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Welcome Message from
Symposium Director & 
Presidents of the Societies

Dear Colleagues,

On behalf of the Organizing Committee, we are pleased to invite you to the International Endolaparoscopic
Surgery Symposium and the Joint Annual Scientific Meeting of the Hong Kong Society for Coloproctology
and Hong Kong Society of Minimal Access Surgery, which will be held in the new Minimal Access
Surgery Training Centre (MASTC) of Pamela Youde Nethersole Eastern Hospital, Hong Kong on 6-
8th December 2007.

It is our greatest pleasure to have among us the most distinguished and eminent faculty across the
continents as well as local experts, delivering authorative lectures and state-of-the-art demonstration
of endolaparoscopic skills. The Scientific Committee has ensured a wide and balanced coverage of
various topics of interest in the Symposium.

This Inaugural Symposium of the new Minimal Access Surgery Training Centre of Pamela Youde
Nethersole Eastern Hospital opens a new chapter in the life of the Training Centre by injecting the
most advanced element - EndoLap Training facilities. The favourable and state-of-the-art training
environment and facilities therein enable international symposium and training workshops to be
conducted.

The Joint Annual Scientific Meeting of the Hong Kong Society for Coloproctology and Hong Kong
Society of Minimal Access Surgery brings us stimulating lectures by international speakers and fruitful
sharing of experience among members of the Societies.

We look forward to welcoming you to this landmark event which will bring together surgeons for
an eclectic experience of surgery, and coupled with the opportunity to witness the renaissance of
the Minimal Access Surgery Training Centre of Pamela Youde Nethersole Eastern Hospital.

Yours sincerely,

Michael LI
Symposium Director
cum MASTC Director,
Pamela Youde Nethersole
Eastern Hospital

Chi-chiu CHUNG
President,
Hong Kong Society for
Coloproctology

Wing-tai SIU
President,
Hong Kong Society of
Minimal Access Surgery
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Abstract
The future of MAS:
Endo-Laparoscopic Approach
Mr Michael Li,
Director of MASTC, Chief of Service, Consultant Surgeon,
Dept of Surgery, Pamela Youde Nethersole Eastern Hospital, HKSAR

Improvement in anaesthetic and intensive care support, better pre-operative planning with
improved radiological imaging, intervention radiology as adjunct, etc. All these contributed
to recent advances in surgical care. But the most important breakthrough perhaps is the
blooming of minimal invasive surgery. Along the line of minimal invasive procedures, there
are two stream of development: endoluminal and laparoscopic surgery.

Endoluminal or endoscopic procedures has replaced open surgery in various aspects.
Examples are ample. In managing gastrointestinal bleeding, endoscopic procedures like
adrenaline injection, electrocoagulation, argon plasma coagulation and clipping make
open surgery a remote possibility only for the difficult cases1. In the old days, small bowel
was considered a no man's land except open surgery. With advances in technology and
instrumentation, we now have balloon enteroscopy which is capable to manage small
bowel bleeding endoscopically2. The development of endoscopic retrograde
cholangiopancreatography (ERCP) has, of course revolutionalised the management of
cholangitis and ductal stones. Pioneer by the Japanese, endoscopic mucosal resection
(EMR) and endoscopic submucosal dissection (ESD)3 are becoming one of the standard
options in treating early gastric cancer (EGC). In the territory of colorectal surgery, snare
polypectomy plays a vital role in preventing cancer. But it can be technically difficult and
dangerous in case of sessile, wide base or flat lesion. With their success in upper GI surgery,
the technique of EMR and ESD has recently applied to colon lesion with success4. In fact,
their counter-part in rectal surgery, transanal endoscopic microsurgery (TEM)5 has been
developing for more than 15 years.

In parallel with endoscopic surgery is the rapid evolution of laparoscopic surgery. Since
the first laparoscopic cholecystectomy performed in 80's, there has been an exponential
development of laparoscopic surgery in almost every surgical sub-specialty. For example
laparoscopic colectomy has been proven to have short- term benefit over conventional
surgery with a faster recovery, early discharge and return to work. But most importantly,
the long term oncological result was not jeopardized, if not better6. More complex procedures
are now feasible for laparoscopic approach in specialized centre. They include, for example,
laparoscopic gastrectomy, total mesorectal excision7,8 and Wipple's operation9. Besides
elective procedures, laparoscopic surgery has been applied extensively in emergency surgery.
Laparoscopic appendicetomy, repair of perforated peptic ulcer10 and laparoscopic
cholecystectomy for acute cholecystitis has become the standard nowadays and has been
practiced by general surgeons worldwide.

Despite the advances and maturation in technique, every approach has its limitation
inevitably. For large and circumferential lesion, endoscopic approach may not be appropriate.
Without tactile sensation, small lesion not involving the serosal side of luminal organ cannot
be adequately assessed by laparoscopic approach. Because of all these, a concept of
combining endoscopic and laparoscopic surgery has emerged in recent years and was
known as Endo-Laparoscopic approach. Examples include the accurate localization of small
colonic lesion by intra-operative colonoscopy during laparoscopic colectomy11,12,13, Intra-
operative localization of stomach GIST for precise laparoscopic wedge resection14, On table
assessment of luminal tightness in laparoscopic banding and fundoplication, laparoscopic
assisted endoscopic resection of sessile colonic lesion, On table choledocoscopy during
laparoscopic exploration of common bile duct (lap ECBD), endoscopic billary bypass
combined with laparoscopic gastric bypass in treating inoperable pancreatic cancer15, etc.
Just to name a few. In the presenting videos, the following operation will be demonstrated:

1. Laparoscopic assisted endoluminal resection of stomach lesion
2. Laparoscopic assisted endoluminal resection of flat colonic lesion
3. On-table choledocoscopy in laparoscopic ECBD

They illustrate how a complex procedure can be performed precisely in a minimal invasive
manner, with combine endoluminal and laparoscopic approach in the modern operating
theatre: Endo-LapOR16,17.

Reference:
1. Savides TJ. Jensen DM. Therapeutic endoscopy for nonvariceal gastrointestinal bleeding. Gastroenterology Clinics of North America.

29(2):465-87, vii, 2000 Jun.
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possibilities. Surgical Endoscopy. 20(8):1179-92, 2006 Aug.
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Abstract
Natural Orifice Transluminal Endoscopic
(NOTES)
J. Marescaux, S. Perretta, B. Dallemagne
IRCAD-EITS Institute, University Hospital Strasbourg, France

Once in a few decades in science or medicine, an idea emerges that is so powerful that
it changes forever  how we think about that field. Natural Orifices Translumenal Endoscopic
Surgery (NOTES) has the potential to break the physical barrier between bodily trauma
and surgery. The justifications of this technique include the reduction or absence of
postoperative pain, ease of access to certain organs, the absence of trauma to the abdominal
wall and ideal cosmetic results. From the first description by Kalloo et al in 2004, research
mainly focused on finding the best access to the peritoneal cavity, with the caveat of an
absolute need for a perfect closure of the entry point. Since 2004 many abdominal
procedures that use a NOTES approach have been performed in animal models. Several
authors have already described cholecystectomy, hysterectomy, splenectomy, nephrectomy,
pancreatectomy and other procedures performed through the stomach, the vagina, the
urinary bladder and/or the rectum although the transgastric route has been the most
commonly used in experimental research setting.

Here we report on how our research experience led us to the first two human transvaginal
cholecystectomies. Cholecystectomy has always been the trendsetter for changes in surgery.
In IRCAD-EITS, development of cholecystectomy is part of a research program on NOTES
that includes technological partners, instrument manufactures and computer scientists.
Conventional flexible endoscopes and instruments are developed on inanimate models
and pigs.The transgastric and the transvaginal routes were both evaluated in terms of
ease of access to the peritoneal cavity, ability to obtain a good exposure of the gallbladder
and efficient manipulation of the flexible endoscopic instruments. Clips and cardiac septal
occluder were evaluated for the closure of the gastrotomy. Closure of the transvaginal
access however is not an issue and this route has been in use for years by gynaecologists.
In parallel with this work, computer scientists have developped new computer assisted
systems for NOTES, such as an automated 3D shape view of the endoscope inside the
patient and an automatic control of the endoscope tip synchronised with respiratory
movements (currently in a preclinical evaluation phase).

Between 2005 and 2007, over 250 procedures were performed on and living models.
Although the transgastric access seemed initially the most reasonable, the method of
gastrotomy closure most applicable to clinical practice is still an issue. The transvaginal

route, despite its inherent limitations, was therefore the model that we choose for the
first human NOTES cholecystectomy. This access has the advantages of a direct vision of
the gallbladder, ease of manipulation of the conventional instruments and an established
method for closure of the entry point. The operation was performed by a multidisciplinary
team, which included a gastroenterologist and a gynaecologist. All the principles of
cholecystectomy were strictly respected. The quality of the operative view obtained with
the endoscope was excellent. At no stage of the procedure there was a need of laparoscopic
assistance. No intraoperative complications occurred. The advantages of laparoscopy,
namely minimal postoperative pain and abdominal scarring appeared to be enhanced by
this approach. Both patients had no post-operative pain, "no scar" and were discharged
on the second postoperative day.

NOTES cholecystectomy in humans is both feasible and safe. Both transvaginal and
transgastric cholecystectomy have recently been transposed to clinical application attracting
an explosion of interest. The interest in this new field was confirmed by a survey conducted
among the 3000 surgeons who are trained every year at the IRCAD-EITS. When asked
whether they would have liked to be trained in NOTES over 80% percent of the surgeons
declared their interest. Obviously they anticipate that this emerging field will become a
real and valid alternative to laparoscopy on the next four years. Although fascinating this
new endosurgical approach still poses some technical challenges. Today constraints on
visual feedback and dexterity may limit the scope of NOTES procedures. Further research
and developments are required to satisfy all the needs of this approach.

The future of natural orifice surgery lies in the application of computer and  robotic
technologies with the vision of a fully autonomous endoscopic platform, optimal visual
feedback and full computer assisted motion of endoscopic instruments. The next generation
of NOTES operations will probably utilize surgical tools capable of entering the human
body through natural orifices and then configuring themselves into complex kinematic
structures at the specific site of intervention.  Until this technology will definitely complete
its translation from fiction to science, the success of NOTES will depend on the application
of broad-scope teaching and in-depth surgical and endoscopic training. This coupled with
the awareness of the ethical and social implications that every "revolution" implies will
be indispensable to the performance of NOTES in a safe and responsible manner.  To this
end the European Society for Translumenal Surgery, EATS was created in Strasbourg in
December 2006. The aim of the Society is to gather minds and skills to collaborate in
providing recommendations, support and guidance to this new surgical era. With more
than 1000 active members in less then a year, EATS exponential growth testifies the
enormous interest in this field from borth the surgical and endoscopic community.
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Abstract
Combined Laparoscopic- CO2 Endoscopic
Approach to the removal of difficult
benign polyps of the colon
Jeffrey Milsom MD
Chief of Colon and Rectal Surgery
Weill Medical College/Cornell University
New York Presbyterian Hospital
New York, New York USA

Benign-appearing colonic polyps may require formal bowel resection if polypectomy cannot

be performed by conventional endoscopic techniques.  However, intraluminal management

 of these difficult polyps may still be possible using a combined laparoscopic and endoscopic

approach.  Intraoperative colonoscopy using CO2 rather than room air for insufflation

avoids significant bowel distension.  This property allows for its simultaneous use during

laparoscopic procedures.  Simultaneous laparoscopy and CO2 colonoscopy allows for intra-

 and extra-luminal manipulation of the bowel wall and may be used to facilitate polyp

removal as an alternative to formal bowel resection.

In our unit between 2004-07, 35 patients were evaluated for a laparoscopic-assisted CO2

colonoscopic polypectomy.  Data has been gathered prospectively.  Of all patients evaluated,

70% underwent successful lap-assisted CO2 colonoscopic polyp removal.  Of the 13 pts

who underwent formal bowel resections, reasons included suspicion for cancer in 7 pts

and technical difficulty in 6 pts, even with laparoscopic manipulation of the bowel. Pathology

on combined procedure pts demonstrated possible adenocarcinoma in 1 pt, who remains

disease free at 2 years without formal bowel resection.

Of the pts who underwent successful polypectomy, all required laparoscopic manipulation

to successfully remove the polyp.  Polyps were mainly located in the cecum, ascending,

and sigmoid colon.  In 10 pts (42%) seromuscular sutures were placed to repair injury to

the colonic wall during polyp removal.  In 4 pts the polyp was removed by laparoscopic

cecectomy using an Endoscopic stapler.  Mean OR time was 145 min and mean LOS was

1.7 days (compared to resection pts with OR time of 162 min and LOS 4.3 days).

Complications included a serosal tear of the sigmoid during passage of the colonoscope

in 1 pt.  In all combined cases, the polyp pathology was benign, except as above.  Follow-

up data (mean follow up of 25 months) demonstrated evidence of polyp recurrence at

the polypectomy site in only 2 pts, easily removed at routine colonoscopy.  New polyps

were identified in other areas of the colon in 3 pts and were successfully removed.

Intraluminal management of difficult colonic polyps using a combined laparoscopic and

CO2 colonoscopic approach may be an alternative to formal bowel resection.  The procedure

can be performed with minimal morbidity and a shorter length of stay compared to formal

colectomy.  Careful assessment of the polyp is critical; new technologies to assess the

malignant potential of colonic polyps could aid in decision-making.
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Abstract
NOTES: TECHNICAL CHALLENGES. 
Own Data and Experience

D. Lomanto
Minimally Invasive Surgical Centre, Department of Surgery, Yong Loo Lin School of Medicine,
National University of Singapore and National University Hospital, Singapore

The 20th Century has evolved with the development of minimally access surgery and in
particular with flexible endoscopy and endo-laparoscopic techniques that have been
associated with less pain, shorter hospital stays, and fewer complications than conventional
laparotomy. These techniques have reached the gold standard in approaching most of
the diseases and also improve themselves with minilaparoscopy, needlescopy, combined
endoscopic-laparoscopic approach all focused in being less and less invasive. In 2005, early
experimental reports described a natural orifice translumenal endoscopic surgery (NOTES)
where a flexible endoscope is passed through a natural orifice such as the mouth, vagina
or rectum to perform intra-abdominal procedures as cholecystectomy, oophorectomy, tubal
ligation and more. Since then, Natural Orifice Transluminal Endoscopic Surgery (NOTES)
has gained widespread interest and probably in the 21th Century we will be at the verge
of a totally new paradigm shift that could redefine modern surgery.
Our experimental experience is focused to evaluate the feasibility of NOTES, to recognize
the pitfalls of the procedure, to assess its safety for potential human application and
developing new tools to better perform this new attracting approach.
An initial experimental study has been focused on the feasibility of NOTES using 10 female
pigs that underwent various endoscopic transgastric surgical procedures  (n=5: diagnostic
peritoneoscopy, liver biopsy, tubal ligation, and oophorectomy) and transvaginal (n=5:
diagnostic peritoneoscopy, cholecystectomy) under general anesthesia using a double-
channel endoscope (Olympus GIF2T160) and standard endolaparoscopic instruments and
accessories performed by a team of expert endoscopists and laparoscopic surgeons. Most
of the procedure have been performed in a "hybrid" way that means, a laparoscope was
simultaneously inserted to observe, record the motion and activity of the endoscope and
evaluate the challenges of the procedure itself. Other than the surgical procedures,
microbiological test were carried out. During the transgastric approach, the endoscopic
intubation and re-intubation of the esophagus was facilitated by the use of an overtube.
 Locating the anterior border of the stomach for gastrotomy was initially done under

laparoscopic guidance while subsequently, once the stomach was inflated a palpation sign
was used to localize the anterior gastric wall. The omentum was often causes of obstruction
to the path of the endoscope into the peritoneal cavity after the appropriate gastrotomy
was performed.  Navigating through bowel loops proved to be a major hindrance as well
as achieving proper orientation within the abdominal cavity in the initial experience.  The
rectus muscles became the main landmark for orientation.  Dexterity was hampered by
the limited degrees of freedom offered by standard endoscopic instruments and accessories.
 The complete endoscopic transluminal closure of the gastrotomy was achieved by using
endoclips and a new method by absorbable endo-loop.Monitoring the pneumoperitoneum
was another challenge and this was controlled by inserting a Veress' needle connected
to a CO2 electronic insufflators. Regarding the trans-vaginal approach, probably due to
the previous learning curve with the transgastric approach and the better familiarization
with the instrumentation we experience less technical challenges. It acquires 2 cases to
reach a steady operating time of 55 min for a cholecystectomy. The vaginal septum was
open under vision and the endoscope inserted. Once the abdominal cavity was explored
and oriented, the gallbladder was identified and a retraction of the fundus was achieved
using a 3 mm laparoscopic grasper. Using endoscopic grasper and scissor, the cystic duct
and artery was identified, clipped and divided. Retrograde cholecystectomy was performed
without significant difficulties. All pigs survived at 2 weeks and at autopsy less adhesion,
no abscess and less microbiological contamination was noted when the transvaginal
approach was performed.
NOTES is a new  technique with potential benefits as a modality of minimally invasive
surgery.   The rectus muscles serve as an important landmark for orientation.  Under the
hands of expert endoscopists, the difficulties encountered are primarily due to unavailability
of instruments specifically designed for transluminal surgery.  Transvaginal approach seems
to be safer and produce less abdominal contamination compared transgastric approach.
In order for NOTES to progress and to be safely applied in humans, new procedure-specific
technology and instruments have to be developed while controlled study must be performed
in Centre of excellence. NOTES requires a multidisciplinary collaboration between
gastroenterologists and surgeons because gastroenterologists may be more experienced
with flexible endoscopy, working with through-the-scope instruments in an in-line orientation,
and are comfortable with luminal procedures in 360* of orientation, surgeons are more
experienced with surgical procedures that involve knowledge of anatomical planes,
hemostasis, resection, and intraperitoneal anatomy
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Abstract
Endolaparoscopy an important modality
in the armamentarium of a present day
General Surgeon - our experience
SERAFIN C. HILVANO, MD

Performing endoscopy, particularly flexible endoscopy of the upper gastrointestinal tract

belonged to the domain of the gastroenterologists at the Philippine General Hospital. After

my training on gastroendoscopy at the National Cancer Center of Japan. I started doing

EGD (esophagogastroduodenoscopy) in the Department of Surgery against vehement

objections from our gastroenterologists colleagues. Through the years, us  general surgeons

have expanded our endoscopic procedures in the UGIT, acquiring knowledge and skills

in performing other special procedures in foreign institutions.

We shared the excitement and desire to perform laparoscopic cholecystectomy towards

the end of the 80s, so much so that a co-surgeon and I traveled to America to learn it.

Our return and subsequently performing the 1st 2 lap choles in the Philippines ushered

the laparoscopic surgery era in our country.

Today, the use of flexible endoscopy and laparoscopy compliment each other, as we go

through other work, diagnosing and treating patients with diseases of the UGIT, including

the biliary tract. We recognize its importance that we have incorporated these in the

General Surgery training program.

Our experience in the development of endolaparoscopic activities in the Department of

Surgery, Philippine General Hospital is presented.

Transanal Endoscopic Operation (TEO)
Dr. Yau Kwok-Kay, Kevin
Associate Consultant
Department of Surgery, Pamela Youde Nethersole Eastern Hospital

Background
In 2003, carcinoma of rectum has become the 4th commonest cancer in Hong Kong.
Despite significant advancement in surgical technique and chemotherapeutic agents in
last decade, more than 40% of these patients still died from the disease. Moreover, there
was an observed increasing trend of the disease in last ten years [1].

Surgical operation is still the main stay of treatment for curative intent. However, this major
operation can associated with some complication or even mortality. This was particularly
true for elderly patients who are more prone to develop this deadly disease. Furthermore,
a temporary or even permanent stoma is necessary in most occasions. Among these
patients, there are selected group of cases that can be managed by less invasive but well
tolerated procedure i.e. Transanal Endoscopic Operation (TEO).

Introduction
Transanal Endoscopic Operation (TEO) is a modification of the well established procedure-
 Transanal Endoscopic Microsurgery (TEM) which was first introduced by Professor Gerhard
F. Buess et al in early 1980s [2-6]. This is a form of transanal excision for rectal tumor,
either benign or malignant. A specially designed rectoscope (12 or 20cm in length, 4cm
in diameter) with stereoscopic system allow precise dissection under magnifying view. TEM
is performed with constant gas insufflations. 3-D optics guarantee brilliant view and specific
instrumentation allows precise dissection, full thickness resection and suturing of the defect.
The experience in the treatment of early rectal cancer demonstrates that T1 cancer with
good or moderate differentiation completely resected has recurrence rate of less than 5%
and with a good chance for salvage radical re-operation [7-12]. In experienced centers,
the recurrence rate of adenoma is low (3-4%). There is a demonstration for the high
preciseness of the procedure and much lower recurrence than after any other local procedure
(recurrence rates after resection by using a retractor is around 30% in the literature) [13-
16]. Today several 100 centers are routinely performing TEM namely in Europe, South East
Asia (Japan) and the United States. In literature reviews, TEM is well tolerated by patients

Abstract
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with no external wound, less pain, less life-threatening complications and shorter hospital
stay. Stoma is not required as the anal sphincter is saved. Furthermore, TEM is cost effective
as compared to conventional radical surgery (US$2,542 Vs US$5,679) [17, 18].

TEM has been introduced into Hong Kong since 1995. Local experience also echoing the
findings in those literature reviews [19]. However, its clinical application in Hong Kong is
still not popular in last decade. One of the possible reasons might be the expensive
instruments that required. In past decade, laparoscopic surgery was well established and
equipped in most surgical units in Hong Kong. By simple modification, TEO incorporate
with readily available laparoscopic instruments to make it as effective and precise as
compared with TEM. The initial local experience in managing different rectal conditions
such as early rectal cancer, carcinoid tumour, large sessile adenoma and palliative treatment
for advance rectal cancer are promising
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Laparoscopic Whipple: indications and
technique
Min-Hua Zheng
Department of General Surgery, Ruijin Hospital, Shanghai Minimally Invasive Surgery Center,
Shanghai Jiaotong University School of Medicine, Shanghai  200025, China

Laparoscopic pancreaticoduodenectomy (LPD) was first described by Gagner in 1994;
however, its early outcomes were unfavorable. We performed our first LPD in January 2005
and have continued to perform this procedure in selected patients.

The indications for this procedure were nonobese patients with pancreatic head tumors
less than 3cm in diameter(T1-2N0M0) or ampullary tumors(T1-2N0M0) restricted to the
second part of duodenum of well-differentiated or moderate grade or lower common
bile duct tumor(T1-2N0M0) without extrabiliary involvement with American Society of
Anesthesiologists grade I or II.

The patients were placed in the modified lithotomy reverse Trendelenburg position.The
operating surgeon stood between the legs of the patient. The first step was a thorough
assessment of the abdominal viscera. The hepatic flexure and transverse colon were
mobilized down, exposing the entire second and third part of duodenum up to the neck
of pancreas. The duodenum was kocherized, and the gastroduodenal artery was ligated
and divided. The CBD was divided 2 cm above the pancreatic border. The duodenojejunal
flexure is mobilized and the distal jejunum divided using Endo-GIA. The neck of pancreas
was carefully divided using UAS. The uncinate process is separated by ultrasonic dissection
along the right aspect portal vein, retracting the specimen to the right. All lymphofatty
tissues were dissected out from the peripancreatic inferior vena cava and aorta, common
hepatic artery, proximal 2 to 3 cm of superior mesenteric artery, celiac axis, and portal
vein. Reconstructions were performed. Pancreaticojejunal anastomosis was constructed
intracorporeally in a single layer end to end with interrupted sutures, then an end-to-side
hepaticojejunostomy was completed by the interrupted suture technique.

A total of 4 patients were successfully accomplished for LPD. Median operating time was
390 (360-420) minutes, and median blood loss was 150(50-300)ml. Passage of flatus
occurred in the 4(3-5)day postoperatively. Oral intake was started 8(6-10)days after surgery.
In one case, an estimated 60 ml pancreatic leakage was seen postoperatively, and was
cured through simple reinforced drainage. Median hospital stay was 23(20-30) days.
Median of lymph nodes harvested was 12(7-15). The patients remained well at 13(2-
30)month follow-up.

LPD is feasible and safe when it is attempted by surgeons experienced in traditional
pancreaticodudenectomies and other advanced laparoscopic surgeries. The short-term
results are encouraging; however, the indication should be very strict.
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LAPAROSCOPIC HERNIA REPAIR: 
State of the Art
D. LOMANTO MD, PhD, FAMS (Surg)
Director, Minimally Invasive Surgical Centre
Director, Khoo Teck Puat Advanced Surgery Training Centre
Department of Surgery,
Yong Loo Lin School of Medicine
National University of Singapore

Since the dawn of surgery, abdominal wall hernias, most especially inguinal and ventral,
have always spurned great interest.  Their pathophysiology and treatment has changed
through the ages and these changes have dictated the milestones of hernia surgery.
Since Bassini in 1886, described his anterior "three layer technique" for inguinal hernia
repair, different approach from the common anterior repair soon emerged. We should
wait few decades until GL Cheatle and Mercy 1910, first entered the posterior inguinal
region and the Retzius' space through a Pfannestiel incision to repair inguinal and femoral
hernias. But was Lloyd Nyhus that suggested that a posterior repair for all large, recurrent,
and femoral hernias utilizing a prosthetic material should be employed.  With the advent
of laparoscopic surgery, also hernia repair was part of the early application and McKernan,
Fitzgibbons and several others authors firstly described the posterior pre-peritoneal repair
using a laparoscopic approach wherein the myopectineal orifice of Fruchaud is repaired
by placing a polypropylene mesh between the peritoneum and the abdominal wall.

Laparoscopic enthusiasts soon described three forms of laparoscopic repairs- the intraperitoneal
mesh (IPOM) repair, the transabdominal preperitoneal repair (TAPP), and the totally
extraperitoneal (TEP) repair.  Laparoscopic hernia surgery has been gaining in popularity
in recent years. Several randomized controlled trials and systematic reviews, which compared
laparoscopic repair to open repairs, showed that laparoscopy gave the following benefits:
a) less postoperative pain, less analgesic consumption, earlier return to normal activities
and work in the early postoperative period, b) less long term complications of groin pain
and permanent paraesthesia, and c) fewer recurrences than sutured herniorrhaphy, but
with comparable efficacy to open mesh repairs.  The endoscopic totally extraperitoneal
inguinal hernia repair (TEP) does not enter the peritoneal cavity, reduces the risk of visceral
injury, adhesion formation, and the development of port site hernias. It gives comparable
results to other forms of laparoscopic repair, and for these reasons, it has become the
preferred technique of laparoscopic repair of inguinal hernias.

A review of our experience was undertaken involving more than 600 consecutive patients
who underwent TEP for inguinal hernia between 1998 and 2007 at the MISC, National

University Hospital, Singapore. Of the 628 patients, 715 hernia repairs were performed
(455 unilateral and 130 bilateral hernias). The mean age was 51 years and 85% were
men. The overall mean operative duration was 48.5 minutes; bilateral repairs took 27%
longer than unilateral repairs. Four patients had conversion to open surgery, all multi-
recurrent hernia with previous posterior mesh repair. 8 % patients (n=50) developed minor
complications,  seroma was the most common complication amon them (45%) mainly
reported in patients with large direct hernia. Mean follow-up is 18.3 months (98.5% of
cases. )The overall  recurrence rate was: 0.4% but when the mesh was not anchored
(n=40) we recorded a higher rate (3.6 %)  while not difference was found between the
group of patients in which the mesh was anchored and when an anatomic mesh was
utilized.

Laparoscopic inguinal hernia repair is a relatively new approach in the long history of groin
hernia repair. However, it has been shown that the laparoscopic approach remains an
alternative and feasible method to open hernia surgery even though is utilized only in
less than 20% of the repair worldwide.

The most advocate reason is that laparoscopic inguinal hernia repairs, both TEP and TAPP
(trans-abdominal pre-peritoneal), is and advanced laparoscopic procedures, technically
demanding and mainly for this reasons encountered difficulties to be adopted as gold
standard for hernia repair. The "learning curve" is strictly associated with its performance
and complication rates have been shown to drop with increase surgical experience. There
is evidence to suggest that proper training and supervision can shorten the learning curve
and reduce the complications and recurrences.

The results of the TEP repair have improved with time. The high volume centers have
reported comparable result outcomes, if not better, in terms of recurrence, chronic residual
pain and quality of life. This definitely suggests that surgeons who complete the learning
curve can deliver results that are not only acceptable but also impressive and significant
better than open repair in bilateral and recurrent inguinal hernia. The improved outcomes
can be attributed to assimilation of results of published literature and identifying factors
that contribute to complications and failure of repair. It is important to critically analyze
each of these factors and help postulate surgical techniques that would reap good surgical
outcomes.
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Abstract
Current Place of EVAR in the Treatment
of Abdominal Aortic Aneurysm
George Hamilton,
Professor of Vascular Surgery, Royal Free Hospital

Endovascular abdominal aortic aneurysm repair or EVAR has advanced considerably since
it was first introduced by Parodi in the early 90s. The devices have evolved from the initial
improvised grafts through to second and third generation versions with improved technology.
With the wider acceptance of EVAR has come various levels of evidence comparing this
presumed low risk alternative to traditional open AAA repair. Despite this wealth of evidence
there continues to be concern and debate regarding the best management for our patients
with AAA. The studies range from retrospective cohort, registries and institutional reviews
to level 1a prospective randomised controlled comparisons.

Two prospective randomised controlled comparisons of EVAR and Open, namely the EVAR
I and DREAM trials have confirmed a significant approximately 3% reduction in perioperative
mortality for EVAR with a 3% advantage maintained for 4 years (perioperative mortality:
EVAR 1.7% and Open 4.7%; 4 year mortality EVAR 26% and Open 29%). However when
the data was analysed from the point of view of all-cause mortality there was no difference
between EVAR and Open. A much higher complication rate was found in patients undergoing
EVAR (41% versus 9%; p<0.001) and a higher re-intervention rate (20% versus 6% in
Open). The procedure was found to be significantly more expensive than open repair and
after 1 year of follow up there was no difference in health related Quality of Life. Several
health economies have interpreted this data as showing no significant long term benefit
and on the basis of cost effectiveness, or perhaps more realistically rationing, EVAR is not
funded in many areas of the UK and with a complete national ban on its use in Belgium.

The question of whether EVAR was sufficiently low risk to allow treatment of patients
with  major co-morbidities i.e. high risk patients, was addressed in the EVAR II trial where
the comparison was between EVAR and observation alone. The EVAR II trial concluded
controversially that intervention was no better than non-intervention with a very high 30
day mortality of 9% and 64% at 4 years; these mortality rates are much higher than other
reported series of high risk patients. The EVAR II trial has two major flaws. The first is of
the high rate of patients initially randomised to conservative treatment who crossed over
to intervention with the interesting finding of perioperative mortality of only 2% compared
to 9.4% with immediate intervention. The second criticism is in the delay of receiving EVAR
once randomised with 8% of these patients dying while awaiting treatment; these patients
were then counted as having received EVAR in the intention to treat analysis. Other data
on the management of high risk AAA patients is available from the United States and in
these studies the perioperative mortality rates were found to be much lower in the order
of 2.9-3.4%. These differences in perioperative mortality of 3% and 9% may be explained
by  intensive treatment of co-morbidities in the preoperative period in this high risk group.

A major conclusion from the EVAR II trial was that high risk AAA patients should undergo
intensive treatment of co-morbidities and be reviewed thereafter for suitability for EVAR.

In terms of evidence there remains lack of clarity regarding the indications for EVAR. Centres
regularly using the technique, however, increasingly favour its use in treatment of older
and more high risk patients.

The perceived suitability of aneurysm morphology for EVAR has increased from 20% to
70% in many centres. The use of hooks and supra-renal fixation allows successful EVAR
in short infra-renal aortic necks previously though unsuitable (minimum 1.5cm), the use
of flared iliac stents, preoperative internal iliac embolisation and branched iliac stents has
widened the scope for endovascular treatment of ectatic or frankly aneurysmal common
iliac arteries.

Fenestrated EVAR is increasingly being applied to management of patients with juxta-renal
aneurysms. The numbers treated are not large but initial results seem promising. A hybrid
approach to dealing with juxta-renal and thoraco-abdominal aneurysms is also being used
at present. This approach avoids a thoraco-abdominal incision but still requires laporotomy
and major arterial reconstruction of the visceral and renal arteries with subsequent stenting
of the thoraco-abdominal aorta. This major procedure carries a lower morbidity and
mortality than open thoraco-abdominal repair but with a mortality which is still high at
between 10-15%. The use of the hybrid approach is also being applied to treatment of
aneurysms involving the thoracic arch with stenting after prior carotid to carotid to subclavian
bypass grafting.

There are exciting developments in branched endovascular aortic stent grafting, particularly
with caudally directed branches which facilitate the stenting of visceral vessels and may
help overcome the mechanical forces exerted on the previous iteration of right angle
branched stent grafts by compression from pulsatile forces.

Much work is ongoing in risk stratification and outcome based on the thousands of EVAR
patients now available for study within the prospective randomised trials, cohort studies
and registries. The possibility of identifying perioperative risk for an individual patient and
selection of treatment either by EVAR, open repair of simply medical treatment and
observation, may provide an advance in management. These algorithms, however, are
still awaiting prospective evaluation.

EVAR is undoubtedly here to stay as a minimally invasive approach to treatment of aortic
aneurysms. Much further work remains to be performed before EVAR can establish its
role in the main stream of treatment. Laporoscopic aortic surgery is being assessed in a
small number of pioneering centres around the world; it is technically demanding, more
invasive and awaiting further technological advances and must still be considered
experimental.
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Technique and outcome of colorectal
endoscopic submucosal dissection (ESD)
Shinji Tanaka, MD, PhD
Department of Endoscopy, Hiroshima University Hospital

Endoscopic submucosal dissection (ESD) has been gradually introduced in clinical practice,
and its safety and ease are being established with the advances in operational skills, devices,
and peripheral equipments. In this lecture, an operational skill and application of ESD to
the large intestine are outlined, including the clinical data of our experience of ESD for
130 cases with colorectal tumor larger than 20 mm in diameter.

1) Operation of an endoscope: An essential condition - endoscopists should be competent
in the use of an endoscope for the management of a lesion - should be satisfied to
qualify endoscopists for performing colorectal ESD, regardless of the skill levels among
endoscopists performing ESD at a region that is difficult to operate upon is a critical
and challenging task.

2) Selection of an endoscope: Standard colonoscope is enough when the focus area is
small. On the other hand, a thin endoscope is very useful in cases of a large focus area
when the endoscopic shaft has to be inverted for an oral approach. Recently, we used
a thin colonoscope with a water jet function (as an experimental production), and this
device appears to be very useful for colorectal ESD because of its adaptability.

3) Tip hood: A tip hood is essential for performing colorectal ESD. The use of the tip hood
simplifies the application of tension and the access into the submucosa. In addition,
a knife can be steadily used for the dissection and detachment of the submucosa using
the tip hood.

4) High frequency generator: Regarding the power supply, ICC200 (ERBE Corp. Mariella,
Ga) is an adequate high-frequency power source for colorectal ESD, and a specific
mode such as VIO300D (ERBE Corp.) is not required because the mucosa of the large
intestine is thin. We have used an endo-cut mode (effect 2) at 80 W for mucosal
dissection and a forced coagulation mode at 50 W for submucosal dissection.

5) Injection solution: As an injection solution, we used sodium hyaluronate, an essential
component, and glycerol diluted to 4-6 times along with a mixture of a small amount
of indigo carmine and epinephrine. The concentration of indigo carmine must be low
but sufficient to enable the visualization of the blood vessels. The use of indigo carmine
renders the submucosa noticeable.

6) Methods of approach: A key feature of colorectal ESD is that the first approach is
performed to the lesion without gravity in considering of gravity around the lesion.
Otherwise, the submucosa will not be adequately stained because the hyaluronate
solution would flow out of the lesion with gravity when that mucosal portion is cut
during the detachment process. In the case of a large polypoid lesion, the initial approach

is through the oral side, followed by an approach through the anal side when the lesion
is rendered relatively flat and the field of vision is broadened.

7) Incision of mucosa: Marking the area to be incised is not required because the extent
of colonic involvement is usually obvious. We used a Flex knife for mucosal incision
as follows. The knife was held at approximate 1 mm long, and the mucosa that was
elevated with the injection solution was incised using a weak force against it. First,
partial incision and dissection were performed, followed by mucosal incision after
obtaining a broad field of vision. These steps were followed because if we make an
abrupt complete peripheral incision, then a broad field of vision cannot be obtained
due to the leakage of the injection solution. Depending on the circumstances, we
performed an arm-cut incision using a Hook knife.

8) Dissection of the submucosa: We mainly used the Hook knife for submucosal dissection.
The Flex knife can also be used when circumstances are favorable. However, the Hook
knife is the safest and stress-free knife because with this knife, the submucosal layer
can be picked up and cut by sawing along the side of the lumen. Although the tip of
the Hook knife has to be rotated appropriately, we believe that this knife is very useful
for the thin bowel wall of the large intestine because it can also be used when the
bowel wall is observed from the front. Even under favorable circumstances, including
a good field of vision, a Hook knife can be used as a needle-shaped knife or an IT knife.
The key procedure is to pick up the submucosal layer with the Hook knife and apply
appropriate tension to the submucosal layer with the tip hood. During this procedure,
it is important to prevent the contact of the knife with the mucosa and ulcer base
immediately after the submucosal dissection procedure. Such a contact can easily result
in a perforation because the bowel wall of the large intestine is thin and its muscular
layer is sparse. The Hook knife should be used by pulling to the hole of the forceps.
This would prevent the perforation by the contact of the knife tip with the colonic
wall.

9) Hemostasis: We used a special hemostatic forceps comprising a small cup with soft
coagulation at 50 W for hemostasis because the bowel wall of the large intestine is
thin. Because a superficial tumor with low-grade atypia has few blood vessels, hemorrhagic
complications such as those observed in a stomach lesion are rare. However, an elaborate
vessel management for preventing hemorrhage may be required when some large
intestinal bleeding occurs in cases of a lesion in the lower rectum that is rich in blood
vessels and in cases of a tumor with high-grade atypia and a large protruding lesion
with many feeding vessels.

10) Other devices: Several new trials are being conducted, such as those for the
improvement/development of special knives for colorectal ESD, use of double balloon
colonoscopy as an approach to a region that has difficult access for an endoscopic
operation, development of an colonoscope with a thin water jet function whose shaft
inversion is easy, development of a drug that is more effective than sodium hyaluronate
as an injection solution, and control of the air quantity in the intestine with appropriate
CO2 supply. These trials are hoped to result in a continuous stream of new products,
and colorectal ESD may become gradually simpler and easier.
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CLOSURE OF GASTROTOMY AFTER TRANSGASTRIC TUBAL LIGATION USING EAGLE
CLAW VIITM - A SURVIVAL EXPERIMENT IN PORCINE MODEL

P.W.Y. CHIU, F.K.Y. CHEUNG, J.Y.W. LAU, C.C.H. LAM, J.J.Y. SUNG, S.C.S. CHUNG, E.K.W. NG

Department of Surgery and Department of Medicine and Therapeutics, Institute of Digestive Disease, Prince
of Wales Hospital, The Chinese University of Hong Kong, HKSAR

Aim : Natural Orifice Translumenal Endsocopic Surgery (NOTES) is a rapidly developing
area in minimal invasive surgery and endoscopy. One of the major barriers to development
of NOTES is the security of gastric closure. We aimed to test the feasibility and security
of closure of gastrotomy using a prototype endoscopic suturing device - Eagle Claw VII.

Method : We performed all the procedures under general anesthesia on a porcine model.
We employed double channel endoscopy (XQ240-2T, Olympus) and inserting a long
overtube down to the esophagus. The stomach was first flushed with 1000mls of neomycin
solution, and the initial gastric puncture was performed using needle knife papillotome.The
gastrotomy was extended with pull type sphincterotome. The endoscope then passed via
the gastrotomy into the peritoneal cavity. The Fallopian tube was identified adjacent to
the ovary. Bilateral tubal ligation was performed using double endoloops. The tubes were
transected using needle knife. Closure of the gastrotomy was performed using the Eagle
Claw VII (Figure 1). The pigs were allowed to eat on day 2, and survived for 2 weeks before
euthanasia.

Results : Transgastric Fallopian tubal ligation was performed in 10 pigs, and the gastrotomies
were all closed successfully using the Eagle Claw VII TM endoscopic suturing device. The
average time for the performance of bilateral tubal ligation was 38.2 minutes (range 18
to 50 minutes), while the mean time of gastrotomy closure was 25.5 minutes (range 15
to 35 minutes). Three endoscopic sutures were necessary to achieve a secure gastrotomy
closure. All the pigs survived for an average of 19 days. They all recovered and tolerated
full diet on the first day after the operation. Post-mortem examination confirmed that all
the gastrotomies were closed securely with no evidence of leakage. One pig suffered from
an overtube related esophageal perforation which was successfully managed with endoscopic
clip closure.

Conclusions : After NOTES procedure, gastrotomy can be securely closed with Eagle Claw
VII TM.

Figure 1 - Closure of gastrotomy with Eagle Claw VII after transgastric surgery

ABDOMINAL AORTIC ANEURYSM REPAIR: DOES ENDOVASCULAR REPAIR IMPROVE
OUTCOME? A 7-YEAR AUDIT FROM A REGIONAL HOSPITAL

D.C.T. WONG, S.K.H. WONG, K.H. FUNG, R.L.C. YIEN, W.T. SIU, M.K.W. LI

Department of Surgery and Radiology, Pamela Youde Nethersole Eastern Hospital, HKSAR

Objective : To evaluate the clinical outcome and survival in patients with abdominal aortic
aneurysm (AAA) repairs in a regional hospital and examine the impact of elective endovascular
aortic repair (EVAR) approach over the study period.

Method : A retrospective data collection on consecutive patients with AAA repairs from
1999-2005 was carried out. Clinical outcome and 5 years survival were evaluated among
patients received emergency and elective repair. A subgroup analysis of elective repair was
carried out and the clinical outcome between open repair (OR) and EVAR were compared.

Results : During the study period, 74 patients underwent AAA repair, of which 40 (54%)
were performed as emergency. Sixty-three patients (85%) were male with a mean age
of 77-6.5. Significantly inferior result was observed in emergency group in terms of operative
time, blood loss, transfusion requirement, complication rate and mortality (52.5% Vs 5.9%,
p<0.05) (Table 1). However, although the overall median survival was significantly lower
in emergency group (0.4 months Vs 58 months, p=0.02), their 5 years survival rate was
similar (42% Vs 45%) (Figure 1). Among elective cases, 18 (53%) patients received EVAR.
There was no difference in age but EVAR group patient had higher anaesthetic risk (ASA
- 3: 85% Vs 50%, p=0.06). All endovascular grafts were successfully deployed to achieve
aneurysm exclusion. Endoleak occurred in 8 patients (44.4%). Intra-operative blood loss
(197*151ml Vs 1175*970ml, p<0.05) was significantly less in EVAR group and none
required blood transfusion. However, there was no significant difference in term of operative
time, operative complication, mortality and hospital stays between OR and EVAR. Interestingly,
there was a trend of reduced median survival (22.7months Vs 17.0months, p=0.06) in
EVAR group (Figure 2).

Conclusion : Emergency AAA repair remains to be associated with poor outcome.
Endovascular repair offer a safe and less invasive alternative but early experience did not
demonstrate significant improvement on clinical outcome than conventional open repair.
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LAPAROSCOPIC TRANSVESICAL PROSTATECTOMY FOR PATIENTS WITH HUGE
PROSTATE COMPLICATED BY RETENTION OF URINE

M.C. LAW, S.W.H. CHAN

Department of Surgery, Caritas Medical Centre, HKSAR

Aims : Prospective study to examine the safety and efficacy of applying laparoscopic
technique in managing patients with huge prostate (>100gm) and with retention of urine.

Patients and Method : Patients with the problem of acute retention of urine who failed
medical therapy were screened with transrectal ultrasound examination of the prostate
and the prostate volume was measured. For those patients who had prostate size of more
than 90 grams or those who had less prostate size but with co-existing bladder stones
were offered laparoscopic transvesical prostatectomy. Early post-operative parameters were
measured and the short term follow up results were presented

Results : From February 2006 to September 2007, a total of 13 patients underwent
laparoscopic enucleation of prostate. Average age of the patient was 70.8 years old (61-
83). Average preoperative size of prostate was 120.1gm (93-171). The average weight
of resected prostate was 69.5 (40-120). Average operating time was 166.9min (120-240).
Average blood loss was 800ml (500-2000). 4 patients required transfusion. All patients
were successful in trial without catheter post-operatively. The mean peak flow rate was
17.7ml/sec (11.7-29.8). The mean residual volume was 40ml only (0-140ml). There was
no 30-day mortality. One patient has prolonged leakage of urine from pelvic drain managed
with conservative management.

Discussion : Patients with huge (>100gm) prostate and retention of urine are a challenge
to urologists. Laparoscopic approach closely mimic the gold standard open enucleation
and provides advantage of minimally invasive surgery. However, the approach is technically
demanding.

Conclusion : Laparoscopic enucleation of prostate for patients with big prostate and
retention of urine is feasible but its efficacy has to be documented with studies comparing
to other alternative treatment.

Elective Repair of Abdominal Aortic Aneurysm with Endoluminal Graft: Early
Experience from A Regional Hospital

C.C.W. TSE, K.Y. LEE, P.K. HO, P.L.F. TANG

Department of Surgery, Queen Elizabeth Hospital, HKSAR

Objective : To study the outcome of elective endovascular AAA repair (EVAR) in a regional
hospital.

Method : Data concerning the AAA morphology, endovascular grafts being used and the
outcome of surgery were collected prospectively.

Results : From Aug 1999 to Nov 2007, 90 cases of AAA were repaired electively. 36.7%
was repaired with endoluminal graft. 63.3% was repaired openly. Of the 33 cases repaired
endoluminally, bifurcated graft was used in 82% cases, and aorto-uni-iliac graft was used
in 18% cases. The grafts being used were Zenith (Cook) in 52% cases, Talent (Metronic)
in 33% cases, and Vanguard in 12% cases. The median size of AAA was 6cm. Auxiliary
procedures were necessary in 33% cases (n=10) to facilitate EVAR, which include
reimplantation of internal iliac artery (n=3), embolization of IIA (n=6), and renal artery
stenting (n=1). Endoleak occured in 39% cases (n=13), but only 9% cases (n=3) required
secondary intervention. There was no hospital mortality. However, morbidity other than
endoleak occurred in 15% cases, including vascular injury (n=3), lower limb thromboembolism
(n=1) and colonic ischaemia (n=1). On median follow up of 24 months, 91% (n=30)
showed decrease or static aneurysm size, but 9% (n=3) have increasing size.

Conclusion : EVAR is a minimally invasive alterative for open repair of AAA, which is
extremely safe. However auxiliary procedures are often necessary to facilitate the operation,
and endoleak and morbidity are not uncommon. Further follow up is necessary to access
the long-term outcome of EVAR.

free paper



HKSC & HKSMAS l Joint Annual Scientific MeetingHKSC & HKSMAS l Joint Annual Scientific Meeting29 30

free paper

LAPAROSCOPIC LIVER RESECTION IN A SINGLE CENTRE: 9-YEAR EXPERIENCE

D.K.K. TSUI, C.N. TANG, E.C.H. LAI, G.P.C. YANG, M.K.W. LI.

Department of Surgery, Pamela Youde Nethersole Eastern Hospital, HKSAR

Aims : To evaluate the outcomes of laparoscopic resections particularly in those patients
with hepatic malignancy and recurrent pyogenic cholangitis (RPC) in the past 9 years.

Results : From 1998 - 2007, we had attempted 56 laparoscopic liver resections after
excluding those resections for simple liver cysts. There were 30 female and 26 male patients
of median age 58 years (range 29-83 years). All but two patients could have laparoscopic
operation successfully performed. Hand-assistance was used in 49 patients. Pathology
included hepatocellular carcinoma (HCC) (25), RPC (20), colorectal liver metastasis (4),
benign liver tumors (6) and intrahepatic cholangiocarcinoma (1). The mean operating time
was 153 minutes (range 30-290 minutes) and the mean blood loss was 200ml (range 0-
2000ml). As for those patients, with HCC, clear resection (>10mm) was achieved in all
except 6 patients, and the 1-year survival and 2-year survival rates were 92% and 76%
respectively. The long-term results of those resections for RPC were also promising and
only 1 patient (5%) was readmitted for cholangitis upon a mean follow up of 43.5 months
(range 3 - 92 months).

Conclusion : Laparoscopic liver resection is feasible and safe in selected cases.  Comparable
survival can be achieved with open surgery. On the other hand, the long-term outcome
of laparoscopic liver resection in those patients with benign diseases like RPC is also
favourable.

LAPAROSCOPIC ADRENALECTOMY FOR PHEOCHROMOCYTOMAS

C.K.O. CHAN, W.K. CHICK, L.F. TANG

Department of Surgery, Queen Elizabeth Hospital, HKSAR

Aims : To determine the feasibility and safety of laparoscopic adrenalectomy for adrenal
pheochromocytomas.

Patients and Methods : All pheochromocytomas managed prospectively using a laparoscopic
approach between June 2004 and October 2007 were included. Blood loss, operative
duration, Intra-operative blood pressure, complications, and hospital stay were assessed.

Results : 11 consecutive patients underwent laparoscopic adrenalectomy for
pheochromocytomas. Transperitoneal lateral approach was adopted. The adrenal sizes
were 3-12 cm. The mean blood loss was <200 mL, the mean operative duration was 175
min and the mean postoperative stay was 4.1 days. One patient suspected intraoperatively
to have malignant pheochromocytoma with invasion to pancreas required conversion to
open adrenalectomy and pancreatectomy. Recovery was uneventful in all.

Conclusion : Laparoscopic adrenalectomy is a safe and efficient mean of resecting adrenal
pheochromocytomas. Intra-operative suspicion of malignancy by the presence of invasion
into surrounding structures is an important indication for conversion into open surgery.
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ENDOVASCULAR REPAIR OF RUPTURED ABDOMINAL AORTIC ANEURYSM - A LOCAL
EXPERIENCE

C.Y. CHAN, K.H. FUNG, M.K.W. LI

Department of Surgery and Department of Radiology, Pamela Youde Nethersole Eastern Hospital, HKSAR

Aims : Abdominal aortic aneurysm is not uncommon among the elderly population, which
carries a high mortality rate if ruptured. Open repair of ruptured abdominal aortic aneurysm
still carries high rate of morbidity and mortality, which poses big challenge to surgeons
and patients. Elective endovascular repair (EVAR) of AAA has gained its popularity since
its introduction in the early 90s. Endoluminal stenting proves its values in elective AAA
repair especially in patients who are not surgical candidates due to comorbidites.

Results : The extent of its usage for emergency repair of ruptured AAA has been widely
discussed. Several reports show promising early results and this minimally invasive technique
obviously offers patient with an alternative therapeutic option especially when patents
suffering from cardiopulmonary complications. Successful treatment will depend on the
timing between rupture and surgical intervention. It also relies on the availability of surgeons
and radiologists trained in endovascular techniques, radiological staff and operating theater
staff who are familiar with the usage of available equipment and a wide selection of devices
and catheters readily available in the operation theatre. We hereby presented an 86-year-
old gentleman with multiple medical comorbidities who came to us with ruptured abdominal
aortic aneurysm and was successfully treated by means of endovascular stenting technique.
The procedure was performed under local anaesthesia and sedation which alleviated the
potential risks of general anaesthesia in this group of patient.

Conclusion : In this case, we highlighted the importance of multidisciplinary approach
and availability of expertise in performing endovascular repair (EVAR) for patients with
ruptured abdominal aortic aneurysm, which save patient*s life and allow him enjoy the
full benefit of minimally invasive surgery.
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A PROSPECTIVE STUDY OF OPEN ACCESS COLONOSCOPY FOR PATIENTS WITH
LARGE BOWEL SYMPTOMS REFERRED BY THE ACCIDENT AND EMERGENCY
DEPARTMENT

S.S.M. NG, S.S.F. HON, J.F.Y. LEE, W.W. LEUNG, R.Y.C. YIU, J.C.M. LI

Division of Colorectal Surgery, Department of Surgery, Prince of Wales Hospital, The Chinese University of
Hong Kong, HKSAR

Background : Referral of patients with large bowel symptoms for investigation is increasing.
Currently all these referrals are screened and assessed at our specialist-led colorectal clinic
to determine the need and priority for appropriate large bowel investigations. However,
the waiting time for the patient to be first seen at our clinic can be as long as one year.

Aim : To investigate the feasibility and effectiveness of an open access colonoscopy service
for patients with large bowel symptoms referred by clinicians of our Accident and Emergency
Department (AED).

Methods : After initial evaluation at the AED, patients with large bowel symptoms who
were deemed indicated and fit for colonoscopy were referred directly to the endoscopy
centre for arrangement of the investigation. The appropriateness of these referrals (according
to the American Society for Gastrointestinal Endoscopy [ASGE] guideline) and the yield
of the colonoscopic procedures were evaluated.

Results : From August 2004 to January 2007, 245 patients were referred for open access
colonoscopy, of whom 23 defaulted. The median age of the 222 patients (107 men) who
underwent colonoscopy was 52 years. The median waiting time for colonoscopy was 11
days. Rectal bleeding was the most common presenting symptom (70.7%), followed by
abdominal pain (56.3%) and altered bowel habit (55.9%). The caecal intubation rate was
95.9%. Abnormal colonoscopic findings besides haemorrhoids were noted in 106 patients
(47.7%), including neoplastic polyps in 47 patients (21.2%) and colorectal cancer in 9
patients (4.1%). Twenty-nine colonoscopies (13.1%) were deemed inappropriate according
to the ASGE guideline. Abnormal findings were more commonly found in patients with
appropriate colonoscopies than in those with inappropriate indications (50.8% vs. 27.6%,
P=0.020). The percentage of patients with neoplastic polyps was also higher in the
appropriate group (23.3% vs. 6.9%, P=0.050). No patient in the inappropriate group had
a colorectal cancer.

Conclusion : Open access colonoscopy is an effective service with good diagnostic yield.
Appropriate referrals according to standardised guidelines are essential to enhance the
yield of the procedures.
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THE REAL INCIDENCE OF URINARY INCONTINENCE IN CHRONIC CONSTIPATION :
AN ANORECTAL PHYSIOLOGY STUDY

C.K.M. HO, S.Y. KWOK, P.Y.Y. LAU, W. MENG

Department of Surgery, Kwong Wah Hospital, HKSAR

Objective : Traditionally, it is assumed that the incidence of urinary stress incontinence is
increased in chronic constipation and this may be attributed to chronic straining at stool.
In this study, we looked into our primary data of chronic constipation in Chinese population.

Methods : From October 2004 to July 2007, fifty-one patients who diagnosed with chronic
constipation using Rome II criteria were assessed prospectively. All of them underwent
investigations include anorectal physiology (ARP) assessment and defecation proctography.
Patients with pelvic floor muscle in-coordination were assigned into Study group and those
with normal coordination were assigned into Control group. Demographic data and
investigation results were compared between these two groups.

Results : Amongst the fifty-one patients, twenty (39%) suffered from urinary incontinence.
There are twenty-nine patients in our Study group (whose ARP assessment revealed pelvic
floor muscle in-coordination). They were compared to the remaining 22 patients (with
normal pelvic floor coordination) of the Control group. It was shown that study group
had significant (p=0.02) lower incidence of urinary incontinence. Anorectal physiological
investigation results including length of sphincter and high-pressure zone, resting and
contracting anal pressure were not statistically different (p>0.05) between the two groups.
The push anal pressure was significant higher (p=0.04) in the study group.

Conclusion : Traditionally, it was believed that there is a higher incidence of urinary stress
incontinence in patients with chronic constipation. It was postulated that the pelvic floor
is weakened due to constant straining. We found that chronically constipated patients
with pelvic floor muscle in-coordination have higher push anal pressure. In contrast to
traditional teaching, they actually have a lower incidence of urinary stress incontinence.
This has significant bearing in planning the treatment of this complicated functional bowel
disorder.
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MINIMAL INVASIVE MANAGEMENT OF HEMORRHOID - DOPPLER-GUIDED
HEMORRHOIDAL ARTERY LIGATION

K.H. TSE, C. LAM, H. JOENG, C. YAU, Y. CHENG, G. CHEUNG, S.H. LAM

Department of Surgery, United Christian Hospital, HKSAR

Introduction : Conventional hemorrhoidectomy carries the problem of post operative pain
and long recovery course. The quest for a perfect technique in treating hemorrhoid
energized the evolution of modern management of hemorrhoid. Doppler-guided hemorrhoid
artery ligation is a new approach for treating hemorrhoids. This technique relies on the
reduction of hemorrhoidal arterial flow to eliminate hemorrhoidal symptoms.

Aim : To evaluate the efficacy and safety of Doppler-guided hemorrhoidal artery ligation
technique.

Method : We reviewed the up to date evidence of the Doppler-guided hemorrhoidal artery
ligation technique. We applied this technique to patients suffering from grade II to III
hemorrhoid. The operation was carried out under either general anesthesia or spinal
anesthesia. Hemorrhoidal arteries were located with a doppler-anoscope. Which were then
ligated with 2/0 absorbable stitches on a strong 5/8 curved needle. Doppler signal was
absent after ligation, this confirm the complete obliteration of the arteries. 6 - 8 ligations
were required in average.

Results : The mean operation time is 30 minutes. Patients were discharged on Day 1. They
were followed up in 2, 4, 8 weeks. Initial result show minimal post operative pain and
quick return to normal daily activities.

Conclusion : Doppler-guided hemorrhoidal artery ligation is a feasible and minimal invasive
technique for treating selected group of hemorrhoid patients. Early experience showed
satisfactory result.
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OUTCOMES OF LAPAROSCOPIC RECTAL CANCER SURGERY AFTER NEOADJUVANT
CHEMO-IRRADIATION : A COMPARATIVE STUDY

H.Y.S. CHEUNG, D.C.K. NG, J.C.H. WONG, K.K. YAU, C.C. CHUNG, M.K.W. LI

Department of Surgery, Pamela Youde Nethersole Eastern Hospital, HKSAR

Objectives : To evaluate the safety and efficacy of laparoscopic rectal cancer surgery in
patients after neoadjuvant chemo-irradiation.

Background : Results from recent randomized trials have provided optimism for the
oncological safety of laparoscopic resection of colorectal cancer. However, data on
laparoscopic rectal cancer surgery following neoadjuvant chemo-irradiation are still limited.

Methods : This is a comparative cohort study designed to compare the outcomes of
laparoscopic rectal cancer surgery in patients with and without neoadjuvant therapy in
the same period of time. Preoperative chemoirradiation was selectively offered to rectal
cancer patients with radiological transmural or node-positive disease, and consecutive
patients who had undergone neoadjuvant chemoirradiation followed by elective laparoscopic
rectal cancer surgery between November 2000 to May 2007 formed the study group
(neoadjuvant group); to allow comparability in terms of the tumor loco-regional staging,
patients undergoing laparoscopic rectal cancer excision without neoadjuvant therapy within
the same period and in whom the final histology confirmed either transmural or node-
positive disease were selected as controls (control group).

Results : Fifty-two patients in the neoadjuvant group were compared with 138 patients
in the control group. Both groups were comparable in terms of ASA grading and gender
distribution. The median tumor height from anal verge in both groups was 6 cm. The
median operating time was 20 minutes longer in the neoadjuvant group (p = 0.009, Mann-
Whitney U test). No significant difference was observed between the 2 groups in terms
of blood loss, conversion rate, postoperative morbidity, length of hospital stay and sphincter
preservation rate. With a median follow-up of 23 months (range; 1-81 months), no
difference was observed in the local recurrence rate between the 2 groups. The overall
5-year survival rates of the patients in the neoadjuvant and control groups remained similar
and were 77% and 73% respectively.

Conclusion : Our data confirmed, aside a slightly longer operating time, laparoscopic rectal
cancer surgery in patients with neoadjuvant chemo-irradiation is safe with no additional
morbidity. The neoadjuvant therapy has no detrimental effects on the favourable short
term outcomes associated with laparoscopic surgery. Based on our experience, patients
after neoadjuvant therapy should not be deterred from the minimally invasive approach.
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THE IMPACT OF CONVERSION ON CLINICAL OUTCOMES AFTER LAPAROSCOPIC
ASSISTED RIGHT COLON RESECTION FOR COLON CANCER

C.H. YEE, J.C.M. LI, J.F.Y. LEE, S.S.M. NG, R.Y.C. YIU, K.L. LEUNG

Department of Surgery, Prince of Wales Hospital, The Chinese University of Hong Kong, HKSAR

Background : Though the safety and efficacy of laparoscopic resection for colorectal
malignancy had been validated by a number of international randomized trials, the
conversion rate is still far greater than other types of laparoscopic surgery. The consequence
of conversion may be different between different types of colorectal resection. Our present
study aims at evaluating the short and long-term outcomes of conversion after laparoscopic
assisted right colon resection for colon cancer.

Methods : Between the periods Jan 1993 to July 2007, 183 consecutive patients undergoing
laparoscopic assisted right colon resection for carcinoma of colon were identified from
our database. Data pertaining demographic information, operative details, post-operative
complications, length of stay, 30-day mortality and follow-up status were analyzed.

Results : The overall conversion rate was 12% (22 patients). Though the median operative
time was comparable (195 mins vs 180 mins, p = 0.074), more blood loss was recorded
among the conversion group (350 ml vs 20 ml, p < 0.001). It was also associated with
higher wound infection rate (27.3% vs 5.6%, p = 0.001) and 30-day mortality (9.1% vs
0.62%, p = 0.039). No difference was demonstrable on the median length of hospital
stay (p = 0.42). After potential curative resection, the 5-year overall survival rate was 53.8%
in patients requiring conversion compared with 67.1% in those without conversion (p =
0.084). The 5-year cancer specific survival between the two groups were 67.7% and 74.1%
respectively (p = 0.316). Using Cox regression model, conversion was not an adverse
predictor for overall and cancer specific survival.

Conclusions : Our results showed that conversion increased the intra-operative blood loss;
the post-operative wound related morbidities and the 30-day mortality. However, it did
not affect the oncological outcome after curative resection.
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