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This review ofgeneral surgical 'highlights' will once
again concentrate on the following topics; breast,
gastro-oesophageal, colorectal, hepato-pancreatico-
biliary disease and the acute abdomen. I apologize
in advance for inevitable omissions but I hope I
have incorporated the major advances and
developments.

Breast cancer

Breast cancer is common and may be increasing in
incidence. A Swedish study has suggested that this
is particularly so in younger women with an
average annual increase of 3.2% in the age group
25-29 and 3.4% in the 30-34s.' Speculation on
possible causes include delayed child bearing and
the question of oral contraception. Two recent
studies have addressed this problem. The WHO
collaborative study2 compared 2,116 women with
newly-diagnosed breast cancer and 12,077 con-
trols. The relative risk of breast cancer in women
who ever used oral contraceptives was estimated to
be 1.15. Estimates for women under and over 35
were not statistically different. Risk was highest in
recent and current users and declined with time
since last use. A relative risk of 1.5 (of borderline
significance) was observed in women who used oral
contraceptives for more than 2 years before age 25.
These results could be due to chance or represent a
weak causal relationship. The UK National Case-
Control Study Group3 previously reported an
increased risk of breast cancer associated with oral
contraceptive use in women in whom the disease
was diagnosed before the age of 36. A further
subgroup analysis of this data has shown little
evidence of altered risk in relation to subgroups.
Women with a family history ofbreast cancer had a
slightly greater risk associated with oral contracep-
tives than those without, but the difference in
trends was not significant. Chilvers et al.4 have

reviewed all the evidence for the relationship
between oral contraceptives and breast cancer. In
essence the cumulative risk of breast cancer up to
age 36 in the UK is 1 in 500. Even after 8 years of
oral contraceptive use this risk would increase to
only about 1 in 300. Williams et al.,' in a case-control
study, reported an increased risk of breast cancer
associated with decreasing interval since last term
birth, increasing age at first term birth and decreas-
ing parity. The results also suggested a transient
increase in the risks of breast cancer after full-term
pregnancy.

In selecting optimum treatment for breast cancer
it is important to recognize sensitive prognostic
indicators; this is particularly so for lymph node
negative patients. Two interesting studies have
reported on this aspect. The International (Lud-
wig) Breast Cancer Study Group6 looked at serial
sectioning of ipsilateral axillary lymph nodes
reported as negative and found micrometastases in
9% of 921 patients. These patients had a poorer
disease-free and overall survival at 5 years com-
pared to those who remained lymph node negative.
Hence detection of micrometastases may identify a
high risk 'node-negative' group of patients. Other
groups have derived prognostic scores based on
various parameters. For example, Chevallier et al.7
utilized oestrogen receptor, progesterone receptor,
tumour size and grade to divide patients into 3
prognostic groups (good, intermediate and bad).
Studies such as these, however, require prospective
validation and should be tested with appropriate
adjuvant regimens. Locker et al.8 have demon-
strated that the cribriform subtypes of sympto-
matic ductal carcinoma-in-situ (DCIS) is less
aggressive than other forms, which may affect
management.
The prediction of early relapse and the diagnosis

of recurrence is clearly of importance and two new
tests have addressed this problem. CA 15-3 is an
accurate indicator of synchronous distant metas-
tases in patients with locoregional recurrence9 and
urokinase-type plasminogen activator (u-PA) may
be an independent prognostic factor in predicting
early relapse'0 as indeed may urinary tissue factor
activity."
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GENERAL SURGERY 877

Surgical treatment

The optimum treatment for early breast cancer
(T1-2 N 0-1) continues to remain controversial.
Limbergen et al.'2 reported the results of
radiotherapy alone in 221 patients with operable
breast cancer. The mean follow-up was 15.5 years.
An actuarial local control rate of 75.4% after 15
years was achieved. The dose was dependent on
tumour size. An overall disease-free survival of
60.6%, 46.8% and 38% was noted at 5, 10 and 15
years respectively. These data compare favourably
with surgical patients but are a selected group and
high dose radiotherapy was administered.
Two reports from Milan on breast conservation

treatment are reassuring. No differences in disease-
free or overall survival were seen in 701 women
with a tumour diameter under 2 cm randomized
either to radical mastectomy or to quadran-
tectomy, axillary clearance and breast
radiotherapy (QUART). Overall 13 year survivals
were 69% and 71% respectively.'3 Prior to this
report, Fisher and colleagues had confirmed
equivalent overall survival between mastectomy or
breast conservation in women with tumours of
4 cm or less.'4 In the second Milan study,'5 705
women with cancers less than 2.5 cm were ran-
domized into QUART or more limited treatment
consisting of tumorectomy, external radiotherapy
and a boost with '92Ir implantation (TART). No
differences in distant metastases and survival were
observed in the two groups although lumpectomy
patients had a higher frequency oflocal recurrences
(7.0% vs 2.2%).
The incidence of local recurrence may be related

to the permeation of tumour into the breast duct
system. Two recent studies have shown that
patients with extensive intraduct carcinoma (EIC)
in their invasive cancers are twice as likely to have
bulky, residual, predominantly intraduct disease in
the tumour bed at re-excision.'6"17 Seventy-one per
cent of EIC + ve patients had residual intraduct
carcinoma compared to 28% ofEIC - ve patients.
This may help to explain the association between
EIC and subsequent breast recurrence in patients
treated with limited excision before radiotherapy.

Additional controversy has recently emerged
with regard to the surgical management of the
ipsilateral axilla in women with breast cancer. Full
axillary clearance is associated with reduced
locoregional recurrence and overall survival in
some series'8 and has the advantage of avoiding
axillary radiotherapy. In addition, important prog-
nostic information is obtained which may be
incomplete when only axillary sampling is per-
formed.'9'20 Du Toit et al.,2 however, have
advocated the triple node biopsy technique, which
samples both lateral and medial lymph node chains
and the low axillary node. The prognostic inform-

ation is regarded as useful and sufficient to allow
better planning of adjuvant systemic treatment.
Andre et al.22 have reported locoregional recur-

rence rates after 649 modified radical mastec-
tomies. The actuarial cumulative locoregional
incidence rate was 6%, 14% and 19% after 1, 5 and
7 years respectively. In this series local recurrence
was not thought to be a significant sign ofimminent
generalized disease. Actuarial 5-year survival after
local recurrence was 26.2%. These results are
similar to those obtained following selective con-
servation therapy. Barr et al.23 have reviewed the
indications and complications of sulsequent sal-
vage mastectomy in 25 patients who developed
local recurrence after breast-conserving treatment.
Two patients required myocutaneous flaps and, in
total, 5 patients developed subsequent local relapse
and 2 ofthese patients died with uncontrolled chest
wall nodules. Clearly this is associated with a poor
overall prognosis.

Systemic therapy

Although adjuvant systemic therapy is now estab-
lished for post-menopausal women and pre-
menopausal women with lymph node positive
tumours, the role of systemic therapy in patients
with node -ve breast cancer is still controversial.
Two recent studies from the National Surgical
Adjuvant Breast Project (NSABP) group have
suggested that the oestrogen receptor status of a
tumour is not sufficiently sensitive as a prognostic
indicator to determine whether adjuvant systemic
chemotherapy should be given to node -ve
women.24 A longer follow-up is required for these
studies to determine whether a true survival advan-
tage exists. A recent review, however, adds an
element of caution with regard to the role of
adjuvant cytotoxic chemotherapy in node - ve
women, and suggests that only women at high risk
should be offered this form of treatment. This is
probably the view of the majority of UK surgeons
but further work and studies are required to
establish this contentious point. Two recent
reviews both indicate a future for adjuvant
chemotherapy25'26 but will depend upon further
trials and particularly ones which are designed so
that biological sub-set interactions can be detected
more reliably and variables, such as nuclear
pleomorphism, grade, receptor status, S phase
fraction, ploidy, and oncogene amplifications, can
be taken into consideration. In this way it is likely
that subgroups of women who are most likely to
respond will be properly treated.
As far as systemic treatment for advanced

disease is concerned, two interesting studies have
been reported. Harris et al.27 have demonstrated, in
a randomized trial, that the use of short term or
continuous chemotherapy (mitozantrone) is
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878 I. TAYLOR

similar in time to the disease progression, response
duration, or survival. Toxicity is milder, however,
during a short chemotherapy course. Stopping
chemotherapy early in responders did not cause
rapid relapse in this study.

Gazet et al.28 have performed a randomized trial
comparing chemotherapy with endocrine therapy
in 60 patients presenting with significantly locally
advanced breast cancer. In this small study,
chemotherapy was more effective in rapidly reduc-
ing the size of the primary breast cancer than
endocrine therapy and altered the future manage-
ment of these patients. However, on completion of
follow-up there was no significant difference in
disease-free recurrence, or survival.

Breast screening

Several recent studies on breast screening have
been reported. The Edinburgh Trial29 reported the
results of 45,130 women aged 45-64 randomized
between 1979 and 1981. After 7 years offollow-up a
mortality reduction of 17% was achieved which
was not statistically significant even when corrected
for socio-economic status. Women aged 50 years
and over had a mortality reduction of20%. Hobbs
et al.?' demonstrated that response rate and com-
pliance to treatment were similar in the older and
younger women and this should not necessarily be
a bar to offering this service.
The management of ductal carcinoma-in-situ

(DCIS) is still controversial. Ciatto et al.3" analysed
the presentation and outcome of 156 consecutive
cases ofDCIS. Different surgical options were used
but a temporal trend in favour of conservative
treatment was evident. The prognosis for this
condition is excellent providing local control is
achieved. Subsequent ipsilateral or contra-lateral
breast cancer was recorded in only 7 patients. In
this study death from breast cancer in DCIS
patients could always be attributed to contra-
lateral or subsequent ipsilateral infiltrating cancer.
This finding confirms the view that local control of
DCIS corresponds to cure. In some patients,
however, DCIS is extensive and covers a large area.
Holland et al.32 showed that 66% of tumours
involved one breast quadrant, whereas 23%
extended over more than one quadrant and 1 %
were centrally located. Clearly, adequate excision
of DCIS may require a wide excision involving up
to a whole quadrant.

Finally, two studies have suggested a benefit
from cytotoxic wash-out of the tumour bed follow-
ing excision of the carcinoma. Lucarotti"3 recog-
nized malignant cells on scrape cytology of the
excision cavity in 20% of patients following
excision. Topical use of antiseptics and cytotoxic
agents should destroy these cells. Similarly Park'
compared cytotoxicity of different solutions used

for operative lavage and found that Savlon, noxy-
thioline and povidone iodine were the most
effective in reducing the number of recoverable
viable malignant cells.

Upper gastro-intestinal surgery

Oesophagus

Reflux oesophagitis continues to be a troublesome
problem. Recent randomized trials have compared
different pharmacological treatments. Maxton et
al.35 in a study of 80 patients showed that Pyrogas-
trone and cimetidine are equally effective in healing
of oesophagitis and Pyrogastrone was marginally
better in terms oftime to relapse. For patients with
refractory oesophagitis Bardhan et al.36 reported
that omeprazole 40 mg daily for up to 8 weeks was
effective in healing and relieving symptoms of
erosive oesophagitis refractory to treatment with
either cimetidine or ranitidine. Similarly, Dehn et
al." in a randomized double-blind trial demon-
strated that omeprazole achieved greater and more
rapid symptom relief as well as more rapid endo-
scopic healing than cimetidine. It would appear,
therefore, that omeprazole is establishing itself as
the treatment of choice for severe oesophagitis.

However, some patients require an anti-reflux
surgical procedure for their symptoms.38 An ap-
praisal of the techniques suggests that surgical
correction remains the only feasible long-term
solution in selected patients. Of the procedures
available the Angelchik anti-reflux prosthesis is
becoming more popular. Timoney et ai.,39 in a
review of 44 patients treated over a 5-year period,
describe a 74% excellent outcome with 92% of
patients having relief of reflux symptoms. How-
ever, the results in patients presenting with
dysphagia are less good. Mughal et al.' studied 126
patients in a prospective study, with preoperative
oesophageal manometry. Patients undergoing
Nissen fundoplication, obtained satisfactory
clinical results in 83.3%. The poor results are due to
recurrent reflux or technical failure and unfor-
tunately pre-operative oesophageal studies do not
determine the suitability of individual patients for
surgical correction.
The treatment ofcarcinoma of the oesophagus is

still highly controversial. The mainstay of therapy
for resectable lesions is surgical excision. However,
resection is still risky although operative mortality
has decreased in incidence from 30% in 1980 to
10-15% in recent years. In many studies the
average 5-year survival for patients surviving resec-
tion is approximately 12%. Patients with adeno-
carcinomas fare less well than patients with
squamous carcinomas.
An excellent review by Muller et al.4' discusses all
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GENERAL SURGERY 879

surgical publications on oesophageal carcinoma in
the past 10 years; 133 papers were reviewed and an
overall postoperative mortality rate of 8% cal-
culated but only 21% of patients were suitable for
resection in the total series. In these patients a
5-year survival rate for resectable patients of 1 %
was found. In addition, the results of adjuvant
radiotherapy and chemotherapy have been disap-
pointing. A separate series from South Africa42 of
127 patients demonstrated possible benefit with
radiotherapy in patients with probable residual
tumour. Earlam and Johnson43 have advocated
radical radiotherapy not only for inoperable
squamous cell carcinoma but also for patients with
operable disease. In a small series of 22 patients, a
46 % one year and 14% 5-year survival was
achieved, which is comparable to surgical reports.
In conclusion, it would appear that the operative
mortality for surgery in oesophageal carcinoma
has improved over the last 10 years and now should
be less than 10% in specialist centres. Subsequent
survival rates have been remarkably static" and,
sadly, trials to compare radiotherapy with surgery
for operable squamous cell carcinoma have failed
to attract sufficient patient recruitment.45
Many patients with oesphageal cancer are

treated by palliation only, in an attempt to reduce
dysphagia. Oliver et al.46 demonstrated that
radiotherapy adds very little to intubation in terms
of improvement in survival but patients receiving
radiotherapy have a much longer hospital stay (46
days vs 23 days for intubation alone). Laser therapy
has also been used in an attempt to deal with severe
dysphagia. A prospective randomized trial in 46
patients showed no significant difference in the
quality of life between laser therapy alone and laser
therapy followed by endoscopic intubation.47
However, the complication rate was significantly
higher in intubated patients (10% vs 40%). Clearly,
both techniques are effective in dealing with severe
dysphagia and the one chosen will depend very
much upon local expertise.

Gastro-duodenal

There is increasing evidence to suggest that total
eradication ofHelicobacterpylori is associated with
cure ofduodenal ulcer. In one recent trial48 4 weeks'
treatment of bismuth subcitrate with amoxycillin
and metronidazole was associated with healing and
no relapse within one year. A further study compar-
ing omeprazole and ranitidine demonstrated an
improvement with omeprazole.49 Overall, the
results tend to suggest that both duodenal and
gastric ulcers heal more rapidly and this is
explained by a more effective control of gastric acid
secretion.
Although itmay be thought that surgery now has

very little role to play in the management of peptic

ulcer this view may well be premature. Three recent
reports have provided data on the results of highly
selective vagotomy with a 5 to 20 year follow up.
Johnston et al.50 described the outcome of 600
patients with a recurrent ulceration rate of 15%,
80% of whom had developed symptoms within 5
years and no patient has had recurrence after 13
years. The patient satisfaction rate for Visick
grades 1 and 2 was 92%. There was one post-
operative death from cerebral haemorrhage.
Macintyre et al.5' have similar results in 307
patients without operative mortality. The recurrent
ulceration rate was 17.3% but appeared to be
surgeon-dependent. Ninety-one per cent of
patients felt their symptoms had been cured or
greatly improved and 84.9% considered the oper-
ation a success. Post-vagotomy symptoms were
found in 5% of patients. Finally, Koruth et al.52
have provided the long term results (8-15 years) of
a randomized trial comparing highly selective
vagotomy with truncal vagotomy and pyloro-
plasty. Visick grading was similar in the two
groups. The endoscopically proven recurrence rate
was 7% after truncal vagotomy and pyloroplasty
and 5% after highly selective vagotomy. These are
excellent results and support the optimism related
to highly selective vagotomy in the management of
duodenal ulceration.
Another technique which has recently been

submitted to a randomized controlled trial is the
operation of anterior lesser curve seromyotomy
and posterior truncal vagotomy.5 In a randomized
study of 146 patients with a mean follow-up of 4.5
years dumping and diarrhoea were significantly
commoner after truncal vagotomy (31 vs 8). The
overall Visick grading was better with this pro-
cedure.
The management of patients presenting with

upper gastrointestinal haemorrhage from peptic
ulceration is controversial. Evidence is
accumulating that such patients should be admit-
ted to a joint medical/surgical gastrointestinal unit
for treatment. Two studies have reported the
benefit of such an approach. Holman et al.54
described such a policy in 430 patients. An overall
mortality of 3.7% was reported and all had serious
concomitant pathology. The operation rate was
21.6%. Sanderson et al."5 described very similar
data in 292 patients with a mortality of 4.8%. Few
other studies have reported such a low incidence.
Patients over the age of 60 with gastrointestinal
haemorrhage should be operated upon early if
mortality is to be reduced.56 Branicki et al.57 have
investigated prospectively the factors which deter-
mined re-bleeding and mortality in 701 patients.
Age over 60, previous medical illness, shock on
admission, large ulcer signs and endoscopic stig-
mata of recent haemorrhage are the most impor-
tant. These factors must be taken into account in

copyright.
 on M

ay 23, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.67.792.876 on 1 O

ctober 1991. D
ow

nloaded from
 

http://pmj.bmj.com/


880 I. TAYLOR

determining whether individual patients require
urgent surgical intervention.
For patients with bleeding gastric ulceration

undersewing of the ulcer with biopsy is an effective
form oftreatment when subsequently placed on H2
receptor antagonist therapy. This is associated with
a satisfactory level of mortality and ulcer recur-
rence.58 Hunt and McIntyre,59 in a consecutive
series of 201 emergency operations for bleeding
duodenal ulcer, found that the size of the ulcer was
a major factor which correlated with the operative
procedure performed. Truncal vagotomy and
pyloroplasty combined with under-running of the
bleeding point is an acceptable treatment but
gastrectomy may be a better procedure if an ulcer
of more than 2 cm is present. However, non-
surgical procedures should now be considered for
patients with massive peptic ulcer haemorrhage.
Lin et al.l0 reported the results of a prospective
randomized trial of 137 patients with massive
peptic ulcer treated by either endoscopic heat probe
thermocoagulation or pure alcohol injection. The
initial haemostatic effect of the heat probe was
better than that ofpure alcohol and the duration of
hospital stay was shorter. In addition, the incidence
ofemergency surgery and the subsequent mortality
rate was less in the heat-probe group. They con-
cluded that heat probe thermocoagulation should
probably be the initial treatment of choice for
arrest of massive peptic ulcer haemorrhage.

Gastric cancer

Prognosis in this condition can be improved by the
diagnosis of early gastric cancer with subsequent
treatment. De Dombal et al.61 reported 90% 5-year
survival for this group. Hallissey et al.,62 in a
prospective study, found that 57 patients investi-
gated for 'dyspepsia' had gastric cancer; 15 of these
had early cancer. They concluded that investiga-
tion ofdyspepsia in patients over 40 might increase
the proportion ofearly gastric cancers detected and
hence the proportion of operable cases.

Unfortunately, at the time of presentation, the
majority have advanced disease. The results of
radical gastrectomy (R3) for these patients suggest
some benefit. Bozzetti et al.63 have described their
experience with extended surgery for gastric car-
cinoma in 143 patients. The operative mortality
rate was 15.4% but decreased during the 8 years of
the study. The overall 5-year survival was 19%.
Clearly, tumour penetration of adjacent structures
and nodal involvement were associated with a poor
prognosis.

There is undoubted controversy regarding the
role of thoraco-abdominal radical gastrectomy for
carcinoma of the cardia. Griffin et al.64 in a series of
38 patients found that such treatment was indi-
cated since the peri-operative mortality rate was

5% (although subphrenic abscesses occurred in
21 %) and 23% of patients survived 3 years. This is
in contrast to the experience of Wilson et al.65 in
whom a dismal prognosis was achieved in a series
of 47 patients. Only 20% of their series survived
one year with a mean duration of 5.4 months. In
view of such poor outcome alternative forms of
treatment have been suggested. Gill et al.6' reported
their experience in 29 patients with adenocar-
cinoma of the cardia of the stomach treated by
synchronous chemotherapy (5-fluorouracil and
cisplatin) and radiotherapy. Subsequently 14
patients had the tumour resected and in 6 no
microscopic tumour was found in the specimen.
The median survival of patients who responded
was 15 months. Such synchronous chemotherapy
and radiotherapy has valuable palliative effects and
perhaps should be considered more frequently in
this condition. The importance of quality of life
following surgery for gastric carcinoma should not
be forgotten. Buhl et al.67 have evaluated this aspect
in 89 patients treated either by total gastrectomy,
distal gastrectomy or proximal gastrectomy. Proxi-
mal gastrectomy was associated with most trouble-
some sequelae and had adverse effects on quality of
life. Jejunal pouch construction, however, may be a
more satisfactory procedure to alleviate disabling
symptoms.68

Biliary disease

A major revolution has occurred in the manage-
ment ofpatients with gallstones. A recent review on
this topic69 has highlighted the pros and cons of the
different techniques. Undoubtedly laparoscopic
cholecystectomy is becoming increasingly popular
and widespread. Two editorials707' have empha-
sized the advantages in terms of reduced hospital
stay and low morbidity. It would be difficult to
justify a randomized trial of conventional versus
laparoscopic cholecystectomy, and attempts to
initiate this have failed.72 Nevertheless, com-
parative studies and careful audit are required and
two recent reports have followed this approach.
Nathanson et al.73 have reported experience in
Dundee on 61 patients. Laparoscopic cholecystec-
tomy was completed in 60 patients with a low
morbidity rate and a median duration of surgery,
including cholangiogram, of 135 minutes (range
65-270 minutes). The median hospital stay was 2.9
days and the median time to resume full work after
discharge was 11 days. Grace et al.74 produced very
similar data in 50 consecutive patients. The median
operating time was 155 minutes, but the median
postoperative hospital stay was 3.5 days compared
to 8.8 days following conventional surgery. They
conclude that the technique is associated with
financial benefits and is cosmetically satisfactory. I
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GENERAL SURGERY 881

think few individuals would disagree with this.
Piezoelectric lithotripsy has been advocated but

only 28% of patients with gallstone disease appear
to fulfill the criteria for treatment by this tech-
nique.75 Another disadvantage relates to the need
for subsequent dissolution therapy over a long
period of time. Complications from this technique
are few and indeed a recent study has happily
demonstrated that soft tissue injuries are minimal.76
Comparison has been performed in extracorporeal
shock wave lithotripsy between an electrohydrolic
and a piezoceramic device in vitro." All stones were
successfully disintegrated and the actual volume of
the stone seemed to be the only determinant which
affected ease of fragmentation.

Chiverton et al.78 have assessed percutaneous
cholecystolithotomy in 60 patients as an alternative
method for removing gallstones. Four patients
required subsequent cholecystectomy. Seven
patients had postoperative complications and 2
had recurrence of biliary calculi. This is a technique
which might be suitable for elderly patients who
have empyema and significant septic problems that
are unfit for major abdominal surgery. A further
technique which has been described is the use of
methyl-tert-butyl-ether (MTBE) infused via a
naso-biliary catheter into the common bile duct to
treat bile duct stones. A recent report79 has de-
scribed this technique in 33 patients. It is a
technique with a significant complication rate and
is unlikely to be used widely.
The question ofvisualization of the common bile

duct at operation is always a subject of dispute.
Motson et al.80 advocate the use of operative
choledochoscopy, either rigid or flexible, in
patients following gallstone removal and regard
this as a mandatory part of common bile duct
exploration. Many surgeons now regard operative
cholangiography as a procedure which should be
carried out selectively in patients who fulfill certain
criteria, for example, jaundice, cholangitis, pan-
creatitis and dilated common bile duct. A recent
study by Pernthaler et al.8' tends to confirm this
view, but also recommends that small stones
should be accepted as an indicator for cholangio-
graphy.

There is continuing controversy also with regard
to endoscopic removal ofcommon bile duct stones.
This particularly relates to common bile duct
stones in young patients with a gallbladder in situ.
The current indications and controversies have
been reviewed by Horton et al.82 The major indica-
tions remain acute obstructive suppurative cholan-
gitis, acute cholangitis and duct stones after
cholecystectomy. Worthley et al.83 have compared
common duct exploration in 102 patients with 50
patients who had endoscopic sphincterotomy.
They conclude that the optimum treatment for
post-cholecystectomy patients with bile duct stones

is endoscopic sphincterotomy and few would
disagree with this. In elderly patients with an intact
gallbladder the bile ducts can also be treated by
endoscopic sphincterotomy.

Pancreatic disease

There are several selective enzyme and blood tests
available both for the diagnosis and subsequent
prognosis of acute pancreatitis. Nevertheless, ser-
um amylase and lipase measurements still represent
the best available diagnostic methods.84 The other
newer techniques require careful evaluation. One
ofthese has been described by Gudgeon et al.85 and
is a trypsinogen activation peptide assay. It has
been carried out in 55 patients with acute pan-
creatitis and its sensitivity and specificity were 80%
and 90%. It is also regarded as an important
indicator of severe acute disease.
The majority of patients with acute pancreatitis

settle with conservative treatment but undoubtedly
a number require more aggressive surgical manage-
ment, often associated with a poor postoperative
course. One ofthe most serious situations relates to
pancreatic abscess formation. Bassi et al.86 re-
viewed 108 patients with pancreatic abscess forma-
tion treated between 1970 and 1987. The overall
mortality rate was 15.7% but this was particularly
marked (23.6%) in patients with spreading abscess
formation rather than a localized disease. The
management of such patients can be extremely
difficult and requires resection or necrosectomy
with extensive local lavage and drainage, often
utilising 'open' management. Two reviews have
recently focussed on the different techniques.87'88
Some patients require retroperitoneal drainage to
avoid contamination of the peritoneal cavity and
enable adequate debridement to occur.89

Total parenteral nutrition has a role to play in
the management of acute pancreatitis. Robin et
al.9' reviewed their experience in 156 patients who
required total parenteral nutrition. The usual
indications are complex local disease, such as
abscess or pseudocyst, and those patients who have
prolonged ileus without oral intake for many days.
Total parenteral nutrition can be administered
safely but careful monitoring is necessary.
The management ofchronic pancreatitis remains

extremely problematical. This is particularly so in
patients with severe pancreatic pain. The relatively
large number of procedures probably reflects a
dissatisfaction with the effects of each of them.
Percutaneous blockage of the coeliac plexus with
alcohol and phenol are commonly used to provide
short-term pain relief. In patients with dilated ducts
pancreatico-jejunostomy is regarded as the method
of choice with prolonged pain relief in about
60%.90 Undoubtedly, careful assessment of each
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patient is required and if it is certain that they have
abstained from alcohol then operative procedures,
depending upon the results of pancreatography,
are of value in selected cases.92
Carcinoma of the pancreas remains a depressing

condition. Hopefully, improvements in imaging,
tissue sampling and better tumour associated
antigens will enable an earlier diagnosis to be made.
Improvements in surgical technique have de-
creased postoperative morbidity. Morel et al.93
have described the results of 33 pylorus-preserving
duodenopancreatectomies with no postoperative
mortality. There was a 24% morbidity rate assoc-
iated with anastamotic leaks, surgical bleeding and
anastamotic ulceration. Sixty-two percent of
patients were alive with a mean survival time of 20
months. Hall et al.94 have described a sutureless
pancreatico-jejunostomy which is performed dur-
ing pancreatico-duodenectomy. There was an ac-
ceptably low leakage rate and the majority of
patients required no enzyme supplements.

Nevertheless, the majority ofpatients still under-
go surgical palliation only. Whether this should be
by surgery or stent is still controversial and has
been reviewed by Hatfield.95 It is suggested that
younger, fitter patients who are likely to survive
more than 6 months are probably better treated by
surgical bypass, leaving endoscopic stenting for the
elderly and frail with advanced disease. Two
separate studies have suggested that biliary bypass
alone is sufficient and the addition of gastro-
enterostomy almost doubles mortality without any
obvious advantage in terms of survival. Clearly, if
there is an obstructive gastric outlet element,
gastroenterostomy is indicated but not in all
patients.96' Bickerstaff et al.98 have advocated
palliative endoscopic sphincterotomy in 17 patients
with carcinoma of the ampulla of Vater. An
endoprosthesis was inserted immediately after-
wards. The median survival was 12 months and
thus this represents reasonable palliation, which
can be carried out safely. Kahn et al.9' have
reported their experience with a combination of
surgical palliation and synchronous treatment con-
sisting of intravenous 5-fluorouracil and radio-
therapy. This group ofpatients had a mean survival
of 13.5 months compared to 8.9 months in patients
who received bypass only. This was not a ran-
domized trial but tends to suggest that in selected
patients synchronous treatment might be of some
benefit. Finally, the results of a randomized trial of
176 patients with unresectable pancreatic car-
cinoma who were randomized either to tamoxifen
or placebo have been reported.'°° There was no
significant different in either mean or median
survival between the two groups of patients. Three
women in the tamoxifen group were alive com-
pared to no survivors in the placebo group after 2.5
years. This is an interesting finding but does not

detract from the overall negative results obtained in
this study.

Liver

Portal hypertension

The management of patients with bleeding varices
in association with portal hypertension continues
to be a major problem. Haemodynamic aspects are
of importance in management and the correlation
with physiology and pathology has been reviewed
by Karran.'0' Non-surgical treatments have attrac-
tions. It is still controversial, however, whether
beta adrenoreceptor blocking drugs such as prop-
ranolol have a role in this condition. A recent
meta-analysis of all controlled clinical trials on the
use of propranolol indicate possible benefits in
reducing death from haemorrhage, although fur-
ther trials and comparisons will be required before
this problem is solved. Nevertheless, this is a safe
treatment and may reduce the risk of bleeding or
re-bleeding by up to 40%.102

Injection sclerotherapy is still very popular and
remains a major therapeutic modality. Such treat-
ment is valuable not only in the acute situation but
as long-term control of oesophageal varices. Kahn
et al.'03 have reviewed the experience of injection in
young patients with extra-hepatic portal venous
obstruction. This is a most difficult condition to
treat adequately but over a mean period of 14.5
months and 7 injections varices were eradicated in
33 patients. Complications were minor and there-
fore this therapy should be regarded as a treatment
of choice for this condition.

Gastric varices can also be extremely difficult to
deal with. Mathur et al.'" reviewed their endo-
scopic and radiological appraisal of varices in 81
patients. They were more commonly seen along the
lesser curvature and bleeding occurred in 9 of these
patients more significantly from the fundus than
from the lesser curve. The optimum management
for such patients is unknown. Greig et al.'05 have
reported their experience in 9 patients, 6 of whom
had been followed for 2 years or longer. Under-
running ofthe gastric varices alone seemed unsatis-
factory and left gastric vein ligation was indicated
in addition.

Undoubtedly, liver transplantation is being car-
ried out more commonly in patients with cirrhosis
and associated portal hypertension. Bird et al.'"
have reviewed the selection criteria, survival and
relapse in patients undergoing transplantation for
alcoholic cirrhosis. Survival and rehabilitation in
these patients compares favourably with patients
suffering from other forms of cirrhosis. Patients
selected are those with recurrent complications
despite medical treatments, but in addition, there

copyright.
 on M

ay 23, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.67.792.876 on 1 O

ctober 1991. D
ow

nloaded from
 

http://pmj.bmj.com/


GENERAL SURGERY 883

should be a minimum period of 6 months of
abstinence before transplantation is considered. As
far as primary biliary cirrhosis is concerned,
Neuberger et al.'07 have reviewed the referral
criteria for this group. Their recommendation
appears to be that potential candidates should be
referred before the serum bilirubin concentration
approaches 150 timol/l.
Liver tumours

What is the most effective imaging modality in
patients with liver tumours? A prospective com-
parison of ultrasonography, CT scan and angio-
graphy was performed in 54 patients and the results
compared to intraoperative ultrasound.'08 In-
traoperative ultrasound demonstrated 25% to
35% additional lesions, 40% ofwhich were neither
visible nor palpable at surgery. These authors
therefore recommend intraoperative ultrasound in
all patients in whom resection is planned. Increas-
ing interest, however, has been shown in Lipiodol
computed tomography for very small hepatocel-
lular carcinomas and undoubtedly this is a tech-
nique which will gain in importance.'09

Several recent reports have reviewed the opti-
mum surgical management for primary hepato-
cellular carcinoma, particularly those complicating
cirrhosis. In general the long-term results of resec-
tion of hepatocellular carcinoma have been disap-
pointing, principally because of the high rate of
intrahepatic recurrence. Belghiti et al. have re-
ported a cumulative recurrence rate of 100% at 5
years."0 Patients presenting with advanced disease
unsuitable for resection and confined to the liver
and in whom conventional hepatic resection is not
possible, might be suitable for liver transplanta-
tion. Ismail et al."' have reported the Birmingham
series of29 grafts performed in 28 patients. Twenty
patients have survived more than 30 days with a
median survival of 11.5 months. Ringe et al."2 and
Otto et al."3 have provided similar data from
Hanover and Heidelberg respectively. A one year
survival rate of 54% in selective patients has been
reported. In general these results are not as satisfac-
tory as those obtained in patients who are suitable
for resection. Al-Hadeedi et al."14 have reported a
33% 2-year survival and 22% 3-year survival
following extended hepatectomy for hepatocellular
carcinoma. Even better results from a selective
policy have been reported by Paquet et al."5 and
Hasegawa et al."6 This latter author has described
central bisegmentectomy in patients with advanced
disease.

Mortality in patients with bleeding liver tumours
is very high and perhaps this condition is unsuitable
for any form of therapy. Dewar et al."7 however,
have reported the experience in 41 patients with
spontaneous liver rupture over a 4-year period.

Various techniques were utilized, including angio-
graphic embolization and intratumoral injection of
absolute alcohol. Some benefits are reported, but
the ultimate prognosis is very poor.

Colorectal liver metastases are very common but
the optimal management of such patients is still
debated. Karanjia et al."8 have highlighted this
problem by reporting the results of a questionnaire
sent out to consultant surgeons in the United
Kingdom. No consensus was achieved as to which
patients would benefit from resection, and only
62% said they would consider surgery even in a
patient with a solitary metastasis. The major source
of differing opinion relates to the natural history of
this disorder and the accurate assessment of out-
come following surgical resection compared to no
treatment. Scheele et al."9 have discussed this
problem based on an extensive review of almost
1,000 patients. Radical resection of disease con-
fined to one lobe irrespective of the number of
metastases in the lobe appeared to prolong sur-
vival. They suggest that the outcome can be altered
by such an approach but this is not agreed univer-
sally.'20 The debate continues. It would appear that
survival rates are not significantly different in some
series after resection for solitary compared to
multiple liver metastases (26 vs 28 months).
Operative mortality from such procedures should
be less than 10%.121,122

However, over 90% of patients have multiple
metastases involving both lobes of the liver which
makes resection impossible. Hunt et al.'23 have
carried out a prospective randomized trial in such
patients and demonstrated that long-term infusion
chemotherapy with 5-fluorouracil and degradable
starch microspheres may be ofbenefit in enhancing
median survival. In patients with less than 50%
involvement a median survival of almost 2 years
was achieved. Other techniques involve targetting
liver metastases with intrahepatic chemotherapy by
the use of vasoactive agents to redistribute arterial
blood towards tumours. Such treatment consists of
angiotension II and albumin microspheres.'24

Trauma

Major blunt liver trauma is still associated with a
high mortality rate. Andersson et al.'25 have
reviewed the conservative approach to liver trauma
and suggest that up to 80% of patients with liver
injuries can be managed by simple measures.
However, selection of patients and monitoring by
CT scan is essential. In addition, patients should be
haemodynamically stable and selective arterial
embolization may be required. Nevertheless, some
patients will require major hepatic resection and
have more serious injuries with a higher mortality.
Hollands and Little'26 have reported experience in
42 patients with an overall operative mortality of
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36%. The common complications are respiratory
infections, coagulopathy and sepsis.
The most serious injury is damage to the hepatic

vein and retrohepatic vena cava. These injuries are
extremely difficult to deal with and the majority of
patients die. Ciresi et al.'27 however, have reported
successful techniques using vascular isolation of
the liver in 27 patients, 12 of whom were success-
fully resuscitated.

Colorectal disease

Coloproctology is an ever expanding specialty.
This brief review will deal with two specific aspects;
cancer and inflammatory bowel disease.

Colorectal cancer

The aetiology of this very common cancer remains
obscure. Nonetheless, increasing understanding of
its growth and spread are becoming apparent. Rew
et al.'28 have investigated the in vivo proliferative
characteristics of human colorectal cancer using
bromodeoxyuridine. Kinetic relationships to
extent of spread have been demonstrated. It has
been suggested that differential expression of
oncogenes may reflect the way in which colorectal
tumours respond to other growth factors. Studies
supporting the concept of an enhanced expression
include p62 c-myc oncogene'29 and p53 as prognos-
tic indicators.'30 Interestingly, there may be a
correlation between the chromosome deletions
which have been described and the different
mechanisms of c-myc overexpression.13l Growth
factors may well have a role and epidermal growth
factor receptor (EGFr) expression has been
measured in invasive human colorectal cancer
using immunohistochemistry. Whereas all tumours
stain for EGFr, Dukes C tumours have demon-
strated higher levels of receptors then either Dukes
A or B and may therefore be an indication of poor
prognosis. 132,33

It has been recognized for many years that an
association exists between malignancy and altera-
tions in haemostasis. Tumours have procoagulant
activities and this can be clearly demonstrated in
colorectal cancer and may be important not only in
local spread but in determining the presence of
metastases.'34 Normal colonic epithelial cells have
cell associated urokinase-type plasminogen activity
which may be enhanced in malignancy.'35 Simi-
larly, urinary tissue factor activity is enhanced in
colorectal malignancy.'36

Diet has always been thought to be of impor-
tance in the aetiology of large bowel cancer and
further evidence supports this.'37 It would appear
that fatty acids are implicated in some way and
certainly arachidonic acid and docosahexaenoic

acid are elevated in human colorectal cancer.138,139
These studies suggest that high saturated fat pro-
motes the malignant transformation of colorectal
adenomas into carcinomas. Bile acids may also
have a role and are increased following truncal
vagotomy which might be associated with an
increased incidence in colorectal malignancy.'" In
addition, bile acids which influence cellular pro-
liferation are abnormal in patients with familial
adenomatous polyposis.141
Another aspect which is gaining attention is the

study ofthe intercellular connections between cells.
Collins et al.'42 have studied the pattern of des-
mosomes in colorectal cancer and noted alterations
in the presence of low calcium.
The prognosis for colorectal cancer could be

improved if early diagnosis was made before the
cancer had spread. Numerous studies on screening
for colorectal cancer using faecal occult blood are
continuing and the results of these studies are
awaited with interest. In order to increase
specificity Kewenter et al.143 have demonstrated
that a rehydrated haemoccult test should be carried
out only in those patients with a possible result.
This procedure might significantly reduce the work
load without necessarily reducing sensitivity.
Similarly, an increase in the yield of neoplasia can
be obtained if the haemoccult testing is carried out
over 6 days rather than 3 even though compliance
may be reduced and the number of colonoscopies
increased.'" The most effective method of screen-
ing has yet to be established and continuing studies
comparing different methods in an attempt to
improve specificity and sensitivity are continuing. 145
In spite of this, the controversy as to the potential
benefits of colorectal screening remain. Recent
reports from Japan suggest significant benefits,'46
whereas other studies have questioned the concept
in making any major impact on prognosis.'47"48
Whether patients should be screened after resection
for colorectal cancer to determine early recurrence
is equally debatable. Juhl et al.'49 suggest annual
colonoscopy for at least 6 years post-resection, not
only to detect new primary tumours, but also
predisposing lesions. Various tumour markers
have also been suggested in this role and these
include CEA, TPA and CA 9-9.9 15
The role of immunoscintigraphy in the diagnosis

ofcolorectal cancer, particularly in the recognition
of early recurrence, continues to attract interest. A
successful technique would indeed lend itself to
therapeutic manipulation. Various monoclonal
antibodies have been used for this and include
PRlA3,15' carcinoembryonic antigen (CEA)'52 and
combinations such as fragments of monoclonal
antibodies against CEA and cancer antigen 19-9
(CA 19-9).'5" The accuracy of all these techniques
is doubtful but improvements and technical
modifications may provide this technique with
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therapeutic benefits. A further diagnostic modality
is endorectal ultrasonography to determine wheth-
er lymph nodes are involved and the extent of
penetration of tumour.'54 Glaser et al."' reported
accurate identification of lymph nodes in approx-
imately 80% and a sensitivity for detection of
peri-rectal infiltration of 97%.

The results of surgical treatment alone remain
fairly static. This was illustrated by McArdle et
al.'56 who looked at the 10-year follow-up of
colorectal cancer in Scotland. At the time of
presentation 50% of patients had clinical evidence
of tumour fixity, and 25% had distal metastases.
The overall resectability rate was 70.8%. Operative
mortality was 13.8% and approximately 70% of
patients undergoing curative resection survived for
2 years and 50% for 5 years. This study illustrates
once again the advanced nature of the disease at
presentation and the high incidence of emergency
presentations. Specialist centres, however, do ob-
tain more favourable results as illustrated partic-
ularly for rectal cancer. Karanjia et al.'17 have
demonstrated the importance of total mesorectal
excision which may be more important than a
reduction in resection margins. Other authors have
also emphasized the importance of the extent of
mesorectal spread in prognosis with involvement of
the lateral resection margin. Cawthorn et al.'58
measured mesorectal spread in 167 consecutive
patients. There were significant differences in sur-
vival between patients with slight and extensive
mesorectal spread in Dukes B tumours (66% vs
37%). Indeed, an editorial in the Lancet has
recently stressed the importance of mesorectal
excision in rectal cancer.'59

Other points oftechnical interest which may help
to improve the overall prognosis include a demon-
stration that, following Hartmann's procedure,
early colorectal re-anastomosis should be em-
barked upon and may be an easier procedure to
perform;160 peroperative observation of marginal
artery bleeding may be a useful predictor of
anastomotic leakage;16' and finally the role of
endoscopic transanal resection of rectal tumours in
patients who are either elderly and/or undergoing
palliative procedures may well be of great value.'62

Left-sided malignancy frequently presents with
large bowel obstruction. Surgical management of
such patients varies but increasing evidence sug-
gests that primary restorative colectomy is justified
with acceptable morbidity. Two options are avail-
able for this. There are advocates of primary
anastomosis following intraoperative colonic
washout and acceptable results are reported.'63
Alternatively, and particularly if the tumour is in a
proximal descending colon, sub-total colectomy
and primary anastomosis without the need for
intraoperative washout can be used with a low
morbidity, mortality and an acceptable hospital

stay.lM Other techniques include a 3 stage oper-
ation or a 2 stage procedure, for example, Hart-
mann's operation. Runkel et al.'65 have reviewed
the outcome after emergency surgery in Germany.
Various procedures have been undertaken and
primary resection was performed in 38% of left-
sided tumours. An overall mortality in their series
of 23% was reported.

There has been increasing interest also in the use
of laser for the primary treatment of colorectal
cancer and particularly in palliation. Loizou et
al.166 presented data on 49 patients with rectosig-
moid carcinoma who were unsuitable for surgery
but who underwent endoscopic laser therapy for
palliation of symptoms and tumour eradication.
The results were pleasing in that symptomatic
improvement was achieved in all patients with
tumours less than 3 cm in diameter and in patients
with larger tumours symptomatic improvement
was achieved in 74%. Mean hospital stay was 9
days. Other encouraging results have been achieved
by von Ditfurth et al. 167 in patients with obstruction
and bleeding. It may well be that endoscopic
photodynamic therapy will be even more effective
in selected patients.'68 Early results suggest that the
technique is feasible and patients with extensive
recurrence can avoid further surgical intervention.

There has been increasing interest in adjuvant
chemotherapy in colorectal cancer. Indeed, in the
UK a national trial, known as the AXIS Study, has
been undertaken to review the effect of adjuvant
portal vein infusion and radiotherapy in colon and
rectal cancer. A large accrual into this study is
required if accurate information is eventually to be
obtained.'69 The combination of levamisole and
5-fluorouracil has been associated with an im-
proval ofsurvival in patients with Dukes C colorec-
tal cancer in two studies.'70"17' This latter study is
particularly important and was associated with a
reduction in the risk of recurrence by up to 40%.
Indeed, the overall death rate was reduced by 33%.
Toxic side effects were limited. Treatment, how-
ever, continues for up to 1 year. The results of a
prospective randomized trial of systemic 5-fluor-
ouracil, vincristine and CCNU for Dukes C col-
orectal cancer did not provide any worthwhile
improvement in recurrence rates or survival.'72

Inflammatory bowel disease

Two interesting topics associated with this condi-
tion have been reported. Restorative proctocolec-
tomy and ileoanal anastomosis is now becoming
accepted as a standard treatment for ulcerative
colitis. Several groups have reported experience
with this particular procedure. Jarvinen et al.'17
have demonstrated that, in many patients, a cover-
ing ileostomy is unnecessary for this procedure,
with obvious advantages. A continuing problem of
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pouch surgery is the development of inflammation
within the pouch itself- 'pouchitis'. The aetiology
of this is still the subject of speculation but is likely
to be inflammatory in nature. The various theories
on aetiology have been reviewed by Madden et
al.'74 Several factors will determine whether or not
function within an ileoanal pouch is satisfactory.'75
These are both morphological and physiological
and require consideration before the procedure is
undertaken.
A continuing concern in ulcerative colitis is the

subsequent development of malignancy. There
appears to be a relationship between the age of
onset of ulcerative colitis and age of diagnosis of
cancer. Patients with left-sided colitis develop
cancer about 10 years later than those with exten-
sive disease.176 Other studies suggest that patients
with extensive colitis have clinically important
cancer risk after the disease has been present for
about 10 years. The cumulative probability of
developing cancer was 3% at 1 5 years and 9% at 25
years.'77 Screening for colorectal cancer has been
advocated but the benefits are dubious and the
costs are high. It is likely that only by means of a
randomized trial will this question be answered.178

It should also be remembered that patients with
Crohn's disease involving the colon also have an
increased risk oflarge bowel cancer. Ekbom et al. 179
have reviewed 1,655 patients with Crohn's disease
and showed an increased overall risk ofmalignancy
of 2.5. Patients with Crohn's disease who were
diagnosed before the age of 30 with colonic
involvement at diagnosis had a higher relative risk
(20.9%) compared to those diagnosed at older ages
(2.2%).

Sadly, Crohn's disease is associated with a high
incidence of recurrence and radical resection does
not appear to reduce the incidence.)80 With improv-
ing treatment there has been a significant decrease
in the mortality over the last 20 years.'

The acute abdomen

It is becoming increasingly apparent that general
surgery will be subdivided into specialties. How-
ever, one aspect which will continue to be the
province of the 'general surgeon' is the diagnosis
and subsequent management of the patient admit-
ted as an emergency with an 'acute abdomen'.
Diagnosis depends predominantly on careful his-
tory taking and examination performed by experi-
enced doctors who are able to make accurate
interpretations of the physical signs. Nevertheless,

the decision to operate or to treat conservatively
can be extremely difficult and errors are made.
Paterson-Brown and Vipondl82 have reviewed the
modern aids in clinical decision-making for
patients with an acute abdomen. These include
computer-aided diagnosis, laparoscopy, peritoneal
cytology and ultrasonography. Under certain cir-
cumstances white cell scanning can also help.
However, operator variation and difficulties in
providing a 24-hour service prevent them from
becoming first-line investigations in most hospitals.

Ultrasonography has been assessed in recent
studies and particularly in a large review by Ooms
et al.'83 Ultrasonography with graded compression
was performed in 525 patients with clinical signs of
acute appendicitis. As experience improved during
the last 3 years of the study the negative appen-
dicectomy rate dropped to 7% and delay beyond 6
hours after admission occurred in only 2% of
patients with surgically proven appendicitis. It is
thought that this test may be used to complement
clinical accuracy. Vipond et al.'84 have evaluated
fine-catheter aspiration cytology of the peritoneal
cavity in 61 patients who were admitted with acute
abdominal pain. Aspirates were examined micro-
scopically. In patients in whom the clinical need for
operation was uncertain (36), 19 required oper-
ation. The peritoneal neutrophil count was more
than 50% in 18 and in one patient with an ectopic
pregnancy fresh blood was aspirated. Again, this
study confirms that peritoneal cytology is a useful
adjunct in cases when an acute abdomen is difficult
and the decision to operate is in doubt.

Non-specific abdominal pain, however, is still
the commonest cause of acute abdominal pain in
Western countries and positive diagnosis in such
patients can be extremely difficult. Raheja et al.'85
prospectively studied 80 such patients. Viral studies
failed to show any abnormality and psychological
studies demonstrated that this group of patients
had similar levels of anxiety and depression to a
control group. There is no doubt that more serious
conditions need to be excluded before this diag-
nosis is made. It is still responsible for a high
proportion of negative laparotomies.
A recent review of the practicalities management

of the acute abdomen has emphasized the impor-
tance of an all-day emergency theatre to deal with
operations which otherwise would have had to be
performed during the night but could in fact be
safely deferred to the following morning.'86 This
administrative aspect in the management of the
acute abdomen is most important and will ensure a
better level of overall surgical care and attention.
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