, prolapse and
the highest percentage of patients requiring further surgical treatment. Laser
hemorrhoidoplasty was found to be superior to sutured mucopexy in terms of
recurrerce, the need for additional treatment and recurrent bleeding. Despite
being the least effective treatment, MP resulted in slightly better patient
evaluations on the foint visual analogue scale compared to EH or LHP. Our
study has its limitations. It was singlecenter trial, further validation through
larger and multicenter studies is needed to confirm the findings. This will enhance
the generalizability of the results and provide greater certainty for surgeons and
patients in the decisiomaking proces

Conclusion

In conclusion, excisional hemorrhoidectomy results in the bestiérngeffect in
patients with hemorrhoids, and laser hemorrhoidoplasty being more effective
than mucopexy. Less invasive procedures result in more than hadfokghirds

of completely symptom-free patients fiveyears after surgery.
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Table 1 Outcomes of the study (statistically significantly best outcomes are in italics)

Operation

EH,n=40 MP,n=41 LHP,n=41

N %o N %o N %
Recurrence at 5 year 8 20 15 37 10 25 0,23
Recurrent bleeding 7 18 13 31 12 31 0.33
Recurrent prolapse 5 12 14 34 9 23 0.04
Completely symptom-free 32 80 26 63 30 75 33
Decision regret rate 1.36 82,5 1.33 87.8 1,85 75,0 0,19
Patient’s subjective 7,55 746 6,78
evaluation of operation (- 0.59
10 VAS (interquartile ’
range)
Wexner score
Quality of life (SF-36), 15 82.5 85.5
mean (interquartile range) 0.0950
Physical functioning
Role functioning/physical 94,12 87.35 89,12 036
Activity limitation due to 94,12 87.5 88.24
physical disorders 0,311
Activity limitation due to 96,08 89,22 84.06
emotional disorders 0.083
Social functioning 93,38 85,29 86.4 0,1996
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P enraon(6)=6.91. p = 0.33. Vramer = 0.06. Clogs; [0.00. 1.00]. 1 gy = 121
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06] Outcomes of resectable easdyage perhilar cholangiocarcinoma:
Results from the UK nationwide CAPBIL study

Jane McClementsAmanda KcéhH Sellappah Lauren Blackbu#nAdam Brooks Adam
Framptor?, Brian Davidson, David Bartlett*, Dmitrios Karaviag Bven Harrisori, Fenella
Welcl?, GabrieleMarangoni, lamesSkipworti?, \asiliskosmoliaptsi¥, HassanMalikl2,
KrishaMenont3, MohamedBekheit4, Michael Silva®, NagappanKumaté, Nehal Shal?,
Neil Bhardwajé, Omar Mownalt, RckyBhogal®, SahidFarid®, SnjayPandanaboyard,
SomaiahAroori?, TejinderAthwak3, Reter Lodgé,DhawantGomez2

On behalf of theJK HPB Research Collaborative @romited Kingdom

(1)H 1 Belfast Health and social Care Trust, Belfast, (2) Queens Medical Centre, Nottingham, (3) Royal
Surrey Hospital, London, (4) Royal Free Hospital, London, (5) University Hospitals Birmingham NHS
Foundation Trust, Birmingham, (6) University Hospital Souytton NHS Foundation Trust,
Southampton, (7) Edinburgh Royal Infirmary, Edinburgh, (8) Basingstoke and North Hampshire
Hospital, Basignstoké)) University Hospitals Coventry and Warwickshire, Coyéb@yUniversity
Hospitals Bristol and Weston NHS Foundation Trust, BifsiplCambridge University Hospitals,
Cambridge (12) Aintree University Hospital, Liverpa@B) King's College Hospital, ldom, (4) East
Lancashire Hospitals NHS Trust, BlackifLshOxford University Hospitals NHS Foundation Tt

Cardiff and Vale University Health Boait¥) Northern General Hospital, Sheffie(@8) University
Hospitals of Leicester, Leicest@®) The Royal Marsden NHS Foundation Trust, Lor@@n_eeds
Teaching Hospitals NHS Trust, Le€2i§ Freeman Hospital, Newcastl@2) University Hospitals
Plymouth NHS Trust, Plymou@B) Royal Stoke University Hospital, Stoke

Background and Aim&ecent studies have suggested liver transplantation as a
potential treatment option for resectable eadyage peri-hilar
cholangiocarcinoma (pCCA) due to more favourable outcomes compared to liver
resection The aim of this study was to investigate outcomes following resection
of earlystage pCCA Secondary aims included identifying clinicopathological
variables that influenced survival.

Study desigrnPatients undergoing resection for pCCA between January 2014 and
July 2022 across 22 United Kingdom HPB surgery centres were included. Early
stage pCCA was defined as tumour size <3cm with no nodal disease (NO). Collated
data included demographics, surgieald chemotherapy data, histopathology
analyses and survival outcome.

Statistical analysi€ategorical data was presented as frequency and percentage.
Comparisons between categorical variables were assessed usingshaane or
CAaKSNna SEFOG dGSadz Fa LILINRLNXIGSO
medians with interquartile range (IQR)ervals. The MargWhitney U test was

used to compare distributions. The Kaplaeier methodology was used to assess

the overall and diseadeee survival, and survival curves were compared using log
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rank analysis. This was presented as median with 95% confidence intervals (CIs).
Univariate analysis was performed to identify clinicopathological characteristics
that influenced disease recurrence and survival. Adided pvalue of <0.05 was
consideredstatistically significant. Cox proportional hazards regression analysis
(Stepwise forward model) was used for multivariate analysis to evaluate any
association among significant variables and survival outcomes on univariate
analysis, with coefficients reged as hazard ratios (HRs) and corresponding 95%
Cls. Variables with ayalue of <0.05 in univariate analysis were included in the
final multivariate models. Statistical analyses were performed using the SPSS for
Windowsa version 28.0 (SPSS Inc, ChitigddSA).

ResultsOf 450 patients who underwent pCCA resection during the study period,
138 patients underwent resection for eadiage pCCA. Majo€lavierDindo >

Illa) morbidity was 3%%and was associated with biliary drainage (p=0.041) and
liver augmentation procedures (p=0.04Phe 90day mortality was 10.1% (n=14).
Significantly fewer patients received adjuvant chemotherapy follo@lagien
Dindo> Illa morbidityn=17, 31.5%).

Earlystage tumours had a significantly lower vascular invasion (41.3%, p<0.001)
and R1 margin (33.3%, p<0.001lhe Tdiseasdree and overall survival was
significantly better in patients with eartfage pCCAp<0.001).The 5year
diseasefree and overall survival rates wet8.3% and 40.7%gspectively. Male
gender (p=0.039) and Grade B/C Post Hepatectomy Liver Failure (PHLF, p=0.010)
were associated with significantly worse disefase survival, while biliary
drainage (p=0.013), Grade B/C PHLF (p<p#&&d vascular invasion (p=0.030)
were associated with significantly poorer overall survival.

DiscussionThis nationwide study of earbfage pCCA reportsyear diseasdree

and overall survival @9.3% and 40.7%, respectively. The survival outcome in this
group was significantly better in comparison to pCCA cases withnegdtive
Gdzy2dzNB %0 OYZXZ 2NJ (dzY2 dzZNB Zfe redsuffof thish | S =
study support the clinical value of liver resection in this subgroup of patients. Pre
operative biliary drainage, clinically significant PHLF and vascular invasion are
independent progndsc markers in patients undergoing resection for eathge

pCCA.

ConclusionResection of eargtage pCCA tumours is associated with good clinical
and survival outcomes in experienced, centralized HPB centres.
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Figure 1: Difference in disease free (A) and overall survival (B) with respect to stage of

disease of patients with pCCA undergoing surgery.
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Figure 2: Difference in overall survival of pCCA undergoing surgery with respect to patients
who underwent preoperative biliary drainage (A), tumours with vascular invasion (B) and

patients who developed clinically relevant PHLF post-surgery (C).
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07] Should Colorectal Cancer Patients Undergo Prophylactic
Appendectomy? A populatidrased retrospective cohort study

Jeremy Meyel(1,2) Elin Meyer(1), EvelyneFournier(3), Thibaud Koessldd), Emilie Liot(1,2)
PGuillaume Meurettél,2) Christian Tog®,2) Justin Davie&,6) James Wheelg5), Elisabetta
Rapiti(3), Frédéric Rigl,2) Léa Wildise(7)

1) Département de chirurgie, Hopitdumiversitaires de Geneve, Genéve, Switzerland, 2) Université de
Genéve, Genéve, Switzerland, 3) Registre Genevois des Tumeurs, Université de Genéve, Genéve,
{6AGT SNI I YRZ no 5SLINIYSYy(d RQ2y02t23AST 1 5LAGI dz
| RRSYoNR21SQa 1 2a8LAGIEESY /FYONARISE ! yAGSR YAy 3IR:
Kingdom, 7) National Agency for Cancer Registration and Epidemiology, Zirich, Switzerland

Background and aim

Patients undergoing surgery for colorectal cancer may have an elevated risk of
developing appendix cancer, raising questions about the potential benefits of a
prophylactic synchronous appendectomy. This study aimed to assess whether
individuals who undergaoolorectal cancer surgery have a higher incidence of
appendix cancer compared to the general population.

Study design

A retrospective populatiehased cohort study was conducted using national data
from Swiss cantonal cancer registries. First primary colorectal cancer (excluding
appendixcancer) diagnosed between 2009 and 2021 were included. All patients
underwent surgical intervention for colorectal cancer.

Statistical analysis

Standardized incidence ratios (SIR) were calculated to estimate the relative risk of
developing second primary appendix cancer in patients who had undergone
colorectal cancer surgery compared to the general population.

Results

During the study period, 38,497cases of colorectal adenocarcinoma were
registered in Swiss cancer registries. Of these, 25,717 patients had surgeries for
cancers located in the large bowel or rectum. Folipwevealed 56 cases of
appendix cancer among tbe patients, 82.1% of which had neuroendocrine
morphology. This indicates a-#fd increased risk compared to the general
population, with a standardized incidence ratio (SIR) of 19.76 (95% Confidence
Interval: 15.0825.40) based on 133,232 observed pergears.

To address detection bias, a sensitivity analysis was conducted, focusing on cases
with metachronous second primary appendix cancer, defined as appendix cancer
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at least 4 months after the first primary colorectal cancer. Eight metachronous
second primary appendix cancers were diagnosed (SIR: 2.84 (95%a3:25P9

Discussion

The incidence of appendix cancer is elevated in patients who have undergone
colorectal cancer surgery. Whether this increased risk justifies prophylactic
appendectomy remains uncertain and should be further discussed in a consensus
conference, particularhconsidering the relatively low occurrence of second
primary appendix cancer following colorectal cancer.

Conclusion

Patients who undergo colorectal cancer surgery are at increased risk of appendix
cancer.
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08] Tackling Prevention and Early Diagnosis of Esophageal
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Nicola B Rafterfl), Jessie A ElliofL), M O'Brien(1), Olga Faga(l), Noel E DonlofL),
Claire Donohog1), Narayanasamy Rafi), Martin Buckley(2), Thomas Murphy (2)
Stephen Patche{f3), Dermot O'Tool€l), John V Reynolds)

I¢NAYyAGe {Gd WFYSaQa /AMEy3UNVetsiyy &aspital €orks Cork Slrei@nd. A y = L
Beaumont Hospital, Dublin, Ireland

Background and Aims

. | NXN&aptingua (BE) is a risk factor for esophageal adenocarcinoma (EAC) and
encompasses a spectrum of cancer risk from-adymplastic BE (NDBE) to
indefinite for dysplasia (IND), low grade dysplasia (LGD) and high grade dysplasia
(HGD). The risk of progressio HGD/EAC however remains uncertain, and varies
widely according to definitions, diagnostic protocols and pathologic expettise.
With the overall goal of reducing mortality from EAC via targeting prevention and
early diagnosis a National RegistryBi was established in Ireland in 2011,
including a network collaboration of six highlume endoscopic centres with
uniform diagnostic criteria and expert gastrointestinal pathofogihis
prospective registry study provides a robust, quaitsured analysis of
progression rates in a reaforld, auditable, prospective, multicenter setting.

Study Design

A prospective, longitudinal cohort study of the BE Registsyperformed up to
October 2024. BE was defined by specialized intestietdplasia (SIMData
were collected using a wdiased system by dedicated data managers at each
site.

Statistical Analysis

Person years were calculated as time to progression or last{figtioRrogression
rates with 95% confidence intervals (Cl) were calculated. Kafpdéer curves
were constructed for the time to progression according to category at index
biopsy.

Results

9,438 patients with BE were included. 68% male, with a median age of 61 years
(IQR 5171). Median followup was 4.4 years (IQR -B@ years) (Tablel). Risk
factors for progression across all BE stages to HGD included BMI, age, gender,
length of BE>3cm and hiatus herniaP€0.001). Including the first year of
surveillance, an annual progression rate to HGD/EAC of 0.90&bsexsed for
patients with SIM, 5.4% for those with IND and 10.3% for those with LGD.
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Excluding the first year, progression rates were 0.75% per year for SIM, 2.5% per
year for IND, and 4.9% per year for LGD (Table 2). At five years, the cumulative risk
of progression to HGD/EAC was 20.5% for patients with IND and 42.8% for those
with LGD R=0.0001) (Figure 1). For patients with HGD, the cumulativgdame

risk of progression to in situ or invasive adenocarcinoma was 51.4%, compared
with 23.0% for LGD and 7.7% for IRBD(0001) (Figure 2). Currently, 848 patients

are enrolled in the radfeequency ablation (RFA) program, with 22% having LGD
and 78% having HGD/EAC.

Discussion

Progression from NDBE was higher than reported population studies, most
strikingly however one fifth of those with IND and over 40% with LGD advanced to
HGD or EAC, underscoring the importance of expert dysplasia grading. The high
enrolment of LGD and HAEXC patients in the RFA program reflects aligned
efforts to mitigate the risk of EAC. These findings provide high integrity data from
an expert program, and highlights the potential impact of targeted regional or
national programs to both reduce the idence of EAC, and increase cure rates.

Conclusion

This National Registry provides a structured and comprehensive database that
facilitates better understanding of patient outcomes through guideline based
surveillance underpinned by expert pathology and endoscopy, and prospective
data management. Such kit G A @Sa& GAf € AYLINR @GS Y
carcinogenesis and inform future clinical guidelines.
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Figure 1. Progression to high grade

lysplasia or phag i among pati undergoing Barrett’s surveillance

The 5-year risk of progression to high grade dysplasia or esophageal adenocarcinoma was 20.5% + 2.9% among patients with indefinite for
dysplasia at time of diagnosis, and 42.8% + 2.7% among those with low grade dysplasia (P < 0.0001, Panel A). Excluding those with less
than 12 months time to progression or last follow-up, the 5-year pregression rates for indefinite for dysplasia and low grade dysplasia were
12.7% + 2.8% and 26.6% = 2.8%, respectively (P = 0.0008, Panel B).
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Figure 2. Progression to i ive or in situ cinoma among patients undergoing Barrett's surveillance

The 5-year risk of progression to in situ or invasive adenocarcinoma was 7.7% + 1.9% among patients with indefinite for dysplasia at time
of diagnosis, and 23.0% + 2.4% among those with low grade dysplasia (P < 0.0001, Panel A). Excluding those with less than 12 months
time to progression or last fellow-up, the 5-year progression rates for indefinite for dysplasia and low grade dysplasia were 4.0% = 1.7%
and 13.4% * 2.3%, respectively (P = 0.0004, Panel B).

Table 1. Clinicopathologic characteristics of study population

Characteristic n=9438
Sex, N (%)
Male 6,433 (68)
Female 3,005 (32)
Age at diagnosis, years, median (IQR) 61(51-71)
Body mass index, kg/m?, mean (SD) 27.90 (6.37)
Follow-up, years, median (IQR) 4.43 (1.91 - 8.43)
Time to diagnosis of HGD, years, median (IQR) 540 (1.70 - 7.79)
Time to diagnosis of EAC, years, median (IQR) 4.98 (0.54 —7.54)
HGD during first year, N 20
Incident HGD after first year, N 1188
EAC during first year, N 97
Incident EAC after first year, N 1402
IQR, interquartile range; SD, standard deviation; HGD, high grade dysplasia; EAC, esophageal
adenocarcinoma

Table 2. Progression rates to HGD/EAC from indefinite for dysplasia and low-grade dysplasia

All pati ing first year of follow-up
No. of pati | Progression rate per year % No. of pati [ Progression rate per year %
fini N = 425, 1139.37 person years N = 198, 1182.38 person years
HGD/EAC 62 | 5.44 30 | 2.54
LGD | N = 467, 1788.49 person years | N = 232, 1829.30 person years
HGD/EAC | 185 [ 10.34 | 90 [ 492
LGD, low grade dysplasia; HGD, high grade EAC, esophageal adenocarcinoma
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09] Road towards ambulatory colectomy. Patient outcomes and
satisfaction during a feasibility study.

Ellen Coeckelbergli), Albert Wolthuig2), An Teunkeng3), Geertrui Dewinte(3), Steve
Coppens(3), Leen Van Langehoven (4ptte Vanholzaet$2), Julie Pierrar(2), Cédric
Schraepen (2Gabriele Bislengl2)> ! y RNB(2)5 QI 2 2 NB

1Leuven Institute for Healthcare Policy, Department of Public Health and Primary Care, KJ Leuven
University of Leuven, Leuven, Belgidepartment of Abdominal Surgery, University Hospitals Leuven,
Leuven, BelgiuniDepartment of Anaesthesiology, University Hospitals Leuven, Leuven, Bilgium,
Biostat, KU Leuven, Leuven, Belgium

Background Enhanced Recovery After Surgery (ERAS) is standard of care for
elective colectomy and reduces postoperative morbidity and shortens length of
stay (LOS) significantly. Same day discharge (SDD)-miglestay colectomy

has occasionally been documentéethis requires innovative technology for
remote and interactive patient monitoring.

Methods This monocentric, observational study aims to standardize a care
pathway to safely introduce SDD colectomy. Eligibility criteria for SSDrighhe

stay colectomy with transmural monitoring were assessed. Monitoring consisted
of remote control of vita including heart rate, respiratory rate and blood
pressure, an interactive mobile application, vidensultation, and CRP blood
levels at day 1, 3 and 5 postoperatively. Skemin outcome measures were
complications, unplanned admissions, prematuospital visits and readmissions.
Patient satisfaction, Quality of Life (QoL) and physical activity levels were assessed.

Statistical Analysi®escriptive statistics were used and data were presented as
median and range.

Results A total of 193 patients underwent colectomy or anterior resection
between January 2023 and January 2024 and were considered eligible based on
the inrand exclusion criteria. Twenty of them were willing to participate and thus
included. Median age was 5&ars, with a median BMI of 25. Median LOS of
included patients was 1 day (rang® Hays), while those who were eligible but
unwilling to participate (n=173) had a median LOS of 4 days (raB@eal&ys;
average 5,85 days). Median CRP levels destdasm 44.6 on day 1 to 29.2 and
13.1 on day 3 and 5, respectively. Median VAS score to indicate pain on postop
day 1 was 3 (range@5). Patients who stayed only one night at the hospital were
overall very satisfied with this experience (median scote0846 out of 10).
Patients showed a rapid increase in physical activity levels: 2 out of 10 on day 1
postop, 5 out of 7 on day 3 and 7.7 out of 10 on day 10 postoperatively. One
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patient had an unplanned consultation due to ileus, there were no readmissions
or severe complications.

DiscussionOverall, patients are very satisfied with this ultra short hospital stay,
and experience little pain and have high physical activity levels. However, selection
criteria need to be continuously redefined and patient acceptability must be
increased. Rapiand universal implementation is feasible with adequate remote
control monitoring.

Conclusions:Onenight stay elective colectomy is feasible and safe in selected

patients.
Road towards ambulatory colectomy

Table

Pain (VAS score /10) 3(0-6.5)

25(0.8-6)

45(1-5)

CRP (mg/dI) 44.6(7.6-78.9) 29.2 (6.4 -77) 13.1(3.1-43.6)

Satisfaction (/10) 8.4(7-9.8) 7.5(5-9) 9(2-9.8)
Quality Of Life (/100) 70 (40-80) 69 (30 -80) 74 (40 - 88)
Physical activity level (/10) 2 (0.1-6) 5(1-8) 7.7(2.7-8.1)
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Background and Aims:

9ESNDAAS LINBKFOAfTAGEGARZY AYa (G2 2LIA°
to attenuate postoperative risks. Although intuitive, defining the optimal exercise
training parameters to elicit meaningful physiologic and clinical changes in
patients undegoing complex cancer surgery remains challenging. ThélPRE
randomised controlled trial (RCT) compared the impact of preoperative high
intensity interval training (HIIT) versus standard care (SC) (modexisity

training) on preoperative cardiopulmary fithess in patients scheduled for

surgery for cancer of the esophagus or lung.

Study Design:

PREHIIT was a parallel, taarmed RCT (Figure 1). Participant eligibility included
LI I YYSR OdzNY G A@BS NBaSOU A 2weekT medperiitive/ 3 2 N
leadin, and completed baseline maximal cardiopulmonary exercise test (CPET).
HIIT was presibed on a COSMED electronichltgked cycle ergometer at 30
minutes of 18seconds at 100% peak power output alternating witksd&ond

active recovery five days/week. The SC arm completed moedatatssity
exercises B days/week. Both arms offered-person and remote class
monitoring. The primary outcome, peak oxygen consumptionp@4R), was
measured pre and postintervention by CPET. Secondary outcomes included
physical functioning (Short Physical Performance Battery), and feasibility analysis.

Statistical Analysis:

To detect a mean betweegroup difference in V{peak of 1ml/kg/min (standard
deviation 1.4 ml/kg/min, 80% power, 5% significance), allowing for 20%udirop

a sample target of 78 (n=39 per arm) was required. Statistical analysis was
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performed using R. A linear model was used to model the change in outcomes
between the groups.

Results:

Between June 2021 and July 2024, npd@icipants were enrolled (recruitment

rate 31%) (n=41 randomised HIIT; n=38 SC) . Baseline mean age was 63.59 (9.3)
years, n=53 (67.1%) male, n=39 (49.4%) esophageal cancer and n=40 (50.6%) lung
cancer (Table 1). Baseline cardiopulmonary fitness datisifis were
predominantly very poor (n=75 (95%)) or poor (n=2 (3%)) foraagkgender
matched norms.

Mean HIIT class attendance was 9.77 (4.9) sessions (454 planned, 391 (86%
attended), 349 (89%) fully compliant with prescribed exercise dose) and 2.16
(2.73) sessions in the SC arm. Ten participants withdrew from the trial (attrition
rate 12.7%) and 14 (%) postintervention assessments were missed due to
logistical challenges associated with C@\DFive grade 1 (mild) and one grade

2 (moderate) adverse events were documented in the HIIT arm (transient
musculoskeletal issues).

Correcting for covariates, M@ak increased significantly in the HIIT group
compared to the AC group with a magnitude of 6.6% between group difference
(p=0.05) (Figure 2). Within group, the HIIT arm increased from 18.7 (5.0)
ml/kg/min to 21.7 (5.7) ml/kg/min while the SC remained anged (19.6 (5.4)
mil/kg/min to 20.1 (5.7) ml/kg/min) from preo post intervention. Physical
functioning, as measured by SPPB scores, did not change.

Discussion:

Preoperative HIIT resulted in significantly greater gains in preoperative
cardiopulmonary fithess in comparison to moderate intensity training.
Notwithstanding the logistical challenges of running an exercise prehabilitation
trial during a pandemic, HllTass highly feasible for patients to complete, with
minimal adverse events and high programme fidelity.

Conclusion:

HIIT represents an effective intervention for eliciting meaningful gains in
preoperative fitness in deconditioned cohort within short timeframes.
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Figure 1: Pre-HIIT trial design. PRE-HIIT was designed to align with the surgical pathway, recruitment
participants for eligibility screening and baseline assessment following multidisciplinary team (MDT)
discussion and surgical planning. The intervention was delivered within the two weeks between
surgical decision and surgery. Post-intervention assessment were aligned where possible with the
day of hospital admission.

Postoperative
Recovery

Asoding

i
@ §Edf _ @
g3 <EE88 gcE 2
a.s 3 £ 8 ]
g8 SEE3¥ FEE 3
&*3 EZ2E “2a *
39
B .
§§'§ ~ £
E2323 giid
S8v&E8 $s3
R szdE
I S8 53238
goR358% §550
E%x00%3 UE e
Tgiest gifs
333 EE2E
%% SEZE
§a & T E
B2 3§ 85
-3k 2
» -
| RANDOMISE
4
T
$22 _=e
BRIt 3iE £
§i38 fvi 3%
238 =53 &
38
-
&=
%EE Sop £
se3 2z ¥
Efs3 $258 &
=§§£ fedF 8
5<% =

FProceed toSurgery

Nooadjuvant Therapy

sjsouseg

67



Figure 2: Changes in cardiopulmonary fitness [VO2peak) (ml/kg/min)] from TO to T1.
Correcting for baseline covariates, VOapeak increased significantly in the HIIT group
compared to the AC group with a magnitude of 6.6% between group difference (p=0.05).

Change in VO2peak from Pre-Intervention (T0) to Post-Intervention (T1)
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Table 1: PRE-HIIT trial participant baseline demographic, clinicopathologic and physical

performance characteristics

Demographic Characteristics Totfnlf?ogr;ort HIIT (n=42) Star'l[:zl;d?;:are
Age (years) 63.59 (9.3) 62.07 (10.19) 65.24 (8.16)
Height (cm) 170.55 (9.08) | 170.79 (9.53) 170.28 (8.68)
\Weight (kg) 80.94 (16.26) | 82.31(16.88) 79.44 (15.65)
Female 26 (32.9) 14 (34.1) 12 (31.6)
Male 53 (67.08) 27 (65.9) 26 (68.4)
IClinicopathological Characteristics
[Desophageal Cancer 39 (49.4) 21 (50) 18 (48.64)
Adenocarcinoma 31(79.5) 20(95.2) 11(61.1)
scC 7(17.9) 1(4.8) 6(33.3)
Other 1(2.5) N/A 1(5.6)
Lung Cancer 40 (50.6) 20 (47.61) 20 (55.10)
Adenocarcinoma 26 (32.9) 12 (60) 14 (70)
scC 9(11.4) 5 (25) 4 (20)
Other 5(6.3) 3 (15) 2 (10)
?;s;ﬂzig:al Cancer Meoadjuvant 31(79.5) 17 (41.47) 14 (77.8)
Neoadjuvant FLOT 16 (41) 11 (52.4) 5(27.8)
Neoadjuvant CROSS 14 (35.9) 5(23.8) 9 (50)
Physical Performance Measures
[Cardiopulmonary Fitness
\VO.,.....(mI/kg/min) 19.12 (5.2) 18.7 (5.0) 19.6(5.4)
\VO..: (ml/kg/min) 9.79 (2.93) 9.48 (2.96) 10.14 (2.90)

Peak Power Output (Watts)

117.34 (43.71)

117.07 (45.08)

117.63 (42.80)

[Short Performance Battery Test (SPBT)

Balance (point score) 4[0] 4 0] 4[0]
Gait Speed (point score) 4[0] 4 0] 4[0]
[Sit to Stand (point score) 4[1] 4[1] 4[1]
[Total SPBT Score (point score) 12 [1] 12 [1] 12 [1]
(Gait time (seconds) 2.88 (0.7) 2.85(0.74) 2.92 (0.66)
[Sit to stand time (seconds) 10.34 [4.35] 9.9 [4.65] 10.39 [3.6]

Continuous data are presented as mean (standard deviation) or median (interquartile range).
Categorical data are presented as frequency (percentage)
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(1) Department of Surgery, Columbia University, New York, New York, USA, (2)Department of Surgery,
University of Miami, Miami, Florida, USA, (3)Department of Abdominal and Transplant Surgery,
Cleveland Clinic Florida, Weston, Florida, USA, (4) Deparfrsemgery, University of Illinois, Chicago,
lllinois, USA, (5)Department of Surgery, Asklepios Hospital Barmbek, Semmelweis University Campus
Hamburg, Hamburg, Germany, (6) Department of Pediatrics, Columbia University, New York, New York,
USA

Background and Aims

Ex vivaesection and intestinal autmansplantation (ERIA) could offer effective
resection for tumors otherwise unresectable by conventionalturesection. In
this study, we aim to evaluate perioperative and kasrgn outcomes of ERIA. To
our knowledge, this is the largest case series of ERIA to date.

Study Design

A retrospective data analysis of patients who underwent ERIA at four institutions
between 1999 and 2024 was conducted. Both ERIA with and without Whipple
procedure were included. We excluded the cases that required liver auto
transplantation.

Statistical analysis

10-year overall survival (OS) and recurrefiee survival (RFS) were evaluated
using KaplaiMeier analysis and the legnk test. Significance was defined as a P
value below 0.05.

Results

A total of 35 patients (25with Whipple proceduresnd 10 without Whipple
procedures) were analyzed in this study (Table 1). The surgeries were performed
at Columbia University (n = 18), University of Miami (n = 10), University of Bologna
(n = 3),AsklepiodHospitalBarmbek (n = 2and the University of lllinois (n = 2).

We classified tumors as highly malignant (n = 16) and benign to low grade (n = 19)
based on the aggressiveness. Thest common diagnoses were pancreatic
adenocarcinoma (n = 7) and sarcoma (n = 5) for highly malignant tumors and
desmoid (n = 9) for benign to leyvade tumors. The median size of the tumor was
11.1 cm (4.5 to 30.0 cm). The RO resection was achievedri 86.cases. We
summarized the clinical outcomes in Tahl@& 96day mortality was 0% with

the median length of hospital stay of 22 days (10 to 82 day€) overall 4 3 and

5-year survivals were 87.7, 70.3 and 66.2 %, respectively (Table 2, Figure 1). The
1-, 3, and 5year OS and RFS for highly malignant tumors were 72.2, 32.5, 32.5 %
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and 66.7, 20.0, 13.3 %, respectively. In comparison,-{H dnd 5year OS and
RFS for benign to legrade tumors were 100, 100, 92.9 % and 100, 93.3, 86.7 %,
respectively (Table 2, Figure 2).

Discussion

While the success i situresection is improving due to advances in oncological
management and surgical techniqum, situ resection for cases involving the
mesenteric root is highly complex (if not impossible) and would carry significant
risk of ischemic damage to the organs. In our experiencejvoresection and
intestinal autetransplantation (ERIA), which incorporates techniques developed
for organ transplant, offered RO resection in majority of cases while ensuring
organ viability. The perioperative mortality and morbigigre acceptably low.

The ERIA could offer effective solution to large size tumors that require complex
vascular reconstruction.

Conclusion

The combined outcomes of international multicenter cohort demonstrategkat
Vivo resection and intestinal auttmansplantation can be performed with low
perioperative mortality and may offer improved outcomes compared to
conventional treatment in otherwise unresectable cases.

Table 1: Patient characteristics of ex vivo resection and autotransplantation

Number of cases 35

Age [median(range}] 40.0 (5 months - 73 years old)

Gender (Female/Male) 13122

Ex viva procodure typos Exviva rosoction and intastinal autotransplantation
with Whipple n=25
withoul Whipple n=10

Tumor classification
Highly malignant tumors (n = 16)
Carcinoma (n=11] Pancreatic adenocarcinoma (n = 7)
Pancreatic squamous carcinoma (n =1}
Small bawel adenocarcinoma n =2
Metastatic cholangiocarcinoma (n = 1)
Sarcoma (h =5) Liposarcoma (n =2)

Leiomyosarcoma (n =2)
Ewing sarcoma (n =1}

Benign to low-grade tumors {n = 19)
Desmoid tumor {n = 9)
Neuroendocrine tumor {n = 2)
Solid pseudopapillary tumor {n = 3)
Inflammatory myofibroblastic tumor (n=1)
IPMN with in situ carcinoma (n =1}
Lymphoma (n =1
Hemangioendothelioma {n = 1)

Hemangiomatosis (n =1}
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Table 2: Clinical outcomes of ex vivo surgery
Tumor size (cm) [median (range)]

Operative time [median (range)]

Cold ischemic time [median (range)]

Warm ischemic time [median (range)]

Margin status (RO/R1)

Post-operative length of stay [median (range)]

Readmission (within 1 month)

Perioperative morbidity

1-/3-/5-year overall survival
All patients
Highly malignant tumors
Benign to low-grade tumors
1-/3-/5-year recurrence-free survival
All patients
Highly malignant tumors
Benign to low-grade tumors

Perioperative mortality (within S0 days)

11.1 cm (4.5-30.0cm)

12:30 (5:00-20:00)

2:25(1:14-4:10)

0:31(0:05-0:51)

85.7%/14.3%

22 days (10 - 82 days)

17.1%

Gl bleeding, melena, abscess, SBO, ascites, urosepsis (eachn=1)

Chronic diarrhea (n = 5), total parental nutrition dependent (n = 3),

bowel obstruction, incisional hernia, liver abscess, persistent hydronephrosis,

chronic abdominal discomfort, Gl bleeding (eachn=1)

87.7%170.3%/66.2%
72.2%132.5% /32.5%

100 % /100 %/ 92.9 %

75.7%/52.6%/45.6%
66.7%/20.0%/13.3%
100%/93.3%/86.7 %

0.0%

Figure 1: Overall Survival Among Entire Cohort (n = 35)
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BackgroundAdvanced donor age is traditionally considered a risk factor for graft
and patient survival after liver transplantation (LT), and is included in commonly
used donor risk scores. However, organ shortage has led to increased use of liver
grafts from elderlylonors for an ageing group of recipients, particularly in

Europe. Within EuroTransplant the median donor age is 57 years, compared to
43 years in the US. Nevertheless, excellent-iermg outcomes were reported in
European liver transplant recipients rageg highrisk grafts after treatment
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with hypothermic oxygenated perfusion (HOPE). We hypothesized that HOPE
treatment may enhance resistance against aging in livers from elderly donors
when compared to a historical cohort of untreated livers.

Aim:To investigate this hypothesis, we analyzed the cumulative liver age,
defined as the sum of donor age and recipient graft survival time, and transplant
outcomes in liver transplant recipients treated with or without HOPE.

Study designithis observational cohort study compared a gust analysis of

the multicenter European HORREAL study (NCT05520320), which included
adult recipients of liver grafts donated after brain death (DBD) treated with
HOPE (2012022), with a singteenter hisorical control cohort of recipients

who received untreated DBD livers at the University Hospital Zurich-2022%.
Additionally, results were compared with a large liver transplant cohort from the
US (1982021).

Statistical analysidetric parameters were compared using the Maithitney

b S&aix 6KAES LISNOSyiGl3ISa 6 SNBveieryl f &l &
survival analysis was used to assess overall graft survival over time, with time
defined as cumulative liver age, anammarisons were made using the d@mnk

test. A multivariate cox regression analysis was performed to identify

independent predictors of graft failure.

ResultsThe median donor age in the HOPE group (n=768) was 14 years higher
(67 vs. 53 years, p<0.001) compared to the untreated control group (n=863).
Similarly, the median recipient age in the HOPE group was 5 years higher than in
the control group (59 vs. 54 ysap<0.001). Although median cumulative liver

age in the HOPRfeeated cohort was significantly higher than in the untreated

group (69 vs. 61years, p<0.0&gure 1A graft survival for the HOREeated

group was significantly better than foretimontreated group (logank p<0.001;

Figure 1B After adjusting for potential confoundei&ples 12), multivariate

analysis identified HOPE treatment, besides donor age and primary
transplantation, as a strong (p<0.001) and independent predictor of cumulative

liver age Table 3.

DiscussionThe proportion of HOPE treated livers reaching a cumulative liver age
of over 80 years (22%) was approximatefgl® higher than in the US cohort
(2.0%:Table 3, and more than-Bold higher than in the general European
population (5.9%Figure 2) Despite this, graft survival was superior after HOPE
treatment.

Conclusiong:{OPE treatment appears to mitigate the risks associated with
transplantation of livers from elderly DBD donors, allowing for excellent long
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term survival in an ageing recipient population. These findings support the use of
HOPE treatment for older donor livers, which may help improve utilization rates
and expand the donor pool.
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Table 1: Univariate analysis of potential confounders

HOPE treated DBD untreated DBD p*
2012-2022 (n=768) 1986-2022 (n=863)
Donor age (y) (median/IQR) 67 (53-76) 53.3 (36.9-65.4) <0.001
Graft cold ischemia time (CIT) 384 (267-480) 480 (381-595) <0.001
(min) (median/IQR)
Recipient age (y) (median/IQR) 59 (52-65) 54.0 (45.0-61.0) <0.001
Recipient lab MELD 14 (10-20.8) 21 (11-32) <0.001
(median/IQR)
Retransplantation rate (secondary 38/768 (4.9) 751860 (8.7) 0.003
or tertiary transplants (n/%)
HCC (n/%) 350/768 (45.6) 150/860 (17.4) <0.001
*untreated DBD (control) vs HOPE treated DBD, Mann-Whitney U test
Table 2: Multivariate cox regression analysis on liver age with categorized parameters
95% CI (profile P value
Hazard ratios Variable Estimate likelihood)
exp(B1) primary transplant (y/n) 4.159 2.729t06.169 <0.0001
exp(B2) HCC (y/n) 1.070 0.7503 to 1.524 0.7069
exp(B3) HOPE treatment (y/n) 0.4322 0.3193 to 0.5850 <0.0001
exp(p4) donor age <> 59y * 0.07062 0.04508 to 0.1087 <0.0001
exp(B5) recipient age <> 57y * 1.230 0.9257 to 1.637 0.1546
exp(p6) MELD <> 16 * 1.198 0.8555 to 1.683 0.2960
exp(p7) CIT <> 424min * 0.8461 0.6366 to 1.121 0.2465

* variables categorized by median
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Figure 1: Distribution of cumulative liver age (A) and graft survival of HOPE treated

and untreated DBD groups (B).
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Figure 2: Proportion of HOPE-treated and untreated DBD livers, compared to the

proportion of the European population exceeding 80 years of age.
(Statistica 2020, URL: https://www.statista.com/statistics/1235624/share-of-elderly-

population-in-europe-by-country/)
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unit. Hospital Clinic, Barcelona, Spdit0) @partment of Surgery, Hepatobiligsgncreatic unit.
Hospital Universitario La Paz, Madrid, Spdih)Department of Surgery, Hepatobiligggncreatic unit.
Hospital General Universitario, Alicante, Sp@i@)D@artment of Surgery, Hepatobiligpancreatic
unit. Hospital Universitario Reina Sofia, CérdobanSfE8)Department of Surgery, Hepatodnil-
pancreatic unit. Hospital Universitario Miguel Servet, Zaragoza,, $p&jnrDeartment of Surgery,
Hepatobiliarypancreatic unitHospital Universitario de la Princesa, Madrid, Si§a&)Department of
Surgery, Hepatobiliafyancreatic unit. Hospital Universitario del Mar, Barcelona, Sp4dit6)
Department of Surgery, Hepatobiligsgncreatic unit.Hospital Universitario Virgen de las Nieves,
Granada, Spain.

Background & Aims
Postoperative pancreatic fistula (POPF) remains a challenge after
pancreatoduodenectomy (PD), with rates exceeding 25%. These high rates,
underscore the need to identify the "ideal" pancredigestive anastomosis. Two

widely used techniquesBlumgart anasimosis (BA) and invaginating pancreato
gastrostomy (P@)have never been compared in a randomized controlled trial
(RCT). The aim of this study was to compare POPF rates between BA and PG in a
RCT for the first time.

Study Design

This was a multicenter, twarm RCT, enrolling patients with pancreatic or
periampullary neoplasms amenable to PD. Patients recruitment was conducted by
the operating surgeons at each participating center following central
randomization. After PD, pancreadigestive anastomosis was performed using
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either BA or PG.

The primary endpoint was the incidence of POPF. The hypothesis tested was that
BA could reduce POPF rates from 25% to 10% compared to PG. Secondary
endpoints included the rates of grade-CB POPF, other postoperative
complications, length of hospital stagadmission rates, and patiergported

quality of life (using the validated C30 and PAN26 questionnaires).

Statistical Analysis

The sample size was calculated with a significance level of .05, 80% power, and an
estimated 10% loss to follewp. A total of 216 patients were required.
Continuous variables were compared using the Mafinitney U test, while
OFGS3I2NAOI G NAIFoftSa ¢SNB Iylfel SR d
employed to evaluate the impact of independent variables @b BOPF and

severe postoperative complicatis (Clavieindo >l1).

Results

A total of 216 patients were randomized: 110 in the BA group, 102 in the PG group
and 4 excluded (Figure 1). Demographic and intraoperative characteristics were
similar between groups. In 13 patients (12.7%) from the PG group, intraoperative
findings necesitated switching to BA. All patients in the BA group underwent the
intended anastomosis (p < 0.001). POPF aBdP®PF were 4428% in BA group

and 34%23% in PG group (p=0.39 and p=0.74, respectively). Complications,
severe complications and mality rates were 76%, 24%, 3.7% respectively, in the
BA group, and 73%, 32%, 5.9%, in the PG group, without significant differences.
Postoperative haemorrhage rates were 15% in BA and 21% in PG group (p=0.33)
(Table 1). Length of hospital stay and readioisrates were similar: 12 days and
18% in BA vs 13 days and 25% in PG group (p=0.56 and p=0.09, respectively).
Logistic regression results are shown in Table 2. Patients reported quality of life
analysis showed a general deterioration 3 months afteresyrgvith a trend
towards amelioration after 9 months in both groups (Figure 2).

Discussion

This study, the first RCT comparing BA and PG following PD, did not reveal
significant differences in POPF incidence, clinically relevant POPF, or postoperative
complication rates, including haemorrhage which has been specially related to PG
anastomosis. &h anastomotic methods proved to be feasible and safe.
Preoperative CT evaluation of the pancreas arfl p®stoperative day
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procalcitonin concentration may help identify patients at high risk for severe POPF
and postoperative complications.

Conclusions

BA and PG are both safe and viable options for pancthgéstive anastomosis
after PD, without any difference in main postoperative outcomes.

| Assessed for eligibility (n= 260)

Excluded (n=44)

+ Not meeting inclusion criteria (n= 35)
+ Declined to participate {n= 2)

+ Other reasons (n=T7)

Randomized (n= 216)

1 Allocation ]I 1
Allocated to PG (n= 106) Allocated to BA (n= 110)
+ Received PG (n= 83) + Recaived BA (n= 123)
+ Did not receive PG (n= 13) + Did not receive BA (n= 0)
s Changed o BA (n= 13)
«  Excluded (n=d)

Other anastomosis lechnique
(n2)

o Metastasis (ne1)

o (Total pancreatectomy (ne1)

l Follow-Up I

Lost ta follow-up (n= 0} | | Lost to follow-up (n=0)

l |

Analysis

Analysed Analysed

sintention to reat (n=102) s+Intention to treat (n=110)
+Per protocol {n= 88) +Per protocol {n= 123}
«Excluded from analysis (n= 0) +Excluded from analysis (n= 0)
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Figure 1: Evolution of patients reported quality of life in Blumgart anastomosis (BA)
and pancreato-gastrostomy (PG) groups before surgery, 3 and 9 months after
surgery. Qol: guality of life; IQR: inter-guartile range; 3m: 3 months postoperative;
9m: 9 months postoperative. A: C30 questionnaire functional scale. B: C30

questionnaire global health scale. C: C30 guestionnaire symptoms scale. D:
PANZ26 questionnaire.
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Table 1. Postoperative outcomes.

Owerall (M =212) B[N =110 PG (N =10Z) P value
Anatomopathobogical diagnosis, M | 0.63
ACETOCaICinCma 141 [ET) 75E5)
Cola g coanc Rama ZE(13) 12011
Dwodenal cancimoma TE.3) S4B 2{2.0
Cystic tumor 94a.3) 4{3.7) 544.5)
MET 153 5{4.5] B{5.5]
Otteers 14(6.7) Ti6.E) 7i6.5)
Cwadn amyase concentration = POD 1, median (IGR), ILVL 412 [44-2068.7) 653545 75.2767.5) 250.50 (44-1120.5) 0.0
CRF - POD 1, median (IQR], mgiL 95 (F0.F-122.3) B9 |EE.75-120.E) 101 [72.5-136.5] 0.08
Procalcitanin -POD 1, madian {IQR), ng'miL 5.00[2-11) 5{2:11) 543-12) 0.35
Do armyiase conoentration = POD 2, median (IGRA). 1UL 124.50(17.50-E76. NENESD-167T B1{19-EEE) 0.as
CRF - POD 3, median (IQR], mgiL 187.5 (128.4-264 5 18E.2[116-258.2) 200.3[138.7-2E68.5) 0.24
Procalcitonin - PFOD 3, median IQR), ngfmL 318 3|145) 3{25) 045
Length of stay, medan (KJA), days 13 {821} 12 (5209 13{8-22) 0.56
Darys with dranage, medean {IQR), days 95-24) 9 |6-24) 10{6=24) 0.7
Descharge with drainage, M (%) s8{28) az22s) 0.7
Pancreatio fisbula, N %) a4 [4m) 0.38
Fistula degres, Ny ouss
Grade & 16 (18] TILE]
Grade B A0{19) 23[21) (FITE]
Grade C 11 (5.2 5{4.5] B{5.5]
Fistula grade B-C, W %) 514 28 (28] 23023 074
Postaperatve hasmanhage, M (%) 16 (15) 2142 0.33
Tirrse of haemeantage, N (%] 0.38
Eary 3§1.4%) 2{1.E%} 14109}
Late 34 165%) E] 204{20%)
Type of haemorrhage, N (3] 0.45
Endoluminal 16 (7.5 B{5.5] 1048.E]
Ewtraluminal 20(9.4) 10 [53.1) 10{5.8)
Hon-specified 140.5) oy 1{1.00
Hasmarnhage degree, N (%] 0.43
Grade & 13(6.1) B(5.5) 765
Grade B B 43.8) 2{1.E] B{5.5)
Grade © 16(7.E) B{7.3) B{7.E]
Delayed gastnc amatying, N (3] 5124 2422) 274aE) Q.52
Type of defayed gasiric empiying, M (%) 073
Grade & 2311 11 12013
Grade B 159.{8.0) 8{8.3] 10{5.E]
Grade C 8 42.8) 3{2E] 544.5)
Biliary fistula, N {3&) 17{B.00 10 [53.1) [ ]
Type of billary fistuba, N { o.44
Grade & 52.4) 4(3.5) 11.00

83



Grade B 1y 5{4.5) {5.91

Grade C 140.5) 105 o)
Reintersention, N (3| 24{1) 111 13{13 0.8
Peroutaneocus of endoscapic procedure, M (%) 28{22.5) 22 20) 26(25.8) 0.42
Thesapeutic ang cgraphy, N (%) 10447y 4(3.8) 0.88
Re-admission, M [3) 2321) 1817 0.08
Postaperatse complication, M (3] 158 [75) B4 [7E) 0.63
Clavien Dundo score == [Il, N (%] 58 {28) 26 (24) on
Clavien Dindo 50 FOD, N (%) a.53

o 2018) 18{1E)

1 1313 1085

[} 91 {43y 5147 40 {35

a 2311y "o 1201

it 5{4.5] 120

Va ne

() 3|2E]

v 437
CCI, median IQR) 2740 (12.20-44 33 24.70(12.20-42 53} 29.60(13.47-4457) 0.20
CCl =26,2, N (%) 111 [53) 52 [4E) 53 [5E) 0.z
Weight 3 POM, medan (IGR]. K &2 |55-71.80) 62.20 {55-70.22) 62 (55-7Z.50) o.se
Percentage of weight loss 3 POM, medan (I3R) 0.10 [0u03-0.15) 0.08 0.03-0.15) 0.11 (DL02<0.97) 0.7
EFT's symgtams 3 POM, N (&) 26 25) BN 0.84
PERT 2 POM, N (%} B0 [75) BOAZ) 0.4z
Deceased 3 FOM, N (%) 4{3.8) 5i4.5) a.en
Weight 9 POM, median (IGA]. Kg 63.75 (54.12-72.00) 6400 (54.00.72.00} 62.50 (54.78-71.60| 0.57
Percentage of weight loss 30 POD, median [IQR] 0.08 [0.03-0.18) 0.08 (0.03-0.15) 0.0 [0.02-0.17) 0.32
EFT"s symgtams 8P0M, N &) 28 (25) FaEn 0.58
PERT & POM, N (%] 78 (B0] 75 (BE) 0.30
Deceased 3 POM, M (%) 11 1515 0.40

Abbreviations: BA, Blumgart anastomosis; CCI, Comprehansive Complications Index; CRP, C-reactive protein; EPI,
expering pancreatic insufficiancy, NET, neuroendocrine tumor; PERT, pancreatic anzyme replacement therapy, PG,
pancreaticogastrostomy; POD, postoperative day; POM, postoperative maonth; PPH, post-pancreatectonmy

hemorrhiage.
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Table 2. Association of pre, intra and postoperative variables with the risk of grade B-C

POPF and Clavien >l p.o. complications.

OR 95% Cl P value
B-C Postoperative Pancreatic Fistula
Soft pancreas 2.5 0.9-6.6 0.06
Age 1.06 11.1 0.02
Wirsung diameter (preop CT) 0.70 0.5-0.9 0.02
Pancreatic parenchyma attenuation 0.98 0.941 0.06
Drain amylase day 1 p.o. 1 111 0.02
Preoperative CT 0.2 0.02-1.9 0.17
BMI 1.07 0.91.1 1.13
Severe postoperative complications
Soft pancreas 1.82 0.96- 3.59 0.07
BMI 1.05 0.98-1.13 0.10
Drain amylase day 1 p.o. 1 0.9941 0.1
Serum procalcitonin concentration day 3 p.o. 1.01 1-1.03 0.04

POPF: postoperative pancreatic fistula; OR: odds ratio; Cl: confidence interval; p.o.:

postoperative; BMI: body mass index; CT: chemotherapy.
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14] Low Anterior Resection Syndrome Treatment Possibilities:
Multicenter, Randomized Controlled Clinical Trial

Michail KlimovsKij Ignas CivilkéndrejAleinikod, Peter Christensért DI 6 NA ST T 54

Audrius Dulskéas

(1) East Sussex Healthcare NHS trust, (2) Faculty of Medicine, Vilnius University, Vilnius, Lithuania,

(3) Department of Surgical Oncology, National Cancer Instfiliieys, Lithuania, (4) Aarhus University
Hospital, Aarhus, Denmark

Background and Aimksow anterior resection syndrome (LARS) commonly affects
patients following rectal resection, impairing bowel function and quality of life.
Transanal irrigation (TAI) has emerged as a potential intervention to alleviate
these symptoms. This study aims tosess whether TAl provides superior
improvements in bowel function and quality of life compared with the best
supportive  care in  patients  after low anterior resection.

Study designA multicenter randomized clinical trial comparing TAI (intervention
¢ starting with 500ml per day, increased to a maximum of 1L normal warm water
once a day) with best supportive care (congraiet modification, antidiarrheal
medication, biofeedback) waserformed. Patients who have undergone low
anterior resection in four European centers were included. The primary outcome
was differences in bowel function at baseline, 3 months, 6 months, and 1 year,
which were evaluated using LARS and \®lestores. The secondary outcome was
quality-of-life (QoL), measured by Measure Yourself Medical Outcome Profile
(MYMOP) and Memorial SloKettering Cancer Center Bowel Function
Instrument (MSKCC BFI) guestionnaires.

Statistical analysisthe sample size was determined a priori using G*Power
software, assuming a desired power of 0.95 for detecting differences in repeated
measures between the intervention and control groups the total sample size is
estimated to be 44 patients. Inferentialatistics were applied using repeated
measures ANOVA to evaluate group differences over time. Significance thresholds
were maintained at p < 0.05. This trial is registered under ClinicalTrials.gov ID
[NCT05920681].

Resultsforty-one patients were enrolled in the study (TAI 20, control 21). LARS
scores were significantly better in the TAI group just after 3 months (median 0
versus 36 in the control group; p<0.0001), after 6 months (median 0 versus 36;
p<0.0001), and stayedamtically the same after 12 months (median O versus 36.5;

p<0.0001). Wexner scores were also lower in the TAI group after 3 months
(median 0 versus 14 in the control group; p<0.0001), 6 months (median O versus
14; p<0.0001), and 12 months (med@wersus 13; p<0.0001). MYMOP score was

lower in the TAI group after 3 months (median 0 versus 11; p<0.0001). In addition,
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patients in the TAI group also achieved higher MSKCC BFI scores after 3 months
(median 89 versus 39 in the control group; p<0.0001), after 6 months (median 89
versus 39; p<0.0001), and after 12 months (median 89 versus 39; p<0.0001).

Discussion:TAl markedly improved bowel function and QoL in -pastl
resection patients, showing sustained benefits over one year compared with best
supportive care. These findings suggest thatni@ be a valuable intervention

for managing LARS, though adverse events highlight the need for careful patient
selection and monitoring.

ConclusionThestudy confirms that TAl leads to better functional outcomes and

improvements in QoL compared with best supportive care. Further studies should
be initiated to personalize the LARS treatment even more.
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15] Clinical Validation of NerveTrend vs. NerveAssMiede of
Intraoperative Neuromonitoring in Prevention of Recurrent Laryngeal
Nerve Injury During Thyroid Surgery: A Randomized Controlled Trial

al NOAY . (1) NBéuszbadrakl), Karolina KrakowsKa), Aleksander Konturek
1)

(1) Department of Endocrine Surgery, Jagiellonian University Medical College, Krakéw, Poland

Background and Aims

The use of NerveTrend when compared to intermittent neuromonitori@NM)

mode in thyroid surgery was recently reported to resulteindency towards
reduced recurrent laryngeal nerve (RLN) injury on postoperative day 1 and
significant decrease of need for a staged thyroidectomy. But it remains unclear if
this technique is as good as continuous neuromonitoring (NerveAssure). The
hypothesis explored in this study was that NerveTrend mode might be not inferior
than NerveAssure mode in intraoperative identification of impending neural injury
and in prognostication of postoperative glottis function in thyroid surgery. Hence,
NerveTrend modenay have a potential to be considered a bridge between i
IONM and NerveAssure modes, and particularly in health care environments with
limited financial resources it can be considered a substantial step forward
representing a modern alternative to the NeAssure technique.

The aim of this study was to compare two distinct modes of NIM Vital application
in thyroid surgery: NerveTrend vs. NerveAssure mode with respect to prevalence
of early postoperative RLN injury.

Study Design

A prospective, randomized study with 2 arms: NeveTrend vs. NerveAssure mode
(n=132 patients and 264 nerves at risk, each). The primary outcome measure was
prevalence of RLN injury on postoperative day 1 assessed by direct laryngoscopy.
In NerveTrend groughe surgeoroperated tONM stimulation probe was used

for trending of amplitude and latency changes from initial vagal
electromyographic baseline (at pace based on surgical judgement) to tailor
surgical strategy whereas in NerveAssure group it was daomatically (twice

a second) by the APS electrode placed on the vagus nerve.

Statistical analysis

The sample size was estimated based on the principle of detecting a 3.1%
difference in the prevalence of early RLN injury (3.2% for NerveTrend vs. 0.1% for
NerveAssure) with &% probability at p < 0.05. Assuming a 20% drop out rate a
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group of 528 nerves at risk (assessed in 264 patients undergoing bilateral thyroid
surgery) were found to be enough to test if clinically pertinent differences exist
between NerveTrend vs. NerveAssure modes (n = 264 nerves at risk which is equal
to 132 paients in each respective group undergoing bilateral thyroid surgery). The
resultant data were statistically processed using the statistical software MedCalc
(version 19, MedCalc Software, Belgium). The incidence of nerve events was
calculated based on thmumber of nerves at risk (NAR). The significance level was
accepted at p < 0.05. Registered at ClinicalTrials.gov: NCT06289309.

Results

Some 264 patients were randomized into the intervention (NerveTrend) versus
the control group (NerveAssure), 132 patients each. RLN injury was found on
postoperative day 1 in 3/264 (1.13%) versus 1/264 (0.38%) NAR whereas staged
thyroidectomy was not neceary in any of the patients in the study (p = 0.31 and

p = 1.0, respectively).

Discussion

Outcomes of this study run in a higblume thyroid surgery centre may not be
directly transferable to the lowolume surgical units.
Conclusion

NerveTrend mode was not inferior than NerveAssure mode of intraoperative
neuromonitoring in thyroid surgery with respect to the risk of RLN injury and both
had a potential to abolish the need for a staged thyroidectomy.
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16] Facilitating the RobeAssisted Minimally Invasive Esophagectomy
(RAMIE) Learning Curve:Retrospective Cohort Study dRealtime
Anatomy and Surgical Phase Recognition using Deep Learning

Romy C. van JaarsveMiping kj Ronald L.P.D. de Jen@ino M. KuipetsJasper Bongexs
Tim J.M. JaspexsMarcel Breeuwér Fons van der SomnierYasmina Al KhaliRichard
vanHillegersberg Jelle P. Ruurda

aDepartment of Surgery, University Medical Centre Utrecht, Utrecht, The NethéBepdstment of
Biomedical Engineering, Eindhoven University of Technology, Eindhoven, The Netherlands

BACKGROUND AND AIMS

Curative treatment of esophageal cancer comprises neoadjuvant
chemoradiotherapy and esophagectomy. Rehssisted Minimally Invasive
Esophagectomy (RAMIE) is the preferred technique in many centres, offering
improved view, articulated instruments and imped ergonomics. Learning
RAMIE is challenging due to the complex chest anatomy, patient positioning and
zoomedin view. Computeaided anatomy recognition holds promise for
improving surgical navigation. This study aims to develop dimealanatomy
recognition algorithm for the thoracic part of RAMIE (tRAMIE) using deep learning
and to understand the challenges and limitations of current sifthe-art
algorithms.

STUDY DESIGN

A retrospective singleentre cohort study was conducted at University Medical
Centre Utrecht, The Netherlands. We collected RAMIE videos from January 2018
to July 2021. We created a segmentation dataset (D1) and a surgical phase
recognition dataset (D2)Both datasets were labelled by PhD candidates
supervised by an expert surge@il included 879 frames in which twelve classes
were annotated:airways, aorta, azygos vein, esophagus, vagal and recurrent
laryngeal nerves, thoracic duct, pericardium, righggldorceps, hook, suction and
vessel sealeRespectively 85% and 15% of the frames were used for training and
testing. D2 included 27 tRAMIE recordings. We identified thirteen surgical phases.
The videos were used for training (14), validation (4) and testing (9). Several
machine learning models wetrained and tested on both datasets to assess their
effectiveness and limitations.

STATISTICAL ANALYSIS
For D1, models were evaluated using the Dice score (measuring overlap from 0 to
1) and the Average Symmetric Surface Distance (margin accuracy in pixel
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distance). Aquantitative analysis compared attentibased and nosttention
basedmodels. Attentiorbasedmodels may better handle occlusions (e.g., blood

or smoke) than traditional convolutioraduralnetworks (CNNs). On D2, we
benchmarked four statef-the-art sumical phase recognition models and
proposed an enhanced model. Performance was assessed using accuracy
(percentage of correctly phased frames), precision, recall, and the Jaccard index.

RESULTS

Table 1 shows that traditional CNNs have the highest frames per second (FPS),
while attentionbasedmodels excel in segmentation quality. Figure 1A
demonstrates higher performance across all classes by attepdisedmodels,

with Figure 1B visualizing shiTable 2 indicates that our model outperforms on
most metrics. Figure 2A illustrates the relationships between phases, which are
enlisted in 2B. Figures 2C and 2D compare model performance with the ground
truth on a test video, highlighting that phasearl 10 are the most challenging.

DISCUSSION

Attention-basedmodels outperform CNNs regarding segmentation quality,
though with a lower FPS. However, they still function neatireal making them
suitable for surgical anatomy recognition tasks. Mask2Former and SegNeXt
demonstrate superior performae and are recommended for future research. In
phase recognition, classification errors mostly occur at phase transitions,
highlighting the challenge of accurately delineating boundaries. For RAMIE, class
imbalance in the dataset leads to certain classefopming low. More and varied
training data is needed to address this issue.

CONCLUSION

This study introduces two new RAMIE datasets: the most comprehensive labelled
anatomy dataset to date, and a phase recognition dataset, along with the first
extensive analysis of model performance. By evaluating various models, we
identified key featuresof improving segmentation and surgical phase recognition

in RAMIE.
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Table 1: Frames per second (FPS) and performance metrics for various models tested on the

RAMIE segmentation dataset (D1).

RAMIE dataset

Model FPS Dice score ASSD [pixels]
Deeplabv3® 87 0.56 £0.14 23418
Deeplabv3+® 100 0.57 #0.15 24%21
PSPNet 96 0.57 +0.16 27+22
FPIN® 87 0.50 +0.16 33227
Mask2Former? 19 0.71 + 0.16° 11 + 10°
Segformer? 69 0.64 +0.15 17413
Segmenter® 30 0.68 +0.15 15411
SegNext 25 0.71 + 0.14" 14412

Results are reported as mean * standard deviation computed across all images in the test set,
with the best metric scores indicated in bold. FPS: frames per second; ASSD: average symmetric
surface distance. °: Convolutional Neural Network; : Attention-based network ; *: p < 0.05, using

a Wilcoxon signed-rank test.

Iable 2: Performance of different recognition models on the RAMIE phase dataset (D2), expressed
by multiple evaluation metrics. The models were selected based on their effectiveness in other

surgical datasets and compared to our own dataset for RAMIE phase recognition.

Accuracy Precision Recall Jaccard
SV-RCNet 75.42+3.88 75.54 £4.00 70.12+£5.02 56.56 + 5.55
TeCNO 78.46 +3.97 73.87+460 73.56+5.10 58.34+475
TMRNet 72.86+4.82 76.56 £ 6.04 57.12 +£5.85 46.87+5.42
Trans-SWnet 75.15+4.09 74794 6.62 68.43+£598 55.25+6.23
Ours 78284442 77.28+5.37 76.41 + 6.01 61.94+7.24

Best metric scores indicated in bold.
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Eigure 1: Performance of the different models on the RAMIE segmentation dataset (D1), A: Dice

scores per annotated class; B: visualization of input frames, nextto the reference annotations and

predictions on the RAMIE dataset using DeepLabv3+ (CNN), SegNext and Mask2Former (both

attention-based).
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Eigure 2: Surgical phases in RAMIE and the performance of different models on the RAMIE phase

dataset (D2), A: visualization of the sequence in which the different phases are performed; B:

thirteen different tRAMIE phase classes, delineated by anatomical areas or actions not related to

esophagectomy; C: qualitative results in one of the videos showing the ground truth, the four

comparative models and our own model; D: mean F1 scores across all phases for all 5 models.
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17] Postoperative chronic enterocutaneous fistulas: are fistula origin and
surgical timing truly determinants of outcomes? A single center experience
with 200 operated patients.

Jérémie Lefevre (1), Clement Pastier, Maxime Collard, AlexGimalfime, Clotilde Debove,
Najim Chafai, Thibault Voron, Yann parc

(1)Sorbonne Université, Department of Digestive SurgeitPARGpital Saint Antoine76012, Paris,
France.

Background and Aim€urative surgery remains an option for enterocutaneous
fistulas (ECF) when medical management have failed, though optimal timing is still
debated.

Study DesigrRetrospective study analyzed EfDFative intent surgeries (index
surgeries) from 2002024 in a higlvolume center. Exclusion criteria:
spontaneous ECF, supramesocolic/perineal origins, and ECF occurring more than
5 years after primary surgery (princeps). Primary composite outcome (success)
was the absence of: ECF, E€l&ted stoma, and death by postoperative day 90
(POD90). ECF origimgl bowel, colon, or both) was confirmed intraoperatively.
Early surgery referred to an index surgery performed within 4 months of the most
recent abdominal surgery (eailydex).

Statistical AnalysisOverall cohort results are presented. Subgroup analysis
compared surgical timing after excluding emergency casesfegfiR SE Xn Y2y
vs. lateindex >4 months). Univariate and multivariate logistic regression with
backward elimination analyzed predictofssuccess.

Results:Among 200 patients (median age 62 years7dB 43% female, 40%
{1l 03X Ty 2 LINR2NJ | 0R22A7A)lintlex wazpdE@EME > . a
for ECF arising poptinceps, mainly due to inflammatory bowel disease (17%),
neoplasm (16%), and bowel obstiono (16%). ECF involved the small bowel in
77% (n=154), colon in 12% (n=24), and both in 11% (n=2)ide@ésis occurred

9 days [24] postprinceps with 74% unplanned reoperations independent of
surgical timing (p=0.077; p=0.999). 82% of W& E referred from other centers,

with a median transfer time of 48 days480] (p=0.545).

ECF presentation at transfer included indirect (65%), intubated (12%), hemmed
edges (12%), or expos&LCF (11%) (p=0.122). Excluding emergency cases (n=22),
early surgery was performed in 39% (n=70/178). falx patients had fewer
respiratory comorbidies (9% vs. 21%; p=0.036) and a shorter interval from ECF
diagnosis to transfer (16 days vs. 145; p=0.001), with no difference-indgse
management (p=0.248). During prelex management, albumin (p=0.002),
hemoglobin (p=0.021), and CRP (p=0.001) iwgutosignificantly, while ECF
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output decreased comparing transfer to index (p=0.001). Haibx was
associated with higher ECF output (p=0.048), greater appliance use with irrigation
system (p=0.011), and lower hospital discharge rates (p=0.005). Median index
surgery duration was 24Minutes [156300] (p=0.312), with 87% anastomosis
(p=0.643). Median poghdex length of stay was 14 days2l (p=0.236). At
POD90, surgical timing did not affect mortality (5%; p=0.091), severe morbidity
(41%; p=0.867), ICU admissions (56%; p=0.220ptanned reoperations (13%;
p=0.511). At 12nonth followup [446], success was 74%, irrespective of ECF
surgical timing (p=0.299), with 21% resulting in permanent stomas (p=0.567) and
17% in ECF recurrences (p=0.668). Multivariate analysis assoailtesl With

F{! xo 6 h wTl' n0881¢; vp=0.012) Pandi @rinceps for malignancies
(OR=0.344 [0.158.773]; p=0.001). E@figin (p=0.924) and surgical timing
(p=0.438) did not impact success.

Discussion:This high number of patients, homogeneous cohort, of only
postoperative inframesocolic ECF cases, unresponsive to medical treatment,
better assessed quality of life using a composite criterion, though retrospective
limitations constrain analysis.

Conclusion:Curative surgery for postoperative ECF unresponsive to medical
treatment yielded favorable outcomes, with 74% success at 12 months,
irrespective of ECF origin. Early surgery within 4 months appears feasible and safe,
emphasizing prompt transfer to higlolume centers poseCF diagnosis.
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Background and Aims

Patients with multiple endocrine neoplasia type 2A (MEN&Axlly undergo
thyroidectomy at a young age to either prevent development of medullary thyroid
carcinoma (MTC) or treat it at an early stage. Calcitonin is a specific and highly
sensitive biomarker for MTC used to assess the outcome of thyroidectomy and
subsequent prognostication. Leading guidelines recommend lifelong fofiav

at least yearly calcitonin values after thyroidectomy. This recommendation is
based on expert opinion. This study aims to investigate the natural course of
calcitonin levels aftethyroidectomy in MEN2A patients and to identify factors
associated with increased calcitonin values to tailor postoperative fafow
regimen.

Study Design

In this retrospective singleenter cohort study patients with MEN2A who
underwent total thyroidectomy between 1992019 and had multiple
postoperative calcitonin measurements were included. Exclusion criteria were
more than 1.5 years between thyroidectomy and first postoperative calcitonin
measurement and if the calcitonin measurements wenalged in another
laboratory than our own. Primary outcomes were postoperative calcitonin
measurements and the occurrence or structural recurrence of MTC during-follow
up. Occurrence/ structural recurrence of MTC was defined as (1) histologically
confirmed MTC in biopsy or resection specimen or (2) radiologically suspicious
based on repeated imaging studies. The4mnm serial calcitonin measurements
and clinical outcomes were correlated to the first postoperative calcitonin and
histopathology of thyroiectomy. The initial hypothesis was that MEN2A patients
with a first postoperative undetectable calcitonin level face no risk of developing
elevated calcitonin levels or structural occurrence/recurrence of MTC during
follow-up, particularly if the thyroidpgcimen shows no presence of MTC.
Statistical Analysis
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Descriptive statistics were conducted as appropriate. Spaghetti plots were
SYLX 28SR (2 S@I fdz (S -teirk @stapefaitve olirbedd f  LJI
calcitonin values over time. Spaghetti plots started at the first postoperative
calcitonin and endedt the most recent calcitonin value available. To assess
structural recurrencdree survival probability estimates, Kaplan Meier curves

were established. Folloup time started at the date of total thyroidectomy and

ended at the date of occurrence or sttu@l recurrence of MTC, the date of

death or the date of last visit. Stratified analyses were performed for patients with
Wdzy RSGSOGIF ot SQ @OSNRARdza WRSGSOGFotS @A
fAYAOQ OFtOAG2YAY f SOSWH2 NMIR  TFi2KND N2 M R
GSNEdza Wac¢/ Q Ay NBaSOlA2Y &aLISOAYSyo

Results

Fifty-two patients of the 90 patients with MEN2A who underwent total
thyroidectomy during the study period were included. The median age at
thyroidectomy was 10 years (rang& 0). Histopathology showed normal thyroid
tissue or @ell hyperplasia (CCH) 28 patients (44%) and MTC in 29 patients
(56%). The median folleup time was 12 years (range28). Thirtyeight patients
(73%) had an undetectable first postoperative calcitonin, seven within reference
range and seven above reference range. Of the 3@miatwith postoperative
undetectable calcitonin, 32 patients (84%) remained undetectable. All 21 patients
with normal thyroid tissue or CCH and first postoperative undetectable calcitonin
remained undetectable during a median follaw of 12 years (rand&28). Of the

17 patients with MTC and undetectable first postoperative calcitonin 11 (65%)
remained undetectable and none developed structural recurrence. Structural
recurrence was seen in six patients; all had MTC and a first postoperative
detectable orelevated calcitonin.

Discussion

For MEN2A patients without MTC and an undetectable first postoperative
calcitonin, followup seems unnecessary since none of the patients in our study
developed a detectable postoperative calcitonin or structural occurrence of MTC.
The current intensive flow-up regimen in the group of patients with MTC and an
undetectable first postoperative calcitonin seems to have little added value in the
majority of patients. For these patients, folloyg duration and frequency can
likely be tailored. Early postopers risk stratification, based on the first
postoperative calcitonin level and histology of resected thyroid tissue could
improve postoperative counselling of patients, reduce uncertainty and anxiety
and reduce laboratory tests and healthcare costs.
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Conclusion

In this study we investigated which patients developed an increase in
postoperative calcitonin levels or structural recurrence after thyroidectomy in
MENZ2A to individualize folleup. Longerm calcitonin followup seems
unnecessary for MEN2A patients with MTC and a first postoperative
undetectable calcitonin measurement. The folagvof patients with MTC and an
undetectable calcitonin can likely be reduced or shortened.

Table 1: Overview of follow-up of calcitonin and recurrence of MTC in different subgroups

Histopathology 14 postoperative Median follow-up Calcitonin levels Structural recurrence
from resection calcitonin time (range)
specimen

Undetectable Within ref Above Median timein  No recurrent disease Recurrent disease

n% range n% years untill 0% n%
n% recurrence
(range)

Normal thyroid/  Undetectable 12(328) 21 (100%) 0(0%) 0 (0%) - 21(100%) 0(0%)
CCH Detectable within 19 (17-20) 1(50%) 1(50%) 0(0%) - 2 (100%) 0(0%)

reference range

Above upper limit - 0(0%) 0(0%) 0(0%) - 0(0%) 0(0%)
MTC without Undetectable 20(4-27) 7 (54%) 4(31%) 2(15%) - 13 (100%) 0(0%)
Iymph node Detectable within 15 (7-21) 1(25%) 1(25%) 2(50%) 14.6(12.1-17.2) 2(50%) 2(50%)
metastasis reference range

Above upper limit - 0(0%) 0(0%) 0(0%) - 0(0%) 0(0%)
MTC and lymph Undetectable 5(5-7) 4 (100%) 0 (0%) 0 (0%) - 4 (100%) 0(0%)
node metastasis  Detectable within 33 0(0%) 0(0%) 1(100%) - 1(100%) 0(0%)

reference range

Above upper limit 4(0-13) 0(0%) 0(0%) 7(100%) 0.77(0.2-36) 3(43%) 4(57%)
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Figure 1: Calcitonin measurements in categories during follow-up in patients with an

undetectable first postoperative calcitonin and histopathological presence of normal thyroid
tissue or CCH
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Figure 2: Calcitonin measurements in categories during follow-up in patients with an
undetectable first postoperative calcitonin and histopathological presence of MTC
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Background

Liver transplantation (LT) for hepatocellular carcinoma (HCC) is commonly
employed, with overall fivgear survival rates of approximately 70%. However,
posttransplant HCC recurrence occurs in2086 of cases, which is associated
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with a poor prognosis. The mechanisms underlying HCC recurrence remain poorly
understood. A contributing factor includes ischeneiperfusion injury, which is a

key driver of microvascular dysfunction, tissue hypoxia and ongoing inflammation,
potentially pomoting tumor cell reseeding and growth. Recent evidence showed
that hypothermic oxygenated machine perfusion (HOPE) of donor livers mitigates
ischemiareperfusion injury and protects against early graft inflammation, thereby
potentially reducing the ristf HCC recurrence.

Aim; This study aims to evaluate letegm recurrenceree survival in patients
receiving a HOPtEeated liver transplant for HCC.

Study designThis observational cohort study involved a gast analysis of the
multicenter European HOMEEAL study (NCT05520320), which included adult
recipients with HCC who received liver grafts donated after brain death (DBD) or
circulatory death (DCD) and wetreated with HOPE, dudlOPE (DHOPE), or
normothermic regional perfusion followed by HOPE {N&PE) between 2012

and 2022. The control group consisted of pooled data from four studies published
within the last five years, which included 2&22ises (SRTR Database, USA), 547
cases (Cleveland Clinic, Ohio, USA), 8.178 casesafmadtais 1), and 55.333 cases
(metaanalysis 1) of nonperfused liver transplants for HCC.

Statistical analysidZetric variables were compared using the Maithitney U
6SaGz 6KAES LISNOSyGlrasa sSNB Fyltfel SR
calculated using Kaplavieier analysis and compared using the log rank test. A
multivariate logistic regression dysis was performed to identify independent
predictors of HCC recurrence.

Results

The HOPRREAL study included 599 liver transplantations for HCC (50% of the total
cohort), with a median tumor size of 2.0 cm (interquartile range30DG&m), a
median tumor number of 2 {(3), and a median AFP of 6 ng/mL {2026 ng/mL).

After a mediarfollow-up time of 2.4 years, the overall HCC recurrence rate was
low at 6.9% (41/599), with no significant difference between DBD and DCD liver
transplants (25/350, 7.1% vs. 16/249, 6.4%; p=0.346). Correspondingly, the five
year recurrencdree survival ree for the entire cohort was excellent (80%), with

no significant difference between DBD and DCD grafts (85% vs. 79%, log rank
p=0.346;Figure ). In contrast, pooled data from nguerfused liver transplants
showed HCC recurrence rates of 1B/46, and fivgear recurrencdree survival

rates ranging from 54% to 69%able 1) Multivariate analysis identified tumor
size, but not graft type, graft risk or HOPE method (HOPE, DHOREDRRR as

an independent predictor of HCC recurrefitable 2.
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Discussion and conclusions

This study represents the largest cohort of macipedused livers transplanted
for HCC to date, indicating that HGWREated livers have a more than twold
lower HCC recurrence rate compared to recently published data eperéused
liver transplantsfor HCC, despite comparable tumor burdialfle 1).These
findings suggest a potential aicancer effect of HOPE treatment, alongside its
established antinflammatory benefits. A multicenter, prospective randomized
trial is warranted to further evaluatbe impact of HOPE on HCC outcomes.

HCC recurrence in liver transplants treated with hypothermic
oxygenated perfusion

Table 1: HCC recurrence rates and survival after liver transplantation

HOPE REAL SRTR data US * Cleveland * Metaanalysis | WEEELETEE
2012-20222 2003-2020 2000-2020 1980-2023 1991-2022

N=599 N=26232 N=547 N=8178 # N=55333 §
Recurrence rate 41/599 (6.8%) not available 74/547 (13.5%) not available 9410/55333 (17 %)
1y survival 93% (RS) 88.6% (05) 91.6% (RS) 84.1%! 90,92(05) not available
3y survival 88% (RS) 72.0% (0S) 79.3% (RS) 69.9%" 80.22 (0S) not available
Sy survival 80%(RS) 54.3% (0S) 68.7% (RS) 64.8%! 73.62 (0S) not available
median tumor 2(1-3) 1(1-2) 1(1-2) not available not available
number
median tumor 2.0cm (1-3) 2.5cm (1.5-3.5) 2.3cm (1.7-2.3) not available not available
size
median AFP 6(3.2-15.3) 8 (4-26) 9.1(4.6-29.6) not available not available
DCD grafts 249/599 (41.6%) 1906/26232 (7.2%) 58/547 (10.8%) not available not available
Cold ischemia 6h (4.4-7.9) 6.0h (4.8-7.9) 6.8h (5.8-8) not available not available
Donor age 63y (52-74)- 44y (28-56) 43y (29-55) not available not available
Donor BMI 26 (24-29) 27(23-31) 27 (24-32) not available not available
DRI 2.14 (1.89-2.52) not available not available not available not available

*Webhrle et al, Transplantation (2024), # Drefs et al ( '1980-2023 ? 2005-2023), European J Surg Onc
(2024), § Broering et al, Cancers (2022), OS: overall survival, RS : recurrence free survival
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HCC recurrence in liver transplants treated with hypothermic
oxygenated perfusion

Table 2: Multivariate analysis for hepatocellular carcinoma (HCC) recurrence*

Calculation Included Odds ratio 95% ClI
steps variables

Step 1 Tumor number 1.005 0.946-1.067 0.880
Tumor size 1.205 1.023-1.422 0.026
Graft risk 0.630 0.408-0.972 0.037
Graft type 2.003 0.479-8.372 0.341
HOPE type 2.057 0.657-6.440 0.215
constant 0.48 < 0.001
Step 2 Tumor size 1.207 1.024-1.423 0.025
Graft risk 0.629 0.408-0.968 0.035
Graft type 2.010 0.482-8.387 0.338
HOPE type 2.051 0.656-6.415 0.217
constant 0.49 <0.001
Step 3 Tumor size 1.209 1.026-1.424 0.023
Graft risk 0.734 0.544-0.991 0.043
HOPE type 2.541 0.842-7-670 0.098
constant 0.34 <0.001
Step 4 Tumor size 1.207 1.023-1.423 0.025
Graft risk 0.838 0.657-1.069 0.155
constant 0.074 <0.001
Step 5 Tumor size 1.211 1.026-1.429 0.024
constant 0.47 <0.001

*Logistic regression was performed with backward likelihood ratio.

HCC recurrence in liver transplants treated with hypothermic
oxygenated perfusion
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Figure 1: Recurrence-free survival after liver transplantation for hepatocellular
carcinoma (HCC) in the HOPE-REAL cohort, stratified by donation after brain death
(DBD) or circulatory death (DCD) grafts.
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Background and Aims

Bariatric surgery effectively achieves kegn weight loss andemission of
obesityrelated comorbidities, improving life expectancy. The field has matured
with stronger regulations and evidenbased guidelines from international
societies. Meticulous patient selection, thorough preoperative management, and
minimallyinvasive surgery render the current mortality rates unacceptable. The
rise of pharmaceutical alternatives presents a new challenge, offering an
opportunity to reassess practices and enhance outcomes. The aim of this study
was to analyze trends in mortgliand morbidity associated with bariatric surgery
over the past 15 years.

Study Design

This nationwide retrospective cohort study analyzed bariatric surgery outcomes
from the French PMSI (Programme de Médicalisation des Sys@@ésy T 2 N | { A
database, which includes discharge abstracts detailing key medical and
administrative characteristics of patients. The study covered bariatric surgeries
performed from January 2009 to December 2023. Patient episodes were linked
across hospitlizations to enable longitudinal follewp, capturing all readmissions
and reinterventions within French metropolitan healthcare facilities. The primary
outcomes were 9@ay mortality, causes of death, and major complications
requiring reintervention (Cléen-Dindo grade 1l or higher). Secondary outcomes
included critical care admissions, length of stay, and regional and hospital type
variations in outcomes.

Statistical Analysis
Statistical analysis were conducted to evaluate trends, compare surgical
procedures, and assess the impact of care settings on patient outcomes.

Results

Between 2009 and 2023, a total of 563,878 bariatric surgeries were performed in
France. Sleeve gastrectomy was the most common procedure, comprising 60.0%
(338,537 cases, Figure 1) with an overall mortality rate of 0.06%. Gastric bypass
accounted for 30.1%169,936 cases) with a mortality rate of 0.12%. Notably,
mortality rates for both procedures decreased over time, reaching 0.02% for
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sleeve gastrectomy and 0.11% for gastric bypass by the end of the study period
(Figure 2). Among the entire cohort, 433 patients (0.08%) died within 90 days
postoperatively. The leading causes of death were infectious complications,
including leakage andgkstive perforations (35.5%); bleeding (5.8%); thrombotic
events (5.1%); respiratory insufficiency (3.2%); and parietal complications (2.8%).
For 191 patients (44.1%), the cause of death could not be clearly identified or was
|nsuﬁ|C|entIy investigatedMost patlents (95. 3%) had surgery in h\giMme
OSYyiSNE oxon Ol 8aSak@SINDX 6KSNB Y2NIIf
than in lowvolume centers (0.16%; p < 0.001; OR = 2.4). Reglonal disparities were
evident across France's 22 regions, with fibur most active regions accounting

for 50.6% of all bariatric surgeries performed. Additionally, we observed a fourfold
increase in mortality between the region with the lowest mortality rate (0.04%)
and the region with the highest mortality rate (0.)6Reinterventions classified

as Claviebindo grade Il or higher were required in 10,732 patients (1.9%).
Among deceased patients, 56.9% were managed entirely outside Obesity Surgery
Centers (CSOs), while 28.8% were initially treated outside CSOs sequsully
referred to CSOs for reintervention.

Discussion

This study represents the largest nationwide cohort in bariatric surgery,
characterized by its extensive patient population, long recruitment period, and
comprehensive scope. It provides a thorough evaluation of surgical quality and
safety by analyzing sene complications, even in the context of very low mortality
rates. The disparities in practices, the low concentration of activity, and the
underutilization of specialized centerparticularly for postoperative
complications, despite their demonstratedpartance in preventing failure to
rescua remain impaired quality criteria that require monitoring, as our study has
shown a lack of improvement in these domains.

Conclusion

Analysis of our large databases reveals that imtipfovements in perioperative
mortality have plateaued. Strengthening the standardization of practices and
consolidating reference centers are essential steps forward. Implementing a
mortality registry, supplemented by a registry of Clabémo grade libr higher
complications with detailed medieurgical information, may be necessary for
quality control in bariatric surgical procedures, surpassing the best practices of its
new competitors.
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Gastroenterology and Hepatology. Erasmus University Medical Center, Rotterdam, the Netk&ylands
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(11) Department of Surgery, Transplant Center, Leiden University Medical Center, Leiden, the
Netherlands

Background

Dual hypothermic oxygenated machine perfusion (DHOPE) reduces the risk of
symptomatic noranastomotic biliary strictures (NAS) within 6 months after
donation after circulatory death (DCD) liver transplantation. Howewvergréh
protocol magnetic resonanceholangiography (MRC) in the DH@RID trial
(NCT02584283) revealed biliary irregularities in 65% of asymptomatic patients,
and it remained unknown how many would develop symptoms with longer follow
up. Additionally, acute rejection within 6 months was riye&-fold lower in
DHOP#reserved livers, compared to static cold storage alone (SCS; Control
group). Longer followp is needed to assess the clinical relevance of these
findings.

Aim
To evaluate the §ear incidence ofgraftrelated complications, including
symptomatic NAS and acute rejection, in the DHD@R trial.
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Study design

We analyzed year followup data of patients enrolled in the randomized,
controlled, multicenter DHOHECD trial, comparing DHOPE V@S in DCD liver
transplantation. Symptomatic NAS was defined as radiologically confirmed NAS in
the presence of clinical symptoms or elevated cholestatic laboratory values. Acute
rejection was either biopsy proven or based on biochemical response fgllowin
treatment, in patients withunder adequate maintenance immunosuppression.
Patients transplanted for immurmediated disease, including autoimmune
hepatitis, primary sclerosing, or primary biliary cholangitis were considered at
increased risk for rejection

Statistical analysis

The trial was powered to detect a clinically relevant difference in the incidence of
symptomatic NAS. Fiyear incidence of NAS and rejection were analyzed with
the use of KaplagMeier curves and letank test or Cox regression modeling.
Prespecified covates included stratification factors and dorspecific risk
factors. A twesided pvalue <0.05 was considered statistically significant.

Results

A total of 78 patients were included in the DHOPE group and 78 in the Control
group. The incidence of symptomatic NAS was 13% in the DHOPE group and 25%
in Controls at 1 year (HR 0.42, 95%CI-0.29; p=0.035), and 14% vs 26% at 5
years (HR 0.47, 95%Q230.99; p=0.048)Higure ). Of theln 114 asymptomatic
patients with a protocol MRC was available ahénths. Of these, 74 (65%) had
radiological biliary irregularities, of which 10 (14%) became symptomatic. Two out
of 40 asymptomatic patients with a maal protocol MRC (5%) developed
symptomatic NAS within 5 years. Incidence of acute rejection was 10% in DHOPE
recipients and 17% in Controls (p=0.269). In patients with immmethated
diseases, rejection was observed in 0% of DHOPE recipients and@28trals

(p=0.037)Figure 2.

Discussion

The 5year followup of patients with asymptomatic biliary irregularities on
protocol MRC at 8nonths posttransplantation revealed that only 14% later
developed clinical symptoms. Very few patients developed NAS after the first year.
DHOPE significantlgduced the risk of symptomatic NAS up tgears post
transplantation, when compared to SCS. The lower incidence of graft rejection in
DHOPE livers supports previous studies suggesting an immunomodulatory effect
of this dynamic preservation method.

Conclusion
This study demonstrates that the benefits of DHOPE persist beyond the initial 6
months after DCD liver transplantation. DHOPE significantly reduces the risk of
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symptomatic NAS up toyears postransplantation and may reduce the risk of
rejection, especially in patients transplanted for immumediated disease.

Symptomatic Non-anastomotic Biliary Strictures

100+
—
< 90— 1-year Hazard Ratio: 0.42 (95% C10.19-0.94); p=0.035
S T . -
P 80 - 5-year Hazard Ratio: 0.47 (95% CI 0.23-0.99); p=0.048
p=
S 70-
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g 50 ~s  Control
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Number at risk
Control 78 54 50 49 44 37
DHOPE 78 58 49 48 48 41

Figure 1. Cumulative Incidence of Symptomatic Non-anastomotic Biliary Strictures.

Shown are the time-to-event Kaplan—Meier curves for symptomatic non-anastomotic biliary
strictures up to 5 years after liver transplantation. The hazard ratio was adjusted for
stratification factors (transplantation center and primary sclerosing cholangitis) and for
prespecified, established donor risk factors (donor warm-ischemia time and donor risk index);
the p-values are from a Cox regression analysis.
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Rejection in All Patients
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Figure 2. Cumulative Incidence of Acute Cellular Graft Rejection.
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Shown are the time-to-event Kaplan—Meier curves for acute cellular graft rejection up to 5
years after liver transplantation. Data are shown for all patients (A) and for the subgroup of
high-risk patients (B) who underwent liver transplantation for an immune-mediated liver
disease (primary sclerosing cholangitis, primary biliary cholangitis, or auto-immune

hepatitis).
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# These authors contributed equally to this work and share first authorship

Background and aimRight or left hemihepatectomy extended to segment 1 (EH)
are the standard surgical treatment for Bismu@brlette (BC) type Il and llI
perihilar cholangiocarcinomas (PHC). $hidy aimed to determine if extending
resections to right or left trisectionectomies (TS) could improve-tkmg
outcomes despite increased postoperative liver failure (PLF) risk.

Study desigriThis multicenter retrospective nationwide French study included 13
tertiary centers and all patients who underwent BC 1l or lll PHC resections from
January 1, 2010, to December 31, 20Right(H145678B)or left (H123458) TS

were compared with right (H15678) or left (H12348) EH. The primary endpoint

was overall survival (OS) and secondary endpoints were diseassurvival
(DFS), RO resection rate, postoperative dpgcific and overall complications
according to Interational StudyGroup of Liver Surgery (ISGLS) and Ciiieto

(CD) before and after balancing of confounding factors using propensity score (PS)
and inverse probability treatment weighting (IPTW). Analyses were stratified by
BC subtype for sensitivity purposes.
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Statistical analysi€2S and DFS analyses were assessedamnplared using the
KaplarMeier method andogrank test Hazard ratios were derived from mixed
effects multivariable Ceproportional hazards models clustered within hospitals
with robust standard errorsThe PS was estimated through a logistic regression
based onpatient characteristics and preoperative decisioaking confounding
variables and weights were applied to create a balanced pssoidation.

ResultsAmong 443 patients (median [IQR] age, 66/43Pyears; 57.1% merd36
(64.6%)underwent TS and57 (35.4%) EHrhe TS group underwent more
frequently rightsided resections (85.0% vs. 38.2%, p< 0.001) and liver
optimization procedures, i.e. biliary drainage, portal vein embolization (Table 1).
The TS group had a significantly higher(fa@iationgitudinal) resection rate
(83.9% vs. 75.8%, p= 0.037). Grade I®er failure was more frequent in the TS
group (23.4% vs. 11.3%, p= 0.002), whilel®0grade BC bile leak (35.2% vs.
oyom:I LI ndpm0I aSOSNB  Y2NOBIRAalR 6/ !
mortality (13.4% vs. 15.5%, p= 0.54) were similar. After a median-fglloi42.5

months (95% CI: 350.4), OS was significantly higher in the TS group for the whole
cohort (52.4 months [42:804.5] vs. 31 months [2482.3], p< 0.001) anaicross

PHC subtypes (Figure 1). DFS was also higher in the TS group (39.9 months [26.2
66.2] vs. 24.3 months [2036.3], p= 0.01). Multivariable analysis (Table 2)
identified TS as an independent factor for OS and DFS in the original cohort (HR
for OS: (63 [0.460.88], p= 0.007; HR for DFS: 0.46 [@%2], p< 0.001) and in

the balanced (Figure 2) pseugdopulation (320 TS vs. 316 EH) cohort (HR for OS:
0.63 [0.410.95], p= 0.029).

DiscussionThis is one of the first Western studies comparing TS with EH outcomes
for BC HII PHC. Although retrospective, it supports TS as the preferable treatment
to optimise oncological outcomes. The increased risk of postoperative liver failure
highlights tle need for rigorous preoperative liver optimization.

ConclusionTS improves oncological outcomes compared to EH inlB@HC
resections and should be probably favoured when feasible.
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Table 1: Main pre-, per- and postoperative patient-tumour characteristics and surgical outcomes according to

the extent of liver resection

Total hammw Trisectionectomy pvalue
N=443 n = 157 (35.4%) n =286 (64.6%)

Preoperative patient characteristics
Sex, male 253 (57.1) 97 (61.8) 156 (54.5) 0.14
Age, yearst 66 [59-73] 69 [60-74] 66 [59-72] 0.07%
ASA score 2 3 95 (22.3) 40(27.0) 55 (19.8) 0.09
ECOG status = 2 18 (5.1) 8(7.1) 10(4.1) 023
Chronic renal failure 11(2.5) 7(45) 4(1.4) 0.06
Anticoagulant treatment 26 (8.0) 7(6.2) 19(8.8) 041
Cholangitis 35 (8.0) 11(7.1) 24(8.5) 0.6l
Bismuth-Corlette classification <0.001

Type Il 106 (23.9) 35(22.3) 71(24.8)

Type llla 227 (51.2) 51(32.5) 176(61.5)

Type Illb 110 (24.8) 71(45.2) 39(13.8)
Bilirubin level, pmol/Lt 25 [12.0-57.0] 26 [11.0-60.0] 24 [13.0-51.0] 0.5%
CA 19-9 level, UfmLt® 99 [26.3-417] 80 [28.5-237] 108 [22.0-599] 0.5%
Liver optimisation
Biliary drainage 354 (BOD.1) 103 (66.0) 251 (87.8) «<0.001
Type of biliary drainage 0.6

Endoscopic 168 (48.1) 50(49.5) 118 (47.6)

Percutaneous 156 (44.7) 46(45.5) 110 (44.4)

Bath 75 (7.2) 5(5.0) 20(8.1)
PV embolization 236 (53.4) 35(22.4) 201(70.3) <0.001
Liver venous deprivation 23(5.0) 3(4.5) 20(11.0) 0.14
FLRV/TLV ratio before PV 27.0[20.0-36.0] 37.0[29.0-56.0] 25.0 [19.0-31.0] <0.001%

embolization, %+
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FLRV/TLY ratio after PV
embolization, %t

Intraoperative

Right-sided LR 303 (68.4)
Arterial resection- reconstruction 23(5.2)
Portal vein resection 176 (39.8)
Operative time, minutest 283 [200.0-430.0]
Surgical approach, minimalky 8(2.2)
invasive

Blood transfusion 122 (31.4)
Histopathology

T-stage =3 132 (30.8)
Lymiph nodes harvestedt 63, 10]
M-stage =1 154 (40.1)
Tumor maximal size, mm¥ 27 [20.0-36.0]
Differentiation, moderate-poor 146 (41.1)
Micrascopic vascular invasion 107 (27.7)
Lymphatic emboli 111 (30.2)
Perineural imvalvement 345 (82.7)
Parenchiymal irvasion 210 (45.3)

Radial and longitudinal margin, RO 355 (81.0)

Vascular margins, RO 435 (98.2)

Postoperative outcomes (at 90-days)

PLF, grade B/C 83 (19.1)

Bile leak, grade B/C 128 (29.4)

Vascular complications 85 (19.5)

{thromboses, bleeding-

pseudoaneurysm)

Clavien-Dindo grade = 3 221(51.3)

Mortality 62 (14.1)

Length of hospital stays, dayst 18 [12-28]
Adjuvant chemotherapy 119(31.4)

(Capecitabine)

33.0[27.0-40.0]

44.0[35.3-55.0]

60 (38.2)
a9(5.8)
35 (22.4)
380 [300.0-480.0]
4(3.0)

19 (30.3)

46 (30.5)
63, 10]
55 (39.3)

28 [20.0-38.0]
47 (40.2)
30 |23.6)
36 (28.8)
124 (82.7)
71(47.7)
119 (75.8)

154 (98.1)

17(11.3)
42(27.8)
26(17.2)

75 (50.7)
24 (15.5)
17 [11-26]
33(25.6)

32.0[27.0-36.0)

243 (85.0)
14 (4.9)
141(49.3)
387 [300.0-490.0]
4(1.7)

83 (31.8)

86 (30.9)
63, 10]
99 [40.6)
25 [20.0-35.0]
99 [41.6)
77(29.7)
75(31.0
225(827)
139(50.2)
240 (83.9)
281(98.3)

66 (23.4)
86 (30.3)
59(20.7)

146 [S16)
38 (13.4)
20[14-29]
86 (34.4)

=<0.001+

<0.001
0.69

<0.001
0.8%

0.60

0.7

=09
0.9%
0.8
0.4%
0.8
0.21
0.67
0.99
0.62
0.037

1.00

0.002
0.59
0.38

0.86
0.55
0.013+
0.08

Values are expressed with percentages in parentheses unless indicated otherwise; P values are from a Pearson’s chi-
square test unless indicated otherwise; T values are median (IOR); # Mann-Whitney; *CA19.9 and bilirubin values are
reported after biliary drainage and immediately before surgery. Liver-specific cutcomes are reported according to the

International Study Group of Liver Surgery (ISGLS). Abbreviations: ECOG, Eastern Cooperative Oncalogy Group

Performance Status; PV, portal wein; FLRV, future liver remnant volume; TLV, total liver volume; LR, liver resection; PLF,

postoperative liver failure
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Management of Acute Appendiciia Systemic Review and M&aalysis
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Rosentha(1), Steven MVexner(3), Nir Horesl{1,5)

(1) Department of General Surgery, Cleveland Clinic Florida, Weston, Florida, USA, (2) Department of
General surgery Shaare Zedek Medical Center, Faculty of Medicine, Hebrew University of Jerusalem,
Israel (3) EllerLeifer Shulman and Steven Shulman Digestive Disease Center, Cleveland Clinic Florida,
Weston, Florida, USA, @blorectal Surgery Unit, General Surgery Department, Mansoura University
Hospitals, Mansoura, Egyfb) Department of Surgery afidansplantations, Sheba Medical Center,
Ramat Gan, Israel, Tel Aviv University, Tel Aviv, Israel

Background and Aims

Acute appendicitis (AA) is the most common surgical emergency, with a lifetime
incidence of 7%. While appendectomy has been the standard treatment, non
operative management using antibiotics has emerged as a potential alternative.
However, there is limitedlata on the longerm outcomes of this approach
compared to surgery. This medaalysis aims to assess the lbegn outcomes

of nontoperative management versus surgery for acute appendicitis.

Study Design

A systematic review of studies comparing-operative management and surgery

for acute appendicitis was conducted through August 2024. Only studies reporting
at least 2 years of followp were included. Primary outcomes were lbaign
failure and appendd¢omy rate, secondary outcomes included post operative
complications, incidence of appendiceal neoplasms, and overall costs.

Statistical Analysis

Meta-analyses were performed using EZR and openMeta [Analyst] software. A
proportional metaanalysis of nomperative management outcomes was
conducted. Pairwise metnalysis compared complications (OR, 95%CI) and costs
(WMD, 95%CI) between naperative management and appendectomy.
Randorreffect models were used for substantial heterogeneityales <0.05
were considered statistically significant.

Results

After reviewing 1,635 articles, ten studies were included, comprising four
randomized controlled trials (RCTs) and sixR6i's, published between 2015

and 2023. The analysis involved 3,955 patients, with a median-igla# 33.6
months. The pooled faila rate for noroperative treatment was 38.8% (95%ClI:
31.5%46.2%). A subgroup analysis of the four RCTs showed a failure rate of 43.9%
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(95% CI: 41.1%6.7%, p < 0.001). The failure rate declined over time, with only

6% of failures occurring beyond one year. Failure rates were associated with older
age (coefficient 0.006, 95% CI: 04@031; p<0.001) and treatment location (USA,
coefficiert -0.104, 95% Cl10.145 to-0.063; p<0.001)..

The pooled appendectomy rate was 36% (95%CI:439%%6). The subgroup
analysis of the four RCTs demonstrated a pooled appendectomy rate of 42.2%
(95% CI: 39.49%5.0%). The pooled incidence of malignancy was 0.3% (95%Cl: 0%
0.6%). The mean overall costs eower innor2 LISNJ G A @S YI yI 3SYS
O2YLI NBR (2 FLIWISYRSOUG2Y:® OMydHe DD b2 &
post operative complication rates (OR: 0.68, 95% C2.87).

Discussion

While earlier metaanalyses showed failure rates of 22.6% to 37.1%, we found a
higher longterm failure rate for noroperative management, particularly from
RCTs. This suggests a persistent risk of recurrence and further intervention even
years later. Howeer, a significant decline in failure rates beyond the first year was
observed, with only 6% of the failures occurring beyond one year. Furthermore,
longterm malignancy rate after neoperative treatment was 0.3%, significantly
lower than the reported 1%ted in the literature. While the incidence is not zero,

our results highlight the relatively low risk of appendiceal neoplasms in the
medium and long term.

Conclusion

Non-operative management of acute appendicitis was associated with a high long
term failure rate and a significant risk of subsequent appendectomy, particularly
within the first year. While neoperative management is safe and associated with
lower healthare costs, the high failure rate necessitates careful consideration
when opting for noroperative management of acute appendicitis.
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Background and Aims

Few data are available about the implementation of minimal invasive gastrectomy
(MIG) for gastric cancer in Europe, particularly in theweald setting. This study
compared perioperative surgical amhcological outcomes including survival
between MIG and open gastrectomy (OG) in Spain.

Study Design

A populationbased cohort study of all consecutive patients undergoing elective
curative gastric cancer resection (292021) across 39 centers of the Spanish
EURECCA Registry. Postoperative complications, oncological outcomes (radicality,
nodes harvested)overall survival (OS) and disefise survival (DFS) were
recorded.

Statistical Analysis

A propensity score matching (1:1 based on nearest neighbor matching, using a
maximum tolerance distance between matched subjects of 0.2 standard
deviations) was used to correct baseline differences between study groups. The
chisquare test was used for &ssing differences in the incidence of outcomes
and the Wilcoxon rankum test for hospital stay. Cox models were used to
compute the hazard ratio (HR) and the 95% confidence interval (Cl). Differences
in mortality were evaluated with the Kapisfeier mettod and compared with

the logrank test. Also, the subgroups of total and subtotal gastrectomy were
analyzed using logistic regression models.
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Results

Clinical, demographic and outcomes of the initial cohort (3503 patients) and
matched cohortexcluded robotic surgery1336 patients per group) are shown

in tables 1 and 2. MIG increased from 2014 to 2021, with a notable shift from 2017
(Figure 1). In thenatched cohort, no differences were observed between OG and
MIG in overall complications (47.7% vs. 44.8%), major complications (20.3% vs.
18.6%), and gastfejunal and esophagjejunal leak (2.9% vs. 4.3% and 17.5% vs
15.9%, respectively). OG showedhkigoOmortality (5.3% vs 3.4%, p=0.014) and
failureto-rescue (26.2% vs 18.1%, p=0.028) as compared with MIG. Hospital stay
was significantly shorter in MIG (8 vs. 9 days, p<0.001) with no differences in 90
day readmission rates. There were no differanoeR0 resection rates (OG 93.6%
and MIG 92%) and in the number of lymph nodes removed (OG mean 25 [range

1837, MIGmean24 [range6n 6 0 ® wSY2@IFt 2F xmp f &Yl

MIG (78.4% vs. 84.3%). The median fellpwas 30 months (interquartitange
14.455.5). The &ear OS and DFS rates were similar for both procedures (Figure
2). Total gastrectomy as compared with subtotal gastrectomy whether using an
MIG or OG approach showed higher complications (total gastrectomy and MIG
50.4% vs. OG 544 subtotal gastrectomy and MIG 40.9% vs. OG 43%) and
mortality rates (total gastrectomy and MIG 3.3% vs. OG 6%, p=0.035; subtotal
gastrectomy and MIG 3.4% vs. OG 4.8%).

Discussion

Our audited registry data from namentralized gastric cancer surgery centers
reflect national practice. This novel study offers l@rg survival data, showing
that MIG implementation did not increase complication rates and significantly
shortened hospil stay. However, total gastrectomy, regardless of approach, was
associated with higher complication and mortality rates as compared with
subtotal gastrectomy.

Conclusion

The implementation of MIG in elective gastric cancer resection in our country has
progressed steadily without compromising surgical or oncological outcomes
compared to OG.
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Table |: Baseline Characteristics of the Original and PSM Cohort

Original Cohort (n= 34201 PSM Cobuort (n = 2672)
oG MIG Robatic oG MG
N=1744 N = 1676 M= N=133 N= 133
Age, years 73 [65; 80] 71 [62; TE] T2 [62; 79] 72164; 79 T2164; 79
Gender
Male 1130 (64.2%) 1025 {61.2%) 5163 9%) BS5 (64.0%) B6S (64.7%)
Female 624 (158%) 651 (38.8%) 30(36.1%) 481 (36.0%) 471 {35 3%)
BV, kg/m2 I56([700;287] | 256[130;I85] | I68[236, 298] | 256[20;287] | 257[33; 287
Weight loss
B 1137 (65.9%) 1232 (73.8%) 50(60.2%) 893 (67.1%) 962 (72.3%)
510 353 (20.5%) 269 {16.1%) 19 (22.9%) 266 (20.0%) 124 (16.8%)
=108 236 (13.7%) 169 10.1%) 14 (16.9%) 172 (12.9%) 144 {10.8%)
ASA-classification
1 36(2.1%) E1 {4.5%) 1(1.2%) 31(2.3%) 29(2.2%)
n T (45 3%} 57 (45.2%) 34 (41.0%) 610 (45.7%) 409 (45 6%)
m B37 (48.0%) T76 (46.3%) 43 (518%) 635 (47.5%) 643 (48.1%)
™ 1 (4.6%) 62(3.7%) 5 (6.0%) 600 (4.5%) 55 (4.1%)
Charkson comerhidity indes 100 [0.00; 200] | 0.00 [0.00; L00] | 100 [0.00 1.00] | 1.00 [000; 200] | 100 [0.00; 2.00]
Charkson (categaricul)
0 BOS (46.4%) RO0(53.2%) 37 (44.6%) 635 (47.5%) 46 (48.4%)
12 652 (39.1%) SE1 {34.7%) 37 (44.6%) 514 (38.5%) 504 (378%)
=3 153 (14.5%) 03 (12.1%) S{108%) 187 (14.0%) 184 (13.8%)
Cardiac 154 {(8.5%) 122 (7.3%) 4{45%) 118 {8.5%) 112 {8.4%)
Viscular 128 (7.3%) 124 {7.4%) 2{24%) 97 (7.3%) 103 (7.7%)
Diabeetes 198 (22 8%) 337 20.1%) 18 (21.7%) 300 (22 %) 301 {22 5%)
Fulmonary Disease 284 (16.3%) 198 {11.58%) 10(12.08) 197 (14.7%) 188 (14.1%)
Liver discuse 54031%) 40{24%) 1{1.2%) 44(33%) 36 (2.5%)
Renal discase 119 (6.8%) TTI4E%) 2(24%) 86 (6.4%) T2(5.4%)
Congestive heart failure 111 {6.4%) T1i4.3%) TIBA%) &3 (6.2%) 0(5.2%)
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cT-stage

Tis 26 (1.5%) 24{1.4%) 444.9%) 23{1.7%) 22{1.6%)
Tl 230 (13.4%) 287 (17.3%) (11.0%) 201 (15.0%) 210(15.7%)
12 424 (24.7%) 453 (27.3%) 21 {25.6%) 336.(25.1%) 356 (26.6%)
T3 546 (31.8%) 596 (35.9%) 34 41.5%) 459 (34.4%) 470(352%)
T4 399 (23 2%) 194 {11.7%) 131585 118 (17.8%) 192 {14.4%)
Tx 93 (5.4%) 105 (6.3%) 1{1.2%) 7959 86.(6.4%)
eNestuge

920 (53.5%) 1,000 {60.2%) 47 [56.6%) 739 (55.3%) 764 (572%)
+ 793 (46.1%) 659 (39.7%) 35(42.2%) 594 (44.5%) 569 (42.6%)
Nx 6 (0.3%) 3(0.2%) 1i1.2%) 3(0.2%) 3(0.3%)
Neaadjwvant therapy
nune 1224 (T0.2%) 1120 (66.8%) A7 (56.6%) 936 (70.1%) 929 (69 5%)
Chemaradsotherapy 0 (1.7%) 27(16%) 0{00%) 23(1.7%) 20{1.6%)
Chematherapy 490 (28.1%) 529 (31.6%) 36 (43.4%) 37T (2R.2%) 386 (28.9%)
Vear of surgery
2014 231 (12.7%) 101 (6.0%) 0{00%) 153 {11.5%) 94(7.00)
2015 291 (16.7%) 173 (10.3%) 0{00%) 175 (13.1%) 164 {12.3%)
2006 261 {15.0%) 179 {10.7%) 0{00%) 159 {11.9%) 170{12.7%)
7 230 (13.2%) 218 (13.0%) 0400%) 200 (15.0%) 172(12.9%)
2018 216 {12.4%) 71 {16.2%) 0{00%) 126 {13.9%) 219 {16.4%)
2019 173 (9.9%) 251 (15.0%) 15 (18.1%) 149 (11.2%) 193 (14.4%)
2020 152 (10.4%) 203 (12.1%) 36 (43.4%) 159 (11.9%) 130 (9.7%)
2021 170 {9.7%) 250 (16.7%) 3238 6%) 155 {11.6%) 194 {14.5%)
Surgical Procedure
Total gastrectomy 720 {41.28%) 626 (40.93%) 51 {62 65%) 549 (41.0%5) 542 (40.57%)
Sublatal gastrectomy 1024 (S872%) | 990(59.07%) 31{37.35%) TET (58.91%) 794 (59.43%)
Type of lymphadenectomy
Do 15 (2.0%) 18{1.1%) 141.2%) 25 (1.9 17{1.3%)
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Dl 330 (19.0%) 08 {12.4%) 1{1.2%) 239 {17.9%) 184 {13 8%)
DI+ 536 (30.8%) ATH (26.5%) B (96%) 408 (30.6%) I86 {28.9%)
D2 B3R (48.1%) 967 (57.T%) T2 (BT 661 (49.5%) 745 (55 8%)
D2+ 201%) 5(0.3%) 1(1.2%) 2i01%) 2(0.3%)
Radicality
RO 1625 (93.2%) 1543 (92.2%) T4 (89.2%) 1251 (93.6%) 1227 (92.0%)
Rl 105 {6.0%) 120 (7.2%) B (6%} TT(S.E%) 96(7.2%)
B2 13 (0.7%) 10 {0.6%) 1{1.2%) B (0L.6%) 10 40.7%)
RX 000%) 1401%) 000} 0{0.0%) 140.1%)
Number of harvested lymph nodes 24[15; 34] 25 [18; 37] 7 [20; 41) 2416 34] 25 [18; 37
Number of harvested lymph nodes
ieateguricaly
=15 1362 (TR.1%) 1410 (84.2%) 69 (83.1%) 1048 (TE 4%) 1126 (84.3%)
pT
Tis 13 (0.7%) 10 {0.6%) 1{1.2%) 9 (0.7%) 10 40.7%)
o 41 (2.4%) 38 (3.5%) 6(72%) 13(25%) 35 (26%)
T1 02 (23.1%) 412 (24.6%) 24 (28.9%) 336 {25.2%) 309 (23.1%)
T2 61 {15.0%) 168 {16.0%) T(EA%) 199 (14.9%) 215 {16.1%)
T3 504 (28.9%) AT (26.5%) 19 (22.99) IRH (20.1%) 393 (20.4%)
T4 519 (29.8%) A48 (26.7%) 26 (31.3%) 368 (27.6%) 372427.9%)
Tx 201%) 2i01%) 000} 2001%) 140.1%)
[
o BAT (48 6%) B21 {(49.0%) I8 (45 B%) 663 (49.6%) 624 {46.7%)
1 308 (17.7%) 290 {17.3%) 14 (16.9%) 233 {17.4%) 239 (17.9%)
2 267 (15.3%) 256 (15.3%) 13 (15.7%) 198 {14.8%) 214 (16.0%)
1a 215 (12.3%) 205 {12.2%) 11 {13 3%) 167 (12.5%) 174 {13.0%)
b 106 {6.19%) 104 (6.2%) T (A%} 5 (5.67%) 5 (6.4%)
Py
0 1743 (M00.0%) | 1673 (100.0°) 3 (100.0%) 1336 (1000°) | 1333 {100.0%)
0, open gastrectomy; MIG, minimally invasive gas y; PSM, propensity score maiched; BMI, body mass index, ASA,
American Society of Anesthesiologists.

All eategorical variables were deseribed by number of observations and the percentage by study group. All centinuous variables
were described by median and 15t and 3rd quartiles.
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Time until death
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1059 803 606 443 298
1067 769 587 403 265
H 2 5
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0.00

0 1 2 3 4 5
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Patients at risk

Open Gast 1311 950 713 553 402 280
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[ 1 2 3 4 5
Years
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Table 2: Postoperative Outcomes

Original Cohort PSM Cohort
0G MIG Robotic 0G MIG
N=1744 N= 1676 N=§3 p-value N=1336 N=133% p-value
Any complication 68 (49.8%) | T30 (44.1%) | 36 (43.4%) 0.003 637(47.7%) | 598 (44.8%) 0.130
E'é:;""‘""‘“‘ 357(205%) | 306(183%) | 22(265%) | 0072 | 271(203%) | 248(186%) | 0261
Myocardial infarction 9 (1.0%) 6 (0.8%) 0(0.0%) 0855 6 (0.9%) 5 (0.9%) 0877
Cardiac Disrhythmia 53(62%) | 30(42%) | 205.6%) 0.166 IBE0%) | 29(5.0%) 0449
Pulmonary embolism 7 (0.8%) 9(1.3%) 0(0.0%) 0.620 5 (0.8%) 9(1.6%) 0213
Respiratory failure 0G5%) | 2008% | 2056%) 0361 BEE%) | I18(31%) 0.606
Pleural effusion 45052%) | 3346 | 6(16.T%) 0.016 37 (5.8%) 29 (5.0%) 0.512
Acute renal insuffiency BEM | BES | 2066% 0.788 34(54%) | 32(5.5%) 0.900
;J‘.‘::‘:"‘"i‘ leakage Esophago- | () 1920 | 108(157%) | 12423.0%) | 0249 | 96(17.3%) | 86(159%) | 0473
lf:;.‘:’n:‘:““‘i‘ leakage Gastre- 403%) | sGse | 307 0.139 23(20%) | 34(4.3%) 0.147
Delayed gastric empting 3ET) | BN | 25T 0.363 17 (2.7%) 21 (3.6%) 0367
Pancreatic fistula 26 (3.0%) 1602.2%) | 0{0.0%) 0.496 19 (3.0%) 14 (24%) 0.511
Failure to rescue 93 (26.1%) | S2(17.0%) | T(318%) 0.009 T1(262%) | 45(18.1%) 0.028
90 day mortality 93(53%) | S20.0%) | T(84% | <0001 7(53%) | 45(34%) 0014
Haospital Stay (days) 00715 | 8$[&12) | 7[5 10] <0001 9[7; 15] 8[7:13] <0001
Readmission at 90 days 271 (15.5%) | 275 (164%) | 12 (14.5%) 0.734 204 (15.3%) | 216 (16.2%) 0.524
0G, open gastrectomy; MIG, minimally invasi 1 PSM., score hed; CD (Clavien-Dindo).

All variables were described by number of observations and the pememage by study group.
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Figure 1: Temporal evolution of the impl 1on of minimally i Ive surgery.
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Figure 2: Overall and Disease Free Survival
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25] Synthetic data generated by artificial intelligence to optimize surgical
trial design: a pilot application on Transanal Transection and-Sitagled
Anastomosis (TTSS)

CaterinaFoppa MX H U0 X {F @SNR2 5QFYAO2 o600xX al GiAl
Hassan (1,4), Victor Savevski (3), Matteo Giovanni Della Porta (1,5), Michele (C&yello
Marco Montorsi(1,6), Antonino Spinellf1,2).

(1) Humanitas Universitipepartment of Biomedical Sciences, Pieve Emanuele, Milan, Italy, (2) IRCCS
Humanitas Research Hospital, Division of Colon & Rectal Surgery, Rozzano, Milan,IREIEZS(3)
Humanitas Research Hospital, Al Center, Rozzano, Milan, ItHRY;CH Humanitas Research Hospital,
Division of Gastroenterology and Digestive Endoscopy, Rozzano, MilafS)i&ZCS Humanitas
Research Hospital, Division of Medical Oncology and Hematology, Rozzano, Milg)IRDCS
Humanitas Research Hospitalyision of General and Digestive Surgery, Rozzano, Milan, Italy

Background and aim

Trials to evaluate a new surgical techniqgue come with several limitations, efforts
and challengesthical, logistical, methodologicafynthetic data (SD) can play a
pivotal role in the design and optimization of clinical trials, improving the
efficiency, robustness, and ethical aspects of clinical research. However, it is
important to ensure that SD is used alongside-weald data andthat the
simulations are accurate and representative of actual clinical condifidves.
transanal transection and singdeapled anastomosis (TTSS), described by our
group, has the strength to combine a distal rectal transection under visual control
and asinglestapled anastomosis whenever a restorative procedure after a total
mesorectal excision (TME) is planned. TTSS overcomes the technical drawbacks of
the doublestapled (DS) technique which were also warned by the Food and Drug
Administration (FDA) tepresent a risk for anastomotic leak (AL). Studies by our
and other groups proved a decreased AL rate of the TTSS over the DS technique.
In this study weaimed to explore the application of artificial intelligence (Al) to
build SD in a surgical contextdptimize further trial design and sample size.

Study design

The original dataset was retrieved from the institutional prospectively maintained
database and included patients undergoing minimally invasive (robotic or
laparoscopic) TME for rectal cancer with DS or TTSS anastomosis between January
2010 and January 202 The primary endpoint was AL rate, the secondary
endpoints were the rate of AL grade and functioning anastomosis.

Statistical analysis

We implemented a Conditional Tabular Wasserstein Generative Adversarial
Networks (GAN) architecture with Gradient Penalty to generate conditional
synthetic data (SD). Synthetic Validation Framework (SVF) was implemented to
evaluate statistical fidelity,iolcal utility and privacy preservability of generated
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SD. Clinical Synthetic Fidelity (CSF) scores were calculated as the average of
multiple metric tests adopted. Nearest Neighbor Distance Ratio (NNDR) was used
for privacy assessment, with the optimal range considered@&®)

Results

We first created a synthetic copy of the cohort (n=653) using all the real data for
training the model to test the methodology in this clinical context. The comparison
between synthetic vs real data demonstrated high fidelity and privacy
performances (CS8#%; NNDR=0.65). Then we conditional generated a balanced
cohort (n=1200) with an equal number of patients for both types of anastomoses
(n=600 respectively), achieving high fidelity and privacy (CSF=93%; NNDR=0.63)
(Figures 12)

SD analysis confirmed real data showing a significantly lower AL rate in the TTSS
cohort (p<0.0001). Regarding secondary endpoints, SD showed less grade C AL in
the TTSS cohort (p=0.005) which was not significant in the real data analysis.
(Tables 12)

Discussion

Aklgenerated SD showed to minmgal data and outcomes. The implementation

of this technology in surgical research may help to refine trial protocols, to
optimize study designs and sample size. Additionally, SD could be used to identify
potential outcomes and to predict loigrm outcomes of surgical procedures,
especially for rare conditions or when actual data is sparse. However, overcoming
challenges related to data quality, realism, and regulatory acceptance will be key
to their broader adoption in the field.

Conclusions

Algenerated SD recapitulate statistical properties and complexity of the clinical
features and allow effective data augmentation mitigating biases by conditional
generation thus potentially helping the design of clinical trials.
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Distribution of the clinical features (numerical and categorical)
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Figure 1: The plots display the distribution of numerical and categorical features for both real (blue)
and synthetic (red) datasets. It highlights the similarity in the feature distributions, demonstrating
how well the synthetic data mimics the real data.

Principal Component Analysis (PCA)
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Figure 2: Principal Component Analysis (PCA) plot visualizes the first two principal components of real
and synthetic datasets, highlighting their distribution and overlap. The combined plot demonstrates
the alignment between real (blue) and synthetic (red) data, showcasing their statistical similarity.
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Table 1: Real Data

chi2 contingency | .
Outcome Type of _ Outcome % table fisher
anastomosis value ) exact
chi-test pearson
i 0,
Primary 1155 248 nsc‘: 22226 991/;’
‘0
outcome AL 05 205 si 77 |19% 0,0006 0.0004
no | 328 [81%
H 242 [98%
L TTSS 248 =
Functioning no 6 2% 04 037
anastomosis oS 205 si | 389 |96% ! '
no 16 | 4%
Secondary A 4 |18% A-B =
outcome TTSS 22 B 12 [55% 1
C 6 [27% A-C=
AL grade 0,26
& A | 11 |14% ' 0,42
DS 77 B 30 |39% B-C =
C 36 |47% 0,18
AL: anastomotic leak; TTSS: transanal transection and Single Stapled; DS: double stapled
Table 2: Synthetic Data (balanced number of patients for “Type of Anastomosis”)
chi2 contingency| .
Outcome Type of . Outcome ” table fisher
anastomosis value ) exact
chi-test pearson
i 0,
. Trss | soo 34 ] 6%
Primary AL no | 566 |94% 509 E-14 6,4E-
outcome si | 124 [21% ’ 15
DS 600
no | 476 |79%
i 0
o TTss 600 si 594 [99%
Functioning no 6 | 1% 192E -6 6.11E -
anastomosis i 9 ! 07
0S 600 si | 562 |94%
no 38 | 6%
Secondary A 9 |26% A-B
outcome TTSS B 12 |35% =0,25
34 C 13 |38% AC=
AL grade 2 - T10% 9,00E-03 0,005
DS 124 B 33 |27% BG=
C 79 |64% 0,098

AL: anastomotic leak; TTSS: transanal transection and Single Stapled; DS
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26] Fromcherry picking to R1vasc, clusters and compass points: evolution,
technique, and results of Parenchymphring One Stage Hepatectomy for
multiple colorectal liver metastases

Torzilli Guido (1,2Milana Flavio(1,2), Perano Vittoria(1,2), Calafiore Eleonorél,2),
Galvanin Jacofd), Costa Guidg¢l,2),Cimino Matteq1), RlImisano Ange(&),Del Fabbro
Daniele(1), Donadon Matted1,2),Procopio Fabi¢l,2)

(1)Division of Hepatobiliary and General Surgery, Department of SURfE85 Humanitas Research
Hospital, 20089 Rozzano, MI, ltaly, (2) Department of Biomedical Sciences, Humanitas University,
20072 Pieve Emanuele, Milan, Italy.

Background and Aimkiver resection is the primary treatment for colorectal liver
metastases (CLM). For multiple bilobar CLMgtaged hepatectomy (TSH) is
often suggested, with liver transplant recently proposed for cases deemed
technically unresectable. Parenchyraplring OneStage Hepatectomy (POSH)
was developed to maximize retauility while avoiding organ amputation. This
study evaluates the technical development and {targh outcomes of POSH.

Study DesignUsing an intentioto-treat approach, this study examines a
LINR&LISOGA @St e O2ft SO0 S RiloharCKN &l HumeritaR S NH 2
Research Hospital between 202d23. The patients included had a minimum
follow-up of 6 months, with TSH considered a failure of the approach. POSH
patients were categorized by surgical margin: R&aRdular (R1v, tumaressel
detachment), R¥parenchymal (R1p, tumor exposure along the transection plane),

and Rivascular/parenchymal (R1vp, both exposure). The primary endpoint was
overall survival (OS), while secondary endpaitisded recurrencéree survival

(RFS) and local reccence by margin status, safety, salvageability, and procedural
evolution that allowed for eventual avoidance of TSH.

Statistical AnalysisSurvivals were estimated by KaphMeier curves, while Cox
regression identified factors influencing OS/RFS. Technique advances were
measured by the ratio between tumets-resection areas ratio over foyear
intervals, tracking TSH cases along the spem@ds. Statistical analyses were
conducted using R, with significance set at p<0.05.

Results Among 407 patients, 388 received POSH and 19 TSH. POSH showed a
survival advantage, with,13-, and 5year OS rates of 90.9%, 48.2%, and 30.4%,
respectively, versus 70.8%, 40.5%, and 20.2% of TSH group (pfEig28) In

POSH, lesion median number was 8 (rarg8)4with 37.6% having over 10 CLM.

TSH patients had a higher number of lesions with a median of 14 (re88®)e 4
(p=0.006) For patients with known margin status, R1v resections (n=37) yielded
similar OS, RFS, and local recurrencestat&0 resection (n=105) (p>0.05 for all).
Conversely, R1p resections (n=153) showed lower OS, shorter RFS, and higher per
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patient and petresection area local recurrence (p<0.05 for all). Rivp had
intermediate outcomes (n=8@Fig.1B)Multivariate analysis identified tumor size
(HR 1.071, p=0.002), primary tumor nodal status (HR 1.695, p=0.005), and R1p
margin status (HR 1.481, p=0.024) as OS prediffats.1).POSH safety was
underscored by a major complication rate of 9.3% (Cld¥iedo I1I/IV), and 0.8%
90-day/inhospital mortality. Salvageability was supported by feejmatectomy

in 93/127 (73.2%) of oncologically ddlgipatients, with a-Jear OS advantage
(80.2% vs 4.3%, p<0.00@Elg.2) While keeping a minimum future liver remnant
volume of 40%, tumor®-resection areas ratio improved from 0.51 (2@&DO7)

to 0.37 (202€2023) (p<0.001), along with TSH decline until becoming unnecessary
when the ratio dropped below 0.39 after 202@15interval.

DiscussionOver 20 years, POSH demonstrated strong outcoméggfoer tumor

burdens. Comparison between R1v and RO supports the oncological safety of
vascular detachment, while R1p and R1vp results emphasize the importance of
parenchymal marginegative resections. Enhanced tumor clustering ability, from

ol aA 0 LAAOKISAINNEE (2 O2YLIX SE GNIyaSOiazys
even complex cases.

ConclusionThis study confirms POSH as an innovative approach for bilobar CLM,

combining oncological efficacy with liver function preservation, eliminating TSH
even in complex cases.

A) B)
1.00 1.00
ROvs R1p, p=0.010
ROvs R1v, p=0.489
IS 0.75 _omn RO vs R1vp, p=0.035
g g
2 050 2 050
=
[ Proced:
5 025 Log-rank | 6 - Log-rank
3 =0029 -+ OSH 025 p=0012
-+ TSH
90 0.00
0 12 24 36 48 60 5 = % % ) £
Months Months
2 Number at risk 2 Number atrisk
B =387 1 197 124 R 2% 1 4
=y v v ow g ¢ ST F
£ 0 12 2 36 48 60 ] 0 12 2 36 48 60
Months Months
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UNIVARIATE MULTIVARIATE
Variable HR 95%CI p-value HR 95%CI p-value
Age 0.996 0.982-1.009 0.549
Sex, Male 1177 0.889-1.558 0.255
BMI 1.038 1.003-1.074 0.032 1.048 1.006-1.092 0.023
Site Of Primary Tumor
right | Ref Ref
transverse | 0.758 0.412-1.395 0.374 0.670 0.367-1.332 0.276
left | 0.636 0.452-0.895 0.009 0.532 0.350-0.810 0.003
rectum | 0.835 0.577-1.209 0.340 0.676 0.437-1.047 0.079
G stage
G1 Ref
G2 | 1.909 0.599-6.075 0.274
G3 | 2.503 0.780-8.028 0.123
T stage
™ Ref
T2 | 1.239 0.429-3.577 0.692
T3 | 2.076 0.768-5.608 0.150
T4 | 2.292 0.812-6.467 0.117
N stage
NO Ref Ref
N1 | 1.481 1.025-2.141 0.036 1.310 0.862-1.991 0.205
N2 | 2.028 1.331-3.090 0.001 1.769 1.096-2.856 0.019
Number of nodules 1 0.982-1.018 0.983
Size of the largest 1.105 1.062-1.151 <0.001 1.078 1.023-1.137 0.060
nodule
Negadj CHT, yes 1.668 1.027-2.711 0.038 1.772 0.974-3.224
Synchronous disease | 0.975 0.695-1.369 0.886
CEA (>5 ng/ml) 1.700 1.203-2.403 0.002 1.185 0.760-1.881
CA19.9 (>37 U/ml) 2.124 1.588-2.839 <0.001 2.091 1.459-2.996 <0.001
KRAS mutated 1.193 0.914-1.558 0.193
Extrahepatic Disease | 1.377 0.969-1.956 0.073 1.103 0.741-1.642 0.626
Adjuvant CHT 0.964 0.730-1.264 0.773
ClavienDindo >=3 1.209 0.802-1.821 0.364
R status
RO Ref Ref
Ripar | 1.701 1.208-2.386 0.002 1.706 1.131-2.573 0.010
R1v | 1.250 0.737-2.113 0.409 1177 0.647-2.121 0.591
R1vasc+Par | 1.640 1.120-2.401 0.011 1.3554 0.863-2.128 0.186

BMI= Body Mass Index; T= Tumor; G= Grade; N= Nodal; CHT= Chemaotherapy; CEA=

Carcinoembryonic antigen; CA19.9= Cancer Antigen 19.9; KRAS= Kirsten rat sarcoma

gene|
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27] Induction chemotherapy and cytoreductive surgery and hyperthermic
intraperitoneal chemotherapy (HIPEC) versus palliative chemotherapy for
peritoneal metastasized gastric cancer. a propensity score matched
analysis

Lianne Triemstrgl), Halit Topal2), Annouschka Laendi3), Emma Gertselil), Hylke
Brenkman(1), Nadia Haj Mohamma@), Rob Verhoeve(b,6,7) Jelle Ruurdél), Xavier
Sagaert{8), Wim Ceelelf9), Baki TopaR), Richard van Hillegersbet)

(1)Department of Surgery, University Medical Center Utrecht, Utrecht, The Nether(2phds
Department of Visceral Surgery, University Hospitals Leuven, Leuven, B8)@enter of Biostatistics

and Statistical bioinformatics, KU Leuven, LeuBefgium (4Department of Medical Oncology,
University Medical Center Utrecht, Utrecht, The NetherJa(@®epartment of Research and
Development, Netherlands Comprehensive Cancer Organization, Utrecht, The Neth&lands
Amsterdam UMC location University of Amsterdam, Medical Oncology, Meibergdreef 9, Amsterdam,
the Netherland, (7)Cancer Center Amsterdam, Cancer Treatment and Quality of Life, Amsterdam, the
Netherlands (8) Department of Pathology, University Hospitals Leuven, Leuven, Bel(@um
Department of Gastrointestinal Surgery, Gent University Hospital, Gent, Belgium.

Background and Aim®atients with peritoneal metastases (PM) from gastric
cancer have a limited prognosis. The role of cytoreductive surgery (CRS) with
hyperthermic intraperitoneal chemotherapy (HIPEC) for patients with a peritoneal
OFyOSNI AYRSE o6t / L OhateKWhis stidg compArBdSsNdvival N (i 7
outcomes between induction chemotherapy combined with CRS+HIPEC and
palliative chemotherapgnly.

Study Design:This international multicenter cohort study retrospectively
compared gastric cancer patients with synchronous PM4bIDBM1) from UZ
Gent/UZ Leuven (Belgian centers) and the nationwide Netherlands Cancer
Registry. Patients with metachronous PM, othemadismetastases, or negastric
adenocarcinoma were excluded. Belgian patients received induction
chemotherapy followed by CRS+HIPEC (cisplatin 100 mg/m2 in saline or physioneal
40, heated to 4811°C for 60 minutes), while Dutch patientsaeived palliative
systemic chemotherapy. Primary outcome was overall survival (OS) in patients
GAGK t/ LXMHXE YSI &adaNBR TNRY -uRSdcahgal a A a
outcome was OS in patients with PCI<7. Sensitivity analyses using PSM addressed
immortaktime bias, matching CRS+HIPEC patients with chemothamngpy
controls who survived until at least the time of HIPEC in matched cases. OS was
then calculated from CRS+HIPEC treatment to death.

Statistical analysi3wo separate propensigcorematching (PSM) methods were
used to correct for baseline differences: covariate adjustment anrthatthing.
Survival was estimated using Kapldmier curves, logank test, and Cox
proportional hazards model with hazard ratitiR).
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Results:Between 2002022 in total 52 Belgian patients (CRS+HIPEC) and 181
Dutch patients (chemotherag@y f @ 0 @¢AGK  t/ LXMH &S
propensityscore covariate adjustment analysis, CRS+HIPEC treated patients
showed a significant improved OS comparedh®motherapyonly patients (HR

0.40; p<0.001). After 1Zmatching, 41 patients in each group were analyzed.
Median age was 58 years, and median-98@Gle was 5 (CRS+HIPEC) or 4
(chemotherapyonly)  f-values>0.05). Most patients received triplet
chemotherapy (68% CRS+HIPEC and 55% chemotioeigpyp=0.258).
CRS+HIPEC treated patients had a median OS of 23.5 months (9592&5),8.5
compared to 11.8 months (95% CI-241) in chemotherapgnly patients (HR
0.30;p<0.001) (Fig. 1). The, -, and 5year OS rates were 83%, 48%, 13% for
CRS+HIPEC versus 42%, 10%, NA for chemotbefgpyeated patients. In
patients with a PCI<7 (n=29 in each group), median OS was 26.4 months (95% CI
19.1-33.8) for CRS+HIPEC vellsi2 months (95% CI 918.7) br chemotherapy

only patients (HR 0.2°f<0.001) (Fig. 2). The,12, and 5year OSates for
CRS+HIPEC were 76%, 56%, 22% compared to 52%, 19%, NA for chemotherapy
only treated patients. Sensitivity analyses confirmed significant improveaté€3S
FFAGSNI / w{bl Lt9/ AypMalleds®h.Gy(ia oAGK t/LfrT

Discussion The current study demonstrated improved OS after induction
chemotherapy combined with CRS+HIPEC, confirmed by both PSM methods. CRS
+ HIPEC was performed in Belgian figlhme expert centers, while palliative
chemotherapy followed local standard in niple Dutch hospitals. Residual
confounding likely remains due to patient selection differences between
CRS+HIPEC and chemotheraply groups.

Conclusioninduction chemotherapy combined with CRS+HIPEC treatment was
associated with significantly better OS in patients with limited peritoneal
YSGFEaGF&AAT SR AL AGNRAO OF yOSNI 6t fohyKMH O
This treatment strategy may be considefed patients with gastric cancer and

limited peritoneal disease.
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Fig. 1. Overall survival for induction chemotherapy combined with CRS+HIPEC versus palliative systemic chemotherapy in

patients with peritoneal metastasized gastric cancer (PCl £12) after propensity-score-matching. Kaplan-Meier curves and
number of patients at risk are displayed.
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Fig. 2. Overall survival for induction chemotherapy combined with CRS+HIPEC versus palliative systemic chemotherapy in

patients with peritoneal metastasized gastric cancer (PCI<7) after propensity-score-matching. Kaplan-Meier curves and
number of patients at risk are displayed.
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Background and Aims

The intestine is the most immunologically challenging organ to transplant.
Previous studies have linked a limited sehflfimmatory bowel disease (IBD)
related genetic variants (IBDGV) to intestinal transplantation (ITx) outéome
Since then, a larger panel of IBDGVs has been identified through gendene
association studies. Here, we aim to explore the prevalence and association of
these IBDGVs with ITx outcome.

Study Design

From 2016 to 2023, clinical data and DNA samples from 150 donor/recipient
pairs were collected from 5 ITx centers (Leuven, Cambridge, Paris, Madrid,
Buenos Aires). Of these, DNA samples from 57/108 donors/recipients were
available for genotypingy-sequening targeting 540 IBDGVs, and processed
through a custom bioinformatics pipelfadhen, patients with genetically
determined Europeaancestry (EUR}53/101 donors/recipients) were selected
to account for genetic background variability. This EUR colasramalyzed for
associations between dononly/recipientonly/donorANDrecipient IBDGVs
and ITx outcome (patient/graft survival and acute/chronic rejection (AR/CR)
rates).

Statistical analysis

KaplanMeier and Nelsom\alen estimates were used for patient/graft survival,

and AR/CR, respectively. Cox regression models were applied to evaluate the
associations between the IBDGV panel and ITx outcome, and STRING analysis to
identify pathway enrichnmis. Anexpected falsaliscovery ratég-value) <0.05

was considered significant.

Results
In the EUR cohort, donor/recipient characteristics (mean + SD) included age (26
+ 13/33 £ 20 years), BMI (21 £+ 3/21 £ 5), and sex ratio (male/female) (donors:
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0.77/recipients: 1.22). Short bowel syndrome was the primary indication for ITx
(46%), and isolated intestine was the most common graft type (47%). Outcome
data showed 45-year patient and graft survival rates of 93%/85% and
88%/80%, respectively, with &R rates of 48%/10%. Sepsis was the leading
cause of death (36%).

While limited associations were identified for doiooly and recipienbnly

IBDGVs, significant detrimental associations (hazard ratio (HR) > 1) were
observed for doneANDrecipient IBDGVs (patient survival: n=63, graft survival:
n=22, AR: n=0, CR: n=1Dhe strongest associationsv@ue <0.025) and their
related genes are shown Trable 1 Among those linked to patient and graft
survival ERRFIand PARKWere notably associated, each with HRs >7. These
were found to regulate cytokine secretion, wiilRRFlalso influences cellular
lipid response. Additionalliy)STland HLAB were linked to CR, though no HR
was determined due to limited event numbers.

Discussion

This study identifies novel associations between déidiBrecipient IBDGVs (in
particular those related tERRFIand PARK)and patient/graft survival, while

CR seems to be influenced by the donor/recipient-Blldatch. Although
interpretation is limited by sample size and DNA availability, these findings shed
new light into the ITx immune response and suggest new avenueséarch.
Moreover, donor/recipient IBDGVs screening may improve outcome and help
identify high risk recipients requiring a clogstow-up.

Finally, despite a similar AR rate, the cohort analysis revéaigehr patient

and graft survival substantially superior to historical registry data (74%/52% and
61%/44%, respectively)showing that ITx results can align with other solid
organs.

Conclusion

New IBDGVs associated with ITx outcome were identified based on a EUR cohort
of ITx donors and recipients.
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Table 1. Association of donors-AND-recipients IBDGVs with ITx outcome.

rslD Chr | Position (bp) Related gene Risk HR (95%CI) pvalue | FDR |q value
allele

IPATIENT SURVIVAL
3766606 1 7962137 PARKT T £.39(3.132244) | 0.0033 | 0.0614 | 0.0198
161802 1 7982766 PARKT T 8.78(3.19:24.19) | 0.0029 | 0.0614 | 0.0198
[s12727642 1 7986612 ERRFII, PARK7 A £.39(3.1322.44) | 0.0033 | 00614 | 0.0198
397349 1 8014812 ERRFII [& 8.78(3.19:24.19) | 0.0029 | 0.0614 | 0.0198
28624 1 8024295 ERRFII [& 8.78(3.19:24.19) | 0.0029 | 0.0614 | 0.0198
225132 1 8035440 ERRFII-DT G £.39(3.1322.44) | 0.0033 | 00614 | 0.0198
6377439 1 8040113 ERRFII-DT T £.39(3.1322.44) | 0.0033 | 00614 | 0.0198
2050198 1 8051779 ERRFII-DT G £.39(3.1322.44) | 0.0033 | 00614 | 0.0198
12748993 1 8069447 ERRFII-DT G £.39(3.1322.44) | 0.0033 | 00614 | 0.0198
7339235 1 8073292 [& £.39(3.1322.44) | 0.0033 | 00614 | 0.0198
3806308 1 19816373 T 5.31(1L8%14.90) | 0.0049 | 0.0678 | 0.0219
2488389 1 | 197662011 A 7.36(237:22.84) | 0.0057 | 00678 | 0.0219
ks2477077 1 | 197701985 T £.56 (2.64:27.80) | 0.0037 | 0.0621 | 0.0201
2488397 1 | 197732149 [& 7.50(242:23.26) | 0.0054 | 00678 | 0.0219
3197999 3 | 49684099 , M A 9.84 (2.86:33.76) | 0.0011 | 0.0614 | 0.0198
36116661 3 | 188683372 LPP T 9.93 (3.24:;3041) | 0.0003 | 0.0398 | 0.0129
6863411 5 | 142133639 NDFIPI A 5.66 (1.66:;19.32) | 0.0055 | 0.0678 | 0.0219
6466198 7 | 107839681 PIGCP2, DLD A 523 (L80:;15.19) | 0.0057 | 0.0678 | 0.0219
4728142 7 | 128933913 KCP, IRF3 A 5.25(1.74:1586) | 0.0055 | 0.0678 | 0.0219
2538470 7 | 148523356 | RPL32PI7 RN7SLT2P| A 9.63 (2.56:36.14) | 0.0003 | 0.0398 | 0.0129
17057051 8 | 27370037 PTK2B G 6.02(2.06:17.60) | 0.0030 | 0.0614 | 0.0198
2227351 10 | 73900432 PLAU G 8.30(2.56:26.86) | 0.0019 | 0.0614 | 0.0198
663743 11 | 64340263 CCDCSSB A 595 (1.78:19.90) | 0.0034 | 0.0614 | 0.0198
[s7307562 12 | 40331158 LRRK2 T 4.76 (1.66:;13.65) | 0.0040 | 0.0638 | 0.0206
[s1116824% 12 | 47814585 HDACT C 6.68 (1.57:28.36) | 0.0036 | 0.0621 | 0.0201
7404095 16 | 23853269 PRECE T 7.22(2.06:25.37) | 0.0019 | 00614 | 0.0198
6088765 20 | 35211477 | PROCR, MMP2405 | G 5.55(1.90;1620) | 0.0044 | 0.0638 | 0.0206
6017342 20 | 44436388 LINCDI620 A | 17.99(1.97:163.85) | 0.0002 | 00398 | 0.0129
1893592 21 | 42434957 UBASH3A C 6.19(2.1%18.00) | 0.0043 | 0.0638 | 0.0206
IGRAFT SURVIVAL
3766606 1 7962137 PARKT T 7.91(3.39;1845) | 0.0012 | 00335 | 00223
161802 1 7982766 PARKT T £.49 (3.60:2000) | 0.0009 | 00335 | 00223
12727642 1 7986612 ERRFII.PARKT A 7.91(339;1845) | 0.0012 | 00335 | 00223
397349 1 8014812 ERRFII C £.49 (3.60:20.00) | 0.0009 | 0.0335 | 00223
28624 1 8024295 ERRFII C £.49 (3.60:2000) | 0.0009 | 00335 | 00223
225132 1 8035440 ERRFII-DT G 7.91(3.39;1845) | 0.0012 | 00335 | 00223
6377439 1 8040113 ERRFII-DT T 7.91(3.39;1845) | 0.0012 | 00335 | 00223
2050198 1 8051779 ERRFII-DT G 7.91(3.39;1845) | 0.0012 | 00335 | 0.0223
12748993 1 8069447 ERRFII-DT G 7.91(3.39;1845) | 0.0012 | 00335 | 00223
7339235 1 8073292 ERRFII-DT C 7.91(3.39;1845) | 0.0012 | 00335 | 00223
6088765 20 | 35211477 | PROCR, MMP2405 | G 6.35(22%:17.77) | 0.0008 | 0.0335 | 00223

I[CHRONIC REJIECTION

k3197990 [ 3 ] 49684099 | APEH, MSTI [ A ] ND (>1) [ 00185 T 06827 | 0.0044

9264942 | 6 | 31306603 | LINC0O2571, HLA-B_| C | ND (>1) [ 0.0235 | 06827 | 0.0244

Legend:

Impact of IBDGVSs on patient/graft survival and chronic rejection if present in donor-AND-recipient. A
hazard ratio (HR) > 1 indicates an increased risk while an HR < | suggests a reduced risk. Associations
yielding an infinite HR due to a low number of event are reported as not determined (ND). Variants are
identified by their rsID (unique identifier), chromosome, genomic position (hg3R), associated gene and
the risk allele. For each variant, the HR and corresponding p-value are provided, along with adjustments
for multiple testing using the false discovery rate (FDR) and the FDR-adjusted p-value (g-value).
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Variants located near each other are in linkage disequilibrium, meaning they are often inherited together,
however not always associated to 1Tx outcome.
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(8) Department of Radiation Oncology, The Netherlands Cancer Ingtittn@i van Leeuwenhoek,
Amsterdam, The Netherland®)Department of Radiation Oncology, Amsterdam UMC, Amsterdam,
The Netherlandg10)Department of Medical Oncology, Leiden University Medical Center, Leiden, the
Netherlands.

Background and AimShe 8th edition AJCC staging system introduced ypTNM
staging to differentiate the survival of esophageal cancer patients who received
neoadjuvant therapy plus surgery. However, multiple studies have demonstrated
that the combination of tumor regression grade (TR@J ypN stage better
differentiates survival in patients with upper gastrointestinal cancers receiving
neoadjuvant therapy plus surgery than the ypTNM classification system. There is
still a lack of a new prognostic classification system, trained ondeadge data,

with clinical applicability that incorporates TRG and ypN for esophageal cancer
patients receiving neoadjuvant therapy. Furthermore, whether its prognostic
value is superior to that of the 8th edition AJCC ypTNM classification system also
needs to be clarified.

Study DesignThis is a retrospective study based on the Netherlands Cancer
Registry. Patients who underwent neoadjuvant therapy followed by RO
esophagectomy between 2015 and 2022 were included. The primary endpoint
was overall survival, defined as the time from th&ed# surgery to the date of
death or final followup.

Statistical Analysis: new TR®IM prognostic classification system was developed

by merging patients with similar-atuse death risks from univariate Cox analysis,
incorporating TRG, ypN stage, ypM stage, and cN stage. All patients were then
staged according to the TR@®/ dassification system and the 8th edition AJCC
ypTNM classification system, respectively:Naégy { .-G RB Yy Ry SH KJ | yR
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Information Criterion (AIC) were used to evaluate and compare the discriminatory
ability, gradient monotonicity, and Cox regression model fit of the two
classification systems. The tirdependent concordance index -f@ex) and
calibration curves were utikd to assess and compare the predictive abilities of
the two classification systems.

ResultsThe TRGIM prognostic classification system has been established using
4035 patients and is shown in Figure 1AB. In patients with adenocarcinoma, the
LogNJF Y1 .4 6cniti NByY®R cmH 0P c[MA YWRAIONIpn n 0 =
of the TRG\M classifiation were all superior to those of the ypTNM classification,
but the Gindex(p@l f dzST ndHTM0O YR OFfAONIGAZY
differences. In squamous cell carcinoma patients, theNbgy{ .4 O mMpy
[ AY ST NJ ¢ NEB y)Rand AIC (3577 wsv 36@k obtherMRGclassification

were superior to those of the ypTNM classification, but Hed€x (pvalue=0.06)

and calibration curve did not show significant differences.

DiscussionThe results of this study are consistent with previous findings, which
show that in esophageal cancer patients who receive neoadjuvant therapy
followed by surgery, the prognostic value of TRG may be superior to T stage.
Interestingly, in the multivariateo® analysis, in addition to TRG, ypN stage, and
ypM stage, we also found that cN stage has independent prognostic value.
Therefore, the new TREBM prognostic classification system incorporates all the
prognostic factors.

ConclusionA prognostic classification system based on TRG, ypN stage ypM stage,
and cN stage was developed to differentiate survival in esophageal cancer patients
undergoing neoadjuvant therapy followed by esophagectomy. In both esophageal
adenocarcinoma and squanmuaell carcinoma, its prognostic value is superior to
that of the 8th edition AJCC ypTNM classification system.
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Background and Aims

Stoma closure is a routine surgical procedure still associated with prolonged
hospital stays, despite a low complication rate. The increasing demand for hospital
beds has led to efforts to shorten these stays. Jtidy evaluated the feasibility

and the outcomes of outpatient stoma closure.

Study Design

This prospective, multicenter observational study included all patients eligible for
outpatient stoma closure procedures performed across five centers (05/2019
10/2024). Eligibility criteria were presence of a caregiver, absence of concurrent
surgical proedures, and living within 100 km of the facility. Patients were
admitted for sameday discharge surgery and underwent folow via phone
consultations, a 2hour emergency contact line, and routine outpatient
appointment. The success of outpatient ston@sere was defined as sarday
discharge without 3@ay readmission.

Statistical Analysis

For continuous variables with 2 categories, -sided Wilcoxon test was used.

vdzZl t AGFOGABS GFINAIoftSa gSNBE O2YLI NBR dz
95% confidence interval were calculated using Fisher's exact test.

Results

130 patients (57% male) were included, with a median age of 60 yeg8y]18

The majority had ASA scores of 1 or 2 (94%). Procedures included the closure of
122 loop ileostomies (94%), 5 loop colostomies (4%), and 3 ileocolostomies (3%).
Indications for toema creation included anterior resection (81%), ileal pearch
anastomosis (9%), rectovaginal fistula repair (5%), colectomy (4%), and anal
sphincteroplasty (1%). The median interval between the initial procedure and
stoma closure was 70 daysq2B810].Preoperative G$can with contrast enema

was performed in 84.6% of cases. Median operative time was 48 minutes [20
247], with anastomoses primarily stapled (55.4%) and-tsidale (54.6%).
Wounds were closed either directly (56.2%) or with a pansieg technique
(43.8%). Sameay discharge was possible for 90% of patients. Reasons for
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admission possurgery were postoperative pain (n=5), absence of a caregiver
(n=3), intraoperative complications (n=3), postoperative feeding intolerance
(n=1), and patient refusal (n=1). The median length of hospital stay was 10 hours
[4¢16]. A total of 2 patients (16%) were readmitted for ileus (n=9), parietal
abscess (n=5), rectal bleeding (n=2), anastomotic leakage (n=2pbidtrainal
abscess (n=2), ileitis (n=1), and postoperative pain (n=1). Median time to
readmission was 6 days;4]. Overall stcess rate without readmission was 76%.
Severe morbidity (Dindo Grade IIl) occurred in 3.1% of cases. Direct wound closure
was a risk factor significantly associated with wound infection, as 8 out of 64 direct
closures resulted in a parietal abscess (p9P0Bteroid therapy within 3 months
before stoma closure was a risk factor significantly associated with morbidity and
readmission (p < 0.001). In the 5 facilities, outpatient pathway rates ranged from
y 42 1m®: 2F Fftf &ad2Yl hOdezndzudgiencel O 02 NR A

Discussion

Glucocorticoid therapy significantly increased the risk of complications, suggesting
that these patients may not be suitable for outpatient management. Additionally,
pursestring closure reduced the risk of surgical site infections.

Conclusion

Outpatient stoma closure is a safe and effective approach with low complication
and readmission rates when using appropriate protocols. This surgical approach
could concern up to 70% of stoma closures.
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