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EDITORIAL

ESTIMADOS AMIGOS:

Presentamos el segundo numero de nuestro Boletin ALACE, ratifi-
cando nuestro compromiso de darle la continuidad que deben tener
todas las publicaciones serias. En esta oportunidad estamos inclu-
yendo varios aportes de colegas de diferentes lugares que han deci-
dido sacudirse de la inercia y participar en este proyecto y que se
unen a este desafiante reto, y es esta quizas nuestra primera gran
satisfaccion pues sentimos que hemos tocado la fibra de muchos de
los cirujanos, que se animan a participar con nosotros.

La repercusion del primer niimero se ha notado en toda Latinoamé-
rica, en el Gltimo congreso del ACS, donde se dieron cita importan-
tes cirujanos de toda América Latina, el comentario fue de elogio y
felicitacion por el logro alcanzado.
Muchos mails también dan muestra de esta reaccion, nos queda mu-
cho por seguir aprendiendo, el Comité Editorial seguira laborando
para conseguir y analizar articulos de interés tratando permanente-
mente de ofrecerles lo mejor en fondo y forma. pero es en cada uno
de los cirujanos en que descansa nuestra principal fortaleza, nuestra
funcién sera motivarlos para que nos envien sus colaboraciones: opi-
niones, sugerencias, videos, fotos, €tc.
Gracias por su apoyo.
(NO DEJE DE VISUALIZAR LOS ARCHIVOS ADJUNTOS)
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SECCION CASOS CURIOSOS:
CIRUGIA INTRA-UTERINA

Bebé de 21 semanas, alin sin nacer, llamado Samuel Armas al que se le habia diagnosticado una |
espina bifida y nunca sobreviviria si se le extraia de la matriz de su madre.

El Dr. Bruner, tras grandes estudios realizados en el Centro Médico Universitario de Vander-
bilt, en Nashville, anuncié que él podria llevar a cabo una operacion asi, con el bebé dentro de la
matriz materna

Durante la intervencion, el cirujano extrae el Gtero y practica una pequefia incision a través de la
cual es capaz de operar al pequefio Samuel.

Al tiempo que el Dr. Bruner acababa de terminar la operacion con éxito, Samuel sac6 su pequeiii-
sima pero bien desarrollada mano a través de la incision practicada y cogié la mano del atdnito
médico

Este pestigioso cirujano declaré haber vivido el momento mas emotivo de su vida, al tiempo que §
sentia la mano de Samuel asiéndole uno de sus dedos, a modo de agradecimiento por obsequiarle
con el regalo de la vida. Samuel salio de la operacion y lleva una vida 100% normal hasta hoy..

SECCION CONTROVERSIAS:
CANCER DE ESTOMAGO

Long —Term Oncologic Outcomes from Laparoscopic Gastrectomy for Gastric Cancer : a Single-Center Experience of 601 Con-
secutive Resections.
Sang-Woong L; Nomura, E; Bouras , G; et al . J Am Coll Surg ; vol.211 No. 1. July 2010; 33-40

Este interesante articulo muestra la experiencia que a lo largo de ocho afios y medio ha desarrollado el grupo de Cirugia Gastrointes-
tinal del Osaka Medical College de Takatsuki, Japon. ; quienes en ese periodo operaron por Cancer Géastrico a 1386 pacientes, de los
cuales 601 fueron abordados por cirugia asistida por laparoscopia en los primeros 3 afios y luego por cirugia totalmente laparoscopi-
ca. Es conocida la alta tasa de diagnodstico de Cancer Gastrico Precoz (EGC) en el Japon, basicamente por los agresivos programas
de deteccion temprana. Este trabajo es el mas grande en su tipo investigando la eficacia a largo plazo de la Gastrectomia Laparosco-
pica (LG) en el tratamiento del cancer gastrico en estadios clinicos I y II.

Existe evidencia de calidad que sostiene la eficacia a corto plazo de esta técnica pero los reportes de sobrevida a largo plazo, como
en este trabajo, aun son infrecuentes. Ademas, aun esta pendiente de probar la factibilidad técnica de la Linfadenectomia laparosco-
pica sistematica y los efectos oncoldgicos del neumoperitoneo en las lesiones que comprometen a la serosa.

El tipo de reseccion gastrica fue decidido seglin la localizacion del tumor, tamafio y profundidad de invasion. Las gastrectomias limi-
tadas con preservacion del estbmago remanente se indicaron para el EGC basadas en las guias de manejo japonesas. La Gastrectomia
con preservacion Pilorica (PPG) y la Gastrectomia Segmentaria (SG) se indican en lesiones del cuerpo gastrico limitadas a la mucosa
menores a 4 cm. de diametro y submucosas menores a 2 cm. . Para la PPG es necesario un remanente gastrico que permita una bolsa
de al menos 4 cm. para una anastomosis gastrogastrica; y para la SG se deben preservar los vasos gastroepiploicos derechos para
irrigar un remanente gastrico grande. La Gastrectomia Proximal ( PG) esté indicada en lesiones del tercio superior del estomago sin
evidencia de compromiso seroso y ganglionar. La Gastrectomia Total (TG) est4 indicada en lesiones proximales localmente avanza-
das o en lesiones multiples en que el estdbmago distal no puede ser preservado. Finalmente la Reseccion Local se indica en canceres
mucosos de cualquier tipo histolégico de menos de 2 cm. de didmetro con baja probabilidad de metéstasis ganglionares.
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SECCION CONTROVERSIAS:

..La clave para la adecuada seleccion de los casos estuvo en el Estadiaje Preoperatorio : Estudio radiologico a doble contraste , En-
doscopia y Tomografia computada de detalle. Incluyeron en el estudio todos los tumores con penetracion hasta la muscularis propia
no resecables por endoscopia y con compromiso ganglionar hasta N1 . La operacion fue convertida a cirugia abierta si se encontraba
compromiso seroso o se requeria una linfadenectomia extensa. La operacion mas frecuente fue la Gastrectomia Distal (DG) con di-
seccion ganglionar en bloc D1 + alfa ( estaciones 7 y 8a) en canceres limitados a la mucosa y diseccion D1 + beta ( estaciones 7, 8a 'y
9 ) cuando habia extension submucosa.; con reconstrucciones Billroth I o Roux-en-Y , segun el tamafo del estomago remanente y la
tension potencial de una gastroduodenostomia; todas las anastomosis intracorpdreas usando suturas mecanicas.

La morbilidad operatoria fue de 17.6 % ( hay reportes en la literatura entre 2.5 a 26.7 % ) y mortalidad operatoria de 0.3 % . Tuvie-
ron conversiones a cirugia abierta por razones oncologicas y por problemas intraoperatorios ( el mas frecuente sangrado ) sin asociar-
se esto a peores resultados. Hubo pacientes con inflamacion pancreatica de diversos grados al parecer asociado al uso de instrumen-
tos con energia térmica en la diseccion ganglionar radical. Un problema particular fue el Sub-estadiaje en 8.8 % de casos ( 53 de
601 ) ; éstos con enfermedad histolégicamente avanzada tuvieron pobres resultados ; entonces se debiera evitar la aplicacion de la
LG - existiendo atin la duda acerca de la seguridad oncologica de la manipulacion laparoscopica- en la enfermedad que compromete
a la serosa; enfocando los esfuerzos en prevenir el sub-estadiaje preoperatorio e intraoperatorio para poder, en estos casos, aplicar las
medidas abiertas convencionales de prevencion de la diseminacion peritoneal en la enfermedad avanzada.

La sobrevida global a 5 afios para los 511 pacientes con EGC fue de 93.4 %, comparable con los reportes de cirugias abiertas.

Basados en esta evidencia y ( sobre todo ) cuando el expertisse lo permita , la Gastrectomia Laparoscopica se debiera considerar co-
mo un tratamiento primario en pacientes con EGC; estando atin pendiente de evaluar su rol en la enfermedad avanzada.
Dr. Aurelio Gambirazio Keller , FACS.

En los Archivos Adjuntos, podra leer el articulo completo:

Long-Term Oncologic Outcomes from Laparoscopic Gastrectomy for Gastric Cancer: A Single-Center Experience of
601 Consecutive Resections

Sang-Woong Lee, MD, Eiji Nomura, MD, George Bouras, MRCS, Takaya Tokuhara, MD,

Souichiro Tsunemi, MD, Nobuhiko Tanigawa, MD, FACS
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SECCION: _
LO QUE NUNCA ME ENSENARON

Ayudantia: las cosas salen bien.

® Presentar, aspirar, expo-
ner de tal forma que me gus-
taria que me lo hicieran.

e la clave para ser un
buen ayudante es involucrar-

se en el caso.
® Que se hagan las cosas

® Debe mantener la con- . . .
sin necesidad de ser pedidas.

centracion y dedicacion du-

rante toda la operacion. ¢ Tener una cuota muy

e  El ayudante debe hacerse inteligente de iniciativa.

sentir indispensable para el i .Debe ser un elemento de
cirujano. equilibrio y de estimulo

R .
El ayudante debe sufrir Dr Jose De Vinatea

tanto como el cirujano princi- Si Ud. Desea participar en esta seccion podra enviarnos sus
pal si las cosas salen mal y aportes personales originales que le impactaron al siguiente
disfrutarlo tanto como ¢l si correo: boletinalace@gmail.com

SECCION:
CIRUGIA BASADA EN EVIDENCIAS: CANCER RECTAL

DR: David Ortega Checa

. Aparicibn de un
. L. abordaje sobre todo en tu- oSt I soc
(Es el abordaje laparoscopi-  mores  del tercio supe- | *
co mas eficaz que el conven-  rior (A,la)y en el proce-
cional en pacientes con can-  dimiento abdominoperineal " Transtormacion del ’ spvcicincca
problema en una resumen de

Conclusion ﬂ'ﬂ"ﬂh contestable literatura nallada

cer rectal? . e
El abordaje laparoscépico del Nivel de Evidencia 1A

. Grado de Recomenda-
cancer rectal ha demostrado ser cion A
. Bl <

Desde el punto de vista oncolégi-
co se obtienen adecuados marge-
nes de reseccion proximal, distal
y circunferencial, y nimero de En los Archivos Adjuntos,
ganglios resecados, manteniendo podra leer el articulo com-
todo el rigor oncologico exigido pleto: CA RECTO LAP. O
(A,Ia) ABIERTO

Los beneficios de la laparoscopia pR: JUAN A. HERRERA
son evidentes en el intraoperato- 4 N. LNS PNP

rio y post operatorio mediato
(A,Ia)

Faltan mas ensayos clinicos alea-
torios para asegurar los resulta-
dos

Les invitamos a enviar su
opiniéon , comentarios o las
criticas que crean conve-

Oncolégicos a largo plazo, aun- Nientes.
que ya existen meta-analisis que Ema'l_ : ]
apoyan este boletinalace@gmail.com
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SECCION: ANALISIS CRITICO:
COLECISTECTOMIA PRECOZ EN PANCREATITIS BILIAR LEVE

La pancreatitis de etiologia biliar es una de las patologias mas frecuentes en los servicios de emergencia en nuestro medio.

Su manejo y prondstico depende de una adecuada estratificacion del paciente, en cuanto a su severidad. El tiempo en que debe
realizarse la colecistectomia después del inicio de una pancreatitis no esta claramente establecido. En la pancreatitis grave se
recomienda esperar por lo menos 2 o 3 meses después de resuelto el evento agudo. De lo contrario la morbimortalidad postope-
ratoria ha demostrado ser excesiva. En la pancreatitis leve sin embargo, existe el consenso de esperar que el cuadro clinico y los
examenes de laboratorio (enzimas pancreaticas y hepaticas) se normalicen para realizar la extirpacion de la vesicula durante la
hospitalizacion. El dar de alta al paciente sin colecistectomia expone al paciente a una pancreatitis recurrente la cual puede ser
grave. Sin embargo, la tendencia es de prolongar al maximo el tiempo de espera para la colecistectomia probablemente por ex-
trapolacion de los conceptos formulados para la pancreatitis grave. El resultado es una larga estancia hospitalaria y en algunos
casos, el alta hospitalaria del paciente para manejo posterior con los mencionados riesgos. Aboulian y cols., en este ensayo pros-
pectivo aleatorizado plantea un quiebre de este paradigma proponiendo realizar la colecistectomia laparoscdpica precozmente
(dentro de las primeras 48 horas) independientemente de la resolucion o no de los sintomas o la bioquimica sanguinea. Sus re-
sultados demuestran una disminucion de la estancia hospitalaria a una mediana de 3 dias sin evidenciar aumento en las dificulta-
des técnicas, porcentaje de conversiones o complicaciones postoperatorias. Para la aplicacion de este nuevo concepto debe, sin
embargo, enfatizarse que deberemos estar seguros de estar frente a una pancreatitis leve y que no existan calculos en la via biliar.
Es probable que la precocidad del procedimiento nos lleve también a un elevado porcentaje de coledocolitiasis en la colangiogra-
fia intraoperatoria con la consecuente mayor utilizacion de CPRE postoperatoria. Resulta por lo tanto atractivo replicar esta ex-
periencia en el contexto de estudios controlados en las diferentes instituciones que manejen esta patologia.

Dr. Gustavo Reaiio

Early Cholecystectomy Safely Decreases Hospital Stay in Patients

With Mild Gallstone Pancreatitis

A Randomized Prospective Study

Armen Aboulian, MD,* Tony Chan, MD,* Arezou Yaghoubian, MD,* Amy H. Kaji, MD, PhD, 11

Brant Putnam, MD,*t Angela Neville, MD,*t Bruce E. Stabile, MD,*t and Christian de Virgilio, MD*t

Podra ver el articulo completo en los Archivos Adjuntos como:
“EARLY CHOLECYSTECTOMY SAFELY DECREASES HOSPITAL STAY IN PATIETS”
Dr. ARMEN ABOULIAN et al
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SECCION:
LOS VIDEOS DEL BOLETIN ALACE

Estimados lectores, en esta sec-

cion podran ver los videos a tra- Si Ud esta interesado en com-

vés de los Archivos Adjuntos. partir su video, cuélguelo en

Encontrara un archivo en Word YOUTUBE vy envienos el
donde estaran los links de los LINK a:
videos colgados en la cuenta de

ALACE en YOUTUBE. Deberé boletinalace@gmail.com.
Acompaiie el titulo del video,

utilizar las teclas: A
nombre del autor, nacionalidad

CONTROL+CLICK y un breve resumen del caso
presentado.
SECCION:
IRREVERENTE
HUMOR

Dr Aurelio Gambirazio

Un dia fueron a cazar patos un médico familiar, un internista, un
anestesi6logo, un cirujano y un patélogo.

El médico de familia vio volando a un pato, y dijo "Pues parece un
pato, pero no estoy muy seguro... tendré que pedir una intercon-
sulta" y el pato se alejé volando.

El internista vio volando a otro pato, y dijo "Pues se ve como pato,
hace como pato, vuela como pato, pero aun no estoy seguro... ha-
brad que hacer mas pruebas" y el pato se alejé volando.

El anestesidlogo ve al mismo pato y dijo:"pues parece pato, vuela
como pato, hace como pato.. pero mientras Medicina Interna
no haga una nueva revaloracion y nuevos examenes, no estoy se- |
guro", y el pato volé.. |
El cirujano vio al pato volar, y sin dudar un segundo le dispard y
dijo "no me importa que demonios haya sido eso, ya el patélogo {
me dira si es un pato o no"

El patélogo fue a recoger el pato muerto, lo vio y dijo:
"Parece un pato, pero la muestra es insuficiente..."

Pagina 6 Si desea colaborar: envii tu articulo a: boletinalace@gmail.com


mailto:boletinalace@gmail.com

Volumen 1 Numero 2

GALERIA FOTOGRAFIAS MEDICAS:
NEUMATOSIS INTESTINAL

Mujer de 26 afios, ingresa para colecistectomia laparoscopica, sin comorbilidades, se convierte al no
identificar via biliar principal, por plastron vesicular, diagnostico pos operatorio colecistitis aguda
calculosa, con bilicultivo positivo a E. coli y Bacteroides fragilis, recibe cobertura antibidtica.

Quinto dia abdomen agudo quirirgico= Peritonitis fecal por Perforacién Sigmoides, paredes enfisema-
tosas: Sigmoidectomia y colostomia Hartmann. Evoluciona favorablemente.

Patologia: pared colonica revestida por células gigantes multinucleadas, gran componente inflamatorio.

Dra. Maria A. Caceres Bedoya. Cirujano General. CMP 34119 RNE 18156,

Hospital Nacional Arzobispo Loayza. 2010 Lima, Peru

SEGUNDO CASO
TIP en caso de sangrado esofagico masivo: Se coloca dren penrose desde la boca hasta el es6fago abdominal.

Se amarra ambos extremos luego de insuflar aire para que por compresién ceda el sangrado. Como una sonda
de Sengstaken casera

Dr Jose De Vinatea De Cardenas Lima Peru

SI DESEA COMPARTIR SUS FOTOGRAFIAS, ENVIARLAS AL CORREO:

boletinalace@gmail.com
DEBE INCLUIR TITULO DE LA SERIE, BREVE RESENA DEL CASO, NOMBRE DEL AUTOR, NACIONALIDAD
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GALERIA FOTOGRAFIAS NO MEDICAS
LIMA DE OCTUBRE MES MORADO

Dr Carlos Benavides

.. . . ¥
e 'lrh.v- wrvm ASTEAET OFET

Sahumadoras en la Procesion Bicentenaria Plaza de Toros de Acho y Cerro

e Feria Taurina del Sr. De los Milagros
San Cristobal

Turrén de Dona Pepa
postre de octubre

Club Alianza Lima con camiseta blanqui morada Figura estilizada

SI DESEA COMPARTIR SUS FOTOGRAFIAS, ENVIARLAS AL CORREO:
boletinalace@gmail.com
DEBE INCLUIR TITULO DE LA SERIE, NOMBRE DEL AUTOR Y NACIONALIDAD
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SECCION COMENTARIOS:
CASOS, OPINIONES Y CRITICAS
CURSOS Y CONGRESOS

Cirugia bariatrica.
Manuel Eduardo Valdez Muelle (Lima Peru)

Formulo algunas mas que replicas, comentarios , que se originan mas que en la evidencia en la subjetivi-
dad en que esta puede ser usada .....

Leer el articulo completo de las opiniones del Dr. Eduardo Valdez Muelle en el ARCHIVO ADJUNTO denominado:
Comentarios acerca del articulo : VALDEZ.

SIMPATECTOMIA POR TORACOSCOPIA

Ramon Rivera Lopez(......... )
Fue mi primer caso después de regresar del curso de Dr. Ricardo Torres de Hands On en San Jose Costa

Leer el articulo completo de las opiniones del Ramon Rivera Lopez en el ARCHIVO ADJUNTO denominado:
PARA BOLETIN ALACE

El Foro latinoamericano de Cirujanos Generales por e-mail
Jose Di Sarli (venezuela)

Envio informacidon en power point anexo, para ver la posibilidad de publicitar este grupo de interés quirtr-
gico. gracias

Ver la presentacion completa del Dr. Jose Di Sarli en el ARCHIVO ADJUNTO denominado: Jose Di SArli Venezuela

SYMPOSIUM

Del 20 al 23 de febrero 2011se realizara en CLEVELAND CLINIC OF FLORIDA, el 10 th Surgery
of the Foregut symposium.

Invitacion enviada por Raul J. Rosenthal MD, FACS, FASMBS

Professor of Surgery and Chairman, Section of Minimally Invasive Surgery, and The Bariatric and Metabolic Institute
Program Director, Fellowship in Minimally Invasive Surgery

Cleveland Clinic Florida 2950 Cleveland Clinic Blvd. Weston, Florida 33331 Phone 954 659 5228 Fax 954 659 5256
E-mail rosentr@ccf.org

10th Surgery of the Foregut Symposium
Feb. 20 th-23 rd, 2011. please check our website at

Ver invitacion completa del Dr. Raul Rosenthal en el ARCHIVO ADJUNTO denominado: Binderl

SI DESEA COMPARTIR SUS FOTOGRAFIAS, ENVIARLAS AL CORREO:
boletinalace@gmail.com

DEBE INCLUIR TITULO DE LA SERIE, NOMBRE DEL AUTOR Y NACIONALIDAD


mailto:rosentr@ccf.org


E] Cleveland Clinic

Florida

IN CONJUNCTION WITH:
- The German Society of Visceral Surgery

- Federation of Latin American
Surgeons (FELAC)

- European Surgical Institute

- Latin-American Society of
Endoscopic Surgeons (ALACE)

- Florida Chapter of The American
College of Surgeons (FLA ACS)

TARGET AUDIENCE

General surgeons, laparoscopic surgeons,
bariatric surgeons, surgical fellows, residents,
nurses and allied health professionals

This activity has breren approved for AMA PRA
Category 1 Credit"".

Uim

10th Annual

A
A" Cé

Surgery of the Foregut

Symposium

February 20-23, 2011
The Biltmore Hotel, Coral Gables, Florida
Cleveland Clinic Florida, Weston, Florida

Topics
Update in Gastrointestinal Organ Transplantation
Diagnostic and Therapeutic Surgical Endoscopy
Re-operative Bariatric and Metabolic Surgery
Complex Foregut Surgery

www.ccf.org/florida/cme

Traduccion simultanea
al Espanol

Tradugao simultanea
Portugués





Program and Registration available ONLINE
o xpen 0 G www.ccf.org/florida/cme

Robert E. Brolin, MD (USA)
Hans-Peter Bruch, MD (Germany)
Guy-Bernard Cadiere, MD (Belgium)
Bipand Chand, MD (USA)

Mingyoung Cho, MD (South Korea)
Alberto Chousleb, MD (Mexico)
Avram Cooperman, MD (USA)
Bernard D'Allemagne, MD (Germany)
Nestor De La Cruz, MD (USA)

FACULTY

Optional Programs wﬁ

Live Surgery Day —
February 23, 2011
Cleveland Clinic Florida

PROGRAM DIRECTOR
Raul 1. Rosenthal, MD
Director

The Bariatric and Metabolic Institute
Section Head, Minimally Invasive Surgery

Cleveland Clinic Florida
Assistant Professor of Surgery
University of South Florida
School of Medicine

Eric DeMaria, MD (USA)

Mathias Fobi, MD (USA)

John Fung, MD (LISA)

Kelvin Higa, MD (USA)

Jacques Himpens, MD (Belgium)
William B, Inabnet III, MD (USA)
Jakob Izbickl, MD (Germany)
Moises Jacobs, MD (USA)
Robert Marema, MD (USA)

Jose Martinez, MD (USA)
Samer G, Mattar, MD (USA)
Yoav Mintz, MD (Israel)

Natural Orifice Surgical
Endoscopy Workshop

February 20, 2011

Biltmore Hotel, Coral Gables, Florida

Traduccion simultanea al Espanol « Tradugao simultanea Portugués

CLEVELAND CLINIC
Manoel Galvao Neto, MD (Brazil) r1 = . NONPROFIT ORG
5;5;;H4D Peter Neuhaus, MD (Germany) e c‘eve'and CIInlc AVl
Conrad Simpfendorfer, MD Patrick O Leary; MD (US_M Florida ) PAID
Samuel Szomstein, MD Ignacio Pinto, MD (Spain) Continuing Medical Education BT LA FL
Jeffrey L. Ponsky, MD (USA) 2950 Cleveland Clinic Blvd. PERMIT #1104

Steven D. Wexner, MD
INFORMATION

Continuing Medical Education
Cleveland Clinic Florida
Phone: 954-659-5490
Fax: 954-659-5491
E-mail: eme@ccf.org

INVITED FACULTY
Matthias Anthuber, MD (Germany)
Horacio ). Asbun, MD (USA)

Juan S. Azagra, MD (Luxembourg)
Heinz Becker, MD (Germany)
Menahem Ben-Haim, MD (Israel)

Jordi Pujol, MD (Spain)

Almino Ramos, MD (Brazif)
Thomas Rice, MD (USA)
Camillo Ricordi, MD (USA)
Moshe Rubin, MD (Israel)

Barry Salky, MD (USA)

Samuel Shuchleib, MD (Mexica)
Scott A. Shikora, MD {USA)
Harvey 1. Sugerman, MD (USA)
Amir Szold, MD (Israef)

Chris Thompson, MD (USA)
Andreas Tzakis, MD (LISA)
Jerrold Young, MD (USA)
Mathan Zundel, MD {L/SA)

Weston, Florida 33331 USA
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SOCIEDAD DE CIRUJANOS
GENERALES DEL PERU

¢ Es el abordaje laparoscopico mas eficaz
gue el convencional en pacientes con
cancer rectal?

Dr. Juan Antonio Herrera Matta
Dpto. Cirugia General
“Jaime Herrera Ardiles”
HN.LNS.PNP

_ LA EVIDENCIA
EN CIRUGIA






SOCIEDAD DE CIRUJANOS
GENERALES DEL PERU

ABORDAJE LAPAROSCOPICO DEL CA
DE RECTO

_aparoscopic versus open total mesorectal
excision for the middle-lower rectal cancer: a

clinical comparative study

Yu J, Zhang C, et al. Chinese journal of gastrointestinal surgery 2009
Nov;12(6):573-6. Nanfang Hospital Guangzhou China.

* The aim was to evaluate the feasibility, safety, radicality and
short-term outcome of laparoscopic TME in comparison with
open procedure for the middle-lower rectal cancer.

 November 2005 to October 2008, 93 patients with middle-
lower rectal cancer received laparoscopic TME, while 105

patients underwent conventional open TME
EN CIRUGIA
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|_aparoscopic versus open total mesorectal
excision for the middle-lower rectal cancer: a
clinical comparative study

* The mean operating time was significantly longer in the LTME group,
 The operative blood losses, analgesia requirement, time for bowel
movement retrieval, time to liquid food intake, time to resuming early
activity and hospital stay in LTME group were significant lower or
shorter

» The overall morbidity rate was similar in both groups.

 No significant differences were observed between two groups in terms of
specimen length, lymph node harvest and negative distal margin

LA EVIDENCIA
EN CIRUGIA
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Laparoscopic versus open total mesorectal
excision for the middle-lower rectal cancer: a
clinical comparative study

CONCLUSIONS: Laparoscopic TME for middle-low

rectal cancer is safe and feasible, and can potentially offer all
the benefits of a minimally invasive approach and achieve

satisfactory oncological outcome,
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Surgical outcomes of laparoscopic vs. open

surgery for rectal carcinoma, a matched case-
control study.

Uehara K, Yamamoto S, et al., National Cancer Center Hospital in
Tokyo, Japan. Hepatogastroenterology. 2006 Jul-Aug;53(70):531-5.

* Between February 1998 and December 2004
e case-control series
o 47 patients with rectal carcinoma
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Surgical outcomes of laparoscopic vs. open
surgery for rectal carcinoma, a matched case-
control study

= Median operative time was significantly longer , median blood loss was
lower , postoperative intervals until liquid - solid intakes and hospital stay

were significantly shorter in the LS group
» Postoperative complications & anastomotic leakage rates were similar

CONCLUSIONS Lsfor rectal carcinoma provides benefits

during the early postoperative period without increase in morbidity or

mortality.
LA EVIDENCIA
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Can adequate lymphadenectomy be obtained
by Laparoscopic resection in Rectal Cancer ?

Results of a Case-Control study in 200 patients

Sara S, Poncet G, et al. J Gastrointest Surg. 2010 Aug;14(8):1244-7.
University Hospital, BP 217, 38043, Grenoble France.

« AIm Is to compare pathological findings In rectal cancer
specimens obtained by laparoscopy or laparotomy.

 Bowel length, distal , circumferential margins and number
of total and positive nodes harvested were prospectively

recorded
EN CIRUGIA
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Can adequate lymphadenectomy be obtained
by Laparoscopic resection in Rectal Cancer ?
Results of a Case-Control study in 200 patients
CONCLUSION: There is no difference between

laparoscopic or open approaches concerning specimen's
length, distal margin, circumferential margin, and total and
positive lymph nodes.

Laparoscopic rectal resection is not only technically feasible
but it seems also oncologically safe.
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Open versus laparoscopic surgery for mid or low
rectal cancer after neoadjuvant chemo
radiotherapy (COREAN trial): short-term

outcomes of a randomised controlled trial.

Kang SB, Park JW, et al. South Korea. Lancet Oncol. 2010 Jul; 11(7):
637-45.
= The aim was to compare open surgery with laparoscopic surgery for
mid or low rectal cancer after neoadjuvant chemoradiotherapy
= Between April 4, 2006 and Aug 26, 2009, three referral hospitals
= Patients were randomised 1:1 to receive either open surgery (n=170) or

laparoscopic surgery (n=170)
LA EVIDENCIA
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Open versus laparoscopic surgery for mid or low
rectal cancer after neoadjuvant chemo
radiotherapy (COREAN trial): short-term

outcomes of a randomised controlled trial.

Short-term outcomes assessed: recovery of bowel function,
perioperative morbidity, postoperative pain, and quality of life

Circumferential resection margin, macroscopic quality of the total
mesorectal excision specimen, number of harvested lymph nodes

Surgery time was longer , estimated blood loss was less In the

laparoscopic group
LA EVIDENCIA
EN CIRUGIA
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Open versus laparoscopic surgery for mid or low
rectal cancer after neoadjuvant chemo
radiotherapy (COREAN trial): short-term

outcomes of a randomised controlled trial.

Surgery time was longer, involvement of the circumferential resection
margin, macroscopic quality of the total mesorectal excision specimen,
number of lymph nodes , perioperative morbidity did not differ

between the two groups

Earlier recovery of bowel function ; time to resume a normal diet and
total amount of morphine used was less in the laparoscopic group
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Open versus laparoscopic surgery for mid or low
rectal cancer after neoadjuvant chemo
radiotherapy (COREAN trial): short-term
outcomes of a randomised controlled trial.

CONCLUSIONS: Laparoscopic  surgery after

preoperative chemoradiotherapy for mid or low rectal
cancer is safe and has short-term benefits compared with
open surgery; the quality of oncological resection was

equivalent.
LA EVIDENCIA
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Laparoscopic versus open total mesorectal

excision for rectal cancer.

Breukink S, Pierie J, Wiggers T. Cochrane Database Syst Rev. 2006
Oct 8;(4)

* The aim was to evaluate whether there are any relevant
differences in safety and efficacy after elective LTME, for
the resection of rectal cancer, compared with OTME.

 We searched MEDLINE, EMBASE, Cochrane Central
register of Controlled Trials (CENTRAL), and Current

Contents from 1990 to December 2005.
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_aparoscopic versus open total mesorectal
excision for rectal cancer.

We included randomised controlled trials (RCTs), controlled clinical
trials and case series comparing LTME versus OTME. Furthermore
case reports which describe LTME were also included.

48 studies, representing 4224 patients, met the inclusion
criteria.

Methodological quality of most of the included studies was

poor;only three studies were grade 1b (individual
randomised trial),

No meta-analyses could be performed
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_aparoscopic versus open total mesorectal
excision for rectal cancer.

* No significant differences in terms of disease-free survival rate, local
recurrence rate, mortality, morbidity, anastomotic leakage, resection
margins, or recovered lymph nodes were found

« LTME results in less blood loss, quicker return to normal diet, less
pain, narcotic use and immune response

CONCLUSIONS: Based on evidence mainly from non-

randomized studies, LTME appears to have clinically measurable
short-term advantages. The long-term impact on oncological endpoints
awaits the findings from large on-going randomized trials.
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_aparoscopic versus open surgery for
rectal cancer: a meta-analysis

Aziz O, Constantinides V, et al. St. Mary's Hospital , London , United
Kingdom. Ann Surg Oncol. 2006 Mar ; 13(3):413-24 .

A literature search was performed on all studies between

1993 and 2004 (series).
 End points evaluated: operative outcomes , postoperative

recovery, and early and late adverse events.
« Twenty studies, 2071 patients, of whom 909 (44%) under

went laparoscopic surgery for rectal cancer.
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|_aparoscopic versus open surgery for

rectal cancer: a meta-analysis
 There was no difference between groups In the extent of
oncological resection (distal margin, CRM, # lymph nodes).
 Time to stomal function, wound infection, length of hospital
stay, feeding solids, first bowel movement, were also
significantly reduced.

CONCLUSIONS: Laparoscopic rectal cancer surgery
results in an earlier postoperative recovery and a resected
specimen that is oncologically comparable to open surgery.
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aparoscopic total mesorectal excision (TME)

for rectal cancer surgery: long-term outcomes
Leroy J, Jamali F, et al. Surg Endosc. 2004 Feb;18(2):281-9 Strasbourg,

France.
e The aim of this study was to evaluate the perioperative outcome and

long-term results of laparoscopic TME
* We reviewed the prospective database of 102 consecutive unselected

patients undergoing laparoscopic TME for rectal cancer between
November 1991 and December 2000
» Laparoscopic TME was completed successfully in 99 patients
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L_aparoscopic total mesorectal excision (TME)
for rectal cancer surgery: long-term outcomes

« The overall morbidity and mortality rates were 27% and 2%,
respectively, with an overall anastomotic leak rate of 17%.

 Mean follow-up was 36 months
 The local recurrence rate was 6%o,

 The overall survival rate of all curatively resected patients was 65% at
o years

CONCLUSIONS: Laparoscopic TME is feasible and safe. The

laparoscopic approach to the surgical treatment of rectal cancer does

not seem to entail any oncologic disadvantages.
LA EVIDENCIA
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Long-term results of laparoscopic versus open
resections for rectal cancer for 124 unselected

patients.

Feliciotti F, Guerrieri M, et al. Surg Endosc. 2003 Oct;17(10):1530-5
Ancona, Italy.

e The aims of the study were to compare long-term outcomes for
unselected patients undergoing laparoscopic or open rectal resection
for cancer

« A series of 124 unselected consecutive patients with rectal cancer, who

underwent surgery by the same surgical team
LA EVIDENCIA
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Long-term results of laparoscopic versus open
resections for rectal cancer for 124 unselected

patients.

* The laparoscopic approach was done in 81 patients
« The mean follow-up period for both groups was 43.8 months (range, I-

9O years).

CONCLUSI ONS:Oncologic surgical principles were respected.

Long-term outcome after laparoscopic resection of rectal cancer was
comparable with that after conventional resection. We should wait to
draw conclusive scientific statements until the completion of ongoing

international randomized controlled trials
LA EVIDENCIA
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|_aparoscopic resection for rectal cancer:
outcomes in 194 patients and review of the

literature.

Barlehner E, Benhidieb T, et al. Surg Endosc. 2005 Jun;19(6):757-66,
Berlin, Germany

e Qur large prospective conducted study aimed to assess the
effectiveness of a totally laparoscopic resection for rectum carcinoma
with emphasis on perioperative and long-term oncological outcomes.
* 194 unselected patients were resected laparoscopically for rectal

carcinoma.
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|_aparoscopic resection for rectal cancer:
outcomes in 194 patients and review of the
literature.

« Study selection was made by Medline search

e The most common procedures were low anterior resection with total
mesorectum excision in 65.5% of patients and high anterior resection
in 25.3%.

* Follow-up evaluation ranged from 1 to 128 months with a mean of
46.1 months.

 OQverall local recurrence rate was 6.7% Overall survival rate was
90.6% at 1 year, 74.5% at 3 years, and 66.3% at 5 years.
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|_aparoscopic resection for rectal cancer:
outcomes in 194 patients and review of the

literature.
CONCLUSIONS: our results and the literature review clearly

demonstrate that laparoscopic resection for rectal cancer is not associated
with higher morbidity and mortality. Established oncological and surgical
principles are respected and long-term outcomes are at least as good as

those after open surgery.
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Comparison of outcome of open and Laparos-
copic resection for stage Il and stage 111 rectal

cancer.

Law WL, Poon JT, et al. Ann Surg Oncol. 2009 Jun;16(6):1488-93.
Queen Mary Hospital, Pokfulam, Hong Kong.

e This study aimed to compare the survival of patients who underwent
laparoscopic and open resection for stage Il and 111 rectal cancer

e Open resection: n = 310; laparoscopic resection: n =111

» There was no difference in the mortality, morbidity, and pathological

staging.
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Comparison of outcome of open and Laparos-
copic resection for stage Il and stage 111 rectal
cancer

o With the median follow-up of 34 months, there was no difference in
local recurrence rates.

e The 5-year actuarial survivals were 71.1% and 59.3% in the
laparoscopic and open groups

CONCLUSIONS: Laparoscopic resection for locally advanced

rectal cancer is associated with more favorable overall survival when

compared with open resection.
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Randomized trial of laparoscopic-assisted

resection of colorectal carcinoma: 3-year

results of the UK MRC CLASICC Trial
Group.

Jayne DG, Guillou PJ, Et Al. UK MRC CLASSIC TRIAL GROUP J Clin
Oncol. 2007 Jul 20;25(21):3061-8. St James's University Hospital, l_eeds,
United Kingdom

« The aim of the current study is to report the long-term outcomes after
laparoscopic-assisted surgery compared with conventional open
surgery within the context of the UK MRC CLASICC trial based on

RCTs
" LA EVIDENCIA
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Randomized trial of laparoscopic-assisted
resection of colorectal carcinoma: 3-year
results of the UK MRC CLASICC Trial

Group.

o 526 laparoscopic and 268 open patients

« Overall, there were no differences in the long-term outcomes. Higher
positivity of the circumferential resection margin was reported after
laparoscopic anterior resection (AR), but it did not translate into an
increased incidence of local recurrence.
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Randomized trial of laparoscopic-assisted
resection of colorectal carcinoma: 3-year
results of the UK MRC CLASICC Trial

Group.
CONCLUSIONS: successful laparoscopic-assisted surgery for

colon cancer is as effective as open surgery in terms of oncological
outcomes and preservation of QoL. Long-term outcomes for patients
with rectal cancer were similar in those undergoing abdominoperineal
resection and AR, and support the continued use of laparoscopic

surgery in these patients
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_ong-term results of laparoscopic colorectal

cancer resection. Meta-analysis

Kuhrv E, Schwenk WF, et al. Cochrane Database Syst Rev. 2008 Apr
16;(2):CD003432.

 The aim is to determine long-term outcome after laparoscopically-
assisted versus open surgery for non-metastasised colorectal cancer

« SEARCH STRATEGY: The Cochrane library, EMBASE, Pub med
and Cancer Lit were searched for published and unpublished randomised
clinical trial

e Thirty-three randomised clinical trials (RCT) were found, twelve of
these trials, involving 3346 patients, reported long-term outcome and

were included in the current analysis
LA EVIDENCIA
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_ong-term results of laparoscopic colorectal
cancer resection. Meta-analysis

» Rates of recurrence at the site of the primary tumor were similar for
rectal cancer: 4 RCT, 714 pts, 7.2% vs 7.7%

* No significant difference in recurrence rate was observed between
laparoscopic and open surgery

CONCLUSIONS: Laparoscopic surgery for cancer of the

upper rectum is feasible, but more randomised trials need to be
conducted to assess long term outcome.
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. Es el abordaje laparoscopico mas eficaz que
el convencional en pacientes con cancer
rectal?

 El abordaje laparoscépico del cancer rectal ha demostrado ser
factible, seguro, manteniendo todo el rigor oncolégico exigido

en cuanto a margenes de reseccion proximal, distal y circunferencial,
numero de ganglios resecados y conservacion del mesorecto
(A,la)

* Los beneficios de la laparoscopia son evidentes en el intraoperatorio
y post operatorio mediato (A, la)

 Faltan mas ensayos clinicos aleatorios para asegurar los resultados

oncolégicos a largo plazo, aunque ya existen meta-analisis que apoyan este
abordaje sobre todo en tumores del tercio superior (A, la) yen el proce-

dimiento abdominoperineal.
LA EVIDENCIA
EN CIRUGIA
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Comentarios acerca del articulo :Criticas a la cirugia
bariatrica.

Manuel Eduardo Valdez Muelle

Felicito al autor por este brillante articulo que nos obliga a los que estamos interesados en
este campo de la profesion a un ejercicio critico de nuestro trabajo y del entorno en que
se viene dando no solo desde el punto de vista profano de la poblacién no medica si no
de autores como el Dr. lvan Vojvodic que con las herramientas del rigor cientifico
cuestiona lo que con tanto esfuerzo se ha logrado hasta hoy . Es en este sentido en que
formulo algunas mas que replicas, comentarios ,que se originan mas que en la evidencia
en la subjetividad en que esta puede ser usada .

Llama la atencién el titulo : “criticas a la cirugia bariatrica” ,nunca Lei nada como : “criticas
a la cirugia oncolégica”, asi pues el titulo refleja el pensamiento que auln persiste acerca
de la obesidad mérbida , ya se acepta como enfermedad pero aun no se pondera
suficientemente sus efectos y al hacerlo cuesta trabajo aceptar las complicaciones que
pudiera presentar la cirugia ,prueba de ello es que aun se propone que el tratamiento
médico sea la primera linea de ataque a la obesidad mérbida ,ain cuando sabemos que el
tratamiento médico farmacoldgico, dietético, sicoldgico y otros no quirurgicos fracasan en
mas del 95% de los pacientes , éhasta qué punto es valido exigirle al paciente un
tratamiento médico-dietético previo cuando sabemos de antemano que este sera un
fracaso? Ademads de ser hipdcrita postergar la cirugia es agregar afios de obesidad
morbida al organismo, atenta contra la calidad de vida , es agregar dafios irreversibles
como el que se produce en la piel , corazdn ,articulaciones, etc. aumentando la
mortalidad del tratamiento quirdrgico, el cual cuando por fin se indique tendrd entre 80 y
100% de posibilidades de controlar el problema de por vida .

La cirugia bariatrica al igual que la cirugia oncolégica y la mayor parte de la medicina no
actua sobre la causa como seria lo ideal, por ello el analisis epistemoldgico esta fuera del
contexto ya que no representa una caracteristica diferenciada del resto de la cirugia.
Con respecto a la mencidn tangencial que una de las causas de la obesidad mérbida
pudieran ser sicoldgicas hay que comentar que las teorias que consideraban a la obesidad
morbida con causas psicoldgicas han sido desterradas ,la obesidad mérbida es una
enfermedad crdnica, progresiva e irreversible con mecanismos bioldgicos no del todo
esclarecidos pero ampliamente expuestos que causa problemas psicoldgicos , no al revés
y sin olvidar que problemas siquiatricos de fondo puedan dificultar el tratamiento . Ni
gue decir de las “causas” hormonales en la obesidad mérbida, estas causas no son tales,
son entidades nosoldgicas que propician e inducen a la obesidad ,como el hipotiroidismo
que una vez controlado no produce la regresion de la obesidad mérbida.





Menciona que las técnicas mas importantes salvo el By pass no han ido presididas de
estudios experimentales y en grupos reducidos , pero lo cierto es que no hay muchas mds
técnicas en uso salvo las derivaciones biliopancreatica que si han tenido estudios
experimentales previos en animales y luego en grupos humanos reducidos, el trabajo ya
clasico de Scopinaro:

(1. Scopinaro N, Gianetta E, Civalleri D et al. Bilio-pancreatic
by-pass for obesity: 1. An experimental study
in dogs. Br J Surg 1979; 66: 613-7.)

Scopinaro N, Gianetta E, Civalleri D et al. Bilio-pancreatic
by-pass for obesity: Il. Initial experience in
man. BrJ Surg 1979; 66: 619-20.

Las otras técnicas que menciona “ criticas a la cirugia bariatrica” son la gastrectomia
vertical anillada, hoy en desuso ,el marcapaso gastrico que nunca sali6 al mercado por
fracasar en la etapa de ensayo o la operacién de Santoro que solo es una propuesta en
estudio y que se aplica a una poblacién reducida.

Me confunde del articulo que mencione que no hay estudios experimentales serios, en
realidad se publican estudios experimentales en animales y humanos muy interesantes y
de gran valor cientifico todos los meses por las mas prestigiosas universidades mundo Y
algunos meta-analisis como el de H. Buchwald Metha-Analysis JAMA 292 (2004) 1724-
1430 en obesity Surgery y ahora en SOARD y otros, evidencia sobra .

Hay que tener en cuenta que hace solo diez afios no habia mas de un centenar de
cirujanos de la obesidad en todo el mundo, esos 22 trabajos que menciona colquitt como
validos no es poca cosa en cantidad y calidad dada la informacién disponible por ese
entonces, y teniendo en cuenta que en ese entonces el prejuicio contra la cirugia
bariatrica era exponencialmente mayor que el que ahora nos ocupa, el merito de aquellos
autores visto desde hoy es muy grande .

Respecto a la enorme cantidad de informacion no “valida” disponible ,como todo en la
ciencia, sera muy util y “valida” cuando se procese v sirva de punto de partida a estudios
mas importantes .

¢ Se pueden cuestionar los resultados en cirugia bariatrica por que no todos los pacientes
logran buenos resultados ? ,para comenzar “criticas a la cirugia bariatrica” no tiene un
pardmetro que defina que es eficaz, por que no existe , ¢se puede acaso comparar la
pérdida de peso de un paciente con un IMC de 70 con otro de 40, pues claro que no, por
eso es que aun no hay un acuerdo en que es fracaso y que no, pero que en casi todos
tiene un efecto importantisimo es indiscutible ,incluso para aquellos pocos que no
lograron perder peso pero no aumentaron, debemos tener en cuenta que la cirugia
bariatrica lo que busca es controlar un caballo desbocado , estabilizar al paciente en un
peso razonable que le permita una vida digna, ya que no todos lograran perder el 100%
del exceso, lo cual dicho sea de paso no es deseable en ninguna serie, valores que se
acerquen a un promedio del 90% puede presentar complicaciones nutricionales.





Es cierto que la cirugia bariatrica presenta complicaciones, pero estas estadisticamente
no son mayores que el resto de especialidades por ejemplo la mortalidad en cirugia
ortopédica en la Cleveland Clinica en el afio 2009 fue de 0.54% , la mortalidad operatoria
en la Mayo Clinic ginecologia fue 0.41% , Urologia Cleveland Clinic 0.57% y la de la cirugia
bariatrica de By pass gastrico es de 0.5% , en cuanto a la morbilidad no es mayor ni menor
que la que presenta la cirugia general ,pero lo que si llama la atencidn es que la
mortalidad de los pacientes obesos mérbidos no operados es siete veces mas que los no
operados, esto sin tener en cuenta la calidad de vida pésima que llevan estos no operados
, revisese al respecto el metanalisis de Buchwald , ademas hay que tener presente que las
técnicas que denomina mas “invasivas” son las que mas se aplican a los casos mas severos
de super obesidad y que son pues pacientes en peor estado .

Hoy por hoy el By pass gastrico tipo Fobi/Capella, las derivaciones biliopancreatica tipo
scopinaro, la tipo duodenal Switch y la banda gastrica tienen mas de 20 6 30 afos de
seguimiento y se conoce bastante bien sus beneficios y complicaciones y son las que se
deberian ofrecer en primera linea y dejar el resto de operaciones de reciente data ,como
la gastrectomia vertical en manga, a estudios en poblaciones mas restringidas y
estrictamente controladas durante cinco anos minimo .

Dentro de las criticas se ,menciona que se debe considerar el peso inicial comoy él %
pérdida de peso como la referencia para informar resultados ,esto ya se dejo de lado los
ultimos anos por no ser exacto nildgico ,hoy se estd usando el porcentaje de pérdida del
exceso del indice de masa corporal (%PEIMC)

%PEIMC= IMC pre operatorio — IMC actual X 100
IMC preoperatorio - 25

Hay otras consideraciones a tener en cuenta como que el peso al momento de la cirugia
puede ser el maximo que ha padecido o puede ser el minimo que hace poco tiempo logro
, el peso en los obesos mérbidos puede ser muy dinamico e incluso se puede operar a
pacientes que han estado en pesos mérbidos y ostentan al momento de la operacién un
peso bajo o normal.

Es verdad que muchos trabajos presentan solo el promedio y los rangos de sus resultados
sin la desviacién estandar correspondiente sin mencionar el porcentaje de fracasos
absolutos de la técnica o que publican resultados al primer , segundo o tercer afio cuando
lo minimo aceptable en cirugia bariatrica es de cinco anos para tomarse seriamente, sin
dejar de mencionar al decir esto , la fortisima presidn que la industria tiene en este
respecto, pero en todo caso es una generalizacion.

Con referencia a los resultados y fracasos de las operaciones veamos alguna precisiones
¢Qué consideramos fracaso? Una pérdida del 25% o menos 40 % o menos 0 50 % o





menos? Otra cosa que no se toma en cuenta es que a mayor IMC menores son las
posibilidades de lograr un IMC normal, ése debe considerar fracaso a aquel que teniendo
un IMC de 60 se estabiliza en 407 ,Fobi y Baltasar tienen series con pacientes con altos
indices d IMCy usan el By pass con banda el primero y la derivacion biliopancreatica el
segundo con porcentajes de éxito a largo plazo arriba del 75% en mas del 95 % de sus
pacientes, eso es el limite , mas del 75% en promedio de pérdida del exceso de IMC
quiere decir que muchos pacientes sobrepasan el 100% , lo cual no es aceptable , hay que
aclarar pues que el objetivo nunca serd una perdida promedio del 100% .

NO es del todo cierto que la eficacia de una técnica se relacione a su seguridad , lo cierto
es que la cirugia bariatrica no presenta, en términos generales, mas mortalidad que
cualquier otra especialidad quirurgica, haciendo una excepcion con la banda gastrica que
presenta una mortalidad cercana al 0.01% lo que la coloca en un posicidén de ventaja no
solo a otras técnicas bariatricas en ese aspecto ,si no a muchos otros procedimientos
quirurgicos considerados “seguros”, es por ello que sigue siendo la operacién mas popular
en USA y en el mundo ,no por mas efectiva, que no lo es si el paciente no ha sido bien
seleccionado, sino mas bien por lo que no tiene complicaciones mortales que temer, ni el
deslizamiento (0.5% de los casos ) que puede ser una emergencia y la erosién 2% que
puede producir sangrado o infeccidén (en porcentajes anecddticos) y que son las
complicaciones mas delicadas no producen mortalidad estadistica de importancia, las
demas son complicaciones menores sin trascendencia salvo el hecho que interrumpen o
frustran el proceso.

Dice el articulo que no esta claro si la diabetes Il se controla por la pérdida de peso o no,
pero ya ha quedado demostrado que la derivacion biliopancreatica controla la diabetes en
practicamente todos los casos (98%) , y en el 2% restante que no libera al pacientes de la
farmacoterapia la ayuda notablemente . Scopinaro presenta mas de 20 afos de
seguimiento en pacientes diabéticos sin recidiva . El paciente se libera de la insulina al alta
o al poco tiempo después ,mucho antes que la pérdida de peso influya, ya se estan
haciendo estudios prospectivos, canonizados a largo plazo en pacientes no obesos, la
evidencia al respecto hasta ahora es esperanzadora en grado sumo, es sorprendente ver
la rapidez en que se adoptan tratamientos farmacoldgicos con efectos colaterales tan
notables y sin embargo se desestima la cirugia .

En cuanto a las conclusiones no puedo estar mas de acuerdo, en cirugia bariatrica se sigue
buscando el “Gold Standard” lo cual no existe ,y dudo que llegue a existir, solo tenemos
restriccidon y /o di absorcién, solo hay dos técnicas que han demostrados ser realmente
eficaces en el largo plazo el By Pass gastrico con banda tipo Fobi/Capella y al derivacion
biliopancreatica tipo Scopinaro .La banda gastrica tiene estadisticamente 10 a 15 % menor
efectividad pero con un costo /beneficio en términos de seguridad muy interesantes para
el paciente.

Hay complicaciones , no son mas ni peores que el resto de la cirugia actual , controla la
enfermedad en el largo plazo y debe ser efectuada por personal especialmente dedicado,
no debe ser una practica incidental y debe ser efectuada en hospitales que ofrezcan todos





los servicios requeridos , no hay motivo hoy en dia en ofrecer técnicas que no tengan un
seguimiento en grandes series de por lo menos cinco afios solo por el hecho que tengan
una curva de aprendizaje corta.
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Early Cholecystectomy Safely Decreases Hospital Stay in Patients
With Mild Gallstone Pancreatitis
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Objective: We hypothesized that laparoscopic cholecystectomy performed
within 48 hours of admission for mild gallstone pancreatitis, regardless of
resolution of abdominal pain or abnormal laboratory values, would result in
a shorter hospital stay.

Summary of Background Data: Although there is consensus among
surgeons that patients with gallstone pancreatitis should undergo cholecys-
tectomy to prevent recurrence, the precise timing of laparoscopic cholecys-
tectomy for mild disease remains controversial.

Methods: Consecutive patients with mild pancreatitis (Ranson score =3)
were prospectively randomized to either an early laparoscopic cholecystec-
tomy group (within 48 hours of admission) versus a control laparoscopic
cholecystectomy group (performed after resolution of abdominal pain and
normalizing trend of laboratory enzymes). The primary end point was
hospital length of stay. Secondary end point was a composite of rates of
conversion to an open procedure, perioperative complications, and need for
endoscopic retrograde cholangiography. The study was designed to enroll
100 patients with an interim analysis after 50 patients.

Results: At interim analysis, 50 patients were enrolled at a single university-
affiliated public hospital. Of them, 25 patients were randomized to the early
group and 25 patients to the control group. Patient age ranged from 18 to 74
years with a median duration of symptoms of 2 days upon presentation and
a median Ranson score of 1. There were no baseline differences between the
groups with regards to demographics, clinical presentation, or the presence of
comorbidities. The hospital length of stay was shorter for the early chole-
cystectomy group (mean: 3.5 [95% CI, 2.7-4.3], median: 3 [IQR, 2-4])
compared with the control group (mean: 5.8 [95% CI, 3.8-7.9], median: 4
[IQR, 4-6] [P = 0.0016]). Six patients from the early group required
endoscopic retrograde cholangiography, compared with 4 in the control
group (P = 0.72). There was no statistically significant difference in the need
for conversion to an open procedure or in perioperative complication rates
between the 2 groups.

Conclusion: In mild gallstone pancreatitis, laparoscopic cholecystectomy
performed within 48 hours of admission, regardless of the resolution of
abdominal pain or laboratory abnormalities, results in a shorter hospital
length of stay with no apparent impact on the technical difficulty of the
procedure or perioperative complication rate.
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Acute pancreatitis is a common diagnosis worldwide, with more
than 220,000 cases reported annually in the United States alone.
The leading etiology is gallstones.' Gallstone pancreatitis is consid-
ered to occur due to transient obstruction of the common channel
that drains both the biliary and pancreatic ducts, resulting in inflam-
mation of the pancreas. The pancreatitis that ensues is usually mild
and self-limited and the treatment is initially supportive with sub-
sequent laparoscopic cholecystectomy (LC). However, a small sub-
group of patients develop severe pancreatitis and/or concomitant
cholangitis. When the latter is present, ERC and sphincterotomy
with stone extraction is typically performed.

While there is a clear consensus that patients who present
with gallstone pancreatitis should undergo cholecystectomy to pre-
vent recurrence, precise timing of surgery remains controversial. In
patients with severe pancreatitis (Ranson score >3), there is con-
sensus that surgery is delayed until the pancreatitis has resolved
because early operation is associated with a higher complication
rate.> However, despite more than 30 years of debate in the surgical
literature, the optimal timing of surgery in mild pancreatitis (Ranson
score =3) remains unclear. With recurrence rates for gallstone
pancreatitis reported as high as 63%> and with some of the repeat
attacks occurring within 2 weeks of initial index presentation,' most
investigators have recommended cholecystectomy during the initial
hospitalization.*-> Still, the actual timing of surgery during the initial
index hospitalization is unsettled. In practice, surgeons often delay
surgery until there is evidence of complete resolution of the inflam-
matory process, as evidenced by absence of abdominal pain and
normalization of liver functional tests and pancreatic enzymes.®
Unfortunately, this strategy may result in prolongation of hospital-
ization without any proven benefit.

A previous prospective, nonrandomized study from our insti-
tution suggested that early cholecystectomy could safely be per-
formed within 48 hours of admission in patients with mild pancre-
atitis, regardless of resolution of abdominal pain and abnormal
laboratory values. In this study, when compared with a retrospective
control group in which surgery was delayed until there was resolu-
tion of clinical and laboratory parameters, hospital stay was signif-
icantly reduced from a median of 7 to 4 days, without additional
complications.” To address the optimal timing of surgery, the results
and overall outcomes of a prospective randomized study are pre-
sented here in which patients with mild gallstone pancreatitis were
allocated to either an early group (surgery within 48 hours of
presentation) or a control group (surgery after resolution of abdom-
inal pain and normalization of laboratory values).

PATIENTS AND METHODS

Study Setting

The study was performed at Harbor-UCLA Medical Center, a
Los Angeles County public teaching hospital in Torrance, Califor-
nia. It is a level I trauma center and serves a population over 3
million people in the Los Angeles area.
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Hypothesis

In patients with mild pancreatitis, early cholecystectomy
(within 48 hours of admission and potentially before normalization
of laboratory values and resolution of abdominal symptoms) can
safely be performed without additional complications and results in
a shorter hospital stay as compared with delaying cholecystectomy
until laboratory values and abdominal pain resolve.

Inclusion Criteria

All adults between the age of 18 and 100 with mild gallstone
pancreatitis were included. A subject was classified as having
gallstone pancreatitis if they had the following: («) upper abdominal
pain, nausea, vomiting, and epigastric tenderness; (b) absence of
ethanol abuse; (c) elevated amylase level to at least twice the upper
limit of normal and elevated lipase level to at lease 3 times the upper
limit of normal; and (d) imaging confirmation of gallstones. The
classification of mild pancreatitis was defined by the presence of the
following: (a) 3 or fewer Ranson criteria on admission: age >55
years, glucose >200 mg/dL, LDH >350 mg/dL, AST >250 units/L,
and WBC >16 K/mm?; (b) clinical stability with admission to a
nonmonitored ward bed; (c¢) absence of acute cholangitis—defined
as a temperature >38.6°C, right upper quadrant pain and tenderness,
and significant hyperbilirubinemia; and (d) low suspicion for a
retained common bile duct (CBD) stone (total bilirubin <4 mg/dL
on admission).

Exclusion Criteria

Exclusion criteria were as follows: (a) severe pancreatitis (as
defined by the presence of more than 3 Ranson criteria on admis-
sion); (b) suspected concomitant acute cholangitis; (c) high suspi-
cion for retained CBD stone (total bilirubin =4 mg/dL on admission
or ultrasound demonstration of CBD stone); (d) patient refusal to
participate; (e) severe preexisting medical comorbidities contraindi-
cating cholecystectomy (as determined by the primary physicians);
(f) pregnancy; (g) prior gastric bypass surgery (making ERC diffi-
cult); (h) admission to a monitored unit. The need for admission to
a monitored unit was determined by the admitting surgeon and was
guided primarily by a need for aggressive fluid administration as
demonstrated by severe volume depletion (eg, on admission tachy-
cardia >110 beats/min, blood urea nitrogen >15 mg/dL) or evi-
dence of cholangitis.

Study Design and Randomization

Patients deemed to have mild gallstone pancreatitis that met
the inclusion criteria and gave informed consent were prospectively
randomized to an early group versus a control group. Random
assignment was performed by drawing a sealed, unlabeled, unor-
dered envelope from a container by an independent party immedi-
ately after informed consent was obtained.

In the patients randomized to the early group, LC with
intraoperative cholangiography (IOC) was performed within 48
hours of admission, regardless of whether or not abdominal pain and
tenderness were still present and laboratory values had normal-
ized. In the control group, LC with IOC was performed only after
resolution of abdominal pain and normalization of laboratory
values. The study was designed to have an interim analysis after
the enrollment of 50 patients to assess for differences in outcome.
The study was approved by the institutional review board and the
Committee on Human Subjects at the Los Angeles Biomedical
Institute of Harbor-UCLA Medical Center.

Primary Endpoints

The primary end point for the study was length of hospital
stay.
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Secondary Endpoints

Secondary end point was a composite of (1) need for conver-
sion to an open cholecystectomy, (2) need for ERC, and (3) peri-
operative complications including bile duct injury, bleeding requir-
ing transfusion or reoperation, wound infection, pneumonia, and
need for readmission within 30 days.

Surgery and Postoperative Management

All operations were performed by general surgery residents
under the supervision of the faculty surgeon. All patients received
appropriate perioperative antibiotics. All cholecystectomy surgeries
were performed laparoscopically with a standard 4 port technique.
Special modifications were made to the procedure as deemed nec-
essary by the surgical team. These included direct cut-down (Has-
san) technique when placing the first subumbilical port, use of a 10
mm or an angled scope, decompression of the gallbladder, suture
closure of the cystic duct, and use of an endoscopic bag to retrieve
the gallbladder. The gallbladder was dissected off the liver using
monopolar electrocautery. An IOC was attempted on every patient.

Patients were transferred back to a ward setting after the
surgery. They received a liquid diet for the first meal and subse-
quently advanced to a regular diet. Patients were discharged on
postoperative day 1 if they were able to tolerate their diet, their pain
was adequately controlled with oral medication, and they had no
other indications for continued hospitalization.

Data Collection

Preoperative, operative, and postoperative data were prospec-
tively collected for each patient participating in the study. Preoper-
ative data included demographics, medical history, and examination
findings and routine laboratory values and abdominal ultrasound
results. Operative data included time from admission to operation
and intraoperative complications and IOC results. Postoperative
data included hospital course and complications, need for ERC
with respective findings, overall length of stay, and readmission
within 30 days.

Data Analysis

For the purpose of study planning, the sample size require-
ments to demonstrate an association between the intervention and
length of hospital stay were calculated using PASS 2002 Software
(NCSS Corporation, Kaysville, UT). The study was powered for
length of stay. A sample size of 100 patients was chosen to achieve
90% power to detect a mean 2 day (SD = 1 day) difference in the
early group versus the control group. A significance level (alpha) of
0.05 was chosen with an interim analysis planned after 50 patients.
Using the O’Brien-Fleming method, it was determined that the study
could be terminated after 50 patients if there was a difference in
length of hospital stay between the 2 groups with a predefined and
more stringent alpha level of 0.005. If this alpha level was not
achieved after enrolling 50 patients, according to the O’Brien-
Fleming method, an alpha level of 0.048 would have to be achieved
at the final analysis to demonstrate a statistically significant differ-
ence between the 2 groups.®

Statistical analysis was performed using SAS version 9.2
(SAS Institute, Cary, NC). Results were expressed as means with
95% confidence intervals (CI) or medians with interquartile ranges
(IQRs) for continuous variables, and the nonparametric Wilcoxon
rank sum or Kruskal-Wallis tests were performed to assess for
significant differences between the 2 groups. For categorical vari-
ables, the x* or Fisher exact test tests were performed, as appropri-
ate, to compare baseline demographic variables, duration of symp-
toms, vital signs, laboratory data, use of ERC, and rates of other
complications. Analysis of variance was used to compare the 2
cohorts with regards to the baseline categorical variable of race.
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RESULTS

Patient Recruitment and Study Progress

From November 2007 to November 2008, 84 patients pre-
sented with a primary diagnosis of gallstone pancreatitis. Of the 84
patients, 23 did not meet inclusion criteria based on the following 14
patients had a high suspicion for a retained CBD stone, 6 patients
were admitted to a monitored bed for severe pancreatitis, cholangi-
tis, or need for aggressive resuscitation. One patient had a history of
pancreatitis and had previously undergone an endoscopic sphincter-
otomy, 1 patient had undergone a gastric bypass which would make
ERC difficult if needed, and 1 patient was deemed medically unfit to
undergo surgery. The remaining 61 patients qualified for the study
according to the inclusion and exclusion criteria; however, 10
patients refused to participate in the study. One patient was excluded
after randomization when it was determined that the cause of the
pancreatitis was severe hypertriglyceridemia. All enrolled patients
but one underwent LC. This one patient, who randomized to the
control group, developed respiratory failure and myocardial infarc-
tion prior to any procedures and required long term intensive care
unit hospitalization and never underwent an operation. The data for
this patient were excluded from analysis as they were incomplete.

Patient Characteristics and Admission Values

The analysis included 25 patients in the early group and 24 in
the control group. Patient characteristics and admission laboratory
values are shown in Table 1. There were no differences with respect
to median age, gender, duration of symptoms, diabetes incidence,
admission vital signs, and Bedside Index for Severity in Acute
Pancreatitis score, a useful scoring system in evaluating the severity
of pancreatitis via patient age >60, pleural effusion, symptoms of
SIRS, GCS <15, and BUN >25.7 There was a statistically but not

clinically significant difference in admission serum creatinine in
the early group (0.7 mg/dL) versus the control group (0.6 mg/dL)
(P = 0.04).There were no differences in other admission labo-
ratory values. The median admission Ranson score was 1 in both
groups (P = 0.74). The mean CBD size on admission ultrasound
was similar in the early group (5.9 mm) versus the control group
(6.7 mm) (P = 0.68).

Patient Management

All patients in the study had a second set of laboratory tests
and clinical reassessment to ensure improvement or at least stability
of the pancreatitis. Patients in the early group were taken to the
operating room at a mean of 35.1 hours after admission compared
with 77.8 hours in the control group (P < 0.001). One patient in the
early group was taken to the operating room more than 48 hours
from time of admission due to unavailability of the operating room.

All cholecystectomies were successfully completed laparo-
scopically without conversion to open. IOC was unable to be
obtained due to technical difficulties in 1 (4%) patient in the early
group and in 4 patients (16.6%) in the control group (P = 0.19).
CBD stones or lack of duodenal filling were found on IOC in 6
patients in the early group and 3 of the patients in the control group
(P = 0.27). These patients underwent a successful postoperative
ERC and stone retrieval. There was 1 patient in the control arm who
underwent an ERC prior to surgery for increase in bilirubin.

Primary Endpoint

The overall length of hospital stay was shorter for the early
cholecystectomy group (mean: 3.5 [95% CI, 2.7-4.3], median: 3
[TIQR, 2—4]) compared with the control group (mean: 5.8 [95% CI,
3.8-7.9], median: 4 [IQR, 4—6], P = 0.0016).

TABLE 1. Patient Characteristics and Admission Values

Early Group (n = 25)

Control Group (n = 25)

Median (IQR) Median (IQR) P
Age (yr) 33 (29-51) 41 (30-50) 0.71
Gender 23 men; 2 women 22 men; 3 women 0.60
Comorbidities (No. patients) 6 5 0.70
Duration of symptoms (d) 2 (1-6) 2 (1-3) 0.94
Heart rate 74 (68-80) 73 (67-84) 0.85
Systolic blood pressure (mm Hg) 123 (116-138) 121 (114-132) 0.48
Diastolic blood pressure (mm Hg) 70 (67-87) 70 (67-77) 0.44
Temperature (F) 97.6 (97.3-98.2) 97.9 (97.2-98.4) 0.38
WBC (K/mm?®) 11.0 (6.7-19.2) 10.7 (8.6-12.3) 0.92
Hemoglobin (g/dL) 13.5 (12.7-13.8) 13.2 (12.6-14.4) 0.83
Hematocrit (%) 38.7 (37.1-40.2) 38.8 (37.4-41.9) 0.75
Creatinine (mg/dL) 0.7 (0.6-0.7) 0.7 (0.7-0.8) 0.04
Total bilirubin (mg/dL) 1.60 (0.4-3.3) 2 (1-2.6) 0.41
ALT (units/L) 225 (79-432) 306 (123-436) 0.40
AST (units/L) 157 (81-323) 247.8 (25-597) 0.47
Alkaline phosphatase (units/L) 146 (99-245) 195 (103-264) 0.66
LDH (mg/dL) 158.5 (139-191) 202 (143-296) 0.15
Amylase (mg/dL) 486 (294-1422) 1204 (617-2121) 0.07
Lipase (mg/dL) 800 (460-2801) 1888 (976-3180) 0.06
CBD size on ultrasound (mm) 5.2 (4.2-6.0) 5.8 (4-8) 0.68
BISAP score (mean with 95% CI) 0.4 (0.08, 0.72) 0.29 (0.08, 0.52) 0.77
Ranson score 1(0-1) 1(0-1) 0.74

WBC indicates white blood cell; ALT, alanine transaminase; AST, aspartate transaminase; LDH, lactate dehydrogenase;

CBD, common bile duct; IQR, interquartile range; CI, confidence interval.
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TABLE 2. Primary and Secondary Endpoints

Early Group Control Group P/Odds Ratio

Primary endpoint

Length of stay (d) 3(2-4) 4 (4-6) 0.0016
Secondary endpoint

Overall rate 6 4 0.38/1.66

Conversion rate 0 0

ERC 6 4 0.38/1.66

Complication rate 0 0 0

ERC indicates endoscopic retrograde cholangiography.

Secondary Endpoints

There were no patients in either group that required conver-
sion to open cholecystectomy and no bleeding requiring transfusion,
postoperative complications, or readmissions.

In the early group, there were 6 secondary endpoints in 6
patients (24%) versus 4 secondary endpoints in 4 patients (17%) in
the control group. The secondary endpoints identified in patients in
both groups of the study were the need for ERC (prompted by either
a CBD stone seen on IOC or for failure to visualize contrast in the
duodenum). This difference was not statistically significant (P =
0.48, OR: 1.66, 95% CI: 0.41-6.78) Table 2.

Interim Analysis

As planned, an interim analysis was performed after 50
patients were enrolled. The respective mean and median lengths of
stay for the 2 groups were 3.5 and 3 days in the early group (IQR
3-6) versus 5.8 and 4 days (IQR 4-6) in the control group (P =
0.0016). This P value was notably less than the more stringent
predefined P < 0.005 the cut-off value calculated a priori, necessary
to terminate patient enrollment. The difference between the 2 groups
remained statistically significant even after adjusting for covariates
and after performing sensitivity analysis to remove outliers. Further-
more, a significant difference in hospital stay was noted without a
significant increase in the secondary endpoints: rates of conversion
to open cholecystectomy, complications rates, and need for pre- or
postoperative ERC. The results of the interim analysis indicated
early termination of the study would be appropriate, and hence,
patient enrollment was terminated.

DISCUSSION

In a randomized prospective study of patients with mild
gallstone pancreatitis, the findings of this study demonstrate that LC
with I0C performed within 48 hours of admission irrespective of
normalization of laboratory values or clinical progress, decreases the
overall length of hospital stay from 4 to 3 days compared with
delaying LC until laboratory values and clinical condition nor-
malize. In addition, there were no differences in the secondary
endpoints of need for conversion to open operation, need for
ERC, or complication rates. The study was terminated at the
interim analysis as the difference reached a more stringent value
of significance (P < 0.005).

The timing of cholecystectomy in patients with mild gallstone
pancreatitis has been controversial. In the era of open cholecystec-
tomy, Kelly and Wagner performed a randomized study to answer
this question. Patients were classified into 2 risk groups based on
Ranson prognostic signs of severity: mild pancreatitis (=3 Ranson
signs) and severe pancreatitis (>3 Ranson signs). In patients with
severe pancreatitis, early (within 48 hours) open cholecystectomy
was associated with a morbidity and mortality of 82.6% and 47.8%,
respectively, versus 17.6% morbidity and 11% mortality with de-
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layed surgery (P < 0.001). As such, delayed cholecystectomy in
these patients was recommended. However, in patients with mild
pancreatitis, there was no difference in morbidity and mortality.?

Despite the findings of the aforementioned study, the precise
timing of surgery in the laparoscopic era in patients with mild
pancreatitis remains a topic of debate, with a tendency to adhere to
traditional methods of awaiting resolution of abdominal pain and
normalization of laboratory values. In a recent editorial, Vitale
recommended performing delayed cholecystectomy only after a
resolving enzyme pattern and decreasing bilirubin are documented.'® In
another recent study, patients were hospitalized until laboratory
values and physical examination normalized, subsequently dis-
charged home without cholecystectomy, and then scheduled for an
elective cholecystectomy as an outpatient within 2 weeks after
discharge.'! Patients were hospitalized a mean of 5.9 days at the
initial hospitalization, and the mean time to cholecystectomy using
their pathway was 22.7 days. In our opinion, this approach creates
unnecessary delays in surgical therapy and a potential for recurrent
pancreatitis. This concern was validated by Ito et al, who reported
that 32% of discharged patients were readmitted for recurrent
pancreatitis prior to their scheduled elective cholecystectomy, and of
those, nearly a third recurred within 2 weeks following discharge.'
This approach is contrasted with the study being presented here, in
which patients undergo a single admission and have their cholecys-
tectomy with a mean hospital length of stay of only 3.5 days.

Other authors have advocated a more aggressive approach
towards early cholecystectomy in patients with mild gallstone pan-
creatitis. In a retrospective study, Taylor and Wong compared the
approach of 2 surgeons for mild pancreatitis. The first surgeon
delayed surgery until normalization of amylase and complete reso-
lution of abdominal tenderness, whereas the second surgeon pro-
ceeded with LC as soon as the amylase was decreasing and the
abdominal pain was improving. There were no differences in the
complication rates which were 10% and 11%, respectively (P =
0.12). However, early cholecystectomy was associated with a sig-
nificantly shorter hospital stay, 3.5 days as compared with 4.7 days
in the delayed surgery group (P = 0.01).'> This approach was
verified by Rosing et al who instituted a practice of early cholecys-
tectomy (within 48 hours) in a prospective study of 43 patients. The
median length of hospital stay was 4 days, as compared with a 7-day
hospital stay in a retrospective group of 177 patients treated with
delayed cholecystectomy, before implementation of this policy.
Complication rates were 4.8% (early cholecystectomy group) and
4.5% (delayed cholecystectomy group) (P = 0.7).° The conclusions
of these studies, that earlier surgery results in a shorter hospital stay
without an increase in complication rates, are consistent with the
present study.

An important requirement for successful early cholecystec-
tomy is appropriate patient selection, which is predicated on the fact
that suitable candidates can be identified on admission or early in the
hospitalization course. Contraindications to early cholecystectomy
include the need for aggressive fluid resuscitation in a monitored
setting, concomitant cholangitis, and severe pancreatitis. On the
basis of a previous study by Arnell et al, 2 factors were identified as
predictive of a need for aggressive fluid resuscitation in a monitored
setting: tachycardia >110 beats per minute and a BUN >15 mg/
dL."? Prior studies indicate that concomitant cholangitis with gall-
stone pancreatitis is infrequent, and was noted in only 3% of patients
in 1 prospective study.'* We have observed that patients who have
cholangitis almost always manifest signs and symptoms on admis-
sion, and very rarely develop cholangitis later in their hospital
course. The findings of Charcot triad is not reliable in establishing
the diagnosis of cholangitis, as it is present in less than half of
patients with cholangitis. Rather, cholangitis should be suspected in
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patients with markedly elevated bilirubin (>4 mg/dL) and alkaline
phosphatase, fever, and leukocytosis. Such patients should undergo
urgent ERC. Identifying patients with severe pancreatitis on admis-
sion is potentially hampered by the fact that Ranson criteria requires
48 hours to calculate. We defined severe pancreatitis as having 3 or
more Ranson criteria on admission. Using this definition, only 1
patient (2%) in our study progressed to developing a severe com-
plication (myocardial infarction and respiratory failure) that required
ICU admission. Furthermore, all of the patients in the early arm of
our study had a second set of laboratory tests and clinical reassess-
ment prior to surgery. This approach allowed for documentation of
improvement or at least stability of the pancreatitis. Although the
average time from admission to surgery was 35.1 hours in the early
arm, there was 1 patient that was taken to the operating room within
6 hours of admission. However, even in that patient, improvement
was confirmed by laboratory tests and clinical evaluation.

In the setting of gallstone pancreatitis, about 85% of CBD
stones pass spontaneously into the gastrointestinal tract, and most do
so by 48 hours of admission.'® Hence, a potential drawback of early
cholecystectomy is that common duct stones may not be cleared
prior to cholecystectomy and those that undergo early cholecystec-
tomy may have higher rates of CBD stones on IOC and a greater
need for ERC in the postoperative period. Although this study was
not powered to identify a difference in CBD stones on 10C, there
was not a significant difference in the requirement for ERC between
the 2 groups. Although it would be tempting to perform preoperative
ERC in everyone, so as to definitively clear the common duct, or
wait for as many stones to pass as possible, such an approach would
lead to unnecessary ERCs and extended days of hospitalization, and
in the absence of cholangitis, is unnecessary.'® In a randomized
study of patients at high risk for a retained CBD stone, selective
postoperative ERC resulted in 100% duct clearance, and was found
to shorten the overall average length of stay and lower cost when
compared with routine preoperative ERC. Total bilirubin appears to
be the best predictor of a persisting CBD stone in gallstone pancre-
atitis.'” A total bilirubin >4 mg/dL on admission or on hospital day
2 has the best positive predictive value,'® and avoids unnecessary
preoperative ERC. Patients who met this bilirubin threshold were
excluded from the study. We do not feel that a bilirubin >4 mg/dL
is a contraindication to early cholecystectomy per se. However,
since these patients have a much higher chance of needing an ERC
with a resulting longer hospitalization, such patients may potentially
confound our primary end point of hospital stay. In addition, with
the bilirubin above this threshold, the likelihood of cholangitis
significantly increases.

It should be noted that there are several potential limitations
of our study. The study is a single center experience with a relatively
small sample size. However, the findings are supported by prior
studies. Although there was no significant difference in our second-
ary end point (need for conversion to open cholecystectomy, need
for ERC, and complications), the study design was powered to
detect a difference in length of stay and not sufficiently powered to
detect a difference in the secondary end point (95% CI, 0.41-6.78).
To perform a study specifically powered for differences in compli-
cation rates, as majority of patients with mild gallstone pancreatitis
have an extremely low rate of complications, a significantly higher
number of patients would need to be enrolled. Furthermore, the
majority of our patients were young and Hispanic, reflecting our
indigent public hospital population. Prior studies have shown that
Hispanic patients with gallstone pancreatitis have a relatively benign
course.'” However, since our study specifically focused on mild

© 2010 Lippincott Williams & Wilkins
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pancreatitis, our results support the premise that there is no need to
delay cholecystectomy until enzymes and physical examination
normalize.

In conclusion, this prospective, randomized study indicates
that LC can be safely performed within 48 hours of admission in
patients with mild gallstone pancreatitis. As further confirmed by
our study (61 of 84 patients [73%] were eligible for enrollment),
most patients with gallstone pancreatitis have a milder form of
pancreatitis and may undergo early LC. The practice of delay until
laboratory values and physical examination normalize should be
abandoned as it results in a prolonged hospital stay. This approach
is ideally suited to patients with mild gallstone pancreatitis who do
not demonstrate evidence of cholangitis or the need for aggressive
fluid resuscitation.
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Long-Term Oncologic Outcomes from Laparoscopic
Gastrectomy for Gastric Cancer: A Single-Center

Experience of 601 Consecutive Resections

Sang-Waong Lee, M, Eiji Monura, M0y, George Bouras, Mrcs, Takaya Tokohara, s,
Seuichiro Trinemi, MD, Nobuhiko Tanigawsa, MD, FACS

Laparascopic gastrectomy (LG} i becoming incressinghe popudar for managenvent of early
gastrie cancer {EGCH Altvsugh shoreteom efficacy is proven, repors oo long-term effnoive-

Al pazienss weith a disgnasis of gastric cancer undergeing LG from the beginning af our
laparescapic experience were included in che analysis. At oarawnis, LG s indscared forall cancers

Sin-dmnddved aod one lyperescops soseonens wore issludad o dieanadyss  Tlere wie 392 o and
209 workn. Mean age was 64,2 & 10 veaus, Disnal goovpocroiny was pertormed in 305 patients,
priorus-preserving gastrectomy in 148, segmental gasmectomy in 42, prowimsd gasrecromy in 53,
ratad gastrectony in 27, and wedge resection in 26, Plistological stging revealed chat 478 parients
had stage 1A disease, 47 hod stage 1B, 44 led seape 1LA, 15 had stage 1B, 8 ad soge [1LA, 3 had stage
THE, and 2 hood stage BIC, Morbidity and meortally vaces were 17.0%% and 0.3%, respecively
Feledian follow-up war 35.9 mrenths (migs 3 w 133 monhs). Canca securienc: scounied in 15
parienes and metachnonois gaemns remmant cancer was dececred in 6 patients. The Sopear overall and
clisenze-free survival mues were 94.2% and  BO%, especrively, for stage 1A mmors, S74% and
LT for wape 1B, S0.8% and T for cage 1LA, and 69.6% and 6. 1% for oape [18.

BACKGROLIND:

ruess ane snill infreguent,
STUDY DESIGM:

up to preaperative stage T2
RESWILTS:
CONCLUSIONS:

Liy eur expenienes, long-terms sacological cuwtosmes frome LG for EGC are secoplable, Wiserever
cxpertise perimits, LG should be considered @ the prioary tiextment in paticncs with EGC,

] A Coll Sing 210021 13340, & 2000 by che American Colflege of Surgeons)

Siavee its inwreduction by Kitane and colleagees o 1994,
the numbes of parients undergoing laparoscopic g
vamy {LG) for ey gasteic cancer (ECGC) has been increas-
ing rapidly in Japan, where there is 2 high incidence of
EGC, limprovements in instiuinents and laparoscopic
technigue have allowed for widespread acceptance of LG,
not only for distal gastrectomy (D0GE) but alsa for other
resectiong, such as progimal gascrecomy (PGY and ool
gastreetonyy 101 Advantages of LIS over conventional
open resection include reduced postoperative pain, carlier
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secoviery, shoeper hospinal sayp and berter cosmesie ™" Al-
theugh there = highegualiny cvidence v suppert shor-erm
efficacy of TG for BOC, accrunes on dongrerm survval are
snll infrequient. The technical feasibiliny of sysremaric lapare-
seopic mphadenectomy must still be proven in the Jong-
ver, and corcerns abour thiis agproach, such oz die eneelop-
ical etfects of preamoperiteneunn, must seill be esolved. "
Drerled and organized scosumnceof the bong-rerm oncolegical
e:ﬂ:':c.lc}' of the 103 are necessary o establish this approasch as
the prinary trestment for EGC, Here we prosent the Boog-
werm eocological sweomes Trom LG, including Al pacients
wrestedd from thie beginning esf our bigarescepic copericne, 1o
deermine its lang-tenn etfectivensss and patient survival in
the contexs of EGC,

METHODS
Patients
From Apnl 20400 o OceoBer 2009, 1,380 patents with

gastrie cancer were manszed surgically ar our wnic, OF
these, 501 patients underwent LG,
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Abbreviations and Acronyms

DG = Siad gasweoony

BGE m carly gasuic cancer

LG = Baparcacopic gatrectomy

M3 = proximal gremreceamy

T'P3E = prdonaporserving gastrecoomy
53 = mpmeosal gasmecomy

TG = soral pascrecvonmy

Preoperative staging was based on double-contrast upper
gustrointestingl s-ray stodies, endoscopy, and enhanced
CT. Indicartons for LG at our snstituee Enclude all remors
confined o the mascularls propria aor amenable o endo-
scopic mucosi resection wish lymph mede invelvement
limited to 1. Pattens reguiring sabvage surgery after in-
comphete comlsscopic peection ane abe Incuded. Opera-
tiens were convertd 1o open when serosal invasien or ox-
tensive lymphadenaparhy was derected ar laparoscopy.

Operative procedure
The type of gasric resection was determined according to
turmos locati on, size, and depth of invasion, Modified (lin-
ined) gastrecgonyy with preservation of reenaant stemach is
indicared for FGC hased on Japanese rrearment guide-
lines. " Pylorus-preserving gastrecromy (PPGY and seg-
mental gastrectomy {35} are mndieared for lesians of the
I.rud:,'ufuwmuh limited ro duwe mucosa <=4 cm in dismerer
and submucosa <22 cm. For PG, enough distal remmant
o allow for am ancral caff of ar least 4 cm for gasmmogastric
ANASCOMOSIS 15 neceRsary, and tar 56, che right gastroepip-
Inic vessels are preserved to supply a Ear@c remnant discal
stomach. " PG s indicaced For fesions in che upper third
of somach wich no evidemsce of serosal or lpmph node
involvemenc, ™ TG 15 indicared for local ly advanced pros-
imal lestons or mubriple lesions for which the discal spom-
ach cannot be preserved ™' Finally. wedre resection is in-
dicated for mucosal cancers of any hisological type
Ak =22 oo in disineree with o bow probabilite of
regicnal bemph node metsnases, '™

The principle of any resecnion 15 o achieve en-hicc re-
section of gasrric segment and surrounding lymph nodes o
achieve adequate oncological clearance. DN s the mos
commonly performed resection at our umit, The paticnr is
postioned with hips exrended and abdescred for the pri-
mary sergeon, who stnds berween the legs. Mneumoperi-
toneum at & mmHg iz ezmablished through a supraumbili-
cal tracar amd liver retraction is achieved usinzg a Penrose
drain {Fig 13 Greater curvature mobilization is pesformed
b dividing the gasteocolic ligament just away frem gastoe-
epiploac arcade, The lefr musreepiploic wessels are divided

3
Figuea A. Panrosae drain liver rafractor in. pasition in the abdorminal
carty,

1o reach the proximal resecrion line, and che diseal mohili-
ration i performed up to the duaidenum and the righe
g,u:.tl.tu:p.ipjl.lil.' '|"l.'551.‘|:}. ﬁ.ﬁ-.w lJl.IliHll.rl.iIJ CEANSCCLEOL, I:|:‘|l: :igl:‘l.!
and lefr gastiic vessels are divided and the lesser curve is
cleared of its perigastric far befnre gastric transecrion,
Lymph node dissection = Ferﬁarmed durnng vascular mo-
bilzation according to plid.r]:inm cakiing 1:,rr.|1.|.151 nodes en
bloe ve the side of the reseetion, Viessels are Ligared ar dueie
oars 1l mosr imsrances, DV 4o (sration nos, T oand 8aj
Iymph node dissecsion is performesd fer cancer hmired 1
the mucasa, and D4 @ istasion nos. 7, 8a, and 9 35 per
formed for those thought ta be sxtending albml.n:r.m:”:lr
{Fige. 23 The proximal seomach is divided after r.r.ln.l-jmting
the positon of the marking oo, The specimen is e
wrieved: From the umbalical trocar sive i a bag, Beconsteuc-
tio is by gicher Ballrothel {(Fig, 3A) or Rews-en-Y (Fig, 3B,
as devermined by size of remnant stamach and pocential for
tension with a gatrodusdencstomy, Introorporeal anas-
toussoscs are Fashiened using endoscopic lisear staplers ™!

Follow-up

Histological staging was according ro the Trh edition of the
Union Internativnale Contre le Cancer stage clasification
criteria. Adjuvant clemotherapy in the form of 51, an oral
fusroprrimidine. was adiministered for 1 vear in patients
with disease stage higher than 1LAZ All panents were
frﬂ!m'md.eup prespectively every 6 months for clinieal ex-
aminacion and cumor marker mesurements {CEAL carba-
hodrate antgen 19-90, and CT anad r:ulduu:up:.-' W Rt
formed annually,

Statistical analysls
All sraniscical tests were performed using the [MP 8 for
Windews (5AY Insticure Ine). Differences in caregorical
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Figure 2. Dissected Wmph nodes for Di+p during distal
Basiractomy.

varsables, such as postoperarrve complications, tumor e
eurrence, an<d ather chntcoparholagical factors were ana-
byzed by chi-square tess and p valee <UD% was considered
significant. Parent survival was caleulared by Kaplan-
Meier method, All continuous data are presented a5 mean
with standard deviations.

RESULTS
Patient characteristics

Demograghic, operative, and dinlcepachological sharac-
reristics of patients undergaing LG are presented in Tables
L and 2.

Types of laparoscopic reseclions
Laparescopic resections consisted of 305 (30.7%) [0, 148
(24.60%) PPG, 42 (7.0%) SG, 53 (8.8%) PG. 27 (4.5%)
TG, and 26 {4.308) wcd.g,.: re=ection, Fesectons were per-
formed cither & lapuoscopy-assisted, whene the gastric
transestion and reconsrustion were performeed chrough
mln[la]:\in:rﬂrn}', or l'l:“'.l".}' |1PJMFI;C, WI'II‘.'E'E |'|'II:||.'|E|.JL'|'|
tion, resectien, and reconstewctinn wese pecformed iner-
cocpeteally, Mozt of the procedures in our cardy experience
were laparoseopy-assaced but, since MNovember 2063, we
have been antreducing tamal laparoscopic procedures
starting with stapled intracocporeal reconstruction after
[‘:f_':lll'\.il

Concomirant resections of otler srgans wers perfermed
i 50 cames (9. 306). This included 35 cholecpmeciomies for
gallstones, 11 eolonic pesections, 3 sectal rescerions, 3 oo-
pherecromies for cpstic mumoes of de ovary, Z splenccmn-

T R

Flgume 3, {4 Breagram showing intracerporeal s1epled Billeth ra-
eonstngction. (B Diagrem showing intracorporeal stapkad Aooseny
ISCONSITUETInN,
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Table 1. Demographic, Operative and Tumor Characteristics
of 601 Patients after Laparescepic Radical Gastrectamy
Patiernts

Age, v G2+ 109
Gender, mile'bamale. n 023300
Body nuass indes™ el N |
Ohperation
Torally laparascopic procedurc, ]
o o, 0 257

Type of gastroctmey. 165 PRGE
SEAPGITGM R,
|.!.'.i'|l1||. |'||:4|r Jm.ql.l-mﬂ. FR[ETN=1

T2 e P¥]+ R0, o

LT S T

AR A4 31T

Trenph wode vl SRS
RI,'JF_'I.“IIH nful!'u:! -{'ll'g.un, }':u'lnl, 5] '_-!-ﬂllls-d-i
L'thm:iun Elns, dilin" Fod = BB
Tumor

Lecation, LML, BH 20T 4
His valogry, ddferentiaced?

undidferennared, n 2259
Turmer size, cm® 2 E2A

Staping, LT ELATIR/ A IS
i, STRIATIAN 97 3D

“Uonrinuons varsables are presentod ae che mess = stasdard deviscion.
TTamar sragng 1 classified by Unice larernanio nade Conere be Cancer
FIETA TN

Dt dissrad pasrecromeys L lows M, middles PG, precimal gastremonmys PG
prione-preenieg gastrectomy 26, sspment] gasreoomys TG, sotal gu-
rreciomy; L upper: W wholes WE wredge nsemion.

miies as part of P2 dissection, and 2 beosioonduaphies, Some
patieats wene understaged preoperatively, 45 patiencs had
TH-srare discase and & paticnrs had TSa-snage discase o
hisrobome Cepsegquently, the finl Unson Inremarionals
Contee le Cancer STages of the parients were stage JA In 478
(79.5%), stage 1B in 47 (7.58%), stage T1A in 44 (7.3%),
stage 1B an 19 (3.2%), stage [TIA in 801 .3%0), stage ETB in
A0.5%) and st I a2 04960 J'ur'u:nr:.

Morbidity and mortality
Conversion oo apen surgery occurred a0 3] cases £5,2%0)
becase of advanced-stage disease in @ panenrs, unconirol-
lable hemorthage in 7 panents, pericaneal adhesioms n 4

pakicits .'iuspl.'l.'m.i pusisive p.:w.im:] resestion masgins in 3
patients, and jejumal loosp tomion during Bowe-en-Y recon-
seructicn afver DG in 1 parient.

Table 3 sumarizes the intraogerative and posteperative
complications acconding w ppe of reecton, Intraopors
wive and posmperanve complicanons oooereed in 106 pa-
tienrs (170540 There were o associations berween the
ewcurrence of complications and demographisc Facors in-
cluding pender. aze, body mose indaw, or tmar seame
There were no smatstcal differences in the incidence of
:n:rmpuutwu -:umpll.-:atmns between different types of re-
sections. eeding was the most Frequent intraoperasive
mlnp!lc-:lt[un.. I'L'l!.tuptr Il;l‘l‘_’ \'.Mlplj\'.'ﬂlimﬂ L'H.":IJ'J"EL‘I g led iy
l'-n.'qm'ul]:r' afver TG ancd G (p < 0.055 Mot hl}':, patLenls
wndergoing TO bad a high cawe of pancesic injury
11170 andd ansstomotie leakage £11, 1980, Oreerall, amas-
rormoric or duodenal stemp leakage ocourred im 23 panienrs
{3.8%). Leakage after esophagejejunostomy using a ciro-
lar smapler and handsewn gastroduodenostomy through
mintlaparorony occurred in 7 and 4 pacients, respectively.
Six of these patients required reoperation, and 17 patients
hiad collections that were treated by percutanceus drainose_
Gastric stasis voourred in L0 (0.5%) of 148 patiencs treated
with PPGL On oty ?_:l:!r'.l: arasis after 30 was seen ia
wnly 1{2:4%) of 42 patients, Four panents suffered from
postaperarive hemorthage sssociared with pancreatic in-
Hammation and secondary psewdoancarysm of dee gas-
wroduadenal artery in 3 patients andd splenic armery in 1, All
parienrs were sieesstully reared by endovaseular coiling,

Twa parienrs died postoperativel v (0.3950, 1 from severe
scure pancrearitis and anarher from acure respinsnny dis-
tress syndro me.

Follow-up

Median folloveup was 359 months (range 3 w0 113
monthel, Distane recurrences sccormed i 14 (25%) pa-
pienes, incleding 8 perivoneal, 4 heparic, 1 pasa-aoroic, and
1 bone recurrence { Table 43, A left upper quadrant por site
recurvence devefoped 2 wears after surgery 1n 1 pagient wich
stage HIC [FAMN31 disease and was creared with chemother-
apy. A bane merastasis developed & years afrer resserion in

Table 2. Stafe Grouping of G01 Fatients after Laparoscopec Radical Gasire ctomy

B0} NL{1=2Z) NZ [3=8]) N3 (T=} n %
T1 {meucosa, sabmuacosl, n 4 23 1 i El R
T2 (nwwscikars peogirial, n 24 i ED 1 ER [
L 25 i3 i i 45 75
T {acrasal, i 3 3 i 2 H 1.3
Tllhi'.ul_l!.\.‘rlll: E.I.I'IJI.'IHIIEI‘.. [} i i = ] 4 2
n ) S0 EE. L 48 (B.0p 17 (L&) G (1 ] 100

Snagings scocrding e e T edinon of the Union Enernacionals Comire de Cancer clasificarion
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Table 3. Intraoperative and Postoperstive Complications in 801 Patients Undegoing Lapamoscepic fadical Gastrectomy
Type of ressction

Complitations DA {n o= 208)  PPG{n = 48] SG(n = 42) POIe= 531 T6 (o= 270 WR {n = 2680 p Valse
Sorkid o

Incrasgreratie, @il EEF [1] I (X4 1613 1A [ M3
Bleding, o 4 1] 1 1 ¥ 1]

Chgran majury, L [0 [ i i &

Trsnogerarive, n o) 604197 21690 T T I7 {3200 e A% =R
Amswmen: lakage, n E] 2 2 4 3 i
Dnaderal snermg lesdage, 0 3 [1] i I ] 1]
AMastom GtEs SINCErs, n i X LI 2 i i
Arasconyone Weer, n 3 X 4] ] ] 1
Srasis, n R 14 1 5 i] i]
Pancreatic njury, m 1a 4 2 2 5 0
E'-qu.inF. o a 1 i 1 E] (K]
Fiiswel alsrricibon, n 2 i i 1 i] 1]
Wannd infection. 11} 3 2 2 2 1
Pislenonary efzetion, o 1 | ] & i 1

Mortaling
ARDE, o 0 0 0 i i
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I patient with stage 1A disease, but with a mucosal lesion fescciion margm was pasitive in 1 case after '.\'edg: TESEC-

measuing 90 mm wich no lymph node merasiases, Fowr don. Local recarrence in the gastic remunars eventualy
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apy and an addinonal 8 reoeived chemotherapy only, The  chrosous gasteic remnant caneer wes encountered in & pa-
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Figure 4. ¥aplardMaier cverald sunival curves according fo tumer
stage based on the T edition of the Unien [ntemationale Contre la
Canoer classification, Elevan patients with stege I disaase have
bean omitted becausa of small sample soe.

tienzs | 1L0%%6), Three of these underwent partial resection of
the remnant stomach, 2 patents had wtal gastrecromics
and 1 patient had endoscopic submucasal dissection of the
second lesion, Aaather J.1Ii|'|'|1|.'!" Cancer dmh:ptri in L7
patients during the follow-up peried, and 33 patients died
in toral. Causes of death included recureens disease in 11
parients, anocher primary cancer in G, <hronic pulmenary
disease in 4, cardiovascular disease in 1, apeplesy in 2,
chronie lver 14}-1E-IJn|:rin|1 i 2, :LLrg::r:.r-—n:lrtmd mmpﬁcnv
thons ia 2, dinkeres mellitus in 1, cheonbe renal failiere in 1,
collagen disease in 1, and sysremic infection in 1. OFG01
paticnts, 181 were tbllowcd—up for =5 yearsor untif deach,
In these patiemes, S-year overall and disease-free survival
races were 90,3% and 85.3%, respectively. According to
stage, ir}rr:.'lr oweral]l and disease-free survival rates were
Q4. 2%6 and 30.9% for 478 srage TA disease, 87.4% and
E2.7% for 47 stage IB discase, B0.8% and 70.7% for 44
stage [EA disease, and 09.6% and 63,1 % for 19 stage [[H
disease, respeczively (Figs. 4 and 3}, According ro the depth
af tumar invasion, $-year overall survival rnes were 93,4%
forsl 1 T1 mmars, 70.0% for 37 T2 cuaners, 76.7% for 45
T3 rumors, and 57.1% for 8 T4a cumer (Fig, 6).
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Figura 6. Kaplar-hsior overall survivad crve s aoconding 1o T stags
rased on the 7™ adition of the Linion Intematignale Cenire e Gancer

classification.
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Figwe 5. KapdanMewr diseasedres sunseal curees according fo
turmar stage based an the T editicn of 1he Union InbeErmstionale
Cortra ba Cancer classficatron, Eleven patients with stage #l dis-
aase hava baen omitted because of small sample size,

DISCUSSION

Several prospEctive erials have demonstrated LG o be su-
peror o open surgery because i resuls 1 less postopera-
tive pain, Fster recovery, and betmer cosmeric resules™ ™ In
light of prevsen shorw-term efficacy the current series rep-
resents the largest of i Kind investigating cthe leng-rerm
effectivenss of LG in the treatment of gastre cancer stages
I and 11 Io the present 1.'|.'|-ert.. ape ritive murl‘.!i.dlll}-' and
mortaliey raes were 17.0% and 0.3%, respecrively, and
comparable with other accounts in the literaturne seporming
complication ratez ranping fram 1.5% a 26,755 Con-
wersion  open operation ncourred for oncological reasons
as well as afeer intranperative complications, bue conver-
siod itself was not ssociated with poor outcomes. Panese-
atic inflamm aton can be secondary vo laparoscopic eneegy
devices transmiming hear and causing pancreatic injury
during radical lymph nede disseerion. Such injury can lead
10 developmeent of serious complicarions, including anas-
tamotic leakeage and hemorhage thae can requine sungical
o radiological inteevention,

A pamicular problem encounrered in the cursene seres
was the understaging of &.8% of cases (5% of GO1). Al
thaush comparable wich ocher repors™™ such parents
with histolagically advanced disease had poor ourcomes.
The inadvereent application of LG in such patients is dif-
ficult o avodd, however, as there s sill an ercertainry
about the oncological efficacy of laparoscopic manipula-
tion in serosa-positive disease, all effores must be made 1o
prevens precperative and inctraoperative undersaging o
apply conventienal open mensures of prevenring perironeal
HEEL“]IIg i aelvanced disease,

The F-yer everall survival rare for the 511 pariens with
EGC was 93.4% and comparable with accounes of opet
resecrinn ™ Orher autzors have also published dara sup-
porting che oneslogical sfficacy of LG when compared
with open resection in EGO Althoungh the uncharac.
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reristic distant secussence in a patiene with T1 MO cancer 4
years after suegery raises some coneern, such superficially
spreading tumors have been krown e have a aigh fre-
quency of merstasiz®™ In the prsent coberr, caneer regur-
rence developes in 4 panents with BGC (0.89%0; 1 heparic.
I boney, and 2 aeritoneal. These oncological ouromes are
comparable with other accounts supporting the sicologi-
cal effizacy of LG in BGCY™ For mtients nowhom
mecacheonoes gasric cncers developed, 5 baioas would
have been preseat before the orig nal reseaion burwere ot
derected because they were presumably too small, In accor-
dange with the literarure. additional surgical resection of
the secnnd cancer was beneficial re survival, "™

Kitano and colleagues, in a multicenter retrospective
ll‘lli‘l}r nF i ':"'i'h'.i: .[f.-:'t ;n. 165 r'nu'lllul'innu_ 'Hrm.rt.erl ll'|:|t r'lw
orbicicy and mwraliop rares wene 14.8% and 0%, respec
tively, and 3-year disease-free survival rare was 99.8% for
atage Li discose, HE.70% o scage [B disease, aved B5. 70 o
stage [1 disease with a median follow-up of 36 monchs.”
The seemingly excellentlong-rern survival of thiscoharr is
overshadowed by concems ahowr missing dara anc parien:
lost wo follow-up. Fujiwarn and colleagues, in o single
cernter .i[l.l.l,:l.}l' of 94 LG for EGL, n-,e]_mrnﬂ‘l that he moar
bidi!}- wracd m.i:lr[:llil}' rates were 27 3% and 0%, respec-
vively, and overall surinad pace was 900 1% Similar vo oue
experience, such figures might be more realistic bench-
marks for LG when applied ro EGC.

In conclusien, LG for EGC appears safe and feasible
with awceprable short-term surgical and lene-tem oncao-
logical ourcomes. Based on this svidenos, wherewr exper
tive permits DO shonld e considered s the primarny treat.
mene i pattents wark B Corariee reseerian fo
advanced disease is wehnically possible, however, the cur-
rent daa canner addres oncological efficacy 1n these pa-
gients, The robe of LG in advanced discarc nuuse be cvalu-
ated prospectively in a nindomized contmlled sering,
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PARA BOLETINALACE

Caso de pte masc. 32 a. en 2009 herido por arma
fuego alta veloc. Impacto lesion plexo braquial der.
Secuelas y dolor res a analgésicos AHINES y opiodes.
En Abril 2009 en Hosp. VIERA de Teg. Honduras se le
realizo una simpatectomia por toracoscopia videolap.
Resultados :muy buena evolucion postoperatoria.





Sim patectomla por toracosco

A s Nd,v f proedivn

\

/
Figura 1. Introduccidn de la vaina y el endoscopio por el
40 espacio intercostal tras colapso pulmonar parcial en
caso de abordaje monoportal axilar. Para biportales y
triportales, se puede utilizar adicionalmente

el 5° espacio intercostal.



http://es.wikipedia.org/wiki/Archivo:Heart-and-lungs.jpg









VIDEO 1:


Esplenectomia parcial laparoscopica (HALS)


Paciente mujer de 45 años con lesion quistica en bazo por TAC, dolor en hipocondrio izquierdo. AP. Quiste Abscedado


Autor: Jose De Vinatea


Pais: Perú


PARA VER EL VIDEO HACER  CONTROL + CLICK EN EL SIGUIENTE LINK


 http://www.youtube.com/watch?v=aKJ03JxhLhI

 DE OTRO MODO INGRESAR A YOUTUBE Y EN EL BUSCADOR PONER EL TITULO:

 Esplenectomia parcial laparoscopica (HALS)

VIDEO 2:

Quiste de colédoco laparoscopico con malformación vascular

Paciente mujer de 34 años con diagnóstico de Quiste de Colédoco Todani I, encontrándose en el acto quirúrgico malformación vascular, se le realizó resección mas derivación biliodigestiva en Y de Roux


Autor: Jose De Vinatea


Pais: Perú

PARA VER EL VIDEO HACER  CONTROL + CLICK EN EL SIGUIENTE LINK:

http://www.youtube.com/watch?v=3zE2L-AOq9U

 DE OTRO MODO INGRESAR A YOUTUBE Y EN EL BUSCADOR PONER EL TITULO:


Quiste de coledoco lap. con malformacion vascular
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Cirugía-L: El Foro Latinoamericano de Cirujanos Generales por e-mail.



Cirugía-L: es una lista de correo en español dirigida fundamentalmente a Cirujanos Generales y Colegas a fines (tanto especialistas como residentes). Se inicia en Venezuela, pero su alcance geográfico abarca a toda la comunidad Latinoamericana.







Cirugía-L: El Foro Latinoamericano de Cirujanos Generales por e-mail.



Objetivo:

1) Constituir el medio de comunicación óptimo para la presentación de casos clínicos relacionados con el ámbito quirúrgico.

		Servir de instrumento para la actualización o formación médica continua de sus miembros.

		Fortalecer el debate médico-quirúrgico.

		Fomentar la amistad entre los colegas cirujanos dentro y fuera de Venezuela.

		Alcanzar el mayor número de cirujanos y colegas a fines, interconectados a través de Cirugía-L.









Servidor: reacciun

El e-mail de Cirugía-L es:

cirugia-l@listas.reacciun.ve





Cirujano General u otro Colega a fin, desde su casa u oficina.

Redacción del Caso Clínico, en forma clara y breve, para envío por “e-mail”. Puede anexar gráficos o fotos.





Recepción del “e-mail” por el SERVIDOR.

El SERVIDOR, identifica al usuario y distribuye el “e-mail” a todos los Miembros de Cirugia-L.



Los Colegas reciben la información en su PC de su casa u oficina. Y pueden preguntar o responder según su criterio o experiencia.





¿Cómo funciona Cirugía-L?







Cirugía-L: El Foro Latinoamericano de Cirujanos Generales por e-mail.



Cómo se suscribe a Cirugía-L?



		 Entre en la página web:  http://listas.reacciun.ve/mailman/listinfo/cirugia-l

		 Llene los datos solicitados, y envíe. Por favor coloque su verdadero nombre y apellido, y el país (Ejemplo: Pedro Cabrera (Venezuela).

		 Cuando el moderador reciba la solicitud de ingreso dará la aprobación.

		 Inmediatamente recibirás un e-mail, donde se le informa que ya ha sido aceptado, y Usted deberá presentarse en el foro.









Cirugía-L: El Foro Latinoamericano de Cirujanos Generales por e-mail.

Limitaciones de la Lista



		Solo los miembros pueden enviar y recibir “e-mail” desde Cirugía-L.

		No está permitido el envío de publicidad de ninguna índole, excepto invitación a Jornadas o Congresos relacionados.

		No está permitido el envío de información relacionada con la política, gobiernos, gobernantes, religión, o chistes no quirúrgicos, que atenten con la seriedad y las buenas costumbres, y que puedan ofender directa o indirectamente a nuestros miembros.









Para más información o sugerencias escribir a:



				Dr. José Di Sarli

				josedisarli@yahoo.com









F o §F
.8 &
O O
@ 8¢
5 om» 5
& 8 &








]






