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GENERAL SURGERY 

Nutrition in Surgical Oncology 

Protein-energy malnutrition as cornn~onlyassociated 
with cancer. The paraneoplastic syndrome characterized 
by involuntaly weight loss, anorexia, abnormal meta- 
bolisms, and tissue wasting is termed cancer cachexia. 
Many cancer-related concli~ions are responsihlc for the 
clrvclopmen~ of cachexia, but in general i t  is possilde to 
divide them into two main causes o r  reduced n~ltrient 
inlake (or alxorption) and metabolism imbalance. 

The association betwccn cancer malnutrition and 
poor outcome has been known Sor many years. There is 
evidence thal nutritional deplelion cames altera~ion or  
both cellular and hurnoral immune f ~ ~ n c t i o n  and in- 
flammatory response, making pa~ients more susceptible 
to pool- wound healing, increased infectious compli- 
cations, prolonged postoperative ileus and longer hospital 
stay. Therefore, nutrilional evaluation of the cancer 
pa t icn~  has to be done at the lime of the diagnosis in order 
to detect specific nutrient deficits and to identify severely 
mahour-ished patients who are a1 high risk Tor increased 
morbidity and mortality and many benefit horn a 
~u~tr i t ional  support. Nuu-itional statuscan be determined 
by using differen~clinical, anthropometric and laboratory 
parameters, to determine whether a given patient is 
either\vell-nourished or  malnourished. Several Societies 
ofparenteral and enteral nulrition established indications 
and guidelines lor the correct prescription of the peri- 
operative nutri~ional support in surgical patients. These 
guiclelincs may be summarized in a decision-making 
flowchart. 

As a general rule, nutritional support should be 

provided via the enteral routewhenever possible, h r c a ~ ~ s e  
entcr;~l reeding has less complications, is easier to 
administer, less expensive and more physiological than 
TPN. Whatever route o r  regimen has been selected, thc 
daily req~~irements  Sol- calories, proteins, fl~litls, elec- 
trolytes, v i ~ ~ m i n s  and trace elements should be satisfied. 
Caloric requirements can he calculated by using the 
Harris-Benetlic~ formula. The basal energy expcnditure 
is then acljusted by a correction Factor relatcd to the level 
of ac~ivity and the clinical conditions. Prac~ically, the 
caloric requirelnrnt of surgical patients never cxceeds 
23-28 kcal/kg/daywitli the exception ofsrtbjects suffering 
frorn large burns, acute necl-otizing panercati~is, major 
trauma, or  severe sepsis. 

In the last 10 years, the interest orscveral authors 
rnovcd from the silnple calculation ofcaloric and nitrogen 
rcquiremen~ LO the study of new and specific clietaly 
substrates (arginine, glutamine, omega-3 Fattyacids, etc.) 
with  he abilily LO modulate host defense, mechanisms, 
inflammatory response, intestinal barrier function, tissue 
oxygen, nitrogen rne~abolism, ischemia/reperfusion 
injury, etc, which could represent theoretical mechanisms 
for better clinical outcome. Several studies showed 
outstanding metabolic advan~ages of glutamine (CIn) 
supplelnenhtion but few trials addressed the impact of' 
Cln on clinical outcomes of surgical cancer patients. In 
several prospec~ive randonlized trials the administration 
of diets supplemented with dirferent combination of 
immunonutrients showed, with surprising consistency, a 
signilicant improvementoCtht~ host defense ~nechanisms 
and nwdulation of the inflammatory and nvo recent 
met?-analysis suggested that enteral i~rlrnunonu~rition 
given shorty after surgery or trauma signilicantly reduced 
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the rate of i n f e c t i o ~ ~  and the length ol' hospi~alization. 
l':\7c11 more promising resul~s  have been obtainccl by 
anticipating  he aclr~~inistration ol' these immuno- 
e ~ ~ h a n c i n g  diets bel'ore operalion to o b ~ a i n  c l l icacio~~s 
concentt-atior~ ~ P i n i m i ~ n o n ~ r ~ r i e ~ i t s  at the time ofsurgical 
injuty. Pcrioperativc suplemeiitation with immtuio- 
untrients prevented the earlypostoperativecleprcssion of 
the i n ~ n ~ u n e  response. lntraoperativegut nlicroperfusion 
was signilicant higher in the palients receiving the 
supplemen~ccl die1 than  he in cor~trol patienls and the 
higher values oPi~itrami~cosaljeju~i:~l pH o l ~ s e l ~ c d  in the 
supplcrnented g r o u p  suggested that  a n  adequate  
splanclinic blood flow p r o ~ n o ~ e t l  a good tissw osygcn 
tcnsion,clcli~~eryand i~tilimtion. In  aphase I11 prospective, 
r andomi~ed  double-blind trial, with 206 cancer patients 
it was shown that periopcrative ininiunonutrition signifi- 
cantly decreased the rate of' postoperative infections, the 
use ol'at~tibio~ics, and allowed ;I two-clay shorter length 01. 
hospital stay. Moreover, this approach led to a significant 
saving oP health resources used to treal postoperative 
complications. 

Currcn t concepts o n  cancer therapy are frequently 
11asecl o n  rnu l t imoda l i~y  t rea tment  with patients 
undergoing surgcly plus radio- ancl chemotherapy given 
pre-, intra- o r  postopera~ively. It is well known that these 
therapies, especially when provided in an aggressive 
fashion, may induce damages to both the immune system 
xrtd to the gastrointcstin:d tracr, so~nt.times resulting in a 
decrease in food intake and in a subscqucnt, worsening 
ol' the nurritional status. 

Patientssubniitted to major gastrointestinal surgery, 
undergoing adjuvant radiation therapy and chcmo- 
tlielapy, could benefit korn prolonged nutritional s ~ ~ p p o r t  
during adjwant  treatment. 

Clinical Goverance in Surgery -Where have we Got to? 

JC; T C N Z ~ ~ J  

'Clinical Governance is a Pramework in which NHS 
organisationsarc accountable for continuously improving 
the quality of' their services, and  safeguarding high 
standards oPcare by creating an environment in which 
cxcellcncr in (:linical Care will flourish. This is 111c 
cornerstone around which developing h e  new. NHS has 
been guaranteed by governnlent. There  are  three 
fundamentals to this; 

1 .  Setting c l t w  national quality standards. 
2. Ensuring local clclivety through clinical govern- 

ance. 
3. Monitoring that clclivery. 

Thai J Surg Apr. - Jun. 2002 

Assessing quality standards has bccn delegated to 
NICE in England, ancl the Clinical Stantlards Board in 
Scotland 1x11 ccr ta i~~ly  involves close liaison with the 
h/Iedicnl Royal Colleges ancl Faculties. Clinical (;ovcrnance 
leading as i~ shoulcl to lifc long learning :und professional 
self regulation is the tneans by which all fa-111s oSquality 
care should be gwuxntced. Although  lie Clinical 
Standards Board i l l  Scolland docs not monitor c l i~~ica l  
governance, it asscsscs ;und :~ccrcclits Trusts under its 
generic stanclards. These incluclc thosc tissue related LO 

ancl ilnderpinningclinical effectiveness: essential ele~ncnts 
ofclinic;~lgovernance, i.e., impIement;~tion o1'guitlelines 
and clinical a u d i ~  pcrformancc nlanagenicnt. The  "new 
world" should guarantee consistently better clinical 
outcomes, because the major crilicisrn at the present time 
is that there is a significant variat.ioin in performance 
from world class to poor if not sub-standard in the current 
NHSalthough most o~~ganisatio~is;~ncI teamswould especl 
to Fallwithin the miclclleoPsuch awidcvariation, dcliveri~ig 
an  acceptable cl~talily of clinical care. The  aim oP the 
whole Clinical Governance direction of trawl is to ensure 
continuous improvement in the quality of care mvards 
111c a c c e p ~ ~ b l e  ; ~ n d  eventually cxcellencc. Underpining 
all this is a statuto~y rcsponsil~ili~y by a11 NHS Health Care 
dclively system b r  the Trusts o r  based in Priniary Clare oP 
having in place arrangements  for improving and  
monitoring the quality of healthcarc provided. The  new 
culturc is a~tempting to m o w  I r o n  blarnc lo Ixing o n  a 
"learning" basis. This can only be achieved by dc\ eloping 
proper leaderchip ancl b~ eaking don n prorcssional 
barriers. 

Much has heen ;~cliicved already, not only in Surgery 
but in all clinical clisciplil~cs but it is equally true that 
much remains to be clone. Those improvcmcnts, which 
have occurred, tend oncc again to bc\wiablc rather than 
cotisistent and s ~ ~ c l i  variations may even occur within a 
very short distance oreach other in a geographic location. 
At local level the key is the appraisal process hut this itscll 
has prcscnted some diPficulty. 

The  appraisal as envisaged by those at senior man- 
agerial level is in Fact a performance assessment procesb, 
untlernealth which there will have to be a trne appraisal 
process which is non j~~t lgmcnta l ,  proactive and non 
threatening. 

Annual Assessment (Performance Review) 
There should be an  annual performance asscssn~cn t. 

This is an  employer led process Imsed around the 
employees invididi~aljob plan. The  cmployee has his/ 
her own prolessional ancl d rve lopmen~ needs ancl the 
organisa~ion has its service goal. This n~ertingwill  br v c n  

much therefore an objective setting and completion oP 
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ol~jcctivc type mceting. Itwill be carried ollton an annual 
i s  It sho111d not necessarily encompass discussion 
about personal problems. The manager carsying o11t this 
"asscssment" will be rcprcscnting the intcrcst of the 
organisation and career therefore have the interests oC 
the individual as their primary goal. This annual 
assessment\\dl be onc ol'the measurcs which inhsms the 
clinical governmcnce and the results therefore \\.ill be 
built up year on year to go for\varcl to the live year C;kI(: 
rcvaliclation process. 

Annual Ap/nwisal 
The incliviclual specialist him or herself will have 

nccd ol'an annual appraisal type process which will help 
thcir continuing professional clevelop~ncnt. This sho111d 
be non-judgenientnl, supportive and should 1101 involve 
negotiation ;ilrhough it could result in an agreed report. 
This appraisal shoulcl be carried out regularly at least 
yearly, if' not twice yearly and at local Trust Icvcl. There 
may be ciel~ate about who would actually carry out this 
appraisal, 11\11 clearly it should be sornebody who the 
appriasee respects although not necessarily is close to. 

The  third type of meeting is that which would take 
place on the five-year cycle to infbrnl revalidation and 
this, I think is Sor debate in a wider context. 

For all this to take place, appraisees and appraisers 
will need to know what to expect and the latter will have 
to.have unclergonc somc formal training. 

This 'appraisal' niechanisn~s can then be the basis 
for professional regulation and rcvaliclation. Whether 
there is professional self-regulation remains yet to be 
seen, due to the dilfic~~lties which the GhIC has es- 
perienced over the last two years. The key to a11 this 
process will be early diagnosis of tlysfunction leading to 
poor quality 01' care and bad patient outcomes. In this 
context, "the Supporting Doctors Pr,otecting Patients" 
arrangemenls\vill hopefully beaslep in the right direction. 
Finally, the whole basis and rolc for klcclical Directors 
and below them Clinical Directors and the abilityof these 
indivicluals to have real teeth to produce change needs to 
be guaranteed. At national level the development and 
continuance of clear standards of both case in s c n k c  
ternls anel education and training need to be assured. 

Professional behavio~~r  is t rdy the responsibility o l  
the GiVlC, aided by the Medical Royal Colleges. Clinical 
Training is very certainly n role ancl responsibility overall 
carriecl by the GMC but in effect organisecl by the Medical 
Royal (:alleges and Postgraduate Deans. Service delivery 
is to be guaranteed by the ~nechanisnlsoutli~lecl above. At 
all lcvcls lay involvement is now essential LO guarantee 
public assurancc. 

Where d o  the Meclical Royal Colleges fit into this? 

They have a vi~al rolc but they neccl to play Tor this quite 
seriot~sly. The standards required will havc somc specia1t.y 
specilic basis but should be set around the gencric 
fsan~cwork. The Colleges need to come together to 
produce and tlelivcs this Camework, and in so going the 
prolession has the advantage of such a system being 
clcrivccl from organisations which havc a clcgrcc 01' 
psofessional intlcpendcncc. Should the Collegcs and the 
Faculties not be able to achieve this aim, then i t  will he 
College Fellows and mcmbcrswho still are used to derive, 
pcrl'orm ancl monitor this Cramcwork but thcywill not be 
doing that in the name ol'thc Colleges but presumably as 
part of somc wider ancl more centrally controlled 
organisation. 

There will be a change in culture, which is necessary 
to move fi-on1 the blame to a more bl;~nie free, learning 
cnvironmcnt. Wc need to he able to rccognisc that "it is 
not wrong to admit one may have been wrong" anel but to 
have in place an option which allows the individual and 
the service to learn fi-om that situation. 

Surgical Excellence 

Most doctors especially surgeons are keen to sirive 
for the highesl standards of clinical practice. However 
the ever increasing demand for senice work has led to 
tremendol~s pressure on training, and the time neeclecl 
lor surgeons to bring themselves up  to date with the latest 
advances in their specialty. 

ITwe are to maintain surgical excllence and indeed 
take it foi-rvasd, wc need sustained support Trom e \ u y  
i~~diviclud sllrgcon, the Colleges representing those 
professionds and the general public themselves. 

The atlversr publicity that surgeons have recently 
receivctl in Britain and the United States may not be 
a l ~ o g ~ t h e r  a disaster. It may reflect that at last the public 
iswaking up to thc Sxt  that they too must take responsibility 
Sor good susgesy in the l i~ture.  

We, at the College, have been working at every level 
to help trainers and examiners make best usc of the very 
limitccl time that they havc available for improving 
stanclarcls. 

\\'e haw dcvclopccl tcchniqucs for planning training 
events which can be as short as a couple minutes in a h ~ s y  
list but which arc equally valuable in planning a whole 
training event. 

We are also developing new ~echniques to enable 
examiners LO assess competence more efficiently. 

14'e can provicle training in these techniques using 
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short courses which can be set up  to be run by your own 
surgeons in you1 own counuy. 

This talk will give some examples of how these 
systems work. 

Modern  management o f  Colorectal Cancer 

The outcome o r  the treatment orcolorectal cancer 
is still largcly determined by stage at presentation and 
currently there is worltlwidc interest in screening for this 
disease. There is also good evidence that screening c;un 
prcvent colorectal cancer by detecting pre-malignant 
adenomas. There is also considerable interest in primary 
preven~ion using lifc style modification and chemo- 
prevention. For established colorectal cancer, however, 
surgcry remains the only potentially curative Corm of 
treatment and in rectal cancer recen t interest has focused 
on the technique of total mesorectal excision which can 
achieve local recurrence ratcs of less than 10 per cent 
after surgery alone. There is also interest in the local 
excision of early rectal cancer but this is only suitable for 
highly selectcd cases ancl its overall role i's not S ~ ~ l l y  
established. Adjuvant preoperative radiotherapy has 
been shown to further reduce local recurrence rates in 
rectal cancer and may have an  efSect on ultima~e survival. 
The use of adjuvant chemotherapy for D~tke's stage C 
cancer is now well established although its overall effect 
on sunhnl  is rela~ively small. The treatment ofadvanced 
disease has improwd greatly in recent times with safer 
hep;itic resect ions for  liver metastases a n d  the  
development of ne~\~chcnlothc-rapeutic agen ts. Molecular 
based treatment is being actively explored but has yct to 
make an impact. 

Liver Metastases 

I.iver resection for metastatic disease is pre- 
dominantly undertaken Tor patients with colorectal 
metastases. Numerous studies have docunlented  he 
unS:n~rahlc prognosis of untreated colorcctal hepatic 
metastases. Without treatment, 60-75 per cent patients 
are dead at one year and the mortality rate at 3 years is 
almost 100 per cent. Hepatic resection, ifpossible, is the 
treatment of choice For colorect?l metastases and offers 
the only potential for cure. Five-year survival rates range 
hetween 25-50 per cent in most major centres. The 
number of metastases is no  longer considered to be an 

important predictor oS long-term survival. Complete 
cxcision of all t1emons~ral)le tumour with clear ~.csection 
margins has been shown LO beofrnuchgreater importance. 
Segmental based resection allows excision of bilateral o r  
multiple liver metastases that previously might have bcen 
deemed irrcsecuble. Staged hepatic rcscction is another 
technique whereby large volunlcs of liver tissue can be 
resected without inducing hepatic insufficiency. There is 
increasing eviclencc that selected patients who develop 
recurrent hcpatic tunlour following previous resection of 
colorectal liver metastases will benefit from re-resection. 

Surgical resection of hepatic metastases Srom 
neuroendocrine tumors is curative in some cases and is 
usually effective in relieving sysmptoms. Palliative 
debulking or cytor-eductive surgery is often worth while as 
it offers a chance of prolonged sui-vival ancl may cause 
complete or  partial rclicf of incapacitating symptorns 
related to hormone production. 

The role ol'hepatic resection fbr non-colorectal and 
non-neuroendocrine metastases is lesswell dcfinecl, Most 
studics report small n ~ ~ m b e r  of patients and musl be 
regarded as anecdotal. There is little evidence to support 
routine resection of melastases from turnours of the 
oesophagus, stonlach, small intestine, pancreas, breast or  
liver metastases Srom gynaecological organs. However, 
resection ormetastases Trom primav renal cell carcinoma, 
Wilms' turnour and adrenocortical carcinoma is indicated. 

Alterna~ive therapeutic strategies for management 
of liver metastases include interstitial ablative techniques 
such as cryotherapy, radiofrequency ablation or  per- 
cutaneous ethanol injection. 

The majorityofpatientswith liver nletastascs are not 
suitable for resection and chemotherapy offer the only 
hope of palliation. It is not possible to cure pa~ients with 
liver metastases by using chemotherapy but symptoms 
palliation and prolonged survival has bcen reported for 
patients with disseminatccl disease. Chemotherapy may 
be administered systemically o r  regionally by the hepatic 
artery o r  portal vein. Chemotherapey may be given as the 
sole form of treatment in patients with unresectalde 
disease (palliative) o r  may be given prior to resection 
(neo-adjuvan t) or  following resect.ion (acljurran t) . 

Adjuvant Chemotherapy for Colorectal Metastases 

Liver metastases occur in approx 40 per cent of 
patieills with colorectal carcinoma and they are the 
principal cause of death in these patients. Hepatic 
resection isat prescnt the only treatmentoffering potential 
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cure, with long lerm slirvival rates lxing in the order of 
2.5-.50 per cent. Unfhr~lmately, at the present lime only 
10-15 per cent 01' colorectal metastases are considered 
rcsectablc. Acljuvanl chemolherapy atlminis~cretl arter 
resection of colorectal liver metastases to reduce  he risk 
of'recurrence has bee11 assessed in both relrospeclive ant1 
also prospective comparative stutlics. Unlil reccnlly nonc 
have shown signilicanterfecli~~eness. However, two recent 
sludies  sing adjuvant hcpalic artcry inSusion combined 
with systemic chemotherapy a f ~ e r  liver resection hwe  
demons~ra l e t l  signii'icant henefits with i~nprovetl  
~ . e c ~ ~ r r e n c c  Cce sun:ival compared with surgely alone 
and improved overall sunrival. These rcsulls are encou- 
raging ior the Pulure. 

Pre-opcrativc chemotherapy is already used in 
practice in many institutions prior to resection oScolorccta1 
liver metastases although the principal o f the  method is 
1101 yet wlitlatetl by phase I11 clinical s t ~ ~ d y .  It is not 
infrequently acllninistered to patients will1 synchrol~ous 
metastases during thc delay behveen resection of the 
primary lumonr and livcr rescclion [or thc metaslases 
w i ~ h  reduction in h e  size or  ~ h c  me~;istases often being 
obsenrecl. Pre-operative chemolhcrapy has been shown 
in some cases to cause reduction of lumour size thus 
allowing previously unrrsec-table mctast;ws lo l~ecome 
reseclablc. A large prospective r;lndomisetl clinical trial 
examining the eSkctivcness orncoacljuvant chcn~olhcr;ipy 
is currently ~mdenvay. 

Pancreatic Cancer 

Pancreatic cancer is the sixth leading cause ofcancer 
related death. SL~-gical rcscclion offers the only hope of 
long-~erm sw-vival b u ~  111c ;iggrcssive nature of h e  disease 
together with its late presentation results in an extremely 
poor overall prognosis. Only 10 per cent of afrected 
patients are alive 12 monlhs aflcr diagnosis and the 
overall 5-year survival is less than 3 per cent. Reccnl 
progress in the diagnosisand staging of pancreatic cancer 
means  hat only those with a realistic hope orcure need 
undergo laparotomy. Comp~~tccl  Tomography (CT) is 
the most widely used and nos1 u s e r ~ ~ l  modality [or the 
diagnosis and staging or  pancreatic cancer. Despite 
technological advances it cannol, however, delecl snlall 
sub-capsular liver melastases or peritoneal deposits. The 
usefulness of CT in detecting vascular invasion by 
pancreatic cancer varies in the literature and remains 
highly dependant  on palient selection ant1 local 
experience. Such criticism can also be levellecl and newer 

investigalive motlalitics such as Magnetic Resonance 
Imaging (MRI), Endoscopic Lllrasonography (EUS) and 
Intra-Vascular U1tr;lsonography (IVIJS). In recenl years 
intcresl has rocused o n  the usefulness or laparoscopy 
combined with laparoscopic ultrasonography in (he 
staging of patienls with pancreatic cancer. In appro- 
si~natcly one third oS patients  his technique will rcve;il 
local invasion or  occult mc~aslatic lesions not iclcntificd 
by other imaging modalities. 

Surgical excision oSfers (he only chance ofa cure in 
patients with pancreatic cancer. Unfortunately only 
abol~ t  20 percent ofpatients with cancer of thr  pancreatic 
head and less than 3 per cent or (hose w i ~ h  carcinoma oP 
(he body or  tail have lesions that are suitalde [or reseclion. 
The Mihipple operation or  pancreaticocl~~otlcncc~omy is 
thc convcnlior~al curativc procedure for carcinoma 
involving the pancreatic head. This procedl~re has been 
associated with mortlaily rate in cscess of 20 per cent, but 
improvements in patient assessment, perioperalive and 
surgical technique have resulted in mortaliq rates Fdlli~~g 
to less tl1;ln .5 per cent in mosl major centres. 

<:hemotherapyand/or radiotherapyhave been used 
as adjuv;inl Lreatmenl lnodalilies to surgical reseclion 
with inconclusive results and continued to be evaluated 
in clinical trails. 

UnSortlinately the majority of p;uicnts with pan- 
crealic cancer arc no1 candidates for curative resection. 
,Jaundice call be relieved by bilian stenti~lg or  surgical 
bypass procedures. Conlrollcd clinical trials have 
dc~nonstratetl that endoscopic slenling is associaled with 
Pewer early complications bul more late complications 
compared with surgical biliary bypass. For n w s ~  patients 
with pancreatic cancer, the main priority is the palliation 
oP pain and the managemen1 o r  cachexia. The pain ol' 
pancrealic cancer usually requires regular increasing 
doses oropiate therapy. Alternative additional treatments 
include percuuneous coeliac plexus blockade with alcohol 
or  the newer l e chn iq~~e  of ~horacoscopic division of the 
splanchnic nerves. Altenuation of (he severe weighl loss 
and anorexia associated with advanced disease may be 
achievcd usingfish oil derivatives such as cicosapentaenoic 
acid (EPA). 

Encoscopic Management of Pancreatic Pseudocyst 

S Pmpilrranlnns, S Clran,/nnrih~ul, T Rn/unnrhz~-ek 

Background: Pancreatic pseudocyst is a complica- 
tion of' both pancreatitis and pancreatic injun and i t  can 
cause many complications e . S  upper gut obstruction, 
bilian obstruction, severe bleeding, ini'ection and abscess 
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Sorrnation. Successf~~l trcatnlellt is not only surgical or  
percu~aueousclrainage, but nowada)~  n~inim.~ll) invasive 
cncloscopic method is gaining popularity. 

Objective: The aim of this stud) is to e~a lua te  the 
techniques and the results oF endoscopic t l r  ainagc. 

~VZethocls: Betwccn Janumy 1997 ancl Dccembcr 
2000 endoscopic treatment of 5 pseudocyst-patiellts were 
retrospec~ivcly studied. Encloscopic cystogastrostomy 
\ a s  pcrrormed in two cases, one case was complication 
from acutc pancreatitis ancl another From chronic 
pancreatitis. Encloccopic transpapillaq drainage was 
prrf'ormecl in thsce caces, one case was complication 

Prom blunt abdominal injusy, one caw Srom acute 
pancreatitis ancl the third case was inl'ectccl pscuc1oc)at 
wit11 abscess Pwn~ation. 

Reszc1t.s: All of' successf~~l endoscopic procedures 
wcre adequately clrainccl without any mortality. Therc 
was another one case of large pseudocyst that we tried 
cystoduodenostorny but  Failed because of pyloric 
obstruction. 

Concbcsion: Encloscopic trcatment of pancreatic 
pseeuclocysts is highly cfrcctive mcthotl and s;ll'e. It should 
be considered as an alternative o p ~ i o n  before standard 
surgical drainage in sclcctcd pa~icnts. 

NEUROLOGICAL SURGERY 

Tumours of the Lateral Skull Base 

Skull base surgery has emerged in thc last tno 
decades as an imp01 t m l  subspecialty combincling the 
intelests and skills 01 the neurosurpeon, the otola- 
~yngologist, the oph thalmologist, the plastic surgeon and 
the neuroradio-logist. 1.esions hitherlo regarded as 
inaccessible 10 surgcry have yielded to new and ingenious 
approaches ancl to microsurgical ancl navigational 
tcchniq~~es.  Lateral skull basc surgcryinvoI\es the pcuous 
temporal bonc, ancl acljacen t structures, namely the cliws, 
the occipital bone, the upper spine ant1 neck, thc 
inllatcmporal ancl pterygopalatine fossae as well as the 
posterior cranial fossa. Asising in these arcas are a wide 
variety of tumours, some relatively common, some very 
rare. Tumours orneural, vascular, meningeal, glandular, 
osseous and cutaneous origin arc cncoun~erecl. Thi, 
paper will deal with a large sel ies of lateral skull base nntl 
L ~ I  ebellopontine anglc tumouls dealt with by the Skull 
Base team n t  Manchcste~ Royal Inlirmaly since 1977. 
They include in particular vectihular, schw;~nnonlas 
(accouctic ncurornas) and  chemodectomas o r  the 
temporal bonc as well as a wide range of less common 
lcsions many ofwhicb require individually tailored surgery 
and treatment strategies. 

Novel Therapeutic Strategies for Treatment of Posterior 
Fossa Tumors 

V CI'l~nqaurrnich, A' T~SIIU~/IN~, IV! 7'lmi/honglnng, 7' Stwngmlji, 
C V(xrulrzil, 1' k7(~~sRi~-~r~)atnrrtl, A Wo'olzgficlj(~rn.sil~ 

Objectives: T o  study novel therapeutic stralegies 
Sor trcatment of posterior fossa tumors s l~ch  as irumu- 
nogene thcrapy, the role of 11% protein m ~ ~ t a t i o n  in 
astrocytoma. MIB-I Idahcling Index staining rncthocl in 
benign, atypical ancl malignant meningioma tumor 
specin~cnswere used to psedict appropriate multin~oclality 
therapeutic appr~oachcswhen malignant transformations 
occ11r. 

 materials and Methods: One  hundred antl fbrty- 
four posterior fossa tumors patients operated betwcrn 
J u n e  1995-August 1998 wcre rcviewecl fbr syrnptomsfree 
survival and outcome with follow u p  period until 
Sep~ember 2000. Surgical specimens of hcnign astro- 
cytorna were processed antl tissue culturc of recurrent 
glioblastoma cell were perlbrmed. The espt-ession oFFas 
ligancl (FasI,) on the surface of tumor cell has been used 
as a mechanism in which tumor cell by direct contact 
T-cell that harbor Fas on their cell surrace can undergo 
apoptosis. Assessment of'p53 protein mutation by using 
p53 protein n~onoclonal antibody (NCL-p.i3-D07) in 
astrocytoma cumor speci~uins can detected i rnnl~~no- 
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liistoclienlically mutation or allelic loss of thc p33 gelw. 
'r'his monoclonnl antibody recognirecl 110th wild type and 
mutant forms of human p.53 pr otcin under denaturing 
and non-dcnaturingconditior~. High temperaturcanLigen 
unmasking technique may improve staining in some 
cases. 

Sixty nine recurrent meningiomas in thirty one 
paticntswere studicclwith irnmuno histo-chemical staining 
l y  K-67 with the monoclor~al mtibocly MIB-l (14'cst- 
brook. ME) using an avidin biotinylatcd im~nuoo-  
peroxidase and microwave processing procec1u1-e. The 
mean M I R l  I J  (I,aI~eling Index) were compared between 
the first histopathological reatures (T<i~uskal-1~\'allis test) 
at the first operation and  the successive ones. 

R~sults: Malignant gliomas cclls were cultured and 
two novel episonics that can c s p  css the antisense FAST, 
mRSA and the FAS mRNA within eukaryotic cclls were 
used to demonstrate invitro anticancerin~nwnc response. 
1153 Protein nii~tatiou was shown to be present more 
markedly in benign astrocytoma patients that c l r -  
~~~ons tsa tec l  recurrence and malignant 1rans1i)rmation in 
tissue biopsy specimens subrnittcd to antibody staining. 
Atypical meningiom;d showed higher MIB-Labeling 1nclc.x 
0.7-23.2 pel- cent (Mean = 6.4%) and malignant mcnin- 
giorna showed 2.7-37.9 pcr cent (Mean = 25.6%) com- 
paring to benign meningiorna 0.00-7.2 per cent (Mean = 

0.8%).  
Conclzt.rion: Immunogcne therapy ancl assessment 

of p53 protciri mutation constituted novel tlierapeutic 
strategies in treatment of benign and malignant glionia. 
Tunior marker such as MIB-I Labelling Index is a reliable 
tool to monitor malignant change of meningioma  hat 
dictates m~~ltimodality therapy. 

The Turnover Distal Epineurial Sheath Tube for Repair 
of Peripheral Nerve Gaps 

W Srt 7 1 x 7 7 ~  pin@, C (Xaldok)nuip,.tti, S I~I~(rrapo7zgpaihori 

Autologous ncrve grafting is the conventional 
technique for bridging nerve gaps, despite its various 
disadvantages. In this study, the a ~ ~ t h o r s  investigated thc 
eSSccts of the turnover clistal epineurial sheath tube as an 
alternative to nerve grafting for the repair of ncrve gaps, 
by usingsciatic nerw models in 14 rats. The experimental 
modelsare 14 left sciatic nen7es,autologous nerve grafting 
after segrnental scscction, and 14 right sciatic nerves, 
turnover clistal epineurial shcath tube after segrncntal 
~.escction. Then the repaired sciatic nerveswerc lian~ested 
Tor histologic and quantitative histo~norpl~ometr-ic cvalua- 
tion at the 1 1"' week after the operation. In quantitative 

evaluation ol'Sch\\:;~nn cellscolrnt, the diSSerencc~I,ct~\~ee~i 
convenrional nerve gral'r g r o ~ ~ p  and clistal cpine~lrial 
shcath tubegroupw~s not statistic;~lly significant ( 1 ~ 4 . 0 3 ) .  

In conclusion, the turnover clis~al epineurial sheath 
tube provides a suitable conduil I~e~ween  two stumps, 
eliminates donor-site morbidity, reclnccs the operating 
time: conseq~rently, it might be an alternative to ncwc 
grafting lor riel-vc gap repair. 

The Health Outcomes Among Neurosurgical Patients 
During Transitional Period from Hospital to Home 

Objectives: This study aims at evaluating health 
problems among neusosu~.gical paticnts during their 
transit fi-om hospital to honw. 

Patients and ~Methods: The study was conducted 
over a 4 month-pesiod h r n  August to Nove~nher 2000 at 
ne~l-rosurgic:~l~\;a~.d,  Sirimj Hospital, hhhitlol U~~i~ .c~ .s i ty .  
A total of 79 patients were enrolled into the‘ study while 
they were infor-med of tlleir hospital discharge. Hcalth 
outcomes \\,el-c tlescribetl through level ol'consciousncss, 
level oS cognition, level oS independence ancl illness 
complications. Patients' health outcomesncrc measured 
I y  ~~t i l iz ing the obscntation and inter-vicwcheck list at [lie 
hospital discharge day, at the second, and at thc fo~lrtli 
week aftcr liospital discharge. Data were ohtainecl fro111 
reviewing the patients' charts. 

Results: The majority of patienis were male and 
were in their late adulthood (age 41-60 years). There 
were very small r1umbe1-s of patients ~ 1 1 0  SIIOWCC~ Glasgow 
Coma Score (CCS) of lesser than 11. However, it was 
found that at the hospital discliasge day the majority of 
patients \ \ w e  not able to resllme their previous physical 
abilities. Patients also had problems with knowledge and 
~mderstanding in regard to eating, sclS-cleaning and 
elimination. Regarding ilhress complications, itwas Sound 
that at the hospital discharge day, thcre was a v c ~ y  small 
number 01' patirnts who showed illness complications 
such as rcspiraroiy tract inkction, uri11ai-y tract inkction, 
Sirst dcgrcc pressure ulcer, and stiffness ol' ,joints. 
Neverthclcss, thcre was increased in number 01' patients 
who had developed illness con~plic;~tions in second and 
foud1weekaSter hospital discharge. Additionally, stiffness 
of joints and sl~rgical wound infeetion seemed to he 
prominent aStcr the patients left the hospital. 

Conclusion: The results of this study revealed that 
neurosul-gical patients need rare during t h e i ~  trar~sitior~al 
period fi'oni hospital to hoinc: The provision ofextcnclecl 
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care Trom neurgosurgical nurses therelore should be 
taken into consicleration. 

Carotid Endarterectomy in Symptomatic Carotic Artery 
Stenosis: Siriraj Experience 

Kinc carotid cnclartercctomics 1i;tve heen carriCcl 
out in vascular surgery unit, Siriraj Hospital S~I ICC.J ; \ I~LI~IIY,  
1999. All patients had multiple c,pisodes of tr;insicnt 
isclirrnic attacks or  minor stroke wilh (:T brain dcmons- 
trating eviclcnce of cerel~ral ink~rctions. Carotid duplex 
scan~vas~rsccl as the first stcpofassessn~en~ ol'cxtract-anid 
carotid arteries. Carotid arteriography was finally 
pcrfol-med prcoperatively in all patients confirtningscvew 
clcgree ofstenosis at ipsilateral proximal part ol'internal 
carolid ;~rtcrics. The patients were also asscsscd by 
neurologists, carcliologists and a~~acsthct is ts  for the 
agreement of indicationsand Glness Sorsurgery. Inlernal 
shunt in carotid artel?/ was routinely used to preserve 
cerebral circulation cluring the proccclurtx Saphenous 
vein patch was usecl Tor closure of artcriotorny to avoid 
latc stricture at enclartcrectomy site. TllerC was no  intra- 
opcrativc complications. Eiglil patient had imn~ecliatc 
good consciousncss at recovery room and all ol'thcm had 
no subsequent ncuroIogical clcficil. One patient with 
scvese bilateral carotid stenosis ~~ntler\.vent lcft carotid 
cntlartercctomy, the symptomatic side. He Itacl rctnained 
well with active mobility Tor seven days bc:fore he  died 
from cerebral hacmorrliage ibllowing severe hypcr- 
tension. 

Carotid enclartcrcclomy is bcnefitial for patictlts 
with ischaemic stroke clue to sevesc internal carotid artery 
stcnosis. The procedure can be carried out s;~Ccly in 
cxpcricncecl surgical team. However intensive post- 
o p c r a h e  monitoring is neccssaly in particular severe 
Idateral carotid artery stcnosis. 

From Self-Retaining Brain Retractor Toward 3-points 
Mayfield's Headrest: What We Can Do in Thailand 

A4 \\~on,qs~rlczcwct7r, S Nu ~ ~ l n - A r w  

Objective: 'To point out and stre\\ t l~r  ability of 
making delicate surgical instruments in Tha i l a~~d .  

Materials and Methods: Stainlesc creel of ~ncdical 
grade was used together with alloy used in heavy industly. 
Papcr clrnft u7a\ digitally procc\\ed ustng CAl)/('U-\hI 
progt am\. Insu utncnts were lestccl unclcl real ~ i t ~ ~ a t i o n \  

in ncut~osurgical operations. 
Results: Mter presenting selS-retailling brain and 

was ;~\v;~rclccl (ICS inventor ;~\varcl and h3inistl-y of Public 
Hc~dth w a r d )  last );c;~r. This year we will present the 
aldity to c l c ~ ~ l o p  man); neurosurgic;d ins~t-utncnts for 
our own purposes inclucling instrumrnts with complex 
and delicate structures like %points Mayfield's headrest. 
Others arc neul-os~~rgical i~~s t rumcnts  such as ha~iclrcst, 
high speed saw, high speccl bnrr, (;ardner It\'eil's skull 
traction, and microdissectors that haw lxcn  clcvclopecl 
as well. All instrunlcnts served \\.ell, cspc,cially their 
cheaper costs when compared to ilnporrccl and can he 
~xmonalizccl Sor inclividual surgeons. Some ins~ru~nents  
we developccl were created by ~tsing high techniques and 
equipn~cnts in engineering such as lathe by CNC, casting 
in a tnould to achieve thc prototype first and then 
redefined 117 (XC.  

Cor~chrsion: From now on,  we do  strongly believe 
that most surgical instruments usccl nowadays can hc 
maclc in our own col~ntty hy a close collaboration between 
cloctors and engineers and with th? help oT meclic;d and 
enginrer technology. Our f i~ t~u-e  hope is to make im- 
plantecl clcvicessuch asccl-vical plate, titaniu~n implanted 
device, etc. We hope that our  works will initiate others to 
put their great efi'ort ill crc~atinge)fne~vililto~~ativc surgical 
instruments lor their own purposes. 

Implementation of Clinical Practice Guideline (CPG) 
for Minor Head Injury at Songklanagarind Hospital: 
Preliminary Result 

S Rnlomb,? 

Objective: To cwduale the inlpact oCCI'G lhr minor 
head injury clcfining appropt,iatcness ofcare and ourcomc 
of' patients. 

Design: Prospec~ivc stucly 
Setti~g: Emergency Department at a University 

Hospital. 
Patients: Five hundred and threc minor head injuly 

patients who wcre treated at Songk1:magar~incl Hospital 
during Novemlxr 1999-April 2000. 

Methods: Inrrocluction of the CPG byclisse~nination 
oSSull printed CPG and 'academic detailing'. All meclical 
records of injurccl paticnts were revicwccl and high risk 
proceclurc, when identified, were fecl hack indiviclually in 
daily basis. Glasgow Outcome Scale (GOS) was measured 
at 6 ~non ths  after injury. 

Results: All paticnts l ~ a d  good recoveql. N o  case of' 
'Talkand (:oma'was found. Fouroi~t  ofeigIilintrac~.anial 
abnormalities shown by (:T scan wcrc operaled Sor clot 
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evacuation. Stiff neck examinations were gradually 
dcclinecl during this stucly. Utilization I-cview oC(:T scan 
was perf'ormed and found to be nnnccessary in only 0.4 
percent. Alldischarged patienuatemergencytlepartnient 
wcre educated regardilig their injuries and neurological 
observation at home. 

Conclusion: Implementation ofCPG incrcasccl the 
appropriateness of' care for minor 11ead in ju~y patier~ts. 

Rationale of Functional Brain Mapping and Early Ex- 
perience o f  Intraoperative Electrical Stimulation 
Technique 

Objective: Surgery of lesion at the eloqi~ent areas 
of ' t l~c lx ain, such as the scnsori-motor cortcx, Rroca area, 
\Yernickels arcs and around thei~. subcorticid fiber, has 
significant risk of ne~~rological deficit. Using anatomical 
landmarks alone is unleliabtc. For maximal resection 
with minimal neurological deficit, S~unctional brain 
mapping either intraoperatively o r  extraoperatively is 
indicated. 

Methods: Bipola~ electrical stimulation wa4 applied 
to cerebral cortex and subcortical area. Motor area was 
identified by electrical evoked motor recponse. Scnsoly 
area w,ls identified by clectrical evoked paresthesia. 
Broca's area was identified by electrical evoked counting 
arrest and the Myernicke'sareawas identilied by  electrical 
cvoked naming arrest. For motor function mapping, the 
patient was operated under either asleep o r  awake 
craniotomy. For sensoryand language f~~nct ions  mapping, 
the patient was opcratcd under awake craniotomy only. 
The  technique is also applicable to map the superior 
colliculus, facial colliculus, v a p l  trigone, hypoglossal 
trigone and spinal corticospinal tract. 

Results: Intraoperaiivc. electrical stimulation is 
more prefer than other functional mapping techniques 
such as, f'unctional-MRI, PET, ME(;, SSEP, transcranial 
magnetic stirnulation and chronic subdural electrode, 
because 1) i t  is the only single technique that can map 
aubcortical fiber and brainstern motor nuc1c.i. 3) Besides 
chronic subdural electrode, i t  is the single technique that 
can map language area and sensorimotor h o n ~ ~ ~ n c u l u s .  
4) It is ~i&tirnc antl dose not have problem [ram brain 
shifting. 5) I t  is the moslaccurate and cheapest technique. 

Our  early experience rrom September 2000 to May 
2001 shows the followings. 1) Though i t  is possible to 
map motor area under asleep cl-anio~omy, i t  is better to 
d o  while the patient is awake. Very minute motion is 
detectable and detail hornuncul~~s mapping is possible 

under awake craniotomy only. 2) The sensori-motor 
cortex has some s~ r~a l l  nonfuuc~ioning blanks that can be 
safely operatccl through. Some functioning areas of the 
motor cortcx, such as thc Sace area and trunk area can 
also be operated through without permanent delicit. 
3)  Wernicke'sand Rroca arcas is randomly located around 
die Sylr~ai~i'sfiss~~re\vitl~o~~treliable anatomical 1;udmarks. 
The pattern is different f'l-om clcscription in classic 
anatomical texts. 4) Subcortical Iibcr stimulation is more 
difficult than cortical stimt~lation, especially  lider era sleep 
condition. 5 )  F~~nct ioning area usually i b  on the nlidgyrus. 

Fnnctioning area within the sulcus is never fbuncl. 6 )  
Most adult patients to1er;ited and cooperated the awake 
cranioton~y well but shivering is ;I frequent problem 
though under  temperature control. 7) Aggressive 
s~pra to ta l  (tumor t surrounding nonftmc-tional brain) 
removal was attelnpted for glio~na antl total removal for 
other lesions. So Far, 12 cases were operated ( 3  cases 
under ;~slccp craniotomy and 9 caws under awake 
craniotoniy). Supr;~tot;~l I-emoval WIS done in 3 cases, 
total removal in 7 cases and subtotal removd in 2 cases. 
The reasons for subtot;il remowt\verc failurc to niap the 
internal capsule 1111dcr asleep condition in onc case 
(thdlamic glioma) and intraoper-ative hemiplegia ter- 
minatcd the operation in another ca\e (insular glioma). 
Transient ncurologic,d deficit with l1111 recovery was 
frequently seen. There was one permanent monoplegia 
caused by in ju~y to the lentriculo-striate arteries during 
~cmoval  a glioma invading the basal ganglia. 8) Intra- 
operatiw elci trical evokcd wimre  was possible but it was 
~mcommonly scen. It happel~cd once as a lira1 seimre 
causcd b~ stimulation on the motor cortex 9) Internal 
capsde is the most challenging part. For maximal safety, 
the patient should be TLIII conscious and the surgeon 
proceeds slowly by alternative stimulation before each 
millimeter resection. 10) Optic radiation has never been 
successfi~lly n~appecl. Thus, quardrantanopsia occurred 
in some cases but i t  caused no  significant problen~ to the 
patient life. 

Conclusion: Brain mapping maximizes resection 
of the lesion and rnininlizes ncnrological deficit. 

Survival and Survival Predictors of Meduloblastoma 
Patients in Southern Thailand 

B Sripairojltul 

Objective: To h c l  out the s~~l-vival and survival 
predictors of medulloblastoma patients in Songkana- 
garind hospital. 

Design: Retrospective study 
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Patimiis: Forty n~ed~~llohlastoma pa t ie~ l t s~ \~ l~o\ \ ic~ . r  
trcatccl at Songklanagarind Hospital cluring 1989-2000. 

Method: The tumor registry form was review to 
iden~itjl mctl~~lloblastorna patients. All medical rccords 
of h~Ictlullol~l;~storna patients werc rcviewecl. Cox 
regression method was usccl to find the sun~ival anel 
su~-vival predictors of the palients. 

Results: Fifty per cent susvival of the patients was 
about 24 months. Agc 11ndc1- 3 years old h;id 50 per cent 
su~vival at .3 montl~s. Ry contrasl, age older than 3 years 
had 50 pes WIIL sw-vival at 58 months. Tlle patients w11o 
had post-operativc co~nplication had 50 per cent survival 
only 3 months. By contrast, the patients nithout pbst- 
operative complication had 50 perccnt s11niival77 months. 
(:ox rcy-ession sliowage and post-operative cosnplication 
are survival predictors. 

Conclusion: Crude 50 pcr cent su~iival oSl\lcdullo- 
bastoma is about 24 months. 4gc  and post-operative 
complication arc str~-vival predic~ors of the paticnts. 

The Profiles of Thai Neurosurgical Patients Admitted at 
Siriraj Hospital 

N i.i>~g~)~~rr.ilcllnrorn, ( J  Keawknh, P ~ \ / l ~ k d ( ~ / ~ r ~ i u t ~ / ,  S Plo#in, 
I' I)oklrom, A F I o ~ ~ s ~ u I  

Objectives: This study aimsat describing the profile 
ofneuros~~rgical patien ts admitted to ncusosurgical ward, 
Siriraj Hosptial, Mahiclol University. 

PatinlsaildMethocZs: Sample ol'this stucl~~inclutled 
patients admitted to ne~~rosurgical ward, Siriraj Hospital 
Smm 1997 to 1999. I h t a  were obtained from reviewing 
thc patients' c11ar.t~. 

Results: T o ~ d  patients were 1,436 with age from 1 
month to 96 y ~ ~ r s  (X=40.96 ycars, SII = 22.12 years). 
About 52 per cents of paticnts were male and 48 per cents 
were fernale. Types of brain diseases that most Srequency 
found among male palients were brain tumor (30.9%), 
inti-acrrcbral hemorrhage (22.9%) and vascular malror- 
mation (1 6.4%O. While the types of brain diseases among 
female were brain tumor (38.2%) ,vascualr malformation 
(19.4%) and intracesebral hemorrhage (18.4%). HaIfoS 
thc patients hat1 to br  hospitalized more than 5 days 
hefore tl~ey ol>tainecl their surgeries. Over 40 per cents or  
paticnts werc hospitalized Sor more than 21 clays. Within 
this number, 4.7 per cents stayed in the hospital longer 
than 100 clays (with the maximum d;ys of281 ). Patients 
who st~lf'ered from brain tumor sho\ved longer hosptial 

stay than patients with other braill diseases. Male and 
female paticnts showed similar mortality rate o r  12.7 per 
cents and 12.2 per cents respectively. Intracerebral 

Ilcrnorrhage WIS found to hc the most leading causc or  
d e a h  among all ;~clmitted patients. 

Conclitsion: T l ~ c  ~ t su l t s  of this sludy ii~clicate that 
brain tumor is the major cause of brain diseascs among 
Thai patients, while intraccrebral hemorrhage is the 
diseases that lead LO the cause of clcath among them. I t  

is therefore rccommtwdecl thal these two significant 
brain discasesshould be prevented. The length o fhosp i~d  
stay among these patients was relatively long. Thus, thc 
clrorts to ~.educc the length ol' hospital stay sho~~lcl  bc 
A w n  into sc~ious  considcra~ion. 

Hemi-contralateral C7 Transfer to Median Nerve in the 
Treatment of Root Avulsion Brachial Plexus Injury 

Objective: Thc purpose of this study is to present 
the outcomcs o r  new surgical procrd~n-e of using liemi- 
contralateral C7 transfer to the median ncnie to restore 
hand S~~ncl ion in paticnts with root avulsion brachial 
plexus injury. 

Materials and Methods: This study was carried out 
as prospective study during July 1993 toJuly 1999 in 1 1  1 
patients with coniplrte lxtchial plvxl~s root avulsion who 
unclc~wcntcontralatclal C:7 ner-\~c root transI'cr to median 
nerve (via avascularizcd pedicle interposition ulnar nesve 
graft) to rcstore hand function. Thc  indication for this 
pwcedurc wa, total root a~ulsion hrachial plexus injury 
diagnosedwith preopera~ivc myelography andconfirmed 
at surgt.17. The I~c~ni-cont~-al~~tel.al  C'i transrer was a 1x11 t 
ofnerve transfer proccd~n-es in patients who also required 
spinal axillary to rnusculocutaneous and phrenic nerve 
tranders to restore clbow ant1 shoulder rt~nction. Hcmi- 
contraIatclal(:'i newe transferwasperfo~ mccl asa prima~y 
proced~~l-e  (at [he same time or within 2 weeks of ~ h c  
other nesvc transfer procedures to rcstore shoulder and 
elbow functions) in 62 patients and as a secondary 
proccclurc in additional 49 patients. Twenty-one or the 
62 pa~ients in the primary group had sufficient Sollow-up 
(at least 3 years) to assess the motor and sensory recovery 
in the median nenre. The adverse effects ofthe opcration 
were also analymd in all I l l  patients. 

Results: Six oS 21 palients (28.6%) obvained PI?, 
and 4 (1'3%) had M2 recovery oS the wrist and finger 
flexors. Ten patients (47.6%) had S3 and 7 (33.3%) had 
S2 recovery in the median newe area. The rate of 
advancing Tincl's sign was clinically significant between 
those achier ing bI3 Sunct~on and thc r c ~ n a ~ n i n g  patients. 
Pa~ientsagecl18 and youngel had the best motor recover?. 
No correlation was found between the time of surgesy 
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d l c r   he inilia1 illjury, medical co~norbidities, and the 
clinical outcomes. Thcrewere 108 of 1 1 1 paticnts(F)7.3%) 
experienced temporary paresthcsias in the median nerve 
area postoperatively which rcsolvetl by an ;i\leragc oS 2.8 
nionths al'ter proceclurc. Three patienis (2.7%) had 
moior weakness of the dono r  limb; this resolved 
completely in 2 antl lest a niiltl tlekicit in wrist estcnsion 
in one patic,nt (0.9%). 

Cotlclusion: Hemi-contralateral C7 tri~nsfer lo 
median nervc provides a wlaiively low success rate and 
sonic risksof'clown grading the donor limb ri~nction. This 
procedure sho~~lcl  be carcCully consitlcrcd beSor,c its use 
o\.c~- an alternalive procedure \\it11 less morbidity. The 
indications, seleciion o r  patients and iechniques for the 
procedure need to become better defined ill the future. 

Problems and Needs Among Family Caregivers of 
Neurosurgical Patients. 

S I?oj~nnuorrg, 7' ~ n l n ~ t r ~ o r r ~ ~ n ! ,  Lv A ?rgp~~rrl l( /~cc~ot?r, 

l\r Be/rc~pi / ra ,  l; Kea7o/u~b, S P1oj/1inj P I ' r t r I ~ ~ o ~ ~ e  

Objectives: Thc ~ L I I  pow of' this sl~idy i \  LO esplorc 
prol)lcrn\ and ~lcecl\ 'unong fCinmily caregnel s of ncul o- 
surgicd patients , ~ t  lhe hospital d~sch;irge phase. 

MaterialandMethods: The stucl) was conducted ai  
neurosurgical ward, Siriraj Hospital, iLIahido1 University. 

Forty family caregivers oS nellrosurgical patients were 
invited to participa~e in the stl~dy. Data were collcctetl by 
inte~viewing the participants at chc hospital discharge 
clay abo~i t  their problemsand needs in givingcare ortheir 
neurosurgical pa~ieots. In order lo obtain addi~ional 
Fanlily caregivers' problemsat holne, telepho~ie inten lle\vs ' 

\ \ w e  also co~lc l~~cred  after the hospital dischargc day. 
Results: The uiajority oSSamily mregivcrs were thc 

age 01'21-40 years. Most of ihenl were patienis' <laughters, 
were educatcd to the clc.mentaly level and had low 
socioeconomic slatus. Fanlily caregiwrs expresscd thcir 
colicerns and worries in accordance w i ~ h  the patients' 
healih status especially among thc one whose paiicnis' 
consciousncssorcognition were inipaired. This indicaietl 
that they needed to be provided will1 inlhrmation a l~out  
financial assistant resources, health care assistantresources 
antl essential care giving skills. Assuring ol' patienis 
prognosis was also identified as one  major need.  
InSormation lrom ~elcphone i n t e n k v  indicated that 
family caregiver experienced more plublemsin providing 
patient care and nccded more information and en~otional 
support Srom neurosurgical nurses. 

Conclusion: TJle results oP  his stucly I-evealetl t h a ~  
ncurosiirgical nurses can help Samili~ating family 
caregivers 01' neurosurgical p d e n t s  by providing them 
with esseniial information as well as them an emotional 
support. 

LAPAROSCOPIC SURGERY 

Preliminary Results of Laparoscopic Total Mesorectal 
Excision and Colonic J-Pouch Reconstruction in Rectal 
Cancer 

M K W  Ti, CC (21 11?1,q, WWC' Tsmy 

Aim: Our objective was to assess the technical 
Feasibiliiy, safety and results of pcrforrning total meso- 
rectal excision (TME), which is now the wiclely accepted 
operation of choice in low antl mid-rectal cancers, in [he 
laparoscupic fashion. 

Methods: Fro111 March 1999 onwards, all patients 
with low or  mid-rectal cancers who were admitted into 

our unit were s ~ ~ b j e c ~ e d  to laparoscopic ThlK (LTME) 
with a ccwering loop ileosiorny. Esclusion criteria included 
(1) clinical o r  radiological evidence ofdistant metastasis; 
(2) locally advanced clisease asevident by clinical perirectal 
Lilmollr fixation or  adjacent organ involvement on CAT 
scan. The ileostorny would be closed at around 12 weeks 
after thc surgeryand after the integritvorthc anastomosis 
has been conlirlned by a barium enema study. All 
patienls were Pollowed at 3,6,12,18 and 24 months after 
the ileo-stomy closure to asscess thcir bowel function and 
any evidence of recurrence. 

Reszclts: Twenty-one conseh~ ive  pa tien ts wcre s ~ ~ b -  






