
    

 

 

 

 

     

 

EDITORIAL 

GUIA DE LECTURA  
Ud. esta leyendo el presente 

boletín en un programa de acro-

bat (pdf). En la columna de la 

izquierda del programa existe 
una barra descriptiva o de ico-

nos según la versión que tenga. 

Una de ellas  dice ARCHIVOS 

ADJUNTOS o está representa-

do por el ICONO CLIP. Pre-

sione esta pestaña y se abrirá un 

menú con archivos. Seleccione 

el de su preferencia para poder 

leer el archivo completo desea-

do.  
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ESTIMADOS AMIGOS: 

 

Presentamos el segundo número de nuestro Boletín 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 quizás nuestra primera gran 

satisfacción pues sentimos que hemos tocado la fibra de muchos de 

los cirujanos, que se animan a participar con nosotros. 

La repercusión del primer número se ha notado en toda Latinoamé-

rica, en el último congreso del ACS, donde se dieron cita importan-

tes cirujanos de toda América Latina, el comentario fue de elogio y 

felicitación por el logro alcanzado.  

Muchos mails también dan muestra de esta reacción, nos queda mu-

cho por seguir aprendiendo, el Comité Editorial seguirá laborando 

para conseguir  y analizar artículos 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 

función será motivarlos para que nos envíen sus colaboraciones: opi-

niones, sugerencias, videos, fotos, etc. 
Gracias por su apoyo. 

(NO DEJE DE VISUALIZAR LOS ARCHIVOS ADJUNTOS) 
jvc 
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Bebé de 21 semanas, aún sin nacer, llamado Samuel Armas al que se le había diagnosticado una 

espina bífida y nunca sobreviviría si se le extraía de la matriz de su madre. 

 

El Dr. Bruner, tras grandes estudios realizados en el Centro Médico Universitario de Vander-

bilt, en Nashville, anunció que él podria llevar a cabo una operación así, con el bebé dentro de la 

matríz materna  

 

Durante la intervención, el cirujano extrae el útero y practica una pequeña incisión a través de la 

cual es capaz de operar al pequeño Samuel. 

 

Al tiempo que el Dr. Bruner acababa de terminar la operación con éxito, Samuel sacó su pequeñí-

sima pero bien desarrollada mano a través de la incisión practicada y cogió la mano del atónito 

médico  

 

Este pestigioso cirujano declaró haber vivido el momento más emotivo de su vida, al tiempo que 
sentía 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 operación y lleva una vida 100% normal hasta hoy.. 

SECCION CASOS CURIOSOS:  

CIRUGIA INTRA-UTERINA 

SECCION CONTROVERSIAS:  
CANCER DE ESTOMAGO 
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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 artículo muestra la experiencia que a lo largo de ocho años y medio ha desarrollado el grupo de Cirugía Gastrointes-

tinal del Osaka Medical College de Takatsuki, Japón. ; quienes en ese período operaron por Cáncer Gástrico a 1386 pacientes, de los 

cuales 601 fueron abordados por cirugía asistida por laparoscopía en los primeros 3 años y luego por cirugía totalmente laparoscópi-

ca.  Es conocida la alta tasa de diagnóstico de Cáncer Gástrico Precoz (EGC) en el Japón, básicamente por los agresivos programas 

de detección temprana. Este trabajo es el más grande en su tipo investigando la eficacia a largo plazo de la Gastrectomía Laparoscó-

pica (LG) en el tratamiento del cáncer gástrico en estadios clínicos 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,  aún son infrecuentes. Además, aún está pendiente de probar la factibilidad técnica de la Linfadenectomía laparoscó-

pica sistemática y los efectos oncológicos del neumoperitoneo en las lesiones que comprometen a la serosa. 

El tipo de resección gástrica fue decidido según la localización del tumor, tamaño y profundidad de invasión. Las gastrectomías limi-

tadas con preservación del estómago remanente se indicaron para el EGC basadas en las guías de manejo japonesas. La Gastrectomía 

con preservación Pilórica (PPG) y la Gastrectomía Segmentaria (SG) se indican en lesiones del cuerpo gástrico limitadas a la mucosa 

menores a 4 cm. de diámetro y submucosas menores a 2 cm. . Para la PPG es necesario un remanente gástrico que permita una bolsa 

de al menos 4 cm. para una anastomosis gastrogástrica; y para la SG se deben preservar los vasos gastroepiploicos derechos para 

irrigar un remanente gástrico grande. La Gastrectomía Proximal ( PG) está indicada en lesiones del tercio superior del estómago sin 

evidencia de compromiso seroso y ganglionar. La Gastrectomía Total (TG) está indicada en lesiones proximales localmente avanza-

das o en lesiones múltiples en que el estómago distal no puede ser preservado. Finalmente la Resección Local se indica en cánceres 

mucosos de cualquier tipo histológico de menos de 2 cm. de diámetro con baja probabilidad de metástasis ganglionares. 

. 



..La clave para la adecuada selección de los casos estuvo en el Estadiaje Preoperatorio : Estudio radiológico a doble contraste , En-

doscopía y Tomografía computada de detalle. Incluyeron en el estudio todos los tumores con penetración hasta la muscularis propia 

no resecables por endoscopía y con compromiso  ganglionar hasta N1 . La operación fue convertida a cirugía abierta si se encontraba 

compromiso seroso o se requería una linfadenectomía extensa. La operación más frecuente fue la Gastrectomía Distal (DG) con di-

sección ganglionar en bloc D1 + alfa ( estaciones 7 y 8a) en cánceres limitados a la mucosa y disección D1 + beta ( estaciones 7, 8a y 

9 ) cuando había extensión submucosa.; con reconstrucciones Billroth I o Roux-en-Y , según el tamaño del estómago remanente y la 

tensión potencial de una gastroduodenostomía; todas las anastomosis intracorpóreas usando suturas mecánicas. 

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 cirugía abierta por razones oncológicas y por problemas intraoperatorios ( el más frecuente sangrado ) sin asociar-

se esto a peores resultados. Hubo pacientes con inflamación pancreática de diversos grados al parecer asociado al uso de instrumen-

tos con energía térmica en la disección ganglionar radical. Un problema particular fue el Sub-estadiaje en 8.8 % de casos ( 53 de 

601 ) ; éstos con enfermedad histológicamente avanzada tuvieron pobres resultados ; entonces se debiera evitar la aplicación de la 

LG - existiendo aún la duda acerca de la seguridad oncológica de la manipulación laparoscópica-  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 prevención de la diseminación peritoneal en la enfermedad avanzada. 

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

Basados en esta evidencia y ( sobre todo ) cuando el expertisse lo permita , la Gastrectomía Laparoscópica se debiera considerar co-

mo un tratamiento primario en pacientes con EGC; estando aún pendiente de evaluar su rol en la enfermedad avanzada. 

Dr. Aurelio Gambirazio Keller , FACS. 

SECCION CONTROVERSIAS:  
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En los Archivos Adjuntos, podrá  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 



Ayudantía: 

 La clave para ser un 

buen ayudante es involucrar-

se en el caso. 

 Debe mantener la con-

centración y dedicación du-

rante toda la operación. 

 El ayudante debe hacerse 

sentir indispensable para el 

cirujano. 

 El ayudante debe sufrir 

tanto como el cirujano princi-

pal si las cosas salen mal y 

disfrutarlo tanto como él si 

las cosas salen bien. 

 Presentar, aspirar, expo-

ner de tal forma que me gus-

taría que me lo hicieran. 

 Que se hagan las cosas 

sin necesidad de ser pedidas. 

 Tener una cuota muy 

inteligente de iniciativa. 

 Debe ser un elemento de 

equilibrio y de estímulo 

 

Dr Jose De Vinatea  

SECCION: 

LO QUE NUNCA ME ENSEÑARON 

SECCION: 

CIRUGIA BASADA EN EVIDENCIAS: CANCER RECTAL 
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Si Ud. Desea participar en esta seccion podrá enviarnos sus 

aportes personales originales que le impactaron al siguiente 

correo: boletínalace@gmail.com 

¿Es el abordaje laparoscópi-

co más eficaz que el conven-

cional en pacientes con cán-

cer rectal? 
El abordaje laparoscópico del 

cáncer rectal ha demostrado ser 

factible, seguro. 
Desde el punto de vista oncológi-

co se obtienen adecuados márge-

nes de resección proximal, distal 

y circunferencial, y número de 

ganglios resecados,  manteniendo 

todo el rigor oncológico exigido  

 ( A , I a ) 

 Los beneficios de la laparoscopia 

son evidentes en el intraoperato-

rio y post operatorio mediato 

( A , Ia ) 

 Faltan más ensayos clínicos alea-

torios para asegurar los resulta-

dos 

Oncológicos a largo plazo, aun-

que ya existen meta-análisis que 

apoyan este  

abordaje sobre todo en tu-

mores del tercio supe-

rior  (A , Ia ) y en el proce-

dimiento abdominoperineal  
Conclusión 

Nivel de Evidencia   1 A 

Grado de Recomenda-

ción  A 

 

En los Archivos Adjuntos, 
podrá  leer el articulo com-
pleto: CA RECTO LAP. O 
ABIERTO 
DR: JUAN A. HERRERA 
H.N. LNS PNP  
 
Les invitamos a enviar su 
opinión , comentarios o las 
críticas que crean conve-
nientes. 
Email :  
boletinalace@gmail.com 

DR: David Ortega Checa 
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La pancreatitis de etiología biliar es una de las patologías más frecuentes en los servicios de emergencia en nuestro medio.  

Su manejo y pronóstico depende de una adecuada estratificación del paciente, en cuanto a su severidad. El tiempo en que debe 

realizarse la colecistectomía después del inicio de una pancreatitis no está 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 clínico y los 

exámenes de laboratorio (enzimas pancreáticas y hepáticas) se normalicen para realizar la extirpación de la vesícula durante la 

hospitalización. El dar de alta al paciente sin colecistectomía expone al paciente a una pancreatitis recurrente la cual puede ser 

grave. Sin embargo, la tendencia es de prolongar al máximo el tiempo de espera para la colecistectomía probablemente por ex-

trapolación 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 colecistectomía laparoscópica precozmente 

(dentro de las primeras 48 horas)  independientemente de la resolución o no de los síntomas o la bioquímica sanguínea. Sus re-

sultados demuestran una disminución de la estancia hospitalaria a una mediana de 3 días sin evidenciar aumento en las dificulta-

des técnicas, porcentaje de conversiones o complicaciones postoperatorias. Para la aplicación de este nuevo concepto debe, sin 

embargo, enfatizarse que deberemos estar seguros de estar frente a una pancreatitis leve y que no existan cálculos en la vía biliar. 
Es probable que la precocidad del procedimiento nos lleve también a un elevado porcentaje de coledocolitiasis en la colangiogra-

fía intraoperatoria con la consecuente mayor utilización 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 patología. 

 

Dr. Gustavo Reaño 

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

Podra ver el articulo completo  en los Archivos Adjuntos como: 
“EARLY CHOLECYSTECTOMY SAFELY DECREASES HOSPITAL STAY IN PATIETS” 

Dr. ARMEN ABOULIAN et al  



 

Si Ud está interesado en com-

partir su video, cuélguelo en 

YOUTUBE y envíenos el 

LINK  a:  

boletinalace@gmail.com. 

Acompañe el título del video, 

nombre del autor, nacionalidad 

y un breve resumen del caso 

presentado. 

 

 

 

Estimados lectores, en esta sec-

ción podrán ver los videos a tra-

vés de los Archivos Adjuntos. 

Encontrará un archivo en Word 

donde estarán los links de los 

videos colgados en la cuenta de 

ALACE en YOUTUBE. Deberá 

utilizar las teclas:  

CONTROL+CLICK 

 

 

 

SECCION: 

LOS VIDEOS DEL BOLETIN ALACE 
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Un día fueron a cazar patos un médico familiar, un internista, un 
anestesiólogo, un cirujano y un patólogo. 

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 alejó volando. 
El internista vio volando a otro pato, y dijo "Pues se ve como pato, 
hace como pato, vuela como pato, pero aún no estoy seguro... ha-
brá que hacer más pruebas" y el pato se alejó volando. 
 El anestesiólogo ve al mismo pato y dijo:"pues parece pato, vuela 

como pato, hace como pato.. pero mientras Medicina Interna 
no haga una nueva revaloración y nuevos exámenes, no estoy se-
guro", y el pato voló..  
El cirujano vio al pato volar, y sin dudar un segundo le disparó y 
dijo "no me importa que demonios haya sido eso, ya el patólogo 
me dirá si es un pato o no"  
El patólogo fue a recoger el pato muerto, lo vio y dijo: 
 "Parece un pato, pero la muestra es insuficiente..." 

SECCION: 

IRREVERENTE 

HUMOR 

Dr Aurelio Gambirazio 

Si desea colaborar: envií tu artículo a: boletínalace@gmail.com 

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

boletínalace@gmail.com 

DEBE INCLUIR TITULO DE LA SERIE, BREVE RESEÑA  DEL CASO, NOMBRE DEL AUTOR, NACIONALIDAD 

Mujer de 26 años, ingresa  para colecistectomía laparoscópica, sin comorbilidades,  se  convierte al no 

identificar vía biliar principal, por  plastrón vesicular,  diagnostico pos operatorio colecistitis aguda 

calculosa, con bilicultivo positivo a E. coli y Bacteroides fragilis, recibe cobertura antibiótica. 

Quinto día abdomen agudo quirúrgico= Peritonitis fecal por Perforación Sigmoides, paredes enfisema-

tosas: Sigmoidectomia y colostomía Hartmann. Evoluciona favorablemente. 

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

Dra. María A. Cáceres Bedoya. Cirujano General. CMP 34119 RNE 18156, 

Hospital Nacional Arzobispo Loayza. 2010 Lima, Perú 

SEGUNDO CASO 
TIP en caso de sangrado esofagico masivo: Se coloca dren penrose desde la boca hasta el esófago abdominal. 
Se amarra ambos extremos luego de insuflar aire para que por compresión ceda el sangrado. Como una sonda 
de Sengstaken casera 
 
Dr Jose De Vinatea De Cardenas Lima Peru 
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GALERIA FOTOGRAFIAS NO MEDICAS 
LIMA DE OCTUBRE MES MORADO 

 
 
 

SI DESEA COMPARTIR SUS FOTOGRAFIAS, ENVIARLAS AL CORREO: 

boletínalace@gmail.com 

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

Dr Carlos Benavides 

Procesión del Señor de los Milagros o Cristo de Pachacamilla la mas concurrida de Sudamérica  

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

San Cristóbal 
Feria Taurina del Sr. De los Milagros 

Rejoneadora Conchita Cintron (Peruana) Matador Pase de toreo a Puerta Gayola 

Turrón de Doña Pepa 

postre de octubre 
Club Alianza Lima con camiseta blanqui morada Figura estilizada 
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SECCION COMENTARIOS: 

 CASOS, OPINIONES Y CRITICAS 

 CURSOS Y CONGRESOS 

SI DESEA COMPARTIR SUS FOTOGRAFIAS, ENVIARLAS AL CORREO: 

boletínalace@gmail.com 

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

Cirugía bariatrica. 
Manuel Eduardo Valdez Muelle (Lima Peru) 

Formulo algunas  más que replicas, comentarios , que se originan más que en la evidencia en la subjetivi-

dad en que esta puede ser usada …..  

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

PARA BOLETIN ALACE 

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 

Rica…….. 

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

Comentarios acerca del artículo : VALDEZ. 

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

Envio información en power point anexo, para ver la posibilidad de publicitar este grupo de interés quirúr-

gico. gracias 

Ver invitacion completa del Dr. Raul Rosenthal  en el ARCHIVO ADJUNTO denominado: Binder1 

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

mailto:rosentr@ccf.org
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¿¿Es el abordaje laparoscEs el abordaje laparoscóópico mpico máás eficaz s eficaz 
que el convencional en pacientes con que el convencional en pacientes con 


ccááncer rectal?ncer rectal?


Dr. Juan Antonio Herrera Dr. Juan Antonio Herrera MattaMatta
Dpto. CirugDpto. Cirugíía Generala General


““Jaime Herrera ArdilesJaime Herrera Ardiles””
HN.LNS.PNPHN.LNS.PNP







ABORDAJE LAPAROSCOPICO DEL CAABORDAJE LAPAROSCOPICO DEL CA
DE RECTODE RECTO


Laparoscopic versus open total Laparoscopic versus open total mesorectalmesorectal
excision for the middleexcision for the middle--lower rectal cancer: a lower rectal cancer: a 


clinical comparative studyclinical comparative study
Yu J, Zhang C, et al. Chinese journal of gastrointestinal surgerYu J, Zhang C, et al. Chinese journal of gastrointestinal surgery 2009 y 2009 
Nov;12(6):573Nov;12(6):573--6. 6. NanfangNanfang Hospital Guangzhou China.Hospital Guangzhou China.


•• The aim was to evaluate the feasibility, safety, The aim was to evaluate the feasibility, safety, radicalityradicality and and 
shortshort--term outcome of laparoscopic TME in comparison with term outcome of laparoscopic TME in comparison with 
open procedure for the middleopen procedure for the middle--lower rectal cancer. lower rectal cancer. 
•• November 2005 to October 2008, 93 patients with middleNovember 2005 to October 2008, 93 patients with middle--
lower rectal cancer received laparoscopic TME, while 105 lower rectal cancer received laparoscopic TME, while 105 
patients underwent conventional open TME patients underwent conventional open TME 







ABORDAJE LAPAROSCOPICO DEL CAABORDAJE LAPAROSCOPICO DEL CA
DE RECTODE RECTO


Laparoscopic versus open total Laparoscopic versus open total mesorectalmesorectal
excision for the middleexcision for the middle--lower rectal cancer: a lower rectal cancer: a 


clinical comparative studyclinical comparative study
•• The mean operating time was significantly longer in the LTME grThe mean operating time was significantly longer in the LTME group, oup, 
•• The operative blood losses, analgesia requirement, time for bowThe operative blood losses, analgesia requirement, time for bowel el 
movement retrieval, time to liquid food intake, time to resumingmovement retrieval, time to liquid food intake, time to resuming early early 
activity and hospital stay in LTME group were significant lower activity and hospital stay in LTME group were significant lower or or 
shortershorter
•• The overall morbidity rate was similar in both groups.The overall morbidity rate was similar in both groups.
•• No significant differences were observed between two groups in No significant differences were observed between two groups in terms of terms of 
specimen length, lymph node harvest and negative distal margin specimen length, lymph node harvest and negative distal margin 







ABORDAJE LAPAROSCOPICO DEL CAABORDAJE LAPAROSCOPICO DEL CA
DE RECTODE RECTO


Laparoscopic versus open total Laparoscopic versus open total mesorectalmesorectal
excision for the middleexcision for the middle--lower rectal cancer: a lower rectal cancer: a 


clinical comparative studyclinical comparative study


CONCLUSIONS:CONCLUSIONS: Laparoscopic TME for middleLaparoscopic TME for middle--low low 
rectal cancer is safe and feasible, and can potentially offer alrectal cancer is safe and feasible, and can potentially offer all l 
the benefits of a minimally invasive approach and achieve the benefits of a minimally invasive approach and achieve 
satisfactory satisfactory oncologicaloncological outcome,outcome,







ABORDAJE LAPAROSCOPICO DEL CAABORDAJE LAPAROSCOPICO DEL CA
DE RECTODE RECTO


Surgical outcomes of laparoscopic vs. open Surgical outcomes of laparoscopic vs. open 
surgery for rectal carcinoma, a matched casesurgery for rectal carcinoma, a matched case--


control study.control study.
UeharaUehara K,  Yamamoto S, et al.,  National Cancer Center Hospital   in K,  Yamamoto S, et al.,  National Cancer Center Hospital   in 


Tokyo, Japan. Tokyo, Japan. HepatogastroenterologyHepatogastroenterology. 2006 Jul. 2006 Jul--Aug;53(70):531Aug;53(70):531--5.5.


•• Between February 1998 and December 2004Between February 1998 and December 2004
•• casecase--control series control series 
•• 47 patients with rectal carcinoma 47 patients with rectal carcinoma 
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Surgical outcomes of laparoscopic vs. open Surgical outcomes of laparoscopic vs. open 
surgery for rectal carcinoma, a matched casesurgery for rectal carcinoma, a matched case--


control studycontrol study
Median operative time was significantly longer , median blood loMedian operative time was significantly longer , median blood loss wasss was


lower , postoperative intervals until liquid lower , postoperative intervals until liquid -- solid intakes and hospital stay solid intakes and hospital stay 
were significantly shorter in the LS group    were significantly shorter in the LS group    


Postoperative complications & Postoperative complications & anastomoticanastomotic leakage  rates were similar leakage  rates were similar 


CONCLUSIONSCONCLUSIONS:: LS for  rectal  carcinoma  provides  benefits LS for  rectal  carcinoma  provides  benefits 
during the early postoperative period without increase in morbidduring the early postoperative period without increase in morbidity or ity or 
mortality.mortality.
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Can adequate Can adequate lymphadenectomylymphadenectomy be obtained be obtained 
by Laparoscopic resection in Rectal Cancer ? by Laparoscopic resection in Rectal Cancer ? 
Results of a CaseResults of a Case--Control study in 200 patients    Control study in 200 patients    
Sara S, Sara S, PoncetPoncet G, et al. J G, et al. J GastrointestGastrointest SurgSurg. 2010 Aug;14(8):1244. 2010 Aug;14(8):1244--7. 7. 
University Hospital, BP 217, 38043, Grenoble France.University Hospital, BP 217, 38043, Grenoble France.


•• Aim is to compare pathological findings in rectal cancer Aim is to compare pathological findings in rectal cancer 
specimens obtained by laparoscopy or specimens obtained by laparoscopy or laparotomylaparotomy. . 


•• Bowel length, distal , circumferential margins and number Bowel length, distal , circumferential margins and number 
of total and positive nodes harvested were prospectively of total and positive nodes harvested were prospectively 
recorded recorded 
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Can adequate Can adequate lymphadenectomylymphadenectomy be obtained be obtained 
by Laparoscopic resection in Rectal Cancer ? by Laparoscopic resection in Rectal Cancer ? 
Results of a CaseResults of a Case--Control study in 200 patients Control study in 200 patients 
CONCLUSION:CONCLUSION: There is no difference between There is no difference between 


laparoscopic or open approaches concerning specimen's laparoscopic or open approaches concerning specimen's 
length, distal margin, circumferential margin, and total and length, distal margin, circumferential margin, and total and 
positive lymph nodes. positive lymph nodes. 
Laparoscopic rectal resection is not only technically feasiLaparoscopic rectal resection is not only technically feasible ble 
but it seems also but it seems also oncologicallyoncologically safe.safe.
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Open versus laparoscopic surgery for mid or low Open versus laparoscopic surgery for mid or low 
rectal cancer after rectal cancer after neoadjuvantneoadjuvant chemo chemo 
radiotherapy (COREAN trial): shortradiotherapy (COREAN trial): short--term term 
outcomes of a outcomes of a randomisedrandomised controlled trial.controlled trial.
Kang SB, Park JW, et al. South Korea. Lancet Kang SB, Park JW, et al. South Korea. Lancet OncolOncol. 2010 Jul; 11(7): . 2010 Jul; 11(7): 


637637--45.45.
The aim  was to compare  open surgery with  laparoscopic  surgerThe aim  was to compare  open surgery with  laparoscopic  surgery for y for 


mid or low rectal cancer after mid or low rectal cancer after neoadjuvantneoadjuvant chemoradiotherapychemoradiotherapy
Between April 4, 2006 and Aug 26, 2009, three referral hospitalsBetween April 4, 2006 and Aug 26, 2009, three referral hospitals
Patients were Patients were randomisedrandomised 1:1 to receive either open surgery (n=170) or 1:1 to receive either open surgery (n=170) or 


laparoscopic surgery (n=170)laparoscopic surgery (n=170)
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Open versus laparoscopic surgery for mid or low Open versus laparoscopic surgery for mid or low 
rectal cancer after rectal cancer after neoadjuvantneoadjuvant chemo chemo 
radiotherapy (COREAN trial): shortradiotherapy (COREAN trial): short--term term 
outcomes of a outcomes of a randomisedrandomised controlled trial.controlled trial.
ShortShort--term outcomes assessed: recovery of bowel function, term outcomes assessed: recovery of bowel function, 
perioperativeperioperative morbidity, postoperative pain, and quality of lifemorbidity, postoperative pain, and quality of life
Circumferential resection margin, macroscopic quality of the totCircumferential resection margin, macroscopic quality of the total al 
mesorectalmesorectal excision specimen, number of harvested lymph nodesexcision specimen, number of harvested lymph nodes


Surgery time was longer , estimated blood loss was less in the Surgery time was longer , estimated blood loss was less in the 
laparoscopic group laparoscopic group 
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Open versus laparoscopic surgery for mid or low Open versus laparoscopic surgery for mid or low 
rectal cancer after rectal cancer after neoadjuvantneoadjuvant chemo chemo 
radiotherapy (COREAN trial): shortradiotherapy (COREAN trial): short--term term 
outcomes of a outcomes of a randomisedrandomised controlled trial.controlled trial.
Surgery time was longer, involvement of the circumferential reseSurgery time was longer, involvement of the circumferential resection ction 
margin, macroscopic quality of the total margin, macroscopic quality of the total mesorectalmesorectal excision specimen, excision specimen, 
number of lymph nodes , number of lymph nodes , perioperativeperioperative morbidity did not differ morbidity did not differ 
between the two groupsbetween the two groups
Earlier recovery of bowel function ; time to resume a normal dieEarlier recovery of bowel function ; time to resume a normal diet and t and 
total amount of morphine used was less in the laparoscopic grouptotal amount of morphine used was less in the laparoscopic group
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Open versus laparoscopic surgery for mid or low Open versus laparoscopic surgery for mid or low 
rectal cancer after rectal cancer after neoadjuvantneoadjuvant chemo chemo 
radiotherapy (COREAN trial): shortradiotherapy (COREAN trial): short--term term 
outcomes of a outcomes of a randomisedrandomised controlled trial.controlled trial.


CONCLUSIONS:CONCLUSIONS: Laparoscopic surgery after Laparoscopic surgery after 
preoperative preoperative chemoradiotherapychemoradiotherapy for mid or low rectal for mid or low rectal 
cancer is safe and has shortcancer is safe and has short--term benefits compared with term benefits compared with 
open surgery; the quality of open surgery; the quality of oncologicaloncological resection was resection was 
equivalent. equivalent. 
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Laparoscopic versus open total Laparoscopic versus open total mesorectalmesorectal
excision for rectal cancer.excision for rectal cancer.


BreukinkBreukink S, S, PieriePierie J, J, WiggersWiggers T. Cochrane Database T. Cochrane Database SystSyst Rev.Rev. 2006 2006 
Oct  8;(4)Oct  8;(4)


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


•• We searched MEDLINE, EMBASE, Cochrane Central We searched MEDLINE, EMBASE, Cochrane Central 
register  of  Controlled  Trials  (CENTRAL), and Current register  of  Controlled  Trials  (CENTRAL), and Current 
Contents from 1990 to December 2005. Contents from 1990 to December 2005. 
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Laparoscopic versus open total Laparoscopic versus open total mesorectalmesorectal
excision for rectal cancer.excision for rectal cancer.


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


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


•• Methodological quality of most of the included studies was Methodological quality of most of the included studies was 
poor;onlypoor;only three studies were grade 1b (individual three studies were grade 1b (individual 
randomisedrandomised trial), trial), 


•• No metaNo meta--analyses could be performedanalyses could be performed
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Laparoscopic versus open total Laparoscopic versus open total mesorectalmesorectal
excision for rectal cancer.excision for rectal cancer.


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


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


CONCLUSIONS:CONCLUSIONS: Based on evidence mainly from nonBased on evidence mainly from non--
randomized studies, LTME appears to have clinically measurable randomized studies, LTME appears to have clinically measurable 
shortshort--term advantages. The longterm advantages. The long--term impact on term impact on oncologicaloncological endpoints endpoints 
awaits the findings from large onawaits the findings from large on--going randomized trials.going randomized trials.
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Laparoscopic versus open surgery forLaparoscopic versus open surgery for
rectal cancer: a metarectal cancer: a meta--analysisanalysis


AzizAziz O, O, ConstantinidesConstantinides V, et al. St. Mary's Hospital , London , United  V, et al. St. Mary's Hospital , London , United  
Kingdom. Ann Kingdom. Ann SurgSurg OncolOncol. 2006 Mar ; 13(3):413. 2006 Mar ; 13(3):413--24 .24 .


•• A literature search was performed on all studies between A literature search was performed on all studies between 
1993 and 2004 (series). 1993 and 2004 (series). 
•• End points evaluated: operative outcomes , postoperative End points evaluated: operative outcomes , postoperative 
recovery, and early and late adverse events.recovery, and early and late adverse events.
•• Twenty studies, 2071 patients, of whom 909 (44%) under Twenty studies, 2071 patients, of whom 909 (44%) under 
went laparoscopic surgery for rectal cancer.went laparoscopic surgery for rectal cancer.
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Laparoscopic versus open surgery forLaparoscopic versus open surgery for
rectal cancer: a metarectal cancer: a meta--analysis analysis 


•• There was no difference between groups in the extent of There was no difference between groups in the extent of 
oncologicaloncological resection (distal margin, CRM, # lymph nodes).resection (distal margin, CRM, # lymph nodes).
•• Time to Time to stomalstomal function, wound infection, length of hospital function, wound infection, length of hospital 
stay, feeding solids, first bowel movement, were also stay, feeding solids, first bowel movement, were also 
significantly reduced. significantly reduced. 


CONCLUSIONS:CONCLUSIONS: Laparoscopic rectal cancer surgery Laparoscopic rectal cancer surgery 
results in an earlier postoperative recovery and a results in an earlier postoperative recovery and a resectedresected
specimen that is specimen that is oncologicallyoncologically comparable to open surgery. comparable to open surgery. 
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Laparoscopic total Laparoscopic total mesorectalmesorectal excision (TME) excision (TME) 
for rectal cancer surgery: longfor rectal cancer surgery: long--term outcomesterm outcomes
LeroyLeroy J, J, JamaliJamali F, et al. F, et al. SurgSurg EndoscEndosc.. 2004 Feb;18(2):2812004 Feb;18(2):281--9 Strasbourg, 9 Strasbourg, 
France.France.


•• The aim of this study was to evaluate the The aim of this study was to evaluate the perioperativeperioperative outcome and outcome and 
longlong--term results of laparoscopic TMEterm results of laparoscopic TME
•• We reviewed the prospective database of 102 consecutive unselectWe reviewed the prospective database of 102 consecutive unselected ed 
patients undergoing laparoscopic TME for rectal cancer between patients undergoing laparoscopic TME for rectal cancer between 
November 1991 and December 2000November 1991 and December 2000
•• Laparoscopic TME was completed successfully in 99 patientsLaparoscopic TME was completed successfully in 99 patients
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Laparoscopic total Laparoscopic total mesorectalmesorectal excision (TME) excision (TME) 
for rectal cancer surgery: longfor rectal cancer surgery: long--term outcomesterm outcomes
•• The overall morbidity and mortality rates were 27% and 2%, The overall morbidity and mortality rates were 27% and 2%, 


respectively, with an overall respectively, with an overall anastomoticanastomotic leak rate of 17%. leak rate of 17%. 
•• Mean followMean follow--up was 36 months up was 36 months 
•• The local recurrence rate was 6%, The local recurrence rate was 6%, 
•• The overall survival rate of all curatively The overall survival rate of all curatively resectedresected patients was 65% at patients was 65% at 


5 years5 years


CONCLUSIONS:CONCLUSIONS: Laparoscopic TME is feasible and safe. The Laparoscopic TME is feasible and safe. The 
laparoscopic approach to the surgical treatment of rectal cancerlaparoscopic approach to the surgical treatment of rectal cancer does does 
not seem to entail any not seem to entail any oncologiconcologic disadvantages.disadvantages.
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LongLong--term results of laparoscopic versus open term results of laparoscopic versus open 
resections for rectal cancer for 124 unselected resections for rectal cancer for 124 unselected 
patients.patients.
FeliciottiFeliciotti F, F, GuerrieriGuerrieri M, et al.M, et al. SurgSurg EndoscEndosc.. 2003 Oct;17(10):15302003 Oct;17(10):1530--5 5 


AnconaAncona, Italy., Italy.
•• The aims of the study were to compare longThe aims of the study were to compare long--term outcomes for term outcomes for 


unselected patients undergoing laparoscopic or open rectal resecunselected patients undergoing laparoscopic or open rectal resection tion 
for cancerfor cancer


•• A series of 124 unselected consecutive patients with rectal cancA series of 124 unselected consecutive patients with rectal cancer, who er, who 
underwent surgery by the same surgical teamunderwent surgery by the same surgical team
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LongLong--term results of laparoscopic versus open term results of laparoscopic versus open 
resections for rectal cancer for 124 unselected resections for rectal cancer for 124 unselected 
patients.patients.
•• The laparoscopic approach was done in 81 patientsThe laparoscopic approach was done in 81 patients
•• The mean followThe mean follow--up period for both groups was 43.8 months (range, lup period for both groups was 43.8 months (range, l--
9 years). 9 years). 


CONCLUSIONS:CONCLUSIONS:OncologicOncologic surgical principles were respected. surgical principles were respected. 
LongLong--term outcome after laparoscopic resection of rectal cancer was term outcome after laparoscopic resection of rectal cancer was 
comparable with that after conventional resection. We should waicomparable with that after conventional resection. We should wait to t to 
draw conclusive scientific statements until the completion of ondraw conclusive scientific statements until the completion of ongoing going 
international randomized controlled trialsinternational randomized controlled trials
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Laparoscopic resection for rectal cancer: Laparoscopic resection for rectal cancer: 
outcomes in 194 patients and review of the outcomes in 194 patients and review of the 
literature.literature.
BarlehnerBarlehner E, E, BenhidiebBenhidieb T, et al. T, et al. SurgSurg EndoscEndosc.. 2005 Jun;19(6):7572005 Jun;19(6):757--66, 66, 
Berlin, GermanyBerlin, Germany
•• Our large prospective conducted study aimed to assess the Our large prospective conducted study aimed to assess the 
effectiveness of a totally laparoscopic resection for rectum careffectiveness of a totally laparoscopic resection for rectum carcinoma cinoma 
with emphasis on with emphasis on perioperativeperioperative and longand long--term term oncologicaloncological outcomes.outcomes.
•• 194 unselected patients were 194 unselected patients were resectedresected laparoscopicallylaparoscopically for rectal for rectal 
carcinomacarcinoma. 
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Laparoscopic resection for rectal cancer: Laparoscopic resection for rectal cancer: 
outcomes in 194 patients and review of the outcomes in 194 patients and review of the 
literature.literature.
•• Study selection was made by Medline search Study selection was made by Medline search 
•• The most common procedures were low anterior resection with totaThe most common procedures were low anterior resection with total l 


mesorectummesorectum excision in 65.5% of patients and high anterior resection excision in 65.5% of patients and high anterior resection 
in 25.3%. in 25.3%. 


•• FollowFollow--up evaluation ranged from 1 to 128 months with a mean of up evaluation ranged from 1 to 128 months with a mean of 
46.1 months.46.1 months.


•• Overall local recurrence rate was 6.7% Overall survival rate wasOverall 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. 90.6% at 1 year, 74.5% at 3 years, and 66.3% at 5 years. 
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Laparoscopic resection for rectal cancer: Laparoscopic resection for rectal cancer: 
outcomes in 194 patients and review of the outcomes in 194 patients and review of the 
literature.literature.
CONCLUSIONS:CONCLUSIONS: Our results and the literature review clearly Our results and the literature review clearly 
demonstrate that laparoscopic resection for rectal cancer is notdemonstrate that laparoscopic resection for rectal cancer is not associated associated 
with higher morbidity and mortality. Established with higher morbidity and mortality. Established oncologicaloncological and surgical and surgical 
principles are respected and longprinciples are respected and long--term outcomes are at least as good as term outcomes are at least as good as 
those after open surgery.those after open surgery.
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Comparison of outcome of open and Comparison of outcome of open and LaparosLaparos--
copiccopic resection for stage II and stage III rectal resection for stage II and stage III rectal 
cancer.cancer.
Law WL, Law WL, PoonPoon JT, et al.JT, et al. AnnAnn SurgSurg OncolOncol. 2009 Jun;16(6):1488. 2009 Jun;16(6):1488--93. 93. 
Queen Mary Hospital, Queen Mary Hospital, PokfulamPokfulam, Hong Kong. , Hong Kong. 
•• This study aimed to compare the survival of patients who underweThis study aimed to compare the survival of patients who underwent nt 
laparoscopic and open resection for stage II and III rectal canclaparoscopic and open resection for stage II and III rectal cancerer
•• Open resection: n = 310; laparoscopic resection: n = 111Open resection: n = 310; laparoscopic resection: n = 111
•• There was no difference in the mortality, morbidity, and patholoThere was no difference in the mortality, morbidity, and pathological gical 
staging. staging. 
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Comparison of outcome of open and Comparison of outcome of open and LaparosLaparos--
copiccopic resection for stage II and stage III rectal resection for stage II and stage III rectal 
cancercancer..
•• With the median followWith the median follow--up of 34 months, there was no difference in up of 34 months, there was no difference in 
local recurrence rates.local recurrence rates.
•• The 5The 5--year actuarial survivals were 71.1% and 59.3% in the year actuarial survivals were 71.1% and 59.3% in the 
laparoscopic and open groupslaparoscopic and open groups


CONCLUSIONS:CONCLUSIONS: Laparoscopic resection for locally advanced Laparoscopic resection for locally advanced 
rectal cancer is associated with more favorable overall survivalrectal cancer is associated with more favorable overall survival when when 
compared with open resection.compared with open resection.
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Randomized trial of laparoscopicRandomized trial of laparoscopic--assisted assisted 
resection of colorectal carcinoma: 3resection of colorectal carcinoma: 3--year year 
results of the UK MRC CLASICC Trial results of the UK MRC CLASICC Trial 


Group.Group.
Jayne DG, Jayne DG, GuillouGuillou PJ, Et Al. UK MRC CLASSIC TRIAL GROUP J PJ, Et Al. UK MRC CLASSIC TRIAL GROUP J ClinClin
OncolOncol. 2007 Jul 20;25(21):3061. 2007 Jul 20;25(21):3061--8. St James's University Hospital, Leeds, 8. St James's University Hospital, Leeds, 
United KingdomUnited Kingdom
•• The aim of the current study is to report the longThe aim of the current study is to report the long--term outcomes after term outcomes after 


laparoscopiclaparoscopic--assisted surgery compared with conventional open assisted surgery compared with conventional open 
surgery within the context of the UK MRC CLASICC trial based on surgery within the context of the UK MRC CLASICC trial based on 
RCTsRCTs
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Randomized trial of laparoscopicRandomized trial of laparoscopic--assisted assisted 
resection of colorectal carcinoma: 3resection of colorectal carcinoma: 3--year year 
results of the UK MRC CLASICC Trial results of the UK MRC CLASICC Trial 


Group.Group.
•• 526 laparoscopic and 268 open patients526 laparoscopic and 268 open patients
•• Overall, there were no differences in the longOverall, there were no differences in the long--term outcomes. Higher term outcomes. Higher 
positivitypositivity of the circumferential resection margin was reported after of the circumferential resection margin was reported after 
laparoscopic anterior resection (AR), but it did not translate ilaparoscopic anterior resection (AR), but it did not translate into an nto an 
increased incidence of local recurrence.increased incidence of local recurrence.
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Randomized trial of laparoscopicRandomized trial of laparoscopic--assisted assisted 
resection of colorectal carcinoma: 3resection of colorectal carcinoma: 3--year year 
results of the UK MRC CLASICC Trial results of the UK MRC CLASICC Trial 


Group.Group.
CONCLUSIONS:CONCLUSIONS: Successful laparoscopicSuccessful laparoscopic--assisted surgery for assisted surgery for 


colon cancer is as effective as open surgery in terms of colon cancer is as effective as open surgery in terms of oncologicaloncological
outcomes and preservation of outcomes and preservation of QoLQoL. Long. Long--term outcomes for patients term outcomes for patients 
with rectal cancer were similar in those undergoing with rectal cancer were similar in those undergoing abdominoperinealabdominoperineal
resection and AR, and support the continued use of laparoscopic resection and AR, and support the continued use of laparoscopic 
surgery in these patientssurgery in these patients
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LongLong--term results of laparoscopic colorectal term results of laparoscopic colorectal 
cancer resection. Metacancer resection. Meta--analysisanalysis


KuhrvKuhrv E, E, SchwenkSchwenk WF, et al. Cochrane Database WF, et al. Cochrane Database SystSyst Rev.Rev. 2008 Apr 2008 Apr 
16;(2):CD003432.16;(2):CD003432.
•• The aim is to determine longThe aim is to determine long--term outcome after term outcome after laparoscopicallylaparoscopically--
assisted versus open surgery for nonassisted versus open surgery for non--metastasisedmetastasised colorectal cancercolorectal cancer
•• SEARCH STRATEGY: The Cochrane library, EMBASE, Pub med SEARCH STRATEGY: The Cochrane library, EMBASE, Pub med 
and Cancer Lit were searched for published and unpublished and Cancer Lit were searched for published and unpublished randomisedrandomised
clinical trialclinical trial
•• ThirtyThirty--three three randomisedrandomised clinical trials (RCT) were found, twelve of clinical trials (RCT) were found, twelve of 
these trials, involving 3346 patients, reported longthese trials, involving 3346 patients, reported long--term outcome and term outcome and 
were included in the current analysiswere included in the current analysis
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LongLong--term results of laparoscopic colorectal term results of laparoscopic colorectal 
cancer resection. Metacancer resection. Meta--analysisanalysis


•• Rates of recurrence at the site of the primary tumor were similaRates of recurrence at the site of the primary tumor were similar for r for 
rectal cancer: 4 RCT, 714 pts, 7.2% rectal cancer: 4 RCT, 714 pts, 7.2% vsvs 7.7%7.7%
•• No significant difference in recurrence rate was observed betweeNo significant difference in recurrence rate was observed between n 
laparoscopic and open surgery laparoscopic and open surgery 


CONCLUSIONS:CONCLUSIONS: Laparoscopic surgery for cancer of the Laparoscopic surgery for cancer of the 
upper rectum is feasible, but more upper rectum is feasible, but more randomisedrandomised trials need to be trials need to be 
conducted to assess long term outcome.conducted to assess long term outcome.







¿¿Es el abordaje laparoscEs el abordaje laparoscóópico mpico máás eficaz que s eficaz que 
el convencional en pacientes con cel convencional en pacientes con cááncer ncer 


rectal?rectal?
•• El abordaje laparoscEl abordaje laparoscóópico del cpico del cááncer rectal ha demostrado serncer rectal ha demostrado ser
factible, seguro, manteniendo todo el rigor oncolfactible, seguro, manteniendo todo el rigor oncolóógico exigido gico exigido 
en cuanto a men cuanto a máárgenes de reseccirgenes de reseccióón proximal, distal y circunferencial,n proximal, distal y circunferencial,
nnúúmero de ganglios resecados y  conservacimero de ganglios resecados y  conservacióón del n del mesorectomesorecto
( A , ( A , IaIa ))


•• Los beneficios de la laparoscopia son evidentes en el intraoperLos beneficios de la laparoscopia son evidentes en el intraoperatorioatorio
y post operatorio mediato ( A , y post operatorio mediato ( A , IaIa ))


•• Faltan mFaltan máás  ensayos cls  ensayos clíínicos aleatorios para asegurar los resultadosnicos aleatorios para asegurar los resultados
oncoloncolóógicos a largo plazo, aunque ya existen metagicos a largo plazo, aunque ya existen meta--ananáálisis que apoyan estelisis que apoyan este
abordaje sobre todo en tumores del tercio superior  (A , abordaje sobre todo en tumores del tercio superior  (A , IaIa ) y en el ) y en el proceproce--
dimientodimiento abdominoperinealabdominoperineal..
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Comentarios acerca del artículo :Criticas a la cirugía 
bariatrica. 
 
Manuel Eduardo Valdez Muelle 
 
Felicito al autor por este brillante artículo que nos obliga a los que estamos interesados en 
este campo de la profesión 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 población no medica si no 
de autores como el Dr. Ivan  Vojvodic que con las herramientas del rigor científico 
cuestiona lo que con tanto esfuerzo se ha logrado  hasta hoy . Es en este sentido en que 
formulo algunas  más que replicas, comentarios  ,que se originan más que en la evidencia 
en la subjetividad en que esta puede ser usada . 
 
Llama la atención el título : “criticas a la cirugía bariatrica” ,nunca Lei nada como : “criticas 
a la cirugía oncológica”, así pues el titulo refleja el pensamiento que aún persiste acerca 
de la obesidad mórbida , ya se acepta como enfermedad pero aún no se pondera 
suficientemente sus efectos y al hacerlo cuesta trabajo aceptar las complicaciones que 
pudiera presentar la cirugía ,prueba de ello es que aún se propone  que el tratamiento 
médico sea la primera línea de ataque a la obesidad mórbida ,aún cuando sabemos que el 
tratamiento médico farmacológico, dietético, sicológico y otros no quirúrgicos fracasan en 
más del 95% de los pacientes  , ¿hasta qué punto es válido exigirle al paciente un  
tratamiento médico‐dietético previo cuando sabemos de antemano que este será un 
fracaso? Además de ser hipócrita postergar la cirugía es agregar años de obesidad 
mórbida al organismo ,  atenta contra la calidad de vida , es agregar daños irreversibles 
como el que se produce en la piel , corazón ,articulaciones , etc.  aumentando la 
mortalidad del tratamiento quirúrgico , el cual cuando por fin se indique tendrá entre 80 y 
100% de posibilidades de controlar el problema de por vida  . 
 
La cirugía bariatrica al igual que la cirugía oncológica y la mayor parte de la medicina no 
actúa sobre la causa como sería lo ideal, por ello el análisis epistemológico está fuera del 
contexto ya que no representa una característica  diferenciada del resto de la cirugía. 
 Con respecto a la mención  tangencial que una de las causas de la obesidad mórbida 
pudieran ser sicológicas hay que comentar que las teorías  que consideraban a la obesidad 
mórbida con causas psicológicas han sido desterradas ,la obesidad mórbida es una 
enfermedad crónica, progresiva e irreversible con mecanismos biológicos no del todo 
esclarecidos pero ampliamente expuestos que causa problemas psicológicos , no al revés  
y sin olvidar que  problemas siquiátricos de fondo puedan  dificultar el tratamiento . Ni 
que decir de las  “causas” hormonales en la obesidad mórbida, estas causas no son tales , 
son entidades nosológicas que propician e inducen a la obesidad ,como el hipotiroidismo   
que una vez controlado no produce la regresión de la obesidad mórbida. 
  







Menciona que las técnicas más importantes salvo el By pass no han ido presididas de 
estudios experimentales y en grupos reducidos , pero lo cierto es que no hay muchas más 
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 
clásico de Scopinaro:                                                   
(1. Scopinaro N, Gianetta E, Civalleri D et al. Bilio-pancreatic 
by-pass for obesity: I. 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: II. Initial experience in 
man. Br J Surg 1979; 66: 619-20. 
 
Las otras técnicas que menciona “ criticas a la cirugía bariatrica” son la gastrectomía 
vertical anillada, hoy en desuso ,el marcapaso gástrico que nunca salió al mercado por 
fracasar en la etapa de ensayo o la operación de Santoro que solo es una propuesta en 
estudio y que se aplica a una población reducida. 
 
Me confunde del artículo  que mencione que no hay estudios experimentales serios, en 
realidad se publican estudios experimentales en animales y humanos muy interesantes y  
de gran valor científico todos los meses  por las más prestigiosas universidades mundo  Y 
algunos  meta‐análisis 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 años no había más 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 información disponible por ese 
entonces, y teniendo en cuenta que en ese entonces el prejuicio contra la cirugía 
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 información no “valida” disponible  ,como todo en la 
ciencia,  será muy útil y “valida” cuando se procese y sirva de punto de partida a estudios 
más importantes  . 
 
¿ Se pueden cuestionar los resultados en cirugía bariatrica por que no todos los pacientes 
logran buenos resultados ? ,para comenzar “criticas a la cirugía bariatrica” no tiene un 
parámetro 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 aún no hay un acuerdo en que es fracaso y que no , pero que en casí todos 
tiene un efecto importantísimo es indiscutible ,incluso para aquellos pocos que no 
lograron   perder peso pero no aumentaron , debemos tener en cuenta que la cirugía 
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 cirugía bariatrica presenta complicaciones , pero estas estadísticamente 
no son mayores que el resto de especialidades por ejemplo la mortalidad en cirugía 
ortopédica en la Cleveland Clínica en el año  2009 fue de 0.54%  , la mortalidad operatoria 
en la Mayo Clinic ginecología fue 0.41% , Urología Cleveland Clinic 0.57% y la de la cirugía 
bariatrica de By pass gástrico es de 0.5%  , en cuanto a la morbilidad no es mayor ni menor 
que la que presenta la cirugía general ,pero lo que si llama la atención es que la 
mortalidad de los pacientes obesos mórbidos no operados es siete veces más que los no 
operados, esto sin tener en cuenta la calidad de vida pésima que llevan estos  no operados 
, revísese al respecto el metanalisis de Buchwald , además hay que tener presente que las 
técnicas que denomina mas “invasivas” son las que más se aplican a los casos más severos 
de súper obesidad y que son pues pacientes  en peor estado . 
 
  Hoy por hoy el By pass gástrico tipo Fobi/Capella , las derivaciones biliopancreatica tipo 
scopinaro , la tipo duodenal Switch y la banda gástrica  tienen más de 20 ó 30 años de 
seguimiento y se conoce bastante bien sus beneficios y complicaciones y son las que se 
deberían ofrecer en primera línea y dejar el resto de operaciones de reciente data ,como 
la gastrectomía vertical en manga, a estudios en poblaciones más restringidas y 
estrictamente controladas durante cinco años mínimo  . 
 
Dentro de las criticas se ,menciona que se debe considerar el peso inicial como y él % 
pérdida de peso como la referencia para informar resultados ,esto ya se dejo de lado los 
últimos años por no ser exacto  ni lógico ,hoy se está usando el porcentaje de pérdida del 
exceso del Índice 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 cirugía 
puede ser el máximo que ha padecido o puede ser el mínimo que hace poco tiempo logro 
, el peso en los obesos mórbidos puede ser muy dinámico e incluso se puede operar a 
pacientes que han estado en pesos mórbidos y ostentan al momento de la operación un 
peso bajo o  normal. 
 
Es verdad que muchos trabajos presentan solo el promedio y los rangos  de sus resultados 
sin la desviación estándar correspondiente sin mencionar el porcentaje de fracasos 
absolutos de la técnica o que publican resultados al primer , segundo o tercer año cuando 
lo mínimo aceptable en cirugía bariatrica es de cinco años para tomarse seriamente , sin 
dejar de mencionar al decir esto , la fortísima presión que la industria tiene en este 
respecto , pero en todo caso es una generalización. 
 
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 o 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 , ¿se debe considerar fracaso a aquel que teniendo 
un IMC de 60 se estabiliza en 40? ,Fobi y Baltasar tienen series con pacientes con altos  
índices d IMC y  usan el By pass con banda el primero y la derivación biliopancreatica el 
segundo con porcentajes de éxito a largo plazo arriba del 75% en más del 95 % de sus 
pacientes , eso es el límite , más 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 será  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 cirugía bariatrica no presenta, en términos generales, mas mortalidad que 
cualquier otra especialidad quirúrgica, haciendo una excepción con la banda gástrica que 
presenta una mortalidad cercana al 0.01% lo que la coloca en un posición de ventaja no 
solo a otras técnicas bariatricas en ese aspecto ,si no a muchos otros procedimientos 
quirúrgicos considerados “seguros”, es por ello que sigue siendo la operación más popular 
en USA y en el mundo ,no por más efectiva, que no lo es si el paciente no ha sido bien 
seleccionado,  sino más 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 erosión 2% que 
puede producir sangrado o infección (en porcentajes anecdóticos)  y que son las 
complicaciones  más delicadas no producen mortalidad estadística de importancia, las 
demás son complicaciones menores sin trascendencia salvo el hecho que interrumpen o 
frustran el proceso. 
 
Dice el artículo que no está claro si la diabetes II se controla por la pérdida de peso o no , 
pero ya ha quedado demostrado que la derivación biliopancreatica controla la diabetes en 
prácticamente todos los casos (98%) , y en el 2% restante que no libera al pacientes de la 
farmacoterapia la ayuda notablemente . Scopinaro presenta más de 20 años 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 están 
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 farmacológicos   con efectos colaterales tan 
notables y sin embargo se desestima la cirugía . 
 
En cuanto a las conclusiones no puedo estar más de acuerdo , en cirugía bariatrica se sigue 
buscando el “Gold Standard” lo cual no existe ,y dudo que llegue a existir , solo tenemos 
restricción y /o di absorción , solo hay dos técnicas que han demostrados ser realmente 
eficaces en el largo plazo el By Pass gástrico con banda tipo Fobi/Capella y al derivación 
biliopancreatica tipo Scopinaro .La banda gástrica tiene estadísticamente 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 cirugía actual , controla la 
enfermedad en el largo plazo y debe ser efectuada por personal especialmente dedicado, 
no debe ser una práctica incidental y debe ser efectuada en hospitales que ofrezcan todos 







los servicios requeridos , no hay motivo hoy en día en ofrecer técnicas que no tengan un 
seguimiento en grandes series de por lo menos cinco años solo por el hecho que tengan 
una curva de aprendizaje corta. 
 
 








RADOMIZED CONTROLLED TRIALS


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


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.


(Ann Surg 2010;251: 615–619)


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.1 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.2 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%3 and with some of the repeat
attacks occurring within 2 weeks of initial index presentation,1 most
investigators have recommended cholecystectomy during the initial
hospitalization.4,5 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.6


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.7 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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Medical Center, Torrance, CA; and ‡Los Angeles Biomedical Research
Intitute, Los Angeles, CA.
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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: (a) 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/mm3; (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.


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.8


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 �2 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 �25.9 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
�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).


TABLE 1. Patient Characteristics and Admission Values


Early Group (n � 25)
Median (IQR)


Control Group (n � 25)
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/mm3) 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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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 IOC 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-


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.2


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.10 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.11 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.1


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).12 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).6 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.13 Prior studies indicate that concomitant cholangitis with gall-
stone pancreatitis is infrequent, and was noted in only 3% of patients
in 1 prospective study.14 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


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.
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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.15 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 IOC, 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.16 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.17 A total bilirubin �4 mg/dL on admission or on hospital day
2 has the best positive predictive value,18 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.19 However, since our study specifically focused on mild


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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PARA BOLETINALACE 


Caso de pte masc. 32 a. en 2009 herido por arma 
fuego alta veloc. Impacto lesión 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 evolución postoperatoria. 







Simpatectomia  por toracoscopia 


Figura 1. Introducción de la vaina y el endoscopio por el  


4o espacio intercostal tras colapso pulmonar parcial en  


caso de abordaje monoportal axilar. Para biportales y  


triportales, se puede utilizar adicionalmente  


el 5o espacio intercostal. 



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





Simpatectomia  por toracoscopia 






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





Cirugía-L

El Foro Latinoamericano de Cirujanos Generales por e-mail.

Moderador: Dr. José Di Sarli.

Fundador: Dr. Rafael Pire C.







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.
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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?
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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.
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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







