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Editorial

Dear colleagues and friends,

It is a great pleasure and honor to invite you to the 3rd Central European Congress
of Surgery and the 5th Croatian Congress of Surgery with international participation
which will be held in Dubrovnik from April 28th to May 1st 2010. The Congress events
will include the international Norman Barrett Symposium 2010: ‘“From reflux to
carcinoma’.

The main goal of these Congresses is the education of surgeons from all around the
Europe. We have worked intensively and in close collaboration with all Central European
scientific surgery committees and with our invited speakers, who are all leading experts
in the field of surgery, to build up a very interesting program of highest quality, which will
bring a lot of knowledge especially for young doctors training in surgery. The scientific
program will include state-of-the-art lectures, oral presentations, posters, multimedia
sessions and satellite symposia.

We strongly believe that the program will give the participants a comprehensive section of the present state of
mentioned subjects by covering history taking, clinical examination, imaging, surgical techniques and postoperative
rehabilitation.

Dubrovnik, one of the most beautiful cities in this part of Europe, is a dynamic and radiant city that features
stunning architecture and a vibrant cultural life. You will have plenty of touring and shopping opportunities to take
advantage of in the city. Take time to wander through the Dubrovnik’s many historical landmarks and enjoy the grace of
scenery. From Dubrovnik, you may travel and enjoy the rest of Croatia, which beholds extraordinarily beautiful nature
not found in many, if any, other places in the world.

The Organizing Committee has chosen the Dubrovnik Palace hotel as the venue for the upcoming congress, as it is
considered to be a top location for such a high-profile Meeting.

The Industry is also committed in their support of our meeting that will host a large exhibit area and many attractive
opportunities to share their products and knowledge with the audience.

In addition to official program these Congresses offer excellent opportunities to meet some old and make some new
friends.

We invite you to visit the website regularly for the latest updates and news about the organization of the Congress.

On behalf of Organizing Committee I wish you a very warm welcome in Dubrovnik in 2010!

Sincerely

Prof. BoZidar Zupancic, M.D., Ph.D.
Congress President
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ORAL

Gastric Surgery

Columnar lined esophagus (CLE)

and Barrett’s esophagus (BE) in patients
with and without symptoms

of gastroesophageal reflux disease (GERD)

I. Mesteri', J. Lenglinger?, F. Wrba', J. Zacherl?,
S. Schoppmann?, M. Riegler?

"Department of Pathology, Medical University Vienna,
Vienna, Austria; ?Department of General Surgery Medical
University Vienna, Vienna, Austria

Background. The frequencies of the morphologic manifesta-
tions of gastroesophageal reflux disease (GERD), columnar
lined esophagus (CLE) and Barretts esophagus (BE; 0.5% an-
nual cancer risk) in those with and without GERD symptoms is
unknown.

Methods. Esophago gastroduo denoscopy (EGD) with
multi level biopsies from the esophagogastric junction (from
1.0 cm above towards 1.0 cm distal to the level of the rise of the
gastric folds) was prospectively conducted in asymptomatic
persons (controls; n=81; 25.5%) and GERD patients (n=237;
74.5%); aged between 17-84 years (50 +14.6) and 55.6%
females. Columnar lining above the level of the rise of the
gastric folds was categorized as endoscopically visible CLE
(CLEv). Histopathology of CLE included cardiac mucosa
+ intestinal metaplasia (=BE) and oxyntocardiac mucosa;
squamous epithelium and oxyntic mucosa (OM) were consid-
ered as normal lining of the esophagus and the proximal stom-
ach. Prevalence of CLEv and histopathology proven CLE was
compared between controls and GERD patients.

Results. There were no significant age-, gender-differences
between the groups (p>0.05). Prevalence of CLEv (p=0.083),
histopathology proven CLE (p>0.999), CLE length (p=0.321)
and intestinal metaplasia (controls: 13.6%; GERD: 20.7%;
p=0.159) was indifferent between controls and GERD patients.
Dysplasia and cancer have not been assessed.

Conclusions. The prevalence of CLE and Barretts esophagus
was comparable in patients with and without GERD symptoms.
Our findings may justify to consider screening endoscopy for
Barretts esophagus.

Review: The “Squamo-Oxyntic Gap”
biopsy protocol in GERD patients

L. Beller', J. Lenglinger', M. Eisler', G. Prager’,
I. Mesteri?, F. Wrba?, S. Schoppmann’, J. Zacherl!',
M. Riegler’

"Univ. Clinic of Surgery, Vienna, Austria; 2Pathology
Department, Medical University Vienna, Vienna, Austria

Background. Endoscopy in patients with gastroesophageal
reflux disease (GERD) aims to assess reflux and cancer risk.

Methods. Review of the literature on histopathology based
biopsy protocol.

Results. GERD causes the interposition of columnar lined
esophagus (CLE) between the squamous lined esophagus and
the oxyntic mucosa of the proximal stomach (=squamo-oxyntic
gap). The squamo-oxyntic gap may contain oxyntocardiac,
cardiac mucosa + intestinal metaplasia (Barretts esophagus). In-
testinal metaplasia may progress towards esophageal adenocar-
cinoma (0.5% annual risk). Accordingly Barretts esophagus is
recognized as having a cancer risk justifying endoscopic surveil-
lance. Biopsies obtained from the squamocolumnar junction
have the highest yield for the assessment of intestinal metaplasia
(proofing reflux and cancer risk). Thus the biopsy protocol
should include at least 4 quadrant biopsies from the squamoco-
lumnar junction and biopsies obtained at 0.5cm increments
from endoscopically visible tongues or segments of CLE. The
proximal to distal length of the squamo-oxyntic gap is assessed
by multi level biopsies from the esophago-gastric junction zone.

Conclusions. The squamo-oxyntic gap (+Barrett’s esopha-
gus) serves as the histopathologic marker for gastroesophageal
reflux and is the basis for a novel multi level biopsy protocol in
GERD patients.

Reliability of reflux symptoms to detect
gastrooesophageal reflux following
fundoplication in patients with long
segment Barretts oesophagus

C. Huber, J. Lenglinger, F. Wrba, J. Miholic

General Hospital Vienna, Vienna, Austria

Background. Patients with long-segment Barrett’s oesopha-
gus (>3cm) are at risk for developing adenocarcinoma. Recur-
rence of gastrooesophageal reflux following fundoplication is
juged to increase that risk. Reflux may prevail without symptoms
in these patients. It was the purpose of this study to assess the
frequency of recurrent reflux in patients who have undergone
fundoplication for gastrooesophageal reflux with long-segment
intestinal metaplasia.
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Methods. Thirty patients aged between 43 and 85 years were
retrieved from the prospective database at 2 to 13 years following
laparoscopic fundoplication for symptomatic reflux and with
>3 cm Barrett’s oesophagus preoperatively. Nineteen patients
were examined according to schedule. Upper GI endoscopy,
24 h oesophageal pH-metry and a structured interview based up-
on the GLQI (Gastrointestinal Quality of life index) was performed.

Results. Thirty-seven percent of our patients reported reflux
symptoms. Gastrooesophageal reflux was detected by abnormal
pH-metry in 47.5% of cases. Only 66.7% of these patients
reported reflux symptoms. Among the 12 asymptomatic patients
abnormal acid reflux was found in 3 patients (25%).

Conclusions. We conclude that periodic surveillance in
asymptomatic patients with long-segment Barrett’s oesophagus
and fundoplication is worthwhile due to the fact that the risk of
developing an adenocarcinoma increases if a reflux-relapse occurs.

Influence of resection extent on morbidity
in surgery for squamous cell cancer
at the pharyngoesophageal junction

P. Panhofer', C. Springer', M. Burian?, T. Rath®,
M. Grasl?, B. lzay', S. Schoppmann’, J. Zacherl’

"Department of General Surgery, University Clinic of Surgery,
Medical University of Vienna, Vienna, Austria; 2Department
of Otorhinolaryngology, Medical University of Vienna, Vienna,
Austria; *Department of Plastic and Reconstructive Surgery,
University Clinic of Surgery, Medical University of Vienna,
Vienna, Austria

Background. Squamous cell cancer (SCC) of the pharyngo-
esophageal junction area has a poor prognosis mainly due to late
symptom manifestation and diagnosis. Treatment of choice is
pharyngolaryngoesophagectomy substantially affecting quality
of life but limited procedures have been adopted as well. The
aim of this retrospective study was to evaluate whether the extent
of resection influences postoperative safety and mortality.

Methods. From 1984 to 2006 66 patients were operated at a
single tertiary referral center. Nineteen patients (28.8%) had SCC
of the hypopharynx, 33 patients (50.0%) had SCC of the cervical
and 14 patients (21.2%) of the cervicothoracic esophagus. Thirty
five patients (53.0%) underwent segmental esophageal resection
and 31 underwent esophagectomy. In 39 patients (59.1%) the
larynx has been preserved. Thirteen patients (19.7%) were treated
by radio- and/or chemotherapy.

Results. Forty-six patients (69.7%) had postoperative com-
plications at any degree and 19 patients (28.8%) had to be reop-
erated. Total esophagectomy (p=0.015) and larynx preservation
(p=0.002) were followed by a higher rate of non-surgical mor-
bidity compared with partial resection and laryngectomy, respec-
tively. Especially, pulmonary complications have been observed
more frequently after larynx preservation (p=0.023). Six patients
(9.1%) died during hospital stay. Among them, 4 patients under-
went total esophagectomy (12.9%) and 2 patients had segmental
resection (5.7%). All of them were operated larynx preserving
(15.4%). Overall, 53 patients (80.3%) died until follow-up. The
actuarial 1-year and 5-year survival rates were 60.6% and 15.9%.

Conclusions. Segmental esophagectomy can be recom-
mended as long as sufficient tumor resection is warranted. The
advantage of raised quality of life throughout larynx preservation
is gained by higher morbidity and mortality rates.

Demografic data and histological
performance of esophageal tumors

in Hungary, 25 years follow-up of 1450
patients. Single center experience

P. Kupcsulik, Z. Galambos

1st Department of Surgery, Semmelweis University,
Budapest, Hungary

Background. The incidence of esophageal carcinoma — com-
pared to other European countries — is very high in Hungary
(8.25/105/year), and it is only found to be higher in countries
like France (9.71/105/year) and the UK (11.83/105/year). Carci-
noma of the esophagus became the twentieth most common
malignant disease in the Hungarian population in the last de-
cade. We analyzed the medical and epidemiologic data of 1174
patients admitted to the 1st. Dept. of Surgery of Semmelweis
University in Budapest, Hungary between 1985 and 2004.

Methods. Data on symptoms, weight loss, duration of dys-
phagia until diagnosis and risk factors, such as tobacco smoking
and alcohol consumption were registered.

Results. While the male-to-female ratio was 6.4 to 1 between
1985 and 1989, it became less than 4 to 1 in the last 5-year period.
This shift was even more conspicuous among patients with squa-
mous carcinoma (SCC) of the esophagus, decreasing from 8.11/1
to 4.15/1, pointing out a near twofold relative increase of esoph-
ageal cancers among women in the last 20 years. Esophageal
carcinomas had developed almost three years earlier among
male patients (58.6 years for men and 61.3 for women). The study
pointed out that effect of smoking and alcohol consumption as
two risk factors amplified, since 49.4% of all patients were heavy
smokers and drinkers (more than 5 cigarettes and 50g pure
ethanol per day), and only 15.5% were abstainers.

The incidence of SCC of the esophagus remained stable in
the last 15 years, representing 70% of all cancers (63.1%, 70%,
69.6%, and 72.8%, respectively). Unlike the results of numerous
studies from the western world, there was no increase of inci-
dence of adenocarcinoma (ACC) either, especially in the last 15
years, ranging between 25.3% and 26.5%

Conclusions. Our results showed no change in the incidence
of either squamous cell carcinoma or adenocarcinoma of the
esophagus in the last two decades in the Hungarian population
that falls within our institution’s range.

Surgery for adenocarcinoma
of gastroesophageal junction

G. Kondza, D. Vidovié, B. Kovacié, A. Krizan

Osijek Clinic for Surgery, Abdominal Department, Osijek,
Croatia

Background. Adenocarcinoma at the gastroesophageal junc-
tion may be regarded as of esophageal or of gastric origin, and
tumor removal may follow the principles of esophagectomy or
extended gastrectomy.

© Springer-Verlag
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Methods. In a period from 1996 to 2009 we have operated 83
patients and tumors were categorized according to Siewert’s
classification (I, II, or III) of gastroesophageal junction
tumors. Twenty-six patients with type I (n=18), II (n=4), and
III (n=4) tumors underwent esophagectomy and gastric tube
reconstruction, and 57 patients with type I (n=4), Il (n=19),
and III (n =34) tumors underwent extended gastrectomy and
long Roux.

Results. Hospital mortality within the first 30 days included
three patient in each group. Totally 10 patients underwent re-
operations after the initial operation. The duration of surgery was
longer after esophagectomy than after the extended gastrectomy
procedure.

Conclusions. Due to aggressive local tumor growth and to
early lymph node spread, resections for cure usually require
large resections with lymph node dissection in the abdomen
and in the chest. For SI tumors the transthoracic resection
with two-field lymphadenectomy is superior to the transhiatal
approach, opposite to this, the transhiatal procedure for SII
ans SIII tumors is usually associated with less morbidity and
mortality and allows only limited dissection in the lower parts
of the chest.

Experience of the single Institution
in surgery for esophagogastric junction
carcinoma

P. Pesko

Department of Esophagogastric Surgery, First Surgical
University Hospital, Belgrade, Serbia

Background. Experience of the single Institution in surgery
for esophagogastric junction carcinoma.

The purpose of this study was to summaries experience of
our Institution in reconstruction after potentially radical resec-
tion of cardiac carcinoma.

Methods. For the purpose of this study we analyzed data of
481 patients with carcinoma of the esophagogastric junction,
operated with radical intent at Department of Esophagogastric
Surgery in Belgrade.

Results. Majority of patients had pT2 or pT3 tumor, and
more than 80% were node positive. In the patients with the
adenocarcinoma of the distal esophagus (type I according to
Siewert classification) subtotal esophagectomy and esophagogas-
troplasty was surgical procedure of choice. Transhiatal approach
with cervical anastomosis and trahsthoracic approach with intra-
thoracic anastomosis (Ivor-Lewis procedure) were almost equally
represented (60% and 40% respectively).

Conclusions. Distal esophagectomy with total gastrecto-
my, D2 dissection, and Roux-en-y reconstruction is surgical
therapy of choice for majority of patients with advanced
type II and III carcinoma. In our opinion transhiatal ap-
proach (using medial phrenotomy) could be reasonable alter-
native in majority of patients with Siewert type III carcinoma,
and some patients with type II carcinoma. In majority of
patients with type II carcinoma, for safe intrathoracic anas-
tomosis after medial phronothomy, left anterolateral thora-
cotomy had to be performed too, but with sparing of left
hemidiaphragm.

Totally laparoscopic transhiatal
gastro-esophagectomy (video
presentation)

M. Uravic, N. Petrosic, D. Mendrila, M. Zelic

University Hospital Rijeka, Department of Abdominal Surgery,
Rijeka, Croatia

Background. The progress of minimally invasive surgery has
allowed esophagectomy to be performed by totally laparoscopic
transhiatal approach. The aim of the study is to present our initial
experience with totally laparoscopic transhiatal esophagogastrec-
tomies for carcinoma of the cardia.

Methods. We use 5 ports. First step is stomach is mobili-
zation. After lymphadenectomy of the celiac trunk and the he-
patic pedicle stomach is divided and tubulized. After that follows
dissection and resection of distal esophagus and mediastinal
lymphadenectomy. Intrathoracic esophago-gastrostomy is ac-
complished by means of a circular stapler (DST Series™ EEA™
Orvil™ 25 mm Device).

Results. Two patients underwent the procedure. Operating
times were 265 min in first patient and 205 min. There were no
intraoperative or postoperative complications.

Conclusions. In selected cases, it is possible to perform a
distal esophagectomy entirely by laparoscopy, without the need
for any thoracic or cervical access.

Para-oesophageal hernia repair (POHR):
An evaluation of tailored laparoscopic
repair

N. Altaf', R. Lochan?, Y. Viswanath'

"James Cook University Hospital, Middlesbrough, UK;
2Freeman Hospital, Newcastle, UK

Background. This study aims to evaluate the immediate and
late outcome of POHR.

Methods. Twenty-nine patients, who underwent POHR be-
tween April 2004 and Aug 2009 were surveyed for immediate
post-operative improvement of symptoms and for late adverse
effects at follow-up.

Results. Of the cohort, 19 were female and 10 males of medi-
an age 69 years, with postoperative stay ranging from 1 to 9 days.
The majority (20/29) were admitted with acute symptoms.
Eighteen of the patients were found, intra-operatively to have a
POH only while the remaining 11, in addition, had a gastric
volvulus. All underwent laparoscopic reduction of the hernia to
some degree; complete reduction was achieved in 21, while the
remainder had incomplete reduction, due to a short oesophagus.
Gastric volvulus was treated by correction and gastropexy. Only
2 (13.3%) of the cohort suffered any adverse peri-operative com-
plications. The median follow-up period for first and second
assessment was 5 and 18 weeks respectively. Twenty-one (77%)
considered the improvement to be ‘excellent’ at the end of sec-
ond review with complete alleviation of symptoms. Five have

Eur Surg - Vol. 42 - Supplement Nr. 235 - 2010
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persisting residual symptoms although are gaining weight.
The remaining 1 was found to be suffering from sigmoid
diverticulosis.

Conclusions. POHR outcome is, for the great majority of
patients excellent. Treatment has to be tailored to symptoms
and the physical fitness of these patients.

Help of computer analysis in stage
appropriate surgery for early gastric
cancer patients

J. Mekicar, M. Omejc
UMC Ljubljana, Ljubljana, Slovenia

Background. An optimal management of early gastric cancer
should be stage oriented with lymph node status as main criteri-
on. Nodal status can be assessed preoperatively with modern
radiological imaging techniques, sentinel node biopsy, molecular
or genetic markers of tumour and computer analysis.

Methods. The aim of this study was to evaluate feasibility
and accuracy in preoperative prediction of lymph node status
with help of computer analysis. We used available computer
program WinEstimate and constructed own computer model
with data of patients with gastric cancer treated in University
Medical Centre Ljubljana between 1993 and 2003. The prediction
of two computer models was then tested on 110 patients treated
between 2004 and 2005 in same manner as patients from the
database. The goal of study was to compare prediction for lymph
node status in control group by the computer program with real
data collected after surgery.

Results. Accuracy of computerized preoperative predictions
of NO/N1 status with first computer model (WinEstimate) was
91% (sensitivity 94% and specificity 87%) and second computer
model 86% (sensitivity 91% and specificity 79%).

Conclusions. Results of accuracy of preoperative predictions
of nodal status are very high and allow with some restriction in
individual case to guide stage appropriate therapy. Best applica-
bility is obtained with implementation of this new approach with
standard diagnostic methods.

Is there any multimodal treatment
for advanced gastric cancer?

S. Potrg, B. Gajzer, T. Jagric, A. lvanecz, M. Horvat
UKC Maribor, Maribor, Slovenia

Background. Despite of advances in surgical treatment of
resectable gastric cancer the recurrence rate remains high, most-
ly because of loco-regional relapses. Postoperative chemo-radio-
therapy for selected group of patients (>T2a or >NO0, no remote
disease) is a standard clinical practice in Slovenia since 2001. The
aim of this study is to investigate the effectiveness of adjuvant
therapy in patients with gastric cancer treated in our clinic.

Methods. All together 146 gastric cancer patients after cur-
able gastric resection were included in the study according to the

inclusion criteria (age <75, stage>T2a or >NO, no remote dis-
ease, survival at least 90 days after surgery). Seventy-six patients
in the surgery-only group and 70 patients in the surgery plus
chemo-radiotherapy group.

Results. Cumulative survival was significantly better in sur-
gery plus chemo-radiotherapy group (p=0.034). Three-year sur-
vival rates were 47.0% in the surgery-only and 61.6% in the
surgery plus chemo-radiotherapy group; the five-year survival
were 44.2 and 61.6%, respectively. The hazard ratio for death in
surgery only group, as compared with the surgery plus chemo-
radiotherapy group, was 1.713.

Conclusions. The results of our study demonstrate that ad-
juvant chemo-radiotherapy significantly improves survival also
in patients with radical resection of the gastric cancer.

Laparoscopic gastric surgery

L. Marko, P. Vladovic, P. Molnar

Department of Surgery, Roosevelt Hospital, Banska Bystrica,
Slovak Republic

Background. Laparoscopic gastric surgery belongs to an ad-
vanced minimally invasive surgery. At our department in Roose-
velt Hospital, we performed minimally invasive surgery in
laparoscopic gastric surgery more than 10 years. We started with
laparoscopic fundoplication, following with laparoscopic cardio-
myothomy for achalasia, pseudocystogastrostomy, bariatric sur-
gery as banding and sleeve resection too, partial wedge gastric
resection for GIST and subtotal or total gastric resection for
benign and malignant diseases. Subtotal or total gastric resection
we perform last 2 years.

Methods. At the beginning, we performed gastric resection
as laparoscopically assisted procedures, but in present, we per-
form these procedures completely laparoscopic (resection and
reconstruction of GI-tract too). We use for gastric resection endo-
staplers (Echelon 60 mm blue cartridges — Johnson&Johnson).
After subtotal rescetion we perform Roux-Y retrocolic anastomo-
sis and for reconstruction we use endostaplers (45 mm with blue
cartridges — Johnson&Johnson). After total gastric resection we
perform esophagojejunoanastomosis with OrVil circular stapler
(Covidien) and for jejunojejunoanastomosis endostapler (45 mm
with blue cartridges — Johnson&Johnson).

Results. We performed more than 600 fundoplications, 40
cardiomyothomies, 90 patients were indicated for bariatric sur-
gery. Wedge resection for GIST we performed 14 time and 14
patients were indicated for subtotal or total gastric resection,
most of them for neoplasma, 9 patients (9/14) were operated
as totally laparoscopic procedures. Operative time for wedge
resection for GIST was from 35 to 120 min (medium 70min).
Operative time for subtotal or total gastric resection was from
180 to 360 min (medium 260 min). one patient died 6 months
after operation for metastatic process. All living patients are in
follow-up.

Conclusions. Laparoscopic gastric surgery is advanced and
expensive miniinvasive surgery, but is feasible with all benefits of
the MIS.

© Springer-Verlag
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Laparoscopic surgery in gastric carcinoma

A. Tuchmann, P. Patri, C. Kienbacher, P. Razek
SMZ Floridsdorf, Vienna, Austria

Background. From 01/2004 to 09/2009 10 laparoscopic
operations of the stomach due to gastric carcinoma were per-
formed at the surgical department SMZ Floridsdorf, Vienna.

Methods. In detail 7 total gastrectomies, 2 Billroth-II distal
gastrectomies and one wedge-resection were conducted.

Results. All patients had histopathologically diagnosed gas-
tric cancer according to UICC-TNM classification: pT1 (n=2),
pT2 (n=5), pT3 (n=2), pT4 (n=1). Mean age was 70 yrs, mean
BMI 26 and the average tumour size was 4.2 (1-7) cm. In every
case RO-resection could be obtained, the amount of resected
lymph nodes (29 mean) was oncologically reasonable. Conver-
sion to open surgery was performed in two patients because of
technical reasons. Operation time was long compared to experi-
ences in open surgery, 362 (290-465) min. There was no mortali-
ty, complication rate was acceptable. Postoperative stay was 12
days mean.

Conclusions. Based on our experience laparoscopic proce-
dures are feasible for treating gastric carcinomas. 100% RO-resec-
tion rate and the amount of resected lymph nodes demonstrates
adherence to oncologic principles.

Laparoscopic surgery in patients with
a stomach cancer - our initial experience

K. S. Vasilev
Military Medical Academy, Sofia, Bulgaria

Background. Miniinvasive surgery of the stomach is a secure
method as the conventional procedure. This intervention can be
used for a palliative purpose in selected patients with an unre-
sectable tumour in which no other endoscopic method will pro-
vide adequate result.

Methods. This is a prospective clinical study. We have
analyzed our own experience of 36 patients, operated through
an eighteen months’ period between July 2008 and December
2009. There were 20 men and 16 women. The mean age of the
patients was 62.4 years (44-82 years). A radical operation was
applied in 33 of the cases and a palliative procedure was done
in 3 cases.

Results. The mean operative time was 166 min (118-204),
the mean intraoperative blood loss was 120 ml (50-250 ml). Using
the fast tract method our patients are in motion in the day of the
operation and they are fed with liquids the next day. Our post-
operative complications were 8 (22.22%). We had 3 cases of
esophageal-jejunal leakage, which were treated conservatively
and there was no need of a reoperation. We had no mortality
in the postoperative period.

Conclusions. We share our point of view, based upon our
initial experience, that laparoscopic surgery is an advanced and
progressive technique, which need a specific background as
much as a good knowing of the conventional gastro-esophageal

surgery.

Surgical treatment of gastric stromal
tumors

G. Lazar, Z. Hodi, A. Paszt, Z. Simonka
Department of Surgery, University of Szeged, Szeged, Hungary

Background. Operative treatment remains the standard pro-
cedure for non-metastatic gastrointestinal stromal tumors
(GISTs). We retrospectively analyzed the results of surgery on
gastric GISTs.

Methods. A total of 23 surgical interventions for gastric GIST,
i.e. 60.5% of all the GIST cases were performed between 1998 and
2009, male/female ratio: 10/13, mean age: 65.9 (40-86) years. The
diagnostic procedures included endoscopy, ultrasonography, CT
and endosonography. The operations involved open atypical gas-
tric wall resection (9 cases), major gastric resections (7 cases),
laparoscopic wedge resection/enucleation (6 cases) and surgical
biopsy (1 case). For the assessment of the risk of GIST, the
Fletcher classification was used. The mean follow-up period
was 34 months (range: 1-108 months).

Results. One perioperative death occurred, due to a cardiac
dysfunction. The histology revealed RO resection in all resectable
cases. There were 1 c-kit-negative, non-classified, 9 low-grade,
7 intermediate and 6 high-grade cases (4, 36, 36 and 24%). The
overall disease-free survival was 87%. Adjuvant therapy was ap-
plied for one patient with metastatic disease.

Conclusions. Gastric GISTs have a high rate of resectability,
even in the event of a significant tumor mass. Laparoscopic
resection of GISTs is considered safe and effective as compared
with open techniques.

Neoadjuvant treatment of gastric cancer

O. P. Horvath, M. Szabé
Department of Surgery, University of Pécs, Pécs, Hungary

Background. The prognosis of locally advanced gastric can-
cer remains poor. It has been shown that multimodal treatment
can improve the outcome in comparison to surgery alone.

Methods. Between December 1998 and April 2009 44
patients with locally advanced gastric cancer were given neoad-
juvant chemotherapy according to the ECF scheme. Before treat-
ment, staging examinations were carried out: endoscopy, barium
swallow, chest X-ray, computer-tomography and laparotomy
or diagnostic laparoscopy. We treated patients with 4 three-
weeks-long courses of chemotherapy with bolus injection of
epirubicin and cisplatin on day 1, and continuous infusion of
5-fluorouracil on days 1-21. Twelve weeks long treatment was
followed by 4 weeks free of treatment, than staging was repeated
to determine response.

Results. Fifty-two percent response rate was achieved. Three
complete response were observed. Twenty patients showed par-
tial response, 9 stable diseases and 12 progressive disease were
detected. Thirty-one patients were operated on. Twenty-six
resections were carried out, fifteen with curative intent. Overall
survival and disease free survival in the whole group were 12.19
and 8.66 months, while in patients with RO resection 20.66 and
18.33 months.
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Conclusions. Neoadjuvant chemotherapy provides a hope
for cure for patient with locally advanced gastric cancer.

The place for palliative gastric resection
in gastric cancer patients with no chance
for curable resections

S. Potr¢, M. Horvat, T. Jagric, M. Hazabent,
A. Crnjac, M. Kozelj, A. lvanecz

UKC Maribor, Maribor, Slovenia

Background. The intend of palliative resections is to improve
the quality of live by relieving the symptoms. The aim of our
study was to reveal the results of palliative resections and to
search for any significant prognostic factors.

Methods. Between January 1992 and December 2004, in 81
patients gastric resection was performed with palliative intend.
They have larger tumors, often located in proximal stomach and
their stage (UICC) is higher then in patients with curable resection.
In R2 morbidity is 30% and mortality 13%. Patients who lived less
than 5 months are older, the performance status is worse and the
gross residual tumor was in form of diffuse peritoneal seeding in
comparison to those who lived more than 5 months.

Conclusions. Non-curable gastric resections in patients with
gastric obstruction or bleeding are justified in patients younger
than 66 years with reliable general performance and without
diffuse peritoneal seeding.

Influence of lymphadenectomy extend
on long term survival in gastric cancer

M. Omejc, J. Mekicar

Department of Abdominal Surgery, University Medical Center,
Ljubljana, Slovenia

Background. While surgical procedures for the treatment of
the primary tumor have been standardized, there has been no
worldwide consensus as yet on the extent of lymphadenectomy.
D2 lymphadenectomy aims to reduce the incidence of locoregio-
nal relapse, and to increase patient survival. We retrospectively
investigated the effect of extended lymphadenectomy on survival
in gastric cancer patients.

Methods. From 636 patients who underwent potentially cu-
rative (RO) resection from 1993 to 2004, D1 lymphadenectomy
was performed on 214 patients and D2 or more on 422. The 5-
year survival rate and statistical differences of both groups were
investigated.

Results. The postoperative morbidity (15% vs. 18%) and in-
hospital mortality rate (6.1% vs. 5.5%) of both groups (D1 vs. D2)
were not statistically different. The 5-year survival rates were as
follows: Stage IA (D1: n=286, 79%; D2: n=73, 82%; p=0.213),
Stage IB (D1: n=47, 70%; D2: n=98, 70%; p=0.731), Stage 11
(D1: n=36, 48%; D2: n=67, 49%; p=0.406), Stage IIIA (D1:
n=232, 24%; D2: n=66, 30%; p=0.112), Stage IIIB (D1: n=6,
10%; D2: n=46, 22%; p=0.023), Stage IV (D1: n=7, 0%; D2:
n="72, 10%; p=0.507).

Conclusions. Our results indicate that D2 lymphadenectomy
or more might be performed as safely as D1 lymphadenectomy in
patients with gastric cancer but only patients with Stage III have
a survival benefit from such surgical treatment.

Impact of palliative gastric resection
and chemotherapy in patients
with advanced gastric carcinoma

Y. Dittmar, U. Settmacher

University Hospital Jena, Jena, Germany

Background. Gastric carcinoma is often diagnosed at UICC
stage 3b or 4. RO resection can be achieved only in very few cases.
Even for these patients the 5-year survival rate is less than 5%.
Surgical palliation is traditionally reserved for the treatment of
severe tumor complications not responding to other forms of
treatment.

Methods. We report about 102 patients who underwent pal-
liative surgical treatment for advanced gastric cancer. We per-
formed 68 palliative resections (54 gastrectomies, 11 proximal
gastric resections and 3 distal gastric resections) and 34 non-
resection procedures (23 gastroenterostomies, 11 explorative lap-
arotomies).

Results. Resected patients in selected subgroups had an im-
proved overall survival time in comparison to patients who re-
ceived non-surgical treatment. The perioperative risk was
acceptable. Median survival for resected patients was 14 months.
Survival after gastroenterostomy was 8.5 months and after ex-
plorative laparotomy was 5.5 months.

Conclusions. Palliative gastric resection can provide a pro-
nounced survival benefit over any other palliative treatment
options. Especially younger patients with limited tumor sites
should be considered for palliative resection whenever technical-
ly achievable.

Complications and mortality after surgery
for complicated gastric cancer

P. Fomin, P. lIvanchov

National Medical University named after QA.A. Bogomoletz,
Kiev, Ukraine

Background. Emergency procedures for gastric cancer (GC)
complicated by acute bleeding (BLGC) or perforation (PFGC) is
one of the serious problem for emergency surgery and have
worse outcomes than elective surgery.

Methods. We present retrospective study of the rate compli-
cations and operative mortality after surgery in 770 patients with
BLGC (71 (9.2%) — urgently) and urgent surgery in conditions of
peritonitis in 77 patients with PFGC from 1982 to 2009 years. The
average age of the patients with BLGC was 56.6 + 7.1 and with
PFGC - 50.1 &+ 4.2 yrs, male/female ratio accordingly was 5.2:1
and 3.4:1. The correlations of PC and OM with localization, mac-
roscopically and microscopically characteristics and cancer
stage, methods of surgery were analyzed.
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Results. Total or subtotal radical gastrectomy were per-
formed at 525 (68.2%) for BLGC and at 45 (58.5%) patients for
PFGC; palliative or symptomatic surgical procedures were at 245
(31.8%) and at 32 (41.5%), respectively. The total postoperative
morbidity rate was 32% for BLGC and 36.1% for PFGC. The
overall OM rate for BLGC was 9.5% (73 patients), after radical —
6.5% (34), not radical — 15. 9% (39) and for PFGC - 7.8% (6). 3.2%
(1), 10.9% (5), respectively. PC and OM were correlated to many
different factors, which were analyzed.

Conclusions. Surgery for complicated GC can be performed
safely with enough low postoperative morbidity and mortality rate.

Complet pathological responce after
first line chemotherapy in metastatic
gastric cancer

D. Pindak, J. Pechan, R. Duchon, M. Bernadic

National Cancer Institute, Bratislava, Slovakia

Background. Metastatic gastric cancer is a dissease with
poor prognosis with no long term survivors. New chemotherapy
regiments used as first line chemotherapy offers new hope for
patients with this dissease. The possibility of downsizing and
downstaging after this treatment should be keep in mind and
justify reevaluation of its responce to treatment.

Methods. We present two case reports of complete patho-
logical responce followed by radical surgery in patients with
clinical stage IV gastric cancer and review of the literature.

Results. Our case reports confirmed very rare experience of
complet pathological responce in patient with metastatic gastric
cancer after first line chemotherapy.

Conclusions. Although complete pathological responce in
metastatic gastric cancer is very rare, our experience confirmed
that it is possible and subsequent radical surgery is possible to
perform with currative intent.

Liver Surgery (meta)

Current treatment of colorectal liver
metastases in Czech Republic

M. Ryska', J. Pantoflicek’, D. Langer’, J. Pudil?,
E. Laszikova?, I. Buié?, P. Hrabal®

2. Medical School, Charles University and CMH Prague,
Prague, Czech Republic; 2CMH Prague, Prague, Czech Republic

Background. There is the main position of surgery in the
cure of colorectal liver metastases carcinoma (CRLM). 912-1.824
patients with CRC present advanced form of disease with syn-
chronous or metachronous metastases who are indicated to liver
surgery in Czech Republic.

Methods. To analyze patients with liver metastases of CRC
(CRLM) who were indicated to liver surgery in the period of

2000-2008 on the base of questionnaire and to evaluate 5 yrs
survival after RO resection. Another aim is to present current
possibilities of the treatment in multidisciplinary approach.

Results. Three hundred and fifty four liver surgical proce-
dures including 268 liver resections (75%) were done in 2000 in
Czech Republic. Totally 426 patients were cured in surgery
departments in that year. Four hundred and three liver proce-
dures including 123 major resection were done in 2009, totally
494 patients were cured in surgery departments. Five years sur-
vival wavers between 32-34%.

Conclusions. RO resection currently presents the method of
therapeutic choice with the improvement of patient survival, in
Czech Republic wavers between 32 and 34%. There is no signifi-
cant difference in the surgical cure of patients with colorectal
liver metastases in Czech Republic between last decades. Total
number of patients cured by liver surgery is not sufficient.

Diagnostic and surgical approaches
to hilar cholangiocarcinoma

G. Otto’, M. Hoppe-Lotichius', F. Bittinger?,
M. Pitton®, M. Schuchmann*

"Department of Transplantation and Hepatobiliopancreatic
Surgery, University of Mainz, Mainz, Germany; ?|nstitute of
Pathology, University of Mainz, Mainz, Germany; 3Department
of Radiology, University of Mainz, Mainz, Germany; “Medical
Clinic I, University of Mainz, Mainz, Germany

Background. Diagnostic work-up, resection rate, surgical
approach and prognostic factors are important issues in the
treatment of hilar cholangiocarcinoma (hilCC) and differ from
center to center. This is particularly true for the resection rate
which exceeds 70% in Asian countries whereas it is around 40%
in the Western world.

Methods. All patients seen between 1998 and 2008 (n = 182)
were included in an analysis based upon the department’s pro-
spective database. After interdisciplinary board reviewing, preop-
erative work-up was focused on percutaneous transhepatic
cholangiography and drainage (PTC/PTD). In 75% of all patients
the bile duct stent usually placed by the admitting institution was
removed which was followed by CT scan and placement of PTD.

Results. A total of 123 patients (68%) underwent resection,
related to patients undergoing exploration the resection rate was
77%. The surgical approach to be performed was correctly pre-
dicted in 85% of patients undergoing resection. PTC had the high-
est predictive value when compared to ERC and MRI. En-bloc
resection of the tumor and the adjacent liver including segment
1 was performed in 109 of these patients. In patients with Bismuth
I and II tumors accompanied with considerable co-morbidity sur-
gery was restricted to hilar resection (n= 14). Right and left hemi-
hepatectomy were performed with identical frequency resulting in
identical survival. Hospital mortality of resected patients was 5.7%.
Five-year survival in patients without surgery or with exploration
was 0%, after resection it was 26%. Even patients with R1 resection
experienced longer survival than patients without resection
(p<0.001). Lymph node involvement proved to be the only signif-
icant predictor of prognosis (p =0.007).

Conclusions. In patients with hilCC resection rate is influ-
enced by the mode of preoperative work-up. Meticulous preop-
erative work-up may allow for a more precise assessment of the
longitudinal tumor extension and, thereby, help to increase the
resection rate. This is of importance as even after palliative re-
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section survival is substantially increased compared to patients
without resection.

Extended hepatoduodenal lymph node
dissection in hepatobiliary malignancies

P. Kupcsulik

1st Department of Surgery, Semmelweis University,
Budapest, Hungary

Background. While hilar lymphadenectomy is worldwide
accepted as a part of surgical treatment of GBC and HBC, there
are only few data about the significance of planned lymph node
removal in HCC or CLM cases. This prospective study aimed to
investigate the clinical significance of extended lymph node dis-
section in hepatobiliary malignancies.

Methods. Between 1996 and 2009 at the 1st Surgical Depart-
ment of Semmelweis University 1548 patients underwent surgery
for liver tumors, 1268 from them with primary or secondary
hepatic malignancy. In 1037 pts (78.7%) resection were per-
formed. In 250 patients hepatoduodenal, left gastric and supra-
pancreatic lymph nodes were removed prospectively.

Results. There were no postoperative complication due to the
extended lymphadenectomy. Hepatocellular carcinoma (HCC),
colorectal liver metastases (CLM), gallbladder carcinoma (GBC)
and hilar adenocarcinoma of the biliary tract (HBC/Klatskin tu-
mor) showed suprisingly high incidence of lymph node positivity
as follows: HCC = 50%, CLM = 29%, GBC =54%, HBC =54%.Ina
paired comparative model we investigated the late effect of hepa-
toduodenal lymphatic block dissection (HBD) on survival of CLM
patients after surgery. There is a significant difference in favour of
HBD at 3 yrs (68 vs 42%) and at 5 yrs (54 vs. 36%).

Conclusions. Systematic lymph node dissection should be
reconsidered as a recommended intervention during radical sur-
gery for CLM or HCC as well.

Benefits, limitations and drawbacks
of radiofrequency ablation

A. Olah
Petz Aladar Teaching Hospital, Gyor, Hungary

Background. Radiofrequency has been applied for local ab-
lation of liver malignancy since 1990. Tumor ablation can be used
alone or combined with resection.

Methods. Although RFA became a widely accepted meth-
od as an alternative to resection, even in resectable lesions, its
effectiveness has not been tested in RCTs. In restrospective,
cohort studies, both the local control of CRC metastases, and
the overall survival after RFA was significantly inferior to sur-
gical resection. In general, complete ablation could be
achieved only in lesions with a diameter <3 cm. However,
the combination of RFA with surgical resection allows to ab-
late small lesions in other locations while removing the larger
lesions. Adding RFA to resection is well tolerated, with similar
morbidity and mortality.

Results. The majority of patients (80-90%) with colorectal
liver metastasis are not candidates for curative resection because
of multifocality, tumor location, proximity of the tumor to the
vessels, or inadequate functional reserve. In these selected cases,
as a palliative modality, RFA provides survival superior to that of
non-surgical chemotherapy treatment.

Conclusions. Based on the current data, RFA should be re-
served only for non-resectable metastases, non-operable high
risk patients, or as complementary to surgical resection.

Resection for noncolorectal liver
metastases; Results from University
Hospital for Tumors, Zagreb

D. V. Vrdoljak, M. Stanec, l. Penavi¢

Department of Surgical Oncology, University Hospital for
Tumors Zagreb, Zagreb, Croatia

Background. In contrast to the well-defined guidelines for
surgery in liver metastases from colorectal carcinoma, surgical
policy for noncolorectal liver metastases is mainly based on in-
stitution-related criteria; evidence is lacking because of a small
number of available retrospective studies with limited numbers
of patients. Thus, the clinical benefits of surgical resection of
hepatic metastases from noncolorectal primary tumors are still
not widely accepted. The available data are inconsistent in terms
of indication for surgery, treatment, and outcome, so a generally
applicable algorithm is currently lacking.

Methods. A total of 43 patients underwent resection for non-
colorectal liver metastases between 2007 and 2009. We consider
extrahepatic metastases to be a contraindication for liver resection.

Results. Resection was performed to remove liver metastases
from noncolorectal gastrointestinal carcinoma (n=13), neuroen-
docrine tumors (n=1), genitourinary primary tumors (n=4),
breast carcinoma (n = 14), leiomyosarcoma (n = 1), and metasta-
ses from other primary cancers (n=10). Eight (18%) major hep-
atectomies and 35 (82%) minor resections were performed. In 40
(93%) of 43 patients, a curative resection (R0) could be achieved.
Overall 2- and 5-year survival is being observed.

Conclusions. The resection of noncolorectal liver metastases
may be associated with a 5-year survival rate of up to 50%.
Resection of liver metastases from gastrointestinal adenocarcino-
mas correlates with a poor prognosis. In summary, patients with
noncolorectal liver metastases may benefit from resection, pro-
vided that a curative resection is achieved. Curative resection is
particularly beneficial in liver metastases from mammary carci-
noma, leiomyosarcoma, and renal carcinoma metastases, even
over the long-term period.

Surgical treatment of liver metastasis -
our experience

I. Petrovié, G. Pavlek, O. Deban, D. !-Ialuian,
T. Baoti¢, B. Romié, A. Gojevi¢, M. Skegro

Department of Surgery, University Hospital Center Zagreb,
Zagreb, Croatia
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Background. The liver is, after the lymph nodes, the second
most common seat of all metastatic tumors and most frequent
seat of haematogenic metastatic tumors in the body. Metastatic
tumors are the most common malignant liver tumors.

Methods. Insight into the histories of patients treated at our
Institute and their statistical analysis.

Results. In the period from 2002 up to 2009 we operated 111
patients with metastatic liver tumors. Distribution of primary
tumors in operated patients was: 68 colorectal cancers, 17 biliary
cancers, 10 pancreatic cancers, 7 gastric cancers, 3 melanomas,
2 lung cancers and one renal, suprarenal, breast and cervix cancer.
In 3 patients we made repeated liver resection due to the reappear-
ance of metastases after previous resection of metastases. In 66
patients we made a segmentectomy, in 20 patients hepatectomy
was done in 6 of them expanded, and in 28 patients we made a
metastasectomy. Surgical techniques of liver resection included
the use of ultrasound Cusae knife for parenchymal organ resec-
tion, and two metastasectomies were made laparoscopically.

Conclusions. The best results in the treatment of liver me-
tastases are achieved by resections in respect to functional ana-
tomical distribution in the liver segments. An important factor is
the number of operated patients, where specialized tertiary cen-
ters with a large number of patients achieved significantly better
results.

Equal survival after radiofrequency
ablation and repeated resection

of recurrent hepatocellular carcinoma
confined to the liver

R. M. Eisele', W. Faber', J. Zhukowa', S. S. Chopra’,
M. Glanemann', G. Schumacher?, J. Pratschke?,
P. Neuhaus'

"Department of General, Visceral & Transplantation Surgery,
Charité Virchow-Clinic, Berlin, Germany; 2Department

of Surgery, General Hospital Braunschweig, Braunschweig,
Germany; ®Department of Visceral, Transplantation & Thoracic
Surgery, Medical University Innsbruck, Innsbruck, Austria

Background. Recurrence of hepatocellular carcinoma (HCC)
after surgical treatment is rather common. It can be treated
by radiofrequency ablation (RFA) or repeated hepatic resection.
This report compares both in a retrospective, single-institution
database.

Methods. A prospectively collected database was retrospec-
tively analyzed. RFA was performed under ultrasound control
using two different monopolar devices. All kinds of access were
used: open surgical (n=10), percutaneous (n=13) and laparo-
scopic (n=4). Repeat resection was performed using an ultra-
sound aspiration device. Indication for a particular treatment was
alloted on a case-by-case basis; the final decision was not rarely
made intraoperatively.

Results. Survival after RFA (median 40 months) was similar
compared to repeated hepatic resection (48 months, p=0.641,
logRank-test). Tumor-free survival was markedly impaired after
RFA (15 vs. 29 months). This difference was however not signifi-
cant (p=0.07, logRank). Both groups were different regarding
presence of cirrhosis, maximal tumor size, time since initial di-
agnosis and duration of the procedure.

Conclusions. In this non-randomized retrospective trial, sur-
vival and disease-free survival was not significantly different
comparing RFA and repeated hepatic resection. There was how-
ever a tendency towards a longer tumor-free survival in the
resected patients.

Combined blunt-clamp dissection
and LigaSure ligation for hepatic
parenchyma dissection

L. Patrlj', S. Tuorto?, Y. Fong?

Clinical Hospital Dubrava, Zagreb, Croatia; 2Memorial
Sloan-Kettering Cancer Center, New York, USA

Background. Blunt-clamp dissection allows for visualization
of intrahepatic vessels and individual ligation of major blood or
bile vessels. Recently, many instruments have been developed for
“precoagulation” of liver parenchyma before sharp transection,
but suffer from the possibility of injuring major blood and biliary
vessels that are not well-visualized, along with high cost. In this
article, we describe a “postcoagulation” technique combining
clamp dissection and sealing of vessels under direct vision using
a tissue-sealing device.

Methods. Clinical evaluation of patients subjected to liver
resection using this technique.

Results. There were no cases complicated by hemorrhage.
There was an incidence of 1.8% for bile leaks. This low incidence
of biloma formation was seen even with the high incidence (49%)
of abnormal parenchyma encountered in this cohort.

Conclusions. Combining the clamp-crushing method with
use of the LigaSure device (Valleylab) allows identification of
intraparenchymal vessels followed by sealing. This method of
parenchymal resection optimizes ease of use with confidence
in vessel ligation.

Can a scoring system predict
the resectability of colorectal
liver metastases?

A. lvanecz, M. Horvat, S. Potrc

Department of Abdominal and General Surgery, University
Medical Center — Maribor, Maribor, Slovenia

Background. The purpose of this study was to examine the
validity of the clinical risk score (CRS) for predicting the resect-
ability and survival of patients with colorectal liver metastases
(CRLM).

Methods. In the period of January 1996-2010, 207 patients
underwent 311 surgical and/or local ablative procedures for
CRLM. This study assesses five preoperative prognostic criteria
which define the CRS (nodal status of the primary tumor, the
disease-free interval, the number of hepatic metastases, the pre-
operative CEA level, and the size of the largest metastasis). We
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analyzed the calculated CRS with respect to the patient’s postop-
erative survival.

Results. An individual CRS was found to be predictive of
survival. CRS stratified into three groups (CRS scores 0-1; 2-3
and 4-5) proved predictive of survival as well, with 5-year
survival rates of 56.2%, 28.1% and 8.8%, respectively. Ten-year
survival rates for patients with CRS scores 0-1, 2-3 and 4-5
were 44.7%, 15.4% and 0%, respectively. We identified 26 long-
term survivors who lived or are still alive from 6 to 14 years
after liver resection.

Conclusions. Immediate hepatic resection is reasonable in
patients with CRS 0 to 1. In patients with CRS 2 to 3, chemother-
apy may be required in addition to hepatic resection. In patients
with CRS 4 to 5, hepatic resection is probably reasonable only if
there is a response to chemotherapy.

Liver Transplantation

Surgical treatment of hepatocellular
carcinoma: Resection versus
transplantation

G. Otto', M. Hoppe-Lotichius', F. Bittinger?, M. Pitton®,
M. Schuchmann*

"Department of Transplantation and Hepatobiliopancreatic
Surgery, Mainz, Germany; 2Institute of Pathology, Mainz,
Germany; *Department of Radiology, Mainz, Germany;
“Medical Clinic I, University of Mainz, Mainz, Germany

Background. Liver transplantation (LT) appears to be the
optimal treatment of small and oligocentric hepatocelluar carci-
noma (HCC) in cirrhotic livers. Replacement of the cirrhotic liver
implies not only the removal of the tumor the cirrhotic liver but
also the precancerous tissue. Apart from organ scarcity, another
problem in LT is the restriction of this procedure to patients
meeting the Milan criteria (MC) which are frequently exceeded
during waiting time. As drop out from the waitlist can only
partially be avoided by bridging approaches, initial liver resection
(LR) is considered a feasible alternative to LT, either as bridging
or as discrete procedure.

Methods. Two-hundred and nineteen patients with HCC
treated at our institution between September 1997 and Decem-
ber 2008 were included in this analysis. All LT candidates (n
171) underwent repeatedly performed transarterial chemoembo-
lization (TACE) before transplantation. According to our protocol
TACE was performed in intervals of 6 weeks until transplantation.
Patients with tumor progress during TACE exceeding the RECIST
criteria were eliminated from the waitlist (drop out). During
the same period 64 patients with liver cirrhosis (Child A: n=61,
Child B: n=2) were treated by LR.

Results. Of the 171 LT candidates, 110 exceeded the MC.
Transplant candidates were significantly younger than patients
undergoing LR (59.5; 36-73 versus 67.2; 37-84 yrs; p<0.001). 112
patients were finally transplanted (MC in: 50, MC out: 62). Ac-
cordingly, the dropout rate during a median waiting time of 218
(22-756) days was 35%. Survival in patients who were finally not
amenable to LT or LR was 468 days. Five-year survival in all LT

patients was 68% compared to 22% in LR patients (p <0.001). If
all transplant candidates are included in the Kaplan Meier analy-
sis (intention-to-treat analysis), 5-year survival dropped to 56%.
Even this rate is significantly superior to the survival after LR
(p=0.003). Patients meeting the MC have a similar prognosis
regardless of the surgical approach (p=0.541) whereas patients
exceeding the MC fare better with LT compared to LR (5-year
survival 51 vs. 15%; p=0.003). Survival after LT or LR in patients
with AFP>400nG/ml have a 5-year survival of 49 and 11%
(p=0.130), in patients with AFP<400nG/ml the difference in
survival is significant (p=0.034).

Conclusions. Despite a dropout rate of 35% during pre-
treatment by repeatedly performed TACE, the inclusion of
patients with HCC into this protocol aiming at bridging the
waiting time to LT results in superior overall survival com-
pared to LR. Dropout rate is similar in patients within and
beyond the MC. A subgroup analysis (intention-to-treat) of
patients meeting the MC indicates comparable survival after
LT or LR. According to these results LR remains a feasible
treatment option in patients with small and oligofocal tumors,
in particular in view of graft scarcity.

Liver transplantation — past, present
and future liver transplantation in Croatia

B. Kocman

Department of Surgery, Division of Abdominal Surgery
and Organ Transplantation, Clinical Hospital Merkur,
Zagreb, Croatia

Background. The first successful liver transplantation was
performed by Starzl in 1963, however, a new era of transplanta-
tion was initiated in the 1980s after major advances were made in
the field of immunosuppression (cyclosporine).

Methods. Refinements and innovations in surgical tech-
nique resulted in advanced transplant procedures such as pig-
gy-back transplantation, split transplantation, living donor
transplantation and domino transplantation, making liver
transplantation the most dynamic transplant program.