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SAGES Cyber Café
SAGES is hosting a free Cyber Café for all 
attendees and exhibitors. Located on the bridge
between the 200 level session rooms and exhibit
hall, it will be open during normal registration
hours. No message center is available this year.

Please leave the following numbers with your
offices and families, in case they cannot reach 
you on your cell phone:

SAGES On-Site Office Phone: 215-418-5500
SAGES On-Site Office Fax: 215-418-5501

Exhibit Dates and Times
Thursday, April 10, 2008

Opening Reception 5:00 PM - 7:00 PM

Friday, April 11, 2008
Hall Open 9:00 AM - 4:00 PM

Saturday, April 12, 2008

Hall Open 9:00 AM - 2:00 PM

SAGES exhibits will take place at the
Pennsylvania Convention Center in
Exhibit Hall A.
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General Information
SAGES Annual Meeting
Surgical Spring Week
Where?
Pennsylvania Convention Center
1101 Arch Street, Philadelphia, PA

Who?
Society of American Gastrointestinal 
and Endoscopic Surgeons (SAGES)
11300 W. Olympic Blvd., Suite 600, Los Angeles, CA 90064
Phone: 310-437-0544 Fax: 310-437-0585
Email: sagesweb@sages.org Website: www.sages.org

Philadelphia Marriott Hotel 
(SAGES Headquarters Hotel)
1201 Market Street, Philadelphia, PA, 19107 
Phone: 800-320-5744

Courtyard by Marriott
21 N. Juniper Street, Philadelphia, PA 19107
Phone: 215-496-3200

Loews Philadelphia Hotel
1200 Market Street, Philadelphia, PA 19107
Phone: 215-627-1200 

Hampton Inn Center City
1301 Race Street, Philadelphia, PA 19107
Phone: 215-665-9100

SAGES Registration Hours
Tuesday, April 8, 2008: 12:00 PM - 5:00 PM
Wednesday, April 9, 2008: 6:30 AM - 5:00 PM 
Thursday, April 10, 2008: 6:30 AM - 6:00 PM
Friday, April 11, 2008: 6:30 AM - 6:00 PM
Saturday, April 12, 2008: 6:30 AM - 3:00 PM

SAGES Past Presidents
Gerald Marks, MD 1981 - 1983
Kenneth Forde, MD 1983 - 1984
Thomas L. Dent, MD 1984 - 1985
James A. Lind, MD 1985 - 1986
John A. Coller, MD 1986 - 1987
Theodore R. Schrock, MD 1987 - 1988
Talmadge A. Bowden, MD 1988 - 1989
Lee E. Smith, MD 1989 - 1990
Jeffrey Ponsky, MD 1990 - 1992
Frederick L. Greene, MD 1992 - 1993
George Berci, MD 1993 - 1994
Bruce V. MacFadyen, Jr., MD 1994 - 1995
Col. Richard M. Satava, MD 1995 - 1996
Greg Stiegmann, MD 1996 - 1997
Desmond Birkett, MD 1997 - 1998
John Hunter, MD 1998 - 1999
Jeffrey H. Peters, MD 1999 - 2000
Nathaniel J. Soper, MD 2000 - 2001
L.William Traverso, MD 2001 - 2002
Bruce D. Schirmer, MD 2002 - 2003
Lee Swanstrom, MD 2003 - 2004
David Rattner, MD 2004 - 2005
Daniel Deziel, MD 2005 - 2006
Steven Wexner, MD 2006 - 2007

SAGES Board of Governors 
Executive Committee

President: Steve Eubanks, MD

President-Elect: Mark A.Talamini, MD
1st Vice President: Steven D. Schwaitzberg, MD

2nd Vice President: Jo Buyske, MD,ABS Representative

Secretary: W. Scott Melvin, MD

Treasurer: Gerald M. Fried, MD

Immediate Past President: *Steven D.Wexner, MD

Members of the Board

SAGES Program Committee
Reid B.Adams, MD
Horacio J.Asbun, MD,
Co-Chair

Fredrick J. Brody, MD
Steven T. Brower, MD
L. Michael Brunt, MD
W. Stephen Eubanks, MD
Edward L. Felix, MD
Abe L. Fingerhut, MD
Timothy Kane, MD
Goro Kaneda, MD
John H. Marks, MD
Marian P. McDonald, MD
Michael Nussbaum, MD
Dmitry Oleynikov, MD
Adrian E. Park, MD
Edward H. Phillips, MD
Gretchen P. Purcell, MD, PhD

Bruce J. Ramshaw, MD
William Richards, MD
William Richardson, MD
Raul J. Rosenthal, MD
Christopher  Schlachta, MD
Steven D. Schwaitzberg, MD,
Chair

Paul A. Severson, MD
Phillip P. Shadduck, MD
C. Daniel Smith, MD
Vivian Strong, MD
Carl Westcott, MD
Steven D.Wexner, MD
Sherry M.Wren, MD
Manabu Yamamoto, MD
Tonia M.Young-Fadok, MD
Natan Zundel, MD

Craig T.Albanese, MD

Horacio J.Asbun, MD

L. Michael Brunt, MD

Mark P. Callery, MD

*John A. Coller, MD,AMA HOD
Representative

*Daniel J. Deziel, MD

Brian J. Dunkin, MD

Michael B. Edye, MD

B.Todd Heniford, MD

Daniel M. Herron, MD

Michael D. Holzman, MD

Karen D. Horvath, MD

Daniel B. Jones, MD

Namir Katkhouda, MD

*Bruce V. MacFadyen Jr, MD

Jeffrey M. Marks, MD

Ninh T. Nguyen, MD

Brant K. Oelschlager, MD

Adrian E. Park, MD

*David W. Rattner, MD

William O. Richards, MD

Philip R. Schauer, MD

Paresh C. Shah, MD

C. Daniel Smith, MD

*Nathaniel J. Soper, MD
ACS Representative

Tonia M.Young-Fadok, MD

* Past President
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2008 Surgical Spring Week 
SAGES 2008 Meeting Leaders

Program Chair: 
Adrian Park, MD

Equipment Czar: Daniel Scott, MD
Solid Organ Hands-On Course Chair: Michael Brunt,MD
Solid Organ Hands-On Course Co-Chair/Lab

Coordinator: Edward Phillips, MD
Colorectal Hands-On Course Chair: 

Tonia Young-Fadok, MD
Colorectal Hands-On Course Co-Chair/Lab

Coordinator: Howard Ross, MD
Endolumenal Hands-On Course Chair: 

Jeffrey Marks, MD
Endolumenal Hands-On Course Co-Chair/Lab

Coordinator: Thadeus Trus, MD
Digital Hands-On Course Chair: Patrick Reardon, MD
Digital Hands-On Course Co-Chair: Santiago Horgan,MD
FLS Hands-On Course Chair: Nathaniel Soper, MD
FLS Hands-On Course Co-Chairs: Matthew Ritter, MD

& Daniel Scott, MD
Solid Organ Postgraduate Course Chair: 

George Ferzli, MD
Solid Organ Postgraduate Course Co-Chair: 

Eduardo Targarona, MD
Challenging Hernias Postgraduate Course Chair:

Bruce Ramshaw, MD
Challenging Hernias Postgraduate Course 

Co-Chair: Brent Matthews, MD
MIS & Cancer Postgraduate Course Chair: 

Horacio Asbun, MD
MIS & Cancer Postgraduate Course Co-Chair: 

Mark Talamini, MD
Equipping the Surgeon/Jedi Session Chair:

Christopher Schlachta, MD
Equipping the Surgeon/Jedi Session Co-Chair: 

B.Todd Heniford, MD

Best of NOTES™ Session Chair: David Rattner, MD
Best of NOTES™ Session Co-Chair: Jeffrey Ponsky, MD
Motility Misery Session Chair: Brant Oelschlager, MD
Motility Misery Session Co-Chair: Steven Wexner, MD
MIS Rectal Disease Postgraduate Course Chair: 

John Marks, MD
MIS Rectal Disease Postgraduate Course Co-Chair: 

Antonio Lacy, MD
Bariatric Postgraduate Course Chair: Ninh Nguyen,MD
Bariatric Postgraduate Course Co-Chair: 

Ricardo Cohen, MD
Device Development Session Chair:

Steven Schwaitzberg, MD
Device Development Session Co-Chair:

Raymond Onders, MD
OR/Hospital of the Future Chair: Adrian Park, MD
OR/Hospital of the Future Co-Chair: 

Richard Satava, MD
Pediatric Session Chair: Carroll “Mac” Harmon, MD
Pediatric Session Co-Chair: Timothy Kane, MD 
2008 Presidential Debates Panel Chair:

Adrian Park, MD
Allied Health Postgraduate Course Chair: 

Michael Holzman, MD
Allied Health Postgraduate Course Co-Chair: 

Cheryl Little, RN
Allied Health Postgraduate Course Co-Chair: 

Nadja Muchow, RN
Poster Chair: Gretchen Purcell, MD, PhD
Poster Co-Chair: Scott Roth, MD
Video Chair: David Easter, MD
Video Co-Chair: Gina Adrales, MD
Learning Center Chair: Benjamin Schneider, MD
Learning Center Co-Chair: Vivian Strong, MD
Educator’s Lunch Coordinator: Liane Feldman, MD
Surgeons in Service Lunch Coordinator:

Bruce MacFadyen, Jr., MD
Emerging Technology Forum Coordinator: 

Daniel Herron, MD
Resident’s Day Coordinators:

Simon Bergman, MD & Eric Hanly, MD

Panel Chairs
Leading in America – Steve Eubanks, MD & 

Natan Zundel, MD
Complications of Flexible Endoscopy w/ASGE –

Brian Dunkin, MD & Chris Thompson, MD
Legislative/Business – Michael Edye, MD & 

Aaron Fink, MD
GERD LERD – Mehran Anvari, MD & 

Bernard Dallemagne, MD
Robotics – W. Scott Melvin, MD & Alex Gandsas, MD
Bariatric w/ASBS – Bruce Schirmer, MD & 

Mohammad Ali, MD
Hernia w/AHS – Maurice Arregui, MD & 

Guy Voeller, MD
Operating a SIM Center – Gerald Fried, MD & 

Daniel Jones, MD

Rural Surgery – Thomas Broughan, MD
Colon w/ASCRS – James Fleshman, MD & 

Jeffrey Milsom, MD
Reoperative MIS/Now What Do I Do? –

Nathaniel Soper, MD & Sergio Roll, MD
Fellowship – Morris Franklin, Jr., MD & 

Raul Rosenthal, MD
JSES – Manabu Yamamoto, MD & John Mellinger, MD
Drug Panel – Fredrick Brody, MD & 

Philip Schauer, MD
Hernia Debates – Karl Leblanc, MD & 

Salvadore Morales-Conde, MD
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SAGES Accreditation
The Society of American Gastrointestinal and Endoscopic Surgeons (SAGES) is accredited by the Accreditation Council for
Continuing Medical Education (ACCME) to sponsor Continuing Medical Education for physicians.The Society of American
Gastrointestinal and Endoscopic Surgeons (SAGES) designates this educational activity for a maximum of 41.75 AMA PRA
Category 1 Credit(s)™. Physicians should only claim credit commensurate with the extent of their participation in the
activity.

CME Worksheet for SAGES 2008 Meeting: This is not your CME credit form. Please use the worksheet below to track
the number of CME hours you attend for each activity.Your CME credit form can be found inside your registrant bag.You
may turn in your CME form at registration to have your CME certificate mailed to you. Or you may print your CME certifi-
cate on-site at special CME kiosks near the registration area.

CME Worksheet for SAGES 2008 Meeting
Fill in the number of hours you attend each activity in the chart below to track your CME credits.

Wednesday, April 9
Activity Credits Available Hours Attended

Solid Organ Postgraduate Course 4.75

Equipping the Surgeon/Training the Jedi Session 4.75

Challenging Hernia Postgraduate Course 3.75

MIS & Cancer Postgraduate Course 4.0

Solid Organ Surgery Hands-On Course 4.0

Surgeon in the Digital Age Hands-On Course 3.75

Pediatric Surgery Panel 3.75

Thursday, April 10
Activity Credits Available Hours Attended

Allied Health Postgraduate Course 3.75

Best of NOTES™ Session 5.0

Device Development Session 4.75

MIS Rectal Disease Postgraduate Course 4.5

FLS Hands-On Course 6.25

OR/Hospital of the Future Session 2.5

Motility Misery Session 3.75

Bariatric Surgery Postgraduate Course 3.75

Endolumenal Hands-On Course 4.0

Colorectal Surgery Hands-On Course 4.0

Rural Surgery Panel 1.5

Friday, April 11
Activity Credits Available Hours Attended

Scientific Session on Friday 9.5

Educator’s Lunch 1.5

Resident & Fellow Scientific Session 3.0

Saturday, April 12
Activity Credits Available Hours Attended

Scientific Session on Saturday 8.5

Surgeons in Service Lunch 1.5

Learning Center 3.0

Total Credits:
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SAGES 2008 Schedule at a Glance
All courses, sessions & panels take place at the Pennsylvania Convention Center unless otherwise noted.

Wednesday, April 9 Time Room

Half Day Postgraduate Course: Pearls & Pitfalls of Solid Organ MIS 7:00 AM - 12:00 PM 201C

Half Day Session: Equipping the Surgeon/Training the Jedi 7:00 AM - 12:00 PM 204C

Half Day Postgraduate Course: Challenging Hernias 1:00 PM - 5:00 PM 201C

Half Day Postgraduate Course: MIS and Cancer 1:00 PM - 5:30 PM 204C

Half Day Hands-On Course: Surgeon in the Digital Age 1:00 PM - 5:00 PM 204A

Half Day Hands-On Course: Solid Organ 1:00 PM - 5:00 PM offsite – Drexel Lab

Half-Day Panel: Pediatric 1:00 PM - 5:00 PM 201A

Thursday, April 10 Time Room

Full Day Hands-On Course: FLS Marriott Hotel:
7:30 AM - 12:00 PM Lectures – Salon F

Lunch – Salon L
1:00 PM - 3:00 PM Lab – Salon G

Half Day Session: Best of NOTES™ 7:00 AM - 12:15 PM Ballroom B

Half Day Postgraduate Course: MIS Rectal Disease 7:00 AM - 12:00 PM Ballroom A

Half Day Session: Device Development – From Concept to Cash 7:00 AM - 12:00 PM 201C

Half Day Postgraduate Course:Allied Health:
The Evolution of Minimally Invasive Therapies: Impact on Today’s OR 7:00 AM - 12:00 PM 204C

Foundation Awards Luncheon 12:00 PM - 1:30 PM 201A

Half Day Session: Motility Misery:A Growing Problem - 
Diagnosis and Management from Oropharynx to Anus 1:00 PM - 5:00 PM Ballroom B

Half Day Postgraduate Course: Bariatric – 
Management of Complex Patients 1:00 PM - 5:00 PM Ballroom A

Half Day Hands-On Course: Endolumenal 1:00 PM - 5:00 PM 204A

Half Day Hands-On Course: Colorectal 1:00 PM - 5:00 PM offsite – Drexel Lab

Panel: OR/Hospital of the Future 1:00 PM - 3:30 PM 201C

Panel: Rural Surgeon 3:30 PM - 5:00 PM 204C

Exhibits/Posters/Learning Center Opening Welcome Reception 5:00 PM - 7:00 PM Exhibit Hall A.

Industry Education Evening Symposia 7:30 PM - 9:30 PM

Covidien 201C
Karl Storz Ballroom A
Merck Ballroom B
Novare 201A
Richard Wolf 204C

Friday, April 11 Time Room

SS01 – Esophagus/Gastric 7:00 AM - 8:00 AM Ballroom B

SS02 – Bariatric 7:00 AM - 8:00 AM Ballroom A

SS03 – Colon 7:00 AM - 8:00 AM 201C

SS04 – Basic Science 7:00 AM - 8:00 AM 204C

SS05 – Video Plenary 8:00 AM - 9:00 AM Ballroom B

Presidential Address: Steve Eubanks, MD 9:00 AM - 9:45 AM Ballroom B

Marks Lecture: James Butch Rosser, MD 9:45 AM - 10:30 AM Ballroom B

SAGES/AHS Panel: Hernia Consensus Panel on Bio Materials 10:30 AM - 11:30 AM Ballroom B

SAGES/ASMBS Panel: Diabetes Mellitus – A Surgical Disease? 10:30 AM - 11:30 AM Ballroom A

SAGES/ASCRS Colon Panel 10:30 AM - 11:30 AM 201C

SS06 – Education/Outcomes 10:30 AM - 11:30 AM 204C

Educators Lunch: Maintenance of Certification/Practice Based Learning 12:00 PM - 1:30 PM 201A

Exhibits – Posters – Learning Center OPEN 9:00 AM - 4:00 PM Exhibit Hall A

SAGES Presidential Debates 12:30 PM - 3:00 PM Ballroom B

SS07 – NOTES 1:00 PM - 2:30 PM Ballroom A

Panel: Changing Face of Robots & MIS 1:00 PM - 2:30 PM 201C
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Panel: Fellowship & MIS Program Coordinators Forum 1:00 PM - 2:30 PM 204C

Panel: Simulation Center 2:30 PM - 4:00 PM Ballroom A

SS08 – Video 2:30 PM - 4:00 PM 201C

Residents & Fellows Scientific Session 2:30 PM - 5:30 PM 204C

SAGES/ASGE Panel: Complications & Management 
of Flexible Endoscopy 3:00 PM - 4:30 PM Ballroom B

SS09 – Hernia 4:30 PM - 6:00 PM Ballroom B

SS10 – Ergonomics/Human Factors 4:00 PM - 5:00 PM Ballroom A

SAGES/JSES Panel:The Difference of Endoscopic 
Surgery Between US & Japan 4:30 PM - 6:00 PM 201C

SS11 – Solid Organ 4:00 PM - 5:00 PM Ballroom A

Meet the Leadership Reception – Marriott Hotel 6:00 PM - 7:00 PM Liberty Ballroom A

SAGES Main Event 7:30 PM - 11:00 PM offsite –
Constitution Center

Saturday, April 12 Time Room

SS12 – Flexible Endoscopy 7:00  AM - 8:30 AM Ballroom B

Panel: Leading in America Relevant to the World 7:00  AM - 8:30 AM Ballroom A

SS13 – Instruments & Robots 7:00  AM - 8:30 AM 201C

Pharmaceutical Panels 7:00  AM - 8:30 AM 204C

Storz Lecture:Thomas Krummell, MD 8:30 AM - 9:15 AM Ballroom B

Health Policy Lecture – Lord Ara Darzi 9:15 AM - 10:00 AM Ballroom B

SS14 – Plenary 10:00 AM - 11:30 AM Ballroom B

SAGES Annual Business Meeting 11:30 AM - 12:00 PM Ballroom B

Surgeons in Service Lunch 11:30 AM - 1:00 PM 201A

Exhibits – Posters – Learning Center OPEN 9:00 AM - 2:00 PM Exhibit Hall A

Lunch in the Exhibit Hall – Free to All Registrants with ticket 12:00 PM - 1:00 PM Exhibit Hall A

SS15 – Bariatric 1:00 PM - 2:30 PM Ballroom B

Panel: GERD/LERD – ARS is Not Dead! 1:00 PM - 2:30 PM Ballroom A

Panel: Business/Legislative 1:00 PM - 3:30 PM 204C

Emerging Technologies Session 1:00 PM - 2:30 PM 201C

Panel:“Now What Do I Do?” Intraoperative & 
Reoperative MIS Dilemmas 2:30 PM - 4:00 PM Ballroom B

The Great Hernia Debate 2:30 PM - 4:00 PM Ballroom A

SS16 – Esophagus/Gastric 2:30 PM - 4:00 PM 204C

SS17 – Colon 4:00 PM - 5:00 PM Ballroom B

SS18 – Video 4:00 PM - 5:00 PM Ballroom A

SS19 – Complications 3:30 PM - 5:00 PM 201C

SS20 – HPB 4:00 PM - 5:00 PM 204C

Other Important Locations:
Registration & SAGES Booth Grand Hall

Exhibits, Posters, Learning Center Exhibit Hall A

Cyber Café & CME Kiosks Bridge between 200 
level rooms & 
exhibit hall

FLS Testing Marriott Hotel,
Room 301

SAGES Office 202B

Speaker Prep 203 B
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Convention Center Floor Plans

Lunch Room

Concurrent 2

SAGES OfficeSpeaker Prep.

Hands-On 
Course Lab Room

Concurrent 3

Main Session & Concurrent 1

Registration & SAGES Booth

A Gentle Reminder: We have taken every precaution to assure the safety
and security of our guests and their possessions. However, we urge you to
be aware and take simple steps to guard your possessions.

• Do not leave your purse or briefcase unattended.

• Do not leave your laptop, phone or PDAs on the floor or out of
your sight in a darkened room

• Be aware of your surroundings.

Have a safe & secure meeting!

Speaker Prep Hours Rm. 203 B

Tuesday,April 8, 2008 3:00 PM - 6:00 PM

Wednesday,April 9, 2008 5:30 AM - 5:00 PM

Thursday,April 10, 2008 5:30 AM - 6:00 PM

Friday,April 11, 2008 5:30 AM - 6:00 PM

Saturday,April 12, 2008 5:30 AM - 6:00 PM
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Wednesday at a Glance
Time Course Location

7:00 AM - 12:00 PM Half Day Postgraduate Course: Pearls & Pitfalls of Solid Organ MIS 201C

7:00 AM - 12:00 PM Half Day Session: Equipping the Surgeon/Training the Jedi 204C

1:00 PM - 5:00 PM Half Day Postgraduate Course: Challenging Hernias 201C

1:00 PM - 5:30 PM Half Day Postgraduate Course: MIS and Cancer 204C

1:00 PM - 5:00 PM Half Day Hands-On Course: Surgeon in the Digital Age 204A

1:00 PM - 5:00 PM Half Day Hands-On Course: Solid Organ offsite – Drexel Lab

1:00 PM - 5:00 PM Half-Day Panel: Pediatric 201A

HCA Physician Svc.
Half Page Ad
Pg. 10

Please make sure to have your badge scanned 
on the way into the session rooms! 
SAGES has instituted a new attendance tracking system for each course 
and session at the 2008 meeting to meet with ACCME regulations. 

Please allow your badge to be scanned once as you enter the room. 

You do not have to be scanned on exit.

You do not need to be scanned on re-entry for the same course or session.
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Wednesday, April 9, 2008
7:00 AM - 12:00 PM  Location: Room 201C

Postgraduate Course: Pearls & Pitfalls of Solid Organ MIS
*Included in Registration SuperPass (Option A) or Registration Option B

Chair: George Ferzli, M.D.
Co-Chair: Eduardo Targarona, M.D.

The minimally invasive approach to solid organs is currently well established and accepted. However there are still
a number of critical controversies.The course is intended to familiarize the participant with the current concepts,
knowledge and versatility  towards these specific situations.

Objectives:
At the conclusion of this session, the participant will be able to:

• Discuss the current knowledge in relation to selected controversial topics on MIS for solid organs.

• Discuss details and tricks (pearls) of this topic, as well as how to avoid the pitfalls during these operations.

SCHEDULE
7:00 AM Introduction George Ferzli, M.D. & Eduardo Targarona, M.D.

Spleen
7:15 AM How and When to Choose the Best Position for LS: 

Anterior, Lateral or Semilateral Eric Poulin, M.D.

7:25 AM HALS & Pre-op Embolization and Splenomegaly: 
Technique and Indications Andrea Pietrabissa, M.D.

7:35 AM Portal Vein Thrombosis After LS: Size of the Risk Eduardo Targarona, M.D.

7:45 AM Partial Splenectomy Selman Uranues, M.D.

8:05 AM Discussion

Pancreas
8:15 AM MIS and Pacreatic Cancer: Which Link? Horacio Asbun, M.D.

8:25 AM Cystic Tumors: How to Select the Approach? Juan Pablo Pantoja, M.D.

8:35 AM Intra-op Ultrasound Localization, Central and Or/Distal 
Pancreatectomy or Enucleation: Tailoring the Technique Gian Melotti, M.D.

8:55 AM Pseudocyst: Laparoscopic, NOTES™ or Open Jeffrey Hazey, M.D.

9:10 AM Discussion

9:20 AM Break

Liver
9:30 AM How, When and Why to Choose the 

Best Position for Hepatic Resection Namir Katkhouda, M.D.

9:40 AM MIS and Liver Cirrhosis: Good or Bad Friends? Andrew A. Gumbs, M.D.

10:00 AM MIS Liver Surgerical Technique: Instrumentation, Energy Devices, HALS, 
Pre-op 3D, Imaging, Intr-op Ultrasound and Ablation Techniques David Geller, M.D.

10:10 AM Discussion

Adrenal
10:20 AM How to Choose the Best Position for Adrenalectomy: 

Anterior, Lateral or Semilateral Emanuele Lezoche, M.D.

10:30 AM Limits and Strategy: Bilateral, Enlarged Adrenal and 
Partial Adrenalectomies Quan Yang Duh, M.D.

10:50 AM Impact of Adrenalectomy of Metastasis on Long Term Outcome Miguel Herrera, M.D.

11:10 AM Discussion

Kidney
11:20 AM Live Kidney Donor: Left or Right?, HALS or Pure LAP Kent Kercher, M.D.

11:30 AM Radical MIS Nephrectomy: Adequate for Cancer? Total or Partial? Michael Edye, M.D.

11:40 AM Discussion
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7:00 AM - 12:00 PM  Location: 204C

Equipping the Surgeon–Training the Jedi: 
Series Focused on Optimizing Every Aspect of Your Surgical Career
*Included in Registration SuperPass (Option A) or Registration Option B

Chair: Christopher Schlachta, M.D., Co-Chair: B. Todd Heniford, M.D.

The purpose of this symposium is to provide participants with an overview of the most poignant issues 
currently encountered in the practice of surgery, and to provide practical strategies and tips for maximizing success
in this milieu. In addition, this symposium will serve as a primer for residents and fellows, and provide tips on how
to best prepare for success in surgery.

Objectives:
At the conclusion of the session, the participant will be able to:

• Present with strategies for maximizing success in specific techniques which are integral to the 
practice of minimal invasive and endoscopic surgery.

• Have an enhanced understanding of personal career direction and goals.
• Develop specific problem solving skills with regards to the practice of surgery.
• Develop skills for preventing perioperative complications in the surgical patient.

SCHEDULE
7:00 AM Welcome and Objectives Christopher Schlachta, M.D. / Todd Heniford, M.D.

Protect – Prevent Perioperative Morbidity – Evidence-Based Pearls 
Session Moderator -  C. Schlachta
7:05 AM DVT Prophulaxis in Bariatric Surgery – The Optimal Algorithm Aurora Pyror, M.D.
7:20 AM Cardiac Preparation and Perioperative Protection Kevin Reavis, M.D.
Perform – Essential Techniques  to Prevent Anastomotic Leak 
in Minimally Invasive and Endoscopic Surgery – A Video Series
Session Moderator – C. Schlachta
7:35 AM Tension – Gastrojejunosotomy Robert W. O’Rourke, M.D.
7:45 AM Ischemia – Esophagogastrostomy Sebastian Gilbert, M.D.
7:55 AM Radiation – Estabishing GI Continuity after Rectal Cancer Resection Mark Whiteford, M.D.
8:05 AM NOTES Gastrotomy Closure Cedric Lorenzo, M.D.
8:15 AM DISCUSSION (Protect and Perform)
8:30 AM Break
Prevent – 5 Moves to Prevent Hernia Recurrence in Minmally Invasive Surgery
Session Moderator – B. T. Heniford
8:40 AM Paraesophageal Brant Oelschlager, M.D.
8:55 AM Inguinal Bruce Ramshaw, M.D.
9:05 AM Ventral B.Todd Heniford, M.D.

Prepare – 5 Pieces of Equipment Essential to Your Success in Minimal Access Surgery
Session Moderator – B. T. Heniford
9:15 AM Colorectal Tonia Young-Fadok, M.D.
9:30 AM Upper Gastrointestinal Leena Khaitan, M.D.
9:40 AM Endoluminal Surgery Mike Owens, M.D.
9:50 AM DISCUSSION (Prevent and Prepare)
10:05 AM Break

Promote – A Career Development Primer
Session Moderator – C. Schlachta
10:15 AM Success From the Beginning in Academics: How Do I Start? Brent Matthews, M.D.
10:30 AM Negotiating the Promotion and Tenure Process Gregory Stiegmann, M.D.

Persevere – Top 10 Tips for Overcoming Commonly Encountered Obstacles
Session Moderator – C. Schlachta
10:45 AM Getting paid for your effort: Coding for minimally invasive procedures Michael Edye, M.D.
11:00 AM Addressing the Bottlenecks in Bariatric Treatment Pathways Phillip Schauer, M.D.
11:15 AM New Skills Acquisition and Credentialing Post-Training Fredrick Greene, M.D.
11:30 AM The Responsible Introduction of Novel Technologies into Practice Bruce Schirmer, M.D.
11:45 AM DISCUSSION (Promote and Persevere)
12:00 AM Adjourn

Wednesday, April 9, 2008
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1:00 PM - 5:00 PM  Location: 201C

Postgraduate Course: Challenging Hernias
*Included in Registration SuperPass (Option A) or Registration Option B

Chair: Bruce Ramshaw, M.D., Co-Chair: Brent Matthews, M.D.

The SAGES Postgraduate Challenging Hernias Course is a half day course focusing on the management of difficult
or atypical inguinal and abdominal wall hernias. Leading authorities will review preoperative planning and perioper-
ative management, relevant anatomy, treatment options with an emphasis on complication prevention and manage-
ment to improve outcomes for these challenging inguinal and ventral hernias. Management of patients with inguin-
odynia, infected mesh and enterotomies during laparoscopic ventral hernia repair will be discussed.An update on
novel and evolving techniques in the repair of atypical abdominal wall hernia repairs will also be reviewed.

Objectives:
At the conclusion of the session, the participant will be able to:

• Discuss the management and prevention of complications during laparoscopic TAPP and TEP inguinal 
hernia repair and the repair of large scrotal hernias

• Review the management algorithm for inguinodynia
• Communicate treatment options for patients with infected mesh or enterotomy during laparoscopic 

ventral hernia repair
• Understand novel techniques to repair parastomal, flank, suprapubic, subxiphoid hernias and large ventral 

hernias with loss of abdominal domain
• Review techniques to prevent and manage recurrence after ventral hernia repair

SCHEDULE

Inguinal Hernia
1:00 PM TAPP – Complicated Cases: Managing and Preventing 

Complications and Recurrences Neely Panton, M.D.
1:15 PM TEP – Complicated Cases: Managing and Preventing 

Complications and Recurrences Guy Voeller, M.D.
1:30 PM The Large Scrotal Hernia Gina Adrales, M.D.
1:45 PM Laparoscopic Approach for Mulitple Recurrent Hernias or Previous 

Preperitoneal Surgery or  Mesh in the Extraperitoneal Space Archana Ramaswamy, M.D.
2:00 PM Inguinodynia – What to Do? Patricia Turner, M.D.
2:15 PM Management of Infected Mesh (Inguinal & Ventral) Eduardo Parra-Davila, M.D.
2:30 PM Discussion
2:50 PM Break

Ventral Hernia
Atypical Locations

3:05 PM Suprapubic/Subxiphoid/Flank B.Todd Heniford, M.D.
3:20 PM Parastomal Kristi L. Harold, M.D.
3:35 PM Laparoscopic Approach for Giant Hernias/Loss of Domain Bruce Ramshaw, M.D.

Complicated Cases

3:50 PM Enterotomy During Laparoscopic Ventral Hernia Salvadore Morales-Conde, M.D.
4:05 PM Endoscopic Component Separation Technique Michael Rosen, M.D.
4:20 PM Managing/Preventing Recurrence in Ventral Hernia Repair? Brent D.Matthews,M.D.
4:35 PM Discussion

SAGES acknowledges generous educational grants in support of this course from 
Covidien and Tissue Science Laboratories.

Wednesday, April 9, 2008

FLS Testing Available All Week! Location: Marriott Hotel, Room 301

Wednesday, April 9 - Saturday, April 12, 2008
Contact staff at SAGES’ booth to schedule your test on-site. 
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Wednesday, April 9, 2008
1:00 PM - 5:30 PM  Location: 204C

Postgraduate Course: MIS & Cancer
*Included in Registration SuperPass (Option A) or Registration Option B

Chair: Horacio Asbun, M.D., Co-Chair: Mark Talamini, M.D.

The role of minimal access surgery for resection of malignant neoplasms has been widely debated and remains an
area of controversy for surgical oncologists.The key issue is to ensure safe, complete oncologic resections, and at
the same time provide the additional benefits of the minimal access.The slow progress and acceptance of minimal
access cancer surgery may also be related to limitations in the skill, training and experience in minimal access pro-
cedures specific to surgical oncology.The large majority of surgical oncology training programs have not widely
embraced advanced laparoscopic techniques.

Because of major recent advances in systemic, regional cytotoxic and biologic therapy as well as nonresectional
ablation techniques, the strict separation of curative and palliative surgical intervention has been somewhat
obscured. Metastasectomy and cytoreductive surgery often include patients in whom the intent is less likely cancer
cure and more centered on the intent to prolong life with cancer and improve quality of life. It is in this context
minimal access surgery approaches may have a significant role by way of providing less traumatic and debilitating
surgery when life span is limited and surgery likely non-curative.

Objectives:
At the completion of the course the attendees will be able to discuss:

• Current concepts in Minimal Access Surgery for Cancer

• Recent advances in cytotoxic agents as they relate to treatment of metastatic disease and its implication 
for surgery.

• Patient selection and timing for surgical therapy in the presence of metastatic disease.

• Percutaneous and minimal access surgery options.

• Intraoperative ultrasound techniques in liver surgery.

• Advanced minimal access surgical techniques and options in the treatment of  metastatic disease.

SCHEDULE
1:00 PM Introduction Horacio Asbun, M.D. & Mark Talamini, M.D.

1:05 PM Immunological Considerations in Minimal Access Surgery for Cancer Richard L.Whelan, M.D.

1:20 PM Role of Minimal Access Surgery in Staging of Malignancies Sherry Wren, M.D.

Minimal Access Surgery in the Treatment of Primary Malignancies:
Current Status
1:35 PM MIS in Esophageal Cancer: Should it be the Standard of Care? James Luketich, M.D.

1:50 PM MIS in Gastric Cancer: Current Status Seigo Kitano, M.D.

2:05 PM Tips to Obtain an Oncologic Resection for Colon Cancer James Fleshman, M.D.

2:20 PM Pancreas: What is the Role of MIS? Horacio Asbun, M.D.

2:35 PM MIS for Splenic Malignancies Eduardo Targarona, M.D.

2:50 PM Role of MIS in Pediatric Malignancies Steven Rothenberg, M.D.

3:05 PM Panel Discussion Mark Talamini, M.D.

3:20 PM Break

Minimal Access Surgery and Metastesectomy
3:45 PM Neo-Adjuvant Treatment of the Initially Unresectable Liver Metastases 

from Colon Cancer: The Rules of Engagement are Changing Pascal Fuchshuber, M.D.

4:00 PM Staged Hepatectomy Surgery for the Patient with Advanced Disease: 
Role of Pre-Operative Embolization Pascal Fuchshuber, M.D.

4:15 PM Ablation of Liver Metastases: When? How? With What?  Allan Siperstein, M.D.

4:30 PM Laparoscopic Liver Resection for Metastatic Disease David Geller, M.D.

4:45 PM Thoracoscopic Approaches to Lung Metastases Stephen Cattaneo, M.D.

5:00 PM Laparoscopic Intraperitoneal Chemohyperthermia: 
Indications and Results Vivian Strong, M.D.

5:15 PM Discussion Horacio Asbun, M.D.

SAGES acknowledges generous educational grants in support of this course from Covidien and Ethicon Endo-Surgery
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Wednesday, April 9, 2008
1:00 PM - 5:00 PM

Location: Drexel University College of Medicine Lab, 245 N. 15th St., Philadelphia, PA
Shuttles depart at 12:15 PM from the Pennsylvania Convention Center at Broad Street

Hands-On Course: Solid Organ Surgery
Chair: L. Michael Brunt, M.D., Co-Chair: Edward Phillips, M.D.

This course will consist of a hands-on cadaver laboratory session in which participants will receive instruction 
by experts in laparoscopic solid organ surgery on laparoscopic splenectomy, adrenalectomy, nephrectomy, and 
pancreatic resection. Participants will have the opportunity to use a variety of surgical devices used in these 
procedures for hemostasis, stapling, specimen extraction, and hand-assisted techniques. Lab stations will have a 
1:3 faculty: participant ratio.

Objectives:
At the conclusion of this session, participants will be able to:

• Enhance their technical ability to safely perform laparoscopic solid organ surgery

• Understand proper patient positioning and port placement for laparoscopic solid organ resection 
(adrenal, spleen, kidney, pancreas)

• Understand the key steps and operative sequencing for laparoscopic adrenalectomy, splenectomy,
nephrectomy, and pancreatic resection

• Review of various methods of hemostasis, stapling devices, and specimen extraction related to solid 
organ surgery

• Develop a working knowledge of various hand-assist devices and options for hand port placement for solid
organ surgery

SCHEDULE
1:00 PM Hands-On Lab (1 instructor per station) Lab Instructors

(3 Participants per station) Quan Yang Duh, M.D.
Nicole Fearing, M.D.
Liane Feldman, M.D.

Kent Kercher, M.D.
Brent Matthews, M.D.

Alfons Pomp, M.D.
Miguel Herrera, M.D.

Don Selzer, M.D.
Gina Adrales, M.D.

Michael Edye, M.D.

SAGES acknowledges a generous educational grant in support of this course from 
Stryker Endoscopy.

SAGES acknowledges contributions in-kind in support of this course from 
Applied Medical, Covidien, Karl Storz Endoscopy-America, 

Olympus Surgical America, Snowden Pencer, Stryker Endoscopy and SurgRx.

Speaker Prep Hours Rm. 203 B

Tuesday,April 8, 2008 3:00 PM - 6:00 PM

Wednesday,April 9, 2008 5:30 AM - 5:00 PM

Thursday,April 10, 2008 5:30 AM - 6:00 PM

Friday,April 11, 2008 5:30 AM - 6:00 PM

Saturday,April 12, 2008 5:30 AM - 6:00 PM
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Wednesday, April 9, 2008
1:00 PM - 5:00 PM  Location: 204A

Hands-On Course: Surgeon in the Digital Age: Video Editing
Basic Video Editing with an Introduction to Advanced Techniques
Chair: Patrick Reardon, M.D., Co-Chair: Santiago Horgan, M.D.

This course is a hands-on (1 to a station) Macintosh-based course and workshop using the latest video editing 
software.This course is designed to take users of at least modest computer facility through the basic steps of digital
video editing.The skills learned in this course will be applicable to digital video editing on most Widows-based com-
puters and editing programs. Led in real time by an experienced surgeon facilitator, participants will import clips,
edit them, create transitions and add voice-over sound tracks.Additional advanced techniques which are useful in
medical videos will be reviewed. Final products will be transcoded for a variety of purposes.A CD with the course
files is included for later practice. Once this course is completed, users should be able to have the skills necessary
to create edited digital videos for medical meetings, education or personal use.

Objectives:
At the completion of this course the surgeon (or other participant) will be able to:

Demonstrate a working knowledge as to how the video signal used to perform laparoscopic surgical procedures is
transferred to a variety of digital formats (e.g. – CD, DVD, digital tape) for the purposes of creating materials that
could be used for:

• Electronic medical records • Website presentation for patient or physician education

• Formal presentation at medical meeting • Archival needs

• Patient education

Manipulate the acquired digitized video material for the purposes above by methods utilizing the following skills in
order to create effective medical educational materials:

• Editing • Transitions • Annotation with audio

• Titling • Addition of still photography • Selected special effects

Produce output of the acquired and manipulated digital material for specific needs in the medical educational arena
including:

• Videotape  •  Web-based media files  •  CD-ROM  •  DVD

SCHEDULE
1:00 PM The Operation
1:10 PM Capturing Footage
1:20 PM Getting Video onto the Computer
1:45 PM Break
2:00 PM Editing
2:15 PM Editing Clips in the Timeline
3:00 PM Transitions
3:45 PM Outputting Your Project
4:00 PM Advanced Editing Techniques
5:00 PM Conclusion

SAGES acknowledges a generous educational grant in support of this course from Stryker Endoscopy.

Evaluation & CME Credit Forms: 
Please complete the meeting evaluation form and return to the registration desk. 

Visit the CME kiosk to print your CME credit form on-site.

STI 2008: SAGES Technology Initiative
For the fourth year, STI ’08 continues to be a mechanism to bring new and emerging technologies to 

the front of the annual meeting, as well as to the attention of the Society. During the 2008 SAGES 

Meeting, STI includes the Wednesday Surgeon in the Digital Age Hands-On Course;Thursday Best of

NOTES™ Session, Endolumenal Hands-On Course and OR of the Future Session; Friday Robotics Panel;

and Saturday Emerging Technology Session and Storz Lecture in New Technology.
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1:00 PM - 5:00 PM  Location: 201A

Pediatric Endosurgical Approaches: Past, Present & 
Future Pediatric Surgical Problems in Adults: 
Tag You’re It!
*Included in Registration SuperPass (Option A) or Registration Option B

Chair: Carroll “Mac” Harmon, M.D., Co-Chair: Timothy Kane, M.D.

Lecture session designed for senior Pediatric Surgery fellows, Pediatric surgeons, and General surgeons who will
deal with patients with congenital anomalies when these patients become adults. Interactive lectures will be given
by SAGES members who are leaders in the field of Pediatric Endosurgery. The first session will focus on the latest
techniques and potential future applications for flexible endoscopic minimally invasive surgery for Pediatric surgi-
cal diseases. The second session will review several aspects of congenital abnormalities as they present in adult
patients and how these may be handled.

Objectives:
At the conclusion of this session, participants will be able to:

• Review the latest in the treatment of pediatric surgical disease

• List several pediatric congenital anomalies, how they are treated and how they may be handled when the
patient is an adult.

SCHEDULE

Through the Endoscope:Therapeutics, Present and Future
Moderator: Carroll “Mac” Harmon, M.D.

Current Applications in Pediatric Endolumenal Surgery
1:00 PM Gastrointestinal Overview Carroll “Mac” Harmon, M.D.

1:15 PM Endobronchial Overview Craig Albanese, M.D.

NEXT STEP Applications in Pediatric Endolumenal Surgery
1:30 PM Endolumenal Treatment of Intestinal Stenosis/Atresia Timothy Kane, M.D.

1:50 PM Endolumenal Treatment of Gastroesophageal Reflux Disease George Fantry, M.D.

Future Applications in Pediatric Endolumenal Surgery
2:05 PM Endolumenal Treatment of Esophageal Atresia Todd Ponsky, M.D.

2:20 PM Applications in Pediatric Anorectal Disease 
(Hirschsprung’s Disease, Imperforate Anus) Keith Georgeson, M.D.

2:40 PM NOTES™ Possibilities Jeffrey Ponsky, M.D.

3:00 PM Panel Discussion

3:25 PM Break

Pediatric Surgical Problems in Adults:Tag You’re It!
Moderator: Keith Georgeson, M.D.
3:40 PM Surprise! Your Adult Patient has Intestinal Malrotation Mark Wulkan, M.D.

3:55 PM What to Expect in the Adult Surgical Patient Who was Born 
with a Major Pediatric Surgical Congenital Anomaly Steven Rothenberg, M.D.

4:10 PM Colorectal Dysfunction in Adult Surgical Patients Secondary to 
Hirschsprung’s Disease or Imperforate Anus Marc Levitt, M.D.

4:25 PM Kids with Chronic Pediatric Diseases Become Adult Surgical Patients Thom Lobe, M.D.

4:40 PM Panel Discussion

Wednesday, April 9, 2008

Pencil us in for next year:
SAGES Annual Meeting · April 22 - 25, 2009 
(will be held with IPEG)
Phoenix Convention Center, Phoenix, AZ
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Time Course Location
7:30 AM - 3:00 PM Full Day Hands-On Course: FLS Marriott Hotel:

Lectures – Salon F
Lunch – Salon L
Lab – Salon G

7:00 AM - 12:15 PM Half Day Session: Best of NOTES™ Ballroom B

7:00 AM - 12:00 PM Half Day Postgraduate Course: MIS Rectal Disease Ballroom A

7:00 AM - 12:00 PM Half Day Session: Device Development – From Concept to Cash 201C

7:00 AM - 12:00 PM Half Day Postgraduate Course:Allied Health:
The Evolution of Minimally Invasive Therapies: Impact on Today’s OR 204C

12:00 PM - 1:30 PM Foundation Awards Luncheon 201A

1:00 PM - 5:00 PM Half Day Session: Motility Misery:A Growing Problem - 
Diagnosis and Management from Oropharynx to Anus Ballroom B

1:00 PM - 5:00 PM Half Day Postgraduate Course: Bariatric – 
Management of Complex Patients Ballroom A

1:00 PM - 5:00 PM Half Day Hands-On Course: Endolumenal 204A

1:00 PM - 5:00 PM Half Day Hands-On Course: Colorectal offsite – Drexel Lab

1:00 PM - 3:30 PM Panel: OR/Hospital of the Future 201C

3:30 PM - 5:00 PM Panel: Rural Surgeon 204C

5:00 PM - 7:00 PM Exhibits/Posters/Learning Center Opening Welcome Reception Exhibit Hall A

7:30 PM - 9:30 PM Industry Education Evening Symposia
Covidien 201C
Karl Storz Endoscopy-America Ballroom A
Merck & Co., Inc. Ballroom B
Novare Surgical Solutions 201A
Richard Wolf 204C

Thursday at a Glance

Novus 1/2 pg Ad

Page 19



STI 2008: SAGES Technology Initiative
For the fourth year, STI ’08 continues to be a mechanism to bring new and emerging technologies to 

the front of the annual meeting, as well as to the attention of the Society. During the 2008 SAGES 

Meeting, STI includes the Wednesday Surgeon in the Digital Age Hands-On Course;Thursday Best of

NOTES™ Session, Endolumenal Hands-On Course and OR of the Future Session; Friday Robotics Panel;

and Saturday Emerging Technology Session and Storz Lecture in New Technology.
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7:00 AM - 11:00 AM  Location: 204C

Postgraduate Course: Allied Health: The Evolution of 
Minimally Invasive Therapies: Impact on Today’s OR
*Included in Registration SuperPass (Option A) or Registration Option B

Chair: Michael Holzman, M.D., Co-Chair: Cheryl Little, R.N. and Nadja Muchow, R.N.

The Allied Health session is designed to provide updates in some of the newer advances in clinical surgery. This
years topics will give updates on the topics of endoscopy, bariatrics, hernias, robotics and OR technology. The for-
mat will include physician overviews along with nursing perspectives and insights. Allied health professionals
attending the session should gain up to date knowledge in these rapidly advancing fields of surgery.

This year’s program will also include roundtable discussions for individuals to share experiences and protocols
from their institutions with other programs. The interaction should allow for unique opportunities of all partici-
pants to share and gain knowledge from similar colleagues around the country.

Objectives:
At the conclusion of this session, participants will be able to:

• Discuss new developments in endolumenal and endoscopic therapies

• Review Laparoscopic Bariatric procedures

• List new materials used in hernia repairs

• List what is new in the OR environment

SCHEDULE

What’s New in Clinical Surgery

Endolumenal Therapies
7:00 AM Introduction

7:10 AM N.O.T.E.S.™ – Endoscopic Therapies Benjamin Poulose, M.D.

7:30 AM Preparing OR Staff for New Procedures Cheryl Little, R.N.

7:45 AM Surgical Therapy for Obesity Edward Lin, M.D.

Hernia Repairs
8:05 AM Clinical Pathways – Impact on Care Nadja Muchow, R.N.

8:20 AM Materials Update Sharon Bachman, M.D.

8:35 AM Surigcal Techniques Michael Rosen, M.D.

9:00 AM Wounds Management and Outcomes Michelle Vitamvas, R.N.

9:15 AM Break

What’s New in the OR
9:30 AM Robotics in the OR Dmitry Oleynikov, M.D.

9:45 AM Trouble Shooting the Video Systems Barbie Lovett, R.N.

Round Table Discussions
10:15 AM Endoscopy

10:25 AM Hernia

10:35 AM Bariatric

10:45 AM Operating Room Instrumentation and Safety

SAGES acknowledges our Gold Level Donor for their support of this course:

Stryker Endoscopy

Thursday, April 10, 2008
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7:00 AM - 12:15 PM  Location: Ballroom B

Best of NOTES™ Session
*Included in Registration SuperPass (Option A) or Registration Option B

Chair: David Rattner, M.D., Co-Chair: Jeffrey Ponsky, M.D.

This session will present current information regardng the safety and efficacy of NOTES™ and evolving 
developments in the performance of NOTES™ procedures.

Objectives:
At the conclusion of this session, participants will be able to

• List the new findings regarding the safety and effectiveness of NOTES™.

• Review new technical advances in NOTES™.

• Discuss the evolving human trials of NOTES™.

SCHEDULE
7:00 AM Introduction David Rattner, M.D. & Jeffrey Ponsky, M.D.

7:05 AM NOSCAR™ – What is it and Why Does it Matter? David Rattner, M.D.

7:15 AM NOTES™ Access Routes and Access Closure Richard Rothstein, M.D.

7:45 AM Infectious Issues and NOTES™: Laboratory Studies to Date, 
Sterile Conduits – Necessary or Not? Jeffrey Marks, M.D.

Economics of Device Development
8:00 AM The NOTES™ Toolkit – What We Need Bernard Dallemagne, M.D.
8:15 AM From Idea to Prototype Paul Swain, M.D.

Platform Development
8:30 AM Retraction with Magnets Daniel Scott, M.D.
8:45 AM Review of Current Multitasking Platforms Christopher Thompson, M.D.
9:00 AM Robotics and NOTES™ Santiago Horgan, M.D.
9:15 AM Discussion
9:35 AM Break
9:50 AM IRB Requirements for Human Procedures Lee Swanstrom, M.D.
10:05 AM Human NOTES™ Procedures to Date International View Ricardo Zorron, M.D.
10:20 AM Human NOTES™ in the USA W. Scott Melvin, M.D.
10:35 AM Training and Credentialing for NOTES™ Brian Dunkin, M.D.
10:50 AM NOTES™: Reimbursement Issues Steven Schwaitzberg, M.D.
11:00 AM First Debate

NOTES™ Will Not Have a Significant Impact in MIS C. Daniel Smith, M.D.
NOTES™ is the Next Phase in MIS Michael Marohn, M.D.
The Future of NOTES™ is in the 3rd World GV Rao, M.D.

11:30 AM Second Debate: Visualization and Turf for NOTES™
Laparoscopic/Surgical Approach? Jeffrey Hazey, M.D.
Gastroenterologists Will Do NOTES™ Anthony Kalloo, M.D.

12:00 PM Discussion

SAGES acknowledges generous educational grants in support of this course from 

Covidien, Karl Storz Endoscopy-America, Olympus Surgical America, and Stryker Endoscopy.

Thursday, April 10, 2008

Please make sure to have your badge scanned 
on the way into the session rooms! 
SAGES has instituted a new attendance tracking system for each course 
and session at the 2008 meeting to meet with ACCME regulations. 

Please allow your badge to be scanned once as you enter the room. 

You do not have to be scanned on exit.

You do not need to be scanned on re-entry for the same course or session.
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7:00 AM - 12:00 PM  Location: 201C

Device Development Session: From Concept to Cash
*Included in Registration SuperPass (Option A) or Registration Option B
Chair: Steven D. Schwaitzberg, M.D., Co-Chair: Raymond Onders, M.D.
This session will provide a comprehensive view of device development. The speakers will take the audience
through the journey from the idea to a potentially successful enterprise. Each of the speakers will bring their expe-
rience in this field to educate the audience on each of the many steps necessary to go from concept to cash.

Objectives:
At the conclusion of this session, participants will be able to:

• Successfully protect innovative ideas.
• Understand the process by which patents are obtained and what their value is.
• Understand the relevance of a physician’s employment contract with respect to intellectual property.
• Understand when procedures or devices need to be considered by the Institutional Review Board for research

considerations.
• Recognize potential conflict of interest as it applies to the innovator and device developer.
• Appreciate the trials and tribulations of managing a clinical career and entrepreneurial venture.
• Understand the relative financial value of innovative concepts.

SCHEDULE
7:00 AM What Should Surgeons Innovate? Thomas Krummel, M.D.

7:30 AM I Have a Good Idea – How Do I Protect it? Dmitry Oleynikov, M.D.

8:00 AM I Work for a University – Who Owns My Head? Roger de la Torre, M.D.

8:30 AM If I Make it in My Garage, Can I Use it in the 
OR or Should I Really Call the IRB? Steven Schwaitzberg, M.D.

9:00 AM Panel Discussion 

9:30 AM Break

9:45 AM I Want to Publish and Profit – Can I do Both? Mark Talamini, M.D.

10:15 AM I Have a Company – Should I Give Up My Day Job? Michael Treat, M.D.

10:45 AM What is a Good Idea Worth Anyway? Andy Levine

11:15 AM The Innovators Tale: The PEG Jeffrey Ponsky, M.D.

11:30 AM Discussion 

12:00 PM Close

SAGES acknowledges generous educational grants in support of this course from 
Ethicon Endo-Surgery, Olympus Surgical America, and Stryker Endoscopy.

Thursday, April 10, 2008

2008 SAGES-ALACE International Webcast Sessions
Part of the SAGES Global Initiative
International SAGES Members – Sign–up your institution TODAY to be part of the 2008 SAGES 
meeting by participating in the SAGES International Webcast Sessions.

Friday, April 11, 2008 – 1:00 PM - 4:00 PM
TIME SESSION CHAIR(S)
9:00 AM SAGES Presidential Address Steve Eubanks, MD

9:45 AM Gerald Marks Lecture James “Butch’ Rosser, MD

10:30 AM SAGES/ASCRS Panel: Emerging Technology in the Future 
of Laparoscopic Colorectal Surgery Chair: James Fleshman, MD, Co-Chair: Jeffrey Milsom, MD

12:30 PM Presidential Debates Chair: John Hunter, MD, Co-Chair: Frederick Greene, MD

3:00 PM SAGES/ASGE Panel: Complications of 
Flexible Endoscopy Chair: Brian Dunkin, MD, Co-Chair: Christopher Thompson, MD

Saturday April 12, 2008 – 1:00 PM - 4:00 PM
TIME SESSION CHAIR(S)

1:00 PM GERD/LERD Panel: Evolving roll of Laparoscopic/ 
Endoscopic Surgery for GERD Chair: Mehran Anvari, MD, Co-Chair: Bernard Dallmagne, MD

2:30 PM Hernia Debates Panel Chair: Karl LeBlanc, MD, Co-Chair: Salvadore Morales-Conde, MD
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7:00 AM - 12:00 PM  Location: Ballroom A

Postgraduate Course: MIS & Rectal Disease
*Included in Registration SuperPass (Option A) or Registration Option B
Chair: John Marks, M.D., Co-Chair: Antonio Lacy, M.D.
Rectal cancer represents a formidable problem to both the patient and surgeon alike. High local recurrence rates,
the challenge of operating in the deep pelvis and avoidance of a permanent colostomy dominate treatment deci-
sions regarding patients with rectal cancer.The role of properly performed surgery and technique focused training
in combating poor outcome has been demonstrated.The ability of neoadjuvant therapy to diminish local recur-
rence, improve survival and alter surgical approaches extending sphincter preservation has also been shown.
Against this background the role of a minimally invasive techniques must be evaluated.

This course will be of interest to all surgeons involved in the care of rectal cancer.We will start by presenting an
overview of the challenges existing today in the treatment of rectal cancer.This will include world authorities on
the anatomy and staging of rectal cancer, the technique of total mesorectal excision (TME) and novel approaches of
neoadjuvant therapy. From there, in a heavily video based session, we will move to the various technical challenges
and strategies for overcoming these problems in the laparoscopic arena. Lastly we will discuss the role of endolu-
menal approaches, using TEM to treat rectal cancer as well as the status of proposed and ongoing trials to evaluate
laparoscopic rectal cancer surgery, highlighting the major controversies existing and being questioned in the arena
of MIS rectal cancer therapy.

Objectives:
At the conclusion of this session, participants will be able to:

• Describe the major issues surgeons face in the treatment of rectal cancer.

• Compare the imaging options available in the assessment of rectal cancer and how this distinguishes 
candidates for neoadjuvant therapy.

• Describe the fundamental aspects of TME surgery.

• Judge various strategies for laparoscopic pelvic surgery in the treatment of rectal cancer.

• Summarize the major difficulties faced in laparoscopic rectal surgery and the solutions presented 
to overcome these problems.

• Consider the results to date in laparoscopic rectal cancer surgery and the role of a 
prospective trial in differentiating outcomes compared to open surgery.

SCHEDULE
7:00 AM Introduction John Marks, M.D.

7:05 AM Overview Antonio Lacy, M.D.

7:10 AM Challenges in the Treatment of Rectal Cancer - 2008 Kirk Ludwig, M.D.

7:25 AM Pre-surgical Imaging Gina Brown, M.D.

7:40 AM Role of Surgical Technique in Outcome Conor Delaney, M.D.

7:55 AM Role of Neoadjuvant Therapy Mo Mohiuddin, M.D.

8:10 AM PANEL DISCUSSION John Marks, M.D.

Problems/Challenges of Laparoscopic Rectal Surgery
8:35 AM Role of Hand Assisted Surgery vs.

Pfannenesteil Approach in the Pelvis Jeffrey Milsom, M.D.

8:50 AM Totally Laparoscopic Rectal Resection and Anastomosis Morris Franklin, M.D.

9:05 AM Laparoscopic Approach to Low Anterior Resection – 
Exposure and Transection Joel Leroy, M.D.

9:20 AM Laparoscopic Approach to the Distal Rectum 
with Coloanal Anastomosis: Lap TATA John Marks, M.D.

9:35 AM PANEL DISCUSSION Antonio Lacy, M.D.

10:05 AM Coffee Break

Current Status of Laparoscopic Rectal Surgery – 
Individual Experiences and Trials
10:35 AM The European Experience Antonio Lacy, M.D.

10:50 AM The Need for a Laparoscopic Rectal Cancer Trial in the USA James Fleshman, M.D.

11:05 AM Transanal Endoscopic Microsurgery and Neoadjuvant 
Therapy in the Treatment of Rectal Cancer Emanuele Lezoche, M.D.

11:20 AM PANEL DISCUSSION John Marks, M.D.

11:50 AM Conclusion/Summary Antonio Lacy, M.D.

SAGES acknowledges generous educational grants in support of this course from Covidien and Olympus Surgical America.

Thursday, April 10, 2008
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7:30 AM - 12:00 PM SESSION I: Lectures
1:00 PM - 3:00 PM SESSION II: Hands-On Lab
3:00 PM FLS Testing

Location:  Marriott Hotel: Lectures–Salon F, Hands-On Lab–Salon G, Lunch–Salon L

Hands-On Course: 
Fundamentals of Laparoscopic Surgery
Chair: Nathaniel Soper, M.D., Co-Chairs: Matthew Ritter, M.D. & Daniel Scott, M.D.

The course will be based on the Fundamentals of Laparoscopic Surgery (FLS) Program, a collaborative effort
between Society of American Gastrointestinal and Endoscopic Surgeons and the American College of Surgeons.This
introductory course will begin with an overview of the history, science, and development of the FLS Program. It
will continue with various chapters from the FLS curriculum, such as physiology, intraoperative considerations,
basic laparoscopic procedures, and procedural complications. Part of the course will also cover the psychomotor
and technical skills required in basic laparoscopic surgery.The course syllabus will outline the content of both FLS
CD-ROMs.

After completing the course, those participants who registered for the examination and received the advance mate-
rials will be able to take the FLS examination directly following the course or at the FLS Testing Center throughout
the SAGES meeting.These candidates will receive the FLS CD-ROMs before the course and will be expected to
review the materials. Other participants will be given the CD-ROMs at the time of the course.Approximately 10 FLS
trainer boxes will be available for training and practice during the Hands-On Session, at the conclusion of the
course and throughout the SAGES meeting.

Objectives:
At the conclusion of this session, participants will be able to:

• Discuss the important preoperative considerations when faced with a patient requiring laparoscopic surgery.

• List the key intraoperative considerations during laparoscopic operations.

• Discuss the important concepts in postoperative care of patients undergoing laparoscopic surgery.

SCHEDULE
7:30 AM Introduction and Rationale for FLS Nathaniel Soper, M.D.

7:55 AM Preoperative Considerations Ashley Vernon, M.D.

8:25 AM Intraoperative Considerations David Earle, M.D.

8:55 AM Basic Laparoscopic Procedures Daniel Jones, M.D.

9:25 AM Q & A

10:15 AM Break

10:30 AM Postoperative Considerations Daniel Scott, M.D.

11:00 AM Technical Skills: Development of FLS Curriculum, Validation of Metrics, 
and Relationship to Operative Performance Gerald Fried, M.D.

11:30 AM FLS: FAQs - Who, When, Where, and How? Matthew Ritter, M.D.

12:00 PM Lunch

SESSION II: Hands-On Workshop and FLS Testing
1:00 PM Hands-On Workshop

Hands-on Skill Station Instructors Daniel Jones, M.D.; David Earle, M.D.; Mouza Goova, M.D.;
Eric Hungness, M.D.;Allan Okrainec, M.D.;Ashley Vernon, M.D.

3:00 PM FLS Testing

SAGES acknowledges contributions in-kind in support of this course from 
Covidien and Karl Storz Endoscopy-America.

Thursday, April 10, 2008

FLS Testing Available All Week! 
Wednesday, April 9 - Saturday, April 12, 2008

Location: Marriott Hotel, Room 301
Contact staff at SAGES’ booth to schedule your test on-site.



25 www.sages.org

S
A

G
E

S
2

0
0

8
Thursday, April 10, 2008
12:00 PM - 1:30 PM  Location: 201A

SAGES Education and Research Foundation 
Awards Luncheon
Purpose: To recognize distinguished leaders for their work in minimally invasive surgery and to raise funds that

will keep patient safety in the forefront and advance minimal access surgical methods.

Cost: $125 per ticket – Please register on-site by Wednesday afternoon

SAGES Foundation thanks the following sponsors of this event:
Honorary Sponsors:  Adolor, Allergan, Salix Pharmaceuticals, W.L. Gore & Associates

Patron Sponsors:  Covidien, Genzyme Biosurgery, Karl Sstorz Endoscopy, Simbionix, Stryker Endoscopy

2008 SAGES Traveling Fellowship Awards
Presented by: Raul Rosenthal, MD, International Liaison Group Chair & Representatives of Ethicon

Endo-Surgery.

Recipients will be announced on-site.

SAGES acknowledges a generous educational grant in support of these awards from Ethicon Endo-Surgery, Inc.

2008 Gerald Marks Rectal Cancer Award
Presented by:  Gerald Marks, MD & Frederick Greene, MD

Recipient:  Masaki Fukunaga, MD

SAGES thanks Dr. Gerald Marks & SAGES Foundation for their support of this award.

2008 Research Grant Winners
Presented by: Aurora Pryor, MD, Research and Career Development Committee Chair & 

Representatives of Supporting Companies as follows.  

Research Awards
Name: Fredrick Brody, MD

Institution: George Washington University

Project title: Identification of Diabetes Related
Genes in Bariatric Surgery Patients

Supported by: SAGES Education and Research
Foundation

Name: Sarah Thompson, MD

Institution: University of Adelaide

Project title: Prognostic Impact of
Micrometastases in Esophageal
Cancer - Applying the Sentinel
Lymph Node Concept

Supported by: SAGES Education and Research
Foundation

Name: Alfonso Torquati, MD

Institution: Duke University Medical Center

Project title: Effect of Obesity on Adipogenic
Differentiation of Adipose Tissue-
Derived Human Mesenchymal
Stem Cells

Supported by: Covidien

Name: Martin Montenovo, MD

Institution: University of Washington

Project title: It is Not About Acid Anymore: Role
of Pepsin in the Pathogenesis of
Gastroesophageal Reflux Diseases
Related Laryngitis

Supported by: Covidien

Name: Lora Melman, MD

Institution: Washington University School of
Medicine

Project title: The Biologic Basis of
Paraesophageal Hernia Formation

Supported by: Covidien

Name: Alberto Iglesias, MD

Institution: University of Miami

Project title: Prospective Randomized Trial of
Virtual Reality Simulation Versus
Ex-Vivo Simulation in Acquisition
of Endoscopic Retrograde
Cholangiopancreatography Skills

Supported by: Ethicon Endo-Surgery, Inc.

Name: Tatyan Clarke, MD

Institution: University of Southern California

Project title: The Efficacy of Fibrin Glue for
Laparoscopic Intraperitoneal Mesh
Fixation in a Porcine Model

Supported by: Ethicon Endo-Surgery, Inc.

Name: Allen Okrainec, MD

Institution: University Health Network,Toronto
Western Hospital

Project title: The Effectiveness of Telesimulation
for Teaching Surgical Skills in Africa

Supported by: Karl Storz Endoscopy
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2008 Young Researcher Award Winner
Presented by: Aurora Pryor, MD, Research Committee Co-Chair & representative from Gyrus ACMI
Recipient: John Morton, MD

SAGES bestows an annual “Young Researcher Award” which is intended to encourage young sur-
geons to continue their interest and investigation in minimal access surgery. It is presented for
excellence in endoscopic surgical research to a SAGES member who is either in surgical train-
ing or who has completed training within the last five years. The selection is based on research
submitted to SAGES, evidence of current and previous investigation, and a demonstrated inter-
est in becoming an active participant in the SAGES organization.

Dr. Morton is currently Attending Surgeon, Director, Minimally Invasive Surgery Fellowship,
Director, SCORE (Surgery Center for Outcomes Research and Evaluation), Medical Director,

Surgical Sub-Specialties Clinic and Director of Bariatric Surgery, all at Stanford University Medical Center. His aca-
demic responsibilities at Stanford School of Medicine include:

Site Director,Advanced Foregut Surgery Course, Director, Evidence-Based Medicine and Journal Club, Founding
Member, Med Scholars Program, Committee for Concentrations in Clinical Research, Center for Health
Policy/Primary Care and Outcomes Research, Faculty, Center of Excellence in Diversity. Dr. Morton is Chairperson
of the SAGES Outcomes Committee, has written Peer-reviewed Articles (57 total, 10 in press, 15 submitted) and is
widely published on the subject of Outcomes, Registries, and Bariatric Surgery.

SAGES gratefully acknowledges Gyrus ACMI for their support of the Young Researcher Award.

2008 Karl Storz/IRCAD Fellowship Award Winner
Presented by: Bruce Schirmer, MD, Awards Committee Chair 

& representative from Karl Storz Endoscopy
Recipient: Patricia Sylla, MD

SAGES, with the support of Karl Storz Endoscopy, bestows an annual award of a traveling fellow-
ship to the IRCAD institute in Strasbourg, France. The purpose of this fellowship is to provide
an opportunity to study at IRCAD, an institute dedicated to basic research against cancer.
Selection for the award is based on SAGES membership, enrollment in a Fellowship Council rec-
ognized fellowship program, letters of recommendation from the nominees’ program directors,
nominees’ statements, and upon review of the nominees’ CV’s.

Dr. Sylla has completed two fellowships: Massachusetts General Hospital, 2007-2008 Fellow in
Minimally Invasive Surgery, Mount Sinai Medical Center, Department of Surgery, July 2006-June

2007, Fellow in Colorectal Surgery. She completed her residency training at Columbia University Medical. She has
earned her American Board of Surgery, General Surgery Board Certification, and is now board eligible for the
American Board of Colon and Rectal Surgery Exam.

She won a SAGES Research Award in 2004 for research entitled “Microarray analysis of the differential effects of
open and laparoscopic surgery on immune function: applications to tumorigenesis and cancer progression.” Dr.
Sylla has five peer-reviewed papers, nine poster presentations, and six podium presentations.We look forward to her
active participation in the surgical community and to a successful traveling fellowship in France. She is a native
French speaker.

Thursday, April 10, 2008

Please make sure to have your badge scanned 
on the way into the session rooms! 
SAGES has instituted a new attendance tracking system for each course 
and session at the 2008 meeting to meet with ACCME regulations. 

Please allow your badge to be scanned once as you enter the room. 

You do not have to be scanned on exit.

You do not need to be scanned on re-entry for the same course or session.
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Thursday, April 10, 2008

2008 Pioneer in Endoscopy Award Winner
Presented by: John Marks, MD 
Recipient: Gerald Marks, MD, Past President & Founder of SAGES

The Pioneer in Endoscopy Award is granted to a physician or person in industry “for significant,
long-term scientific and technological contribution to the field of surgical endoscopy.”This
award is not given every year, but bestowed only when SAGES identifies a worthy nominee
whose efforts have substantively changed and improved the field of endoscopy.This year the
award is bestowed upon one of our Founders, Gerald Marks.

In more than five decades of surgery he is known for his works in Sphincter Preservation
Surgery and Anal Reconstruction, Management of Rectal Cancer and Radiation Injured Intestine,
Dynamic Defecography, Rectal Prolapse, Surgery of Diverticular Disease and the dissemination

of colonoscopy to surgeons. He patented a Colonoscopy teaching model in 1976 and the rest was history.

Considered the father of our organization, Jerry Marks is a man of vision, tenacity and audacity. He created a formula
for SAGES to survive and flourish in the long term: Create a strong founding leadership that will rotate so that no
one personality would dominate the organization. Cultivate young cutting edge surgeons and give them a seat at
the table. Become THE leader in education and research. Become a surgical force to be reckoned with. He stepped
back as president after a few years and remained to serve in many other capacities including as an editor of SAGES
Journal, our representative to the ACS Board of Governors, and founding director of the SAGES Foundation Board.
Dr. Marks was recipient of the first SAGES Distinguished Service Award in March, 1997. He has 108 Peer Reviewed
publications, 415 Presentations and more Awards than we could list!

2008 Distinguished Service Award Winner
Presented by: Bruce Schirmer, MD, Awards Committee Chair
Recipient: Barry Salky, MD

The SAGES Distinguished Service Award is given to a surgeon who has made a significant, long-
term educational, research, clinical and/or technological contribution to the field of surgical
endoscopy and has advanced the mission of SAGES. Barry Salky has advanced our mission for
more than 15 years. He has stepped up to the plate quietly, often without visibility, and with
great enthusiasm.

He is currently the Franz W. Sichel Professor of Surgery and Chief, Division of Laparoscopic
Surgery at Mount Sinai School of Medicine in New York. He has served SAGES, and through it
the surgical community, as: Chairman,Assets Committee; Co-Chairman, Educational Resources

Committee (1994-1996); Representative to the Fellowship Council (2004-present);Vice President 1997-1998; Local
Coordinator World Congress, 2002; SAGES Education and Research Foundation Advisory Council (current); and as a
member of the SAGES Board for 7 years.

In any organization there are leadership discussions about who is willing and able to take on responsibility.Very
often that answer has been “ask Barry.”When not providing service to SAGES he also found time to produce 58
peer-reviewed papers, 2 books, 28 chapters and 260 presentations.While we are discussing service, Barry Salky also
served his country as a U.S.Army Major, Medical Corp, 1973-1975.

A Gentle Reminder: We have taken every precaution to assure the
safety and security of our guests and their possessions. However, we
urge you to be aware and take simple steps to guard your possessions.

• Do not leave your purse or briefcase unattended.

• Do not leave your laptop, phone or PDAs on the floor or out
of your sight in a darkened room

• Be aware of your surroundings.

Have a safe & secure meeting!
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1:00 PM - 3:30 PM  Location 201C

OR – Hospital of the Future Session
*Included in Registration SuperPass (Option A) or Registration Option B
Chair: Adrian Park, M.D., Co-Chair: Richard Satava, M.D.
The operating room and the hospital of the future are going to be dramatically different than today, based on rapid
advances and changes in technology, processes, behaviors, reimbursement and other factors. However, the biggest
single factor will be the rapid changing technology.The fundamental change will be that “information”, in its broad-
est context, will dominate the new technology. Instruments, systems and even the operating room itself will
become “smart”, with embedded intelligence into each component and with the capability of all these inanimate
objects (instruments, rooms and systems) to communicate with each other and with humans - all autonomously. In
short, there will be no distinction between “information” (which you cannot see or feel) and the objects they are
integrated into (e.g. instruments, rooms).The result will be a reprioritizing on how we manage “operating room
flow”.All of these technological changes will need to revolve around the patient, using the individual patient as the
metric against which the added value is measured - if it doesn’t benefit the patient (e.g. quality, satisfaction, safety,
etc.) then the technology should not be implemented.

Objectives:
After this session, participants will be able to:

• Understand the new technologies that are both here and on the horizon that will change the practice of 
surgery, especially in the operating room

• Understand the “big picture” of the fundamental changes that a surgeon will need to make in order to 
accommodate the new technologies

• Understand how technologies will benefit the patient, making the OR experience a safer, more satisfying 
experience

SCHEDULE
1:00 PM Introduction Adrian Park, M.D.

1:05 PM Overview Richard Satava, M.D.

1:10 PM Peri-Operative Dashboarding Paul Nagy, M.D.

1:25 PM The Empowered Patient in the Hospital of the Future Tim Ganous, M.D.

1:40 PM Smart Surgical Image Brent Seales, Ph.D.

1:55 PM The Future of Image Guided Therapies Reuben Mezrich, M.D.

2:10 PM Discussion

2:25 PM Micro-Robots Loose in the Operating Room Dmitry Oleynikov, M.D.

2:40 PM Human Factor/Interface Considerations James Guimond,
in the “High Stakes Environment” U.S. Navy Tactical Aviator & Human Factors Officer

2:55 PM RFID & Other Wireless Technologies for the OR & Hospital of the Future Warren Sandberg, M.D.

3:15 PM Discussion

SAGES acknowledges generous educational grants in support of this session from 
Ethicon Endo-Surgery and Stryker Endoscopy.

Thursday, April 10, 2008

2008 Poster Session THURSDAY - SATURDAY

Posters will be on display, Thursday evening, Friday and Saturday. 
The top posters will be recognized on-site. 

SAGES acknowledges our Platinum Level Donors for their support of this session:

Allergan, Inc.
Covidien

Ethicon Endo-Surgery, Inc.
Karl Storz Endoscopy America

Merck & Co., Inc.
Olympus Surgical America

Power Medical Interventions, Inc.
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1:00 PM - 5:00 PM  Location: Ballroom B

Motility Misery Session: A Growing Problem – 
Diagnosis and Management from Oropharynx to Anus
*Included in Registration SuperPass (Option A) or Registration Option B
Chair: Brant Oelschlager, M.D., Co-Chair: Steven Wexner, M.D.

This session promises to be one of the most important at SAGES, and we promise to keep it interesting and practi-
cal.This course will present the major diagnostic and management options for patients with gastrointestinal motility dis-
orders. Motility disorders are complex problems that surgeons are increasingly asked to manage, and occur frequently
with our “functional” surgical interventions.The theme of this session will be practical approaches to these patients.
Short talks will frame the major issues, followed by ample time for case presentations and questions to  be discussed
with our panel of experts. Please come to this session with your difficult cases for discussion.

Objectives:
At the conclusion of this session, participants will be able to:

• Assess the methods of evaluation of constipation, prolapse and fecal incontinence

• Analyze the surgical alternatives for the treatment of constipation, prolapse and fecal incontinence

• Compare the results of surgical treatment of constipation, prolapse and fecal incontinence.

• Review the debate between partial and total fundoplication for GERD, especially in patients with esophageal
motility disorders

• Review the differences between medical and surgical management of esophageal and gastric motor dysfunction

• List the keys to management of colonic motility disorders and pelvic floor dysfunction  

SCHEDULE

GERD – Partial vs.Total Fundoplication – The Ongoing Debate
1:00 PM Total Fundoplication Lee Swanstrom, M.D.

1:10 PM Partial Fundoplication Bernard Dallemagne, M.D.

1:20 PM Cases and Discussion

Primary Esophageal Disorders
1:35 PM Achalasia Sumeet Mittal, M.D.

1:45 PM Surgical Therapy for Primary Esophageal Motility Disorders Marco Patti, M.D.

1:55 PM Medical Treatment of Pre-Operative and Post-Operative 
Esophageal and Gastric Motility Disorders Phil Katz, M.D.

2:05 PM Cases and Discussion

Gastric Motility
2:20 PM Surgery for Gastroparesis Fredrick Brody, M.D.

2:30 PM Esophageal and Gastric Motility in Bariatric Surgery Peter Crookes, M.D.

2:40 PM Cases and Discussions

2:55 PM Break

Constipation & Prolapse
3:10 PM Evaluation of Constipation & Prolapse Tracey Hull, M.D.

3:20 PM Surgical Treatment of Constipation David Beck, M.D.

3:30 PM Surgical Treatment of Rectal Prolapse John Marks, M.D.

3:40 PM Cases and Discussions

Fecal Incontinence
3:55 PM Evaluation of Fecal Incontinence Patricia Roberts, M.D.

4:05 PM Sphincter Repair for Fecal Incontinence Anne Lin, M.D.

4:15 PM New Surgical Alternatives for Fecal Incontinence 
(Including Sacral Nerve Stimulation, Stimulated 
Graciloplasty Artificial Bowel Sphincter) Jonathan Efron, M.D.

4:25 PM Injectables for Fecal Incontinence Dana Sands, M.D.

4:35 PM Cases and Discussions

Thursday, April 10, 2008
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Thursday, April 10, 2008
1:00 PM - 5:00 PM  Location: Ballroom A

Postgraduate Course: Bariatric Surgery – 
Complex Cases and Controversial Issues
*Included in Registration SuperPass (Option A) or Registration Option B
Chair: Ninh T. Nguyen, M.D., Co-Chair: Ricardo Cohen, M.D.

This bariatric course provides expert advice in the management of common complex bariatric scenarios and 
presents some of the current controversial issues in bariatric surgery.The faculty will provide a short evidence-
based overview of the literature to support their point and position. Complex scenarios in bariatric surgery will
have real-life implications for clinical practice. Controversial issues in bariatric surgery will highlight emerging 
technology and an emerging indication for metabolic surgery in the non-obese population.This new area of 
“metabolic surgery” is sure to stimulate audience discussion and interaction.

Objectives:
At the conclusion of this session, participants will be able to:

• Understand the work-up and patient selection of complex bariatric patients.

• Learn the optimal surgical management for complex bariatric cases.

• Understand management strategy based on an evidence-based literature review.

• Understand the role of metabolic surgery.

SCHEDULE
1:00 PM Course Welcome and Introduction Ninh Nguyen, M.D. & Ricardo Cohen, M.D.

Complex Bariatric Cases
1:05 PM Morbid Obesity with Giant Hiatal Hernia: 

Which Operation is Best? Alfons Pomp, M.D.

1:20 PM Morbid Obesity and Liver Cirrhosis: Operate or Not? Giselle Hamad, M.D.

1:35 PM Failed Restrictive Operation: Revisional Surgery Kelvin Higa, M.D.

1:50 PM Super-Super Obese: Band, Bypass, Sleeve or Staged Procedure? Michel Gagner, M.D.

2:05 PM Laparoscopic Management of Bariatric Complications Ninh Nguyen, M.D.

2:20 PM Q & A

2:40 PM Break

Controversial Issues in Bariatric Surgery
3:00 PM Morbid Obesity and Diabetes: Which Operation? Philip Schauer, M.D.

3:20 PM Endoscopic Stoma or Pouch Reduction: Early Results Dean Mikami, M.D.

3:40 PM The Role of Bariatric Surgery in a 
Renal Transplant Candidate David Provost, M.D.

4:00 PM Bariatric Surgery in the Adolescent: Band, Bypass, or Sleeve? Thomas Inge, M.D.

4:20 PM Metabolic Surgery for Type II Diabetes 
in the Non-Morbidly Obese Ricardo Cohen, M.D.

4:40 PM Q & A

SAGES acknowledges generous educational grants in support of this course from 

Covidien, Ethicon Endo-Surgery, Inc., Gore & Associates, and Karl Storz Endoscopy-America.

The programs and talks presented at the 2008 SAGES Annual Meeting are copyrighted 
products of the Society of American Gastrointestinal and Endoscopic Surgeons. Any reproduction 

or rebroadcasting without the express written consent of SAGES is strictly prohibited.

Evaluation & CME Credit Forms: 
Please complete the meeting evaluation form and return to the registration desk. 

Visit the CME kiosk to print your CME credit form on-site.
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1:00 PM - 5:00 PM  Location: 204A

Hands-On Course: Endolumenal Surgery
*Separate Registration Fee

Chair: Jeffrey Marks, M.D., Co-Chair: Thadeus Trus, M.D.

This four hour hands-on course will provide exposure to multiple advanced endoscopic techniques in porcine
explant models. Participants will rotate through stations that will include training in tissue ablation, enteral stent
placement, endoscopic mucosal resection (EMR), thermal and nonthermal management of GI bleeding, and endo-
scopic suturing techniques. Faculty will include nationally and internationally recognized experts in the field of
advanced surgical endoscopy.

Objectives:
At the conclusion of this session, participants will be able to:

• List the endoscopic tools used for management of GI bleeding.

• Discuss the principles of endoscopic mucosal resection.

• Define the techniques for endoscopic stent placement.

SCHEDULE
1:00 PM Hands-On Lab

Tables 1-8 Management of Neoplasia and Hemostasis Techniques Daniel Scott, MD,
Randy Haluck, MD, Jonathan Pearl, MD, Joseph Trunzo, MD,

Leena Khaitan, MD, Kevin Wasco, MD,Aurora Pryor, MD, Gary Vitale, MD, Jose Martinez, MD

Tables 9-10 Management of Strictures/Stenoses Maurice Arregui, MD, Ricardo Zorron, MD

Table 11-12 Barretts Ablation Brian Dunkin, MD, Richard Rothstein, MD

Table 13-14 GERD Management Christopher Thompson, MD, Jeffrey Hazey, MD

Table 15-16 Enteral Feeding Bipan Chand, MD, Keith Gersin, MD

SAGES acknowledges generous educational grants in support of this course from 

BÂRRX Medical, Boston Scientific, Covidien, CSA Medical, 
Karl Storz Endoscopy-America, Olympus Surgical America.

SAGES acknowledges contributions in-kind in support of this course from 
Boston Scientific, Cook Medical, Covidien, CSA Medical, ERBE-USA, 

Karl Storz Endoscopy-America, Olympus Surgical America, and US Endoscopy.

Thursday, April 10, 2008

2008 SAGES-ALACE International Webcast Sessions
Part of the SAGES Global Initiative
International SAGES Members – Sign–up your institution TODAY to be part of the 
2008 SAGES meeting by participating in the SAGES International Webcast Sessions. 

Friday, April 11, 2008 – 1:00 PM - 4:00 PM
TIME SESSION CHAIR(S)

9:00 AM SAGES Presidential Address Steve Eubanks, MD

9:45 AM Gerald Marks Lecture James “Butch’ Rosser, MD

10:30 AM SAGES/ASCRS Panel: Emerging Technology in the Future 
of Laparoscopic Colorectal Surgery Chair: James Fleshman, MD, Co-Chair: Jeffrey Milsom, MD

12:30 PM Presidential Debates Chair: John Hunter, MD, Co-Chair: Frederick Greene, MD

3:00 PM SAGES/ASGE Panel: Complications of 
Flexible Endoscopy Chair: Brian Dunkin, MD, Co-Chair: Christopher Thompson, MD

Saturday April 12, 2008 – 1:00 PM - 4:00 PM
TIME SESSION CHAIR(S)

1:00 PM GERD/LERD Panel: Evolving roll of Laparoscopic/ 
Endoscopic Surgery for GERD Chair: Mehran Anvari, MD, Co-Chair: Bernard Dallmagne, MD

2:30 PM Hernia Debates Panel Chair: Karl LeBlanc, MD, Co-Chair: Salvadore Morales-Conde, MD
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1:00 PM - 5:00 PM 
Location: Drexel University College of Medicine Lab, 
245 N. 15th Street, Philadelphia, PA
Shuttles depart at 12:15PM from the Pennsylvania Convention Center at Broad Street 

Hands-On Course: Colorectal Surgery
Chair: Tonia Young-Fadok, M.D., M.S., Co-Chair: Howard Ross, M.D.

Description:
This half-day technique-based practical cadaver lab course is designed for general and colon/rectal surgeons and
senior residents, familiar with laparoscopic techniques, who wish to expand their skills in laparoscopic colon and
rectal surgery.Techniques for bowel mobilization, vessel division, and intra- and extracorporeal anastomoses will be
taught, with an emphasis on oncologic principles.The course will emphasize alternative approaches including 
lateral-to-medial, medial-to-lateral, and hand-assisted techniques, to facilitate resection of the entire intra-abdominal
colon and the rectum.All faculty members are expert laparoscopic colon and rectal surgeons, with established 
reputations for teaching hands-on courses.All attempts will be made to tailor the approach taught to the needs 
and prior experience of the participants. Principles of laparoscopic rectal dissection discussed in the preceding
Postgraduate course on MIS Rectal Disease will be emphasized.

Participants:
Participants should realistically anticipate an annual volume of at least 20 colon cases per year to successfully 
implement the techniques demonstrated.

Objectives:
At the conclusion of this session, participants will be able to:

• Discuss multiple approaches to mobilization, resection and anastomosis of the right and left colon.

• List techniques, tips and tricks for total mesorectal dissection of the rectum.

• Understand the principles in laparoscopic colorectal surgery for both benign and malignant disease.

SCHEDULE
1:00 PM Introduction Tonia Young-Fadok, M.D.

Howard Ross, M.D.
1:15 PM Lab

Lab Instructors George Chang, MD; Jonathan Efron, MD;
Daniel Geisler, MD; Sang Lee, MD; Peter Marcello, MD;

David Maron, MD; Matthew Mutch, MD; Marty Weiser, MD;
Larry Whelan, MD; Mark Whiteford, MD

4:30 PM Wrap-up and Questions
5:00 PM Bus to hotel

SAGES acknowledges generous educational grants in support of this course from 
Applied Medical, Covidien, Ethicon Endo-Surgery, Genzyme Biosurgery, Gyrus ACMI, 

Karl Storz Endoscopy-America, Olympus Surgical America and Stryker Endoscopy

SAGES acknowledges contributions in-kind in support of this course from 
Applied Medical, Covidien, Gyrus ACMI, Karl Storz Endoscopy-America, 

Microline Pentax, Olympus Surgical America, Stryker Endoscopy and SurgRx.

Thursday, April 10, 2008

Save the Date!!
SAGES Scientific Session & Postgraduate Course
April 22 - 25, 2009, Phoenix Convention Center, Phoenix, AZ (will be held with IPEG)

SAGES & CAGS host the 12th World Congress of Endoscopic Surgery
April 14 - 17, 2010, Gaylord National Resort & Convention Center, Landover, MD
(just outside Washington, DC)

SAGES Scientific Session & Postgraduate Course
March 30 - April 2, 2011, San Antonio Convention Center, San Antonio, TX 

SAGES Scientific Session & Postgraduate Course
March 7 - 10, 2012, San Diego Convention Center, San Diego, CA
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Thursday, April 10, 2008
3:30 PM - 5:00 PM  Location 204C

Rural Surgery Panel: Practice & Politics
*Included in Registration SuperPass (Option A) or Registration Option B
Chair: Thomas Broughan, M.D.
The Rural Surgery Panel will investigate the clinical practice issues and politics affecting rural SAGES members.
Rural Surgeons will have the opportunity to interact with the Washington, DC office of the American College of
Surgeons to express their views for lobbying efforts.

Objectives:
At the conclusion of this session, participants will be able to:

• Review strategies for negotiating with their hospitals
• Understand quality measures in their setting
• List the challenges they might encounter with American Board of Surgery re-certification

SCHEDULE
3:30 PM Introduction and What SAGES Offers the Rural Surgeon Thomas Broughan, M.D.

3:40 PM Best Practices: Negotiating with Your Hospital Steven Heneghan. M.D. & Peter Hedberg, M.D.

4:00 PM Quality Measures in Rural Surgery Dale Bratzler, M.D.

4:15 PM From Anecdotal Despair to Data-Driven Action Samuel Finlayson, M.D.

4:30 PM Washington, D.C. and the Rural Surgeon Paul Collicott, M.D.

4:45 PM Discussion

Please join us for the...SAGES Welcome Exhibit Opening Reception
5:00 PM - 7:00 PM

Exhibit Hall – Free for all SAGES Registrants & Guests
SAGES exhibits will take place at the Pennsylvania Convention Center in Exhibit Hall A. 
SAGES Learning Center and Posters will also be open.

SAGES Corporate Supporters:
Platinum Donors

Allergan, Inc. 

Covidien

Ethicon Endo-Surgery, Inc.

Karl Storz Endoscopy-America

Merck & Co., Inc.

Olympus Surgical America

Power Medical Interventions, Inc.

Gold Donors
Stryker Endoscopy

Silver Donors
Boston Scientific   •   Davol, Inc. • Gore & Associates

Bronze Donors
Adolor Corporation

Aesculap, Inc.

BÂRRX Medical

B-K Medical

Gyrus ACMI

METI

SurgRx

Synovis Surgical Innovations

Tissue Science Laboratories

University of Maryland Medical
Center
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7:30 PM - 9:30 PM

Industry Satellite Symposia
Please join selected industry partners for an informative evening of presentations immediately following the
Opening Reception on Thursday evening. Five symposia on varying topics will be offered in the SAGES session
rooms. Registration is FREE for any SAGES Attendee.

COVIDIEN SURGICAL DEVICES Celebrates The 
100th Anniversary of The Surgical Stapler Room 201C
Background: In 1908, Humer Hultl successfully completed the first clinical application of the surgical stapler in
Budapest, Hungary. This medical advancement is arguably one of the top ten medical achievements of the last mil-
lennium. The development of the surgical stapler spans many continents and has benefited from pioneers and for-
ward thinkers in the fields of medicine and engineering. In honor of this, Covidien (formerly Tyco Healthcare) is
proud to sponsor a 100th anniversary celebration at the 2008 SAGES meeting, including a history of Surgical
Stapling and Lifetime Achievement Awards presented by International Dignitaries. SAGES was selected as the most
appropriate venue due to its status as the most innovative surgical society. We intend to make this celebration one
of our themes for the week and will be commemorating the occasion with multiple events and advertisements.

Brief Outline and Description:

7:00-7:30 Cocktail Reception

7:00-7:35 Covidien Introduces Master of Ceremonies

7:35-7:55 History of Surgical Stapling

8:00-8:40 Invited Presenters 

8:40-9:00 Keynote Address on Historical Significance of Event

This is a non-CME activity presented and supported by Covidien.

KARL STORZ ENDOSCOPY - Surgery of the Future,Today Ballroom A
Dr. Paul Curcillo,Vice-Chair, Department of Surgery - Drexel University College of Medicine and Dr. Marc Bessler,
Director of Laparoscopic Surgery, New York Presbyterian - Columbia present the benefits of one scar and no scar surgi-
cal procedures.This SPA and NOTES panel discussion will be conducted by Dr. Robert Marema, President, U.S. Bariatric.

This is a non-CME activity presented and supported by Karl Storz Endoscopy-America.

MERCK & CO. INC. - Strategies for the Prevention 
and Treatment of Surgical Site Infections:
Recent Evidence and Practice Guidelines Ballroom B
Speakers: E. Patchen Dellinger, MD (Chairman); Donald E. Fry, MD; Samuel E.Wilson, MD;Trish Perl, MD, MSc

Postoperative surgical site infection (SSI) remains a vexing dilemma for surgeons and is a substantial cause of mor-
bidity and mortality among hospitalized patients.This trend can partially be explained by the increased numbers of
surgical patients who are elderly and/or have a wide variety of chronic, debilitating, or immunocompromising
underlying diseases.An additional cause is the performance of increased numbers of prosthetic implant and organ
transplant operations. Of additional significant concern, however, is the emergence of antimicrobial-resistant
pathogens that greatly compromise patient outcomes.According to the Centers for Disease Control and Prevention,
“to reduce the risk of SSI, a systematic but realistic approach must be applied with the awareness that this risk is
influenced by characteristics of the patient, operation, personnel, and hospital.” Furthermore, the choice of antibi-
otics in the perioperative period and their proper administration may greatly influence clinical outcomes   

The information presented in this symposium will allow the practicing surgeon to appropriately choose antibiotics,
prepare the patient for operation, and treat infection when it does occur, thereby optimizing outcomes.

Objectives:

• Review perioperative management strategies in the prevention of postoperative infections

• Recall the recommendations of professional societies for the treatment of surgical site infections

• Explain the core components of treatment of surgical site infections

This CME activity is jointly sponsored by Postgraduate Institute for Medicine (PIM) and Global Education 
Exchange, Inc., and is supported by an educational grant from Merck & Co., Inc.

**These events are not planned nor accredited for CME by SAGES.

Thursday, April 10, 2008
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NOVARE SURGICAL SYSTEMS Single Port Surgery – 
Clinical Experiences and Results Room 201A
Single port surgery is a novel minimally invasive approach that allows surgeons to complete an entire laparoscopic
procedure through one port of entry: the umbilicus. Postoperatively, the port site leaves the patient with a “hidden
scar”. Procedures are performed without any changes to traditional laparoscopic techniques and are adaptable to
different surgical specialties. 15 types of surgeries and over 150 cases have been completed in general surgery,
gynecology and urology.The panel will discuss their experiences with single port general surgery and various tech-
niques employed.

Discussion topics:

Overview

Single Port Surgery – Technique 

Instrument Requirements

Initial Case Results 

Questions and Answers 

This is a non-CME activity presented and supported by Novare Surgical Systems.

RICHARD WOLF - Combining TEM with Chemoradiation 
for Locally Advanced Rectal Cancer Room 204C
Speakers:

Ted Saclarides, MD

Marc Whiteford, MD

This is a non-CME activity presented and supported by Richard Wolf.

**These events are not planned nor accredited for CME by SAGES.

Thursday, April 10, 2008
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Time Course Location
7:00 AM - 8:00 AM SS01 – Esophagus/Gastric Ballroom B

7:00 AM - 8:00 AM SS02 – Bariatric Ballroom A

7:00 AM - 8:00 AM SS03 – Colon 201C

7:00 AM - 8:00 AM SS04 – Basic Science 204C

8:00 AM - 9:00 AM SS05 – Video Plenary Ballroom B

9:00 AM - 9:45 AM Presidential Address: Steve Eubanks, MD Ballroom B

9:45 AM - 10:30 AM Marks Lecture: James Butch Rosser, MD Ballroom B

10:30 AM - 11:30 AM SAGES/AHS Hernia Panel Ballroom B

10:30 AM - 11:30 AM SAGES/ASMBS Diabetes Panel Ballroom A

10:30 AM - 11:30 AM SAGES/ASCRS Colon Panel 201C

10:30 AM - 11:30 AM SS06 – Education/Outcomes 204C

12:00 PM - 1:30 PM Educators Lunch 201A

9:00 AM - 4:00 PM Exhibits – Posters – Learning Center OPEN Exhibit Hall A

12:30 PM - 3:30 PM SAGES 2008 Presidential Debates Ballroom B

1:00 PM - 2:30 PM SS07 – NOTES Ballroom A

1:00 PM - 2:30 PM Panel: Changing Face of Robots 201C

1:00 PM - 2:30 PM Panel: Fellowship 204C

2:30 PM - 4:00 PM Panel: Simulation Center Ballroom A

2:30 PM - 4:00 PM SS08 – Video 201C

2:30 PM - 5:30 PM Residents & Fellows SS 204C

3:00 PM - 4:30 PM SAGES/ASGE Panel Ballroom B

4:30 PM - 6:00 PM SS09 – Hernia Ballroom B

4:00 PM - 5:00 PM SS10 – Ergonomics/Human Factors Ballroom A

4:30 PM - 6:00 PM SAGES/JSES Panel 201C

5:00 PM - 6:00 PM SS11 – Solid Organ Ballroom A

6:00 PM - 7:00 PM MTL Reception – Marriott Hotel Liberty Ballroom A

7:30 PM - 11:00 PM Main Event – Offsite National Constitution Center

Friday at a Glance

Rules for Asking Questions
During Scientific Sessions
– You may question the presenter by proceeding to

the microphone to ask a question from the floor.

– When recognized by the moderator, give your
name, hospital or university affiliation, city,
country and any significant commercial 
disclosure before asking your question.

– Please ask your question in a clear, concise 
manner and indicate the name of the presenter
to whom your question is directed.

– Please do not give comments or 
information about results of a similar
study, except as part of your question.

– Each questioner is limited to one 
question, not a discussion.

Speaker Prep Hours
Tuesday,April 8, 2008 3:00 PM - 6:00 PM

Wednesday,April 9, 2008 5:30 AM - 5:00 PM

Thursday,April 10, 2008 5:30 AM - 6:00 PM

Friday,April 11, 2008 5:30 AM - 6:00 PM

Saturday,April 12, 2008 5:30 AM - 6:00 PM
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Friday, April 11, 2008 Scientific Sessions & Panels

Description:
This section of the SAGES Meeting includes panels with
invited faculty who will speak on specific topics, and 
sessions of oral & video presentations of abstracts select-
ed by the SAGES Program Committee.

What Is Included: 
The SAGES Scientific Session is included in Registration
SuperPass (Option A) or Registration Option C. Both fees
include entrance to all didactic session rooms on Friday
and Saturday (not including hands-on course labs or lunch-
es), Final Program, entrance to the Exhibit Hall, Learning
Center, Posters,Thursday evening Exhibit Reception, conti-
nental breakfast & breaks, and lunch in the Exhibit Hall on
Saturday.

7:00 AM - 8:00 AM  Concurrent Sessions: (accepted oral & video presentations)

Scientific Sessions & Panels

Ballroom B

SS01 Esophagus/Gastric

Moderators: John Hunter, MD & Namir Katkhouda, MD
S001 ANTI-REFLUX SURGERY IS NOT TOTALLY EFFECTIVE

AGAINST ESOPHAGEAL ADENOCARCINOMA, DESPITE THE
REGRESSION OR DISAPPEARANCE OF BARRETT’S ESOPHA-
GUS IN MOST CASES - A STUDY OF 80 BARRET’S
PATIENTS. Gustavo L Carvalho, PhDFrederico W Silva, MD,
Luis Henrique L LiraThiago G VilaçaGilvan Loureiro, MD, Ana
Beatriz T RamosFlávia F de Queiroga, UNIVERSIDADE DE PER-
NAMBUCO (UPE), FACULDADE DE CI NCIAS MÉDICAS (FCM)
and CLÍNICA CIRÚRGICA VIDEOLAPAROSCÓPICA GUSTAVO
CARVALHO, RECIFE – PE, BRAZIL.

S002 RESULTS AFTER LAPAROSCOPIC HELLER-DOR OPERA-
TION FOR ESOPHAGEAL ACHALASIA IN 100 CONSECUTIVE
PATIENTS Kazuto Tsuboi, MD, Fumiaki Yano, MD, Nobuo
OmuraHideyuki Kashiwagi, MD, Katsuhiko Yanaga, MD, ,
Department of Surgery, Jikei University School of Medicine,
Tokyo, Japan

S003 ESOPHAGEAL MANOMETRIC CHARACTERISTICS AND
OUTCOMES FOR LAPAROSCOPIC ESOPHAGEAL DIVERTIC-
ULECTOMY, MYOTOMY AND PARTIAL FUNDOPLICATION
FOR EPIPHRENIC DIVERTICULA Jessica QuinlanBrian
RoberstonLora Melman, MD, L M Brunt, MD, Valerie J Halpin,
MD, J C Eagon, MD, Margaret M Frisella, RNBrent D Matthews,
MD, Department of Surgery and Section of Minimally Invasive
Surgery, Washington University School of Medicine, St. Louis,
Missouri

S004 VIDEO ASSISTED THORACOSCOPIC ESOPHAGCTOMY
FOR CARCINOMA ESOPHAGUS Rajesh Mistry, MSPramesh C,
MSGeorge K, MS, Tata Memorial Hospital

S005 OUTCOME OF LAPAROSCOPIC GASTRECTOMY FOR
GASTRIC CANCER Shinya Tanimura, PhDMasayuki Higashino,
PhDYosuke Fukunaga, PhDMasashi Takemura, PhDYoshinori
Tanaka, PhDYushi Fujiwara, PhD, Osaka City General Hospital

S006 ENDOSCOPIC THERAPY FOR ESOPHAGEAL PERFORA-
TION OR ANASTOMOTIC LEAKAGE WITH A SELF EXPAND-
ABLE METALLIC STENT Jessica M Leers, MD, Carlo Vivaldi,
MD, Till Herbold, MD, Marc Bludau, MD, Hartmut Schaefer,
MD, Arnulf H Hoelscher, MD, Ralf Metzger, MD, Department of
Visceral and Vascular Surgery, University of Cologne, Germany.
Department of Surgery, Keck School of Medicine at USC, Los
Angeles, CA

Ballroom A

SS02 Bariatric

Moderators: Michel Gagner, MD & Giselle Hamad, MD
S007 COMPOSITE ANALYSIS OF SURGICAL REVIEW

CORPORATION BARIATRIC SURGERY CENTERS OF
EXCELLENCE HOSPITALS Chris A Learn, PhDGail D Hughes,
PhDWalter Pories, MD, Surgical Review Corporation, 4800 Falls
of Neuse Road, Raleigh, NC  27609 and East Carolina
University, School of Medicine, Department of Surgery,
Greenville, NC  27858

S008 THE PARADOX OF THE POUCH: PROMPT EMPTYING
PREDICTS IMPROVED WEIGHT LOSS AFTER LAPAROSCOP-
IC ROUX-Y GASTRIC BYPASS Ehab A Elakkary, MD, Joseph
Boonsiri, BSSunkyung Yu, MSDziura James, PhDAndrew J
Duffy, MD, Kurt E Roberts, MD, Robert L Bell, MD, Yale
University School of Medicine

S009 RETRIEVABLE INFERIOR VENA CAVA FILTERS IN HIGH
RISK PATIENTS UNDERGOING BARIATRIC SURGERY
Khashayar Vaziri, MD, Parag Bhanot, MD, Eric S Hungness,
MD, Mark D Morasch, MD, Jay B Prystowsky, MD, Alex P
Nagle, MD, Northwestern Memorial Hospital Feinberg School
of Medicine, Chicago,IL

S010 OPEN LABEL, PROSPECTIVE, RANDOMIZED CON-
TROLLED TRIAL OF ENDOSCOPIC DUODENAL JEJUNAL
BYPASS SLEEVE VERSUS LOW CALORIE DIET FOR WEIGHT
LOSS. Leonardo Rodriguez, MD, Alex Escalona, MD, Munir
Alamo, MD, Eliana Reyes, MD, Luis Ibanez, MD, Fernando
CrovariAlmino RamosGalvao Neto, MD, Michael Tarnoff, MD, ,
1Centro de Cirugía de la Obesidad, Hospital DIPRECA,
Santiago de Chile, 2 Hospital Universidad Catolica, Santiago
Chile, 3Gastro Obeso Center, Sao Paulo, Brazil, 4 Department
of Surgery, Tufts-New England Medical Center, Boston, MA.

S011 LONG-TERM IMPROVEMENT OF PULMONARY
FUNCTION AFTER LAPAROSCOPIC GASTRIC BYPASS
SURGERY Marcelo W Hinojosa, MD, J. Estaban Varela, MD,
Brian R Smith, MD, Kevin M Reavis, MD, Ninh T Nguyen, MD,
University of California, Irvine Medical Center

S012 LAPAROSCOPIC TRUNCAL VAGOTOMY FOR WEIGHT-
LOSS: A PROSPECTIVE, DUAL-CENTER SAFETY AND EFFI-
CACY STUDY. Thad J Boss, MD, Thaddeus Trus, MD, Jeffrey H
Peters, MD, Marco G Patti, MD, Robert R Lustig, MD, John G
Kral, University of Rochester, UCSF, SUNY Downstate

SAGES acknowledges a generous 
educational grant in support of this session 

from Karl Storz Endoscopy-America.

The programs and talks presented at the 2008 SAGES Annual Meeting are copyrighted 

products of the Society of American Gastrointestinal and Endoscopic Surgeons. Any reproduction 

or rebroadcasting without the express written consent of SAGES is strictly prohibited.
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Friday, April 11, 2008 Scientific Sessions & Panels

7:00 AM - 8:00 AM Concurrent Sessions Continued: (accepted oral & video presentations)

Room 201C

SS03 Colon

Moderators: Antonio Lacy, MD & Conor Delaney, MD
S013 THE IMPACT OF THE LIBERAL USE OF CT IN THE

WORK UP OF ACUTE APPENDICITIS Omar H Llaguna, MD,
Dimitrios Avgerinos, MD, Andrew Cha, BARichard Friedman,
MD, Burton G Surick, MD, I. Michael Leitman, MD, Beth Israel
Medical Center - Department of Surgery

S014 MINIMALLY INVASIVE COLON RESECTION IS ASSOCIAT-
ED WITH INCREASED SVEGFR1 AND DECREASED
SVEGFR2 PLASMA LEVELS EARLY AFTER SURGERY; THE
NET IMPACT IS DECREASED BINDING OF FREE VEGF
WHICH MAY ACCOUNT FOR INCREASED PLASMA VEGF
LEVELS EARLY POST SURGERY Shantha Kumara HMC,
PhDHoffman A, MD, Luchtefeld M, MD, Kalady M, MD, Hyman
N, MD, Feingold D, MD, Baxter R, BSWhelan RL, MD,
Columbia University College of Physician & Surgeons, New
York, New York; Spectrum Health Hospital, Grand Rapids,
Michigan; The Cleveland Clinic Foundation, Cleveland Ohio;
Fletcher Allen Health Care, Burlington, Vermont

S015 DOES INCISION LENGTH HAVE ANY IMPACT ON SHORT
TERM BENEFITS OF LAPAROSCOPIC COLON SURGERY? A
BouchardE SabriJ MamazzaEC PoulinRP Boushey, Minimally
Invasive Surgery Research Group, The Ottawa Hospital,
Ottawa, Canada

S016 A MULTICENTER STUDY ON 1057 CASES OF LAPARO-
SCOPIC SURGERY FOR RECTAL CANCER Masaki Fukunaga,
MD, Nobuyuki Miyajima, MD, Masahiko Watanabe, MD, Junichi
TanakaJunji Okuda, MD, Masazumi Okajima, MD, Fumio
Konishi, MD, , Department of Surgery, Juntendo University
Urayasu Hospital and Japan Society of Laparoscopic Colorectal
Surgery

S017 FEASIBILITY OF SELF-APPRAISAL IN ASSESSING
OPERATIVE PERFORMANCE IN ADVANCED
LAPAROSCOPIC COLORECTAL SURGERY Sudip K Sarker,
MD, Conor Delaney, MD, Royal Free & Cleveland University
Hospitals

S018 LAPAROSCOPIC SURGERY FOR CROHN’S DISEASE.  AN
EXPERIENCE WITH MORE THAN 300 CASES. Scott Q
Nguyen, MD, Adheesh A Sabnis, MD, Antoinette Bonaccorso,
MD, Parissa Tabrizian, MD, Debbie Wong, MD, Barry Salky,
MD, , Mount Sinai Medical Center, New York, NY

Room 204C

SS04 Basic Science

Moderators: Richard L. Whelan, MD & 
Gretchen Purcell, MD

S019 DOES ELEVATED GASTRIC PH AFFECT THE DETECTION
OF GASTROESOPHAGEAL REFLUX USING 24 HR
ESOPHAGEAL PH MONITORING?, Shahin Ayazi MD,Peter F
Crookes MD,Jessica M Leers MD,Jeffrey A Hagen MD,Christian
G Peyre MD,Antereas H Hindoyan BA,Carolyn A Maher
BS,Steven R DeMeester MD,Farzaneh Banki MD,John C Lipham
MD,Tom R DeMeester MD, Department of Surgery, Keck
School of Medicine, University of Southern California, Los
Angeles, CA

S020 INFLAMMATORY RESPONSE TO NOTES TRANSGASTRIC
SURGERY Sonia L Ramamoorthy, MD, Jeff K Lee, MSYoav
Mintz, MD, John P Cullen, MD, David W Easter, MD, Michelle
K Savu, MD, Alana Chock, MD, Ravi Mittal, MD, Santiago
Horgan, MD, Mark A Talamini, MD, Departments of Surgery
and Medicine, University of California San Diego

S021 REAL-TIME DYNAMICS OF NITRIC OXIDE WITHIN THE
ESOPHAGEAL WALL Yashodhan S Khajanchee, MD, Lee L
Swanstrom, MD, Legacy Health System, MIS Program

S022 POTENTIAL MOLECULAR PATHWAYS INVOLVING THE
RESOLUTION OF TYPE II DIABETES FOLLOWING RYGB A
Katharine Hindle, MD, Jadd Koury, MD, Mohammad
Heydarian, MSTimothy McCaffrey, PhDSidney Fu MD, PhDFred
Brody MBA, MD, The George Washington University Medical
Center, Washington, DC

S023 C-REACTIVE PROTEIN CONCENTRATIONS BEFORE AND
AFTER GASTRIC BYPASS SURGERY INVERSELY CORRE-
LATE WITH OMENTAL GENE EXPRESSION OF
ADIPONECTIN. Jiegen Chen, PhDAnna Spagnoli, MD, Sherry
Kernodle, MSWilliam Richards, MD, Alfonso Torquati, MD, ,
Vanderbilt University

S024 RANDOMIZED BLINDED TRIAL COMPARING NOTES
WITH LAPAROSCOPY REVEALS NO DIFFERENCE IN
IMMUNOLOGIC PARAMETERS Juliane Bingener, MD, Joel
Michalek, PhDNaveen Krishnagowda, PhDKent R Van Sickle,
MD, Wayne H Schwesinger, MD, University of Texas Health
Science Center at San Antonio

8:00 AM - 9:00 AM

Ballroom B

SS05 Video Plenary Session

Moderators: Barry Salky, MD & Kenneth Forde, MD
V001 NOTES: CADAVERIC RENDEZVOUS HYBRID SMALL BOWEL RESECTION Edward D Auyang, MD, Khashayar Vaziri, MD, Eric

Volckmann, MD, John Martin, MD, Nathaniel J Soper, MD, Eric Hungness, MD, Department of Surgery, Northwestern University

V002 MAGNETIC RETRACTION FOR NOTES TRANSVAGINAL CHOLECYSTECTOMY Santiago Horgan, MD, Pedro Ferraina, MD, Yoav
Mintz, MD, Alberto Ferreres, MD, John P Cullen, MD, Guillermo Dominquez, MD, Luis Sarroto, MD, Bryan J Sandler, MD, Garth R
Jacobsen, MD, Mark A Talamini, MD, University of California San Diego; University of Buenos Aires, Hospital de Clinicas

V003 LAPAROSCOPIC DUODENOPANCREATECTOMY Andrew A Gumbs, MD, Brice Gayet, MD, Institut Mutualiste Montsouris

V004 SECONDS FROM DISASTER: LAPAROSCOPIC MEDIAN ARCUATE LIGAMENT RELEASE AND LESSONS LEARNED Shanu N
Kothari, MD, Gundersen Lutheran Health System

V005 SINGLE PORT LAPAROSCOPIC ILEAL-POUCH ANAL ANASTOMOSIS Mark D Gaon, MD, Zuri Murrell, MD, Gregg K Nishi, MD,
Phillip Fleshner, MD, Cedars-Sinai Medical Center

V006 LAPAROSCOPIC TOTAL ABDOMINAL COLECTOMY FOR SEVERE ULCERATIVE COLITIS Eric L Marderstein, MD, Conor P
Delaney, MD, University Hospitals Case Medical Center

9:00 AM - 4:00 PM

SAGES Exhibits, Posters & SAGES Learning Center Open
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9:00 AM - 9:45 AM SAGES Presidential Address
A World of Opportunities
Steve Eubanks, MD
Professor & Chairman, Department of Surgery, University of Missouri – Columbia, MO

part of SAGES international webcast

9:45 AM - 10:30 AM Gerald Marks Lecture 
A Surgeon’s Journey of Service 
In a World That Is Flat
James “Butch” Rosser, MD
Professor, Department of Surgery,Chief of MIS, Director of AMTI, 
Albert Einstein College of Medicine, New York, NY

In today’s world of surgery and technology, initiative and innovation dictate a concentrated focus on a surgeon’s
important but limited usual sphere of influence. Some would proclaim that a surgeon’s focus should be very
narrow because of the extraordinary demands and small tolerances for error faced in today’s practice environ-
ment. It is easy to get into an “It is all about me”attitude. But in a world of spontaneous travel, the Internet and
satellite television, the issues of the world are not those other people’s problem. In Thomas Friedman’s book
The World Is Flat:A Brief History of the 21st Century, he gives a timely update on the impact of globalization
and the realization that we are all stockholders in each other’s futures.The problem of one is the problem for
us all. For those that much has been given, much is required. For the 2008 Gerald Marks Lecture, Butch Rosser
shares the footsteps of a surgeon seeking a path to service in a world that is increasingly flat.

A surgeon, educator, scientist, inventor, author, futurist, social advocate, television personality, actor, playwright,
video gamer, comic book collector, lover of cinema, and self proclaimed terminal twelve old, it is no wonder that
Dr. Rosser’s children have a hard time when asked,“what does your father do for a living”. Butch describes him-
self as the nexus where that which you think is frivolous meets that which you hold on high ground.

Everyone in the world of minimal access surgery knows Butch Rosser’s “Top Gun” training program. It has
been featured at many major congresses nationally and internationally,The American College of Surgeons,
SAGES, SLS, and AUA included. He has lectured all over the world and has been part of the SAGES Program
most years since 1993. He chaired the SAGES 2007 Meeting Masters Common Bile Duct Hands-On Course,
and has frequently taught in the Learning Center.

He has given more than 200 invited lectures, has written 55 peer reviewed articles, 16 chapters, 11 electron-
ic books, 1 printed book and more than 50 AC presentations. His new book, Playin’ to Win:A Surgeon,
Scientist and Parent Examines the Upside of Video Games unveils collateral learning and empowerment
assets of video games and their potential in helping to address such societal issues as education, healthcare,
corporate performance and even faith.

He holds two patents and several products and appliances have been developed to his credit. His diverse
research centers around education and the use of technology as a delivery platform, telemedicine, mobile
surgery, student mentoring in science, technology, engineering, medicine and mathematics, NOTES, bariatric
procedures and support services. He is the head of Modern Day Miracles Inc., a non-profit organization he
founded in 1993 that is committed to contributing globally to the greater good by the harnessing technology
as an innovative source for solutions.

For his efforts, Butch has received numerous recognitions and awards, including keys to many major cities,
citations by several state legislatures, three Smithsonian awards for technical achievement in medicine,
NAACP Living Legend Award in Medicine, National mentoring award and many others. Butch has held aca-
demic appointments at Yale University and Albert Einstein School of Medicines and is now Professor of
Surgery at Morehouse School of Medicine and Director of the Advanced Medical Technology Institute.

SAGES acknowledges our Platinum Level Donors for their support of this lecture:
Allegan, Inc.  •  Covidien   •  Ethicon Endo-Surgery, Inc.

Karl Storz Endoscopy America  •  Merck & Co., Inc.
Olympus Surgical America  •  Power Medical Interventions, Inc.

part of SAGES international webcast

Keynote Lectures Ballroom B

Friday, April 11, 2008 Scientific Sessions & Panels
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10:30 AM - 11:30 AM  Concurrent Sessions (accepted oral & video presentations)

Room 204C

SS06 Education/Outcomes

Moderators: William Laycock, MD & 
Karen Horvath, MD

S025 VALIDATION THAT A ONE-YEAR FELLOWSHIP IN MINI-
MALLY INVASIVE/BARIATRIC SURGERY  CAN ELIMINATE
THE “LEARNING CURVE” FOR LAPAROSCOPIC ROUX-EN-Y
GASTRIC BYPASS (LRYGB): FELLOWS’ FIRST 100 CASES IN
PRACTICE REPLICATE THE QUALITY OF THEIR TRAINING
INSTITUTION. Mohamed R Ali, MD, David S Tichansky, MD,
Shanu N Kothari, MD, Corrigan L McBride, MD, Adolfo Z
Fernandez, Jr, MD, Harvey J Sugerman, MD, John M Kellum,
MD, Luke G Wolfe, MSEric J DeMaria, MD, University of
California, Davis; University of Tennessee Health Science
Center, Gundersen Lutheran Medical Center, University of
Nebraska Medical Center, Wake Forest University School of
Medicine, Virginia Commonwealth University, Duke University

S026 SURGICAL SIMULATION IN AFRICA: THE FEASIBILITY
AND IMPACT OF A THREE DAY FLS COURSE Allan
Okrainec, MD, Lloyd Smith, MD, Georges Azzie, MD,
Department of Surgery, University of Toronto

S027 LAPAROSCOPIC NISSEN FUNDOPLICATION
ASSESSMENT: TASK ANALYSIS AS MODEL FOR THE
DEVELOPMENT OF A PROCEDURAL Checklist Sarah E
Peyre, MSChristian G Peyre, MD, Jeffrey A Hagen, MD, Maura
E Sullivan, PhDJohn C Lipham, MD, Steven R Demeester, MD,
Jeffrey H Peters, MD, Tom R Demeester, MD, University of
Southern California

S028 A MODEL FOR LONGITUDINAL MENTORING AND
TELEMENTORING OF LAPAROSCOPIC COLON SURGERY
Christopher M Schlachta, MD, Kent Sorsdahl, MD, Kevin L
Lefebvre, MD, Marcie L McCune, MD, Shiva Jayaraman, MD,
CSTAR (Canadian Surgical Technologies & Advanced Robotics),
Lawson Health Research Institute, Schulich School of Medicine
and Dentistry, University of Western Ontario, London, Ontario
and Stratford General Hospital, Stratford, Ontario, Canada

S029 DO HYBRID SIMULATOR-GENERATED METRICS CORRE-
LATE WITH CONTENT VALID OUTCOME MEASURES? Paul
Cesanek, MD, Miro Uchal, MD, Selman Uranues, MD, Sharon
Kimmel, PhDRoberto Bergamaschi, MD, Lehigh Valley Hospital,
Allentown, PA

S030 INTRAOPERATIVELY-ACQUIRED OBJECTIVE MEASURES
TO MONITOR LAPAROSCOPIC SKILLS Sayra M Cristancho,
MScAdam Meneghetti, MD, ONM Panton, MD, Garth Warnock,
MD, Antony Hodgson, PhD, The University of British Columbia

Ballroom B

SAGES/AHS Consensus Panel: The
Explosion of Biomaterials for Hernia
Repair; What Do I Do?
Chairs: Maurice E. Arregui, M.D. & Guy Voeller, M.D.
During this session, the types of bio-materials, synthetic,
barrier coated and biologicals, in hernia repair will be pre-
sented.The differences in the biomaterials, advantages and
disadvantages, costs and indications will be discussed.The
following questions will be posed: Is the weight of the
mesh important? How do mesh materials impact quality of
life? Is mesh cost effective? When are biologicals indicated?

Objectives:

At the conclusion of this session, participants will be able to:

• Discuss the different types of biomaterials available for
hernia repair, indications for the various biomaterials in
open and laparoscopic hernia repair, and the outcomes
in comfort and quality of life with the various meshes

Schedule
10:30 AM Synthetic Meshes: Types, Costs, 

Advantages, and Disadvantages
Bruce Ramshaw, M.D.

10:40 AM Barrier Coated Meshes Brent Matthews, M.D.

10:50 AM Quality of Life with 
Different Meshes Scott Roth, M.D.

11:00 AM The Ideal Synthetic Mesh – 
Has it Arrived? Yuri Novitsky, M.D.

11:10 AM Biological Meshes – Sources, 
Advantages and Costs W. Scott Helton, M.D.

11:20 AM Panel Discussion

11:30 AM Adjourn

SAGES acknowledges a generous educational grant 
in support of this panel from Tissue Science Laboratories

The Marks Lecture – A History
1987 Prof.William Wolfe  

(not named Marks Lecture in ‘87)

1988 Prof.Worth Boyce 

1989 Prof. Peter Cotton 

1990 Prof.Alfred Cuschieri 

1991 Prof. George Berci 

1992 Prof.Theodore Schrock 

1993 Prof. John Terblanche 

1994 Prof.Alex Walt 

1995 Prof. Kenneth Forde 

1996 Prof. John Wickham 

1997 Prof.Thomas Dent

1998 Prof. Jacques J. Perissat

1999 Prof. Michael Trede

2000 Prof.Tom R. DeMeester

2001 Prof. Layton F. Rikkers

2002 Prof. Hans G. Beger

2003 Prof. R. Scott Jones

2004 Prof. Jeffrey L. Ponsky

2005 Prof.Andrew L.Warshaw

2006 Prof. Gregory V. Stiegmann

2007 Prof. Lester Rosen
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Ballroom A

SAGES/ASMBS Panel: Diabetes Mellitus:
A Surgical Disease?
Chair: Mohamed Ali, M.D.
Co-Chair: Bruce Schirmer, M.D.

The surgical treatment of diabetes mellitus is rooted in
bariatric surgery, where anatomic bypass of the proximal
gastrointestinal tract was observed to produce marked clini-
cal and biochecmical improvement in glucose homeostases.
This virtual cure far exceeds the capability of any medical
treatment.These findings have sparked scientific and clini-
cal curiosities to elucidate the mechanisms underlying this
remarable response and to develop surgical therapies that
can be offered to diabetic patients.

Objectives:

At the conclusion of this session, participants will be able to:

• Discuss the role of surgery in the management of dia-
betes mellitus

• Discuss the response of diabetes mellitus to bariatric and
non-bariatric gastrointestinal bypass surgery

• Understand the metabolic hypotheses behind the
glycemic response to these operations

SCHEDULE
10:30 AM Introduction Mohamed Ali, M.D.

10:35 AM Managing Diabetes: When 
Do I Call a Surgeon? David Kelley, M.D.

10:47 AM Weight Loss as a Control 
for Diabetes John Dixon, M.D.

10:59 AM The Remarkable Response of 
Diabetes Mellitus to Gastric Bypass: 
Post-Operative Change and 
Long-Term Results Walter Pories, M.D.

11:11 AM Duodeno-jujunal Bypass for 
Diabetes Mellitus in Non-obese 
Patients Francesco Rubino, M.D.

11:23 AM Discussion

SAGES acknowledges a generous educational grant in 
support of this panel from Ethicon Endo-Surgery, Inc.

10:30 AM - 11:30 AM Concurrent Sessions Continued (accepted oral & video presentations)

Room 201C

SAGES/ASCRS Panel: Emerging
Technology in the Future of
Laparoscopic Colorectal Surgery
Chair: James Fleshman, M.D., Co-Chair: Jeffrey
Milsom, M.D.

The use of hand assisted and NOTES™ techniques will be
discussed in the setting of colorectal surgery with an
emphasis on adoption and facilitation of the technique in
general practice.The use of laparoscopic techniques for rec-
tal cancer will be discussed in the context of the upcoming
NCI/ACOSOG sponsored trial Z6051.

Objectives:

After completion of the course, participants will be able to:

• Discuss the evolution, benefits, drawbacks and contro-
versies surrounding hand assisted approaches, NOTES™
and laparoscopy for colon and rectal disease

SCHEDULE
10:30 AM “Where Does Hand Assisted 

Laparoscopy Fit in Minimally Invasive 
Colorectal Surgery?” Peter Marcello, M.D.

10:45 AM “What can We Expect in the Future for 
NOTES™ in Colon and Rectal Surgery?”

David Larson, M.D.
11:00 AM “What is the Status of Laparoscopic 

Resection of Rectal Cancer?” Sang Lee, M.D.
11:15 AM Panel Discussion

SAGES acknowledges generous educational grants 
in support of this panel from 

Covidien, Ethicon Endo-Surgery, Inc., 
Karl Storz Endoscopy-America, and 

Olympus Surgical America.

part of SAGES international webcast

11:30 AM - 1:00 PM

Break: Exhibits, Posters, Learning Center 

Concessions available in the Exhibit Hall. 
A Coffee Shop with cold drinks, sandwiches & salads at modest prices will 
be open in the SAGES Exhibit Hall (behind the posters) during lunch on Friday.

Evaluation & CME Credit Forms: 
Please complete the meeting evaluation form and return to the registration desk. 

Visit the CME kiosk to print your CME credit form on-site.
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12:00 PM - 1:30 PM  Room 201A

Educator’s Luncheon: Maintenance of 
Certification/Practice Based Learning
Chair: Liane Feldman, M.D., Co-Chair: Raymond Onders, M.D.

New surgical technologies, from laparoscopy to natural orifice surgery, emerge continuously. If we saw one in resi-
dency or attended a weekend course, can we then go ahead and start doing it? The challenge of how and when to
safely incorporate a promising new technique into practice is faced both by surgeons in training and in practice, as
well as by credentialing bodies. This course will discuss the issue of the learning curve, whether it is inevitable,
how it can be measured, and how it can be minimized.An update on the current approach to competency assess-
ment by credentialing bodies will be presented, and a practical guide to the process of obtaining hospital privileges
for a new procedure will be outlined.

Objectives:
During this session, participants will be able to:

• Identify strategies to reduce the effect of learning on performance of a new procedure 
• Describe a practical approach to obtaining hospital privileges for a new technique
• Discuss how credentialing bodies measure and assess competency

SCHEDULE
12:00 PM Introduction Liane Feldman, M.D. & Raymond Onders, M.D.

12:15 PM Hospital Privileges: You Saw One in Residency or Went to a Course, 
How Do You Get Credentialed from Sentinel Nodes to NOTES™? Michael Nussbaum, M.D.

12:30 PM The Learning Curve For a New Technique: Is it Inevitable?
Can it be Minimized? Ajit Sachdeva, M.D.

12:45 PM Maintenance of Certification: You are Out in Practice, How Does the 
American Board of Surgery Measure Your Ability? Jo Buyske, M.D.

1:00 PM Discussion: Residency and Beyond: 
When Can We Say We “Learned” a Surgical Technique Panelists

SAGES Corporate Supporters:
Platinum Donors

Allergan, Inc. 

Covidien

Ethicon Endo-Surgery, Inc.

Karl Storz Endoscopy-America

Merck & Co., Inc.

Olympus Surgical America

Power Medical Interventions, Inc.

Gold Donors
Stryker Endoscopy

Silver Donors
Boston Scientific

Davol, Inc.

Gore & Associates

Bronze Donors
Adolor Corporation

Aesculap, Inc.

BÂRRX Medical

B-K Medical

Gyrus ACMI

METI

SurgRx

Synovis Surgical Innovations

Tissue Science Laboratories

University of Maryland
Medical Center
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12:30 PM - 3:00 PM Concurrent Sessions Continued (accepted oral & video presentations)

Ballroom B

12:30 PM - 3:00 PM

SAGES 2008 Presidential Debates
Chair: Adrian Park, M.D.

Other presidential debates are underway this year.We present 2008 presidential debates that you do not want to miss. Our
debaters engage a broad range of topics of relevance to all of us. Be there to cast your vote.

Objectives:
At the conclusion of this session,participants will be able to:

• Review and discuss both sides of the debate on 5 issues germane to the practicing surgeon in 2008.

• Have a broader understanding of the future of academic medical centers and the surgeon’s role in them

• Understand the role of evidence-based surgery driving the field forward and whether or not this serves to hamper innovation

SCHEDULE
Moderator:  John Hunter, M.D., Co-Moderator: Frederick Greene, M.D.
12:30 PM The Academic Medical Center is Failing…Economically, Operationally, 

Functionally and in Leading Innovation & Discovery
Yes Lee Swanstrom, M.D.
No Nathaniel Soper, M.D.

1:00 PM Surgeons Should be Paid to Take Call: With Inconvenience Comes Compensation
Yes Greg Stiegmann, M.D.
No Desmond Birkett, M.D.

1:30 PM The Words From Your Pen Belong to You, and Not Some Bloody Large Publishing House!
Moderators:  Gerald Marks, M.D., George Berci, M.D.

Yes Steven Wexner, M.D.
No John Hunter, M.D.

2:00 PM NOTES™ is Nuts
Yes Daniel Deziel, M.D.
No David Rattner, M.D.

2:30 PM Evidence Based Surgery is for Those Willing to Follow Behind–New Advances Can’t Wait!
Yes Richard Satava, M.D.
No Bruce MacFadyen, M.D.

SAGES acknowledges our Silver Level Donors for their support of these Debates: 
Boston Scientific, Davol, Inc., and Gore & Associates

part of SAGES international webcast

A Gentle Reminder: We have taken every precaution to assure the safety
and security of our guests and their possessions. However, we urge you to
be aware and take simple steps to guard your possessions.

• Do not leave your purse or briefcase unattended.
• Do not leave your laptop, phone or PDAs on the floor or out of

your sight in a darkened room

• Be aware of your surroundings.

Have a safe & secure meeting!

FLS Testing Available All Week! 
Wednesday, April 9 - Saturday, April 12, 2008

Location: Marriott Hotel, Room 301
Contact staff at SAGES’ booth to schedule your test on-site.
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Ballroom A

SS07 NOTES

Moderators: C. Daniel Smith, MD & Paresh Shah, MD
S031 THE IMPACT OF PROTON PUMP INHIBITORS ON INTRA-PERITONEAL SEPSIS: Sonia L Ramamoorthy, MD, Jeff K Lee, MSYoav

Mintz, MD, John P Cullen, MD, David W Easter, MD, Michelle K Savu, MD, Alana Chock, MD, Ravi Mittal, MD, Santiago Horgan, MD,
Mark A Talamini, MD, Department of Surgery and Department of Medicine, University of California San Diego

S032 NOTES SIGMOID RESECTION Joël LEROY, MD, Silvana PERRETTA, MD, Bernard DALLEMAGNE, MD, Antonello FORGIONE, MD,
Shanker PASUPATHY, MD, Jacques MARESCAUX, MD, IRCAD/EITS, University Hospital of Strasbourg, France

S033 NATURAL ORIFICE TRANSLUMENAL ENDOSCOPIC DRAINAGE FOR PANCREATIC ABSCESSES Brian R Davis, MD, Gary C
Vitale, MD, Michael Vitale, MD, Tin C Tran, MD, Hiram C Polk, MD, University of Louisville Dept of Surgery, Norton Center for
Advanced Surgical Technology

S034 EARLY EXPERIENCE WITH TRANSGASTRIC NOTES CHOLECYSTECTOMY IN HUMANS Lee L Swanstrom, MD, Nat J Soper, MD, Eric
S Hungness, MD, Mark H Whiteford, Legacy Health System, Portland, OR; Northwestern University, Chicago, IL

S035 AN ENDOSURGICAL OPERATING SYSTEM: INITIAL HUMAN EXPERIENCE IN ENDOLUMENAL AND NOTES PROCEDURES
Marc Bessler, MD, Peter D Stevens, MD, Luca Milone, MD, Lee Swanstrom, MD, Columbia University College of Physicians & Surgeon/
The Orgeon Clinic

S036 COLONIC STERILIZATION FOR NOTES PROCEDURES – A COMPARISON OF TWO DECONTAMINATION PROTOCOLS Sharon
L Bachman, MD, Emanuel Sporn, MD, Jason L Furrer, PhDJuan A Astudillo, MD, Robert Calaluce, MD, Mark A McIntosh, PhDBrent W
Miedema, MD, Klaus Thaler, MD, University of Missouri-Columbia

S037 NATURAL ORIFICE TRANSESOPHAGEAL MEDIASTINOSCOPY AND THORACOSCOPY: A SURVIVAL SERIES IN SWINE Denise
W Gee, MD, Field F Willingham, MD, Anand K Singh, MD, Gregory Y Lauwers, MD, Dushyant Sahani, MD, William R Brugge, MD,
David W Rattner, MD, Massachusetts General Hospital, Boston, MA

S038 TRANSGASTRIC ENDOSCOPIC PERITONEOSCOPY DOES NOT REQUIRE DECONTAMINATION OF THE STOMACH IN
HUMANS VIMAL K NARULA, MD, LYNN C HAPPEL, MD, JASON C ROLAND, MD, SIMON BERGMAN, MD, DEAN J MIKAMI, MD,
BRADLEY J NEEDLEMAN, MD, KEVIN M REAVIS, MD, DAVID B RENTON, MD, W S MELVIN, MD, E C ELLISON, MD, JEFFREY W
HAZEY, MD, THE OHIO STATE UNIVERSITY

S039 NATURAL ORIFICE CHOLECYSTECTOMY USING A MINIATURE ROBOT Amy C Lehman, MSJason Dumpert, MSNathan A Wood,
BSAbigail Q VistyLee ReddenShane M Farritor, PhDBrandon D Varnell, MD, Dmitry Oleynikov, MD, University of Nebraska-Lincoln,
University of Nebraska Medical Center

SAGES acknowledges a generous educational grant in support of this session from Boston Scientific.

1:00 PM - 2:30 PM Concurrent Sessions (accepted oral & video presentations)

2008 Poster Session THURSDAY - SATURDAY

Posters will be on display, Thursday evening, Friday and Saturday. 
The top posters will be recognized on-site. 

SAGES acknowledges our Platinum Level Donors for their support of this session:

Allergan, Inc.
Covidien

Ethicon Endo-Surgery, Inc.
Karl Storz Endoscopy America

Merck & Co., Inc.
Olympus Surgical America

Power Medical Interventions, Inc.

STI 2008: SAGES Technology Initiative
For the fourth year, STI ’08 continues to be a mechanism to bring new and emerging technologies to 

the front of the annual meeting, as well as to the attention of the Society. During the 2008 SAGES 

Meeting, STI includes the Wednesday Surgeon in the Digital Age Hands-On Course;Thursday Best of

NOTES™ Session, Endolumenal Hands-On Course and OR of the Future Session; Friday Robotics Panel;

and Saturday Emerging Technology Session and Storz Lecture in New Technology.
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1:00 PM - 2:30 PM Concurrent Sessions Continued (accepted oral & video presentations)

Room 201C

The Changing Face of Robots 
and MIS Panel
Chair: Alex Gandsas, M.D., 
Co-Chair: W. Scott Melvin, M.D.

The objective of this course is to provide the audience
with an update of the most advanced robotic systems
designed for surgical approaches. From robotic surgical
assistants to devices that make possible tasks such as
telesurgery, teleteaching, telemonitoring and telementoring,
surgical robots are becoming part of the modern operating
room.This program is intended to teach physicians, resi-
dents and other allied health professionals the possibilities
robotic 
systems can offer to enhance patient care.The panel will
also discuss the advantages and disadvantages of incorporat-
ing a surgical robotic system in your institution.

Objectives:

After this session, participants will be able to:

• Understand the current use and capabilities of surgical
robots

• Discuss different new applications of surgical robots in
minimally invasive surgery

• Understand the advantages and limitations of today’s
robotic technology

• Learn about the role of wireless robotic remote pres-
ence in surgical education

SCHEDULE

1:00 PM Introduction Alex Gandsas, M.D.
1:05 PM Remote Telepresence 

Surgery Mehran Anvari, M.D.
1:20 PM Robotic Surgery During Casualty 

Evacuation and Space Flight
Timothy Broderick, M.D.

1:35 PM The Robotic Scrub Nurse Michael Treat, M.D.
1:50 PM Surgical Micro Robots Luc Soler, M.D.
2:05 PM Wireless Robotic Remote Presence 

in Surgical Training Alex Gandsas, M.D.
2:20 PM Discussion

SAGES acknowledges a generous educational grant 
in support of this panel from Stryker Endoscopy.

Room 204C

Fellowship and MIS Program
Coordinators Forum Panel: Current
Concepts and Controversies in
Gastrointestinal Surgical Training
Chair: Morris Franklin, M.D., 
Co-Chair: Raul Rosenthal, M.D.

This symposium will evaluate and discuss current contro-
versies, strategies and trends related to the match, training
and accreditation of fellowships in gastrointestinal surgery.

Objectives:

After this session, participants will be able to:

• Review  the fellowship matching process 
• Identify areas of concern during the academic year.
• Explore opportunities to improve the licensing and 

certification process 
• Understand the importance and how to implement FLS

and FES into your program
• Appreciate the importance of certification

SCHEDULE

1:00 PM The Match. Program Director’s Prospective
How to Choose the Right Fellowship?
Program Description. Identifying a 
Standard Format.Content and Fellowship 
Duration. Lee Swanstrom, M.D.

1:12 PM The Match. Fellows Perspective–What are
the Main Problems We Encounter?
How Can it Get Better? Carlos Godinez, MD

1:20 PM Licensure and Privileges for Training 
Purposes Bruce Schirmer, M.D.

1:30 PM Certification and Privileges 
After Training Scott Shikora, M.D.

1:40 PM Curriculum Incorporation into Your 
Program. What are the Basic 
Requirements? Creating a Template 
Implementing FLS and FES

Morris Franklin, M.D.

1:50 PM Curriculum Fulfillment: How Can You Get 
Your Program to Be Recertified?

David Easter, M.D.

2:00 PM Panel Discussion Dr. L. Swanstrom, SAGES;
Dr. M. Franklin, SAGES; Dr. D. Easter, SAGES;

Dr. S. Shikora,ASMBS; Dr. Bruce Schirmer,ACS;
Dr. Carlos Godinez, IPEG

2:30 PM Adjourn

SAGES acknowledges a generous educational grant 
in support of this panel from Stryker Endoscopy.

Friday, April 11, 2008 Scientific Sessions & Panels
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Room 204C

2:30 PM - 5:30 PM 

Residents & Fellows Scientific Session
Chairs: Simon Bergman, MD & Eric Hanly, MD

During this session, selected residents and fellows will have the opportunity to present their research to a panel of distin-
guished surgical faculty—all past presidents of SAGES.The panel will then be invited to discuss and critique the papers.
Speakers will be judged not only on the content and originality of their work, but also on methodology and presentation
skills.An award for the best presentation at this session will be given at the end of the session.

Objectives:

• To gain exposure to the current research endeavors of surgeons-in-training.

• To understand and recognize the methodological pitfalls that may cause some studies to lose scientific merit.

• To identify solutions to these problems and apply them in order to improve study design.

• To learn to optimize knowledge transfer in the context of the 10-minute talk.

Expert Panelists: John Coller, M.D.
Desmond Birkett, M.D.
Nathaniel J. Soper, M.D.
Barry Salky, M.D.

DYSREGULATION OF GENE EXPRESSION WITHIN THE PPAR PATHWAY IN OBESE PATIENTS A Katharine Hindle, MD, Jadd Koury,
MD, Timothy McCaffrey, PhDSidney Fu MD, , PhDFred Brody MBA, MD, The George Washington University Medical Center,
Washington, DC

WOMEN’S PERCEPTIONS OF TRANS-VAGINAL NOTES SURGERY Carrie Y Peterson, MD,  Barbara Andrews NPSonia Ramamoorthy,
MD,  Santiago Horgan, MD,  Mark Talamini, MD,  Michelle Savu, MD,  David Easter, MD,  Alana Chock, MD,  John Cullen, MD,  Brian
Sandler, MD,  Garth Jacobsen, MD, University of California, San Diego

ENDOLUMENAL ANASTOMOSIS CREATION WITH MAGNETS Gevorg A Mutafyan, MD, Christopher J Myers, MD, Eric J DeMaria, MD,
John Evans, MD, Benjamin Yellen, PhDAurora D Pryor, MD, , Endosurgery Group, Department of Surgery; Division of
Gastroenterology; Department of Mechanical Engineering and Materials Science, Pratt School of Engineering; Duke University, Durham,
North Carolina

UPPER GASTROINTESTINAL DIEULAFOY LESIONS AND ENDOSCOPIC TREATMENT: REPORT FROM A SINGLE CENTER Felix I
Tellez-Avila, MScGustavo Lopez-Arce, MD, Norberto C Chavez-Tapia, MD, Ada M Franco-Guzman, MD, Sergio Zepeda-Gomez, MD,
Miguel A Ramirez-Luna, MD, , Instituto Nacional de Ciencias Medicas y Nutrición Salvador Zubirán, Mexico City, Mexico

RISK FACTORS FOR POSTOPERATIVE BLEEDING AFTER LAPAROSCOPIC APPENDECTOMY - STAPLE SIZE MATTERS Jerad P Miller,
MD, Nabil Habash, MD, Michael Bauer, MD, Matthew Campbell, MD,  Melinda Jack, MD,  Samedyar Durrani, MD,  Aaron Kulwicki,
MD,  Adam Zockowski, MD, Mount Carmel Medical Center, Columbus, Ohio

THE EFFECT OF LAPROSCOPIC STAPLERS ON PORCINE SMALL BOWEL PERFUSION. Bilal M Shafi, MD, Gabriel N Sanchez,
MSVenita Chandra, MD, James K Wall, MD, Michael FierroCarlos M Mery, MD, Thomas Krummel, MD, Michael Gertner, MD,
Department of Surgery, Stanford University

ROLE OF EARLY THOROCASCOPY IN THE PENETRATING WOUNDS OF THE CHEST Christian Massier, MD, Rapheal Chung, MD,
Vinay Mathavan, MD, Sanjay Thekkeurumbil, MD, Naveed Ahmed, MD, Huron Hospital/Cleveland Clinic

EXCESS ROUX-LIMB HOOK SYNDROME – A PREVENTABLE CAUSE OF DISABILITY AFTER LAPAROSCOPIC GASTRIC BYPASS.
Francesco Palazzo, MD, Charlotte Rabl, MD, Andrew M Posselt, MD, Guilherme M Campos, MD, Bariatric Surgery Program, Department
of Surgery, University of California San Francisco, San Francisco, CA.

A COMPARISON OF PERMANENT AND NONPERMANENT STAPLE LINE BUTTRESSING MATERIALS FOR LINEAR STAPLE LINES
DURING LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS (LGBP) Scott A Shikora, MD, Julie J Kim, MD, Michael E Tarnoff, MD,
Sajani S Shah, MD, Tufts - New England Medical Center

MAXIMIZING THE DONOR POOL: USE OF RIGHT KIDNEYS AND MULTIPLE ARTERIES FOR LIVE DONOR KIDNEY TRANSPLAN-
TATION Jennifer E Keller, MD, Charles J Dolce, MD, Daniel GriffinB T Heniford, MD, Kent W Kercher, MD, Carolinas Medical Center

SAGES acknowledges a generous educational grant in support of this course from Ethicon Endo-Surgery, Inc.

2:30 PM - 5:30 PM Concurrent Sessions (accepted oral & video presentations)
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2:30 PM - 4:30 PM Concurrent Sessions Continued (accepted oral & video presentations)

Ballroom A
2:30 PM - 4:00 PM 
Planning, Building, &
Operating a Simulation
Center Panel
Chair: Gerald Fried, M.D.
Co-Chair: Daniel B. Jones, M.D.

All General Surgery residencies must
have a skills lab or access to one by
2008 according to the RRC. SAGES FLS
is integrated into residency assessment
and credentialing guidelines.The ACS
and ASPD have standardized a national
curriculum for skills training and simu-
lation.Already, the ACS has accredited
approximately 25 comprehensive learn-
ing institutes.This panel highlights
developments in skills training and sim-
ulation from SAGES members from
around the world.

Objectives:

At the conclusion of this session,partici-
pants will be able to:
• Understanding investment in per-

sonnel and space requirements

• How to design a curriculum

• Use of skill and simulation assess-
ment in surgery

• Highlight what makes simulation
centers from around the world
unique

• Appreciate accreditation and cre-
dentialing implications

SCHEDULE
2:30 PM How to Fund Your 

Simulation Center
Carlos Pellegrini, M.D.

2:45 PM The Opportunities of the 
APDS/ACS Curriculum 
Initiative Ajit Sachdeva, M.D.

3:00 PM Integrating SAGES FLS in 
to Your  Simulation 
Curriculum: The Potential 
for Assessment

Gerald M. Fried, M.D.
3:15 PM Future Opportunities for 

Education Through 
Simulation

Lord Ara Darzi, M.D.
3:30 PM Building Effective Teams 

Through Simulation
Daniel Jones, M.D

3:45 PM Discussion
4:00 PM Adjourn

SAGES acknowledges a generous 
educational grant in support of this

panel from METI.

Ballroom B

3:00 PM - 4:30 PM 

SAGES/ASGE Panel:
Complications of Flexible
Endoscopy
Chair: Brian Dunkin, M.D., 
Co-Chair: Christopher Thompson, M.D.

During this interactive symposium, expert
surgical and medical endoscopists will
describe how to manage common complica-
tions experienced by patients undergoing
flexible endoscopic procedures. During the
first hour, patient scenarios will be present-
ed to the audience who will vote on their
preferred management plan.The speakers
will then give a focused presentation on
management options for the complications
described.Afterward, the audience will re-
vote on their management choice.

During the last half hour of the program,
real patient complication scenarios will be
presented to the panel for discussion.
Audience participants who preregister will
be given the opportunity prior to the sym-
posium to submit, via e-mail, patient compli-
cations they would like presented to the
expert panel.The scenarios will not be
revealed to the experts ahead of time and
the audience will vote on their preference
for solutions provided.

Objectives:

After participating in this symposium, the
learner will be able to:

• Discuss endoscopic and surgical manage-
ment options for common complications
from flexible endoscopy procedures

• Use a magnet appropriately to manage
patients who have implanted cardiac
rhythm devices

• Order antibiotics appropriately for endo-
carditis prophylaxis in patients undergo-
ing endoscopic procedures

• Describe the different levels of sedation and
strategies to rescue oversedated patients

SCHEDULE
3:00 pm Avoid Complications Before 

They Start; Proper Patient 
Preparation and Sedation

John Vargo, M.D.
3:15 pm You Don’t Need a Surgeon 

Just Yet: Nonoperative 
Management of Endoscopic 
ComplicationsJose Martinez, M.D.

3:30 pm Endoscopic Salvage of 
Complications Doug Adler, M.D.

3:45 pm Surgical Management of 
Endoscopic Complications

Jeffrey Marks, M.D.
4:00 pm Presentation of Real Patient 

Complications Scenarios
4:15 pm Discussion

SAGES acknowledges generous 
educational grants in support of this 

panel from Karl Storz Endoscopy-America
and Olympus Surgical America.

part of SAGES international webcast

Room 201C
2:30 PM - 4:00 PM 
SS08 Video
Moderators: Alfons Pomp, MD & 

Mohammed Hakky, MD
V007 THE FIRST HUMAN ABDOMINAL

SURGERY IN PRONE POSITION: AN EXAM-
PLE OF HOW NOTES CAN BE USED TO PER-
FORM UNIQUE PROCEDURES Brian J Dunkin,
MD, Erik Wilson, MD, Sherman Yu, MD, Vadim
Sherman, MD, Peter Herrera, BSElliott
Silverman, BS, The Methodist Hospital,
University of Texas Medical School, and Baylor
School of Medicine, Houston, Texas

V008 TRANS-ESOPHAGEAL CARDIOMYOTO-
MY UTILIZING SUBMUCOSAL DISSECTION:
AN ACUTE PORCINE PROCEDURE Eric M
Pauli, MD, Randy S Haluck, MD, Abraham
Mathew, MD, Adrian M Ionescu, BSAnn M
Rogers, MD, Matthew T Moyer, MD, Timothy R
Shope, MD, , Departments of Surgery and
Medicine, Penn State College of Medicine,
Hershey, PA USA

V009 MINIMALLY INVASIVE IVOR-LEWIS
ESOPHAGOGASTRECTOMY FOR GASTRIC
CARDIA CANCER Marcelo W Hinojosa, MD,
Brian A Mailey, MD, Brian R Smith, MD, Kevin
M Reavis, MD, Ninh T Nguyen, MD, University
of California, Irvine Medical Center

V010 TRANGASTRIC ACCESS TO THE CHEST:
OPENING A NEW VISTA? Silvana PERRETTA,
MD, Bernard DALLEMAGNE, MD, Ramon
VILALLONGA PUY, MD, Shanker PASUPATHY,
MD, Jacques MARESCAUX, MD, , IRCAD/EITS
- University Hospital of Strasbourg, France

V011 RIGID TRANSVAGINAL RETRACTION IN
HYBRID NOTES CHOLECYSTECTOMY Marc
Bessler, MD, Peter D Stevens, MD, Luca
Milone, MD, Andrew A Gumbs, MD, Dennis L
Fowler, MD, Columbia University College of
Physicians & Surgeons

V012 TOTALLY LAPAROSCOPIC RIGHT HEPA-
TECTOMY Antonio Macedo, MD, Aureo L De
Paula, PhDVladimir Schraibman, MD, Jaques
Pinus, PhDKelcen G Diniz, Albert Einstein
Hospital, Sao Paulo, Brazil.

V013 FULL THICKNESS EXCISION OF T1 REC-
TAL CANCER WITH TRANSANAL ENDO-
SCOPIC MICROSURGERY Yong-Geul Joh, MD,
Vincent ObiasBrad ChampagneHarry Reynolds
Eric MardersteinConor P Delaney, Division of
Colorectal Surgery, University Hospitals, Case
Medical Center, Cleveland, Ohio.

V014 LAPAROSCOPIC MESH REPAIR OF
PELVIC ORGAN PROLAPSE Bradley Davis,
MD, Steve Kleeman, MD, The Christ Hospital
Pelvic Floor Center

V015 NEAR TOTAL LAPAROSCOPIC PANCRE-
ATIC RESECTION FOR CHRONIC PANCRE-
ATITIS Guido De Sena, MD, Carlo Molino, MD,
Luigi Presta, MD, Francesco Chianese, MD, A.
Cardarelli Hospital, Naples - General Surgery-
Pancreatic Surgery Director: G. De Sena

V016 DIRECTED SUBMUCOSAL TUNNELING
FOR TRANSGASTRIC NOTES PROCEDURES
Eric M Pauli, MD, Randy S Haluck, MD,
Abraham Mathew, MD, Adrian M Ionescu,
BSAnn M Rogers, MD, Matthew T Moyer, MD,
Timothy R Shope, MD, Departments of Surgery
and Medicine, Penn State College of Medicine,
Hershey, PA USA

V017 A PARADIGM SHIFT IN VENTRAL
HERNIA REPAIR. LAPAROSCOPIC
COMPONENT SEPARATION DURING
LAPAROSCOPIC VENTRAL HERNIA REPAIR.
Christina P Williams, MD, Judy Jin, MD,
Michael J Rosen, MD, University Hospitals
Case Medical Center

V018 LAPAROSCOPIC
DUODENOJEJUNOSTOMY FOR SUPERIOR
MESENTERIC ARTERY SYNDROME Naveen
Ballem, MD, John D Hunter, BSBrent
Sorensen, MD, Ronald H Clements, MD,
University of Alabama at Birmingham
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4:00 PM - 6:00 PM Concurrent Sessions (accepted oral & video presentations)

Ballroom B
4:30 PM - 6:00 PM

SS09 Hernia
Moderators: Michael Kavic, MD & Stephen Kavic, MD
S040 TREATMENT OF FEMORAL HERNIAS BY A SINGLE

SURGEON: A SYSTEMATIC APPROACH Mark S Loewen, MD,
Ibrahim Daoud, MD, Clayton A Frenzel, DO, The University of
Connecticut St. Francis Hospital

S041 TRANSABDOMINAL PREPERITONEAL (TAPP) VS LICHT-
ENSTEIN PRIMARY HERNIA REPAIR: LONG-TERM RESULTS
Marty Zdichavsky, MD, Alexander BreuerMichael Kramer, MD,
Markus Küper, MD, Alfred Königsrainer, MD, Frank A
Granderath, MD, Department of Surgery, University Hospital
Tübingen

S042 THE INCIDENCE OF OCCULT FASCIAL DEFECTS
DISCOVERED IN LAPAROSCOPIC VENTRAL HERNIA
REPAIRS IN 374 PATIENTS Clayton A Frenzel, DOMark S
Loewen, MD, Ibrahim Daoud, MD, Ikraim Kureshi, MD, Cybele
Pacheco, MD, The University of Connecticut St. Francis Hospital

S043 TRANS-GASTRIC VENTRAL ABDOMINAL WALL PLACE-
MENT OF A BIOLOGIC MESH Sharon L Bachman, MD,
Emanuel Sporn, MD, Andres Astudillo, MD, Chelsea R Mytyk,
BSKlaus Thaler, MD, Brent W Miedema, MD, University of
Missouri-Columbia

S044 MORBIDLY OBESE PATIENTS DO NOT HAVE
INCREASED INCIDENCE OF EARLY RECURRENCE AFTER
LAPAROSCOPIC VENTRAL HERNIA REPAIR Siong S Ching,
MD, Abeezar I Sarela, MD,  Michael J McMahon, MD, The
General Infirmary at Leeds, UK

S045 LAPAROSCOPIC COMPLETELY EXTRAPERITONEAL
REPAIR OF INGUINAL HERNIA IN CHILDREN; A SINGLE
INSTITUTE EXPERIENCES WITH 1,257 REPAIRS IN COM-
PARISON WITH CUT-DOWN HERNIORRHAPHY. Masao
Endo, MD, Toshihiko Watanabe, MD, Miwako Nakano, MD,
Fumiko Yoshida, MD, Etsuji Ukiyama, MD, Department of
Pediatric Surgery, Saitama City Hospital

S046 POLYPROPYLENE MESH (PPM) OR LIGHT WEIGHT
MESH (LWM) IN INGUINAL HERNIA SURGERY (TEP)-
RESULTS OF A PROSPECTIVE RANDOMIZED CONTROLLED
STUDY Brij B Agarwal, MD, Sir Ganga Ram Hospital, India.

S047 UTILIZATION OF LAPAROSCOPIC AND OPEN INGUINAL
HERNIA REPAIR Douglas S Smink, MD, Ian M Paquette, MD,
Samuel R Finlayson, MD, Brigham & Women’s Hospital,
Harvard Medical School, Dartmouth-Hitchcock Medical Center,
Dartmouth Medical School

S048 MECHANISMS OF VENTRAL HERNIA RECURRENCE FOL-
LOWING LAPAROSCOPIC REPAIR Jake A Quick, BASharon L
Bachman, MD, Bruce J Ramshaw, MD, University of Missouri-
Columbia

SAGES acknowledges generous educational grants 
in support of this session from 

Davol, Inc. and Gore & Associates.

Ballroom A
4:00 PM - 5:00 PM

SS10 Ergonomics/Human Factors
Moderators: Christopher Schlachta, MD & 

Sir Alfred Cuschieri, MD 
S049 The role of minimally invasive surgery in the forward

combat hospital Steven P Bowers, MD, Jeffrey A Bailey, MD,
Wilford Hall Medical Center, San Antonio, Texas; Saint Louis
University Hospital, St. Louis, Missouri

S050 ERGONOMIC RISK OF ASSISTING IN MINIMALLY INVA-
SIVE SURGERY Gyusung Lee, PhDTommy Lee, MD, David
Dexter, MD, Carlos Godinez, MD, Nora Meenaghan, MD,
Robert Catania, MD, Adrian Park, MD, University of Maryland

S051 Using a Dynamic Training Environment to Assess
Laparoscopic Skill Audrey Bell, BSMatt Saide, BSJacqueline
Johanas, BSGary Leisk, PhDSteven D Schwaitzberg, MD,
Caroline G Cao, PhD, Tufts University, Cambridge Health
Alliance

S052 DECONSTRUCTING OPERATIVE FLOW – A FOCUS ON
ANTICIPATORY MOVEMENTS Tommy H Lee, MD, Nora C
Meenaghan, MD, Yan Xiao, PhDAlison M Trinkoff, PhDDavid J
Dexter, MD, Carlos D Godinez, MD, Adrian Park, MD,
University of Maryland, Baltimore, MD

S053 Working with a pre-operative checklist in laparoscopic
surgery, an initial study Cas Van ‘t Hullenaar, BAE Consten,
PhDM Gagner, PhDI Broeders, PhD, Dept. of Surgery,
University Medical Center, Utrecht, The Netherlands, Dept. of
Surgery, Meander Medical Center, Amersfoort, The
Netherlands,Dept. of Surgery, New York Presbyterian Hospital,
Weill Medical College of Cornell University,New York City, USA

S054 WHEN SURGERY STOPS: A QUANTITATIVE VIDEO
ANALYSIS OF WORKFLOW DURING LAPAROSCOPIC
SURGERY Danny V Martinec, BSBin Zheng, MD, Lee L
Swanstrom, MD, Legacy Health System, Portland, Oregon
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Room 201C

4:30 PM - 6:00 PM 

SAGES/JSES Joint Panel:
The Difference of Endoscopic Surgery
Between US and Japan
Chair: Manabu Yamamoto, M.D., 
Co-Chair: Greg Stiegmann, M.D.

In every country, the patient care is different because of
culture, epidemiology, facilities and so forth. Even in closely
related countries like US and Japan, various systems may
differ. In this panel, expert US surgeons present their cases
and discuss with Japanese experts to clarify the differences
and similarities to find the better patient care.

Objectives:

At the conclusion of this session,participants will be able to:

• Understand the differences and similarity of patient care.

• Find some tips for the better patient care.

• See what procedures have been done by expert 
surgeons.

Schedule
4:30 PM Liver (SAGES Presenter) Horacio Asbun, M.D.

Liver (JSES Discussant) Prof. Hironori Kaneko

4:55 PM Colon (SAGES Presenter) Steven Wexner, M.D.
Colon
(JSES Discussant) Prof. Masahiko Watanabe

5:20 PM Stomach
(SAGES Presenter) Steven Schwaitzberg, M.D.

Stomach (JSES Discussant) Prof.Yuko Kitagawa

5:45 PM Discussion

SAGES acknowledges a generous educational 
grant in support of this panel from 
Power Medical Interventions, Inc.

6:00 PM - 7:00 PM 

Meet the Leadership Reception For 
Residents, Fellows & New Members
Location: Philadelphia Marriott Hotel, Liberty Ballroom A

SAGES acknowledges a generous grant in support of this event from Power Medical Interventions, Inc.

7:30 PM - 11:00 PM

Don’t miss the SAGES Main Event - 
Featuring: The SAGES Sing-Off!
Location: National Constitution Center. See page 90 for details.

SAGES acknowledges our Platinum and Gold Level Donors for their support of this event:

PLATINUM

Allergan, Inc.  •  Covidien  •  Ethicon Endo-Surgery, Inc.  •  Karl Storz Endoscopy America  •  Merck & Co., Inc.
Olympus Surgical America  •  Power Medical Interventions, Inc.

GOLD

Stryker Endoscopy

Ballroom A

5:00 PM - 6:00 PM 

SS11 Solid Organ
Moderators: L. Michael Brunt, MD & 

Aurora Pryor, MD
S055 ENDOSCOPIC THYORIDECTOMY BY THE AXILLARY

APPROACH Yoshifumi Ikeda, MD, Yuzo Sasaki, MD, Rika
Miyabe, MD, Naomi Morita, MD, Hiroshi Takami, MD,
Department of Surgery, Teikyo University School of Medicine

S056 LAPAROSCOPIC VERSUS OPEN LIVE DONOR
NEPHRECTOMY: OUTCOMES ANALYSIS IN 276
CONSECUTIVE PATIENTS Charles J Dolce, MD, Daniel
GriffinB T Heniford, MD, Kent W Kercher, MD, Department of
Surgery, Carolinas Medical Center, Charlotte, NC

S057 UNRECOGNIZED ADRENAL INSUFFICIENCY IN
PATIENTS UNDERGOING LAPAROSCOPIC ADRENALECTO-
MY German F Barbosa, MD, Jamie Mitchell, MD, Eren Berber,
MD, Mira Milas, MD, Allan Siperstein, MD, Cleveland Clinic

S058 LAPAROSCOPIC SPLENECTOMY FOR SPLENOMEGALY:
LONG TERM FOLLOW UP OF 61 PATIENTS Sricharan
Chalikonda, MD, Stacy Brethauer, MD, R.Matthew Walsh, MD,
Steve Rosenblatt, MD, Cleveland Clinic

S059 ACCURACY AND ROLE OF SURGEON-PERFORMED
INTRAOPERATIVE ULTRASOUND IN MINIMALLY INVASIVE
OPEN PARATHYROIDECTOMY ANDREAS KIRIAKOPOULOS,
PhDDIMITRIOS LINOS, PhD, HYGEIA HOSPITAL

S060 OUR EXPERIENCE IN LAPAROCOPIC APPROACH FOR
LARGE ADRENAL TUMORS Roxana Ganescu, MD, Sorin C
Paun, MD, Mircea Beuran, PhDMihaela Vartic, PhDBogdan S
Gaspar, MD, EMERGENCY CLINICAL HOSPITAL BUCHAREST
ROMANIA

4:30 PM - 6:00 PM Concurrent Sessions Continued (accepted oral & video presentations)
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Saturday at a Glance
Time Course Location
7:00 AM - 8:30 AM SS12 – Flexible Endoscopy Ballroom B

7:00 AM - 8:30 AM Panel: Leading in America Ballroom A

7:00 AM - 8:30 AM SS13 – Instruments & Robots 201C

7:00 AM - 8:30 AM Pharmaceutical Panels 204C

8:30 AM - 9:15 AM Storz Lecturee:Thomas Krummell, MD Ballroom B

9:15 AM - 10:30 AM Health Policy Lecture – Lord Ara Darzi Ballroom B

10:00 AM - 11:30 AM SS14 – Plenary Ballroom B

11:30 AM - 12:00 PM SAGES Annual Business Meeting Ballroom B

11:30 AM - 1:00 PM Surgeons in Service Lunch 201A

9:00 AM - 2:00 PM Exhibits – Posters – Learning Center OPEN Exhibit Hall A

12:00 PM - 1:00 PM Free Lunch in the Exhibit Hall Exhibit Hall A

1:30 PM - 2:30 PM SS15 – Bariatric Ballroom B

1:30 PM - 2:30 PM Panel: GERD/LERD Ballroom A

1:30 PM - 3:30 PM Panel: Business/Legislative 204C

1:30 PM - 2:30 PM Emerging Technologies Session 201C

2:30 PM - 4:00 PM Panel: Now What Do I Do Ballroom B

2:30 PM - 4:00 PM Debate: Hernia Ballroom A

2:30 PM - 4:00 PM SS16 – Esophagus/Gastric 204C

4:00 PM - 5:00 PM SS17 – Colon Ballroom B

4:00 PM - 5:00 PM SS18 – Video Ballroom A

3:30 PM - 5:00 PM SS19 – Complications 201C

4:00 PM - 5:00 PM SS20 – HPB 204C

2008 Poster Session THURSDAY - SATURDAY

Posters will be on display, Thursday evening, Friday and Saturday. 
The top posters will be recognized on-site. 

SAGES acknowledges our Platinum Level Donors for their support of this session:

Allergan, Inc.
Covidien

Ethicon Endo-Surgery, Inc.
Karl Storz Endoscopy America

Merck & Co., Inc.
Olympus Surgical America

Power Medical Interventions, Inc.

Rules for Asking Questions During Scientific Sessions
– You may question the presenter by proceeding to the microphone to ask a question from the floor.

– When recognized by the moderator, give your name, hospital or university affiliation, city, country and any
significant commercial disclosure before asking your question.

– Please ask your question in a clear, concise manner and indicate the name of the presenter to whom your
question is directed.

– Please do not give comments or information about results of a similar study, except as part of
your question.

– Each questioner is limited to one question, not a discussion.
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7:00 AM - 8:30 AM  Concurrent Sessions (accepted oral & video presentations)

Ballroom B
7:00 AM - 8:30 AM

SS12 Flexible Endoscopy
Moderators: Gary Vitale, MD & Gudjon Birgisson, MD
S061 LAPAROSCOPIC– ASSISTED ENDOLUMINAL SURGERY:

A STEPING STONE TO NOTES S Mohiuddin, DOJ J GON-
ZLEZ, MD, G PORTILLO, MD, M E FRNAKLIN, MD, TEXAS
ENDOSURGERY INSTITUTE

S062 SEVERE COMPLICATIONS AFTER DOUBLE BALLOON
ENTEROSCOPY Gary Weissenfluh, MD, John Morton, MD,
Stanford Department of Surgery

S063 ENDOSCOPIC ENDOLUMINAL RADIOFREQUENCY
ABLATION OF BARRETT’S ESOPHAGUS:  INITIAL RESULTS
AND LESSONS LEARNED Vic Velanovich, MD, Henry Ford
Hospital, Detroit, Michigan

S064 THE ROLE OF NARROW BAND IMAGING (NBI) DURING
FOLLOW-UP AFTER ENDOSCOPIC POLYPECTOMY Miroslaw
Szura, PhDAleksander Zaj?c, PhDJan Kulig, PhD, Ist
Department of General and GI Surgery, Jagiellonian University

S065 TRANSANAL ENDOSCOPIC MICROSURGERY (T.E.M)
TREATMENT OF RECTAL CANCER: A COMPARISION OF
OUTCOMES WITH AND WITHOUT NEOADJUVANT RADIA-
TION THERAPY Elsa B Valsdottir, MD, John H Marks, MD,
Shadi Yarandi, MD, David Newman, MSMohammad Mohiuddin,
MD, Al DeNittis, MD, Gerald Marks, MD, Lancanau Hospital
and Institue for Medical Research

S066 PERFORMANCE MEASURES OF SURGEON-ENDO-
SCOPISTS IN A VETERANS AFFAIRS MEDICAL CENTER:
APPROPRIATENESS OF SURGICAL RESIDENT
COLONOSCOPY TRAINING MICHELLE K SAVU, MD, BIKASH
DEVARAJ, MD, HOP TRAN CAO, MD, BARD COSMAN, MD,
TOM SAVIDES, MD, MARY LEE KRINSKY, DOSANTIAGO HOR-
GAN, MD, MARK A TALAMINI, MD, VA San Diego Healthcare
System/University of California San Diego

S067 AN INFLATABLE DEVICE FOR ESOPHAGEAL ESD USING
CELL SHEET ENGINEERING Takeshi Ohki, MD, Masayuki
Yamato, PhDMasanori MaedaDaisuke MurakamiTeruo Okano,
PhDMasakazu Yamamoto, PhD, Tokyo Women’s Medical
University

S068 TRANS ORAL ENDOSCOPIC STAPLED ESOPHAGO
DIVERTICULOSTOMY (TOESED ) FOR ZENKER’S  DIVER-
TICULUM Amir Szold, MD, Asnat Raziel, MD, Daniel Zikk, MD,
Department of Surgery B*, Head and Neck Surgery# , Tel Aviv
Soursaky Medical Center, Assuta Medical Center, and the
Sackler School of Medicine,Tel Aviv University, Tel Aviv, Israel

S069 ENDOSCOPIC SCLEROTHERAPY INDUCES ADDITIONAL
WEIGHT LOSS INITIAL ROUX-EN-Y GASTRIC BYPASS David
S Tichansky, MD, Jason Harper, MD, Khurram A Khan, MD,
Carol Hendrix, RNAtul K Madan, MD, University of Tennessee
Health Science Center, Memphis, TN

Room 201C

7:00 AM - 8:30 AM

SS13 Instruments & Robots
Moderators: W. Scott Melvin, MD & 

Timothy Broderick, M.D.
S070 IMPACT OF IQ, COMPUTER-GAMING SKILLS, GENERAL

DEXTERITY AND LAPAROSCOPIC EXPERIENCE ON THE
PERFORMANCE WITH THE DA VINCI® SURGICAL SYSTEM
Monika E Hagen, MD, Isan InanPhilipp SchindlerPhilippe
Morel, PhD, Department of Digestive Surgery, University
Hospital Geneva

S071 ROBOTIC PANCREATIC SURGERY: A SINGLE INSTITU-
TION EXPERIENCE PierCristoforo Giulianotti*, MD, Fabio
Sbrana*, MD, Andrea Coratti**, MD, Francesco Bianco*, MD,
Antonella Lombardi**, MD, Giuseppe Caravaglios**, MD,
*University of Illinois at Chicago Medical Center-Chicago,
Illinois; **Misericordia Hospital-Grosseto, Italy.

S072 ROBOTIC GASTRIC CANCER SURGERY USING DA VINCI
SYSTEM: CLINICAL RESULTS & LESSONS LEARNED FROM
2-YEAR EXPERIENCE. Woo Jin Hyung, MD, Jyewon Song,
MD, Sung Jin Oh, MD, Sungsoo Kim, MD, Jae Ho Cheong,
DOSeung Ho Choi, MD, Sung Hoon Noh, MD, Department of
Surgery, Yonsei University College of Medicine

S073 SINGLE PORT ACCESS (SPA) SURGERY – INITIAL EXPE-
RIENCE OF A NOVEL MINIMAL ACCESS APPROACH
APPLIED ACROSS SURGICAL SPECIALTIES Erica R Podolsky,
MD, Paul G Curcillo II, MD, Steven J Rottman, MD, *Jeffrey A
Cadeddu, MD, **Desmond H Birkett, MD, ***Gerald Harkins,
MD, Drexel University College of Medicine, Dept of Surgery,
Phila PA, * UT Southwestern Medical Center, Dallas, TX,
**Lahey Clinic Medical Center, Burlington MA, ***PennState
Milton Hershey Medical Center, Hershey PA

S074 A NEW FLEXIBLE ENDOSCOPIC SUTURING METHOD
WITH LAPAROSCOPIC PROTECTION FOR SAFER FULL-
THICKNESS ATTACHMENT TO THE GASTRO-INTESTINAL
TRACT John P Cullen, MD, Yoav Mintz, MD, James WrightJeff
VasekTerry DahlPauline McEwanPaul Swain, MD, Juan
MadrigalMitch DannCole ChenSantiago Horgan, MD, University
of California San Diego; Imperial College, London; ValenTx,
Carpinteria, CA

S075 CYBERDOME, NOVEL 3-DIMENSION HEMISPHERICAL DIS-
PLAY SYSTEM, IMPROVES PROCEDURES OF LAPAROSCOPIC
SURGERY Kenoki Ohuchida, PhD, Atsuyuki YamamotoTaketo
Hayami, PhDKenichi Morooka, PhD, Hajime Kenmotsu, PhD,
Hiroshi HoshinoKazuya SawadaMunenori UemuraKozo Konishi,
PhD, Satoshi Ieiri, PhD, Daisuke Yoshida, MD, Takashi Maeda,
PhDKazuo Tanoue, PhD, Makoto Hashizume, PhD, Department
of Advanced Medical intiatives, Faculty of Medical Sciences,
Digital Medicine Initiative, Kyushu University Applied Systems
Development Group, New Product Technologies Development
Department, Matsushita Electric Works, Ltd

S076 ‘REAL-TIME’ MEASUREMENT OF TISSUE OXYGENATION
DURING GASTROINTESTINAL STAPLING: MUCOSAL BUT
NOT SEROSAL SURFACE ISCHEMIA OCCURS AND IS NOT
INFLUENCED BY STAPLE SIZE Gevorg A Mutafyan, MD,
Christopher J Myers, MD, Aurora D Pryor, MD, James Reynolds,
PhDEric J DeMaria, MD, Endosurgery Group, Department of
Surgery; Department of Anesthesiology, Duke University
Medical Center, Durham, North Carolina

S077 TRUE SINGLE-PORT LAPAROSCOPIC APPENDECTOMY:
FIRST EXPERIENCE WITH THE “PUPPETEER TECHNIQUE”
Kurt E Roberts, MD, Yale School of Medicine, Department of
Surgery

V019 NATURAL ORIFICE TRANSLUMENAL ENDOSCOPIC
SURGERY WITH A MINIATURE IN VIVO SURGICAL ROBOT
Amy C Lehman, MSJason Dumpert, MSNathan A Wood,
BSAbigail Q VistyShane M Farritor, PhDBrandon Varnell, MD,
Dmitry Oleynikov, MD, University of Nebraska-Lincoln,
University of Nebraska Medical Center
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7:00 AM - 8:30 AM  Concurrent Sessions Continued (accepted oral & video presentations)

Ballroom A

7:00 AM - 8:30 AM

Leading in America
Relevant to the World
Panel
Chair: Steve Eubanks, M.D., 
Co-Chair: Natan Zundel, M.D.

This course (Symposium) is an explo-
ration of minimally invasive surgery in
other countries around the world, how
technology can be modified and imple-
mented there, but especially what role
SAGES can play as a leader on the field.

Objectives:

At the conclusion of this session, partici-
pants will be able to:

• Understand and recognize the role
of American medicine in other parts
of the world

• Understand the challenges in prac-
ticing MIS in other countries

• Outline how technologic advances
can be modified and adapted to 
different environments

• Identify some of the needs and how
to help the implementation of mini-
mally invasive techniques to other
parts of the world

• Discuss opportunities that SAGES
can provide to help those countries

SCHEDULE
7:00 AM The Development of 

Surgical Training in Africa
Bruce Steffes, M.D.

7:15 AM Adaptation of Western 
Technologies in 
Developing Nations

Pankaj Jani, M.D.
7:30 AM Development and Practice 

of Laparoscopic Surgery in 
the Bush Keir Thelander, M.D.

7:45 AM The Importance of 
Exchange of 
Developments in 
Minimally Invasive 
Surgery Between Asia 
and North America

Michael K.W. Li, M.D.
8:00 AM The Influence of the US in 

South America Related to 
Complications in MIS

Juan Pekolj,M.D.
8:15 AM Discussion

SAGES acknowledges a generous edu-
cational grant in support of this panel

from Ethicon Endo-Surgery, Inc.

Room 204C

7:00 AM - 7:45 AM 

Pharmaceutical
Panel/Debate – Part 1:
Fast-Track Minimally
Invasive Surgery
Chair: Frederick Brody, M.D.

This symposium provides surgeons
with a variety of modalities to fast-track
patients.These modalities include pre-,
intra-, and post-operative techniques to
expedite patients through their surgical
experience. Many of these techniques
have been utilized in large multi-center
clinical trials. Speakers will provide
clinical pearls to optimize and expedite
patient care by enhancing the global
affects of MIS surgery.

Objectives:

At the end of this session attendees will:

• Learn pre-, intra-, and post-operative
pharmaceuticals to decrease post-
operative nausea, emesis, and pain

• Understand the rationale regarding
pre-operative antibiotics for a vari-
ety of MIS surgical cases

• Comprehend the current recom-
mendations regarding pre-operative
DVT prophylaxis

• Appreciate the pharmacological
basis of intra-operative anesthetics
in order to facilitate induction,
intubation, and extubation

• Comprehend the rationale behind
peri-operative nutrition and
immunomodulators for MIS patients

• Understand the principles and
results of pharmaceutical modalities
to decrease post-operative ileus

SCHEDULE
7:00 AM C.N.S. Painless Surgery 

Without Paralysis
Raymond Onders, M.D.

7:12 AM G.I. More Flatus and 
Less Nausea

Michael Holzman, M.D.

7:24 AM Antibiotics: Avoiding 
Infection

Michael Tarnoff, M.D.

Room 204C

7:45 PM - 8:30 AM

Pharmaceutical Panel/
Debate – Part 2: Unique 
Pharmacological &
Nutritional Needs of the
Bariatric Surgical Patient
Chair: Philip Schauer, M.D.
This symposium provides surgeons with
an update on optimizing perioperative
care of the bariatric surgery patient with
an emphasis on pharmacologic solutions
to common postoperative side effects and
complications. Preoperative nutritional
assessment as well as dietary and pharma-
cologic strategies for pre-surgery weight
loss will also be addressed. Speakers will
in particularly focus on issues unique to
the use of agents in severely obese
patients such as dose, duration and
adverse effects. Speakers will provide
clinical pearls to optimize patients for
bariatric surgery as well as prevent and
treat common postoperative problems.

Objectives:

At the end of this session attendees will:

• Learn the current recommendations
regarding peri-operative DVT prophy-
laxis in patients undergoing bariatric
surgery as well as controversial issues
regarding dosage, timing, and extend-
ed therapy.

• Comprehend the rationale for preop-
erative nutritional assessment and
methods of pharmacologic repletion
of deficiencies.

• Learn about dietary and medical
weight loss strategies to optimize
patients prior to surgery.

• Become familiar with pre-, intra-, and
post-operative pharmaceuticals to
decrease post-operative nausea, emesis,
and pain following bariatric surgery.

• Understand the rationale regarding peri-
operative antibiotics for bariatric surgery.

• Appreciate the high incidence of gall-
stones after bariatric surgery and learn
about pharmacologic prevention
strategies.

SCHEDULE
7:36 AM DVT Prophylaxis in  Bariatric 

Surgery: Why, What, When, 
and How Ninh Nguyen, M.D.

7:48 AM Nutrition Assessment and 
Pre-op Medical Weight Loss

Christopher Still, M.D.
8:00 AM Post-op Pharmacologic 

Management: Gallstone 
Prevention Thomas Rogula,M.D.

8:12 AM Discussion



www.sages.org 56

S
A

G
E

S
2

0
0

8

Saturday, April 12, 2008 Scientific Sessions & Panels

Keynote Lectures Ballroom B

8:30 AM - 9:15 AM Karl Storz Lecture
Inventing Our Future: Lessons Learned from
Our Past and Stargazing to Our Future
Thomas Krummel, MD
Emile Holman Professor and Chair, Department of Surgery, Stanford University
School of Medicine; Susan B. Ford Surgeon-in-Chief, Lucile Packard Children’s
Hospital; Director, Surgical Innovation Program at Stanford

Dr. Krummel’s career defines innovation. Having earned his undergraduate degree from the University of
Wisconsin and his medical degree from the Medical College of Wisconsin, he went on to become Professor
and Chair, Professor of Surgery and Pediatrics Chief, Hershey Medical Center of Penn State, University College
of Medicine, and Chairman, Division of Pediatric Surgery, Medical College of Virginia.

Along the way he has become an expert in innovative techniques for teaching surgery and his groundbreak-
ing work in surgical simulation has helped to change how we teach and how we learn surgery.As part of
that work he is Director, Surgical Innovation Program,Co-Director, Biodesign Program, both at Stanford and
Director, Goodman Simulation Center.

He has published more than two dozen papers just on simulation, computer science in medicine and sur-
gery.That research includes work in tactile feedback during MIS surgery, Psychomotor Learning Curves,
Developing suture techniques with virtual reality and haptic virtual environments. He has created a large
body of research in repair and regeneration, and extracorporeal life support.

Dr. Krummel is a member of more than 30 medical associations, is editor of three journals and reviewer 
for eight more. He served as a director of the American Board of Surgery, has sat on a dozen committees of
ACS as well as the joint SAGES/ACS FLS committee. He has presented more than 150 lectures or visiting pro-
fessorships, clearly because he has something to teach us about where surgical education is going.

We are honored to have Dr.Thomas Krummel, a SAGES member, innovator and educator to present the 2008
Karl Storz Lecture.

9:15 AM - 10:00 AM Health Policy Lecture
The National Health Service in England: The
Future of a Universal Service in the 21st Century
Professor the Lord Darzi of Denham KBE, HonFREng., FMedSci
Professor of Surgery and Head of Department, Department of Biosurgery and
Surgical Technology Division of Surgery, Oncology, Reproductive biology and
Anaesthetics, Faculty of Medicine, Imperial College London, Imperial College of
Science Technology and Medicine, St. Mary’s Hospital Campus

Lord Ara Darzi joined The Imperial College London in 1994, and was appointed Head of Division in 1998.
Professor Darzi and his team are deservedly recognized for their innovative work in minimal access surgery
and in the development of surgical robots and image-guided surgery. His work has received international
notice including the Hamdan Award for Medical Research Excellence. In addition to being a Fellow of the
Royal College of Surgeons of England, Ireland and Edinburgh, Fellow of the American College of Surgeons, he
was recently awarded an Honorary Fellow of the Royal Academy of Engineering for his bioengineering research.

Known for his work in assessment, simulation and virtual reality, Lord Darzi has helped to lead the way for-
ward in surgical education. He was awarded the Queen’s Anniversary Prize for Excellence in Higher and
Further Education. He is also Parliamentary Under Secretary of State (Lords) – Department of Health.

Previous Storz Lecturers
2007 Richard John (Bill) Heald,

OBE MChir FRCS (Eng) FRCS (Ed)
2006 Richard M. Satava, MD
2005 Guy Bernard Cadiere, MD, PhD
2004 Sir Ara Darzi, KBE
2003 Samuel A.Wells, MD
2002 Christopher Paul Swain, MD

2001 Jacques Marescaux, MD, FRCS
2000 Tehmenton Udwadia, MD
1999 Erich Muhe, MD
1998 Michael Mack, MD
1997 Jack Jakimowicz, PhD
1996 George Berci, MD
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9:00 AM - 2:00 PM

SAGES Exhibits, Posters & SAGES Learning Center Open
10:00 AM - 11:30 AM

Ballroom B

SS14 Plenary

Moderators: Mark Talamini, MD & John Coller, MD
S078 LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS VS. LAPAROSCOPIC ADJUSTABLE GASTRIC BANDING: 30-DAY MORBIDITY

AND MORTALITY AS ASSESSED BY PROSPECTIVE, MULTI-CENTER, RISK-ADJUSTED ACS-NSQIP DATA Robert T Lancaster, MD,
David M Shahian, MD, Matthew M Hutter, MD, Codman Center for Clinical Effectiveness in Surgery, Massachusetts General Hospital.
Discussant: Bruce Schirmer, MD

S079 DOES ACCESS TO MINIMALLY INVASIVE SURGERY ACCOUNT FOR RACIAL DIFFERENCES IN SURGICAL OUTCOME Rocco
Ricciardi, MD, Nancy N Baxter, MD, Peter W Marcello, MD, Patricia L Roberts, MD, Lahey Clinic. Discussant: Yuri Novitsky, MD

S080 LAPAROSCOPIC DIAPHRAGM MOTOR POINT PACING: COMPLETE WORLDWIDE EXPERIENCE OF ALL IMPLANTED
PATIENTS R Onders, MD, S Khansarinia, MD, B Dunkin, MD, B Bass, MD, J Yee, MD, M Oddsdottir, MD, University Hospitals Case
Medical Center, Cleveland; Piedmont Hospital, Atlanta; Methodist Hospital, Houston, USA; Vancouver General Hospital, Vancouver,
Canada; Landspitali University Hospital, Reykjavik, Iceland. Discussant: Steven Schwaitzberg, MD

S081 A RANDOMIZED CONTROLLED TRIAL OF LAPAROSCOPIC NISSEN FUNDOPLICATION (LNF) VERSUS PROTON PUMP
INHIBITORS FOR TREATMENT OF PATIENTS WITH CHRONIC GASTRO-ESOPHAGEAL REFLUX DISEASE (GERD) Mehran Anvari,
MD, Christopher Allen, MD, , Departments of Medicine and Surgery, Centre for Minimal Access Surgery, St Joseph’s Healthcare
Hamilton - McMaster University, Hamilton, Ontario, Canada. Discussant: TBA

S082 HORMONAL EVALUATION FOLLOWING THE LAPAROSCOPIC TREATMENT OF TYPE 2 DIABETES MELLITUS PATIENTS WITH
BMI 20 - 34 Aureo L De Paula, MD, Antonio L Macedo, MD, Cesar A Machado, MD, Vladimir Schraibman, MD, Sergio Vencio, MD,
Nelson Rassi, MD, Alfredo Halpern, MD, Hospital de Especialidades, Goiania, Brazil. Discussant: Philip Schauer, MD

S083 DOES INCREASING EXPERIENCE WITH LAPAROSCOPIC COLORECTAL SURGERY INFLUENCE THE OUTCOME OF COMPLEX
CASES? A Bouchard, G Martel, E Sabri, CM Schlachta, EC Poulin, J Mamazza, RP Boushey, Minimally Invasive Surgery Research Group,
The Ottawa Hospital, University of Ottawa, Ottawa, ON, Canada. Discussant: Peter Marcello, MD

11:30 AM - 1:00 PM

Break: Exhibits, Posters, Learning Center 

Saturday, April 12, 2008 Scientific Sessions & Panels

11:30 AM - 12:00 PM  Ballroom B

SAGES Annual General Membership Business Meeting
All SAGES Members Encouraged to Attend!

AGENDA
President’s Introduction Steve Eubanks, MD

Report of Ballots and Intro of New Officers/Board W. Scott Melvin, MD, Secretary

COMMITTEE REPORTS
Report on Finance & Assets

Membership 

Publications

Guidelines

Flexible Endoscopy

Endolumenal Task Force/NOTES

Educational Resources

Resident Education

Continuing Education 

FLS & FES

Research 

Public Information

Outcomes

Program 

Legislative Review

Technology

Development

Liaison Groups 

Remarks by Incoming President Mark Talamini, MD
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11:30 AM - 1:00 PM  Room 201A

SAGES Surgeons in Service Lunch: Surgeons in Service
Fee: $40
Chair: Bruce MacFadyen, Jr., MD
During this luncheon session, surgeons doing surgery in developing countries will present the 
opportunities for service in clinical practice, academic and educational opportunies.A list of 
organizations involved in these services will be provided.

Objectives:
At the conclusion of this session, participants will be able to:

• Identify clinical and educational opportunities for surgones in developing countries

• Identify the surgical needs and necessary equipment to do surgery in devloping countries

• Develop a list of individuals and organizations involved in surgery in devloping countries

• Encourage SAGES members to be involved in surgical projects in these countries

SCHEDULE
11:30 AM Teaching Laparoscopic Cholecystectomy in Developing Countries Ramon Berguer, MD

11:45 AM Rural Based Surgical Training Initiative in Developing Countries Bruce Steffes, MD

12:00 PM Surgery in Conflict Zones in Africa Sherry Wren, MD

12:15 PM Hernia Repair in a Developing Country Charles Filipi, MD

12:30 PM Discussion

Saturday, April 12, 2008 Scientific Sessions & Panels

2008 SAGES-ALACE International Webcast Sessions
Part of the SAGES Global Initiative
International SAGES Members – Sign–up your institution TODAY to be part of the 
2008 SAGES meeting by participating in the SAGES International Webcast Sessions. 

Friday, April 11, 2008 – 1:00 PM - 4:00 PM
TIME SESSION CHAIR(S)

9:00 AM SAGES Presidential Address Steve Eubanks, MD

9:45 AM Gerald Marks Lecture James “Butch’ Rosser, MD

10:30 AM SAGES/ASCRS Panel: Emerging Technology in the Future 
of Laparoscopic Colorectal Surgery Chair: James Fleshman, MD, Co-Chair: Jeffrey Milsom, MD

12:30 PM Presidential Debates Chair: John Hunter, MD, Co-Chair: Frederick Greene, MD

3:00 PM SAGES/ASGE Panel: Complications of 
Flexible Endoscopy Chair: Brian Dunkin, MD, Co-Chair: Christopher Thompson, MD

Saturday April 12, 2008 – 1:00 PM - 4:00 PM
TIME SESSION CHAIR(S)

1:00 PM GERD/LERD Panel: Evolving roll of Laparoscopic/ 
Endoscopic Surgery for GERD Chair: Mehran Anvari, MD, Co-Chair: Bernard Dallmagne, MD

2:30 PM Hernia Debates Panel Chair: Karl LeBlanc, MD, Co-Chair: Salvadore Morales-Conde, MD

12:00 PM - 1:00 PM

Don’t forget: Saturday lunch in the Exhibit Hall, 
free for all SAGES Scientific Session registrants!
Please bring your ticket!
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1:00 PM - 2:30 PM  Concurrent Sessions (accepted oral & video presentations)

Ballroom B

SS15 Bariatric Surgery
Moderators: Raul Rosenthal, M.D. & 

Mark Kligman, M.D.
S084 EARLY US OUTCOMES AFTER LAPAROSCOPIC

ADJUSTABLE GASTRIC BANDING IN PATIENTS WITH BMI
<35 Sammy Sultan, BAManish Parikh, MD,  Heekoung Youn,
RNMarina Kurian, MD,  George Fielding, MD, Christine Ren, MD,
NYU School of Medicine, NY, NY, USA

S085 LAPAROSCOPIC ILEAL INTERPOSITION ASSOCIATED TO
A DIVERTED SLEEVE GASTRECTOMY IS AN EFFECTIVE
OPERATION FOR THE TREATMENT OF TYPE 2 DIABETES
MELLITUS PATIENTS WITH BMI 21 – 29 Aureo L De Paula,
MD,  Antonio L Macedo, MD,  Cesar A Machado, MD,  Vladimir
Schraibman, MD, Luiz Q Silva, MD,  Nelson Rassi, MD, Sergio
Vencio, MD,  Marcio Mancini, MD, Alfredo Halpern, MD, Hospital
de Especialidades, Goiânia, Brazil.

S086 FEWER GASTROJEJUNOSTOMY STRICTURES AND
MARGINAL ULCERS WITH ABSORBABLE SUTURE Juan C
Vasquez, MD,  David W Overby, MD, Timothy M Farrell, MD,
University of North Carolina at Chapel Hill, Division of
Gastrointestinal Surgery

S087 IMPROVEMENT IN GLYCEMIC CONTROL BY GASTRIC
ELECTRICAL STIMULATION (TANTALUS®) IN OVERWEIGHT
SUBJECTS WITH TYPE 2 DIABETES (T2DM) A. Bohdjalian,
MD, B. Ludvik, MD, B. Guerci, MD, L. Bresler, MD, E. Renard,
MD, D. Nocca, MD, E. Karnieli, MD, R. Prager, MD, G. Prager,
MD, , Medical University of Vienna, Austria; Hietzing Hospital
Vienna, Austria; Hopital Jeanne D’Arc, Toul, France; Hopital
Lapeyronie, Montpellier, France; Ramban Medical Center, Haifa,
Israel

S088 PERFORATED MARGINAL  ULCERS AFTER LAPAROSCOPIC
GASTRIC BYPASS Edward L Felix, MD, John Kettelle, MD,
Daniel Swartz, MD, Advanced Bariatric Centers of California

S089 UTILIZATION OF THE INTRAGASTRIC BALLOON (BIB) IN
PRE-OPERATIVE PREPARATION FOR SUPER OBESE
PATIENTS WITH HIGH SURGICAL RISK COMPARING WITH
TWO STEPS SURGERY. Jose Afonso Sallet, MD, Joao Caetano
Marchesini, MD, Pablo Miguel, MD, Maurelio R. Ribeiro Jr., MD,
Carlos Eduardo Pizani, MD, Fabio Bonaldi, MD, Paulo Clemente
Sallet, MD, Roberto Tussi Jr., MD, Sallet Institute of Medicine

V020 ROBOT-ASSISTED CONVERSION FROM NISSEN FUNDO-
PLICATION TO GASTRIC BYPASS Monica GUALTIEROTTI, MD,
Cynthia SOLANO ESTRADA, MD, Michel VIX, MD, Didier MUT-
TER, MD, Jacques MARESCAUX, MD, IRCAD/EITS - University
Hospital of Strasbourg, France

V021 THERE IS BEST TIME TO CONVERT THE LAP-BAND® TO
ANOTHER KIND OF BARIATRIC SURGERY. Jose Afonso Sallet,
MD, Carlos Eduardo PizaniAntonio Leal, MD, Paulo Clemente
Sallet, MD, Roberto Tussi Jr., MD, Sallet Institute of Medicine

V022 WHEN THE SLEEVE GASTRECTOMY FAILS:  ADDING A
LAPAROSCOPIC ADJUSTABLE GASTRIC BAND TO INCREASE
RESTRICTION Alexander J Greenstein, MD, Anthony J Vine, MD,
Brian P Jacob, MD, The Mount Sinai Medical Center

SAGES acknowledges a generous educational grant 
in support of this session from Allergan, Inc.

Ballroom A

GERD/LERD Panel: Evolving Role of
Laparoscopic/Endoscopic Surgery for
GERD
Chair: Mehran Anvari, M.D., 
Co-Chair: Bernard Dallemagne, M.D.

This course will review the changing indications and refer-
ral pattern for anti-rreflux surgery and also focus on selec-
tion and some of the technical aspects of performing sur-
gery in difficult patients including children.We will also
present an update on the current use of endoscopic anti-
relux therapies and how this may influence the decision for
laparoscopic anti-relux surgery.

Objectives:

After this session, participants will be able to:

• Understand the current selection criteria for LARS

• The use of LARS for upper and lower respiratory 
symptoms

• Indication and approach to LARS in children

• Technical hints in avoiding pitfalls during LARS in a 
difficult case

• Evolving indications of endoscopic anti-reflux therapies

SCHEDULE
1:00 PM Laparoscopic Anti-Reflux Surgery; Why the 

Decline in Numbers? Carlos Pellegrini, M.D.

1:15 PM Use of LARS in Medically Controlled GERD 
Patients: Results of Recents RCTS

Mehran Anvari, M.D.

1:30 PM Role of Surgery in Treatment of GERD 
Related Upper and Lower Respiratory 
Symptoms Paul Castellanos, M.D.

1:45 PM The Difficult Surgical Patient: Tips and Tricks
Bernard Dallemagne, M.D.

2:00 PM Indications and Approach to Anti-Reflux 
Surgery in Children Jacob Langer, M.D.

2:15 PM Endoscopic Anti-Reflux Therapies: Does the 
Current Evidence Justify Their Use?

William Richards, M.D.

part of SAGES international webcast

FLS Testing Available All Week! 
Wednesday, April 9 - Saturday, April 12, 2008

Location: Marriott Hotel, Room 301
Contact staff at SAGES’ booth to schedule your test on-site.
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1:00 PM - 3:30 PM  Concurrent Sessions Continued (accepted oral & video presentations)

Room 201C

1:00 PM - 3:30 PM

Emerging Technologies Session
Coordinator: Daniel Herron, MD

For the fourth year, SAGES is offering an Emerging Technologies abstract category. This category of abstract is open 
to both physicians and industry engineers/scientists/ researchers. Selected presenters will report on cutting edge or 
emerging technologies for which formal experimental data may not yet be available and on technologies which may 
still be under development.Topics are not limited to formal studies or experiments, but may include descriptive
abstracts or very preliminary results.

SAGES does not offer CME credits for this event.

ET001 SINGLE-PORT LAPAROSCOPY IN COLORECTAL SURGERY (ENOTES) Feza H Remzi, MD, Jihad H Kaouk, MD,
Daniel P Geisler, MD, Department of Colorectal Surgery, Digestive Disease Institute, Cleveland Clinic Foundation,
Cleveland, Ohio

ET002 BOWEL ANASTOMOSIS USING AN ALBUMIN STENT WITH TEMPERATURE CONTROLLED CO2 LASER: IN
VIVO FEASABILITY STUDY D Spector (1), MD, M  Rabau (1), MD, T  Vasilyev (2), BA, I  Vasserman (2), N  Kariv (3),
PhD, Y  Klausner (1), MD, A  Kazir (2), PhD, Department of Surgery, Tel Aviv Sourasky Medical Center (1), School of
Physics and Astronomy (2), and the Sackler Faculty of Medicine (3), Tel Aviv University, Israel.  ET003 The
EndoBarrier™ System: An Endoscopic Alternative for Weight Loss Dmitry  Nepomnayshy, MD, Alfredo C Cordova, MD,
David M Brams, MD, Frederick W Heiss, MD, Ann Marie  Joyce, MD, Stephen J Heller, MD, Lahey Clinic Medical Center

ET004 A ROLE FOR NANOPARTICLES IN SURGERY Lijun  Wang, PhD, Zhigang  Wang, PhD, Timothy G Frank, PhD,
Stuart I Brown, PhD, Alfred  Cuschieri, MD, University of Dundee

ET005 A NEW TRANSGASTRIC NOTES ACCESS PORT SYSTEM: A STABLE PLATFORM FOR TRANSGASTRIC SEALED
ENDOSCOPY Santiago  Horgan, MD, Ricardo  Zorron, MD, Bryan  Sandler, MD, Garth R Jacobsen, MD, John P Cullen,
MD, Mark A Talamini, MD, University of California San Diego

ET006 THE SAFETY AND CAPABILITY OF FECAL DIVERTING DEVICE FOR THE SUBSTITUTION OF
DEFUNCTIONING STOMA; ANIMAL EXPERIMENT Jaehwang  Kim, MD, Sang Hun  Jung, Surgery, College of
Medicine Yeungnam University

ET007 DEVELOPMENT OF LAPAROSCOPIC BIOLUMINESCENT IMAGING Philip  Neff, MD, Bruce  Bryan, MD, Randall
Murphy, PhD, Marvin  Slepian, MD, Behrooz  Dehdashti, PhD, Biolume, Inc.

ET008 ENGINEERING AND EVALUATING AN ERGONOMIC ENDOSCOPIC OPERATING PLATFORM WITH TRIANGU-
LATION Lee L Swanstrom, MD, Paul  Smith, PhD, Barry  Weitzner, PhD, Richard  Rothstein, MD, Nat  Soper, MD,
Christopher  Thompson, MD, Eric  Hungness, MD, Legacy Health System, Northwestern University, Brigham and
Women’s Hospital, Dartmouth Univ , Boston Scientific,Corporation

ET009 COMMON BILE DUCT IMAGING SYSTEM R Berguer, MD, S  Demos, PhD, The University of California Davis
and Lawrence Livermore National Laboratory

ET010 NUCLEOTIDE-GUIDED MESORECTAL EXCISION (NGME) DURING TRANSANAL ENDOSCOPIC MICRO-
SURGERY (TEM) FOR RECTAL CANCER: PRELIMINARY STUDY Emanuele  Lezoche, MD, Alessandro M Paganini,
MD, Giancarlo  D’Ambrosio, MD, Adriana  Rotundo, MD, Giovanni  Lezoche, MD, Luciana  Barchetti, MD, Pietro Ursi,
MD, Antonella  Lamazza, MD, Chirurgia Endolaparoscopica e Tecnologie Avanzate, Department of Surgery “Paride
Stefanini”, University of Rome “La Sapienza”, Rome, Italy

ET011 DIAPHRAGM PACING FOR PHRENIC NERVE DYSFUNCTION: RESULTS IN THE FIRST IMPLANTED ACUTE
TRANSVERSE MYELITIS PATIENTS AND IDENTIFYING THE FUTURE ROLE FOR ACUTE MANAGEMENT OF
DIAPHRAGM DYSFUNCTION IN THE INTENSIVE CARE UNIT Raymond  Onders, MD, Saeid  Khansarinia, MD,
Anthony  Ignagni, MS, University Hospitals Case Medical Center, Cleveland; Piedmont Hospital, Atlanta; Synapse
Biomedical, Oberlin

ET012 VISUALISING ESOPHAGOGASTRIC JUNCTION FUNCTIONAL INTEGRITY USING ENDOFLIP Barry P McMahon,
PhD, Stefan  Kramer, MD, Nicole D Bouvy, MD, John  O’Dea, PhD, Hans  Gregersen, PhD, Blair  Jobe, Adelaide &
Meath Hospital, Dublin, Ireland

ET013 NEW SUTURE FOR GASTRIC CLOSURE IN TRANSLUMENAL SURGICAL APPLICATIONS Rogier P Voermans
(1)(2), MD, Paul  Fockens (1) MD,PhD, Jeffrey  Zaruby (3) DVM, DACVS, Gregg  Krehel (3) MBA, Eric  Taylor (3), BS,
Kenneth  Horton (3), MS, Mark  van Berge Henegouwen (2) MD,PhD, (1) Dept. Gastroenterology and Hepatology, (2)
Dept. of Surgery , Academic Medical Center, Amsterdam, the Netherlands, (3) Surgical Devices, Covidien Ltd., North
Haven, Connecticut

ET014 TRANSGASTRIC CHOLECYSTECTOMY USING A PROTOTYPE ENDOSCOPE WITH TWO DEFLECTING WORK-
ING CHANNELS IN A SURVIVAL SWINE MODEL J Andres  Astudillo, MD, Emanuel  Sporn, MD, Brent  Miedema, MD,
Klaus  Thaler, MD, University of Missouri-Columbia. Department of Surgery

Saturday, April 12, 2008 Scientific Sessions & Panels
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Save the Date!!
SAGES Scientific Session & Postgraduate Course
April 22 - 25, 2009, Phoenix Convention Center, Phoenix, AZ 
(will be held with IPEG)

SAGES & CAGS host the 12th World Congress of Endoscopic Surgery
April 14 - 17, 2010, Gaylord National Resort & Convention Center, Landover, MD
(just outside Washington, DC)

SAGES Scientific Session & Postgraduate Course
March 30 - April 2, 2011, San Antonio Convention Center, San Antonio, TX 

SAGES Scientific Session & Postgraduate Course
March 7 - 10, 2012, San Diego Convention Center, San Diego, CA

The programs and talks presented at the 2008 SAGES Annual Meeting are copyrighted 

products of the Society of American Gastrointestinal and Endoscopic Surgeons. Any reproduction 

or rebroadcasting without the express written consent of SAGES is strictly prohibited.

Room 201C

1:00 PM - 3:30 PM

Emerging Technologies Session Continued
ET015 EYE GAZE DRIVEN LAPAROSCOPIC CAMERA NAVIGATION SYSTEM Matthew J Weiner, MD, S M Ali, PhD, L A

Reisner, B  King, A  Cao, G  Auner, PhD, M  Klein, MD, Donald  Weaver, MD, A K Pandya, PhD, Wayne State
University School of Medicine, Wayne State University Smart Sensor and Integrated Microsystems Department

ET016 AIRSEAL – A MINIMALLY INVASIVE ACCESS PORT THAT ENHANCES PATIENT SAFETY AND ENABLES NEW
OPERATIVE APPROACHES. David  Earle, MD, Daniel  Jones, MD, Steven  Schwaitzberg, MD, Kurt  Azarbarzin, BS,
Baystate Medical Center, Beth Isreal Deaconess Medical Center, Cambridge Health Alliance

ET017 AN IMPLANTABLE VAGAL BLOCKING SYSTEM TO TREAT OBESITY: LAPAROSCOPIC IMPLANTATION TECH-
NIQUE AND EARLY RESULTS IN A PROOF-OF-PRINCIPLE CLINICAL STUDY L Kow, MD, C J Billington, MD, M L
Kendrick, MD, M G Sarr, MD, M D Bierk, MS, K S Tweden, PhD, R R Wilson, MD, J  Toouli, MD, Flinders University,
University of Minnesota, Mayo Clinic, EnteroMedics Inc

ET018 AUTOMATED SYSTEM FOR SURGICAL INSTRUMENT AND SPONGE TRACKING (ASSIST). Nilo  Rivera, MS,
Rosemary  Mountain, BS, Lia R Assumpcao, MD, Allen A Williams, MS, A B Cooper, PhD, Douglas L Lewis, PhD,
Richard C Benson, PhD, Joseph A Miragliotta, PhD, Russell H Taylor, PhD, Michael R Marohn, DO, ?Whiting School of
Engineering, Johns Hopkins University;?Department of Surgery, Johns Medical Institutions, Baltimore-MD,
USA;;?Applied Physics Laboratory, Johns Hopkins University, Laurel-MD, USA

ET019 N.O.T.E.S. TRANSVAGINAL CHOLECYSTECTOMY – COMPARATIVE CLINICAL STUDY WITH LAPAROSCOPY
RICARDO  ZORRON, LUIZ  DECARLI, ALCIDES  BRANCO, MICHEL  GAGNER, FERNANDO  LIMA, SERGIO  PIONEER,
ANDRE  BIGOLIN, MARCOS  FILGUEIRAS, Dept of Surgery- University Hospital Teresópolis, Rio de Janeiro, Brazil;
Dept of Surgery – Hospital Irmandade Santa Casa da Misericórdia Porto Alegre- Brazil; Dept of Surgery – Mount Sinai
Medical Center- Miami

ET020 USE OF AUTOLOGOUS PLATELET RICH PLASMA TO HEAL CHRONIC NON-HEALING WOUNDS: USING THE
BODY TO HEAL ITSELF Chris  Solis, MD, Denny  Schoch, MD, Ahmed  Mahmoud, MD, San Joaquin General
Hospital, French Camp California

SAGES acknowledges our Gold Level Donor for their support of this session: Stryker Endoscopy.



63 www.sages.org

S
A

G
E

S
2

0
0

8
Saturday, April 12, 2008 Scientific Sessions & Panels

Room 204C

Business/Legislative Panel
Increasingly, third party insurers are basing their payments on Medicare reimbursement levels, which as a result of
current federal laws, are decreasing.A working familiarity with CPT, RVUs, CMS conversion factors, and the effects
of periodic (5 year) reviews is critical to understanding how changes to any of these parameters affect the business
aspects of surgery.

Regulatory changes and reimbursements are being linked to participation in “quality initiatives”. Many physicians
regard the administrative hurdles that must be negotiated to participate in these initiatives as a cynical strategy to 
further reduce reimbursements with no improvement of  “quality”.A debate will examine the arguments for and
against the current quality initiatives and their economic impact on the practice of surgery. Discussion with contri-
butions from members of the audience will follow.

Objectives:

At the conclusion of this session, participants will be able to:

• Review the relevance of the CPT/RUC process, Relative Value Units and the Five year review to their practices.
• List the strengths, weaknesses and economic impact of current quality initiatives.

SCHEDULE

The CPT/RUC Process, RVUs and the Business of Surgery
1:00 PM The Birth, Life and Death of a CPT code Aaron Fink, M.D.

1:10 PM The Determination and Meaning of Relative Value Units Michael Edye, M.D.

1:20 PM Discussion

Quality Initiatives
1:30 PM The Case for Quality Measures Darrell Campbell, M.D.

1:45 PM The Case Against David McKalip, M.D.

2:00 PM Economic Consequences of Quality Measures Christopher Senkowski, M.D.

2:10 PM Discussion

1:00 PM - 2:30 PM Concurrent Sessions Continued (accepted oral & video presentations)

Evaluation & CME Credit Forms: 
Please complete the meeting evaluation form and return to the registration desk. 

Visit the CME kiosk to print your CME credit form on-site.
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2:30 PM - 4:00 PM  Concurrent Sessions (accepted oral & video presentations)

Saturday, April 12, 2008 Scientific Sessions & Panels

Room 204C

SS16 Esophageal/Gastric
Moderators: Thadeus Trus, M.D. &

Kristi Harold, M.D.
S090 LAPAROSCOPIC MANAGEMENT OF

ACUTE PARAESOPHAGEAL HERNIA M
BawahabE DebruN ChurchP Mitchell,
University of Calgary

S091 LONG-TERM QUALITY OF LIFE AFTER
LAPAROSCOPY-ASSISTED DISTAL GAS-
TRECTOMY Shigenori Homma, MD, Hideki
Kawamura, MD, Yukihumi Kondo, MD,
Kuniaki Okada, MD, Hideki Yamagami,
MD, Ryoichi Yokota, MD, Masaru Hagiwara,
MD, Hiroshi Watarai, MD, Kentaro Yokota,
MD, Department of Surgery, Sapporo-Kosei
General Hospital

S092 PRE-OPERATIVE PREDICTORS OF
THE SHORT ESOPHAGUS Fumiaki Yano,
MD, Kazuto Tsuboi, MD, Nitin Garg, MD,
Charles J Filipi, MD, Sumeet K Mittal, MD,
Department of Surgery, Creighton
University Medical Center, Omaha,
Nebraska, USA

S093 COMPARISON OF ONCOLOGICAL
OUTCOMES AFTER LAPAROSCOPIC
TRANSHIATAL ESOPHAGECTOMY AND
OPEN ESOPHAGECTOMY FOR PT1
ESOPHAGEAL ADENOCARCINOMA Arin
Saha, MD, Simon P Dexter, MD, Abeezar I
Sarela, MD, The General Infirmary at Leeds,
UK

S094 LAPAROSCOPIC VERSUS OPEN GAS-
TRECTOMY FOR ADENOCARCINOMA : A
PROSCPECTIVE COMPARATIVE ANALY-
SIS ÉLIE k CHOUILLARD, MD, Toufic J
ATA, MD, Abe L FINGERHUT, MD, Nada M
HELMY, MD, General and Minimally
Invasive Surgery, Poissy Medical Center,
France

S095 ANALYSIS OF 1,543 GASTRIC
CARCINOID PATIENTS FOR PROPOSED
STAGING SYSTEM Christine S Landry, MD,
Charles R Scoggins, MD, Charles Woodall,
MD, Kelly M McMasters, MD, Robert
Martin, MD, University of Louisville School
of Medicine

S096 ASSESSMENT OF THE CLINICAL UTIL-
ITY OF ROUTINE BARIUM ESOPHA-
GRAM AFTER LAPAROSCOPIC ANTERI-
OR ESOPHAGEAL MYOTOMY FOR
ACHALASIA Jessica QuinlanBrian
RoberstonBruce L Hall, MD, Lora Melman,
MD, Richard A Pierce, MD, Valerie J Halpin,
MD, J C Eagon, MD, Margaret M Frisella,
MD, Brent D Matthews, MD, Department of
Surgery and Section of Minimally Invasive
Surgery, Washington University School of
Medicine, St. Louis, Missouri

V023 COMBINED PRONE THORACO-SCOPY
AND SUPINE LAPAROSCOPY FOR
TREATMENT OF AN EPIPHRENIC
DIVERTICULUM David A McClusky, III,
MD, C. Daniel Smith, MD, Department of
Surgery, Mayo Clinic - Jacksonville

V024 A LAPAROSCOPIC VAGUS PRESERV-
ING MERENDINO PROCEDURE Simon P
Dexter, MD, Chris M Pring, MD, Mark
Hinchcliffe, BA, Department of Upper
Gastrointestinal Surgery, Leeds Teaching
Hospitals NHS Trust, Leeds, UK

Ballroom B

Intraoperative and
Reoperative MIS
Dilemmas Panel “Now
What Do I Do?”
Chair: Nathaniel J. Soper, M.D., 
Co-Chair: Sergio Roll, M.D.

This panel provides expert commen-
tary on preoperative, intraoperative
and postoperative dilemmas occurring
with MIS procedures.Well-illustrated
case scenarios will be used to demon-
strate both common and uncommon
problems that can complicate MIS
operative treatment. Experts will be
‘put on the spot’ to provide recom-
mendations for management.
Audience participation will allow
interactivity and additional potential
scenarios to be discussed.

Objectives:

At the conclusion of this session, par-
ticipants will be able to:

• Review case scenarios that illus-
trate potential dilemmas for the
MIS surgeon

• Understand the real-time thought
processes utilized in solving these
problems and complications

• Integrate clinical images obtained
during cases that highlight dilem-
mas arising during primary and
reoperative MIS procedures

Schedule
2:30 PM Welcome and Introduction

Nathaniel J. Soper, M.D.
& Sergio Roll, M.D.

2:35 PM Foregut Surgery
Marco Patti, M.D.

& Michael Holzman, M.D.

3:00 PM Biliary Tract Surgery
Gerald Fried, M.D.

& W. Scott Helton, M.D.

3:25 PM Hindgut Surgery
Peter Marcello, M.D.

& Morris E. Franklin, M.D.

3:45 PM Discussion

SAGES acknowledges a generous 
educational grant in support of this

panel from Stryker Endoscopy.

Ballroom A

Hernia Debates Panel
Chair: Karl Leblanc, M.D., 
Co-Chair: Salvadore Morales-

Conde, M.D.

This session is designed to acknowl-
edge some of the significant contro-
versial issues surrounding hernia
repair. Discussion will center on the
pros and cons of each topic.

Objectives:

After this session, participants will be
able to:

• Decide which patients are suitable
candidates for the use of mesh in
the repair of hiatal hernias

• Understand the pros and cons
regarding the use of transfascial
sutures in the repair of incisional
hernias laparoscopically

• Realize the appropriate use of
meshes in contaminated fields

SCHEDULE
Hiatal Hernia Repair With or
Without Mesh

2:30 PM With Mesh
Constantine Frantzides, M.D.

2:42 PM Without Mesh
Marco Patti, M.D.

2:54 PM Discussion

Laparoscopic Incisional Hernia
Repair – Are Sutures Necessary?

3:00 PM Sutures are Necessary
Steven Kavic, M.D.

3:12 PM Sutures are not Necessary
Salvadore Morales, M.D.

3:24 PM Discussion

Use of Synthetic or Biological
Meshes in Contaminated Hernia
Repairs

3:30 PM Synthetic Meshes
Edward Felix, M.D.

3:42 PM Biological Meshes
Alfred Carbonell, M.D.

3:54 PM Discussion

SAGES acknowledges generous 
educational grants in support of this

panel from 
Covidien 

and 
Gore & Associates

part of SAGES international webcast
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4:00 PM - 5:00 PM  Concurrent Sessions (accepted oral & video presentations)

Ballroom B

SS17 Colon

Moderators: Peter Marcello, MD & 
Demetrius Litwin, MD

S097 MULTICENTER STUDY OF LAPAROSCOPIC SURGERY
FOR COLON CANCER IN JAPAN S Kitano*, MD, M Inomata*,
MD, T Etoh*, MD, M Watanabe**, MD, K Sugihara***, MD, F
Konishi****, MDY Moriya*****, MDfor the Colorectal Cancer
Study Group of Japan Clinical Oncology Group, Oita University
Faculty of Medicine*, Kitasato University**, Tokyo Medical and
Dental University***, Jichi Medical School Omiya Medical
Center****, National Cancer Center Hospital*****

S098 EFFECT OF YOGA EXERCISES ON OUTCOME OF
STAPLED HEMORRHOIDECTOMY: RESULTS OF A
PROSPECTIVE RANDOMIZED CONTROLLED STUDY. Brij B
Agarwal, MD, Krishan C Mahajan, MD, Sir Ganga Ram Hospital
, India.

S099 LAPAROSCOPIC APPROACH OF COLONIC PERFORA-
TION DUE TO COLONOSCOPY Mariano Laporte, MD, Sandra
Lencinas, MD, Maximiliano Bun, MD, Sergio Schlain, MD,
Nicolás Rotholtz, MD, Colorectal Surgery Section. General
Surgery Department. Hospital Alemán de Buenos Aires.

S100 WHAT IS THE DEFINITION OF “CONVERSION” IN
LAPAROSCOPIC SURGERY AMONG COLORECTAL SUR-
GEONS? A SURVEY AMONG SAGES AND ASCRS Badma
Bashankaev, MD, Sherief Shawki, MD, Paula Denoya, MD,
Sudhan Nagarajan, MD, Christina Seo, MD, Dana Sands, MD,
Eric Weiss, MD, Juan Nogueras, MD, Steven Wexner, MD,
Cleveland Clinic Florida

S101 LAPAROSCOPIC ASSISTED SURGERY FOR RECTAL CAN-
CER. OUR EXPERIENCE AND RESULTS IN 430 CASES. A.
Ibarzabal, MD, S. Delgado, MD, D. Momblan, MD, A. Liceaga,
MD, R. Bravo, MD, R. Almenara, MD, A.M. Lacy, MD,
Gastrointestinal Surgery Serv. ICMDM. Hospital Clinic.
Barcelona.

S102 LAPAROSCOPIC IPAA SURGERY REDUCES ABDOMINAL
AND PELVIC ADHESIONS Adrian A Indar, MD, Jonathan E
Efron, MD, Tonia M Young-Fadok, MD, Mayo Clinic ,
Scottsdale, Arizona

Room Ballroom A

SS18 Video

Moderators: Jo Buyske, MD & Michael Nussbaum, MD
V025 NOTES: TRANSVAGINAL CHOLECYSTECTOMY WITH

ASSISTING ARTICULATING INSTRUMENTS Santiago Horgan,
MD, Yoav Mintz, MD, Garth R Jacobsen, MD, Bryan J Sandler,
MD, John P Cullen, MD, Adam Spivack, MD, David W Easter,
MD, Alana Chock, MD, Michelle K Savu, MD, Sonia
Ramamoorthy, MD, Julie Bosia, RNSanjay Agarwal, MD, Emily
Lukacz, MD, Emily Whitcomb, MD, Thomas Savides, MD, Mark
A Talamini, MD, University of California San Diego

V026 LAPAROSCOPIC RESTORATIVE PROCTOCOLECTOMY
Nicolás Rotholtz, MD, Sandra Lencinas, MD, Laura Aued, MD,
Mariano Laporte, MD, Maximiliano Bun, MD, Gerardo Zanoni,
MD, Norberto Mezzadri, MD, Colorectal Surgery Section.
General Surgery Department. Hospital Alemán de Buenos
Aires.

V027 NOTES PANCREATIC PSEUDOCYSTGASTROSTOMY:  A
HUMAN NOTES ANASTOMOSIS John R Romanelli, MD, David
J Desilets, MD, Loki Skylizard, MD, David B Earle, MD, ,
Baystate Medical Center, Tufts University School of Medicine,
Springfield, MA

V028 ENDO-LAPAROSCOPIC INTRAGASTRIC TUMOR
EXCISION (ELITE) OF INTRAGASTRIC GIST - COMBINED
ENDOSCOPIC AND LAPAROSCOPIC TECHNIQUE Michael
K.W. Li, MD, Simon K.H. Wong, MD, Department of Surgery,
Pamela Youde Nethersole Eastern Hospital, Hong Kong

V029 HUMAN TRANSVAGINAL CHOLECYSTECTOMY USING
AN IT-KNIFE Manoel Galvao Neto, MD, Almino Ramos, MD,
Manoela Galvao, MD, Claudio Mottin, MD, Caetano Marchesini,
MD, Josemberg Campos, MD, Paulo Amaral, MD, Paulo
AyrosaEduardo MouraMario Nora, Gastro Obeso Center

V030 LAPAROSCOPIC SPLENECTOMY FOR MASSIVE
SPLENOMEGALY Nelson Trelles, MD, Michel Gagner, FACS,
FRCSC, MD, Alfons Pomp, FACS, FRCSC, MD, Manish Parikh,
MD, Department of Surgery, New York Presbyterian Hospital,
Weill Medical College of Cornell University

Saturday, April 12, 2008 Scientific Sessions & Panels

The programs and talks presented at the 2008 SAGES Annual Meeting are copyrighted 

products of the Society of American Gastrointestinal and Endoscopic Surgeons. Any reproduction 

or rebroadcasting without the express written consent of SAGES is strictly prohibited.



67 www.sages.org

S
A

G
E

S
2

0
0

8
Saturday, April 12, 2008 Scientific Sessions & Panels

Room 201C

3:30 PM - 5:00 PM

SS19 Complications

Moderators: Daniel Deziel, M.D. & 
E. Matthew Ritter, M.D.

S103 EARLY REOPERATION – A QUALITY PARAMETER FOR
MONITORING LAPAROSCOPIC SURGERY ? Igal Breitman,
MD, Joseph Kuriansky, MD, Amiki Szold, MD, Joseph Klausner,
MD, Tel Aviv Souraski medical center

S104 HAND-ASSISTED LAPAROSCOPIC PARTIAL NEPHREC-
TOMY AFTER 50 CASES AS COMPARED TO OPEN PARTIAL
NEPHRECTOMY, Bill DeVoe BS,Kent Kercher MD,William
Hope MD,Amy Lincourt PhD,Chris Teigland MD, Carolinas
Medical Center

S105 MESH COMPLICATIONS AFTER PROSTHETIC
REINFORCEMENT OF HIATAL CLOSURE. A 29 CASE
SERIES. Rudolf J Stadlhuber, MD, Amr El Sherif, MD, Sumeet K
Mittal, MD, Robert Fitzgibbons, MD, Brett Sheppard, MD,
Michael Brunt, MD, John Hunter, MD, Daniel Smith, MD, Tom
R DeMeester, MD, Charles J Filipi, MD, Department of Surgery,
Creighton University School of Medicine, Omaha

S106 PERITONITIS FROM PEG TUBE INSERTION AND 
ENSUING COMPLICATIONS IN SURGICAL ICU PATIENTS:
IDENTIFICATION OF RISK FACTORS AND CLINICAL OUT-
COME Rachit D Shah, MD, Nabil Tariq, MD, Charles J Shanley,
MD, James Robbins, MD, Randy Janczyk, MD, Department of
Surgery, William Beaumont Hospital, Royal Oak, MI

S107 THE EFFECTS OF LAPAROSCOPIC CHOLECYSTECTOMY,
HYSTERECTOMY, AND APPENDECTOMY ON
NOSOCOMIAL INFECTION RISKS Andrew I Brill, MD,
Candace L Gunnarsson, PhDJohn A Rizzo, PhDTerrence
Fullum, MD, Kathakali Ghosh, MSStephen E Brossette, MD,
California Pacific Medical Center, University of Maryland, Stony
Brook School of Medicine, S2 Statistical Solutions, Inc, Cardinal
Heatlh

S108 DEVELOPMENT OF MINIMALLY INVASIVE SURGERY IN
INFANTS LESS THAN 5KG: THE FIRST DECADE’S EXPERI-
ENCE Todd A Ponsky, MD, Steven S Rothenberg, MD, Rocky
Mountain Hospital for Children

S109 LAPAROSCOPIC VERSUS OPEN APPROACH FOR
IMPLANTATION OF THE PERITONEAL CATHETER DURING
VENTRICULOPERITONEAL SHUNT PLACEMENT Joshua L
Argo, MD, Durgamani K Yellumahanthi, MD, Naveen Ballem,
MD, Mark R Harrigan, MD, Tracy H TaylorRonald H Clements,
MD, University of Alabama at Birmingham Department of
Surgery, Section of Gastrointestinal Surgery

S110 SINGLE PORT ACCESS (SPA) CHOLECYSTECTOMY - INI-
TIAL VALIDATION OF A SINGLE INCISION APPROACH, Paul
G Curcillo II MD, Andrew Wu MD,Erica R Podolsky MD,Steven
J Rottman MD,Larry Drahota MD,Robert H Dunham MD,Leon
Katz MD,Amit Kharod MD, Drexel University College of
Medicine, Dept of Surgery, Phila PA

S111 VENOUS THROMBOEMBOLIC EVENTS AND RISK STRAT-
IFICATION:  EVALUATION OF SHORT VS PROLONGED
PROPHYLAXIS IN BARIATRIC PATIENTS Karen McQuade,
MD, Colleen Kennedy, MD, David Arnold, MD, David Barnes,
MD, Tammy Fisher, RNJoseph Kuhn, MD, Baylor University
Medical Center

3:30 PM - 5:00 PM  Concurrent Sessions Continued (accepted oral & video presentations)

Room 204C

4:00 PM - 5:00 PM

SS20 Hepatobiliary/Pancreatic

Moderators: David Iannitti, MD &
Frederick Greene, MD

S112 THE USE OF A MULTIPLE INSTRUMENT GUIDE  TO
FACILITATE LCBDE; REPORT ON 119 CASES Donald E
Wenner, MD, James C Rosser, Jr., MD, Paul R Whitwam, MD,
David M Turner, MD, Richard Vazquez, MD, Jason M Degani,
Roswell Regional Hospital, Eastern NM Medical Center

S113 THE IMMEDIATE RE- RESECTION OF T1 INCIDENTAL
GALLBLADDER CARCINOMA- INDICATION OR OVER
TREATMENT Vittorio Paolucci, PhDThorsten Goetze, PhD,
Ketteler- Clinic Department of Surgery

S114 LAPAROSCOPIC LIVER RESECTION INCLUDING THE
LESION LOCATED IN POSTERIOR AND SUPERIOR PART
Ho-Seong Han, MD, Jae-Young Cho, MD, Yoo-Seok Yoon, MD,
Seoul National University College of Medicine

S115 PRIMARY AND OVERALL SUCCESS RATE AND CLINICAL
OUTCOMES FOR LAPAROSCOPIC, ENDOSCOPIC AND
OPEN PANCREATIC CYSTGASTROSTOMY FOR PANCREAT-
IC PSEUDOCYSTS Kathleen BeddowLora Melman, MD, L M
Brunt, MD, Valerie J Halpin, MD, Riad Azar, MD, J C Eagon,
MD, Margaret M Frisella, RNBrent D Matthews, MD,
Departments of Surgery and Gastroenterology, Washington
University School of Medicine, St. Louis, Missouri.

S116 TREATMENT OF GALLBLADDER DISEASE DURING
OPERATIONS IRAQI FREEDOM AND ENDURING FREEDOM
Chad R Edwards, MD, James P Dolan, MD, Richard E
Standaert, MD, Raymond Fang, MD, Dept. of Surgery, Keesler
Medical Center, Keesler AFB, MS and Dept, of Surgery,
Landstuhl Regional Medical Center, Landstuhl, Germany

S117 COMPARATIVE ANALYSIS ON CLINICAL OUTCOMES
BETWEEN LAPAROSCOPIC DISTAL PANCREATECTOMY
AND OPEN DISTAL PANCREATECTOMY : SINGLE CENTER,
SINGLE OPERATOR, SAME PERIOD EXPERIENCE Song C
Kim, MD, Ji W Hwang, MD, Duck J Han, PhDKwan T Park,
MD, Hang C Shin, MD, Hae R Ha, RNYun B Choi, Department
of Surgery, Ulsan University College of Medicine & Asan
Medical Center, Seoul,Korea

Pencil us in for next year:
SAGES Annual Meeting
April 22 - 25, 2009 
(will be held with IPEG)

Phoenix Convention Center, Phoenix, AZ



SAGES Video Library

Joint Program with ACS: Multi-Media CD-Rom based 
education module designed to teach physiology,
fundamental knowledge & technical skills. *CME Available

Compilation of short video clips and expert narratives
that offer tips, tricks and alternatives for important
steps on specified procedures.

DVD Series, including video, slide presentations, and 
discussion. Each issue provides in depth education on 
one topic; available on a quarterly basis. * CME Available

For product details and to order please visit:
www.cine-med.com/lap 
or call 800-515-1542 or 203-263-0006

* To order FLS, please visit:
www.flsprogram.org
or call 310-437-0544 ext. 115 

Courses Currently Available:

- Hands-On Laparoscopic Colon Course & Management of
Colon Cancer

- GERD Controversies and Laparoscopic Complications

- Top to Bottom GERD

* CME Available
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2008 Learning Center
Chair: Benjamin Schneider, MD
Co-Chair: Vivian Strong, MD

Hours of Operation
5:00 PM - 7:00 PM Thursday, April 10, 2008
9:00 AM - 4:00 PM Friday, April 11, 2008
9:00 AM - 2:00 PM Saturday, April 12, 2008

The Learning Center is a set of educational classrooms
where attendees can gain knowledge and practice skills
relevant to minimally invasive surgery. Station coordina-
tors instruct individuals and small groups on topics that
range from basic instrumentation to advanced laparoscop-
ic skills. Participants may visit one or more stations that
address their educational objectives and spend whatever
time is necessary to meet their learning objectives.

2008 Learning Center
Stations
Station 1: NOTES™ Simulator
Coordinator: Kai Matthes, MD

The Natural Orifice Transluminal Endoscopic Surgery
(NOTES™) simulator allows participants to use endoscop-
ic devices to practice maneuvers specific to NOTES™ appli-
cations. Instruments passed through a natural orifice can
be navigated through a simulated body cavity to perform
tasks with the unique challenges of retroflexion, altered
horizons, and instrumentation in-parallel. Participants and
proctors will be able to monitor their progress through a
timer and a fixed camera-view.

Objectives
• To practice maneuvers unique to NOTES™ 

applications with off-the-shelf endoscopic devices.

• To become familiar with the technical challenges spe-
cific to NOTES™.

Station 2: Laparoscopic Weight Loss
Surgery 

Coordinator: Shawn Tsuda, MD

The learning curve for gaining proficiency in weight-loss
procedures may be shortened with an effective simulator.
The Laparoscopic Adjustable Gastric Band Simulator allows
participants to introduce a laparoscopic adjustable band,
“run” the tubing, place the band in its correct anatomic
position, and fixate the port into the subcutaneous tissue.
The technical aspects of laparoscopic adjustable gastric
band placement may be enhanced by simulation and allow
a greater preprocedural understanding for the trainee and
expert alike. A virtual laparoscopic gastric bypass trainer
will similarly allow for participants to familiarize themselves
with the steps and techniques necessary to perform gastric
bypass.

Objectives
• To learn laparoscopic adjustable gastric band 

anatomy, structure, and function.

• To practice the basic steps of placing a laparoscopic
adjustable gastric band.

• To learn the steps and techniques necessary to under-
stand laparoscopic gastric bypass surgery.

Station 3: Laparoscopic Ventral Hernia
Repair

Coordinator: Limaris Barrios, MD

The laparoscopic ventral hernia repair has become a very
commonly performed procedure. Both virtual reality and
box trainer hernia modules will allow participants to
practice and become facile with this technique.This sta-
tion will utilize an angled scope, and all the equipment
necessary to perform the repair. Participants will place
the mesh in the defect and subsequently secure it with
sutures and a tacker. Participants and proctors will be able
to monitor their progress.

Objectives
• To learn normal anatomic relationships.
• Practice mesh deployment and securing techniques.

Station 4: Basic Instrumentation
Coordinators: Gretchen Purcell, MD, PhD

Rachel Forbes, MD

Laparoscopic instruments are the tools that make 
minimally-invasive surgical techniques possible.This 
station provides instruction on the assembly, use, and 
troubleshooting for basic laparoscopic tools including 
staplers, suturing devices, and instruments for coagulation
and cutting. Participants can view educational videos,
receive one-on-one instruction, and use trainers to 
practice techniques with various devices.

Objectives:
• To learn how to set up and troubleshoot basic 

laparoscopic instruments.
• To understand the mechanical and physiologic basis

for the operation of devices used in minimally-
invasive surgery.

• To gain experience using basic laparoscopic 
instruments through practice.

Station 5: Suturing
Coordinators: Zoltan Szabo, PhD

Neal Seymour, MD

Participants receive intense hands-on suturing including
intracorporeal techniques with instantaneous feedback.
Laparoscopic tissue handling and complex suturing 
maneuvers will also be demonstrated.Virtual reality suturing
simulators will be used to allow “virtual”suturing practice –
no suture required, just a fancy videogame with needle driv-
er handles instead of joysticks. Trainees will be able to com-
pare their scores with established expert levels for both
types of simulators.

Objectives:
• To learn the key steps for intracorporeal suturing and

knot-tying.
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2008 Learning Center
• To practice intracorporeal suturing and knot-tying in

inanimate and virtual reality environments.
• To demonstrate proficiency compared to “experts”.

Station 6: Flexible Endoscopy
Coordinator: Brian Dunkin, MD

Virtual reality simulation is a powerful tool for teaching
both diagnostic and therapeutic flexible endoscopy. Full
patient mannequin simulators recreate life-like scenarios
requiring bronchoscopy, upper and lower endoscopy, and
even ERCP. Hi fidelity endoscopic manipulations, includ-
ing tactile feedback and the use of therapeutic tools, are
provided on these platforms.At this station participants
will have the opportunity for hands-on practice using sim-
ulators for diagnostic and therapeutic bronchoscopy,
upper endoscopy, and colonoscopy.Video material is also
available to learn from experts about the proper tech-
nique for upper and lower endoscopic therapy. In addi-
tion, participants will be given a chance to match their
endoscopic skills against their colleagues’ in a virtual
game environment.The winner of this competition will
receive their own SAGES Top 14 video program.

Objectives:
• To acquire basic skills required for safe and effective

bronchoscopy, and upper and lower endoscopy.
• To learn techniques for managing upper gastrointesti-

nal hemorrhage.
• To learn techniques for snare polypectomy.
• Demonstrate technical skill in manipulating a 

flexible endoscope

Station 7: SAGES Videos and Specialty
Procedures

Coordinators: Jonathan Pierce, MD, Basil Yurcisin,
MD, Guido Sclabas, MD

This station will showcase expert presentations of both
core laparoscopic procedures and specialty operations
from fields such as surgical oncology, thoracic surgery,
trauma, and pediatric surgery. At least two prominent sur-
geons will be scheduled for each hour to host video pre-
sentations and to interact one-on-one with station partici-
pants. A schedule will be published in advance to give
SAGES attendees many reasons to return to the Learning
Center.

The SAGES TOP 14 videos, SAGES Grand Rounds series,
and the SAGES Pearls videos will be shown and available
for individual viewing.Topics will include flexible
endoscopy, diagnostic laparoscopy, laparoscopic cholecys-
tectomy, Nissen fundoplication, inguinal hernia repair, ven-
tral hernia repair, splenectomy, adrenalectomy, right hemi-
colectomy, sigmoid colectomy, Roux-en-y gastric bypass,
and adjustable gastric band placement.

This station also will offer one-on-one instruction about
specialized surgical techniques in general, thoracic, and
pediatric surgery. Specialist surgeons will present video
clips and photos that illustrate surgical procedures.

Objectives:
• To learn the techniques of the core laparoscopic 

surgical procedures.
• To learn the techniques for specialty surgical 

procedures.
• To meet and learn pearls from experts in minimally-

invasive surgery.

Station 8: Laparoscopic Common Bile
Duct Exploration 

Coordinators: Mark Watson, MD, 
Benjamin Poulose, MD

Laparoscopic common bile duct (CBD) exploration has
proven effective but is difficult to learn. Participants will
view the SAGES Top 14 video describing CBD exploration,
use an interactive CD, and practice the procedure using
the latest teaching models available. Trainees will use
flexible choledochoscopes, cystic duct balloon dilators,
and baskets to retrieve CBD stones.

Objectives:
• To become familiar with equipment necessary for CBD

exploration.

• To learn the steps to perform CBD exploration.

• To identify and recover CBD stones using simulator
models.

Station 9: Intraoperative Ultrasound
Coordinators: Leonardo Villegas, MD

Junji Machi, MD

This station will focus on Intraoperative Ultrasound tech-
niques and applications. Participants will use the latest
ultrasound technology with a new inanimate phantom
that was developed to mimic the ultrasound properties of
abdominal organs. Instructors will demonstrate and help
participants perform intraoperative ultrasound for liver,
biliary and pancreatic disease, as well as discuss their 
surgical applications.

Objectives:
• To understand basic ultrasonography techniques.

• To understand how ultrasound may be used to 
diagnose and treat biliary and pancreatic disease.

Station 10: Laparoscopic Colectomy
Simulator

Coordinator: Deborah Nagle, MD

Laparoscopic colectomy has increasingly been accepted
as a treatment option for both benign and malignant dis-
ease. Given its potential advantages curricula that might
shorten the learning curve are of great interest. Learners
participating in this station will verbalize, understand and
demonstrate proficiency in the technical steps of laparo-
scopic sigmoid colectomy.
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Objectives:
• To be e able to verbally enumerate the steps of a

laparoscopic sigmoid colectomy

• To be able to demonstrate the key steps of a laparo-
scopic sigmoid colectomy on a colon simulator.

• To be able to list the common technical problems or
challenges in laparoscopic sigmoid colectomy and
ways to address them

Station 11: Minimally-Invasive
Gynecology

Coordinator: Christopher Awtrey, MD

Laparoscopy is well established as a treatment modality
for gynecoligic lesions. Gynecologists were instrumental
in the development of many of the techniques that ulti-
mately led to the laparoscopic revolution. Learners can
developp many of the laproscopic skills necessary for
treating diseases of the uterus and adenexa through prac-
tice in ex vivo models.

Objectives:
• To understand some of the technical skills required to

perform basic gynecologic procedures.

• To understand the mechanical and physiologic basis of
minimally-invasive gynecologic surgery.

Station 12: Top Gun
Coordinator: James “Butch” Rosser, MD

The Top Gun Laparoscopic Skill Shootout Station will
allow participants to both practice and compete for the
ultimate trophy – “Top Gun.”The station will feature the
“Rosser” stations developed at Yale and well known for
requiring significant dexterity. Participants will learn tricks
for achieving good scores as they practice for qualifying
and final rounds of the Top Gun Shoot Out.

Objectives:
• To improve dexterity skills using the “Rosser” stations

• To compete with other surgeons in the Top Gun Shoot
Out (no CME credits will be given for this competition)

Station 13: Fundamentals in
Laparoscopic Surgery (FLS)

Coordinator: Mouza Goova, MD

This station will introduce participants to SAGES
Fundamental of Laparoscopic Surgery (FLS) module. FLS
is the first national program designed to teach the physiol-

ogy, fundamental knowledge, and technical skills required
in basic laparoscopic surgery. Participants will use the
interactive CD to become familiar with the didactic com-
ponents and the lap trainer boxes to work on their skills.
This station will also allow program directors who are
considering using FLS to have hands-on time with the
module.

Objectives:
• To become familiar with the FLS module.

• To learn the key preoperative, intraoperative, and post-
operative  considerations fundamental to 
laparoscopic surgery.

• To acquire essential skills for laparoscopic surgery.

Station 14: Surgical Visualization
Coordinator: Brent Seales, PhD

Information cues available in laparoscopy and other forms
of minimally invasive surgery are impoverished relative to
cues available in open surgery.Acquiring surgical skill in
such an environment is extremely challenging.The goal of
our project is to develop and test new technologies that
will break down the barriers that block more surgeons
from attaining and continuing to practice (without injury
or pain) high levels of skill in MIS.At our station, partici-
pants will have hands-on experience with our training set-
up, including a large-scale multiple projector display.

Objectives:
• To demonstrate the advantages of several novel 

rendering and display techniques for reducing the
physical, visual, and cognitive stressors associated with
MIS.

• To introduce features of a cognitive ergonomics toolkit
that allow the assessment of outcomes such as a sur-
geon’s (or trainee’s) mental workload, distress, worry,
engagement, and situation awareness.

• To demonstrate measurement techniques that 
capture such physical outcomes as biomechanical
stress and strain.

SAGES acknowledges a generous educational grant 
in support of this educational venue from: 

Covidien

Ethicon Endo-Surgery, Inc.

Karl Storz Endoscopy-America

SAGES acknowledges contributions in-kind in support 
of this venue from: Aesculap, Inc., Allergan, Aloka
Ultrasound, Applied Medical, B-K Medical, Boston

Scientific, Cardinal Health, Cook Medical, Covidien,
Ethicon Endo-Surgery, Gore & Assoc., Immersion Medical,
Karl Storz Endoscopy-America, METI, Olympus Surgical
America, Simbionix, Simulab and Stryker Endoscopy.
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Why Join SAGES?
There are many benefits of membership in SAGES, but surgeons do not join just to get discounts
for meeting registration or reserve spaces in our basic and advanced resident courses.

Surgeons join SAGES because our primary mission is to:
• Provide revolutionary educational programs.

• Support and encourage achievement in endoscopic surgery for the surgeon.

• Promulgate guidelines in standards of practice and training that reflect up-to-date scientific data
and surgical thinking.

• Protect the interests of our patients in assuring them access to the BEST operation.

• Keep surgeons aware of innovative technology that will improve the 
practice of surgery.

• Support innovative endoscopic research.

Surgeons join because SAGES is an unconventional surgical association in the best sense of the
word. It is a collegial group in which newcomers are welcomed like long-term members of the
“family”. SAGES members “networked” before that word had been invented. If you participate, you
are valuable. If you work for the Society, you are invited into its leadership circle. SAGES is inclu-
sive while preserving quality. It is statistically more difficult to have a paper accepted for oral pres-
entation at a SAGES meeting than almost any other group. But new ideas are welcomed.We have a
service-oriented staff.When you call with a question, someone answers it or finds the answer or
helps you find out where to find the answer.This organization was founded FOR our members,
and its primary responsibility is TO our members.

What We’ve Done in a Short Time: 
SAGES (The Society of American Gastrointestinal and Endoscopic Surgeons) was founded in 
1981 to foster, promote, support, and encourage academic, clinical, and research achievement in 
gastrointestinal endoscopic surgery.The Society has grown from fewer than 50 original members 
to almost 6,000 from every state and many countries.

SAGES...
• has a representative on the American College of Surgeons Board of Governors.

• is a Nominating Member of the American Board of Surgery.

• holds a seat in the House of Delegates of the A.M.A.

• is the voice for surgery of the future.

For more information about SAGES, or to join the organization, please visit the 

on-site SAGES booth in Philadelphia, go to http://sages.org, or contact the membership

department at (310) 437-0544, ext. 110.
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Douglas Adler, MD, Assistant
Professor of Medicine, University of
Utah School of Medicine, Director of
Therapeutic Endoscopy, Univeristy of
Utah, Huntsman Cancer Center, Salt
Lake City, UT

Gina L. Adrales, MD, Assistant
Professor, Dartmouth Medical School,
Dartmouth-Hitchcock Medical
Center, Lebanon, NH

Craig T. Albanese, MD, Professor of
Surgery, Pediatrics, Obstetrics &
Gynecology, John A. & Cynthia Fry
Gunn Director of Surgical Services,
Stanford University Medical Center,
Stanford, CA

Mohamed R. Ali, Jr., MD, Assistant
Professor of Surgery, University of
California, Davis, Director of
Minimally Invasive/Robotic/Bariatric
Surgery, UC Davis Health System,
Sacramento, CA

Mehran Anvari, MD, PhD, Professor
of Surgery, McMaster University,
Director of Center for Minimal
Access Surgery, St. Joseph Hospital,
McMaster University, Hamilton,
Ontario, Canada

Maurice E. Arregui, MD, Chairman
Department of General Surgery,
Director of Adult MIS, Director of
Fellowship in Advanced La, St.
Vincent Hospital, Indianapolis, IN

Horacio J. Asbun, MD, Director of
Hepatobiliary and Pancreas Program,
John Muir Cancer Institute, Director
Advanced Minimal Access Surgery,
John Muir Health, Pleasant Hill, CA

Christopher Awtrey, MD, Instructor
in Obstetrics, Gynecology and
Reproductive Biology, Harvard
Medical School, Co-Director, Program
in Minimally Invasive Surgery,
Department of Ob/Gyn, Beth Israel
Deaconess Medical Center, Boston,
MA

Sharon L. Bachman, MD, Assistant
Professor of Clinical Surgery,
University of Missouri, Columbia, MO

Limaris Barrios, MD, Brighton, MA

David E. Beck, MD, Chirman,
Department of Colon and Rectal
Surgery, Ochsner Clinic Foundation,
New Orleans, LA

George Berci, MD, Fr.Clin.Prof.of
Surgery LAC-USC, Se.Director,
Minim.Invasive Surgery Research,
Cedars-Sinai Med.Center, Los Angeles,
CA

Simon Bergman, MD, Clinical
Assistant Professor,The Ohio State
University,The Ohio State University
Medical Center, Columbus, OH

Ramon Berguer, MD, Clinical
Professor of Surgery, University of
California Davis, Chief of Surgery,
Contra Costa Regional Medical
Center, Martinez, CA

Gudjon Birgisson, MD, Assistant
Professor of Surgery, University of
Iceland, Staff Surgeon, Landspitali-
University Hospital, Reykjavik,
Iceland

Desmond H. Birkett, MD, Clinical
Professor of Surgery,Tufts University
School of Medicine, Chairman,
Department of General Surgery,
Lahey Clinic Medical Center,
Burlington, MA

Dale Bratzler, DO, MPH, Oklahoma
City, OK

Timothy J. Broderick, MD,
Associate Professor of Surgery and
Biomedical Engineering, Director,
Center for Surgical Innovation,
University of Cincinnati Medical
Center, Cincinnati, OH

Fredrick J. Brody, MD, Associate
Professor of Surgery,The George
Washington University Medical
Center, Director of Minimally Invasive
Surgery,Washington, DC

Thomas A. Broughan, MD,
Professor and Chair, University of
Oklahoma College of Medicine,Tulsa,
Tulsa, OK

Gina Brown, MD, Honorary Senior
Lecturer,The Institute of Cancer
Research, Consultant Radiologist,The
Royal Marsden Hospital, Sutton
Surrey, United Kingdom

L. Michael Brunt, MD, Professor of
Surgery,Washington University
School of Medicine, Barnes-Jewish
Hospital, St. Louis, MO

Jo Buyske, MD, Adjunct Professor of
Surgery, University of Pennsylvania
School of Medicine,Associate
Executive Director,American Board
of Surgery, Philadelphia, PA

Darrell Campbell, Jr., MD, Chief,
Clinical Affairs, Univ. of Michigan
Health System, Professor of Surgery,
Ann Arbor, MI

Alfredo M. Carbonell, DO, Co-
Director, Division of Minimal Access
and Bariatric Surgery, Greenville
Hospital System University Medical
Cent, Greenville, SC

Paul Castellanos, MD, Associate
Professor of Sugery Div of ENT,
University of Alabama at Birmingham,
Laryngology Bronchoesphagology,
University Hospital UAB

Stephen Cattaneo, MD, Assistant
Professor of Surgery, Johns Hopkins
Medical Institutions, Baltimore, MD

Bipan Chand, MD, Cleveland Clinic
Foundation, Pepper Pike, OH

George J. Chang, MD, Assistant
Professor of Surgery, U.T. M.D.
Anderson Cancer Center, Houston,TX

Ricardo V. Cohen, MD, Director,The
Center for the Surgical Treatment of
Morbid Obesity and Metabolic
Disorders, Hospital Sao Camilo, Sao
Paulo, Brazil

John A. Coller, MD, Assistant
Clinical Professor of Surgery,Tufts
University School of Medicine, Senior
Colon and Rectal Surgeon, Lahey
Clinic, Burlington, MA

Paul Collicott, MD, Director,
Member Services,American College
of Surgeons, Chicago, IL

Peter F. Crookes, MD, Associate
Professor of Surgery, University of
Southern California,Attending
Physician, USC University Hospital,
Los Angeles, CA

Sir Alfred Cuschieri, MD, Professor
Sir, University of Dundee, Sir Alfred,
Ninewells Hospital, Dundee, United
Kingdom

Bernard Dallemagne, MD,
University Hospital of Strasbourg,
Strasbourg, France

Lord Ara Darzi, MD, Professor of
Surgery, Imperial College London,
Professor of Surgery, St Mary’s
Hospital, London, United Kingdom

Roger de la Torre, MD, Associate
Professor of Clinical Surgery,
University of Missouri, Director,
Missouri Bariatric Services, University
Hospital and Clinics, Columbia, MO
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Conor P. Delaney, MD, PhD,
Division of Colorectal Surgery, Case
Medical Center, University Hospitals
of Cleveland, Cleveland, OH

Daniel J. Deziel, MD, Professor of
Surgery, Rush University, Senior
Attending Surgeon, Rush University
Medical Center, Chicago, IL

John Dixon, MBBS, PhD, Associate
Professor, Monash University,
Melbourne,Victoria,Australia

Quan-Yang Duh, MD, Professor,
University of California, San
Francisco,Attending Surgeon,VA
Medical Center, San Francisco, San
Francisco, CA

Brian J. Dunkin, MD, Chief, Division
of Laparoendoscopic Surgery, Head,
Section of Endoscopic Surgery,The
Methodist Hospital, Houston,TX

David Bryan Earle, MD, Assistant
Professor of Surgery,Tufts UNiversity
Schiool of Medicine, Director of
Minimally Invasive Surgery, Baystate
Medical Center, Springfield, MA

David W. Easter, MD, Professor of
Clinical Surgery, University of
California at San Diego, Program
Director in Surgery, UCSD Medical
Center, San Diego, CA

Michael B. Edye, MD, Clinical
Associate Professor of Surgery, Mount
SInai School of Medicine,Associate
Attending,The Mount Sinai Hospital,
New York, New York, NY

Jonathan E. Efron, MD, Associate
Professor of Surgery, Mayo Clinic
College of Medicine, Senior Associate
Consultant Surgeon, Mayo Clinic
Arizona, Scottsdale,AZ

W. Stephen Eubanks, MD, Professor,
Chairman, Department of Surgery,
University of Missouri- Columbia,
Columbia, MO

Nicole M. Fearing, MD, Assistant
professor of surgery, University of
Missouri, MD, University Hospital,
Columbia, MO

Liane S. Feldman, MD, Associate
Professor of Surgery, McGill
University, Staff Surgeon, McGill
University Health Centre, Montreal,
PQ, Canada

Edward L. Felix, MD, Assistant
Clinical Professor of Surgery UCSF,
UCSF- Fresno, Director of Bariatric

Surgery, Clovis Hospital, Fresno, CA

George S. Ferzli, MD, Professor of
Surgery, SUNY Health Science Center,
Brooklyn, NY

Charles J. Filipi, MD, Professor of
Surgery, Creighton University, Omaha,
NE

Aaron S. Fink, MD, Professor,
Department of Surgery, Emory
University School of Medicine,
Manager, Surgical and Perioperative
Care Line,VAMC - Atlanta, Decatur,
GA

Samuel R.G. Finlayson, MD,
Associate Professor of Surgery,Vice
Chair for Academic Affairs,
Dartmouth Medical School,Attending
Surgeon, Dartmouth-Hitchcock
Medical Center, Lebanon, NH

James W. Fleshman, MD, Professor
of Surgery, Chief Section of Colon
and Rectal Surgery,Washington
University in St. Louis, St Louis, MO

Kenneth A. Forde, MD, Ferrer
Professor oEmeritus of Surgery –
Columbia University, Columbia
Presbyterian Hospital, Dobbs Ferry,
NY

Morris E. Franklin Jr, MD, Director,
Texas Endosurgery Institute, General
Surgeon, Southeast Baptist Hospital,
San Antonio,TX

Constantine Frantzides, MD,
Professor of Surgery, Northwestern
University, Director, Chicago Institute
of Minimally Invasive Surgery,
Evanston, IL

Gerald M. Fried, MD, Professor of
Surgery and Adair Chair of Surgical
Education, McGill University Faculty
of Medicine, Steinberg-Bernstein
Chair of Minimally Invasive Surgery
& Innovation, McGill University
Health Centre Hospitals, Montreal,
PQ, Canada

Pascal R. Fuchshuber, MD,
Associate Professor of Surgery, UCSF,
UCSF, MD, PhD Chief of Surgical
Oncology, Kaiser Walnut Creek
Medical Center, Moraga, CA

Michel Gagner, MD, Chairman,
Department of Surgery, Mount Sinai
Medical Center, Miami Beach, FL

Alex Gandsas, MD, Associate
Professor of Surgery, Johns Hopkins
Univeristy School of Medicine, Head,
Division of Bariatric and Minimally
Invasive Surgery, Sinai Hospital of
Baltimore, Baltimore, MD

Timothy Ganous, MD, University of
Maryland Medical System, Baltimore,
MD

Daniel P. Geisler, MD, Cleveland
Clinic Foundation, Cleveland, OH

David Geller, MD, Richard L.
Simmons Professor of Surgery,
University of Pittsburgh, Co-Director,
UPMC Liver Cancer Center,
University of Pittsburgh Medical
Center, Pittsburgh, PA

Keith E. Georgeson, MD, Professor
of Surgery, University of Alabama
School of Medicine, Director, Division
of Pediatric Surgery,The Children’s
Hospital of Alabam, Birmingham,AL

Keith Steven Gersin, MD, Associate
Professor of Surgery, University of
North Carolina, Chief-Bariatric
Surgery, Carolinas Medical Center,
Charlotte, NC

Sabastian Gilbert, MD, Assistant
Professor of Surgery,The Heart, Lung
and Esophageal Surgery Institute,
Surgical Director of Lung Volume
Reduction Surgery, UPMC
Presbyterian Hospital, Pittsburgh, PA

Carlos D. Godinez, MD, MIS Fellow,
Clinical Instructor, University of
Maryland School of Medicine, MIS
Fellow, Clinical Instructor, University
of Maryland Medical Center,
Baltimore, MD

Mouza T. Goova, MD, Fellow
Advanced Laparoscopy, UT
Southwestern Medical Center, Fellow,
Zale Hospital, Dallas,TX

Frederick L. Greene, MD, Clinical
Professor of Surgery, University of
North Carolina School of Medicine,
Chairman, Department of Surgery,
Carolinas Medical Center, Charlotte,
NC

Andrew A. Gumbs, MD, New York
Presbyterian Hospital, Columbia
University Medical Center, New York,
NY

Mohammed Hakky, MD, Cairo,
Egypt
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Randy S. Haluck, MD, Associate
Professor of Surgery,The
Pennsylvania State University, Chief
of Minimally Invasive and Bariatric
Surgery, Hershey Medical Center,
Hershey, PA

Giselle G. Hamad, MD, Assistant
Professor of Surgery, University of
Pittsburgh, Magee-Women’s of UPMC,
Pittsburgh, PA

Eric J. Hanly, MD, Fellow,
Department of Surgery, Johns
Hopkins University, Resident, Johns
Hopkins Hospital, Cockeysville, MD

Carroll M. Harmon, MD, Professor
of Surgery, Division of Pediatric
Surgery, University of Alabama at
Birmingham, Pediatric Surgeon,
Children’s Hospital of Alabama,
Birmingham,AL

Kristi Lee Harold, MD, Associate
Professor of Surgery, Mayo Clinic
Arizona,Associate Professor of
Surgery, Mayo Clinic Arizona,
Scottsdale,AZ

Jeffrey W. Hazey, MD, Assistant
Professor of Surgery,The Ohio State
University,Attending Surgeon,The
Ohio State University Medical Center,
Columbus, OH

Peter S. Hedberg, MD, Assistant
Clinical Professor of Surgery,
University of Oklahoma - Tulsa,
Medical Center of Southeastern
Oklahoma, Durant, OK

W. Scott Helton, MD, Chair of
Surgery, Hospital of Saint Raphael,
Chair of Surgery, Hospital of Saint
Raphael, New Haven, CT

Steven J. Heneghan, MD, Associate
Clinical Professor of Surgery,
Columbia University, Surgeon in
Chief, Bassett Healthcare,
Cooperstown, NY

B. Todd Heniford, MD, Professor,
University of North Carolina, Chief,
Division of Gastrointestinal and
Minimally Invasive Surgery, Carolinas
Medical Center, Charlotte, NC

Miguel Herrera, MD, Profesor of
Endocrine / Minimally Invasive
Surgery, Universidad Nacional
AutÛnoma de MÈxico,Attending
Surgeon, Instituto Nacional de la
NutriciÛn, Mexico DF, Mexico

Daniel M. Herron, MD, Associate
Professor of Surgery, Mount Sinai
School of Medicine, Chief, Bariatric
Surgery, Mount Sinai Medical Center,
New York, NY

Kelvin D. Higa, MD, Clinical
Professor of Surgery, UCSF, Director
of Minimally Invasive and Bariatric
Surgery, Fresno Heart and Surgical
Hospital, Fresno, CA

Michael D. Holzman, MD, Lester &
Sara Jayne Williams, Chair of
Academic Surgery;Associate
Professor of Surgery,Vanderbilt
University,Vanderbilt University
Medical Center, Nashville,TN

Santiago Horgan, MD, Professor of
Surgery., University of California San
Diego, Director Minimally Invasive
Surgery, UCSD Medical Center, San
Diego, CA

Karen D. Horvath, MD, Associate
Professor of Surgery,Residency
Program Director,University of
Washington Medical Center, Seattle,WA

Tracey Hull, MD, Coordinator,
Clinical Fellow Research, Cleveland
Clinic, Cleveland, OH

Eric Steven Hungness, MD,
Assistant Professor of Surgery,
Northwestern University, Chicago, IL

John Hunter, MD, Mackenzie
Professor and Chair, Dept. of Surgery,
Oregon Health & Science University,
Portland, OR

David A. Iannitti, MD, Clinical
Associate Professor of Surgery,
University of NC,Chief of
HepatoPancreaticoBiliary Surgery,
Carolinas Medical Center,Charlotte,NC

Thomas H. Inge, MD, Associate
Professor of Pediatrics and Surgery,
University of Cincinnati, Pediatric
Surgeon, Cincinnati Children’s
Hospital Medical Center, Cincinnati,
OH

Pankaj Jani, PhD, Professor,
University of Nairobi, Prof, Kenya
National  Hospital

Daniel Bougere Jones, MD,
Associate Professor, Harvard Medical
School, Chief, Minimally Invasive
Surgical Services; Director,
Simulation and Skills Center;
Director, Beth Israel Deaconess
Medical Center, Boston, MA

Anthony N. Kalloo, MD, Professor
of Medicine, Johns Hopkins
University, Chief, Gastroenterology &
Hepatology, Johns Hopkins Hospital,
Baltimore, MD

Timothy D. Kane, MD, Assistant
Professor of Surgery, University of
Pittsburgh School of Medicine,
Pediatric Surgeon; Clinical Director /
Div. of Pediatric Gen. & Thoracic
Surgery; Director, Minimall, Children’s
Hospital of Pittsburgh of UPMC,
Pittsburgh, PA

Hironori Kaneko, PhD, Professor,
Toho University, Faculty of Medicine,
Chief Surgeon of Hepato-Biliary-
Pancreatic Division, Omori Medical
Center,Toho University,Tokyo, Japan

Namir Katkhouda, MD, Professor of
Surgery, University of Southern
California, Chief, Minimally Invasive
Surgery Program, USC University
Hospital and LAC -USC Medical
Center, Los Angeles, CA

Philip O. Katz, MD, Clinical
Professor of Medicine, Jefferson
Medical College, Chairman, Division
of Gastroenterology,Albert Einstein
Medical Center, Philadelphia, PA

Ashutosh Kaul, MD, Associate
Professor of Surgery, New York
Medical College, Director Minimally
invasive and Robotic Surgery,
Westchester Medical Center,
Scarsdale, NY

Michael S. Kavic, MD, Associate
Dean for Clinical Education;
Professor fo Surgery & Vice Chair,
Department of Surgery, Northeastern
Ohio Universities College of
Medicine,Youngstown, OH

Stephen M. Kavic, MD, Assistant
Professor of Surgery, University of
Maryland, University of Maryland
Medical Center, Ellicott City, MD

Kent W. Kercher, MD, Clinical
Associate Professor of Surgery,
University of North Carolina, Chief -
Minimal Access Surgery, Carolinas
Medical Center, Charlotte, NC

Leena Khaitan, MD,Associate
Professor of Surgery,University
Hospitals,Case Medical Center,Director
of Minimally Invasive and Bariatric
Surgery,University Hospital,Geauga
Medical Center,Chagrin Falls,OH
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and Chairman,Department of
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Medicine, Chief of General and
Gastrointestinal Surgery, Keio
University Hospital,Tokyo, Japan,

Seigo Kitano, MD, Professor,
Department of Surgery I, Oita
University Faculty of Medicine,
Chairman, Oita University Hospital,
Yufu, Japan
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Professor, University of Maryland,
Director, Center for Weight
Management and Wellness, University
of Maryland Medical Center,
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Holman Professor and Chair,
Department of Surgery and Co-
Director, Biodesign Innovation
Progra, Stanford University School of
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Antonio M. Lacy, MD, Professor of
Surgery, University of Barcelona,
Chief of Gastrointestinal Surgery,
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Jacob C. Langer, MD, Professor of
Surgery, University of Toronto, Chief,
Paediatric General Surgery, Hospital
for Sick Children,Toronto, Ontario,
Canada

David W. Larson, MD, Assistant
Professor of Surgery, Mayo Clinic,
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Professor of Surgery, Dartmouth
Medical School, Chief, Division of
Minimally Invasive Surgery,
Dartmouth-Hitchcock Medical
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Karl A. Leblanc, MD, Director,
Minimally Invasive Surgery Institute;
Clinical Professor, Surgery, Minimally
Invasive Surgery Institute; Louisiana
State University, Our Lady of the Lake
Regional Medical Center, Baton
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Sang W. Lee, MD, Assistant Professor,
Weill-Cornell Medical College,
Assistant Attending, New York
Presbyterian Hospital, New York, NY

Joel Leroy, MD, Associated
Professor, University Hospital of
Starsbourg, France, MD, University
Hospital of Strasbourg, France,
Strasbourg, Cedex, France

Andy Levine, Founder and Chief
Technology Officer, GI Dynamics,
Inc.,Watertown, MA

Marc A. Levitt, MD, Associate
Professor of Surgery, University of
Cincinnati,Associate Director,
Colorectal Center, Cincinnati
Children’s Hospital, Cincinnati, OH

Emanuele Lezoche, MD, Full
Professor of Surgery, Prof., SAPIENZA
Universtity di Roma, Policlinico
Umberto I, Rome, Italy

Michael K.W. Li, MD, The University
of Hong Kong,The Chinese
University of Hong Kong, Chief of
Service, Department of Surgery,
Pamela Youde Nethersole Eastern
Hospital, Hong Kong, China

Anne Y. Lin, MD, Weston, FL

Edward Lin, DO, Director, Emory
Endosurgery Unit, Emory University
School of Medicine, Surgical Director,
Emory Bariatrics,Atlanta, GA

Cheryl A. Little, RNFA, Resource
Nurse, CMAS, St. Joseph’s Healthcare
Hamilton, Caledonia, Ontario, Canada

Demetrius E.M. Litwin, MD,
Worcester, MA

Thom E. Lobe, MD, Professor,
University of Tennessee Health
Sciences Center, Memphis,TN, Blank
Children’s Hospital, Des Moines, IA

Cedric S.F. Lorenzo, MD, Surgical
Endoscopy & Endoluminal Therapy
Fellow, Oregon Health & Science
University, N/A, Oregon Health &
Science University, Portland, OR

Barbie Lovett, RN, Endoscopic
Coordinator/Technical Supervisor ll,
Vanderbilt University Medical Center,
Nashville,TN

Kirk Allen Ludwig, MD, Associate
Professor of Surgery, Medical College
of Wisconsin, Chief of Colorectal
Surgery, Froedtert Memorial Lutheran
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James D. Luketich, MD, Henry T.
Bahnson Professor of Cardiothoracic
Surgery, University of Pittsburgh,
Chief,The Heart, Lung, and
Esophageal Surgery Institute,
University of Pittsburgh Medical
Center, Pittsburgh, PA

Bruce V. MacFadyen, Jr, MD,
Professor of Surgery, Medical College
of Surgery, Chairman of Surgery,
Hospital of the Medical College of
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Peter W. Marcello, MD, Staff
Surgeon, Department of Colon &
Rectal Surgery, Lahey Clinic,
Burlington, MA, Burlington, MA

Gerald Marks, MD, Professor,
Lankenau Institute for Medical
Research, Surgeon, Section of
Colorectal Surgery, Lankenau
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Jeffrey M. Marks, MD, Associate
Professor, Case Medical Center,
Director of Surgical Endoscopy,
University Hospital, Orange Village, OH

John H. Marks, MD, Professor,
Lankenau Institute for Medical
Research, Chief, Section of Colorectal
Surgery, Main Line Health System (3
hospitals),Wynnewood, PA

Michael R. Marohn, DO, Associate
Professor of Surgery, Johns Hopkins
University School of Medicine,
Director, Minimally Invasive Surgery
Fellowship, Johns Hopkins,
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Jose M. Martinez, MD, Assistant
Professor of Surgery, University of
Miami, Miller School of Medicine,
Chief, Section of Surgical Endoscopy,
Jackson Memorial Hospital, Miami, FL

Kai Matthes, MD, Advanced
Endoscopy Research Fellow, Harvard
Medical School, Clinical Resident,
Beth Israel Deaconess Medical
Center, Boston, MA

Brent D. Matthews, MD, Associate
Professor of Surgery, Department of
Surgery,Washington University in St
Louis, Chief, Section of Minimally
Invasive Surgery, Barnes-Jewish
Hospital, St Louis, MO

David McKalip, MD, Chair, Council
on Medical Economics, Florida
Medical Association, Neurosurgeon,
St. Petersburg, FL
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Gian L. Melotti, MD, Professor of
General Surgery, University of Modena.
Residency in General Surgery, Director
of Department of Surgery, NOCSAE
(Nuovo Ospedale Civile Sant’Agostino
Estens, Modena, Italy

W. Scott Melvin, MD, Professor of
Surgery,The Ohio State University,
Director, Center for Minimally
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Professor, Creighotn University,
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Professor, Stanford University,
Director of bariatric Surgery and
Surgical Quality, Stanford University
Medical Center, Palo Alto, CA

Nadja Muchow, RN, Clinical Practice
Coordinator, Bariatric Surgery,
University of Maryland Medical
Center, Baltimore, MD

Matthew G. Mutch, MD, Assistant
Professor of Surgery,Washington
University School of Medicine,
Barnes-Jewish Hospital, St Louis, MO

Deborah Nagle, MD, Chief, Colon &
Rectal Surgery, Roberta & Stephen R.
Weiner Dept. of Surgery, Beth Israel
Deaconess Medical Center, Boston,
MA

Paul Nagy, Associate Professor,
University of Maryland, Director of
Quality and Informatics Research,
University of Maryland Medical
Center, Baltimore, MD

Ninh Tuan Nguyen, MD, Associate
Professor of Surgery, University of
California Irvine Medical Center,
Chief, Division of Gastrointestinal
Surgery, University of California
Irvine Medical Center, Orange, CA

Yuri W. Novitsky, MD, University of
CT Health Center, Farmington, CT

Michael S. Nussbaum, MD,
Professor of Surgery and Vice Chair,
University of Cincinnati, Chief of
Staff,The University (of Cincinnati)
Hospital, Cincinnati, OH

Brant K. Oelschlager, MD, Associate
Professor, University of Washington
Department of Surgery, Seattle,WA

Allan E. Okrainec, MD, Lecturer,
University of Toronto,Active Staff -
Minimally Invasive Surgery, University
Health Network,Toronto, Ontario,
Canada

Dmitry Oleynikov, MD, Associate
Profesor of Surgery, University of
Nebraska Medical Center, Director of
Minimally Invasive and Computer
Aided Surgery, Nebraska Medical
Center, Omaha, NE

Raymond P. Onders, MD, Associate
Professor of Surgery, Case Western
Reserve University, Director of
Minimally Invasive Surgery, University
Hospitals Case Medical Center,
Shaker Heights, OH

Robert W. O’Rourke, MD, Assistant
Professor, Oregon Health and Science
University, Director, Bariatric Surgery
Program, Oregon Health and Science
University, Portland, OR

Mike Owens, MD, Assistant
Professor of Surgery, OHSU,
Providence St.Vincent Medical
Center, Columbus, OH

Juan P. Pantoja, MD, Attending
Surgeon, Instituto Nacional de
Ciencias Medicas y Nutricion, Mexico
DF, Mexico

Neely Panton, MB, BS, Clinical
Professor,Acting Head, Division of
General Surgery, University of British
Columbia, Head, Division of General
Surgery,Vancouver General Hospital,
Vancouver, Canada

Adrian E. Park, MD, Campbell &
Jeannette Plugge Professor of Surgery,
University of Maryland, Head General
Surgery, University of Maryland
Medical Center, Baltimore, MD

Eduardo Parra-Davila, MD, Assistant
Professor of Biomedical Science,
Florida Atlantic University, Director of
Minimally Invasive Surgery, Boca
Raton Community Hospital, Boca
Raton, FL

Marco G. Patti, MD, Professor of
Surgery, University of California San
Francisco, Professor of Surgery,
Moffitt-Long Hospital, Chicago, IL

Jonathan P. Pearl, MD, Assistant
Professor of Surgery, Uniformed
Services University, Staff Surgeon,
National Naval Medical Center,
Bethesda, MD

Juan Pekolj, MD, PhD., Chief HPB
Surgery Section, Hospital Italiano
Buenos Aires Argentina, Buenos Aires,
Argentina

Carlos A. Pellegrini, MD, The Henry
N. Harkins Professor and Chair,
University of Washington, Seattle,WA

Edward H. Phillips, MD, Clinical
Associate Professor of Surgery,
University of Southern California, Los
Angeles County Hospital, Executive
Vice-Chairman, Department of
Surgery, Cedars-Sinai Medical Center,
Los Angeles, CA

Jonathan L. Pierce, MD, Assistant
Professor of Surgery, University of
California Davis Medical Center,
Sacramento, CA

Andrea Pietrabissa, MD, Associate
Professor of Surgery, University of
Pisa, Pisa, Italy

Alfons Pomp, MD, Leon C. Hirsch
Professor of Surgery,Weill Medical
College of Cornell University,
Attending Surgeon, New York
Presbyterian Hospital, New York, NY
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Jeffrey L. Ponsky, MD, Professor
and Chairman, Department of
Surgery, Case Western Reserve
University School of Medicine,
University Hospitals, Case Medical
Center, Cleveland Heights, OH

Todd Ponsky, MD, Assistant
Professor of Surgery, Case Western
Reserve University, Rainbow Babies
and Children’s Hospital, Cleveland
Heights, OH

Walter Pories, MD, Professor of
Surgery, Biochemistry, Sport and
Exercise Science, Director, Metabolic
Instittute, East Carolina University,
Attending Surgeon, Pitt County
Memorial Hospital, Greenville, NC

Eric Charles Poulin, MD, Wilbert J.
Keon Professor and Chair
Department of Surgery, University of
Ottawa, Surgeon-in-Chief,The Ottawa
Hospital, Ottawa, Ontario, Canada

Benjamin K. Poulose, MD, MPH,
University Hospitals Case Medical
Center, Clinical Instructor in Surgery,
Cleveland Heights, OH

David A. Provost, MD, Associate
Professor of Surgery,The University
of Texas Southwestern Medical
Center at Dallas, Dallas,TX

Aurora Dawn Pryor, MD, Assistant
Professor of Surgery, Duke University
Medical Center, Director of Minimally
Invasive Surgery, Durham Regional
Hospital, Durham, NC

Gretchen P. Purcell, MD, PhD,
Assistant Professor of Surgery and
Biomedical Informatics,Vanderbilt
University,Assistant Professor of
Surgery,Vanderbilt Children’s
Hospital, Nashville,TN

Archana Ramaswamy, MD,
Assistant Professor of Surgery,
University of Missouri, General
Surgeon, University of Missouri
Hospital and Clinics, Columbia, MO

Bruce J. Ramshaw, MD, Associate
Professor, Surgery, University of
Missouri, Chief, General Surgery,
University of Missouri, Columbia, MO

G. V. Rao, MS, MAMS, Chief of GI
and Minimally Invasive Surgery,Asian
Institute of Gastroenterology,
Director,Asian Institute of
Gastroenterology, Sohajiguda,
Hyderabad, India

David W. Rattner, MD, Professor  of
Surgery, Harvard Medical School,
Chief Division of General and
Gastrointestinal Surgery,
Massachusetts General Hospital,
Boston, MA

Patrick R. Reardon, MD, Chief,
Division of Foregut Surgery,The
Methodist Hospital, Houston,TX

Kevin M. Reavis, MD, Assistant
Professor of Clinical Surgery,
University of California, Irvine
Medical Center, Orange, CA

William O. Richards, MD, Ingram
Professor of Surgical Sciences,
Medical Director,Vanderbilt Center
for Surgical Weight Loss, Director of
Laparoendoscopic Surgery,Vanderbilt
University Medical Center, Nashville,
TN

E. Matt Ritter, MD, Assistant
Professor of Surgery, Uniformed
Services University, Chief,
Laparoscopic Surgery, National Naval
Medical Center, Gaithersburg, MD

Patricia L. Roberts, MD, Associate
Professor of Surgery,Tufts University,
Chair, Dept of Colon and Rectal
Surgery, Lahey Clinic, Burlington, MA

Tomasz Rogula, Staff, MD, PhD,
Clinical Associate, General Surgery,
Cleveland, OH

Sergio Roll, MD, MD, PhD, Clinical
Professor of Surgery, UnicenP-School
of Medicine, Santa Rita Hospital, Sao
Paulo, Brazil

Michael J. Rosen, MD, Assistant
Professor of Surgery, Case Medical
Center, Chief, Division of
Gastrointestinal and General Surgery,
University Hospitals of Cleveland,
Cleveland, OH

Raul J. Rosenthal, MD, Assistant
Professor of Surgery, University of
South Florida, Section Head of
Minimally Invasive Surgery and
Director of the Bariatric and
Metabolic Institute, Cleveland Clinic
Florida,Weston, FL

Howard M. Ross, MD, Director,
Minimally invasive surgery Director,
Center for Inflammatory Bowel
Disease Surgery, Riverview Medical
Center, Fair Haven, NJ

James B. Rosser Jr, MD, Professor of
Clinical Surgery, Morehouse School
of Medicine, Spring,TX

John Scott Roth, MD, Assistant
Professor of Surgery, University of
Maryland, Program Director, Surgery
Residency, University of Maryland
Medical Center, Baltimore, MD

Steven S. Rothenberg, MD,
Professor of Surgery, Columbia
University, College of Physicians and
Surgeons, Chief of Pediatric Surgery,
The Rocky Mountain Hospital for
Children, Denver, CO

Richard Rothstein, MD, Professor of
Medicine, Dartmouth Medical School,
Chief, Section of Gastroenterology and
Hepatology, Dartmouth Hitchcock
Medical Center, Lebanon, NH

Francesco Rubino, MD, Associate
Professor of Surgery,Weill-Cornell
Medical College, Chief, Section of
Gastrointestinal Metabolic Surgery,
New York Presbyterian Hospital,
Strasbourg, France

Ajit K. Sachdeva, MD, Director,
Division of Education,American
College of Surgeons,Adjunct
Professor of Surgery, Feinberg School
of Medicine, Northwestern
University, Chicago, IL

Barry A. Salky, MD, Professor of
Surgery; Chief, Division of
Laparoscopic Surgery, Mount Sinai
School of Medicine,Attending
Surgeon, Mount Sinai Hospital, New
York, NY

Warren Sandberg, MD, PhD,
Associate Professor of Anaesthesia,
Harvard Medical School, Co-Program
Leader, OR of the Future Project,
Massachusetts General Hospital,
Boston, MA

Dana R. Sands, MD, Staff Surgeon,
Director Colorectal Physiology
Center, Cleveland Clinic Florida,
Weston, FL

Richard M. Satava, MD, Professor of
Surgery, University of Washingotn
Medical Center, Professor of Surgery,
University of Washington Medical
Center, Seattle,WA

Philip R. Schauer, MD, Professor of
Surgery, Lerner College of Medicine,
Director,Advanced Laparoscopic &
Bariatric Surgery, Clevleand Clinic,
Cleveland, OH
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Bruce D. Schirmer, MD, Stephen H.
Watts Professor of Surgery, University
of Virginia Health System,Vice Chair,
Department of Surgery, University of
Virginia Health System,
Charlottesville,VA

Christopher M. Schlachta, MD,
Associate Professor, University of
Western Ontario, Medical Director,
CSTAR, London Health Sciences
Centre, London, Ontario, Canada

Benjamin E. Schneider, MD,
Instructor in Surgery, Harvard
Medical School, Beth Israel
Deaconess Medical Center, Boston,
MA

Steven D. Schwaitzberg, MD,
Visiting Associate Professor of
Surgery, Harvard medical School,
Chief of Surgery, Cambridge Health
Alliance, Cambridge, MA

Guido M. Sclabas, MD, Vanderbilt
University,Vanderbilt University
Hospital, Nashville,TN

Daniel J. Scott, MD, Associate
Professor of Surgery, University of
Texas Southwestern Medical Center,
Director, Southwestern Center for
Minimally Invasive Surgery, Dallas,TX

Brent Seales, PhD, Gill Professor of
Engineering, University of Kentucky,
Lexington, KY

Don J. Selzer, MD, Assistant
Professor of Surgery, Indiana
University School of Medicine,
General Surgeon, Clarian Health
Partners, Inc., Indianapolis, IN

Christopher K. Senkowski, MD,
Associate Professor of Surgery, Mercer
University School of Medicine,
Attending in Surgery and Surgical
Critical Care, Memorial University
Medical Center, Savannah, GA

Neal E. Seymour, MD, UMASS
Medical School, Director of Surgical
Endoscopy, Berkshire Medic al
Center, Springfield, MA

Paresh C. Shah, MD, Chief of
Laparoscopic Surgery, Lenox Hill
Hospital, New York, NY

Scott A. Shikora, MD, Professor of
Surgery,Tufts University School of
Medicine, Chief, Divisions of General,
Bariatric and Minimally Invasive
Surgery,Tufts-New England Medical
Center, Sharon, MA

Allan E. Siperstein, MD, Chair,
Surgery Institute, Cleveland Clinic,
Cleveland, OH

C. Daniel Smith, MD, Professor and
Chair, Mayo School of Medicine, Mayo
Clinic - Jacksonville, Jacksonville, FL

Nathaniel J. Soper, MD, Loyal and
Edith Davis Professor and Chair of
Surgery, Northwestern University
Feinberg School of Medicine,
Surgeon-in-Chief, Northwestern
Memorial Hospital, Chicago, IL

Bruce C. Steffes, MD, Chief
Executive Officer, Pan African
Academy of Christian Surgeons,
Linden, NC

Greg V. Stiegmann, MD, Professor
of Surgery, University of Colorado
Denver School of Medicine,Vice
President Clinical Affairs, University
of Colorado Hospital,Aurora, CO

Chris Still, DO, Director, Center for
Nutrition & Weight Management,
Geisinger Health Care System,
Danville, PA

Vivian E.M. Strong, MD, Assistant
Attending Surgeon, Memorial Sloan-
Kettering Cancer Center,Assistant
Professor of Surgery,Weill Medical
College of Cornell University, New
York, NY

Paul Swain, PhD, Professor, Imperial
College London, Professor, St May’s
Hospital, London, United Kingdom

Lee L. Swanstrom, MD, Clinical
Professor of Surgery, Oregon Health
Sciences University, Director, Division
of Minimally Invasive Surgery, Legacy
Health System, Portland, OR

Patricia Sylla, MD, Assistant in
Surgery, Massachusetts General
Hospital, Minimally Invasive Surgery
Fellow, Massachusetts General
Hospital, Cambridge, MA

Zoltan Szabo, PhD, Visiting
Professor, Institute of Surgical
Research, University of Szeged
Medical School, Director, MOET
Institute, San Francisco, CA

Mark A. Talamini, MD, Professor
and Chairman, Department of
Surgery, University of California, San
Diego, Surgeon-in-Chief, UCSD
Medical Center, San Diego, CA

Eduardo Targarona, MD, Associated
Professor of Surgery,Autonomous
University of Barcelona, Chief of
Section Minimally Invasive Surgery,
Hospital de Santpau, Barcelona, Spain

Michael E. Tarnoff, MD, Assistant
Professor of Surgery,Tufts University
School of Medicine,Attending
Surgeon,Tufts Medical Center,
Sharon, MA

Keir Thelander, MD, Program
Director, Pan-African Academy of
Christian Surgeons, Medical Director,
Bongolo Hospital, Gabon,West
Central Africa

Christopher C. Thompson, MD,
Assistant Instructor of Medicine,
Harvard Medical School, Director of
Developmental Endoscopy, Brigham
and Women’s Hospital, Boston, MA

Michael R. Treat, MD, Associate
Professor of Clinical Surgery,
Columbia University, New York, NY

Joseph Trunzo, MD, Case Western
Reserve University School of
Medicine,Allen Research Scholar,
Resident, University Hospitals Case
Medical Center, Cleveland, OH

Thadeus L. Trus, MD, Associate
Professor of Surgery, University of
Rochester, Director of Minimally
Invasive Surgery, University of
Rochester Medical Center, Rochester,
NY

Shawn T. Tsuda, MD, Fellow, Beth
Israel Deaconess Medical Center,
Fellow, Beth Israel Deaconess
Medical Center, Boston, MA

Patricia L. Turner, MD, Assistant
Professor of Surgery, University of
Maryland Medical Center, Baltimore,
MD

Selman Uranues, MD, PhD,
Professor, Medical University of Graz,
University Hospital of Graz,Austria

John J. Vargo, MD, Head, Section of
Therapeutic and Hepatobiliary
Endoscopy, Cleveland Clinic
Foundation, Cleveland, OH

Ashley Vernon, MD, Instructor,
Harvard Medical School,Associate
Surgeon, Brigham & Women’s
Hospital, Boston, MA

Leonardo Villegas, MD, General
Surgery Resident, UMKC, Kansas City,
MO
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Gary C. Vitale, MD, Professor of
Surgery, University of Louisville,
University of Louisville Affiliated
Hospitals, Louisville, KY

Michelle L. Vitamvas, RN,
University of Nebraska Medical
Center, Minimally Invasive Surgery
Casemanager,The Nebraska Medical
Center, Omaha, NE

Guy R. Voeller, MD, Professor of
Surgery, University of Tennessee,
Memphis,TN

Kevin E. Wasco, MD, Co-Director
Midwest Bariatric Solutions, Surgical
Associates of Neenah/Midwest
Bariatric Solutions, Chairman of
General Surgery Subgroup
Committee,Theda Clark Hospital,
Neenah,WI

Masahiko Watanabe, PhD,
Professor, Kitasato University School
of Medicine, Surgeon, Kitasato
University Hospital, Japan

Mark J. Watson, MD, Assistant
Professor, UT Southwestern,Associate
General Surgery/Program Director,
University Hospitals, Zale Lipshey/St.
Paul, Dallas,TX

Martin Weiser, MD, Associate
Member, Memorial Sloan-Kettering
Cancer Center, New York, NY

Steven D. Wexner, MD, Professor of
Surgery, University of South Florida,
Chief of Staff, Cleveland Clinic
Florida,Weston, FL

Richard L. Whelan, MD, Associate
Professor of Surgery, Columbia
University, Chief, Section of Colon
and Rectal Surgery, New York
Presbyterian Hospital, New York, NY

Mark H. Whiteford, MD, Clinical
Assistant Professor, Oregon Health &
Science University, Legacy Portland
Hospitals, Portland, OR

Sherry M. Wren, MD, Professor of
Surgery, Stanford University, Chief,
General Surgery, Palo Alto Veterans
Health Care System, Palo Alto, CA

Mark L. Wulkan, MD, Associate
Professor of Surgery and Pediatrics,
Emory University School of
Medicine, Director of Minimally
Invasive Surgery, Children’s
Healthcare of Atlanta,Atlanta, GA

Manabu Yamamoto, MD, Director
and Chairman,Adachi Kyosai
Hospital,Tokyo, Japan

Tonia M. Young-Fadok, MD,
Professor of Surgery, Mayo Clinic,
Chair, Division of Colon and Rectal
Surgery, Mayo Clinic, Phoenix,AZ

Basil M. Yurcisin II, MD, General
Surgery Resident, UPMC-Mercy
Hospital Pittsburgh, Pittsburgh, PA

Ricardo Zorron, MD, PhD,
Professor and Chairman, Department
of Surgery, University Hospital
Teresopolis HCTCO-FESO, Rio de
Janeiro, Brazil

Natan Zundel, MD, Temple
University  Pittsburgh Campus,
Wetern Pennsylvania Hospital,
Pittsburgh, PA

SAGES 2008 Faculty List
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Brij B Agarwal
Mehran Anvari
Joshua L Argo
Maurice E.Arregui
Edward D Auyang
M Bawahab
David E. Beck
Audrey Bell
Simon Bergman
Ramon Berguer
Marc Bessler
Juliane Bingener
Thad J Boss
Alexandre Bouchard
Steven P Bowers
Dale Bratzler
Igal Breitman
Thomas A. Broughan
Jo Buyske
Darrell Campbell
Paul Castellanos
Paul Cesanek
Sricharan Chalikonda
Siong S Ching
Èlie K Chouillard
Ricardo V. Cohen
Paul Collicott
Sayra M Cristancho
Peter F. Crookes
John P Cullen
Bernard Dallemagne
Ara Darzi
Bradley Rice Davis
Brian R Davis
Aureo L De Paula
Guido De Sena
Bikash Devraj
Simon P Dexter
Daniel J. Deziel
Charles J Dolce
Quan-Yang Duh
David W. Easter
Chad R Edwards
Michael B. Edye
Jonathan E. Efron
Masao Endo
Liane S. Feldman
George S. Ferzli
Aaron S. Fink
Samuel R.G. Finlayson
Kenneth A. Forde
Constantine Frantzides
Clayton A Frenzel
Pascal R. Fuchshuber
Masaki Fukunaga
Roxana Ganescu
Mark D Gaon
Denise W Gee

Keith E. Georgeson
Sabastian Gilbert
PierCristoforo Giulianotti*
Carlos D. Godinez
Mouza T. Goova
Frederick L. Greene
Alexander J Greenstein
Monica Gualtierotti
Andrew A Gumbs
Elias Habib
Monika E Hagen
Ho-Seong Han
Eric J. Hanly
Kristi Lee Harold
Peter S. Hedberg
Steven J. Heneghan
A Katharine Hindle
Marcelo W Hinojosa
Shantha Kumara HMC
Shigenori Homma
Santiago Horgan
Karen D. Horvath
John Hunter
Woo Jin Hyung
A. Ibarzabal
Yoshifumi Ikeda
Adrian A Indar
Thomas H. Inge
Pankaj Jani
Yong-Geul Joh
Daniel Bougere Jones
Timothy D. Kane
Hironori Kaneko
Stephen M. Kavic
Jennifer E Keller
Leena Khaitan
Yashodhan S Khajanchee
Wisam Khoury
Song C Kim
Yuko Kitagawa
Seigo Kitano
S Kitano*
Shanu N Kothari
Antonio Lacy
Robert T Lancaster
Christine S Landry
David W. Larson
Chris A Learn
Gyusung Lee
Tommy H Lee
Jessica M Leers
Joel Leroy
Marc A. Levitt
Emanuele Lezoche
Michael K.W. Li
Edward Lin
Dimitrios Linos
Cheryl A. Little

Omar H Llaguna
Cedric S.F. Lorenzo
Barbie Lovett
Antonio Luiz Vasconcellos
Macedo
Michael R. Marohn
Christian Massier
David A McClusky, III
Karen McQuade
Lora Melman
W. Scott Melvin
Jerad P Miller
Rajesh Mistry
Jamie Mitchell
Sumeet K. Mittal
Mohammad Mohiuddin
Sameer Mohiuddin
Salvadore Morales-Conde
John M. Morton
Nadja Muchow
Gevorg A Mutafyan
Christopher J Myers
Paul Nagy
Vimal K Narula
Scott Q Nguyen
Michael S. Nussbaum
Takeshi Ohki
Kenoki Ohuchida
Allan Okrainec
Allan E. Okrainec
Robert W. O’Rourke
Mike Owens
Juan P. Pantoja
Neely Panton
Vittorio Paolucci
Adrian E. Park
Marco G. Patti
Eric M Pauli
Jonathan P. Pearl
Juan Pekolj
Silvana Peretta
Silvana Perretta
Carrie Y Peterson
Christian G Peyre
Jonathan L. Pierce
Andrea Pietrabissa
Todd Ponsky
Eric Charles Poulin
Aurora Dawn Pryor
Gretchen P. Purcell
G.V. Rao
Patrick R. Reardon
Kevin M. Reavis
Rocco Ricciardi
E. Matt Ritter
Patricia L. Roberts
Tom Rogula
Sergio Roll

Raul J. Rosenthal
James B. Rosser Jr
Nicol·s A. Rotholtz
Francesco Rubino
Ajit K. Sachdeva
Jose Afonso Sallet
Warren Sandberg
Abeezar Ismail Sarela
Sudip K Sarker
Bruce D. Schirmer
Guido M. Sclabas
Brent Seales
Christopher K. Senkowski
Neal E. Seymour
Bilal M Shafi
Rachit D Shah
Sajani S Shah
Scott A. Shikora
Rajeev Sinha
Douglas S Smink
C. Daniel Smith
Nathaniel J. Soper
Bruce C. Steffes
Chris Still
Vivian E.M. Strong
Patricia Sylla
Amir Szold
Miroslaw Szura
Shinya Tanimura
Eduardo Targarona
Felix I Tellez-Avila
Keir Thelander
Nelson Trelles
Thadeus L.Trus
Kazuto Tsuboi
Shawn T.Tsuda
Patricia L.Turner
Selman Uranues
Cas Van ‘t Hullenaar
Juan Carlos Vasquez
Khashayar Vaziri
Vic Velanovich
Ashley Vernon
Leonardo Villegas
Gary C.Vitale
Michelle L.Vitamvas
Kevin E.Wasco
Gary Weissenfluh
Christina P Williams
Simon K.H.Wong
Sherry M.Wren
Fumiaki Yano
Basil M.Yurcisin II
Marty Zdichavsky
Bin Zheng
Ricardo Zorron

The following presenters & faculty do not have any relevant financial relationships or significant commercial interests asso-
ciated with their participation at the 2008 annual meeting. If name is not listed below, please refer to the following pages.
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The following faculty provided information indicating they have a financial relationship with a proprietary entity produc-
ing health care goods or services, with the exemption of non-profit or government organizations and non-health care
related companies. (Financial relationships can include such things as grants or research support, employee, consultant,
major stockholder, member of speaker’s bureau, etc.)

Name Commercial Interest What was received For what role Other

Douglas Adler Boston Scientific Consulting Fee Consultant

Gina L. Adrales WL Gore Honoraria Speaking/Teaching

Mohamed R Ali Stryker Endoscopy Other Financial Benefit Other Activities Research/Fellowship 
Support

Covidien Other Financial Benefit Other Activities Fellowship Support
Cardinal Health Honoraria Consultant

Mehran Anvari Nycomed Honoraria Speaking/Teaching
Ethicon Endosurgery Honoraria Advisory Committee
Astra zeneca Honoraria Speaking/Teaching
Abbott Honoraria Speaking/Teaching

Horacio J. Asbun Doctors Company Honoraria Consultant
Gore Honoraria Speaking/Teaching

Christopher Awtrey Surgiquest Ownership Interest Advisory Committee

Sharon L Bachman W.L. Gore Contracted Research
Ethicon Endo-Surgery Grant fundng, Equiment
Covidien Honorarium Contracted Research Speaking/Teaching
Olympus Equipment donation
Ethicon Inc Honorarium Speaking and/or Teaching

Naveen Ballem Tyco Healthcare Other Financial Benefit Speaking and/or Teaching Fellowship Funding
Olympus Other Financial Benefit Consulting Olympus Equipment

Badma Bashankaev Ethicon Endosurgery Inc Other Financial Benefit Other Activities Research Grant

George Berci K.Storz Other Other Research Grant

Marc Bessler USGI Consulting Fee Consulting

Desmond H. Birkett

Arthur Bohdjalian Metacure Consulting Fee Speaking and/or Teaching

Fredrick J. Brody Ethicon, Inc. Other Other Other

L. Michael Brunt Ethicon Endosurgery Other Other Equipment support for
education

Stryker Endoscopy Other Other Grant support for 
education

Lifecell Corp Other Other Grant for research support

Alfredo M. Carbonell Ethicon Inc. Consulting Fee Advisory Committee
W.L. Gore Honoraria Speaking/Teaching
Lifecell Consulting Fee Advisory Committee

Gustavo L Carvalho SILIMED - Silicone Other Financial Benefit Consulting
Medical of Brazil

Roger de la Torre Satiety, Inc. Ownership Interest Board Member Founder and stockholder of 
Satiety, Inc.

Ethicon Endo Surgery Consulting Fee Consultant

Conor P. Delaney Covidien Consulting Fee Consultant
Adolor Consulting Fee Advisory Committee
Gore Honoraria Speaking/Teaching
Covidien Honoraria Speaking/Teaching
Covidien Other Other Research grant
Ethicon Consulting Fee Advisory Committee
Ethicon Other Other Research funding

John Dixon Allergan Health Consulting Fee Consultant The talk will be about 
weight loss and its 
effect on diabetes. 
The Lapband made 
by Allergan produces
weight loss

Novartis Australia Honoraria Advisory Committee Novartis makes 
Optifast a VLCD

Brian J Dunkin Covidien Consulting Fee Membership on Advisory
Committees or Review Panels

Ethicon Consulting Fee Consulting
Boston Scientific Honorarium Speaking and/or Teaching

David Bryan Earle Atrium Medical Consulting Fee Consultant
Covidien Other Other Educational grant for 

fellowship
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Alex Escalona GI Dynamics Consulting Fee Contracted Research

W. Stephen Eubanks Stryker Other Grant funding
Barosense Ownership Interest Other Major stockholder
Ethicon Other Other Grant funding

Nicole M. Fearing Styrker Honoraria Speaking/Teaching Resident Education/Surgeon 
Courses

WL Gore Honoraria Speaking/Teaching Resident Education/Surgeon 
Courses

Ethicon Endo-Surgery Honoraria Speaking/Teaching Resident Education/Surgeon 
Courses

Covidien Honoraria Speaking/Teaching Resident Education/Surgeon 
Courses

Arrow Other Other Residency program 
received surgical 
instruments as part of a grant

Edward L Felix Pare surgical Ownership Interest Consulting
Gore Other Financial Benefit Contracted Research Research Grant
Covidien Other Financial Benefit Other Activities Fellowship sponsor

Charles J. Filipi SafeStitch Medical Inc Salary Management Position

James W. Fleshman SurgRx Consulting Fee Consultant
Applied Medical Other research grants
NITI Other Other research grants
Ethicon Other research  grants

Morris E. Franklin Jr

Gerald M. Fried Olympus Endoscopy Other Other Research grant
Ethicon Endosurgery Other Other Research grant
Covidien Other Other Research and education grant
Storz Endoscopy Other Other Research grant

Terrence Fullum Ethicon Endo Surgery, Inc Consulting Fee Contracted Research

Michel Gagner Covidien Honoraria Speaking/Teaching
Ethicon Other Other Research grant
Olympus Other Speaking/Teaching

Manoel Galvao Neto GI Dynamics Consulting Fee Membership on Advisory
Committees or Review Panels

Ethicon Consulting Fee Consulting

Alex Gandsas Intouch Health Ownership Interest Advisory Committee

David Geller Applied Medical Consulting Fee Speaking/Teaching
Covidien Consulting Fee Speaking/Teaching
Angiodynamics Consulting Fee Speaking/Teaching
Aloka Consulting Fee Speaking/Teaching
Tissuelink Medical Consulting Fee Speaking/Teaching

Keith Steven Gersin Ethicon Endosurgery Consulting Fee Consultant
WL Gore Honoraria Speaking/Teaching
GI Dynamics Consulting Fee Advisory Committee

Randy S. Haluck Ethicon Consulting Fee Consultant
Verefi Technologies Ownership Interest Management Position

Giselle G. Hamad sanofi-aventis Honoraria Speaking/Teaching

Carroll M. Harmon Stryker Endoscopy Consulting Fee Advisory Committee

Jeffrey W. Hazey Ethicon Consulting Fee Advisory Committee

Jeffrey W. Hazey Boston Scientific Other Other Educational Grant
Stryker Other Other Research Grant
Covidien Consulting Fee Advisory Committee

W. Scott Helton LifeCell Corp Honoraria Advisory Committee
Cook Honoraria Advisory Committee
Tissue Science Other Independent Contractor
Synovis Consulting Fee Consultant
Cook Honoraria Speaking/Teaching

B. Todd Heniford W.L. Gore Honoraria Speaking/Teaching
Karl Storz Other Other Research Grant
Ethicon, Inc. Other Other Research Grant
Ethicon, Inc. Honoraria Speaking/Teaching Research Grant
Ethicon Endo Surgery Other Other Research Grant
W.L. Gore Other Other Research Grant

Miguel Herrera
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Daniel M. Herron USGI Consulting Fee Independent Contractor Research Support
Stryker Other Research grant
Ethicon Endoscurgery Other Other Educational grant
Covidien Other Other Educational grant

Kelvin D. Higa Gore Consulting Fee Consultant
Stryker Consulting Fee Advisory Committee
Ethicon Consulting Fee Consultant
Surgiquest Ownership Interest Advisory Committee
Endogastric Solutions Ownership Interest Advisory Committee

Michael D. Holzman Ethicon Endosurgery Other Other research Grants
Davol, Inc. Honoraria Speaking/Teaching
Ethicon Endosurgery Consulting Fee Consultant

Santiago Horgan Valentix Consulting Fee Consultant
Ehticon Endosurgery Consulting Fee Board Member Grant

Eric Steven Hungness Conmed Consulting Fee Consultant
Boston Scientific Consulting Fee Consultant
Terumo Consulting Fee Consultant

Anthony N. Kalloo Apollo Endosurgery IP Rights Other Founder & Equity 
holder for Apollo Endosurgery

Namir Katkhouda Storz Consulting Fee Consultant
Ethicon Endosurgery Consulting Fee Speaking/Teaching
Baxter Consulting Fee

Philip O. Katz AstraZeneca Consulting Fee Consultant
TAP Honoraria Speaking/Teaching
TAP Consulting Fee Consultant
Santarus Honoraria Speaking/Teaching
Prometheus Consulting Fee Consultant
Negma-Lerads Consulting Fee Consultant
AstraZeneca Consulting Fee/Honoraria Speaking/Teaching

Ashutosh Kaul US Surgical Other Consultant
Ethicon Other Consultant

Thomas M. Krummel Wing-Tec Ownership Interest Advisory Committee
Accuray Ownership Interest Advisory Committee
PEAK Surgical Ownership Interest Advisory Committee
Visible Productions Ownership Interest Advisory Committee
SurgRx Ownership Interest Advisory Committee

William S. Laycock Covidean Consulting Fee Advisory Committee

Karl A. Leblanc Davol Consulting Fee Consultant
WL Gore Consulting Fee Consultant

Sang W. Lee Power Medical Consulting Fee Consultant
Covidien Consulting Fee Consultant

Andy Levine GI Dynamics, Inc. Ownership Interest Employment Founder and Chief 
Technology Officer

Thom E. Lobe Neatstitch Ownership Interest Other
Visual Medical Solutions Ownership Interest Management Position

Kirk Allen Ludwig Covidien Honoraria Speaking/Teaching

James D. Luketich Alveolus Consulting Fee Other Recipient

Bruce V. MacFadyen Jr usgi Consulting Fee Consultant I have not received 
any honoria from 

USGI in the past 12 months

Peter W. Marcello Valleylab Consulting Fee Advisory Committee
Ethicon Endosurgery Consulting Fee Consultant
Covidien Honoraria Speaking/Teaching
Applied Medical Consulting Fee Advisory Committee
Olympus Consulting Fee Consultant

Eric L Marderstein US Surgical Other Financial Benefit Consulting Grant funding
Ethicon Endosurgery Other Financial Benefit Consulting Grant funding

Jacques Marescaux ENDOGASTRIC Other Other Sponsorship
SOLUTION
KARL STORZ Other Other Sponsorship
INTUITIVE SURGICAL Other Other Sponsorship
SURGIQUEST Other Other Sponsorship
COVIDIEN Other Other Sponsorship

Gerald Marks Covidien Other Speaking/Teaching Educational grant was received



www.sages.org 86

S
A

G
E

S
2

0
0

8

Name Commercial Interest What was received For what role Other

Jeffrey M. Marks Olympus Other Other research support-equipment 
Ethicon Honoraria Speaking/Teaching
Covidien Honoraria Advisory Committee
Boston Scientific Honoraria/Consulting Fee Speaking/Teaching/Consultant
W.L. Gore Honoraria Consultant

John H. Marks Surgiquest Ownership Interest Advisory Committee
Ethicon Honoraria Speaking/Teaching
Stryker Honoraria Speaking/Teaching
Wolfe Honoraria Speaking/Teaching
Covidien Honoraria Speaking/Teaching
Glaxo Smith Kline Consulting Fee Independent Contractor

Jose M. Martinez Boston Scientific Honoraria Speaking/Teaching
US Surgical Honoraria Speaking/Teaching

Kai Matthes ENDOSIM LLC Salary Management Position
NOSCAR Other Other Scientific Grant
Olympus Honoraria Speaking/Teaching

Brent D. Matthews Atrium Medical Consulting Fee Consultant
Ethicon Endosurgery Consulting Fee Consultant
WL Gore Consulting Fee Consultant

Dean J. Mikami Covidien Honoraria Speaking/Teaching
Gore Consulting Fee Consultant
Endogastric Solutions Honoraria Speaking/Teaching

Jeffrey W. Milsom Valley Lab Other Other Edcational Grant
Covidien Other Other Educational grant
Powermedical Interventions Other Other Educational grant 
Olympus Surgical America Other Other Research and 

Educational Grants

Ninh Tuan Nguyen surgiquest Consulting Fee Consultant
Power Medical Intervention Consulting Fee Consultant
Covidien Other Speaking/Teaching Research grant

Brant K. Oelschlager Endogastrics, Inc Consulting Fee Consultant
Covidien Other Other Educational grant to 

my institution
Sandhill Scientific Other Other Educational grant to 

my institution

Dmitry Oleynikov Coviden Other Grant support
Covidien Honorarium Other Activities Speaker bureau
Gore Other Grant support
Nebraska Surgical Services Ownership Interest

Raymond P. Onders Synapse Biomedical Other Other Founder of company

Francesco Palazzo Covidien Consulting Fee Speaking and/or Teaching

Eduardo Parra-Davila Ethicon Inc Honoraria Speaking/Teaching
Ethicon Inc Consulting Fee Consultant
Ethicon Endosurgery Honoraria Speaking/Teaching
On Q-pump Honoraria Speaking/Teaching
Storz Other Other
MTF Consulting Fee Consultant

Carlos A. Pellegrini Stryker Other Other received support for 
our simulation center

Edward H. Phillips EEUS Other Other educational grant, 
research grant, consultant

Erica R Podolsky Davol Honorarium Membership on Advisory
Committees or Review Panels

Ethicon Consulting Fee Membership on Advisory
Committees or Review Panels

Novare Consulting Fee Membership on Advisory
Committees or Review Panels

Alfons Pomp W.L.  Gore Associates Honoraria Speaking/Teaching
Ethicon Honoraria Consultant
Covidien Honoraria Consultant

Jeffrey L. Ponsky US Endoscopy Consulting Fee Consultant

Todd A Ponsky Stortz Consulting Fee Consulting
Valley Lab Consulting Fee Consulting

Walter Pories Johnson and Johnson Other Other
Surgical Review Corp Salary Board Member
Ethicon Endosurgery Consulting Fee Consultant

Benjamin K. Poulose Boston Scientific Salary Other Fellowship Support
Covidien Salary Other Fellowship Support

SAGES 2008 Faculty & Presenter Disclosures
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David A. Provost Allergan Honoraria Speaking/Teaching
Covidien Honoraria Speaking/Teaching

Sonia L Ramamoorthy Ethicon Other Financial Benefit Other Activities Research Grant

Archana Ramaswamy Stryker Honoraria Speaking/Teaching
Covidien Honoraria Speaking/Teaching
Ethicon, Inc Honoraria Speaking/Teaching
WL Gore Honoraria Speaking/Teaching
Ethicon Endo-Surgery Honoraria Speaking/Teaching

Bruce J. Ramshaw

David W. Rattner Olympus Honoraria Speaking/Teaching
Karl Storz Honoraria Speaking/Teaching

William O. Richards United States Surgical Other Other Research grant
Bard/Davol Other Other research grant
NDO Surgical Consulting Fee Advisory Committee
Ethicon Endosurgery Consulting Fee Consultant
Metacure Other Other research grant

Kurt Eric Roberts Covidien Consulting Fee Consulting

John R Romanelli Wilson-Cook, Inc. Other Financial Benefit Other Activities Grant Support

Michael J. Rosen covidien Consulting Fee Speaking/Teaching
Lifecell Consulting Fee Consultant

Howard M. Ross Applied Medical Honoraria Speaking/Teaching
Covidian Honoraria Speaking/Teaching
Wyeth Honoraria Consultant

John Scott Roth

Steven S. Rothenberg Storz Consulting Fee Consultant
Valleylab Consulting Fee Consultant

Richard Rothstein Barrx Other Other Research Grant
Bard/Davol Other Other Research Grant
GI Dynamics Other Other Research Grant
Olympus Consulting Fee Consultant
SafeStitch Consulting Fee Consultant
Spirus Medical Ownership Interest Advisory Committee
Boston Scientific Consulting Fee Consultant
EthiconEndoSurgical Other Other Research Grant
Ethicon EndoSurgical Consulting Fee Consultant
Boston Scientific Other Other Research Grant

Barry A. Salky Ethicon Endosurgery Honoraria Speaking/Teaching
Storz Other Other support for 

educational courses

Covidian Other Other support for research project
NeatStitch, LTD Ownership Interest Board Member

Dana R. Sands

Richard M. Satava Karl Storz Endoscopy America Consulting Fee Consultant

Philip R. Schauer Gore Consulting Fee Consultant All less than $10,000 per year
Stryker Endoscopy Honoraria Consultant
Stryker Endoscopy Honoraria Advisory Committee All less than $10,000 per year
Remedy MD Ownership Interest Other
Remedy MD Honoraria Board Member All less than $10,000 per year
Ethicon Endo-Surgery Honoraria Review Panel Scientific Advisory Board
Ethicon Endo-Surgery Consulting Fee Advisory Committee
Baxter Consulting Fee Consultant All less than $10,000 per year
Ethicon Endo-Surgery Honoraria Speaking/Teaching All less than 

$10,000.00 per year
Bard Davol Consulting Fee Consultant All less than $10,000 per year
Bard Davol Honoraria Advisory Committee Scientific Advisory Board
Barosense Honoraria Advisory Committee Scientific Advisory Board

Christopher M Schlachta Stryker Other Financial Benefit Other Activities Support for education program
Johnson & Johnson Honorarium Speaking and/or Medical Products Teaching
Johnson & Johnson Consulting Fee Advisory Committee Support for mentoring

program

Benjamin E. Schneider Covidian Honoraria Consultant
Ethicon Honoraria Consultant

Steven D. Schwaitzberg Merck Honoraria Speaking/Teaching
Stryker Honoraria Advisory Committee
Surgiquest Ownership Interest Advisory Committee
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Name Commercial Interest What was received For what role Other

Daniel J. Scott US Surgical Corporation Other Other Fellowship Program 
Support, Research and
Education 
Equipment Support

Camera Navigation IP Rights Other co-inventor, patent 
Device applied

Magnetically Anchored IP Rights Other co-inventor, patent 
Instruments (UT Southwestern) applied
US Surgical Corporation Honoraria Speaking/Teaching
Surgiquest Other Other Research grant
US Surgical Corporation Honoraria Advisory Committee

Don J. Selzer Ethicon Other Other Educational Grant
Ethicon Other Other Fellowship Grant
Ethicon Consulting Fee Consultant
Autosuture Other Other Educational Grant

Allan E. Siperstein Angiodynamics Other Speaking/Teaching

Rudolf J Stadlhuber SafeStitch Medical Ownership Interest Management Position Devices

Greg V. Stiegmann Covidien Honoraria Consultant

Sammy Sultan Allergan Other Financial Benefit Board Membership Unrestricted Research Grant

Paul Swain Given Imaging Consulting Fee Consultant
Ethicon Endosurgery Consulting Fee Consultant
USGI Medical Consulting Fee Consultant

Lee L Swanstrom USGI Other Financial Benefit Consulting research support
Boston Scientific Other Financial Benefit Contracted Research research support
Olympus Other Financial Benefit Contracted Research Research Support
Wolf Royalty Other patent
USGI Consulting Fee Consultant
Ethicon Other Speaking/Teaching education grant for institution
Applied Other Other fund Fellowship

Zoltan Szabo Karl Storz Endoscopy GmbH Consulting Fee Consultant

Mark A. Talamini Ethicon, Inc. Other Consultant Sponsored fellowship
for 1 year

Olympus, Inc Other Speaking/Teaching Travel for Frontiers of
Endoscopy 2006 
Annual Meeting

Intuitive Surgical, Inc. Other Consultant Travel to Intuitive 
Surgical, San Jose, CA

Stryker, Inc. Other Speaking/Teaching UCSD Surgical Alumni Dinner

Michael E. Tarnoff Covidien Consulting Fee Consultant

Christopher C.  Thompson US Surgical/Covidien Consulting Fee Consultant
Power Medical Other Advisory Committee Endoluminal advisory board, 

lab support
Valentx Consulting Fee Consultant
USGI Medical Consulting Fee Consultant
USGI Medical Consulting Fee Advisory Committee
BARD Consulting Fee Advisory Committee Bariatric Advisory Board
BARD Consulting Fee Consultant
BARD Other Other Research support
BARD Royalty Other Licensing Agreement
Boston Scientific Consulting Fee Consultant
Hansen Consulting Fee Consultant
Olympus Other Other Research lab support
US Surgical/Covidien Consulting Fee Advisory Committee Endoluminal Advisory Board

David S Tichansky Covidien/Autosuture Other Financial Benefit Other Activities Research Grant
Ethicon Endosurgery Other Financial Benefit Other Activities Fellowship grant

Alfonso Torquati Ellipse Technology Honorarium Board Membership
Ethicon Endosurgery Other Financial Benefit Contracted Research

Elsa B Valsdottir Coviden Honorarium Speaking and/or Teaching
Ethicon Honorarium Speaking and/or Teaching
Wolff Honorarium Speaking and/or Teaching

John J. Vargo MGI Pharma Honoraria Advisory Committee
Oridion Other Other
Olympus Honoraria Speaking/Teaching

Guy R. Voeller Covedian Honoraria Speaking/Teaching

Donald E Wenner Lapsurgical Systems LLC Intellectual Property Management Position Rights
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Steven D. Wexner Exsurgical Ownership Interest Advisory Committee
Covidien Honoraria Speaking/Teaching
Power Medical Interventions Consulting Fee Consultant
Ethicon Endosurgery Honoraria Speaking/Teaching
Intuitive Surgical Ownership Interest Speaking/Teaching
Karl Storz Endoscopy Consulting Fee Consultant
Ventrus Bioscience Consulting Fee Consultant
Power Medical Interventions Ownership Interest Consultant
Torax Medical Honoraria Advisory Committee

Richard L. Whelan Pharma Corporation Other Other Study educactional/grant
Covidien Other Speaking/Teaching Study educactional/grant
Olympus Corporation Other Study Educational/Grant
Bristol Meyers Squibb Other Study support, drug for study
Berlex Pharmaceuticals Other Speaking/Teaching Study educactional/grant
Applied Medical Other Speaking/Teaching Study educactional/grant
Oncotech Corporation Other Study educactional/grant

Mark H. Whiteford Applied Medical Honoraria Speaking/Teaching
Richard Wolf Medical Instruments Other Other Research Grant

Manabu Yamamoto Sumitomo Bakelite Co. Ltd. Consulting Fee Consultant

Tonia M. Young-Fadok Covidien Consulting Fee Advisory Committee
Covidien Other Other Grant for Lap CRS fellow

Natan Zundel Allerghan Honoraria Consultant Proctor
Ethicon Honoraria Consultant Proctor
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SAGES Social Programs
Welcome Exhibit Reception 
Date: Thursday,April 10, 2008 
Time:  5:00 PM - 7:00 PM 
Place:  Exhibit Hall A
Fee: No fee for registrants & registered guests
Dress: Business casual 

Special promotions, presentations, and entertainment.
Great food! Open bar!

Note: Children under the age of 14 will not be 
permitted in the Exhibit Hall due to safety 
considerations. 

SAGES Main Event & Annual “Sing-Off” Historic Gala
An Evening at the National Constitution Center
Date: Friday Evening,April 11, 2008

Location: National Constitution Center
Independence Mall
525 Arch Street
Philadelphia, PA 19106

Time: 7:30 PM - 11:00 PM

Dress: Casual

Fee: Included in Registration for SAGES SuperPass (Option A) and registered guests 

Tickets: $85.00 (for additional guests & Registration Options B & C) 

Transportation: Many will want to walk since the Constitution Center is about 5-6 blocks from the Marriott.
However, shuttle transportation IS available beginning 7:15 PM at the 12th Street 
entrance of the Marriott. Buses will circle all evening until the event ends.

Join us for a fabulous evening of History, Dining, Dancing and Libations at The National Constitution Center.
Located just two blocks from the Liberty Bell and Independence Hall, it is an interactive museum devoted
to the U.S. Constitution and the story of we, the people. Meet the real Ben Franklin! The evening will 
conclude with the SAGES International Sing-Off.

Dinner, Drinks, Music, Dancing 7:30 PM - 9:30 PM

SAGES Sing Off 9:30 PM - 10:30 PM

More Music, Drinks & Dancing 10:30 PM - 11:00 PM

SAGES Meet the 
Leadership Reception
for New SAGES Members, 
Residents, and Fellows
Date: Friday Evening,April 11, 2008 
Time: 6:00 PM - 7:00 PM 
Place: Philadelphia Marriott Hotel, Liberty Ballroom A
Dress: Casual
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SAGES Tours
Tour 1: Picture Perfect Countryside
Date: Thursday,April 10,2008
Time: 8:45 AM

Departs from the Marriott Hotel - 
12th Street Side

Boarding Begins:8:30 AM
Return: Approx. 4:00 PM
Fee: $95.00

Includes: Transportation via luxury motor 
coach, Entrance Fees, Lunch at Longwood Gardens
Terrace Café.

Picture Perfect Countryside is a full-day tour through the
rolling hills of Philadelphia’s spectacular countryside. Less
than an hour’s drive from Philadelphia lays the beautiful
Brandywine Valley, immortalized on canvas by many
artists, including the Wyeth family. First we will visit the
world-renowned Longwood Gardens. America’s premier
horticultural center captivates with 1,050 acres of majes-
tic gardens, natural woodlands and colorful meadows for
an hour-long private tour. After the tour we’ll have
additional time to wander at-our-own-pace the twenty

spectacular  outdoor gardens and
four acres of indoor heated green-
houses.We’ll have lunch at either
the Terrace Café or local restau-
rant. En route back to
Philadelphia, if time allows, we’ll
visit the Wyeth museum.

Significant walking; wear com-
fortable shoes and bring sun
screen.All-weather tour.

Tour 2: Treasures of the Barnes &
Philadelphia Art

Date: Friday,April 11,2008
Time: 9:45 AM

Departs from the Marriott Hotel – 
12th Street Side

Boarding Begins:9:30 AM
Returns: Approx. 3:30 PM
Fee: $90.00

Includes: Transportation via luxury motor coach,
Museum Entrance Fee. Late, lite lunch

Before we journey to the Barnes for our later morning
reserved tour, we will take a brief tour of the fabulous

Philadelphia murals and stop by the
exquisite Rodin Museum.Then we are off
to the world-renowned Barnes
Foundation. Established in 1922 and
located in a twelve-acre arboretum, the
Foundation is home to one of the world’s

largest collections of Impressionist,
Post-Impressionist and early Modern
paintings, with extensive holdings by
Picasso, Matisse, Cézanne, Renoir and
Modigliani.

The Barnes Foundation collection is
unsurpassed in breadth, quality, and depth. It is enhanced
by Greek, Roman and Egyptian antiquities, Chinese paint-
ing,African sculpture, retablos from New Mexico, Native
American pottery, and American decorative arts.After 
our visit we’ll experience the artistry of fine Philadelphia
gourmet cooking with a delicious lite lunch at a well-
known Center City restaurant.

Note: Because our Barnes
reservations are for late morn-
ing through early afternoon,
please eat a full breakfast
before we start. Lunch will 
be around 2:00PM

Shuttles depart from the Philadelphia Marriott, 
on the 12th Street side.
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Notes



Join us in Phoenix
for the SAGES 
2009 Meeting
Postgraduate Course 
& Scientific Session

April 22 - 25, 2009
Phoenix Convention Center, Phoenix, AZ

Program Chair: L. Michael Brunt, MD

• State-of-the-Art Postgraduate & 
Hands-On Courses

• Scientific Sessions & Panels

• Learning Center & International Posters

• World class faculty, as usual!

• Exhibits debut the newest in minimal
access and endolumenal technology and
equipment

• The traditional SAGES Social Events and
the International SAGES Sing-Off

• IPEG (International Pediatric Endosurgery
Group) will once again convene its meeting
concurrent to SAGES

Registration &
Program Information 

will be available 
Fall, 2008



A Guide To SAGES Resources
The following two pages detail what SAGES has to offer…current projects, initiatives,
committees, publications, courses, products, guidelines…and more!

VIDEO PROJECTS
Top 14 Project:

Developed by the SAGES Educational Resources Committee and produced by Ciné-Med, 
the Top 14 Project is a revised collection of the most common minimally invasive procedures 
performed by surgeons. To order the collection, please contact Ciné-Med at 800-515-1542 or 
visit www.cine-med.com/sages.

SAGES Pearls Project: 
This series of CD/DVD-ROM programs delivers Pearls from masters of laparoscopic surgery. 
Surgical Procedures are broken down into core steps. Each step will reveal one or more methods
as performed by the masters of laparoscopic surgery. Specially prepared commentaries are
included to enhance your understanding of each Pearl, and to help you develop your own unique
set of surgical skills.
Currently Available:
– Laparoscopic Nissen Fundoplication – Laparoscopic Sigmoid Colectomy
– Laparoscopioc Right Hemi-Colectomy – Laparoscopic Inguinal Hernia Repai
– Roux-en-Y Gastric Bypass
To order, please contact Ciné-Med at 800-515-1542 or visit www.cine-med.com/sages.

SAGES Grand Rounds: 
SAGES Grand Rounds will bring you current information on topics in the field of minimally inva-
sive surgery from some of the nation’s leading laparoscopic surgeons. Some of the SAGES Grand
Rounds features include: Grand Rounds style in depth lectures by leading experts in the field of
minimally invasive surgery; DVD-format chapter organization that allows easy viewer reference;
Video segments included in each issue to illustrate important techniques or procedures; Case 
discussions and review of difficult management problems. Issue 1: Laparoscopic Cholecystectomy
and Biliary Tract Surgery, Issue 2: Flexible Endoscopy for General Surgeons; Issue 3: Laparoscopic
Management of Acute and Chronic Abdominal Pain; Issue 4: Laparoscopic Management of
Tumors of the Stomach and Colon; Issue 5: Controversies and Techniques in Inguinal Hernia
Repair; Issue 6: Bariatric Surgery.; Issue 7: Current Management of Adrenal Tumors

Pricing Structure: You may now purchase individual SAGES Grand Rounds Episodes! With the
purchase of each episode you now have access to this episode online for one year. That means
that even if you don’t have your DVD handy you can still view the videos in that episode from
anywhere that you have access to the Internet.
To order, please contact Ciné-Med at 800-515-1542 or visit www.cine-med.com/sages.

SAGES CME Video Courses:
SAGES is pleased to bring you the latest in technology and video based medical education. This
DVD based Surgical Education currently features Post Graduate Courses previously presented in
recent SAGES meetings.
Courses Currently Available:
– Top to Bottom: GERD
– Surgeon in the Digital Age: PDA Workshop For Surgeons
– Surgeon in the Digital Age: Understanding Your Video System
– Laparoscopic Colon Course
– GERD/Re-operative Surgery/Complications
– MIS & Cancer Postgraduate Course:  Debate on Controversies in GI Cancer Surgery
– IBD Postgraduate Course:  Laparoscopic Surgery for Inflammatory Bowel Disease:  Technical Issues
* CME Available

For product details and to order please visit: www.cine-med.com/sages
or call 800-515-1542 or 203-263-0006.

SAGES On line Video Library:
The SAGES Video Library features programs presented at, or submitted to, recent SAGES Scientific
Sessions and/or Postgraduate Courses. Get quick and easy access to the entire SAGES surgical
education video library. Each procedure is narrated by leading experts in the field of minimally
invasive surgery.

SAGES Projects
FLS: The Fundamentals of Laparoscopic

Surgery Program (FLS) is an innovative
product in surgical education and skills
assessment. FLS includes a comprehensive,
multi-media CD-ROM and soon to be web-
based education module and hands-on
component designed to teach the physiolo-
gy, fundamental knowledge, clinical judg-
ment and technical skills required in the
performance of basic laparoscopic surgery.
The  study guides cover topics ranging from
laparoscopic instrumentation, energy
sources and patient selection to patient
positions, laparoscopic suturing and proce-
dural complications. It also includes an
exam to assess cognitive knowledge and
manual skills. The FLS CD-ROMs, FLS trainer
box and accessory kit are available for pur-
chase. For more information, please contact
FLS office at fls@sages.org or visit www.flspro-
gram.org. FLS Program currently available
free to every surgical residency program!

Outcomes: The SAGES Outcomes Initiative
is a general surgery outcomes tracking tool
providing user-friendly case-specific logs
that are designed to serve as your surgical
diary.  Participants enter in data via the web
or through their PDA into one or more mod-
ules including general surgery, gallbladder,
GERD, hernia, morbid obesity and colorec-
tal.  Newly added is the EGD module.  Con-
tact Jennifer Clark at jennifer@sages.org to
join today.

Legislative:  SAGES Legislative Review
Committee is actively involved in a variety of
issues affecting SAGES members including
medical liability, Pay for Performance and
reimbursement. Members of this committee
include SAGES representatives to the AMA
HOD (House of Delegates), RUC (Relative
Value Update Committee), CPT (Current Pro-
cedural Terminology), and the SQA (Surgical
Quality Alliance). SAGES is committed to pur-
suing codes through the CPT, and values
through the RUC for emerging endolumenal
techniques and technologies. This involves
working closely with the GI societies includ-
ing AGA and ASGE. SAGES sends a delega-
tion to Washington, DC each year to inform
Federal legislators of SAGES position on key
issues. For more information, please contact
Shelley Ginsberg at shelley@sages.org.



Research Grants
Every year SAGES awards research grants to
select SAGES members. Grant recipients are
presented with an award during the Annual
Meeting. Funded by industry support, SAGES
gives on average between six to nine grants
per year. Grant applications are generally
available over the Summer, with the 
deadline to apply each Fall. For more 
information, please contact Yumi Hori at
yumi@sages.org.

SAGES PUBLICATIONS
SCOPE & Mini-SCOPE: 

SCOPE, SAGES semi-annual newsletter, 
and Mini-SCOPE, a brief monthly electronic 
version, provide updates on SAGES projects
and activities, upcoming events and general
news affecting the organization. To receive
a copy of SCOPE, please contact the 
SAGES office. To subscribe to Mini-SCOPE,
send an email to: 
sages-subscribe@topica.email-publisher.com.

GUIDELINES
SAGES offers its latest guidelines online:
Guidelines for Diagnostic Laparoscopy;
Guidelines for Diagnosis, Treatment, and Use
of Laparoscopy for Surgical Problems During
Pregnancy; and Guidelines for Granting of
Privileges for Gastrointestinal Endoscopy. 
To access these and all SAGES guidelines,
please visit http://www.sages.org/publica-
tions.html#guide or to order, please contact
the SAGES office at (310) 437-0544, ext. 122. 

SAGES OTHER PRODUCTS
SAGES Patient Information Brochures: 

As a way to educate patients on certain
laparoscopic and endoscopic procedures,
the SAGES Educational Resources Commit-
tee has created several patient information
brochures, written in both English and
Spanish. Additional languages will be avail-
able soon. To order, please visit
www.sages.org.

SAGES Troubleshooting Guide: 
Double sided, laminated guide to hang in
your OR to assist OR personnel when equip-
ment problems arise.

SAGES Logo Products: 
From ties to t-shirts to hats, SAGES logo 
products are always in style.

To order all of the above, please contact the
SAGES office at (310) 437-0544 or email:
admin@sages.org.

SAGES Audiocasts:
– Safety in Bariatric Surgery Panel 

(SAGES 2007 Meeting)
– SAGES/AHS Hernia Panel Debates 

(SAGES 2007 Meeting)
– Endolumenal Therapy Panel 

(SAGES 2007 Meeting)

RESIDENT COURSES
SAGES offers courses in gastrointestinal endoscopy and laparoscopy for general surgery residents
throughout the year. Basic Courses are for 2nd and 3rd year residents and Advanced Courses are
open for 4th and 5th year residents, with one course in 2008 for Canadian residents. Attendees
must be SAGES Candidate members to attend an advanced course. For a listing of 
resident courses in 2008, please visit www.sages.org, or for more information, contact Yumi Hori
at (310) 437-0544 ext. 102 or yumi@sages.org.

SAGES BOOKS AND JOURNAL
The SAGES Manual: Fundamentals of Laparoscopy, Thoracoscopy and GI Endoscopy, 2/e, edited by
Carol Scott-Conner features an entirely new section on thoracoscopy, a greatly expanded section
on laparoscopic bariatric surgery, and new chapters on hand-assisted laparoscopy. In addition to
this new material, all chapters have been revised and updated to reflect the current state of the
art in minimally invasive surgery.

The SAGES Manual of Perioperative Care in Minimally Invasive Surgery, was edited by Drs. Richard
(Larry) Whelan, James Fleshman and Dennis Fowler. This book focuses on perioperative concepts
and strategies for successful patient management before, during and after minimally invasive sur-
gery.  From preoperative evaluation and technique selection to postoperative management, this
easy-to-read manual provides strategies that not only optimize outcomes but also ensure quality
patient care beyond the operating room.

Both books are available online at www.springeronline.com or by calling 800-SPRINGER.

New manuals on Strategic Decision Making, in a case study format, editor Carol Scott-Conner, and
Bariatric Surgery, editor Ninh Nguyen, are in development and should debut in late 2008.

SURGICAL ENDOSCOPY:
Surgical Endoscopy is SAGES official journal. To view articles on-line, visit www.sages.org.
A journal subscription is included with SAGES membership.

SAGES COMMITTEES
The following committees work towards the goals of the society. The best way to get involved in
SAGES is to volunteer for a committee. To do so, just ask! Please contact SAGES Executive Director,
Sallie Matthews, at sallie@sages.org.

AWARDS COMMITTEE*
BYLAWS COMMITTEE*
CONTINUING EDUCATION COMMITTEE
DEVELOPMENT COMMITTEE*
EDUCATIONAL RESOURCES COMMITTEE
FINANCE/ASSETS MANAGEMENT COMMITTEE*
FLEXIBLE ENDOSCOPY COMMITTEE
FUNDAMENTALS OF ENDOSCOPIC SURGERY (FES) TASK FORCE
FUNDAMENTALS OF LAPAROSCOPIC SURGERY (FLS) TASK FORCE
GUIDELINES COMMITTEE
LEGISLATIVE COMMITTEE
MEMBERSHIP COMMITTEE
OUTCOMES COMMITTEE
PROGRAM COMMITTEE
PUBLIC INFORMATION COMMITTEE
PUBLICATIONS COMMITTEE
RESEARCH AND CAREER DEVELOPMENT COMMITTEE
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DYSREGULATION OF GENE EXPRESSION WITHIN THE
PPAR PATHWAY IN OBESE PATIENTS, A Katharine Hindle
MD,Jadd Koury MD,Timothy McCaffrey PhD,Sidney Fu MD
PhD,Fred Brody MBA MD, The George Washington
University Medical Center, Washington, DC
Background: The causes of obesity are multifactorial and
may include dysregulation of certain genes, such as peroxi-
some proliferator activated receptor gamma (PPAR gamma).
When activated, the PPAR gamma pathway promotes lipid
metabolism. This study uses microarray technology to eval-
uate differential gene expression profiles in obese patients
undergoing bariatric surgery versus non-obese controls.
Methods: Blood samples from six morbidly obese patients
and four non-obese individuals (controls) were stabilized
into PaxGene tubes (PreAnalytiX) and total RNA was
extracted. 100ng of the total RNA was amplified and labeled
using the Ovation RNA Amplification System V2 with the
Ovation Whole Blood Reagent (NuGen) before hybridizing to
an Affymetrix Focus Array containing over 8500 verified
genes. The data were analyzed using an ANOVA statistical
analysis (p < 0.05) within the GeneSpring. Using the
Ingenuity program, potential pathways were identified and
real-time quantitative RT-PCR (QPCR) was used to validate
the array data.
Results: We identified 97 upregulated genes and 125 down-
regulated genes with >1.5 fold change in obese patients ver-
sus controls. Interestingly, a cluster of dysregulated genes
regarding cell metabolism and lipid formation were identi-
fied. Specifically, the PPAR gamma pathway from obese
patients showed an increased number of genes that were
dysregulated including TNF alpha. TNF alpha expression
was increased by 1.6 X in obese patients. This upregulation
was confirmed with QPCR and showed an increase of 2.8 X.
Conclusions: Microarrays are a powerful tool to identify bio-
markers for obesity by analyzing differential gene expres-
sion profiles. Although obese individuals have an over-
whelming preponderance of fat, many genes and their
respective products are dysfunctional. These dysfunctional
genes engender a cascade of pathophysiology that con-
tributes to the complications associated with the metabolic
syndrome. Our unique blood analyses confirm previous tis-
sue data from our lab and shed new light on the ensuing
cascade of gene dysfunction associated with obesity.

WOMEN’S PERCEPTIONS OF TRANS-VAGINAL NOTES
SURGERY, Carrie Y Peterson MD,Barbara Andrews NP,Sonia
Ramamoorthy MD,Santiago Horgan MD,Mark Talamini
MD,Michelle Savu MD,David Easter MD,Alana Chock
MD,John Cullen MD,Brian Sandler MD,Garth Jacobsen MD,
University of California, San Diego
Two decades ago, Minimally Invasive Surgery (MIS) was
introduced and led to a revolution in modern surgery; cur-
rently MIS procedures are the standard of care for many
surgical interventions and patients often seek out surgeons
with special training in MIS. Today, Natural Orifice
Translumenal Endoscopic Surgery (NOTES) appears to be
on the threshold of another such revolution. Its advantages
are similar to other MIS procedures, but there are no associ-
ated abdominal wall complications as there are no abdomi-
nal incisions. Trans-vaginal procedures mandate an incision
in the vaginal wall (1). To date, there is no data evaluating
women’s perceptions of such a procedure and their willing-
ness to consent for this type of surgical approach. Based
upon previously presented unpublished data by E.T.
Volkmann MD (2007) regarding the positive perceptions of
other NOTES procedures, we hypothesized that women
would be interested in trans-vaginal surgery for its advan-
tages over current MIS procedures. 100 women aged 18 to
79 years of age were given a written description of MIS and
NOTES surgery along with a 10-question survey exploring
their concerns and opinions regarding trans-vaginal surgery.
The majority of women (68%) indicated that they would
want a trans-vaginal procedure in the future. Of the women
polled, nulliparous women and those under age 45 were
most concerned with how trans-vaginal surgery may affect

a healthy sexual life and fertility issues. The majority of
women respondents indicated that they were interested in
trans-vaginal surgery because of a decreased risk of hernia
and decreased operative pain (90% and 93% respectively),
while only 39% were concerned with the improved cosmesis
of NOTES surgery. Interestingly, of the women who indicat-
ed that they would consider a trans-vaginal procedure for
themselves, 35% would not recommend the procedure to
family members (2). This likely reflects the lack of long-term
outcomes data for the procedure. Our study shows that
there is considerable public interest in NOTES surgery and
an assessment of the long-term outcomes of such proce-
dures as well as the impact of potential complications is
warranted.
References
1. Sauer M, Paulson R. Human oocyte and pre-embryo
donation: an evolving method for the treatment of infertility.
Am J Obstet Gynecol. 1990; 163:1421-1424.
2. Statistical support provided by grant MO1-RR00827 for
the UCSD General Clinical Research Center from the NCRR
of the NIH.

ENDOLUMENAL ANASTOMOSIS CREATION WITH MAG-
NETS, Gevorg A Mutafyan MD,Christopher J Myers MD,Eric
J DeMaria MD,John Evans MD,Benjamin Yellen PhD,Aurora
D Pryor MD, Endosurgery Group, Department of Surgery;
Division of Gastroenterology; Department of Mechanical
Engineering and Materials Science, Pratt School of
Engineering; Duke University, Durham, North Carolina
Objective: Creation of a safe endolumenal gastro-jejunal
anastomosis with neodymium magnets.
Background: This paper describes a new technique for per-
forming an endolumenal gastro-jejunal anastomosis using
neodymium magnets.
Methods: An experimental survival study was conducted in
seven swine with open translumenal placement of variable
shaped magnets in the stomach and jejunum. An anastomo-
sis was created between magnets in the stomach and
jejunum due to ischemia and necrosis of the underlying
trapped tissues. After a week, the animals were sacrificed in
a sterile fashion and the anastomoses were tested using
direct gastroscopic evaluation with air insufflation test.
Specimens were resected and reviewed microscopically.
Results: Five of five ring shaped magnets resulted in com-
plete anastomoses. Two non-fenestrated magnet approxi-
mations revealed the presence of a thin transparent intact
membrane, or some preserved tissue between the stomach
and jejunum on endoscopic examination and on pathology;
full anastomoses were not observed in these cases. The five
complete anastomoses were secure with negative leak tests.
Despite an uncomplicated post-operative course, a marginal
ulcer and adhesions were observed near the anastomosis in
one animal using large ring magnets.
Conclusion: Gastro-jejunal anastomoses using ring-
shaped magnets are feasible and superior to other magnet
configurations. These concepts may provide a platform for
investigators to develop purely endolumenal anastomosis in
the future.

UPPER GASTROINTESTINAL DIEULAFOY LESIONS AND
ENDOSCOPIC TREATMENT: REPORT FROM A SINGLE CEN-
TER, Felix I Tellez-Avila MSc,Gustavo Lopez-Arce
MD,Norberto C Chavez-Tapia MD,Ada M Franco-Guzman
MD,Sergio Zepeda-Gomez MD,Miguel A Ramirez-Luna MD,
Instituto Nacional de Ciencias Medicas y Nutrición Salvador
Zubirán, Mexico City, Mexico
Introduction & Aim: Considering all new endoscopic
devices, the endoscopic treatment (ET) is the standard man-
agement for Dieulafoy´s lesion (DL). Our objective was to
evaluate initial success, rebleeding, emergency surgery
need, and mortality rates of patients with DL and ET for first
time in a single center from Latin America. Material and
methods: Patients from a single third level institution seen
in five years were included. DL was defined as an active
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arterial spurting or visualization of a protruding vessel from
a minute mucosal defect (< 3 mm) and a normal surround-
ing mucosa. Results are expressed by descriptive statistics.
The differences between proportions were obtained by the
Fisher exact test or by the Chi-square test. Quantitative data
were analyzed by U-Mann-Whitney test. Results: A total of
22,283 upper gastrointestinal endoscopies were performed,
DL was observed in 20 (0.09%) patients. Eleven (55%)
patients were males; median age was 63.5 years (range 22-
86). The mean of follow-up period was 90 days (60-550
days). Lesser curvature was the most commonly localization
with 7 (35%) patients. Nine patients were treated with single
ET. Initial success, rebleeding, and emergent surgery
requirement were observed in 90%, 10%, and 15%, respec-
tively. No mortality was observed. Variables like age, gen-
der, localization of DL, hemodynamic instability, active
bleeding or type of treatment employed were not related
with any end-point. Conclusion: ET is secure and useful in
patients with DL and it must be considered as the first line
treatment modality. None objective variables were related
with initial success, rebleeding and emergent surgery
requirement.

RISK FACTORS FOR POSTOPERATIVE BLEEDING AFTER
LAPAROSCOPIC APPENDECTOMY - STAPLE SIZE MATTERS,
Jerad P Miller MD,Nabil Habash MD,Michael Bauer
MD,Matthew Campbell MD,Melinda Jack MD,Samedyar
Durrani MD,Aaron Kulwicki MD,Adam Zockowski MD,
Mount Carmel Medical Center, Columbus, Ohio
It is estimated that approximately 250,000 cases of appen-
dicitis occur annually in the United States, with a lifetime
risk of over 8% in males and 6% in females. Since the first
description of laparoscopic appendectomy by Semm in
1983, multiple studies have validated its use in the treat-
ment of acute appendicitis. The most common complication
encountered include wound infection and intraabdominal
abscesses. At our institution we have noticed a subset of
patients who develop postoperative bleeding often requiring
further intervention. We performed a retrospective case
series of all laparoscopic appendectomies performed at our
institution over a two year period. Our aim was to find the
incidence of postoperative bleeding after laparoscopic
appendectomy, to identify factors that may predispose
patients to bleeding, and what the morbidity of postopera-
tive bleeding was.
Between 1/1/05-3/1/07 a total of 711 laparoscopic appendec-
tomies were performed. We identified 23 patients (3%) with
postoperative bleeding. Of these, 74% were believed to orig-
inate from the staple line. Other cause included trocar site
bleeding, injury to the small bowel mesentery, and bleeding
from a hemorrhagic ovarian cyst. Thirty five percent of
patients who bleed required reoperation and 22% required
percutaneous drainage procedures. Nearly half of the
patients required transfusions. The majority of morbidity
was seen in the patients who bled from the staple line. We
then tried to identify risk factors associated with postopera-
tive bleeding including age, surgeon, operating time, pathol-
ogy, preoperative medications and type of staple load used
(2.0mm “grey” or 2.5mm “white”) (US Surgical) used to
divide the mesoappendix. Use of the “white” staple load
was the only statistically significant factor associated with
post operative hemorrhage following laparoscopic appen-
dectomy.
In our review this is the first study to specifically look at the
true incidence of postoperative bleeding after laparoscopic
appendectomy. This also is the first study to identify which
staple load appears to be superior even though both are
termed “vascular”. With such a significant amount of mor-
bidity associated with postoperative bleeding, the use of a
2.0mm “grey” load should be the standard of care for sur-
geons who utilize the staple technique.

THE EFFECT OF LAPROSCOPIC STAPLERS ON PORCINE
SMALL BOWEL PERFUSION., Bilal M Shafi MD,Gabriel N
Sanchez MS,Venita Chandra MD,James K Wall MD,Michael
Fierro,Carlos M Mery MD,Thomas Krummel MD,Michael
Gertner MD, Department of Surgery, Stanford University
Introduction: Few studies have been designed to assess the
performance of laparoscopic surgical staplers. This study
analyzes the effect of staples and staple height on tissue
perfusion.
Methods: Staple lines created on live porcine small bowel
segments using laparoscopic surgical staplers were tested
for perfusion using visible light spectroscopy to assess tis-
sue oxygenation. Perfusion measurements were taken on
both the serosal surface (SS) and mucosal surface (MS) of
the staple lines and are reported as percentage of oxygen
saturation. Three separate experiments were performed
comparing: (1) measurements at the staple line (n=24) and
4cm away (n=24) ; (2) staple height: white (2.5mm, n=9),
blue (3.5mm, n=9), green (4.1mm, n=6) staple loads; and (3)
position along the staple line in reference to the hinge of the
stapler: proximal (n=8), mid (n=8), and distal (n=8). Data are
reported as means; parametric tests were used for analysis.
Results: Tissue perfusion was significantly reduced at the
staple line (SS - 63%, MS - 25% ) when compared to meas-
urements away from it (SS - 77%, MS - 41%) (p<0.001).
Perfusion was also related to staple height on both the SS
and MS; white loads had the worst profile (SS - 57%, MS -
18%) when compared to blue (SS - 65%, MS - 28%) (SS -
p<0.07, MS - p < 0.1) and an even worse profile when com-
pared to green (SS - 70%, MS - 32%) (SS - p<0.01, MS - p <
0.08). The proximal end (MS - 34%) of all staple lines
showed a trend of improved perfusion when compared to
the mid portion (MS - 23%) and the distal end (MS - 17%) on
the MS. No significant difference was seen on the SS.
Conclusion: Laparoscopic surgical stapling significantly
impacts tissue perfusion in small bowel. Staple height is an
important determinant of tissue perfusion where decreasing
staple height leads to decreased tissue perfusion. This effect
is seen more so on the serosal side than on the mucosal
side of the staple line. Within the same staple line there is a
trend toward decreased perfusion when moving distally
along the staple line away from the hinge of the stapler.

ROLE OF EARLY THOROCASCOPY IN THE PENETRATING
WOUNDS OF THE CHEST, Christian Massier MD,Rapheal
Chung MD,Vinay Mathavan MD,Sanjay Thekkeurumbil
MD,Naveed Ahmed MD, Huron Hospital/Cleveland Clinic
Non life-threatening penetrating wounds of the thorax(PCW)
can be treated by tube thoracostomy(TT)alone, but incom-
plete removal of clots can delay recovery and lead to the
development of empyema. We hypothesized that use of
early thoracoscopy (TS), within 48 hours, will reduce
empyema and missed diaphragmatic injuries(DI).
Method: We performed a retrospective chart review of 82
stable patients with PCW initially treated with TT alone, and
had retained clots on CXR at 48hrs or suspision of DI. 27
patients underwent early thoracoscopy with blood evacua-
tion/pleural lavage, hemostasis and foreign body removal
were accomplished when indicated. The diaphragm was
assessed for defects, and when present, a laparoscopy per-
formed to rule out abdominal injury. 55 patients had another
TT to remove clot.
Results:

TS (27) TT (55) p-value
GSW/Stab 19/8 35/18
FB Removed** 4 0
Empyema 0 5 0.16
DI-Found/Missed 11/0 9/2
LOS (days) 5.7(3-8) 9.9(5-13) <0.05
**FB-Forgien bodies. *DI- diaphragmatic injuries.
Conclusion: Early thoracoscopy provided the means to
assess and obtain hemostasis, remove clots or foreign bod-
ies and identify diaphragmatic defects for timely interven-
tion in the abdomen. Thoracoscopy did significantly impact



www.sages.org 98

S
A

G
E

S
2

0
0

8

Residents/Fellows Scientific Abstracts Friday April 11, 2008

the length of stay by reducing time to evacuation of clot,
preventing empyema formation as well as early identifica-
tion of diaphragmatic and abdominal injuries.

EXCESS ROUX-LIMB HOOK SYNDROME - A PREVENTABLE
CAUSE OF DISABILITY AFTER LAPAROSCOPIC GASTRIC
BYPASS., Francesco Palazzo MD,Charlotte Rabl MD,Andrew
M Posselt MD,Guilherme M Campos MD, Bariatric Surgery
Program, Department of Surgery, University of California
San Francisco, San Francisco, CA.
Introduction: Laparoscopic Roux-en-Y Gastric Bypass (LGB)
is associated with a complication rate of about 10% and
early diagnosis and proper treatment leads to full recovery
in virtually all patients. Strategies to prevent technique relat-
ed complications are important and should decrease overall
morbidity rate. The aim of this study is to describe a pre-
ventable cause of disability after LGB: an excessive length of
the blind loop (hook) of the Roux limb, detail its treatment
and outcomes.
Methods: A retrospective review of a prospectively main-
tained Bariatric Surgery Database with 595 patients to
search for patients that required revisional bariatric surgery
for resection of the hook of the Roux limb for severe gas-
trointestinal symptoms after LGB. Clinical information, diag-
nostic approach, treatment and outcomes were noted.
Results: A total of three patients were identified. Two LGB
had been performed at outside institutions, while one was
performed at our institution. Average time between LGB and
symptoms was 3, 5 and 6 months. All patients underwent
preoperative gastrointestinal series and endoscopy docu-
menting an enlarged hook of the Roux limb. Surgical treat-
ment was undertaken after failure of dietary modification.
All patients underwent laparoscopic resection of the hook of
the Roux limb. The redundant blind loop measured 7cm,
10cm and 12 cm. Postoperative course was unremarkable in
all cases. Symptoms resolved promptly and at 3, 6 and 9
months follow-up all patients remain asymptomatic.
Conclusions: An excessive length of the hook of the Roux
limb may cause disabling symptoms after LGB. Diagnosis
includes standard radiographic and endoscopic evaluation.
Laparoscopic resection of the redundant loop is safe and
resulted in symptom resolution in this small case series.
Attention at avoiding a redundant blind loop of the Roux
limb during LGB can prevent this syndrome.

A COMPARISON OF PERMANENT AND NONPERMANENT
STAPLE LINE BUTTRESSING MATERIALS FOR LINEAR STA-
PLE LINES DURING LAPAROSCOPIC ROUX-EN-Y GASTRIC
BYPASS (LGBP), Scott A Shikora MD,Julie J Kim
MD,Michael E Tarnoff MD, Sajani S Shah MD, Tufts - New
England Medical Center
Objective: This study analyzed our experience with 3 differ-
ent buttressing materials for creating the gastric division
during LGBP.
Methods: From June 2001 to October 2006, 1451 consecu-
tive patients undergoing LGBP had buttressing material
used for the staple creation of the gastric pouch. Permanent
bovine pericardial strips, Peristrips Dry® (PSD) was used in
926 cases, Seamguards® (SG), a bioabsorbable product in
145 cases, and PSD Veritas®, a remodelable material, in 380
cases. All products were placed on 60mm long, 3.5 mm car-
tridges of the Endo GIA II stapler (Autosuture). Ease of use,
visual bleeding and postoperative leaks were recorded.
Results: Patient demographics were comparable for all
groups. All products were easy to use and no operative
complications were noted. Staple line bleeding was minimal
in all 3 groups. Operative time was highest in the PSD group
due to the learning curve of the LGBP and decreased to 106

minutes for the last 500 cases. There were 4 contained leaks
in Seamguard patients that were managed conservatively.
No leaks were noted in the PSD or PSD Veritas groups.

Conclusions: In this study, Seamguard had the highest leak
rate. PSD Veritas seems to have all of the beneficial traits as
the permanent PSD, but its ability to remodel and incorpo-
rate into the native tissue makes it an attractive new choice
for buttressing staple lines.

MAXIMIZING THE DONOR POOL: USE OF RIGHT KIDNEYS
AND MULTIPLE ARTERIES FOR LIVE DONOR KIDNEY
TRANSPLANTATION, Jennifer E Keller MD,Charles J Dolce
MD,Daniel Griffin,B T Heniford MD,Kent W Kercher MD,
Carolinas Medical Center
Introduction: The first laparoscopic donor nephrectomy
(LDN) was performed in 1996. Since that time, LDN is
becoming standard of care for organ procurement. Donor
and recipient outcomes have been proven equivocal for
laparoscopic and open nephrectomy. In the past, LDN was
avoided when procuring the right kidney or organs with
multiple arteries. Reviewing our experience with LDN, we
compare single versus multiple arteries and right versus left
organ procurement, demonstrating the safety and effective-
ness of LDN in approaching these cases.
Methods: We performed a retrospective review of all LDN’s
at a single institution between August 2000 and August
2007. Data collected included patient demographics, esti-
mated blood loss (EBL), need for blood transfusion, total
operative time (OT), warm ischemia time, length of stay
(LOS), and delayed graft function. Arterial supply was
assessed preoperatively via renal arteriogram or CT angiog-
raphy. Outcomes for multiple artery LDN were compared to
single artery LDN; left versus right LDN were also com-
pared. Student’s t-test and Chi-square test were used for 
statistical comparison.
Results: Two hundred eighteen LDN’s were performed dur-
ing the study period. Multiple arteries supplied the organ
procured in 34 donors. The right kidney was procured in 36
LDN’s. No significant difference in EBL, need for transfusion,
OT, or LOS was noted for multiple versus single or right ver-
sus left LDN. Warm ischemia time was significantly higher
with multiple arteries (mean= 81.7 seconds) compared to
single arteries (mean= 63.2 seconds) p = 0.0003, and for
right (mean=85.9 seconds) compared to left (mean=62.3 sec)
p = 0.0001, LDN. However, this did not translate into a signif-
icant difference in allograft function for either group with
16.7% of multiple versus 7% of single artery organs showing
delayed graft function (p = 0.182) and 13.6% of right versus
l7.4% of left kidneys showing delayed graft function (p =
0.395).
Conclusions: Presence of multiple arteries or need to pro-
cure the right kidney does not affect operative outcome of
laparoscopic donor nephrectomy. While warm ischemia
time may be higher for these select groups, this does not
result in delayed allograft function. The laparoscopic
approach should be considered standard of care even when
expansion of the donor pool includes organs with multiple
arteries and procurement of the right kidney.
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S001
ANTI-REFLUX SURGERY IS NOT TOTALLY EFFECTIVE
AGAINST ESOPHAGEAL ADENOCARCINOMA, DESPITE THE
REGRESSION OR DISAPPEARANCE OF BARRETT’S ESOPH-
AGUS IN MOST CASES - A STUDY OF 80 BARRET’S
PATIENTS., Gustavo L Carvalho PhD,Frederico W Silva
MD,Luis Henrique L Lira,Thiago G Vilaça,Gilvan Loureiro
MD,Ana Beatriz T Ramos,Flávia F de Queiroga, UNIVERSI-
DADE DE PERNAMBUCO (UPE), FACULDADE DE CI NCIAS
MÉDICAS (FCM) and CLÍNICA CIRÚRGICA
VIDEOLAPAROSCÓPICA GUSTAVO CARVALHO, RECIFE - PE,
BRAZIL.
BACKGROUND: Barrett’s Esophagus (BE) is a complication
of gastroesophageal reflux disease (GERD) and can be a
pre-malignant condition. laparascopic anti-reflux surgeries
(LARS) significantly correct physiological and anatomical
abnormalities in patients with GERD; nevertheless, there is
no consensus about its effectiveness in preventing malig-
nant transformation in patients with BE. The impact of LARS
on those suffering from BE and in particular its effect not
only on the regression of metaplasia but also on the pro-
gression of metaplasia and dysplasia toward adenocarcino-
ma is still not understood.
AIM: The objective of this study is to prospectively evaluate
clinical, endoscopic and histopathological results after
Laparoscopic Nissen Fundoplication (LapNissen) in patients
suffering from BE.
METHOD: From January 2000 to August 2007, 315 patients
suffering from GERD underwent LapNissen performed by
the same surgeon. Of these 80 (25.39%) had BE. There were
no conversions to open surgery and all patients were dis-
charged within 48 hours. Follow-up using endoscopic biop-
sy was performed in all 80 patients. Average follow-up was
46.8 months.
RESULTS: The control of symptoms was effective in 77
patients. Three patients remained symptomatic and used a
proton pump inhibitor. BE therefore remained unaltered in
these patients. Regression of BE occurred in 49 (61.25%)
patients. Of these 24 (30%) showed no further signs of BE in
endoscopic or histopathological examinations. In one
patient, who remained asymptomatic after surgery, the
degree of dysplasia increased to high-grade dysplasia and
another asymptomatic patient developed adenocarcinoma.
Both underwent endoscopic mucosectomy of the BE area.
No-one died or suffered any significant secondary complica-
tions after surgery.
CONCLUSIONS: LapNissen is safe and effective in the con-
trol of symptoms in a significant number of patients with
BE. In spite of regression occurring at a randomly high per-
centage level in patients operated and the control of GERD
attained by most patients, the development of high-grade
dysplasia and adenocarcinoma is not fully prevented by Anti
Reflux Surgery. Routine endoscopy follow up with biopsy is
highly recommended for all patients with BE after LARS.

S002
RESULTS AFTER LAPAROSCOPIC HELLER-DOR OPERATION
FOR ESOPHAGEAL ACHALASIA IN 100 CONSECUTIVE
PATIENTS, Kazuto Tsuboi MD,Fumiaki Yano MD,Nobuo
Omura,Hideyuki Kashiwagi MD,Katsuhiko Yanaga MD,
Department of Surgery, Jikei University School of Medicine,
Tokyo, Japan
Background: Laparoscopic Heller-Dor operation (LHD) has
been the procedure of choice for the treatment of
esophageal achalasia. However since, the incidence of acha-
lasia is low, at one in 100,000 in USA and Japan, reports on
the outcome of surgical treatment for such a disease are
limited. In this study, we investigated the therapeutic results
after LHD for achalasia at a single university hospital.
Methods: Between August 1994 and July 2006, a total of 100
consecutive patients (52 men and 48 women, mean age 41.9
years, range 9-82) underwent LHD in this period. The thera-
peutic results after LHD were assessed by peri- and post-
operative complications, in terms of operation time, blood
loss, post-operative hospital stay and standardized question-

naire for satisfaction (SQFS) by telephone or outpatient clin-
ic interview.
Results: According to the pre-operative esophagogram, 66
patients (66%) had spindle-type achalasia, 24 patients (24%)
had flask-type, and 13 patients (13%) had sigmoid-type. The
severity of esophageal dilatation was assessed as grade I in
7 patients (7%), grade II in 66 patients (66%) and grade III in
27 patients (27%). As to peri-operative complications, the
lower esophageal mucosal perforation occurred in 14 of the
100 patients (14%), but all of them could be suture-obliterat-
ed laparoscopically. One patient (1%) was converted to open
surgery because of the uncontrolled bleeding from the short
gastric artery. The mean operative time was 169 (range 110-
240) min and mean peri-operative blood loss was 22 (range
0-1300) ml. Blood transfusion was required in one patient
(1%). The median post-operative hospital stay was 7 (range
3-35) days. Reflux esophagitis was seen in 5 patients (5%),
which was treated successfully with a proton pump
inhibitor. The other 3 patients (3%) developed either acute
dilatation of the stomach (2%) or atelectasis (1%), which
were successfully treated by conservative management.
According to the SQSF, 77 patients rated their recovery as
Excellent, 17 as Good, 4 as Fair, and 2 as Poor, so that which
resulted in the successful rate of 94%. On the other hand,
post-operative pneumatic dilatation was required for 5
patients (5%) for inadequate improvement of dysphagia. In
addition, re-operation was required for 2 patients (2%): one
patient had intrathoracic wrap, which was repaired laparo-
scopically, and the other patient underwent subtotal
esophagectomy for a curved upper esophagus.
Conclusion: Laparoscopic Heller-Dor operation is a safe and
effective surgical treatment for esophageal achalasia.

S003
ESOPHAGEAL MANOMETRIC CHARACTERISTICS AND
OUTCOMES FOR LAPAROSCOPIC ESOPHAGEAL DIVERTIC-
ULECTOMY, MYOTOMY AND PARTIAL FUNDOPLICATION
FOR EPIPHRENIC DIVERTICULA, Jessica Quinlan,Brian
Roberston, Lora Melman MD,L M Brunt MD,Valerie J Halpin
MD,J C Eagon MD,Margaret M Frisella RN,Brent D
Matthews MD, Department of Surgery and Section of
Minimally Invasive Surgery, Washington University School
of Medicine, St. Louis, Missouri
Introduction: The purpose of this study is to characterize the
esophageal motor and lower esophageal sphincter (LES)
abnormalities associated with epiphrenic esophageal diver-
ticula and analyze outcomes for laparoscopic esophageal
diverticulectomy, myotomy and partial fundoplication.
Methods: Endoscopic, radiographic, manometric and periop-
erative records for patients undergoing laparoscopic
esophageal diverticulectomy, anterior esophageal myotomy
and partial fundoplication from 8/99-9/06 were reviewed
from an IRB-approved outcomes database. Data are given
as mean ± SD.
Results: An esophageal body motor disorder and/or LES
abnormalities were present in 11 patients with epiphrenic
diverticula; 3 patients were characterized as achalasia, 1 had
vigorous achalasia, 2 had diffuse esophageal spasm and 5
had a nonspecific motor disorder. Presenting symptoms
included chest pain (4/13), dysphagia (13/13), and regurgita-
tion (7/13). Three patients had previous Botox injections and
3 patients had esophageal dilatations. Laparoscopic
epiphrenic esophageal diverticulectomy with an anterior
esophageal myotomy was completed in 13 patients (M:F,
3:10) with a mean age of 67.6±4.2 years, BMI of 28.1±1.9
kg/m2 and ASA 2.2±0.1. Partial fundoplication was per-
formed in 12/13 patients (Dor, n=2; Toupet, n=10). Four
patients had a Type I and 1 patient had a Type III hiatal her-
nia requiring repair. Mean operative time was 210±15.1 min-
utes and mean LOS was 2.8±0.4 days. Two Grade II or high-
er complications occurred including one patient who was
readmitted on postoperative day 4 with a leak requiring a
thoracotomy, esophageal repair and gastrostomy/jejunosto-
my tubes. After a mean follow-up of 13.6±3.0 months
(range, 3-36), 2 patients complain of mild solid food dyspha-
gia and 1 patient requires a PPI for GERD symptoms.
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Conclusions: The majority of patients with epiphrenic
esophageal diverticula have esophageal body motor disor-
ders and/or LES abnormalities. Laparoscopic esophageal
diverticulectomy and anterior esophageal myotomy with
partial fundoplication is an appropriate technique with
acceptable short-term outcomes in symptomatic patients.

S004
VIDEO ASSISTED THORACOSCOPIC ESOPHAGCTOMY FOR
CARCINOMA ESOPHAGUS, Rajesh Mistry MS,Pramesh C
MS,George K MS, Tata Memorial Hospital
Introduction: Thoracoscopic esophagectomy is emerging as
an alternative to conventional open esophagectomy. It is
perceived to have advantages of reduced surgical trauma
and hence lesser postoperative morbidity. This paper pres-
ents outcome of patients undergoing thoracoscopic
esophagectomy and compares it to patients undergoing
open surgery in the same time period in the thoracic surgi-
cal service of Tata Memorial Hospital, India.
Methods and Patients: This is a retrospective analysis of a
prospective database of 107 patients with carcinoma esoph-
agus and cardia who underwent thoracoscopic esophagec-
tomy between January 2004 and August 2007. Thoracic
operative time and blood loss, total blood transfused, venti-
latory days, total hospital days, pulmonary complications,
major morbidity, anastomotic leak, hospital mortality, cirum-
ferential resection margin, number of lymph nodes harvest-
ed, and incidence of relapse were evaluated. These parame-
ters were compared with that of 236 patients undergoing
standard open surgery performed during the same time
period.
Results: Thoracoscopic esophagectomy was attempted in
132 patients and performed successfully in 107 patients
(19% conversion rate). Lung adhesions and advanced dis-
ease were the most common reasons for conversion. The
two group of patients were similar with respect to pre oper-
ative variables. The mean thoracic operative time was two
hours for both groups; mean thoracic blood loss was 300 ml
for both groups; mean blood transfused was 330 ml, (348 ml
for open surgery)mean ventilator days were 1.6 days (1.8 for
open surgery), and total hospital stay was 15 days. for both
groups The frequency of pulmonary complications was 22%
(27% for open surgery), major morbidity from any cause
was 23% (25% for open surgery), anastomotic leak rate was
6% (7% for open surgery) and hospital mortality was 5% for
both groups. A median number of 30 lymph nodes harvest-
ed (31 for open surgey) and the frequency of microscopic
positive circumferential resectionl margin was 30% (27% for
open surgery). With mean follow up period of 7.5 months
the relapse rate was 23% (16% for open surgery). The differ-
ence in the outcome measures between the two groups was
statistically not significant.
Conclusions: Thoracoscopic esophagectomy compares well
with open surgery with respect to safety and short term out-
come measures; however it fails to confirm the perceived
advantage of thoracoscopic surgery with respect to reduced
morbidity and early recovery.

S005
OUTCOME OF LAPAROSCOPIC GASTRECTOMY FOR GAS-
TRIC CANCER, Shinya Tanimura PhD,Masayuki Higashino
PhD,Yosuke Fukunaga PhD,Masashi Takemura PhD,Yoshinori
Tanaka PhD,Yushi Fujiwara PhD, Osaka City General Hospital
As less-invasive operations have been noted in recent years,
laparoscopic gastrectomy for gastric cancer has become
popular in Japan. We have performed laparoscopic gastrec-
tomy with regional lymph node dissection on 750 cases of
gastric malignancies between March 1998 and August 2007.
Here we present the outcome of laparoscopic gastrectomy
for gastric cancer..
Of all 750 cases, we evaluated the prognosis of 390 cases
who had been followed up for over 3 years (average follow
up period: 5.3 years). Distal gastrectomy was performed on
323 cases, proximal gastrectomy on 24 cases, and total gas-
trectomy on 43 cases, respectively. The indication of opera-
tion was established sT2N1 or less. D1 lymph node dissec-
tion for T1 cases (n=280) or D2 for T2 cases (n=110) was car-

ried out according to the general rule of Japanese Gastric
Cancer Association.
The final stages of the patients were as follows; stage 1A:
275, stage 1B: 51, stage2: 44, stage3A: 20. Recurrence
occurred in 18 cases (T1: 4, T2: 14). The cumulative 5 year
survival rate was 95.4%. The outcome in each stage was as
follows; stage 1A: 100%, stage 1B: 92.2%, stage2: 86.4%,
stage 3A: 60.0%. There was no significant difference
between the prognosis of laparoscopic and open gastrecto-
my patients.
In conclusion, laparoscopic gastrectomy for gastric cancer is
considered as curative as compared to the conventional
open gastrectomy.

S006
ENDOSCOPIC THERAPY FOR ESOPHAGEAL PERFORATION
OR ANASTOMOTIC LEAKAGE WITH A SELF EXPANDABLE
METALLIC STENT, Jessica M Leers MD,Carlo Vivaldi MD,Till
Herbold MD,Marc Bludau MD,Hartmut Schaefer MD,Arnulf
H Hoelscher MD,Ralf Metzger MD, Department of Visceral
and Vascular Surgery, University of Cologne, Germany.
Department of Surgery, Keck School of Medicine at USC,
Los Angeles, CA
Introduction
Leakage of the esophagus is associated with a high mortali-
ty rate and needs to be treated as soon as possible.
Therapeutic options are either surgical or conservative. We
evaluated the treatment of esophageal leaks with self
expandable metallic stents (SEMS).
Methods
Between 2002 and 2005, we included 24 consecutive
patients for iatrogenic esophageal perforation (n=11),
intrathoracic anastomotic leakage after esophagectomy
(n=10), and spontaneous tumor peforation (n=3) in our
study. All patients were treated with endoscopic placement
of a covered SEMS. Stent removal was performed 4 to 6
weeks after implantation. To exclude continuous esophageal
leakage, radiologic examination was performed after stent
implantation and removal.
Results:
In all patients, a stent could successfully be placed and
postinterventional x-ray demonstrated full coverage of the
leakage. After 4 to 6 weeks, complete closure of the
esophageal leak could be achieved in 22 patients (92%). One
patient died after stent implantation due to myocardial
infarction. The second patient with spontaneous tumor per-
foration received neoadjuvant therapy and underwent
esophagectomy with gastric pull-up. Stent migration was
not seen.
Conclusions:
Implantation of covered self expandable metallic stents in
patients with esophageal leakage is a successful alternative
for operative treatment and can lower the morbidity rate.

S007
COMPOSITE ANALYSIS OF SURGICAL REVIEW CORPORA-
TION BARIATRIC SURGERY CENTERS OF EXCELLENCE
HOSPITALS, Chris A Learn PhD,Gail D Hughes PhD,Walter
Pories MD, Surgical Review Corporation, 4800 Falls of
Neuse Road, Raleigh, NC 27609 and East Carolina
University, School of Medicine, Department of Surgery,
Greenville, NC 27858
Introduction: Surgery is currently the only effective long-
term therapy for morbid obesity and its complications. A
variety of surgical procedures can now offer durable and
safe weight control as well as previously unrealized full
remission of costly co-morbidities. This is a preliminary
investigation of patient outcomes at Bariatric Surgery
Centers of Excellence (BSCOE) Hospitals.
Methods and Procedures:
Data was analyzed from 235 SRC BSCOE Hospitals receiving
Full Approval status from August 2005 to May 2007.
Bariatric Surgery metrics for patients treated at these hospi-
tals (n = 81,100) included types and volume of various
bariatric surgical procedures performed at each hospital,
patient demographics, payer information, and 90-day
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patient outcomes. The data was analyzed using both uni-
variate and bivariate analysis.
Results: Composite aggregate data from these analyses
demonstrate significant trends in terms of surgical proce-
dure preferences (laparoscopic bypass 61%), patient
(females 83%, Caucasian 60%, average age 43 years) and
payer demographics (private insurance 78%), and 90-day
outcomes (readmission 5%, re-operation 2.5%, mortality
0.36%).
Conclusions: The collective performance of SRC BSCOE hos-
pitals in bariatric benchmarks of re-admissions, re-opera-
tions, and mortality are equivalent or superior to currently
reported values and may establish an industry standard for
optimum bariatric surgical care and patient outcomes.

S008
THE PARADOX OF THE POUCH: PROMPT EMPTYING PRE-
DICTS IMPROVED WEIGHT LOSS AFTER LAPAROSCOPIC
ROUX-Y GASTRIC BYPASS, Ehab A Elakkary MD,Joseph
Boonsiri BS,Sunkyung Yu MS,Dziura James PhD,Andrew J
Duffy MD,Kurt E Roberts MD,Robert L Bell MD, Yale
University School of Medicine
Introduction: The utility of routine upper gastrointestinal
(UGI) evaluations after laparoscopic Roux-Y gastric bypass
(LRYGB) has yet to be determined, primarily being used to
rule out a gastrojejunal leak. Additional information can be
assessed with these studies including the rate of contrast
emptying from the pouch; some patients show no or very
slow emptying while others show a faster rate of emptying.
No or slow emptying is likely due to anastomotic edema
and/or a small initial stomal diameter. The aim of this study
is to ascertain whether initial pouch emptying (or lack there-
of) predicts postoperative weight loss.
Methods: Between August 2002 and July 2006, 405 LRYGB
were performed by a single surgeon using a linear stapled
technique. Patient demographics were entered into a longi-
tudinal, prospective database. All patients had an UGI study
on postoperative day one. At one-year follow-up, 304
patients were available for analysis. The patients were divid-
ed into 2 groups: Group A, 188 patients with normal gastric
emptying, and group B, 116 patients with very slow or no
emptying of contrast. Analysis of Covariance (ANCOVA) was
used to compare weight loss between the two groups. The
following covariates were considered in all analyses: age,
gender, length of stay, and operative time. All possible inter-
actions of variables were considered in the ANCOVA mod-
els, but there were no statistically significant interactions in
the final models.
Results: There was a statistically significant difference in
weight loss between the two gastric emptying groups
adjusting for age, gender, and operative time (p = 0.007).
Subjects with prompt gastric emptying (group A) showed
more weight loss (118 lbs vs. 108 lbs) and a greater BMI
loss (mean loss of 18.04 vs. mean loss of 16.59) when com-
pared to group B patients with slow or no emptying of the
gastric pouch.
Conclusion: Many factors (psychosocial, behavioral, hor-
monal, and anatomical) influence weight loss after LRYGB.
Although we are uncertain of the mechanism, patients with
normal initial pouch emptying tend to lose more weight
than patients who initially exhibit slow or no emptying of
the gastric pouch.

S009
RETRIEVABLE INFERIOR VENA CAVA FILTERS IN HIGH RISK
PATIENTS UNDERGOING BARIATRIC SURGERY, Khashayar
Vaziri MD,Parag Bhanot MD,Eric S Hungness MD,Mark D
Morasch MD,Jay B Prystowsky MD,Alex P Nagle MD,
Northwestern Memorial Hospital Feinberg School of
Medicine, Chicago,IL
Introduction: Placement of retrievable inferior vena cava fil-
ters (IVCF) may be beneficial in high risk morbidly obese
patients undergoing bariatric procedures. Bariatric surgery
patients with a prior history of venous thromboembolism
(VTE) are at high risk for postoperative recurrent deep
venous thrombosis (DVT) and pulmonary embolism (PE).

Methods: A prospective database of morbidly obese
patients undergoing a bariatric procedure was studied from
April 2003 to May 2007. 791 patients underwent bariatric
surgery of which 30 (4%) had a prior history of VTE. These
patients underwent pre-operative venous duplex and con-
current placement of a retrievable IVCF. Patient demograph-
ics and clinical outcomes were examined. Results: The 30
patients had a mean age of 49±8 years, 12 (40%) were male
with a mean BMI of 50±8 kg/m2. 16 (53%) underwent laparo-
scopic roux-en-y gastric bypass, 10 (33%) laparoscopic
adjustable gastric band, and 4 (14%) open roux-en-y gastric
bypass. The mean operative time including IVCF placement
was 162±66 minutes. Indications for IVCF placement were
DVT in 20 (67%) and PE in 10 (33%) patients. All patients
had successful IVCF placement along with standard peri-
operative VTE prophylaxis. 29 (97%) patients had a follow
up ultrasound on mean post-operative day (POD) 19±25. 6
(21%) patients had recurrent DVT confirmed by ultrasound.
27 (90%) patients underwent a follow up venogram and 4
(15%) had significant thrombus in the IVCF. Overall, retrieval
was successful in 21 (70%) patients. 9 (30%) patients did not
undergo retrieval, 4 had significant thrombus in the filter, 4
had an above knee DVT, and 1 due to technical reasons at
the time of retrieval. 1 patient had a complication of
retrieval with a DVT at the venous access site. No PE or
mortality occurred. Conclusions: We observed a 21% inci-
dence of recurrent DVT, and 15% incidence of thrombus in
the IVCF, yet no PE occurred. IVCF retrieval was successful
in 70% with 1 complication. Concurrent IVCF placement is
safe, feasible, and an effective preventative measure in high
risk morbidly obese patients. We recommend the use of
retrievable IVCFs in conjunction with standard VTE prophy-
laxis in this patient population.

S010
OPEN LABEL, PROSPECTIVE, RANDOMIZED CONTROLLED
TRIAL OF ENDOSCOPIC DUODENAL JEJUNAL BYPASS
SLEEVE VERSUS LOW CALORIE DIET FOR WEIGHT LOSS.,
Leonardo Rodriguez MD, Alex Escalona MD,Munir Alamo
MD,Eliana Reyes MD,Luis Ibanez MD,Fernando
Crovari,Almino Ramos,Galvao Neto MD,Michael Tarnoff MD,
1Centro de Cirugía de la Obesidad, Hospital DIPRECA,
Santiago de Chile, 2 Hospital Universidad Catolica, Santiago
Chile, 3Gastro Obeso Center, Sao Paulo, Brazil, 4
Department of Surgery, Tufts-New England Medical Center,
Boston, MA.
Background: The duodenal jejunal bypass sleeve (DJBS) has
been shown to achieve a completely endoscopic duodenal
exclusion without the need for stapling or anastomosis. This
report consists of the first randomized controlled trial for
weight loss. Methods: In a 12-week, open label, prospective,
randomized study, patients received either a low fat diet and
the DJBS or a low fat diet control (no device). Twenty-five
patients were implanted with the device and 13 received the
control. The two groups were demographically similar with
a mean starting BMI of 42. Both groups received identical
counseling at baseline only which consisted of a low calorie
diet, exercise guidelines and behavior modification advice.
No additional counseling occurred in either group.
Measurements included starting and monthly body weight
and serum blood tests. The device group also had a plain
abdominal film post implant, monthly and a 4-week post
explant EGD. Results: Twenty device (80%) patients main-
tained the DJBS without a significant adverse event for the
12-week duration. At 12 weeks, the mean excess weight loss
was 22% and 5% for the device and control groups, respec-
tively (p<0.001). Five patients (20%) were endoscopically
explanted early secondary to upper GI (UGI) bleeding (n=3),
anchor migration (n=1) and sleeve obstruction (n=1). The
UGI bleeding occurred at a mean of 13.8 days post implant.
EGD was performed in each of these cases with no distinct
bleeding source identified. No blood transfusion was
required. The migration occurred on day 47 and manifested
as abdominal pain. The patient with the sleeve obstruction
presented with abdominal pain and vomiting on day 30.
Eight patients (40%) underwent the 4 week post explant
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EGD at which time mild degrees of residual duodenal
inflammation was noted. Conclusion: The DJBS achieves
noninvasive duodenal exclusion and short term weight loss
efficacy. Longer term randomized controlled sham trials for
weight loss and treatment of T2DM are underway.

S011
LONG-TERM IMPROVEMENT OF PULMONARY FUNCTION
AFTER LAPAROSCOPIC GASTRIC BYPASS SURGERY,
Marcelo W Hinojosa MD,J. Estaban Varela MD,Brian R Smith
MD,Kevin M Reavis MD,Ninh T Nguyen MD, University of
California, Irvine Medical Center
INTRODUCTION: Morbidly obese patients often have
impaired respiratory mechanics leading to restrictive lung
disease. Weight loss after bariatric surgery has been shown
to improve or resolve many obesity-related comorbidities;
however, little is know about the long-term changes in pul-
monary mechanics after bariatric surgery. We hypothesize
that pulmonary function may improve with weight loss after
laparoscopic gastric bypass.
METHODS: We examined the pulmonary function of 66 con-
secutive morbidly obese patients before and after laparo-
scopic gastric bypass. Pulmonary studies, including forced
expiratory volume in 1 second (FEV1), forced vital capacity
(FVC), peak expiratory flow (PEF), and forced expiratory vol-
ume at mid-expiratory phase (FEV 25-75), were measured
preoperatively and at 3 month intervals.
RESULTS: There were 51 females and 15 males with a mean
age of 40.6 +/- 11.3 years. The mean body mass index was
48 +/- 6.0 kg/m2. The mean percentage of excess body
weight loss at 12 months was 67.7+/- 17.9%. The mean pre-
operative pulmonary function parameters were 2.8 +/- 0.7L
for FEV1, 3.1 +/- 0.8 L for FVC, 398.2 +/- 112.6 L/min for PEF,
and 3.5 +/- 1.3 L/sec for FEV 25-75. At 12 months postopera-
tively, FEV1 increased to 10 +/-18 above preoperative value
(p=0.04), FVC increased to 7 +/- 33% above of preoperative
value (p=0.98), PEF increased to 15 +/-33% above of preoper-
ative value (p=0.08), and FEV 25-75 increased 35 +/- 40%
above preoperative value (p=0.002).
CONCLUSIONS: Following laparoscopic gastric bypass sur-
gery, there is a significant improvement in the respiratory
mechanics of morbidly obese patients. These improvements
may be more prominent in morbidly obese patient with
marginal lung function.

S012
LAPAROSCOPIC TRUNCAL VAGOTOMY FOR WEIGHT-LOSS:
A PROSPECTIVE, DUAL-CENTER SAFETY AND EFFICACY
STUDY., Thad J Boss MD,Thaddeus Trus MD,Jeffrey H
Peters MD,Marco G Patti MD,Robert R Lustig MD,John G
Kral, University of Rochester, UCSF, SUNY Downstate
OBJECTIVE: To evaluate the safety and efficacy of laparo-
scopic truncal vagotomy in morbidly obese men and
women with BMI 35-45.
METHODS: This is an open-label, prospective, dual-center
study of 30 obese patients undergoing laparoscopic truncal
vagotomy and followed every 3 months for 18 months. The
primary safety variable is the overall incidence of adverse
events. The primary efficacy variable is the percent excess
weight loss (%EWL). Responders are defined as subjects
who have lost weight, maintained over 18 months. Sections
of posterior and anterior vagus trunks were resected and
removed for pathologic review, and additional fibers were
divided. Intraoperative gastroscopy with Congo Red testing
was done to verify completeness.
RESULTS: 30 patients (26 women) with, mean pre-operative
BMI 41 kg/m2 (range: 35-49), aged 41.5 years (range: 25-54)
were operated since October 2005,with no operative compli-
cations. Adverse events include: dumping syndrome (n=3),
wound infection (n=2), other (n=5), and diarrhea (n=6). One
case of diarrhea was due to bacterial infection unrelated to
the treatment. The mean follow up at 12 months is 73%.
Weight loss efficacy variables are presented for available
data at 12 months on 16 patients.

LapVx Study
Time N %EWL Kg Loss
12 M/All 16 16.0 7.1
12 M/Responders 14 19.6 8.9
CONCLUSION: These preliminary results indicate that
laparoscopic truncal vagotomy is safe and may be an effec-
tive treatment for obesity.

S013
THE IMPACT OF THE LIBERAL USE OF CT IN THE WORK UP
OF ACUTE APPENDICITIS, Omar H Llaguna MD,Dimitrios
Avgerinos MD,Andrew Cha BA,Richard Friedman MD,Burton
G Surick MD,I. Michael Leitman MD, Beth Israel Medical
Center - Department of Surgery
Background:
Acute appendicitis has historically been considered a clinical
diagnosis, necessitating a CT scan only in the face of equiv-
ocal signs and symptoms. The purpose of this study is to
determine whether or not the liberal use of CT in the work
up of acute appendicitis results in a decreased negative
appendectomy rate (NAR).
Methods:
The medical records of 940 consecutive patients who under-
went emergency appendectomy between January 2002 and
December 2006 were reviewed. Data collected included
patient demographics, length of stay (LOS), results of con-
trast enhanced CT scans, emergency department (ED) work
up time, and final pathology.
Results:
During the study period 940 patients (mean age 34.5±16.7
years, 53% males) underwent emergency appendectomy
(64% laparoscopic). Eight hundred thirteen (86% patients,
50% males) underwent pre-operative CT scans. Final pathol-
ogy was 76.1% acute appendicitis, 10% acute appendicitis
with perforation, 7.7% gangrenous appendicitis, 1.2% acute
appendicitis with abscess, 0.7% chronic appendicitis, and
4.3% negative for appendicitis. No difference was noted in
the overall appendicitis rate by gender in the CT (Fishers
exact test, p=0.96) or non-CT group (Fishers exact test,
p=0.75). Similarly, no difference was noted by age (CT
p=0.14, non-CT p=0.26). The NAR was lower for the CT
group (3.4%) compared to the non-CT group (9.4%)
(p=0.002). The NAR did not differ significantly by gender
(Fishers exact test, p=0.491). Despite prolonging the ED
work up time by 4.3 hours, the perforation rate did not differ
between the CT (9.5%) and non-CT (12.6%) groups (p=0.30),
nor did the LOS (3.67 vs. 3.63 days, p= 0.92). The sensitivity,
specificity, negative predictive value, and positive predictive
value of CT scans was 99%, 61%, 68%, and 99%, with an
overall accuracy of 98%. The positive and negative likeli-
hood ratios were 2.52 and 0.02 respectively. The ROC for CT
scans in predicting appendicitis was 79.8% (95% CI: 76.9%,
82.5%).
Conclusions:
The use of CT in the work up of acute appendicitis is associ-
ated with a lower negative appendectomy rate, independent
of gender and age. The additional time spent obtaining a CT
does not appear to increase the risk of perforation nor
increase the LOS.

S014
MINIMALLY INVASIVE COLON RESECTION IS ASSOCIATED
WITH INCREASED SVEGFR1 AND DECREASED SVEGFR2
PLASMA LEVELS EARLY AFTER SURGERY; THE NET
IMPACT IS DECREASED BINDING OF FREE VEGF WHICH
MAY ACCOUNT FOR INCREASED PLASMA VEGF LEVELS
EARLY POST SURGERY, Shantha Kumara HMC
PhD,Hoffman A MD,Luchtefeld M MD,Kalady M MD,Hyman
N MD,Feingold D MD,Baxter R BS,Whelan RL MD, Columbia
University College of Physician & Surgeons, New York, New
York; Spectrum Health Hospital, Grand Rapids, Michigan;
The Cleveland Clinic Foundation, Cleveland Ohio; Fletcher
Allen Health Care, Burlington, Vermont
Introduction: Plasma VEGF levels are increased after mini-
mally invasive colorectal resection (MICR) for both benign
and malignant disease. VEGF, which is critical to both
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wound healing and tumor growth, induces angiogenesis by
binding to endothelial cell bound VEGF-Receptor 1 (VEGFR1)
and VEGF-Receptor 2 (VEGFR2). Soluble VEGF-Receptor-1
(sVEGFR1) and soluble VEGF-Receptor-2 (sVEGFR2), which
are not capable of signal transduction, bind VEGF in the
bloodstream and decrease the levels of free VEGF in the
plasma, thus, decreasing VEGF’s proangiogenic effect. To
better understand the etiology of the surgery-related VEGF
increase it is necessary to determine surgery’s effect on
sVEGFR1 and sVEGFR2. The purpose of this study was to
assess the plasma levels of these 2 proteins after MICR for
non-malignant indications.
Methods: Blood samples were obtained preoperatively
(preop) and on postoperative day (POD) 1 and 3 in patients
undergoing MICR for benign indications (n=24). In 8 patients
a 4th specimen was obtained between POD 7 and 13.
sVEGFR1 and sVEGFR2 levels were determined via ELISA.
The mean and SD were determined for each parameter and
time point. The POD 7-13 specimens were bundled and con-
sidered as one time point. t-test was used for the analysis
and inverse transformation was performed to transform
sVEGFR1data to normal distribution. (Significance level
p<0.05).
Results: The preop mean sVEGFR2 value (9562 pg/ml,+/-
2175 ) was much higher than the sVEGFR1 result (150 pg/ml,
+/-149). In regards to sVEGFR2, the POD 1 (7297 pg/ml, +/-
2250) and POD 3 (7481 pg/ml, +/- 2305) results were signifi-
cantly lower than preop. In contrast, when compared to
preop values, sVEGFR1 levels were significantly higher on
POD 1 (226 pg/ml, +/- 149) and remained elevated on POD 3
(177 pg/ml,+/- 98, p=0.052). There was no difference from
baseline noted for either protein at the POD 7-13 time point.
Conclusions: MICR significantly decreased sVEGFR2 levels
while it increased sVEGFR1 levels on POD 1 and 3. Because
of the much higher preop sVEGFR2 value, the net effect is to
decrease free VEGF binding in the blood. Whereas late
postop plasma VEFG elevations may be secondary to
wound healing, the increase in plasma VEGF levels noted
early post op may be related to the sVEGFR2 changes which
are short lived.

S015
DOES INCISION LENGTH HAVE ANY IMPACT ON SHORT
TERM BENEFITS OF LAPAROSCOPIC COLON SURGERY?, A
Bouchard,E Sabri,J Mamazza,EC Poulin,RP Boushey,
Minimally Invasive Surgery Research Group, The Ottawa
Hospital, Ottawa, Canada
INTRODUCTION: With the recent introduction of hand-assist
devices in laparoscopic colorectal surgery, there is renewed
interest in the impact of incision length. The aim of this
study is to define the impact of incision length on short-
term postoperative outcomes.
METHODS: Consecutive patients undergoing laparoscopic
left-sided colorectal resection by 4 surgeons from 4 different
academic centers from 1991 to 2005 were retrieved from a
prospectively-collected database. The association between
incision length and patient characteristics, diagnosis and
perioperative outcomes were analyzed, using logistic
regression, Spearman correlation coefficient and Wilcoxon
test.
RESULTS: 459 laparoscopic colon resection (left, sigmoid,
anterior and low anterior) were retrieved. 111 patients were
excluded (77 for missing data on incision length, 19 convert-
ed to open surgery, 15 with incision length ¡?9 cm were con-
sidered open). A total of 348 cases were included in this
study. Mean incision length was 5.03±1.07 cm. The majority
of operations were performed for malignant disease (n=176,
52%). Increasing weight is directly correlated with increasing
incision length (p=0.0002). Mean of incision length is slightly
longer in males (5.2 cm) than in females (4.85 cm,
p=0.0029). Age, previous surgery, diagnosis (including
malignancy) and days to discharge from hospital showed no
significant relationship with incision length up to 9 cm. No
association was observed between the incision length and
intraoperative (p=0.25) and postoperative complications
(p=0.54) using the logistic regression test.

CONCLUSION: Patients with larger extraction incision (up to
9 cm) may have the same short-term benefits of laparoscop-
ic surgery than smaller incision group. To keep the short-
term benefits of laparoscopy, surgeons should try to com-
plete left colon surgery using minimally invasive techniques
even when larger extraction incision is needed.

S016
A MULTICENTER STUDY ON 1057 CASES OF LAPAROSCOP-
IC SURGERY FOR RECTAL CANCER, Masaki Fukunaga
MD,Nobuyuki Miyajima MD,Masahiko Watanabe MD,Junichi
Tanaka,Junji Okuda MD,Masazumi Okajima MD,Fumio
Konishi MD, Department of Surgery, Juntendo University
Urayasu Hospital and Japan Society of Laparoscopic
Colorectal Surgery
Background: The purpose of this study is to clarify of the
safety and the feasibility of the short-term and long-term
results of the laparoscopic surgery for patients with rectal
cancer from the accumulated data of 28 leading hospitals in
Japan.
Methods: From May 1994 to February 2006, this study group
comprised 1057 patients with rectal cancer located at mid-
dle, lower rectum who underwent laparoscopic surgery.
Data including morbidity and mortality was obtained and 3-
year survival rates were calculated by the Kaplan-Meier
method according to the location of the tumor and the UICC
staging.
Results: There were 665 males and 392 females.
Laparoscopic procedures consisted of 888 anterior resec-
tion, 107 abdominoperineal resection, 50 inter-sphincteric
resection and 10 Hartmann. Total postoperative morbidity
rate was 23.2% and 30-day mortality was not experienced.
There were 83 stage 0 cancers, 495 stage I, 197 stage II, 230
stage III and 52 stage IV. Median operation time was 270
minutes (122-789 min.) and it took significantly longer time
in Rb/P than Ra tumor (p<0.001) and APR/ISR than AR
(p<0.001). Intraoperative blood loss was 90ml. Three-year
disease-free survival rate was 89.4% (100% for stage 0,
94.6% for stage I 82.1% for stage II and 79.7% for stage III).
Conclusions: Our data indicate that laparoscopic surgery for
rectal cancer seems good short and long term results.
Further randomized trials will be necessary to confirm the
value of laparoscopic surgery for rectal cancer.

S017
FEASIBILITY OF SELF-APPRAISAL IN ASSESSING OPERA-
TIVE PERFORMANCE IN ADVANCED LAPAROSCOPIC COL-
ORECTAL SURGERY, Sudip K Sarker MD,Conor Delaney MD,
Royal Free & Cleveland University Hospitals
Aims
Assessing surgical technical skills (TS) in a structured man-
ner is a topical issue in the current surgical environment. To
date there has been no attempt to comprehensively assess
both generic and operation specific TS in live advanced
laparoscopic colorectal surgery, in this study we aim to
develop and validate a new tool which can assesses both
generic and operation specific TS in laparoscopic colorectal
surgery.
Methods
Hierarchical task analysis was constructed for generic and
specific TS on three key laparoscopic colorectal operations:
right hemicolectomy, sigmoid colectomy and anterior resec-
tion after expert discussions. Weighted likert scales were
then constructed individually for generic and operation spe-
cific TS for each operation. The operating surgeon and the
first assistant (either being the trainer or trainee) assessed
each fundamental part of the operation according to the
weighted likert scoring system after the operation was com-
pleted.
Results
52 live operations were assessed, performed by 4
Consultants and 6 Trainees. Inter class correlation coefficient
between the operating surgeon and first assistant was 0.86,
p = < 0.05 for generic technical skills and 0.92, p = < 0.05 for
the operation specific technical skills. Construct validity for
both generic and operation specific TS for Consultants and
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Trainees were significant using ANOVA, p = < 0.05.
Conclusions
This new assessment tool of TS in laparoscopic colorectal
surgery is reliable, has face, content, concurrent and con-
struct validities. The tool has the possibility of being used as
an instant surgical training and appraisal tool, and circum-
vents watching videos retrospectively, which can take many
hours.

S018
LAPAROSCOPIC SURGERY FOR CROHN’S DISEASE. AN
EXPERIENCE WITH MORE THAN 300 CASES., Scott Q
Nguyen MD,Adheesh A Sabnis MD,Antoinette Bonaccorso
MD,Parissa Tabrizian MD,Debbie Wong MD,Barry Salky MD,
Mount Sinai Medical Center, New York, NY
Laparoscopic resection for Crohn’s disease has had a slow
adoption rate in gastrointestinal surgery. This is not unex-
pected considering the inflammatory nature of the disease
process and the need for reoperative surgery.
This study is a retrospective analysis of a prospective data-
base from one surgeon at the Mount Sinai Hospital, New
York, NY.
Since 1993, 333 patients with Crohn’s disease have under-
gone 343 laparoscopic procedures. The mean age is 37
(range 15-79). There are 183 females and 150 males.
Previous surgery was present in 134 patients with 95 having
had at least one prior intestinal resection (29%). Steroids or
immunosuppressive medications were present in 100
patients (30%). The indication for surgery was intestinal
obstruction (244), abdominal pain (53), unclear diagnosis
(14), duodenal obstruction (9), abscess (11), and peritonitis
(2). Enteric fistulae were present in 110 patients (32%). They
mainly consisted of entero-entero (72), ileo-sigmoid (49),
and entero-abdominal wall (33) fistulas. The most common
procedures were primary ileocolic resection (165), second-
ary ileocolic resection (65), and small bowel resection (38).
There were four conversions in the series (1.2%). The mean
length of stay was 3.9 days in the cases completed laparo-
scopically. There were no mortalities. The overall complica-
tion rate was 11%. There were 18 postoperative bowel
obstructions, 8 anastamotic leaks, and 4 occurrences of
postoperative bleeding. 13 patients required reoperation in
the postoperative period.
Laparoscopic resection is a safe and effective operation for
Crohn’s disease. This study decribes one of the largest
series in published literature.

S019
DOES ELEVATED GASTRIC PH AFFECT THE DETECTION OF
GASTROESOPHAGEAL REFLUX USING 24 HR
ESOPHAGEAL PH MONITORING?, Shahin Ayazi MD,Peter F
Crookes MD,Jessica M Leers MD,Jeffrey A Hagen
MD,Christian G Peyre MD,Antereas H Hindoyan BA,Carolyn
A Maher BS,Steven R DeMeester MD,Farzaneh Banki
MD,John C Lipham MD,Tom R DeMeester MD, Department
of Surgery, Keck School of Medicine, University of Southern
California, Los Angeles, CA
Introduction:
24 hour esophageal pH is the most widely used method to
quantify Gastroesophageal reflux (GER). GER may potential-
ly be underestimated if the resting gastric pH is high.
However, the value of routine assessment of gastric pH in
the performance of 24hr esophageal pH monitoring is
unclear. We studied normal subjects and symptomatic
patients undergoing 24 hr pH monitoring to determine if
there is a relationship between resting gastric pH and the
presence of elevated esophageal acid exposure.
Methods:
Normal volunteers and symptomatic patients off medication
and with no history of gastric or antireflux surgery were
studied. In each case the gastric pH was measured by
advancing the pH catheter into the stomach prior to posi-
tioning the electrode 5cm above the upper border of the
lower esophageal sphincter. The normal range of gastric pH
was defined from the normal subjects, and the patients
were then stratified into two groups depending on whether

the gastric pH was above or within the normal range. The
standard parameters for 24 hr esophageal acid exposure
were compared between groups to examine the possibility
that reflux in patients with elevated resting gastric pH is pre-
dominantly due to meal-stimulated reflux. The Fisher exact
test was used to assess significance.
Results:
Mean gastric pH for the volunteers (n=54) was 1.63(SD=0.6).
The 95th percentile was a pH of 2.9. Of the 1582 patients
(711 male) the mean age was 51.2 and mean BMI was 27.8.
In these patients the mean gastric pH was 1.9 (SD=0.9). 796
patients (50.3%) had abnormal esophageal acid exposure
(%time < pH 4 greater than 4.4%). Hypochlorhydria was
detected in 176 patients (group 1), of whom 43.2% had
increased esophageal acid exposure. In the 1406 patients
with normal gastric pH (group 2), 51.2% had increased
esophageal acid exposure. These percentages were not sig-
nificantly different (p= 0.055). There was no significant rela-
tion between gastric pH and total fraction time with pH<4 in
distal esophagus or DeMeester score. (R Squared=0.012).
Patients with elevated gastric pH were not characterized by
increased post-prandial reflux. The prevalence of increased
supine reflux was the same in both groups (60.8% vs 60.3%,
p=1).
Conclusion:
The resting gastric pH at the time of the 24hr esophageal pH
study does not affect the detection of GERD.

S020
INFLAMMATORY RESPONSE TO NOTES TRANSGASTRIC
SURGERY, Sonia L Ramamoorthy MD,Jeff K Lee MS,Yoav
Mintz MD,John P Cullen MD,David W Easter MD,Michelle K
Savu MD,Alana Chock MD,Ravi Mittal MD,Santiago Horgan
MD,Mark A Talamini MD, Departments of Surgery and
Medicine, University of California San Diego
Study Aim: The risk of gastric spillage during transgastric
surgery is a concerning potential complication of NOTES
procedures. The aim of this study is to determine the risk of
sepsis from gastric spillage in a rat survival model by meas-
uring local and systemic inflammatory markers, adhesive
disease, and clinical outcomes.
Methods: Under IACUC approval, mini-laparotomy with nee-
dle aspiration of either 2cc of gastric contents (study group
SG) or sterile saline (control group CG) was injected into the
peritoneal cavity of 60 male 250g Sprague-Dawley rats.
Animals were kept alive for 14 days, and sacrificed at differ-
ent time intervals to assess intra-peritoneal inflammation.
Inflammatory markers (TNFa, IL-6 and IL-10) were analyzed
by ELISA assay and obtained at 1, 6, and 24 hours post-
operatively by obtaining plasma levels and peritoneal wash-
ings. Animals were clinically assessed for weight gain, regu-
lar bowel movements, and level of activity. At necropsy, the
peritoneal cavity was examined grossly for adhesions and
graded from 1 (mild) to 3 (severe) based on the severity.
Results: There were 2/60 (3%) deaths among the rats in the
survival group ranging from 3-14 days. One died from peri-
tonitis and one from unknown causes. The remaining sur-
vivors in the SG gained an average of 13g/week post-opera-
tively compared to the CG that gained 16g/week (p>0.05).
No significant difference was seen in bowel movements or
level of activity between the two groups. There was a statis-
tically significant difference in the amount of adhesions
between the control and study groups, .33 vs.1.58,
(p<0.001). The mean TNFa levels in the SG vs. CG was 88.2
pg/ml (41- 169 pg/ml) vs. undetectable (p< 0.001). All values
returned to normal at 24 hours. IL-6 and IL-10 levels peaked
at a mean of 5893 pg/ml and 810 pg/ml at 6 hours in the SG
vs. 6 pg/ml and 0 pg/ml in the CG (p<0.005) and returned to
near normal levels at 24 hours. All plasma cytokines were
undetectable at all time intervals.
Conclusions: The aim of our study was to determine the
local and systemic impact of gastric spillage by measuring
the inflammatory and clinical response in a rat model. The
inflammatory response was found to be a localized event
within the peritoneal cavity. While plasma cytokine levels
remained normal, peritoneal washings revealed a brisk
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localized inflammatory response. There was a statistically
significant higher rate of adhesive disease in the study
group when compared with the control group; this however
did not translate into a difference in apparent clinical out-
come. We conclude that gastric leakage in this NOTES
rodent model induces a localized inflammatory response,
and mild to moderate adhesive disease. This may be impor-
tant in human NOTES.
SUPPORTED BY A NOSCAR GRANT

S021
REAL-TIME DYNAMICS OF NITRIC OXIDE WITHIN THE
ESOPHAGEAL WALL, Yashodhan S Khajanchee MD,Lee L
Swanstrom MD, Legacy Health System, MIS Program
Objective: Current evidence suggests that the neurotrans-
mitter Nitric Oxide (NO) plays a crucial role in the genesis of
aboral propagative of esophageal peristalses during swal-
lowing. However, direct evidence in this regard is lacking at
present. The objective of this study was to measure changes
in the level of NO within the intermuscular interstices of
esophagus during normal propagative as well as abnormal
esophageal peristalsis in North American opossums
(Didelphis virginiana).
Methods:Five adult opossums of either sex were included in
the study. All had normal esophageal motility as document-
ed by water perfused esophageal manometry. A Calibrated,
carbon fiber NO selective microelectrodes
(ISNOP30/ISNOP100, WPI, Inc.) was placed within the
smooth muscle portion of the esophageal wall and changes
in NO levels were measured as pico-amperes (pA) with
Apollo-4000 NO meter (WPI, Inc.). NO dynamics in response
to reflexive deglutition were assessed during normal prop-
agative peristalsis as well as abnormal esophageal contrac-
tions induced by intravenous (IV) administration of neural
nitric oxide synthase inhibitor [L-NAME], and banding the
gastro-esophageal junction (GEJ) for 4-weeks.
Results: During normal propagative esophageal peristalsis a
mean change of 2158.8 [±715.9] pA was recorded by the NO
meter. IV administration of L-NAME and chronic banding of
GEJ induced high velocity near simultaneous, achalasia like
esophageal contractions. A significantly smaller change in
the levels of NO was detected within esophageal wall in
these situations as compared to normal propagative peri-
stalsis (331.9 [±188.1]pA, p<0.001and 579.0 [±385.0]pA,
p<0.001 respectively).
Conclusion:The results of this study indicate that NO medi-
ated inhibitory neurotransmission plays a crucial role in pro-
gramming normal propagative peristalsis. Larger studies
reproducing similar results will be instrumental in providing
greater insight into the etiopathogenesis and potential treat-
ments of primary esophageal motility disorders, such as
achalasia.

S022
POTENTIAL MOLECULAR PATHWAYS INVOLVING THE RES-
OLUTION OF TYPE II DIABETES FOLLOWING RYGB, A
Katharine Hindle MD,Jadd Koury MD,Mohammad Heydarian
MS,Timothy McCaffrey PhD,Sidney Fu MD PhD,Fred Brody
MBA MD, The George Washington University Medical
Center, Washington, DC
Background: Following Roux-en-Y gastric bypass (RYGB),
hyperglycemia dramatically improves in obese patients with
Type II diabetes (T2D). For many patients, hypoglycemic
agents and insulin are discontinued after RYGB. However,
the exact mechanisms of this process are unknown. This
unique study attempts to identify differences in gene
expression profiles between pre- and post-operative T2D
patients following RYGB.
Methods: Non-diabetic and T2D obese patients undergoing
RYGB were included in this study. Pre- and post-operative
(3-6 months) blood samples were stabilized in PaxGene
tubes (PreAnalytiX) and total RNA was extracted. 100ng of
the total RNA was amplified and labeled using the Ovation
RNA Amplification System V2 with the Ovation Whole Blood
Reagent (NuGen) before hybridizing to an Affymetrix Focus
Array containing over 8500 verified genes. Microarray

results were analyzed using GeneSpring and Ingenuity
analyses to identify a list of genes that were significantly
changed (p < 0.05). Real-time quantitative (QPCR) was used
to verify the genes of interest from the microarray study.
Results: A list of genes related to metabolism was identified
by microarray studies comparing obese T2D and non-dia-
betic patients. A total of 112 genes were upregulated and
151 were down-regulated in the obese T2D versus non-dia-
betic patients. Ingenuity analysis identified molecular path-
ways involving energy metabolism such as beta-catenin like
1 (CTNNBL1) and Insulin-like growth factor binding protein 4
(IGFRBP4). Using QPCR analyses in post-op T2D patients,
CTNNBL1 and IGFRBP4 were upregulated 4.6 X and 3.8 X,
respectively.
Conclusions: This pilot data is one of the first studies to doc-
ument that blood gene expression profiles are altered after
RYGB surgery. Among the genes identified, CTNNBL1
expression was increased after surgery. Although the func-
tion of CTNNBL1 has not been fully elucidated, it shows
homology to beta-catenin, which binds to TCF/LEF transcrip-
tion factor to promote glucose metabolism. Also, the signifi-
cant upregulation of IGFRBP4 in T2D patients after RYGB is
notable as IGFRBP4 is decreased in animal models with dia-
betes. Thus, upregulation of these genes may help explain
the resolution of T2D in obese patients after RYGB.

S023
C-REACTIVE PROTEIN CONCENTRATIONS BEFORE AND
AFTER GASTRIC BYPASS SURGERY INVERSELY CORRE-
LATE WITH OMENTAL GENE EXPRESSION OF
ADIPONECTIN., Jiegen Chen PhD,Anna Spagnoli MD,Sherry
Kernodle MS,William Richards MD, Alfonso Torquati MD,
Vanderbilt University
Adipose tissue is a key regulator of C-reactive protein (CRP),
an inflammatory marker linked to atherosclerosis.
Adiponectin, the most abundant adipokine is also an impor-
tantl factor involved in the inflammatory state of obesity.
The aim of the study was to assess the impact of gastric
bypass surgery (GBS) on the CRP levels and its relation to
adipose tissue expression of adiponectin. Methods: Omental
and subcutaneous fat biopsies and plasma were obtained
from 30 subjects undergoing GBS and 10 subjects after GBS
(> 12 months postop). Adiponectin gene expression was
measured by quantitative PCR and normalized for GAPDH.
CRP was measured by a high-sensitivity assay.
Results:Omental adiponectin was lower and CRP higher in
the group undergoing GBS than in the post-GBS
(adiponectin, 0.75±0.5 vs 1.41±0.44, p=0.0004; CRP, 1009±951
vs 120±114 ng/ml, p=0.005). As shown in the figure, multi-
variate analysis revealed that CRP independently correlates
with omental adiponectin (r= -0.703, P=0.001) but not with
subcutaneous adiponectin. Conclusions: CRP significantly
decreases after GBS upholding a significant negative corre-
lation with omental adiponectin. According to these findings
omental adiponectin is a potential mechanism linking obesi-
ty with atherosclerosis.

S024
RANDOMIZED BLINDED TRIAL COMPARING NOTES WITH
LAPAROSCOPY REVEALS NO DIFFERENCE IN IMMUNO-
LOGIC PARAMETERS, Juliane Bingener MD,Joel Michalek
PhD,Naveen Krishnagowda PhD,Kent R Van Sickle
MD,Wayne H Schwesinger MD, University of Texas Health
Science Center at San Antonio
Background: Natural Orifice Transluminal OrificeSurgery
(NOTES) is being investigated for human use as a new mini-
mally invasive procedure. We compared NOTES with the
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current gold standard laparoscopy.
Hypothesis: Animals undergoing NOTES will reveal greater
hemodynamic instability due to uncontrolled insufflation
pressures. No difference in the immunologic impact as
measured by Interleukin-1b will be realized.
Design: Randomized blinded trial using permuted block
design
Setting: Experimental surgery in a porcine survival model
Methods: 12 swine were randomized to diagnostic perito-
neoscopy with biopsy by NOTES using air insufflation or by
standard CO2 laparoscopy. Invasive monitoring of hemody-
namic parameters and abdominal pressure was performed in
2.5 min intervals; results were captured electronically and
entered in a database along with laboratory data by a blinded
technician. Data analysis was performed by an investigator
blinded to the procedure using t-test and repeated measures
linear model. IACUC approval was obtained for the study.
Results: All procedures were successfully completed. One
NOTES animal succumbed to hemorrhagic gastritis on day
3. Animals undergoing standard laparoscopy revealed
increasing tachycardia compared to the NOTES group (base-
line +22bpm vs baseline -10 bpm, p=0.004) and acidosis
(baseline -0.1 vs baseline - 0.05, p = 0.04). Widening pulse
pressure was noted in the NOTES animals compared to the
laparoscopy group (p<0.001) over the duration of the proce-
dure. No difference was seen in postoperative white blood
cell count or hematocrit. Serum values of Interleukin-1b
were compared at baseline, at the end of the procedure and
48 hours after the procedure and did not show a difference
in group means (p = 0.65; 0.50 and 0.31 respectively). No
infections were noted at necropsy on day 14.
Conclusion: Hemodynamic parameters did not reveal the
expected instability. The widening pulse pressure and miss-
ing tachycardia rather suggest a missing catecholamine
surge or a vagal response during the NOTES procedure
compared to laparoscopy. No difference in the post-opera-
tive WBC count or Interleukin-1b values was seen in the
small groups. The effect of the different insufflation gases
on these results remains to be investigated.

S025
VALIDATION THAT A ONE-YEAR FELLOWSHIP IN MINIMAL-
LY INVASIVE/BARIATRIC SURGERY CAN ELIMINATE THE
“LEARNING CURVE” FOR LAPAROSCOPIC ROUX-EN-Y
GASTRIC BYPASS (LRYGB): FELLOWS’ FIRST 100 CASES IN
PRACTICE REPLICATE THE QUALITY OF THEIR TRAINING
INSTITUTION., Mohamed R Ali MD,David S Tichansky
MD,Shanu N Kothari MD,Corrigan L McBride MD,Adolfo Z
Fernandez, Jr MD,Harvey J Sugerman MD,John M Kellum
MD,Luke G Wolfe MS,Eric J DeMaria MD, University of
California, Davis; University of Tennessee Health Science
Center, Gundersen Lutheran Medical Center, University of
Nebraska Medical Center, Wake Forest University School of
Medicine, Virginia Commonwealth University, Duke
University
INTRODUCTION: The concept that advanced surgical train-
ing can reduce or eliminate the “learning curve” for com-
plex procedures makes logical sense but is difficult to verify
and has not been tested for LRYGB. We sought to determine
if minimally invasive / bariatric surgery fellowship graduates
would demonstrate complication-related outcomes (CRO)
equivalent to the outcomes achieved during their training
experience under the supervision of experienced bariatric
surgeons.
METHODS: We compared CRO for the first 100 consecutive
LRYGBs performed in practice by 5 consecutive minimally
invasive / bariatric fellows at new institutions (total 500
cases) to CRO for the 611 consecutive LRYGBs performed
during their fellowship training experience under the super-
vision of 3 experienced bariatric surgeons at the host train-
ing institution.
RESULTS: The two patient groups did not differ demograph-
ically. The 18 types of major and minor complications identi-
fied after LRYGB did not differ among the 5 fellowship grad-
uates. The mentors’ CRO were compatible with published
benchmark data. As compared to the training institution

data, the overall incidence of complications for the com-
bined experience of fellowship graduates did not differ sta-
tistically from that of the mentors. The fellowship graduates’
early experience included zero non-gastrojejunostomy leak
(0% vs. 1.5%) and a low rate of anastomotic stricture (0.8%
vs. 3.0%), incisional hernia (1% vs. 4.4%), bowel obstruction
(0% vs. 3%), wound infection (0.3% vs. 3.1%) and gastroin-
testinal hemorrhage (0.2% vs. 1.6%). The rate of gastroje-
junostomy leak (1.8% vs. 2.6%) and, most importantly, mor-
tality (0.8% vs. 0.7%) did not differ between the two groups.
CONCLUSIONS: Fellowship graduates achieved high quality
surgical outcomes from the very beginning of their post-fel-
lowship practices which are comparable to those of their
experienced mentors. These data validate the concept that
advanced surgical training can eliminate the learning curve
often associated with complex minimally invasive proce-
dures, specifically LRYGB.

S026
SURGICAL SIMULATION IN AFRICA: THE FEASIBILITY AND
IMPACT OF A THREE DAY FLS COURSE, Allan Okrainec
MD,Lloyd Smith MD,Georges Azzie MD, Department of
Surgery, University of Toronto
Introduction: Although simulation is now considered impor-
tant for learning technical skills, there is very little literature
assessing the use of simulation in resource restricted coun-
tries. The purpose of this study was to determine the feasi-
bility and impact of a three day Fundamentals of
Laparoscopic Surgery (FLS) course in Botswana, Africa.
Methods: A total of 20 surgeons and trainees participated in
a 3 day FLS course. A pre-test FLS score was obtained for
each subject, followed by 2 days of practice with feedback.
A final FLS post-test score was then obtained. Participants
also watched the FLS instructional CD-ROM and took the
written test on day 3. Results: Mean post-test scores were
significantly higher than pre-test scores for each task (Table)
and for the total FLS simulator score (26±19 vs 57±19,
p<.001). The mean score on the written test was 242 (116).
In total, only 2 surgeons had a combined simulator and writ-
ten test score required to obtain FLS certification.
Conclusion: To our knowledge, this is the first time the FLS
program has been taught in Africa. We have shown that giv-
ing the FLS course in a resource restricted country is feasi-
ble and resulted in a dramatic improvement in FLS simula-
tor performance after 3 days. However, most surgeons still
did not reach FLS passing scores, indicating that more than
3 days will be required in future courses to help surgeons
obtain FLS certification.

Pre-Test Post-test p-value
Peg Transfer 34 ± 29 65 ± 25 <.001
Pattern Cutting 14 ± 17 49 ± 20 <.001
Endoloop 26 ± 22 49 ± 32 <.001
Extra-corporeal 30 ± 33 68 ± 26 <.005
Intra-corporeal 27 ± 29 55 ± 28 <.005

S027
LAPAROSCOPIC NISSEN FUNDOPLICATION ASSESSMENT:
TASK ANALYSIS AS MODEL FOR THE DEVELOPMENT OF A
PROCEDURAL CHECKLIST, Sarah E Peyre MS, Christian G
Peyre MD,Jeffrey A Hagen MD,Maura E Sullivan PhD,John C
Lipham MD,Steven R Demeester MD,Jeffrey H Peters
MD,Tom R Demeester MD, University of Southern California
Objective: Learning an advanced laparoscopic procedure is
a complex process that requires clinical exposure, direct
teaching, and deliberate practice. However, expert laparo-
scopic surgeons automate their knowledge making it diffi-
cult to teach all of the incremental steps. The aim of this
study was to deconstruct the operative steps of a laparo-
scopic Nissen fundoplication (LNF) and develop a procedur-
al checklist to be used for resident assessment.
Methods: A behavioral task analysis was conducted with
five experts using the Delphi technique to identify all steps
of a LNF. The Delphi survey included a video analysis of
expert performance, two electronic iterative rounds and a
final group interview to reach consensus. The created check-
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list was then used to assess the performance of 14 general
surgery residents (3 R2’s, 6 R3’s, 4 R4’s, 1 R5), all with previ-
ous clinical experience on the Foregut Surgery Service.
Participants were asked to view an instructional video creat-
ed prior to the development of the checklist, and complete
the procedure on a porcine model. Laparoscope video
recordings of resident performance were analyzed using the
created procedural checklist by a blinded observer.
Results: Results of the Delphi survey produced a 65 step
procedural checklist with four major components (crural dis-
section, crural closure, fundic mobilization and creation of
fundoplication). Thirteen of fourteen participants completed
the procedure; 1 pig died during the operation. The median
score for all residents who completed the procedure was 31
(range 13-38). The checklist median total score for senior
residents (35.5, 34-38) was significantly higher than junior
residents (29.5, 13-36)(p=0.0162). All residents were able to
demonstrate knowledge of most of the major elements of
the procedure as 13 dissected the crura and created the fun-
doplication, 12 closed the crura and 11 mobilized the fun-
dus. Residents frequently failed to complete (>25%) several
essential steps including identification and protection of the
anterior vagal nerve, complete dissection of the crura to the
decussation and mobilization of the esophagus into the
mediastinum.
Conclusions: The Delphi technique was successful in reach-
ing expert consensus on the procedural tasks of a LNF and
in creating a valid checklist. Application of this instrument
demonstrated resident knowledge of major procedural steps
as well as gaps about important details of the operation. By
capturing automated knowledge in a checklist form, we can
scaffold resident learning and close this gap. Additional psy-
chometric testing is needed for implementation as a high
stakes assessment of surgical performance.

S028
A MODEL FOR LONGITUDINAL MENTORING AND TELE-
MENTORING OF LAPAROSCOPIC COLON SURGERY,
Christopher M Schlachta MD,Kent Sorsdahl MD,Kevin L
Lefebvre MD,Marcie L McCune MD,Shiva Jayaraman MD,
CSTAR (Canadian Surgical Technologies & Advanced
Robotics), Lawson Health Research Institute, Schulich
School of Medicine and Dentistry, University of Western
Ontario, London, Ontario and Stratford General Hospital,
Stratford, Ontario, Canada
OBJECTIVE: To demonstrate the feasibility of longitudinal
mentoring and telementoring of community surgeons in
laparoscopic colon surgery.
METHODS: A formal mentoring protocol was established
between a university centre and surgeons at a local 134 bed
community hospital 60km away. The community surgeons
(CS) attended a didactic course on laparoscopic colon sur-
gery before attending surgery at the mentoring institution.
Equipment at the community hospital was evaluated and
upgrades recommend. Patients were identified from the CS
practice and referred for approval through formal consulta-
tion with the mentor. The mentor worked with the same two
CS on every case in their local hospital. Procedure outcomes
were recorded using CAESaR (Canadian Advanced
Endoscopic Surgery Registry) practice audit software. The
mentoring endpoint was 20 cases based on ASCRS / SAGES
guidelines.
RESULTS: From March 2006 to August 2007, 40 patients
underwent elective colon surgery by the CS, 20 of whom
were referred and accepted for laparoscopic mentoring. The
remaining 20 had open surgery. After the first nine cases the
MS did not scrub and provided verbal guidance only.
Beginning with case 15, procedures were telementored with
the exception of a subtotal colectomy for which the MS
assisted. Patients selected for laparoscopic mentoring (7F,
13M) as compared to open unmentored cases (8F, 12M)
were younger (60±13yrs vs. 72±17yrs, p=0.013), less likely to
have cancer (50% vs. 70%, p=0.33) and tended to require
less complex resections (11 right, 7 sigmoid, 1 subtotal

colectomy, 1 anterior resection vs. 5 right, 5 sigmoid, 4
subtotal, 2 transverse, 1 left colectomy, 3 anterior resec-
tions). There were no conversions. Mentored cases took
longer operating time (150±43min vs. 108±40min, p=0.003)
but resulted in shorter hospital stay (median 2.5 vs. 7.0
days, p<0.001) and trended toward lower wound complica-
tions (5% vs. 30%, p=0.086). Median number of lymph
nodes were equivalent in cancer resections (13 vs. 12,
p=0.465) There were no technical difficulties with telemen-
toring. Data will be recorded for a further one year to assess
adoption rate and outcomes.
CONCLUSIONS: This project demonstrates the feasibility of
longitudinal mentoring and telementoring of laparoscopic
colon surgery. Mentored patients were selected and had
better outcomes than the concurrent group of open cases.
This program may serve as a model for safe technology
transfer to the community.

S029
DO HYBRID SIMULATOR-GENERATED METRICS CORRE-
LATE WITH CONTENT VALID OUTCOME MEASURES?, Paul
Cesanek MD,Miro Uchal MD,Selman Uranues MD,Sharon
Kimmel PhD,Roberto Bergamaschi MD, Lehigh Valley
Hospital, Allentown, PA
Objective: Hybrid simulators provide objective metrics for
laparoscopic task performance. The aim of this study was to
evaluate the correlation between hybrid simulator-generated
metrics and content valid outcome measures.
Methods and Procedures: Residents underwent training
with a previously validated 5-task simulation model (5-TSM).
Tasks included: clip/divide vessel, excise lesion, loop appen-
dectomy, mesh placement with tacks, and suture perforation
with intracorporeal knot tying. After training residents were
tested using a hybrid simulator (ProMISTM) with previously
validated passing scores. Content validity was defined as
the extent to which outcome measures departed from clini-
cal reality. Content valid outcome measures (accuracy error
[mm], knot slippage, leak, operating time [sec], tissue dam-
age [mm]) were evaluated by two blinded raters. Interrater
reliability (IRR) was assessed using kappa (k) coefficient.
Hybrid simulator-generated metrics were path length (mm)
and smoothness (jerk cm/sec3) of movements. Correlations
between metrics and outcome measures were analyzed with
Spearman rho coefficient. Values are given as means (stan-
dard deviation not shown). Results: Over 23 months, 20 resi-
dents underwent training with 5-TSM. For tasks 1-5, path
length (mm) was 3895, 3472, 4620, 2408, 9089, respectively;
smoothness (jerk cm/sec3) was 346, 455, 549, 264, 910; accu-
racy error (mm) was 0.45, 2.20, 0.55, 0.87, 0.20; knot slip-
page was 5%; there were 0 leaks; operating time (sec) was
54, 61, 135, 43, 130; tissue damage (mm) was 0, 0.28, 0, 0.8,
0. IRR was >.80 for all outcome measures except tissue
damage k=.52. There was correlation between path length
and operating time (rho .537-.709; P <.05) in all tasks. There
was no correlation between path length and accuracy error,
knot slippage, leak, and tissue damage. There was no corre-
lation between smoothness and all outcome measures in all
tasks except for operating time (rho .762-.958; P<.05).
Conclusions: Although there was an expected strong corre-
lation between hybrid simulator-generated metrics and
operating time, this study showed no correlation between
these metrics and content valid outcome measures such as
accuracy error, knot slippage, leak, and tissue damage.

S030
INTRAOPERATIVELY-ACQUIRED OBJECTIVE MEASURES TO
MONITOR LAPAROSCOPIC SKILLS, Sayra M Cristancho
MSc,Adam Meneghetti MD,ONM Panton MD,Garth Warnock
MD,Antony Hodgson PhD, The University of British
Columbia
Introduction: Standard skill evaluation methods in the oper-
ating room (OR) include direct observation and checklists;
both are time consuming and subject to bias. Objective
assessment systems have been proposed for simulators
using dexterity measures. However, motor performance in
simulators can differ from that in the OR, so monitoring
motor performance in the OR is necessary to supplement
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evaluations of performance on simulators. The purpose of
this study was to evaluate the feasibility of using quantita-
tive measures acquired in the OR to distinguish between
levels of laparoscopic skill development.
Methods: We observed two sets of subjects representing
two stages of training: 3 residents (4th year), and 3 experts
(attending surgeons) performing 3 Laparoscopic
Cholecystectomies. Electromagnetic position sensors were
attached by the surgeons to a Maryland dissector and an
atraumatic grasper. From the tools’ positions, we extracted
measures related to time, kinematics and movement transi-
tions. Various methods such as the Kolmogorov-Smirnov (K-
S) statistic and the Jensen-Shanon Divergence (JSD) were
used to provide intuitive dimensionless difference measures
ranging from 0 to 1. These scores were used to compare
residents and expert surgeons executing two key surgical
tasks: exposing Calot’s Triangle and dissecting the cystic
duct and artery (CD/CA).
Results: The triangle exposure task separated the two
groups more clearly than the dissection task. We found sig-
nificantly larger between-group than within-subject variabili-
ty (ANOVA p < 0.05). We assessed procedure-to-procedure
variability using K-S values for kinematics and time profiles
and JSD values for movement transitions and found that
kinematic measures most strongly differentiated between
surgical levels.
Conclusions: We used time, kinematic and movement transi-
tion measures as our intraoperative performance measures.
Kinematics proved to be the most effective performance
measure to use to differentiate between skill levels.
Moreover, the degree of discrimination depended on the
type of surgical task used for comparison. We conclude that
objective assessment of surgical motor behaviour is likely
feasible in the OR context.

S031
THE IMPACT OF PROTON PUMP INHIBITORS ON INTRA-
PERITONEAL SEPSIS:, Sonia L Ramamoorthy MD,Jeff K Lee
MS,Yoav Mintz MD,John P Cullen MD,David W Easter
MD,Michelle K Savu MD,Alana Chock MD,Ravi Mittal
MD,Santiago Horgan MD,Mark A Talamini MD, Department
of Surgery and Department of Medicine, University of
California San Diego
Study Aim: Proton pump inhibitors (PPI) are commonly
given for the treatment of GERD and ulcer disease. In many
non-operative cases of perforated ulcer disease, it is stan-
dard of care. During transgastric NOTES procedures there is
an iatrogenic perforation of the gastric wall with leakage of
gastric contents into the peritoneal cavity. Our study aim is
to determine the effect of proton pump inhibitors and alter-
ations in gastric pH on infection rates during transgastric
surgery.
Methods: Thirty 250 g male Sprague-Dawley rats were
divided to a study group N=15 and a control group N=15. In
the study group rats were given 5mg/kg of pantoprazole SQ
daily for three days before procedure and another dose one
hour before. The control group received 3cc of SQ saline at
similar time points. A mini-laparotomy with gastrotomy and
aspiration of 2.0cc of gastric contents were injected into the
peritoneal cavity of both groups of rats. Intra-gastric pH and
intra-peritoneal pH was measured using a needle probe and
pH meter. Rats were returned to their cages and given food
and water ad libitum. White cell counts were obtained on
post-operative day 1, 3, 7 and 14. At necropsy aerobic and
anaerobic cultures were obtained using culture swab of the
peritoneal cavity.
Results: There were no deaths in either group. The average
intra-gastric pH in the study group was 5.13 vs. 3.26 (p=
0.03) in the control group. The average intra-peritoneal pH
was similar in both groups 7.09 vs. 7.19 (p=.34). The white
blood count in the study group increased by an average of
4.5 vs. 3.5 (1000 cells/mm) in the control group. Bacterial

cultures were positive in 3/15 (20%) rats in the control group
and 9/15 (60%) in the group treated with PPI (P=0.008). Intra-
abdominal abscesses were found in 2/15 (13%) rats in the
control group and 5/15 (33%) in the group treated with PPI
(p=0.08). The most common isolate in the rat cultures were
E-Coli, Proteus and Staphlococcus Xylosus. There was a
higher rate of E-Coli infection in the PPI group 8/9 (88%) vs.
the control group 1/3 (33%).
Conclusions: Pre-treatment of a rat model for transgastric
NOTES procedures with a proton pump inhibitor resulted in
a higher rate of peritoneal bacterial contamination and
abscess formation. The acidic environment of the stomach
appears to be protective against infection when intra-peri-
toneal contamination occurs as a result of gastrotomy. PPI’s
may increase infectious complications in NOTES patients
THIS STUDY SUPPORTED BY A NOSCAR GRANT

S032
NOTES SIGMOID RESECTION, Joël LEROY MD,Silvana PER-
RETTA MD,Bernard DALLEMAGNE MD,Antonello FORGIONE
MD,Shanker PASUPATHY MD,Jacques MARESCAUX MD,
IRCAD/EITS, University Hospital of Strasbourg, France
Bakground:
NOTES Colonic resection is difficult to perform because of
the need for exposure, dissection, vascular control and
anastomosis. The aim of the present study was to evaluate
the feasibility and early results of combined transgastric-
transrectal NOTES sigmoidectomy.
Materials and Methods:
A two-week survival study was undertaken to evaluate the
combined trangastric-transrectal approach for sigmoidecto-
my in 5 mini-pigs. Under general anesthesia transgastric
peritoneal access was achieved. The sigmoid colon was
identified by tracing the rectum proximally. A PCEEAâ was
introduced transrectally. The anvil was detached from the
PCEEAâ and left in the descending colon with the assistance
of a blunt tip Berci needle, in the left lower quadrant. A tran-
srectal endoluminal retractor was introduced through the
anus to provide exposure. The transgastric route was used
to divide the sigmoid mesocolic vessels using a round tip
electrode, endoscopic clips and scissors. Once the sigmoid
colon was sufficiently mobilized, a 12 mm trocar was intro-
duced transrectally and transfixed into the posterior rectal
wall. The proximal sigmoid was divided using a laparoscop-
ic articulating linear stapler passed transrectally. The distal
sigmoid stump was delivered through the anus (pull-
through technique) and divided externally with a linear sta-
pler. To complete the anastomosis, a colotomy was per-
formed adjacent to the proximal staple line using an endo-
scopic needle knife passed through the transgastric endo-
scope. The anvil, previously left in the desending colon, was
identified, retrieved and transfixed through the colotomy.
The PCEEAâ was reintroduced through the anus and an end-
to-end colorectal anastomosis was performed and checked
with air leak testing and rectoscopy. All animals were moni-
tored daily for signs of distress or changes in the feeding
habits. Post-operative follow-up included upper and lower
endoscopy, laparoscopy and necropsy 2 weeks after the ini-
tial procedure.
Results:
All sigmoid resections were performed successfully with no
intraoperative complications with a mean operative time of
45 minutes (30-45). Post-operative course was uneventful. A
regular diet was resumed within 24 hours of the procedure.
Two week follow-up endoscopy, laparoscopy and necropsy
demonstrated good caliber vascularisation and healing of
the anastomosis and no intraperitoneal complications.
Conclusions:
Combined transgastric-transrectal sigmoidectomy is feasible
and safe in the animal model and has the potential to
become one of the next clinical application of NOTES for
benign colorectal disease.

S033
NATURAL ORIFICE TRANSLUMENAL ENDOSCOPIC
DRAINAGE FOR PANCREATIC ABSCESSES, Brian R Davis
MD,Gary C Vitale MD,Michael Vitale MD,Tin C Tran
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MD,Hiram C Polk MD, University of Louisville Dept of
Surgery, Norton Center for Advanced Surgical Technology
INTRODUCTION: Endoscopic pseudocyst drainage is well
documented, but few series describe endoscopic drainage
of pancreatic abscesses. Abscesses are complications of
pancreatitis, presenting with sepsis and/or peritonitis. We
report the feasibility and efficacy of natural orifice translu-
menal endoscopic surgery for pancreatic abscesses. 
METHODS: We reviewed consecutively treated patients
(1994-2007). Approaches alone or in combination were: (1)
transmural (transgastric or transduodenal), and (2) transpap-
illary. Criteria for abscesses were two or more of these:
fever, abdominal pain, elevated WBC, and positive fluid 
cultures. 
RESULTS: Patients (n=35) had a mean age of 49 years (19
men/16 women). Etiologies were idiopathic 37%, gallstone
32%, alcohol 20%, and divisum 11%. Presenting signs were
abdominal pain 80%, positive cultures 69%, fever 57%, ele-
vated WBC 51% and nausea/vomiting 39%. Mean follow up
was 15 months with a complication rate of 5%. No one died.
Approaches (left columns) and outcomes (right columns)
are as follows:
Transgastric 15(43%) Endosc Success 28(80%)
Trgast/Papllry 8(22%) Exp Laparotomy 7(20%)
Transpapillary 7(20%) Electve Surgery 5/7
Transduodenal 4(11%) Emergnt Surgery 2/7
Trduod/Papllry 1(3%) External Drain 3/7
CONCLUSION: Translumenal endoscopic surgery for pancre-
atic abscess is feasible and effective. It is an alternative to
surgery that can now be considered a primary treatment
option for pancreatic abscesses.

S034
EARLY EXPERIENCE WITH TRANSGASTRIC NOTES CHOLE-
CYSTECTOMY IN HUMANS, Lee L Swanstrom MD,Nat J
Soper MD,Eric S Hungness MD,Mark H Whiteford, Legacy
Health System, Portland, OR; Northwestern University,
Chicago, IL
Natural orifice transluminal endoscopic surgery has enjoyed
an accelerated development, going from theory to clinical
application in less than 4 years. Early concepts of NOTES
procedures seldom included cholecystectomy as it was con-
sidered too complex and challenging to approach with cur-
rent technology. An unprecedented evolution of flexible
endoscopes and endoscopic tools changed this and current-
ly cholecystectomy is the most commonly reported human
case worldwide. To date, NOTES cholecystectomy has been
done via a transvaginal approach in small numbers with
apparently good results. For several reasons we prefer the
transgastric approach, particularly for male patients. We
report our early experience with hybrid transgastric NOTES
performed at 2 collaborating institutions.
Methods: Four patients, (3F/1M) with symptomatic
cholelithiasis by standard evaluation participated in an IRB
approved NOTES study. By study protocol a minimum of 1
laparoscopic port was required to ensure procedure safety
and to check the integrity of the endoluminal gastric closure.
Additional ports were recommended as needed for safety
and efficiency. The Transport (USGI Medical) endoscopic
operating system (EOS) was used for all cases. Cases were
done in the OR under general anesthesia. Gastrotomy, gall-
bladder dissection, per oral extraction and gastrotomy clo-
sure were performed with the flexible endoscope and endo-
scopic instruments. Outcomes measurements included: OR
results, HRQOL, pain scoring and clinical outcomes.
Results: Mean operative time was 4.2 hours (3.5 - 5), num-
bers of laparoscopic ports (2 or 5 mm) used ranged from 1
to 3. Operative time was inversely related to the number of
ports. EBL was 66 ml (5 - 200). There were no intraoperative
complications and all gastrotomies were confirmed intact by
methelyne blue gastric infusion or insufflation. Mean analog
pain scores were 2.9/10, 2.5/10, 0/10 respectively, in
Recovery, POD 1 and POD 14. Pain was primarily laparo-
scopic port related. Maximal pain was in the RUQ in 2, epi-
gastric in 1 and pharyngeal in 1. There were no late compli-
cations.

Conclusion: Initial experience with human transgastric
NOTES cholecystectomy show it to be feasible and safe with
current advanced endoscopic instrumentation. Patients tol-
erated it well and may have had less pain than with a
laparoscopic gallbladder surgery. NOTES chole is a complex
and demanding procedure requiring advanced endoscopic
surgical skills and mastery of flexible endoscopy.

S035
AN ENDOSURGICAL OPERATING SYSTEM: INITIAL HUMAN
EXPERIENCE IN ENDOLUMENAL AND NOTES PROCE-
DURES, Marc Bessler MD,Peter D Stevens MD,Luca Milone
MD,Lee Swanstrom MD, Columbia University College of
Physicians & Surgeon/ The Orgeon Clinic
Background: Minimally invasive surgery is rapidly evolving
with the promise of new endolumenal and translumenal
surgical procedures performed with few or no external inci-
sions. We describe our early human experience with a flexi-
ble platform technology that provides stable access and
visualization, force transmission, two-handed tissue manipu-
lation and durable tissue approximation. The EndoSurgical
Operating System (EOS), (USGI Medical, San Clemente, CA),
was used to perform transgastric cholecystectomy, stoma
and pouch reduction after gastric bypass, anti-reflux proce-
dures and repair of post gastric bypass gastro-gastric fistu-
las.
Methods: The EOS is FDA cleared and comprised of a multi-
lumen operating platform that can be rigidified and a tissue
grasper/approximation device used to create deep tissue
approximations or folds secured with suture anchors. The
TransPort provides a stable operating platform in a straight
or retroflexed position within the stomach or peritoneal
space. To treat post Roux-en-Y patients who failed to main-
tain weight loss a series of folds was placed circumferential-
ly around the stoma to reduce the diameter and randomly
into the pouch to reduce the volume. For anti-reflux proce-
dures the TransPort was retroflexed and anchors were used
to create a series of folds at the EGJ to build a mechanical
reflux barrier. Anchors were also used in the stomach to
close gastro-gastric fistulas. In transgastric cholecystectomy
procedures the TransPort provided a stable operative field
and anchors were used to close the gastrotomy. Video was
recorded for each procedure.
Results: A total of 11 patients underwent surgery with the
EOS. Stoma diameter and pouch volume were reduced in 4
post gastric bypass patients with weight regain by creating
tissue folds using 2-7 anchor pairs. Patients reported early
satiety and all have experienced weight loss. Two GERD
patients had 3-5 tissue anchors placed at the GEJ and
reported reduced reflux symptoms and follow up physiolog-
ic data is planned. Gastro-gastric fistula repair was sucess-
fully performed in 2 patients. Use of the EOS during laparo-
scopic assisted transgastric cholecystectomy in three
patients provided a stable platform for dissection and
allowed endolumenal closure of the gastric wall. No signifi-
cant complications have been encountered to date.
Conclusion: Early clinical use of the EOS in a variety of pro-
cedures demonstrated the ability of the system to success-
fully address some of the many challenges of flexible endol-
umenal and translumenal surgery.

S036
COLONIC STERILIZATION FOR NOTES PROCEDURES - A
COMPARISON OF TWO DECONTAMINATION PROTOCOLS,
Sharon L Bachman MD,Emanuel Sporn MD,Jason L Furrer
PhD,Juan A Astudillo MD,Robert Calaluce MD,Mark A
McIntosh PhD,Brent W Miedema MD,Klaus Thaler MD,
University of Missouri-Columbia
Introduction:
In the 2005 White Paper, prevention of infection was named
as one of the ten potential barriers to performing NOTES
surgery. The aim of this study was to evaluate the effect of
two different sterilization protocols on the bacterial counts
in the swine colon while preparing for NOTES surgery.
Methods:
After placing a proximal colon balloon, 16 swine were ran-
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domized to two different colonic sterilization protocols.
Protocol 1 consisted of low colonic irrigation with 300cc of a
1:1dilution of 10% povidone-iodine (Betadine) with sterile
saline, followed by one gram of cefoxitin dissolved in 300cc
of saline. Protocol 2 consisted of 2 consecutive 300cc irriga-
tions utilizing a quaternary ammonium antimicrobial
(Onamer M). Colonic cultures were taken at 3 time-points;
before colonic cleansing, after decontamination protocol
and after NOTES procedure completion. The Invitrogen
Live/Dead bacterial viability kit was used to asses for change
in bacterial load. A qualitative culture of peritoneal fluid was
obtained at the end of the NOTES procedure. Colon mucosal
biopsies were obtained immediately after the sterilization
procedure and at the 2-week necropsy point, and were eval-
uated for mucosal changes. Student’s T-test was used for
statistical comparisons.
Results:
Protocol 1 resulted in an average 80.8% decrease in live
colonic bacteria, versus 83.0% in Protocol 2 (NS). After per-
forming a NOTES colonic procedure, Group 1 had a104.4%
increase in live bacteria and Group 2 a 36.2% increase (NS).
Peritoneal cultures were also obtained after trans-colon
endoscopic examination. Bacteria were isolated from the
peritoneal fluid of all animals and 2 or more species were
isolated from 75% of the animals. There was no evidence of
peritoneal infection at necropsy. Half of the mucosal speci-
mens had mild changes immediately after sterilization but
these were equally distributed between both decontamina-
tion protocols. Reactive epithelial changes and mild inflam-
mation were only abnormalities. No changes were noted on
histologic evaluation of colonic mucosa at the 2 week point,
demonstrating these were temporary changes.
Conclusion:
Colonic irrigation with Betadine and antibiotics are as effec-
tive at bacterial decontamination of the swine colon as a
quaternary ammonium compound. The results of this study
support the use of either protocol. Despite thorough decont-
amination, peritoneal contamination occurs. The signifi-
cance of this for humans is unknown.

S037
NATURAL ORIFICE TRANSESOPHAGEAL MEDI-
ASTINOSCOPY AND THORACOSCOPY: A SURVIVAL SERIES
IN SWINE, Denise W Gee MD,Field F Willingham MD,Anand
K Singh MD,Gregory Y Lauwers MD,Dushyant Sahani
MD,William R Brugge MD,David W Rattner MD,
Massachusetts General Hospital, Boston, MA
Introduction: Mediastinoscopy (MX) and thoracoscopy (TX)
are common procedures with painful incisions and promi-
nent scars. A natural orifice transesophageal endoscopic
surgery (NOTES) approach could reduce pain, eliminate
intercostal neuralgia, provide access to the posterior medi-
astinal compartment or hilum, and improve cosmesis. The
purpose of this study is to create a survival animal model
for NOTES MX and TX.
Methods: Phase 1: nonsurvival study of NOTES MX and TX
in 5 swine. Using cap endoscopic mucosal resection and
blunt dissection, a 10 cm submucosal tunnel was created in
the esophagus. The endoscope was passed through the tun-
nel and out into the mediastinum. The mediastinal compart-
ment, pleura, lung, and esophagus were identified. A small
incision was then made in the pleura and the thoracic cavity
was explored. The lung, chest wall, and diaphragmatic sur-
face were identified and pleural biopsies were obtained.
Phase 2: 8-day survival study in 4 swine using the same
technique. One swine underwent MX only and 3 swine
underwent MX and TX. Esophageal closure was obtained
via submucosal tunnel flap-valve alone (2 swine) or rein-
forcement with mucosal clips (2 swine). The mediastinal and
thoracic cavities were examined at necropsy and resected
esophageal specimens were sent for pathological examina-
tion.
Results: In all animals, mediastinal and thoracic structures
were identified without difficulty and pleural biopsy was
easily achieved. In one nonsurvival animal, an inadvertent
lung injury caused a pneumothorax which was decom-
pressed through a small intercostal incision. All Phase 2 ani-

mals survived for 8 days, thrived, and gained weight. At
necropsy, some bruising of the lung was noted in each ani-
mal. There was no evidence of free esophageal perforation
or mediastinitis. One animal (mucosal clip closure) devel-
oped a contained fluid collection in the submucosal
esophageal tunnel.
Conclusions: Transesophageal endoscopic mediastinoscopy
and thoracoscopy provide excellent visualization of medi-
astinal and intrathoracic structures. Pleural biopsy can be
easily obtained under direct visualization. The submucosal
tunnel creates a flap-valve that, alone, may be sufficient for
preventing esophageal leak. These procedures can be per-
formed safely in swine with short-term survival and no evi-
dence of clinical deterioration. However, procedural morbidi-
ty needs to be minimized and further study with a larger
sample size and longer survival is warranted.

S038
TRANSGASTRIC ENDOSCOPIC PERITONEOSCOPY DOES
NOT REQUIRE DECONTAMINATION OF THE STOMACH IN
HUMANS, VIMAL K NARULA MD,LYNN C HAPPEL
MD,JASON C ROLAND MD,SIMON BERGMAN MD,DEAN J
MIKAMI MD,BRADLEY J NEEDLEMAN MD,KEVIN M REAVIS
MD,DAVID B RENTON MD,W S MELVIN MD,E C ELLISON
MD,JEFFREY W HAZEY MD, THE OHIO STATE UNIVERSITY
Introduction: Natural Orifice Transluminal Endoscopic
Surgery (NOTES) is a rapidly evolving field that provides
endoscopic access to the peritoneum via a natural orifice.
One important requirement of this technique is the need to
minimize the risk of clinically significant peritoneal contami-
nation. We report the bacterial load and contamination of
the peritoneal cavity in patients undergoing diagnostic
transgastric endoscopic peritoneoscopy.
Methods: Patients participating in this trial were scheduled
to undergo diagnostic laparoscopy for evaluation of pre-
sumed pancreatic cancer. Findings at diagnostic laparoscopy
were compared to that of diagnostic transgastric endoscopic
peritoneoscopy, using an orally placed gastroscope, blind-
ing the endoscopist to the laparoscopic findings. No gastric
decontamination was used. Diagnostic findings, operative
times and clinical course were recorded. Gastric and peri-
toneal fluid aspirates were obtained prior to and after the
gastrotomy. Each sample was sent for bacterial colony
counts, culture and identification of species.
Results: Six patients have completed the protocol with an
average age of 63 yrs. All patients underwent diagnostic
laparoscopy followed by successful transgastric access and
diagnostic peritoneoscopy. The average time for transgastric
instrumentation was 28 minutes compared to 13 minutes for
laparoscopy. . Bacterial sampling was available in 4 of 6
patients. The average number of colony forming units (CFU)
in the gastric aspirate was 181.9 CFU/ml, peritoneal aspi-
rates prior to creation of a gastrotomy showed 25 CFU/ml,
and peritoneal sampling after gastrotomy had an average of
116.9 CFU/ml. There was no cross contamination of the peri-
toneal cavity with species isolated from the gastric aspirate.
No infectious complications or leaks developed postopera-
tively.
Conclusions: There was no clinically significant contamina-
tion of the abdominal cavity after transgastric endoscopic
instrumentation of the peritoneal cavity in humans.
Transgastric instrumentation does contaminate the abdomi-
nal cavity but pathogens are clinically insignificant due to
species or bacterial load.

S039
NATURAL ORIFICE CHOLECYSTECTOMY USING A MINIA-
TURE ROBOT, Amy C Lehman MS,Jason Dumpert
MS,Nathan A Wood BS,Abigail Q Visty,Lee Redden,Shane M
Farritor PhD,Brandon D Varnell MD, Dmitry Oleynikov MD,
University of Nebraska-Lincoln, University of Nebraska
Medical Center
Introduction: Natural Orifice Translumenal Endoscopic
Surgery (NOTES) is surgically challenging. Current endo-
scopic tools provide an insufficient platform for visualization
and manipulation. This study demonstrates the feasibility of
using a miniature in vivo robot to enhance visualization and
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provide off-axis dexterous manipulation capabilities for
NOTES. Methods: We developed a dexterous, miniature
robot with six degrees-of-freedom capable of applying sig-
nificant force throughout its workspace. The robot is intro-
duced through the esophagus and completely enters the
peritoneal cavity through a transgastric insertion. The robot
design consists of a central “body” and two “arms” fitted
with cautery and forceps end-effectors, respectively. The
arms of the robot “disconnect” allowing the robot to freely
flex for entry through the esophagus. Once in the peritoneal
cavity, the arms are “reconnected,” and the robot is
attached to the abdominal wall using the interaction of mag-
nets housed in the robot body with those in an external
magnetic handle. Video feedback from the on-board cam-
eras is provided to the surgeon throughout a procedure.
Results: The efficacy of this robot was demonstrated in a
non-survivable cholecystectomy, abdominal exploration,
bowel manipulation, and cooperative intracorporeal sutur-
ing in a porcine model. Following transgastric insertion, the
robot was attached to the interior abdominal wall. The robot
was repositioned throughout the procedure to provide opti-
mal orientations for visualization and tissue manipulation.
The surgeon remotely controlled the actuation of the robot
to assist in the procedures. Conclusion: This study has
shown that a dexterous miniature in vivo robot can apply
significant forces in arbitrary directions and improve visuali-
zation to overcome many of the limitations of using current
endoscopic tools for performing NOTES.

S040
TREATMENT OF FEMORAL HERNIAS BY A SINGLE SUR-
GEON: A SYSTEMATIC APPROACH, Mark S Loewen
MD,Ibrahim Daoud MD, Clayton A Frenzel DO, The
University of Connecticut St. Francis Hospital
Introduction: The high rate of coincident or missed femoral
hernias while or after mesh herniorrhaphy suggest is sys-
tematic search. We present our findings and results using
the laparoscopic preperitoneal approach (TEP).
Methods: Between April 2001 and February 2007, patients
undergoing inguinal hernia repair were entered into a
prospective database. The nature of their hernias in regards
to detection of inguinal and/or femoral hernias, the type of
repair, and postoperative complications were noted.
Results: 1025 hernias were repaired in 764 patients. 74
femoral hernias were discovered and repaired in 70 pts
(9.2%). Femoral hernias were found unilaterally on the right
in 35 patients, on the left in 31 patients and bilaterally in 4
patients. As expected, women were more likely to have a
femoral hernia (50 patients, 25% of 203 females total) than
men (20 patients, 4% of 562 men total, p<0.001). Only 16
(23%) patients with femoral hernias displayed typical symp-
toms of thigh pain. Femoral hernias were found unilaterally
on the right in 35 patients, on the left in 31 patients, and
bilaterally in 4 patients. Femoral hernias were found in asso-
ciation with other inguinal hernias (direct or indirect) in 62
out of 74 cases (84%). All but two patients underwent
laparoscopic total extraperitoneal repairs (TEP); these two
underwent a laparoscopic abdominal approach (TAPP). Two
patients were discovered to have obturator hernias.
Conclusion: The utility of the laparoscopic approach allows
for routine detection and repair of femoral and obturator
hernias. This case series showing the low preoperative
detection of femoral hernias and the high incidence of addi-
tional ipsilateral hernias illustrate that femoral hernias will
continue to go largely undetected unless a systematic
preperitoneal approach is utilized.

S041
TRANSABDOMINAL PREPERITONEAL (TAPP) VS LICHTEN-
STEIN PRIMARY HERNIA REPAIR: LONG-TERM RESULTS,
Marty Zdichavsky MD,Alexander Breuer,Michael Kramer
MD,Markus Küper MD,Alfred Königsrainer MD,Frank A

Granderath MD, Department of Surgery, University Hospital
Tübingen
Background: The surgical preference for inguinal hernia
repair is still under debate and discussed controversial.
Short- and long-term results are based on data of different
surgical trials with diverse results. In this retrospective study
the long-term results of the transabdominal preperitoneal
(TAPP) hernia repair and the Lichtenstein technique were
compared.
Method: Between 2000 and 2005, the TAPP or the
Lichtenstein primary inguinal hernia repair was performed
in patients that were examined and analyzed retrospectively.
The TAPP repair was performed at a single centre and the
Lichtenstein approach at another centre. Patients data, the
clinical course, complications and the recurrence rate were
recorded. Quality of life was analyzed using the GIQLI and
the SF-36 questionnaire.
Results: A total of 286 patients were retrospectively ana-
lyzed after the TAPP (Group I) or Lichtenstein (Group II) pri-
mary hernia repair. Group I were 196 patients with a mean
age of 42.5 years (range, 14-74 years) and Group II were 90
patients with a mean age of 63.4 years (range, 25-93 years).
According to the ASA classification most patients in Group I
were ASA I and in Group II ASA II. Mean hospitalization for
Group I patients was 3.2 days (range, 2-9 days) and for
Group II 3.4 days (range, 1-8 days). None of the patients had
intra-operatively complications or an organ injury.
Complication rate was 4.1% for Group I and 10.0% for
Group II. Recurrence rate for the TAPP group was 11.1% and
the Lichtenstein repair group 6.5%. Mean general score of
the GIQLI questionnaire in Group I was superior to the nor-
mal population, but lower in Group II. For the SF-36, higher
scores were obtained in both groups for the items vitality,
body pain and general health compared to the normal popu-
lation.
Conclusions: The Lichtenstein procedure was more effective
regarding the recurrence rate. The TAPP repair was superior
to the Lichtenstein technique concerning the complication
rate and the quality of life.

S042
THE INCIDENCE OF OCCULT FASCIAL DEFECTS DISCOV-
ERED IN LAPAROSCOPIC VENTRAL HERNIA REPAIRS IN 374
PATIENTS, Clayton A Frenzel DO,Mark S Loewen
MD,Ibrahim Daoud MD,Ikraim Kureshi MD,Cybele Pacheco
MD, The University of Connecticut St. Francis Hospital
Objective: One aspect unique to the laparoscopic ventral
hernia repair (LVHR) is the visualization and repair of occult
fascial defects not recognized during open repairs. This
recognition of occult fascial defects leads to wider mesh
coverage of the areas that would likely go undetected (and
un-repaired) at the time of open surgery. This study reviews
the incidence of such occult fascial defects. This study ana-
lyzes a single surgeons experience at a single institution and
decreases variability of operative technique and postopera-
tive management inherent in other multi-surgeon studies.
Methods and Procedures: The short term outcomes of LVHR
were analyzed by retrospectively reviewing the records of
all patients who underwent this procedure by a single sur-
geon in a single institution from January 2000 to August
2007. The data from 374 patients was reviewed including
patient demographics, history of ventral hernia repairs, the
number of occult fascial defects, operative details, and post-
operative outcomes.
Results: The study was comprised of 374 patients (179 men
and 195 women: mean age 51 years) who underwent LVHR
with mesh over a 7-year period. 7 patients were converted
to an open procedure. Average ASA class was 1.8. 26.5% of
patients had a previous ventral hernia repair. The average
fascial defect size was 46.75 cm2. Occult fascial defects were
found in 57% of the patients. Average operative time was 54
minutes and the patients average length of stay was 1.45
days. There was a 7% complication rate including 2 entero-
tomies, 1 postoperative bowel obstruction, 5 post op ileus, 1
fistula and 15 patients with seromas. 92% were seen in fol-
low-up at median 11 days postoperatively. Patients reported
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narcotic use on average of 4.3 days. 91% pf patients report-
ed marked pain improvement and 92% were back to full
activity at follow-up. There were no deaths in this series.
Conclusions: There was a 57% incidence of occult fascial
defects detected and repaired in 374 LVHR. This single sur-
geon experience showed less operative time, shorter length
of stay, and fewer complications than reported in previous
multi-surgeon, single institution studies. LVHR offers the
advantage of recognizing and repairing occult fascial defects
not detected in open repairs with minimal complications. In
addition, the laparoscopic repair allows for the well-known
advantages of wider mesh coverage, less tissue destruction,
earlier recovery, fewer postoperative complications and
decreased recurrence rates.

S043
TRANS-GASTRIC VENTRAL ABDOMINAL WALL PLACE-
MENT OF A BIOLOGIC MESH, Sharon L Bachman
MD,Emanuel Sporn MD,Andres Astudillo MD,Chelsea R
Mytyk BS,Klaus Thaler MD,Brent W Miedema MD,
University of Missouri-Columbia
Introduction:
We proposed a feasibility study to determine if biologic
mesh may be safely placed in the abdomen in a transgastric
fashion, as a precursor to attempting transgastric ventral
hernia repair.
Methods:
Six swine underwent upper endoscopy after decontamina-
tion of the stomach with povidone-iodine (Betadine). Under
endoscopic guidance the gastric wall was perforated. A
plastic overtube was introduced into the abdominal cavity
over the endoscope. A 13x15cm Surgisis Gold mesh with 4
pre-placed corner sutures was delivered down the overtube.
Transfascial suture passers and endoscopic graspers were
used to externalize the sutures and add 4 additional fixation
sutures. The gastrotomy was closed transabdominally using
the suture passer. The pigs were sacrificed at 2 weeks.
Results:
One anesthesia death occurred at operation. One pig was
sacrificed early due to sepsis and the small bowel was
found to be eroded into a mesh fixation suture with result-
ant gross peritonitis. This infection may have been second-
ary to a suture-passer bowel injury. Although the mesh was
still intact, it was not as well incorporated into the abdomi-
nal wall as in the other pigs. Bacteria were cultured from 3/5
mesh specimens. Multiple intra-abdominal bacteria were
found in the peritoneum remotely from the mesh in the
same 3/5 animals. Mesh appeared intact in 4/5 animals; one
pig had multiple scattered intraperitoneal abscesses and
delamination of the mesh around an infected fluid collec-
tion. Other mesh findings included one intralaminar
hematoma and one intralaminar seroma. Variable adhesions
to mesh were present, from none to extensive. Histologic
evaluations demonstrated inflammatory cells progressing
into the mesh material, the first stage of Surgisis mesh
incorporation. Median mesh size was 115.5cm2 (Range 95.7-
166.3cm2) and median contraction was 40.8% (Range 14.7-
50.9).
Conclusion:
Totally endoscopic trans-gastric delivery and fixation of
mesh on the anterior abdominal wall is feasible and Surgisis
mesh remained intact despite bacterial contamination of the
peritoneum. The most difficult portions of the procedure
involved manipulating the gastric overtube and this most
likely led to bacterial seeding of the peritoneal cavity.
Significant challenges still remain in designing ideal sys-
tems for mesh delivery that exclude gastric spillage. A mesh
that is tolerant of bacterial exposure is necessitated in this
procedure.

S044
MORBIDLY OBESE PATIENTS DO NOT HAVE INCREASED
INCIDENCE OF EARLY RECURRENCE AFTER LAPAROSCOP-
IC VENTRAL HERNIA REPAIR, Siong S Ching MD,Abeezar I
Sarela MD,Michael J McMahon MD, The General Infirmary
at Leeds, UK

INTRODUCTION: Previous studies have raised concern that
morbid obesity is associated with a markedly increased risk
of recurrence after repair of ventral hernias. This study com-
pared the incidence of early post-operative recurrence after
laparoscopic ventral hernia repair in morbidly obese
patients and non-morbidly obese patients.
METHODS: Case notes were reviewed for consecutive
patients who underwent laparoscopic ventral hernia repair
between December 2002 and August 2007. Body mass index
(BMI) »35 kg/m2 was considered morbid obesity (since ven-
tral hernia constituted at least one co-morbidity).
RESULTS: There were 166 patients, comprising 85 men
(51%), median age 55 years (range, 24-92). The hernia was
incisional in 102 patients (68%). The BMI (kg/m2) distribu-
tion was: <25, 17%; 25-30, 29%; 30-35, 30%; 35-40, 11%; 40-
45, 9% and »45, 4%. In total, 126 patients (76%) had BMI<35.
Nine patients had previous bariatric surgery and 4 patients
underwent synchronous laparoscopic gastric bypass. For
patients with BMI<35 versus BMI»35, recurrent hernias after
previous open repair (23 patients, 18% vs. 12, 30%, P=0.10)
and median defect diameter (3 cm [0.5-30] vs. 5 cm [1-18];
P= 0.30) were not significantly different. The median follow-
up period was 15 months (1-54) for patients with BMI<35
and 20 months (1-57) for BMI»35. Recurrence after laparo-
scopic ventral hernia repair was noted in 16 patients (13%)
with BMI<35 versus 2 patients (5%) with BMI»35 (P=0.20). As
compared to patients with no recurrence, recurrent hernias
were significantly associated with larger median defect
diameter (3 cm [0.5-30] vs. 10 cm [2-20], respectively; P<
0.01), smaller mesh:defect area ratio (22 [2-375] vs. 10 [3-56];
P< 0.01) and any postoperative infection (7 patients, 5% vs.
4, 22%; P=0.02); previous open hernia repair (32 patients,
22% vs. 3, 17%; P=0.80) and BMI (30.4 [15-63] vs. 30.0 [18-
39]; P=0.60) did not correlate with recurrence.
CONCLUSION: The incidence of early post-operative recur-
rence after laparoscopic ventral hernia repair was not signif-
icantly different in morbidly obese patients (BMI»35) as
compared to those with BMI<35.

S045
LAPAROSCOPIC COMPLETELY EXTRAPERITONEAL REPAIR
OF INGUINAL HERNIA IN CHILDREN; A SINGLE INSTITUTE
EXPERIENCES WITH 1,257 REPAIRS IN COMPARISON WITH
CUT-DOWN HERNIORRHAPHY., Masao Endo MD,Toshihiko
Watanabe MD,Miwako Nakano MD,Fumiko Yoshida
MD,Etsuji Ukiyama MD, Department of Pediatric Surgery,
Saitama City Hospital
Aim of the study: Conventional open herniorrhaphy in chil-
dren has been reported to have 2~3% recurrence and
10~20% postoperative contralateral hernia rates. We devel-
oped a unique technique to achieve completely extraperi-
toneal ligation of patent processus vaginalis (PPV) without
any skip areas, sparing the spermatic cord and vessels
under laparoscopic control. Our technique should be theo-
retically superior to open repair in terms of high ligation of
the PPV and routine intervention to the contralateral side.
The purpose of this report is to introduce our technique and
its results in comparing with the conventional cut-down
herniorrhaphy.
Methods: A consecutive series of 1,585 children with
inguinal hernia or hydrocele, experienced during 1996 to
2006, were analyzed. In laparoscopic PPV closure (LPC), a 2-
0 suture, placed in the lower half of the internal inguinal
ring through a 16-G sheath needle advanced extraperi-
toneally across the cord and vessels, was retrieved through
the upper half of the ring by a specially devised needle, and
tied up achieving completely extraperitoneal ligation of the
ring. Either cut-down herniorrhaphy with or without diag-
nostic laparoscopy (C-D) or LPC was selected according to
parental preference under informed consent.
Main results: Parents gave a more preference to LPC (LPC in
1,257 children, C-D in 308 and miscellaneous in 20). Age
ranges were equal to both group LPC and CD (median, 3y).
Sex distribution showed female predominance in group LPC
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(44% vs 27%) for postoperative cosmetic superiority. Mean
operation times were equal to both group in unilateral
repair (28+/-9 m for LPC vs 29+/-17 for C-D), and shorter for
LPC in bilateral repair (38+/-14 vs 47+/-20). Postoperative
hernia recurrence was less in LPC (0.1% vs 0.5% of total
PPVs). Contralateral hernia developed less in LPC (0.8% vs
1.3 % of unilateral PPV closure). Postoperative direct hernia
occurred in one patient of group C-D (0.3%). Group C-D had
injuries to reproductive systems during the operation in two
patients (0.7%).
Conclusion: Our technique has succeeded to reduce the
rates of postoperative hernia recurrence and contralateral
hernia and the risk of injuries to reproductive systems.

S046
POLYPROPYLENE MESH (PPM) OR LIGHT WEIGHT MESH
(LWM) IN INGUINAL HERNIA SURGERY (TEP)- RESULTS OF
A PROSPECTIVE RANDOMIZED CONTROLLED STUDY, Brij B
Agarwal MD, Sir Ganga Ram Hospital, India.
Objectives of study-
Mesh application in endoscopic hernia surgery is universal.
Textile, weight and pore size of mesh continue to be debat-
ed. LWMs with larger pores seem to address the concerns
of host response. Aim of this study was to evaluate the
advantages if any of LWMs over PPMs in totally extraperi-
toneal (TEP) repair of inguinal hernia. Both types of meshes
were used in same host to ensure more objectivity to study.
Patients and methods
30 consecutive candidates for bilateral (B/L) TEP were
included without any exclusion criteria. A uniform perioper-
ative protocol was followed with Paracetamol as an anal-
gesic. Diclofenac (NSAID) was used for significant pain (SP)
even after Paracetamol use. PPM and LWM were both used
in same patient for TEP, one side being repaired with PPM
and other with LWM. Side to be repaired with PPM and
LWM was randomized. Patients were bind to randomization.
Side specific, postoperative data were collected at the end
of 1st, 2nd & 3rd week (W1, W2, W3) for soreness in ilioin-
guinal region (SIR), SP, spermatic cord induration (SCI),
infraumbilical soreness (IUS) and seroma (Ser.). In case of
bilaterally same symptom, predominant side of symptom
was taken as an indicator of end points.
Results
30 males with bilateral inguinal hernias. 39 years of mean
age (17-74) were included and 60 meshes (30 LWM + 30
PPM) used. 36 direct and 30 indirect hernias (6 had both)
were found. All the adverse end points were observed more
with PPM as shown in the Table[ values in( ) are for LWM].

ConclusionLWMs are better tolerated as seen by significant-
ly less morbidity on LWM side of repair. Larger studies
should be undertaken to further evaluate it.

S047
UTILIZATION OF LAPAROSCOPIC AND OPEN INGUINAL
HERNIA REPAIR, Douglas S Smink MD,Ian M Paquette
MD,Samuel R Finlayson MD, Brigham & Women’s Hospital,
Harvard Medical School, Dartmouth-Hitchcock Medical
Center, Dartmouth Medical School
BACKGROUND: Laparoscopic inguinal hernia repair is a safe
and effective treatment for inguinal hernias, and is consid-
ered by some to be the procedure of choice for recurrent
inguinal hernias. Little is known, however, about the fre-
quency with which laparoscopic inguinal hernia repair is
performed and the determinants of its utilization.
METHODS: We performed a retrospective cohort study of all
patients undergoing outpatient inguinal hernia repairs in
Florida in 2002 and 2003, using the AHRQ State Ambulatory
Surgery Database. We compared patient demographics,
indication for procedure, location of procedure (hospital or
ambulatory surgery center), and charges for laparoscopic
and open repairs.

RESULTS: Of 58,172 outpatient inguinal hernia repairs,
11,351 (19.5%) were performed laparoscopically. In the sub-
set of 6,221 recurrent inguinal hernias, only 1,276 (20.5%)
were performed laparoscopically. Patients undergoing a
laparoscopic repair were younger (52.7 vs. 57.4 years,
p<0.001), more likely to be of white race (84.4% vs. 79.3%,
p<0.001) and more likely to have private insurance (62.0%
vs. 47.2%, p<0.001) compared to those undergoing open
repair. Laparoscopic repairs resulted in higher charges than
open repairs ($12,087 vs. $7,580, p<0.001). Laparoscopic
repairs were less commonly performed at ambulatory sur-
gery centers (ASC’s) than at hospitals (13.7% vs. 20.9%,
p<0.001), although ASC’s had significantly lower charges for
laparoscopic hernia repairs than did hospitals ($6,973 vs.
$12,860, p<0.001).
CONCLUSIONS: The laparoscopic approach is used in only
a small fraction of initial and recurrent inguinal hernia
repairs, and is used more commonly at hospitals than at
ASC’s. The use of laparoscopy for inguinal hernia repair
appears to be driven by financial considerations as well as
by clinical indications.

S048
MECHANISMS OF VENTRAL HERNIA RECURRENCE FOL-
LOWING LAPAROSCOPIC REPAIR, Jake A Quick BA, Sharon
L Bachman MD,Bruce J Ramshaw MD, University of
Missouri-Columbia
Objective: To determine mechanisms of ventral hernia recur-
rence following laparoscopic repair.
Background: Laparoscopic ventral hernia repair techniques
have demonstrated low recurrence rates in recent years.
Mechanisms of recurrence following open repair are well-
documented, but there is less data defining how laparoscop-
ically-repaired hernias recur.
Methods: We performed a retrospective analysis of 25
patients who had previously undergone at least one laparo-
scopic hernia repair, and who subsequently required repair
for recurrence. Mechanisms of recurrence were determined
at the time of surgery, and documented in the operative
note for 23 of the patients, while two were determined later
through video analysis.
Results: Sixty percent (n=15) of recurrences demonstrated
mesh retraction or contraction, exposing the previous
defect. On several occurrences, these retractions caused rip-
ping of the mesh at transfascial suture sites, causing defects
within the mesh. Four (16%) recurrences were located at the
periphery of the previously placed mesh. One primary mesh
failure was noted. In this instance, mesh was torn through
the center, with intact retention devices along edges of the
mesh. Failed retention devices were noted in two patients.
Two patients had loss of domain. In one case infected mesh
was noted, and in another, an inflammatory reaction to
mesh was seen laparoscopically. Eighty-eight percent were
female, with a mean age of 48.9 years (SD±10.2) and an
average BMI of 38.2 (SD±6.7). Patients averaged three previ-
ous hernia repairs, with an average of 1.5 (SD±1) previous
laparoscopic repairs. Thirty-six percent required extensive
(greater than one hour) lysis of adhesions. Median defect
size was 207 cm2 (Range16-750), while median mesh size
was 624 cm2 (Range 225-1768).
Conclusion: The documented mechanism of recurrence after
lap ventral hernia repair appeared to be mesh contraction
and/or migration in 60% of this patient series. Other mecha-
nisms of recurrence appeared to be failure of fixation and
inadequate mesh coverage.

S049
THE ROLE OF MINIMALLY INVASIVE SURGERY IN THE FOR-
WARD COMBAT HOSPITAL, Steven P Bowers MD,Jeffrey A
Bailey MD, Wilford Hall Medical Center, San Antonio, Texas;
Saint Louis University Hospital, St. Louis, Missouri
Background: Most penetrating abdominal combat wounds
are of high energy, with injury to multiple viscera, and
require immediate open abdominal exploration for hemor-
rhage control. There is interest in advanced surgical sys-
tems for use in the forward combat environment, but mini-
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mally invasive surgery (MIS) has never been utilized in such
setting. The authors hand-carried an MIS capability into a
major trauma center in Iraq, and report our experience
incorporating MIS into forward trauma surgical care.
Methods: The Air Expeditionary Force rotation 9 recorded
all patient encounters and operative reports on prospective
databases, and the authors reviewed these data retrospec-
tively.
Results: Between 19 Jan 06 and 17 May 06, 85 patients
required emergent abdominal operation. Of the 67 patients
requiring emergent abdominal operation due to traumatic
injury, 16 previously had undergone laparotomy by a
Forward Surgical Team. Of the 51 injured patients present-
ing initially to our center, 8 had low-energy abdominal frag-
ment injury, and underwent diagnostic laparoscopy. In addi-
tion, 12 of the 18 patients with non-traumatic acute abdomi-
nal conditions were managed by MIS, 3 patients were treat-
ed by video assisted thoracic surgery for traumatic injury,
and 6 patients required emergency therapeutic gastrointesti-
nal endoscopy.
Conclusions: Despite the numerous barriers to providing
MIS in the forward combat surgical environment, MIS has a
limited role and serves as a force-multiplier, by returning
injured and ill personnel rapidly to duty.

S050
ERGONOMIC RISK OF ASSISTING IN MINIMALLY INVASIVE
SURGERY, Gyusung Lee PhD,Tommy Lee MD,David Dexter
MD,Carlos Godinez MD,Nora Meenaghan MD,Robert
Catania MD,Adrian Park MD, University of Maryland
Introduction: Ergonomic knowledge related to primary MIS
surgeons has been well described. Similar studies making
the camera assistant subject have not been undertaken. By
simulating the assistant¡¯s role as a camera holder and
retractor during a Nissen fundoplication, this study investi-
gated how camera target locations and grip strategies, and
fatigue affected the assistant¡¯s posture.
Methods and Procedures: Seven subjects were studied
while performing a camera navigating task. A training box
on an OR table simulated an adult patient in low lithotomy
position. Each subject was asked to stand on two force
plates at the left side of the simulated patient. A laparo-
scope was introduced into the training box in which four 2
cm circles as targets had been placed on the rear panel in
the following locations to the assistant: (1) distal superior,
(2) proximal superior, (3) distal inferior, (4) proximal inferior
(TARGET). Subjects were instructed to hold the camera with
their left hand and point it at a target with their task to
match the target to a circle overlaid on the monitor.
Simultaneously, a grasper in the right hand was used to
grasp and pull one of two rubber bands on the panel. A
minute signal moved the subject on to the next target. Each
trial had 3 repetitions (PHASE) consisting of 4 targets.
Subjects were asked to perform two separate trials, in which
the camera was held from the top and then the bottom
(GRIP). A 4x3x2 (TARGETxPHASExGRIP) repeated measures
design was used for statistical analysis. Weight loading ratio
(WLR) was calculated from the vertical ground reaction
forces (VGRF) from left force plate and total VGRF from both
plates. WLR=(left VGRF)/(left VGRF+right VGRF)*100.
Results: WLR significantly increased (p<0.005) with proximal
targets (2:80% & 4:79%) compared to distal targets (1:67.5%
& 3:67.6%), a result of the distal position of the camera head
(TARGET effect). Also shown was a reduced WLR (75%,74%
& 71% respectively) attributed to compensatory strategy to
overcome increased fatigue in the left leg over time (PHASE
effect, p<0.05). The two grip strategies did not show any dif-
ference (GRIP effect, p>0.5).
Conclusions: This study demonstrated that the assistant¡¯s
left leg disproportionately bore 70-80% of body weight over
time, thus creating a high risk ergonomic situation.
Ergonomic solutions like camera handle attachments or
instructions to rebalance weight should be considered to
minimize fatigue and maximize postural stability. Body
movement, EMG, center of pressure, and postural stability
demand will provide detailed postural and fatigue parame-

ters.

S051
USING A DYNAMIC TRAINING ENVIRONMENT TO ASSESS
LAPAROSCOPIC SKILL, Audrey Bell BS,Matt Saide
BS,Jacqueline Johanas BS,Gary Leisk PhD,Steven D
Schwaitzberg MD,Caroline G Cao PhD, Tufts University,
Cambridge Health Alliance
Current physical laparoscopic surgical simulators contain
only static tasks, which do not develop the advanced hand-
eye coordination skills needed to navigate the dynamic sur-
gical environment. A dynamic minimally invasive training
environment (DynaMITE) was developed to fill this need.
Preliminary testing showed a potential for the device to
improve the hand-eye coordination skills of even expert sur-
geons. To further evaluate the utility of the device as a train-
ing and skill assessment tool, a study was performed with a
second-generation device. Forty-two subjects at the SAGES
2007 Learning Center participated. Their experience ranged
from naïve (0-10 laparoscopic procedures performed) to
highly experienced (more than 2500 procedures performed).
Each subject completed a minimum of one trial each of two
tasks: 1) an aim-and-point task, which required making con-
tact with an array of five small vertical pins, and 2) an
acquire-place task, which required transferring three objects
(a cylinder, a triangular prism, and an asymmetric shape)
from holders on one side of the platform to another. Both
task targets moved at one of three speeds: static, slow, or
fast. Data analysis using two-factor analysis of variance
(ANOVA) showed a significant main effect in time to task
completion for the factors of movement (p=0.015) and expe-
rience (p=0.048), in the aim-and-point task. On average, sub-
jects were faster in the static and slow tasks than fast task
(5.9±2.9, 5.9±3.1, 8.05±2.6 s, respectively). Similarly, subjects
made fewer misses in the static and slow tasks than fast
task (18.9±18.2%, 27.4±27.7%, 53.7±29.9%, respectively,
p=0.024). In the acquire-place task, ANOVA showed a signifi-
cant main effect in time to task completion for the factors of
shape (p=0.001) and experience (p=0.049). On average,
cylinders were transferred faster than triangular prism or
asymmetric shapes (16.4±13.2, 65.9±77.6, 73.7±90.3 s,
respectively). These results suggest that DynaMITE may be
useful for training more advanced hand-eye coordination
skills, but remain to be validated in a more controlled test-
ing environment.

S052
DECONSTRUCTING OPERATIVE FLOW - A FOCUS ON
ANTICIPATORY MOVEMENTS, Tommy H Lee MD,Nora C
Meenaghan MD,Yan Xiao PhD,Alison M Trinkoff PhD,David J
Dexter MD,Carlos D Godinez MD,Adrian Park MD, University
of Maryland, Baltimore, MD
Introduction: Efficient instrument movement is a vital part
of a well-coordinated operating environment, and is a reflec-
tion of optimized ergonomic and human factor issues. In
order to make assessments of these movements, objective,
reproducible metrics are needed. In this study, instrument
flow analysis is utilized to characterize anticipatory move-
ments of the operative team.
Methods: Five laparoscopic Nissen fundoplication opera-
tions performed by an expert surgeon and a dedicated mini-
mally invasive surgery team were analyzed using synchro-
nized video feeds from two exterior cameras and the laparo-
scope. Instrument location was tracked for the duration of
the procedure to one of 12 different locations: the 5 access
ports; the 4 members of the operating team; on the top or
bottom half the patient; and the instrument stand. The flow
of instruments from the scrub technician to the primary sur-
geon was analyzed for patterns suggestive of anticipatory
movements.
Results: For the five cases, there were a total of 44 instru-
ment exchanges between the scrub technician and the pri-
mary surgeon. The average duration the technician held an
instrument before handing it to the surgeon ranged from
0.68s to 42.17s. The needle driver was held for an average
of 42.17s prior to handing to the surgeon, and the scissors
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20.51s - reflective of the technician anticipating the need for
these instruments, and holding or preparing them for the
surgeon. With a short average hold time of 0.68s, the curved
dissector used for a specific element of the case, was not
well anticipated. Other exchanges were with the liver retrac-
tor (3.11s), and standard dissector (8.26s). Regardless of
anticipation, the surgeon did not have to wait long for any
instruments, with an average wait time of 1.30s, and no sig-
nificant correlation with anticipatory hold time by the techni-
cian.
Conclusion: Our approach to analyzing operative flow pro-
vides an objective approach to breaking down an operation
and identifying effective and ineffective patterns of move-
ment. In the environment of an expert surgeon and dedicat-
ed team, instrument transfers are highly efficient, and even
unanticipated instrument movements are compensated for
with little lost time. Further study will examine the ineffi-
ciencies often seen with non-dedicated teams and help
delineate the factors that contribute to efficient surgical
flow. Ongoing deconstruction of operative flow and estab-
lishment of metrics will continue to be central to these
analyses.

S053
WORKING WITH A PRE-OPERATIVE CHECKLIST IN LAPARO-
SCOPIC SURGERY, AN INITIAL STUDY, Cas Van ‘t Hullenaar
BA,E Consten PhD,M Gagner PhD,I Broeders PhD, Dept. of
Surgery, University Medical Center, Utrecht, The
Netherlands, Dept. of Surgery, Meander Medical Center,
Amersfoort, The Netherlands,Dept. of Surgery, New York
Presbyterian Hospital, Weill Medical College of Cornell
University,New York City, USA
Background: Major changes in endoscopic surgery have
taken place in recent years. More and more, technical appli-
cations and complicated devices are introduced in the oper-
ation room. In previous studies, various preventable equip-
ment related problems are reported. Potentially, this can
influence the quality and safety of laparoscopic surgery. The
goal of study is to find out if working with a pre-operative
checklist can influence various aspects of laparoscopic pro-
cedures.
Methods: 121 consecutive procedures were closely
observed and analyzed. In the first phase, the 25 participat-
ing surgeons and residents were observed during the proce-
dures. They also filled in a questionnaire after finishing their
procedure. In the second phase, they additionally filled in a
pre-operative checklist. With the checklist, verification of
patient data and patient positioning were performed, also
instruments and hardware components were checked.
Results: When working with the checklist, two out of three
time-slots were reduced. Preparation time declined from
12.4 to 9.7 minutes. Patient identification improved after
introduction of the checklist. Identification was not per-
formed in 20.3% of the cases in the first phase, this declined
to 13.0% in the second phase. With a checklist, it was less
often necessary to correct the patients position: 12.2% vs. in
23.2%. Instrument verification improved with the checklist
from 4.8% to 14.6%. Positioning of the monitor was done
more often in checklist group (34.5%), compared to the first
phase group (9.3%).
Higher satisfaction rates in post-procedure questionnaires
were reported when working with the checklist.
Conclusion: This initial study of working with a pre-opera-
tive checklist in laparoscopic surgery showed clear benefits.
It can save time and improve pre-operative preparation.
Possible technical and practical errors can be detected.
More research projects are necessary to demonstrate the
role of checklists in laparoscopic surgery.
Key words: checklist, laparoscopy, minimal invasive surgery,
advanced operation room

S054
WHEN SURGERY STOPS: A QUANTITATIVE VIDEO ANALY-
SIS OF WORKFLOW DURING LAPAROSCOPIC SURGERY,
Danny V Martinec BS, Bin Zheng MD,Lee L Swanstrom MD,
Legacy Health System, Portland, Oregon

Introduction: Interruptions in surgical workflow has been
shown to lead to OR inefficiencies and patient injury; how-
ever, we lack knowledge as to what causes these interrup-
tions and to what degree these interruption affect the proce-
dure time (PT). Workflow is a result of teamwork, thus inter-
ruptions were analyzed based on their effect on the team-
work rather than individual performance. This project ana-
lyzed 5 cases of laparoscopic surgery to identify team activi-
ties inside the OR that are not directly related to the on-
going surgery (non-surgery related activities - NSRA) and
examine their impact on surgical workflow.
Methods: We have captured 25 cases of laparoscopic anti-
reflux surgeries performed by an expert laparoscopic sur-
geon at Legacy Health System in 2006. For all 25 cases both
the room view and the laparoscope view were recorded and
synchronized with the audio. As a pilot study 5 of these
cases have been analyzed. From these 5 cases we have
identified all of the NSRA occurring in the OR. The NSRA
are further categorized based on their impact on PT. The
duration of the NSRA along with the PT was calculated
using JVideo (analysis software).
Results:Average procedure time of these 5 cases is 120 min.
The most common NSRA occurring in the OR during sur-
gery was talking, which occurred in the OR for 22.3 ±14.0
min. on average (18.6% of procedure time), followed by
instrument change (11.0 ± 4.5; 9.2%), phone call/page (10.2 ±
13.4; 8.5%), and shift/break or position change (2.4 ± 1.2;
2%). Not all NSRA stop the workflow of the surgery, in most
instances surgery continued while some of the surgical
team were participating in NSRA. On average NSRA
stopped surgery 4.1 min per case (3.4%). Stops in surgical
workflow are mainly caused by instrument inavailability and
surgeons and assistants changing positions.
Discussion: All NSRA affect the surgical performance in
someway. NSRA that don’t stop the workflow are still unfa-
vorable because they can distract the surgical team and
decrease team performance. NSRA that delay surgical work-
flow lengthen PT, which increases costs. In this project
NSRA stopped surgical workflow for 4.1 min. This is likely
due to the superior work of a dedicated team. We expect
this number will go up when surgery is performed by an
non-dedicated team on a wider range of surgical proce-
dures. By identifying NSRA that delay surgical workflow we
can implement measures to prevent the delay of surgery
and increase OR efficiency.

S055
ENDOSCOPIC THYORIDECTOMY BY THE AXILLARY
APPROACH, Yoshifumi Ikeda MD,Yuzo Sasaki MD,Rika
Miyabe MD,Naomi Morita MD,Hiroshi Takami MD,
Department of Surgery, Teikyo University School of
Medicine
Aim: Minimally invasive surgery is widely employed for the
treatment of thyroid diseases. We have performed pure
endoscopic thyroidectomy by the axillary approach from
1999. In this study, we evaluate the efficacy of this surgical
procedure.
Patients and Methods: The indications for this procedure
included the presence of a follicular nodule or adenomatous
goiter with a maximum diameter of less than 6cm as
observed during a preoperative ultrasonography examina-
tion and small low-risk papillary thyroid carcinomas. Our
procedure is pure endoscopic thyroidectomy with carbon
dioxide insufflation from an axillary portion. This procedure
was performed in 122 cases including 7 papillary thyroid
carcinomas.
Results: Conversion was necessary in three cases (difficult
dissection in two cases and large nodule size in one case).
Thyroid partial recection was successfully accomplished in
21 cases, thyroid lobectomy in 93 cases and subtotal thy-
roidectomy in 5 cases. A subtotal thyroidectomy was per-
formed for cases of Graves’ disease. Unilateral central neck
lymph node dissection was completed in 5 cases without
any complications. Major vessel bleeding such as superior
or inferior thyroid artery during surgery was 2 cases, how-
ever, these complications were able to be controlled in
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endoscopic procedure and completed the endoscopic puro-
cedure. The operative time and the amount of bleeding
were statistically significantly reduced, as the surgeon
gained experience with the technique. The mean operative
time for a thyroid lobectomy in the last year was 155 min-
utes. Postoperative complications included 3 transient recur-
rent nerve palsies, and 1 postoperative arm pain. The cos-
metic result was excellent and almost all patients are satis-
fied with the results.
Conclusion: The indications for pure endoscopic thyroidec-
tomy are still limited. Nonetheless, in selected patients, it
seems a valid option for thyroidectomy and even preferable
to conventional surgery because of its significant advan-
tages, especially in terms of cosmetic result.

S056
LAPAROSCOPIC VERSUS OPEN LIVE DONOR NEPHRECTO-
MY: OUTCOMES ANALYSIS IN 276 CONSECUTIVE
PATIENTS, Charles J Dolce MD,Daniel Griffin,B T Heniford
MD,Kent W Kercher MD, Department of Surgery, Carolinas
Medical Center, Charlotte, NC
Purpose: Minimally invasive surgical techniques have
become the preferred method for live donor nephrectomy
(DN) in many centers. We compare the experience with
laparoscopic and open DN within a single institution.
Methods: Data on 276 consecutive live DN were entered
prospectively (lap) or retrospectively (open) into a surgical
outcomes database between 1998 and 2007. Demographic,
intraoperative, and postoperative data were compared. All
open DN were performed prior to the initiation a minimally
invasive training program in August 2000. Data were ana-
lyzed by T-test and Chi-Square test. A p-value <0.05 was
considered significant.
Results: 276 patients underwent live donor nephrectomy
(209 Hand-assist laparoscopy (HAL), 18 totally laparoscopic
(TL), 49 open). Patient age, gender, race, and weight were
equal for all groups. Laparoscopic DN was associated with a
shorter operative time (177 vs 193 minutes, p<0.013), less
blood loss (71.1 vs 185 ml, p<0.0001), and shorter hospital
stay (3.6 vs 5.3 days, p<0.0001) than open DN. Warm
ischemia time was less for HAL versus totally laparoscopic
DN (59.9 seconds vs 90.0, p<0.0001). When compared with
open DN, laparoscopic patients had fewer complications
(11.0 vs 22.5%, p<0.03), fewer wound infections (2.5 vs
14.3%, p<0.004), less wound paresthesias (0.88 vs 12.5%,
p<0.0009), and fewer complaints of incisional pain lasting
longer than 6 weeks (1.77 vs 30.6%, p<0.0001). There was no
difference with incisional hernia formation (2.7 vs 2.1%,
p<0.82). There were no conversions or re-operations and
only one (0.4%) blood transfusion in the laparoscopic group.
There was one re-operation (2%) and one (2%) blood trans-
fusion in the open group.
Conclusions: Minimally-invasive techniques for donor
nephrectomy offer considerable advantages over the tradi-
tional open flank approach. In a single-institution experi-
ence, laparoscopic DN results in less blood loss, reduced
operative time, and shorter hospital stay than open DN.
Hand-assisted DN has the potential to decrease warm
ischemia time for renal allograft. Donors managed laparo-
scopically had fewer complications and significantly less
wound-related morbidity than those undergoing open donor
nephrectomy.

S057
UNRECOGNIZED ADRENAL INSUFFICIENCY IN PATIENTS
UNDERGOING LAPAROSCOPIC ADRENALECTOMY, German
F Barbosa MD, Jamie Mitchell MD,Eren Berber MD,Mira
Milas MD,Allan Siperstein MD, Cleveland Clinic
Introduction: There is scant data in the literature about
unrecognized adrenal insufficiency (AI) in patients undergo-
ing laparoscopic adrenalectomy (LapA). We hypothesized
that postoperative day (POD) 1 AM cortisol levels could
identify these patients after LapA. The aim of his study is to

determine the incidence of AI after LapA and identify clinical
predictors. Methods: One hundred and three patients under-
went LapA at the Cleveland Clinic between June 2000 and
August 2007. Patients with Cushing’s syndrome, bilateral
disease or conditions associated with bilateral disease were
excluded leaving 71 patients for the analysis. All patients
had preoperative serum and 24-hour urine cortisol analyses
performed. AM cortisol levels were drawn on POD 1 in 40
patients (16 nonfunctional adenomas, 13 pheochromocy-
tomas, 3 aldosteronomas, 2 testosterone secreting adeno-
mas, 3 other benign lesions, 2 metastasis and 1 adrenocorti-
cal cancer). None of these patients received preoperative
steroids. Data were analyzed using one-way ANOVA, t-test
and Chi-square. Results: The mean POD 1 AM cortisol levels
were 11.9±1.8 ug/dL for pheochromocytomas, 10.3±1.6
ug/dL for nonfunctional adenoma, 6.9±3.2 ug/dL for aldos-
teronoma, 6.9±6.9 ug/dL for malignant tumors, and 4.1±3.6
ug/dL for other benign lesions. There were 3 groups of
patients identified based on POD 1 AM cortisol levels: suffi-
cient (>10ug/dL; n=21), low normal (3.4 - 10ug/dL; n=9) and
insufficient (<3.4ug/dL; n=10). There were no differences
between these 3 groups regarding age or gender. However,
patients with pheochromocytoma, non-functional cortical
tumors and metastases, were less likely to have POD 1 AI
(p=0.02). Preoperative serum and 24-hour urine cortisol val-
ues did not predict the subsequent presence of AI in these
patients. Mean tumor size was found to differ in patients
with AI (5.9±1.0 cm), as compared to patients with low nor-
mal cortisol (3.7±1.0 cm) and patients with normal cortisol
level (3.6±0.7)(p=0.03). Patients found to have AI postopera-
tively were placed on a steroid taper regimen upon dis-
charge from the hospital. Conclusions: Adrenal insufficiency
is a grossly under-diagnosed entity in patients with non-
cushing’s adrenocortical tumors undergoing LapA. To our
knowledge, this is the first study to look at the relevance of
postoperative cortisol levels to detect AI after LapA.
Postoperative day 1 serum AM cortisol analysis can identify
these patients with otherwise normal preoperative work up.

S058
LAPAROSCOPIC SPLENECTOMY FOR
SPLENOMEGALY:LONG TERM FOLLOW UP OF 61
PATIENTS, Sricharan Chalikonda MD,Stacy Brethauer
MD,R.Matthew Walsh MD,Steve Rosenblatt MD, Cleveland
Clinic
Background: Numerous studies have demonstrated the fea-
sibility of laparoscopic splenectomy(LS) for splenomegaly.
There is little published data on the efficacy of LS for the
treatment of splenomegaly associated cytopenias. The aim
of this study is to determine long-term outcomes following
LS for splenomegaly.
Methods: Retrospective review of patients undergoing LS
between 8/95 and 5/05. Splenomegaly was defined by CT
criteria of craniocaudal length > 17 cm. Preoperative diag-
noses included lymphoma in 13 patients (20%), leukemia in
15 (23%), autoimmune hemolytic anemia in 3 (5%) and other
hematologic disorders in 8 (12%). Twenty-six patients (40%)
had no definitive diagnosis prior to splenectomy. Patients
with ITP were excluded. Patient demographics, operative
indications, operative morbidity and mortality, pathology,
pre- and postoperative hematological indices were collect-
ed. Follow-up data was collected from patient records and
telephone interviews.
Results: 311 patients underwent LS during the study period.
65 patients underwent LS for splenomegaly. The mean age
of the study group is 59. 62% were male. There were no
operative mortalities. 7 patients(11%) were converted from
LS to open. There were 9(14%) major complications includ-
ing 4 re-operations (3 for bleeding), 3 portal vein throm-
boses, 1 intra-abdominal abscess and 1 postoperative hem-
orrhage managed non-operatively. 32 patients underwent
LS primarily for diagnostic purposes. 9 patients had an
existing hematological diagnosis and LS was performed to



117 www.sages.org

S
A

G
E

S
2

0
0

8
Scientific Session Abstracts Friday April 11, 2008

evaluate splenic involvement. LS confirmed a diagnosis in
19 (59%) patients including 11 lymphomas (34%). Thirty-
three patients underwent LS primarily for treatment of
either symptoms (11) or cytopenias (22). LS effectively treat-
ed mass symptoms in all patients. Among all patients
33(51%) had associated cytopenias. At median f/u of 20
months(1-86) 15 (45%) patients had no recurrence of cytope-
nias, 15(45%) patients required further treatment and 3 were
lost to follow up. One responder (7%) died of lymphoma 3
months after surgery without recurrence of cytopenia. The
15 non-responders had progression of disease requiring
chemotherapy and transfusions and 9 (60%) died a median
of 6 months after splenectomy.
Conclusion: LS is effective for alleviation of mass related
symptoms of splenomegaly and is a valuable diagnostic
tool. It is less effective as isolated treatment of cytopenias
related to hematological malignancies.

S059
ACCURACY AND ROLE OF SURGEON-PERFORMED INTRA-
OPERATIVE ULTRASOUND IN MINIMALLY INVASIVE OPEN
PARATHYROIDECTOMY, ANDREAS KIRIAKOPOULOS PhD,
DIMITRIOS LINOS PhD, HYGEIA HOSPITAL
Objective: Assessment of the accuracy and the role of sur-
geon-performed ultrasound in comparison to expert radiolo-
gy-performed ultrasound, sestamibi scanning and histologic
findings.
Patients and Methods: From January 2006 to December
2007 we prospectively evaluated forty two consecutive
patients undergoing parathyroidectomy for primary hyper-
parathyroidism. One surgeon who was unaware of the pre-
operative imaging studies did all ultrasound examinations
just prior to skin incision. The correlations between sur-
geon-performed ultrasound, radiology-expert ultrasound,
sestamibi scanning and histologic findings were assessed
Results: There were thirty eight females (mean age: 55.9 yrs,
range: 13-83) and four males (mean age: 41 yrs, range: 42-
77) with biochemical evidence of primary hyperparathy-
roidism. Single gland disease (SGD) was histologically con-
firmed in thirty six cases (85.7%) and multigland disease
(MGD) in six cases (14.3%). Concordant preop U/S and ses-
tamibi findings were found in thirty four cases in SGD
patients: surgeon performed U/S and expert radiology U/S
were equally correct in all of these cases. In the rest two dis-
cordant cases in SGD patients, radiologist U/S was wrong in
both cases, whereas sestamibi and surgeon U/S had no
false results. Multigland disease had been predicted by neg-
ative findings in preop U/S and sestamibi in four patients
and by finding more than one enlarged parathyroid glands
in two patients. Surgeon U/S gave one false result in the for-
mer subgroup of MGD patients with negative findings in
preop studies, although correctly identified multiple gland
enlargements in the latter subgroup.
Conclusions: This study shows that surgeon-performed
ultrasound compares favourably and even exceeds radiolo-
gy U/S. Since this positive predictive result applies especial-
ly in SGD, intraoperative U/S had been added in the stan-
dards of care of patients with primary hyperparathyroidism
in our institution.

S060
OUR EXPERIENCE IN LAPAROCOPIC APPROACH FOR
LARGE ADRENAL TUMORS, Roxana Ganescu MD,Sorin C
Paun MD,Mircea Beuran PhD,Mihaela Vartic PhD,Bogdan S
Gaspar MD, EMERGENCY CLINICAL HOSPITAL BUCHAREST
ROMANIA
Laparoscopic adrenalectomy has become in last decade
“gold standard” for treating of adrenal tumors with diame-
ters smaller than 6 cm. In addition, one should note that
larger tumors or potentially malignant tumors, once consid-
ered contraindications to a laparoscopic approach, can now

be removed laparoscopically, with virtually no complication.
In many surgical centers a tumor size > 6cm is used as an
indication for adrenalectomy.
Herein, the authors performed adrenalectomy over the past
5 years for 100 patients with adrenal pathology including
incidentalomas, adenomas, Cushing disease, Cushing syn-
drome, Conn syndrome, pheochromocytomas and also neo-
plasia. Specifically, 32 patients (23 females and 9 males)
between ages of 20 and 69 (median age of 46,43 years) had
tumors larger than 6 cm diameter. 4 of these cases under-
went bilateral adrenalectomy by laparoscopic approach
whereas in 10 cases the surgeons preferred conversion to
an open approach. Among the reasons for the conversion:
bleeding, tumor size over 10 cm, cardiac arrhythmias, local
invasion (inferior vena cava, liver, diaphragm), unclear land-
marks, etc. The operating times were anywhere from 25 min
to 270 min (median time 114,02 min) including patients with
bilateral approach. Worth mentioning is also the fact that for
the first cases the authors/surgeons first used monopolar
dissector and then the LigaSure Atlas.
Mortality among the studied cases was zero and as postop-
erative complication only a bleeding from spleen (after bilat-
eral adrenalectomy convert to open procedure because of
unclear landmarks in a case of Cushing disease) can be
mentioned. This spleen bleeding required reintervention for
splenectomy and then pancreatic reaction (treated conserva-
tively in the end). Patients were discharged anywhere
between 1 and 50 days (the complicated case) postoperative
(median 6 days).
In conclusion, the authors recommend that regardless of the
nature and size of the tumor, surgeons should not delay
conversion to open approach anytime there are signs of
invasion or when the dissection has become difficult.
Surgeon experience is a critical factor as well mainly
because laparoscopic aderenalectomy is a quite difficult pro-
cedure and requires a more experienced surgeon when
tumors are larger than 6-8 cm.

S061
LAPAROSCOPIC- ASSISTED ENDOLUMINAL SURGERY: A
STEPING STONE TO NOTES, S Mohiuddin DO,J J GONZLEZ
MD,G PORTILLO MD,M E FRNAKLIN MD, TEXAS ENDO-
SURGERY INSTITUTE
Background:
As Natural Orifice Transluminal Endoscopic Surgery
(NOTES) approaches on the horizon, surgeons will need to
develop the fundamental skills and spatial orientation need-
ed to perform in this new perspective. The Natural Orifice
Surgery Consortium for Assessment and Research
(NOSCAR) has established several fundamental challenges
to the safe introduction of NOTES. Our institutional experi-
ence with laparoscopic assisted endoluminal surgery is
reviewed to display the techniques and efficacy of proce-
dures that may provide a safe transition to NOTES.
Methods:
A retrospective review of all laparoscopic assisted endolu-
minal surgeries from 1991 to 2007 was performed. All pro-
cedures involved establishment of pneumoperitoneum,
placement of endoluminal balloon trochar ports under
laparoscopic and endoscopic visualization, intraluminal
insufflation, coordinated resection of intraluminal pathology
using both the endoscope and laparoscopic instruments,
and closure of the intraluminal port sites with intracorporeal
suturing.
Results:
A total of 177 procedures were performed from 1991 to 2007
using these techniques. These procedures varied and includ-
ed laparoscopic monitored colon polypectomy, resection of
gastric polyps, intraluminal cystgastrostomy, gastric ulcer
resection, foreign body removal, and extraction of colon
specimen through the vagina. The average age was 55 years
( range 38-75), length of operation 95 minutes (range 60-
137), hospital stay 3.5 days and 1 complication (2.8%).
Conclusions:
Our institutional experience with these procedures success-
fully displays a safe and effective approach to a wide range
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of intraluminal pathology. While patients benefit from a
shorter hospital stay, less post-operative pain, improved
cosmesis and less morbidity, the laparoscopic surgeon can
perform these operations using current instruments and
equipment to safely transition into the emerging field of
NOTES.

S062
SEVERE COMPLICATIONS AFTER DOUBLE BALLOON
ENTEROSCOPY, Gary Weissenfluh MD,John Morton MD,
Stanford Department of Surgery
Introduction:
Double balloon enteroscopy (DBE) is a relatively new endo-
scopic technique to diagnose and treat small bowel disease.
While it is becoming widely used, there are relatively few
data regarding potential complications.
Methods: We reviewed all DBE cases at an academic med-
ical center from 2006-2007. 39 DBEs were identified and
three patients had severe complications (7.7%) secondary to
their DBE procedures. All DBEs were performed by a single
gastroenterologist in their first year of performing DBE.
Results: The first patient had a DBE for evaluation of Crohn’s
disease after years of partial small bowel obstructions and
chronic abdominal pain. This procedure resulted in an emer-
gent exploratory laparotomy for two small bowel perfora-
tions. The second patient had a DBE performed for chronic
anemia and capsule endoscopy evidence of arteriovenous
malformations in the small bowel. The original DBE was
non-diagnostic and was not able to advance the scope pre-
sumably secondary to adhesions. This patient was taken to
the operating room and a laparoscopic assisted DBE study
was performed. However, the patient later underwent urgent
exploratory laparotomy for small bowel perforation. The
third patient underwent double-balloon dilation for pyloric
channel stenosis and gastric outlet obstruction. During the
procedure, gastroenterologist visualized possible intraperi-
toneal. Patient subsequently underwent an exploratory
laparotomy, gastrectomy, and gastrojejunostomy with Roux-
en-Y reconstruction.
Literature review reveals limited studies and case reports for
DBE complications despite its widespread use since first
being described in 2001. The largest case series to date
reports a much lower severe complication rate (0.6%) than
our case series (7.7%). The diagnostic and therapeutic yields
also vary widely. Specifically, the complication rate of DBE
in patients for whom difficulty was encountered due to
adhesion or stricture has not been studied.
Conclusions:
Double balloon enteroscopy may be a valuable diagnostic
and therapeutic tool in the right patients and with the right
hands. Further studies of DBE in the setting of difficult
advancement and more clearly defined procedural training
should be explored.

S063
ENDOSCOPIC ENDOLUMINAL RADIOFREQUENCY ABLA-
TION OF BARRETT’S ESOPHAGUS: INITIAL RESULTS AND
LESSONS LEARNED, Vic Velanovich MD, Henry Ford
Hospital, Detroit, Michigan
Background: Ablating Barrett’s epithelium may reduce the
risk of developing esophageal adenocarcinoma. This study
reports the initial experience of a single surgeon using an
endoscopic endoluminal device delivering radiofrequency
energy (the BARRx device) in ablating Barrett’s esophagus.
Methods: All patients who underwent ablation of Barrett’s
epithelium with the BARRx system were reviewed for length
of Barrett’s metaplasia, presence of high-grade dysplasia,
postprocedure complication, completeness of ablation at
first follow-up endoscopy (3 months after ablation), need for
additional ablation, completeness of ablation at second fol-
low-up endoscopy (6 to 12 months after ablation), and con-
comitant performance of a Nissen fundoplication.
Results: 47 patients underwent Barrett’s ablation. A total of
59 ablations were done in these patients. The median length
of the Barrett’s esophagus was 3 cm (range: 1-14 cm). 8
patients (17%) had high-grade dysplasia. There were no
immediate complications. 25 of 36 patients (69%) who had
follow-up endoscopy had complete ablation. 11 patients
with incomplete ablation had additional ablation, and 10 of
these patients (91%) had complete ablation on second fol-
low-up. One patient (Barrett’s esophagus length of 12 cm)
had 3 ablations, but continued to have residual metaplasia.
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Therefore, 97% of the total cohort had complete ablation.
The median length of Barrett’s esophagus in patients with
initially incomplete ablation was 8 cm (range: 2-14), com-
pared to 2 cm (range: 1-13) in the initially complete ablation
patients. 7 of 8 patients with high grade dysplasia had com-
plete ablation identified in the first follow-up endoscopy. 3
strictures occurred, all in patients with >12 cm segments of
Barrett’s. 10 Nissen fundoplications were done concomitant-
ly with the ablation, without increased difficulty.
Conclusions: Complete ablation of Barrett’s esophagus with
radiofrequency endoluminal ablation is achievable in >95%
of patients. Patients with longer segments are likely to
require additional ablation. Patients with very long seg-
ments are at risk for stricture, and should be approach cau-
tiously. Performance of a fundoplication is not hindered by
concomitant ablation.

S064
THE ROLE OF NARROW BAND IMAGING (NBI) DURING
FOLLOW-UP AFTER ENDOSCOPIC POLYPECTOMY, Miroslaw
Szura PhD,Aleksander Zaj?c PhD,Jan Kulig PhD, Ist
Department of General and GI Surgery, Jagiellonian
University
Narrow-band imaging is one of the latest technological
achievements of the digital endoscopy. The technique is
using interference filter to light surfaces in narrow bands of
red, green, and blue colour that visualizes the differences in
mucosa colouring and enhances contrast between the
mucosa surface and submucosa vascular network. The NBI
makes easier differentiating between pathologic lesions
from normal mucosa.
The study evaluates the possibility of using NBI for monitor-
ing of the patients after endoscopic polypectomy of the
colon.
Material and Method.
The study was conducted in 50 patients after endoscopic
polypectomies for colonic adenomas with high-grade dys-
plasia. Control NBI endoscopy was performed 3 months
after polypectomy using HDTV Olympus equipment series
180. During the study the attempts were made to localize
polypectomy site, and the polypectomy scar was evaluated
in the traditional light and using narrow band light. The
material was taken for histopathological examination. The
quality of obtained images was evaluated using a score sys-
tem.
Results.
NBI failed to localize endoscopic polypectomy site in 19
patients, in 24 localized polypectomy scar and in the remain-
ing 7 remaining or reccurent polyp. NBI illumination detect-
ed remaining adenoma in 6 patients with the localized
polypectomy scar. Histopathological examination revealed
low-grade adenoma in 6 patients with the remaining polyp
and in 5 with polypectomy scar, as well as inflamatory reac-
tion in the remaining cases.
Conclusions
A new technique of NBI enhances the visibility of lesions in
mucosa, and the preliminary results are encouraging for the
assessment of the endoscopic treatment accuracy.

S065
TRANSANAL ENDOSCOPIC MICROSURGERY (T.E.M)
TREATMENT OF RECTAL CANCER: A COMPARISION OF
OUTCOMES WITH AND WITHOUT NEOADJUVANT RADIA-
TION THERAPY, Elsa B Valsdottir MD,John H Marks
MD,Shadi Yarandi MD,David Newman MS,Mohammad
Mohiuddin MD,Al DeNittis MD,Gerald Marks MD, Lancanau
Hospital and Institue for Medical Research
Introduction: Improved tumor downstaging and complete
response rates of rectal cancer treated with neoadjuvant
therapy have been observed. There has been concern that
the detrimental, local effect of radiation makes this
approach unsuitable for excision. We compared 2 groups of
patients undergoing comparable TEM surgery, with and
without neoadjuvant radiation.
Methods: All patients undergoing TEM for rectal cancer with
intent to cure from 11/97 to 06/07 were prospectively
entered in a database. Demographics and perioperative

information were captured. The neoadjuvant group was
treated with a mean dose of 5175 cGy (4000-5580 cGy) and
concurrent 5FU based chemo was used preferentially.
Surgery was performed at a median of 9 weeks following
completion of treatment (4-16 weeks).
Results: 64 patients with rectal cancer were treated with
TEM; 43 with neoadjuvant (XRT) therapy and 21 with TEM
alone. Patient characteristics for the XRT group were: age 67
years (29-86), 13 women. In the non-XRT group, age was 66
years (49-89) and 9 women. The pre-operative and patholog-
ic T stage was: XRT patients: T0: 0/15, T1: 2/5, T2: 31/18, T3:
10/5. Non-XRT patients: T0: 10/5, T1: 9/9, T2: 2/6, T3: 0/1.
There were no mortalities in either group. Overall morbidity
rate for the XRT was 30% and 14% for the non-XRT group,
this difference was statistically different (p<0.005). Wound
separation (minor and major) was the most common early
morbidity in both groups, 9 (21%) and 2 (9.5%) patient
respectively. 6 permanent stomas were identified, 4 (9%) in
the XRT group and 2 (9.5%) in the non-XRT group (p>0.05).
There was one patient with a positive margin in each group,
2.3% from the XRT and 4.8% for non-XRT (p<0.005). Average
follow up for the XRT group was 35 months, 24 months for
the non-XRT. There was no local recurrence or metastasis in
the non-XRT, but 2 patients (4.7%) with LR and 2 (4.7%)
patients with distant metastasis in the XRT. The KM5YAS
was 71% for the non-XRT and 93% for the XRT (p<0.005).
Conclusion: The oncological benefit of lower positive mar-
gin rate and improved survival supports the use of neoadju-
vant radiation therapy followed by tTEM. Higher morbidity
in the form of wound complications were demonstrated but
are not prohibitive.

S066
PERFORMANCE MEASURES OF SURGEON-ENDOSCOPISTS
IN A VETERANS AFFAIRS MEDICAL CENTER: APPROPRI-
ATENESS OF SURGICAL RESIDENT COLONOSCOPY TRAIN-
ING, MICHELLE K SAVU MD,BIKASH DEVARAJ MD,HOP
TRAN CAO MD,BARD COSMAN MD,TOM SAVIDES
MD,MARY LEE KRINSKY DO,SANTIAGO HORGAN
MD,MARK A TALAMINI MD, VA San Diego Healthcare
System/University of California San Diego
Objective: Colonoscopy training is recognized to be impor-
tant for surgical resident training. This study aimed to deter-
mine if surgeon-endoscopists meet quality indicators in the
performance of colonoscopy in a Veteran’s Medical Center.
Methods: Retrospective review of prospective standardized
computer endoscopic reporting database (ProVationMDR).
All colonoscopies performed by two attending surgeons
(one general and one colorectal) between January 1, 2004
and July 31, 2007 were included in the study. Exclusion cri-
teria included flexible sigmoidoscopies and incomplete
reporting. Quality indicators used included the Society of
American Gastrointestinal and Endoscopic Surgeons
(SAGES) criteria for colorectal cancer screening and the
American Society for Gastrointestinal Endoscopy (ASGE)
quality indicators for colonoscopy.
Results: 568 patients’ data were analyzed. Average patient’s
age was 63 y/o (range 27-89 y/o); 96% were male. Ninety-
seven percent of colonoscopies were performed in accor-
dance to established criteria. The most common indications
for colonoscopy were: surveillance 205 (36%) for either a
history of polyps in 87 (15%), or postsurgical 118 (21%);
screening 157 (28%); rectal bleeding 18%; pain 19 (4%); ane-
mia 15 (3%). Postcancer resection surveillance colono-
scopies were performed within recommended guidelines
criteria in 98% of the cases. Cecal intubation rate was 97%
(versus ASGE quality target of 95%). Adenoma detection
rate (ADR) was 25% overall (versus ASGE ADR of equal or
greater than 25% among men, and 15% among women over
the age of 50). Complications requiring intervention
occurred in 2 patients (<1%).
Conclusion: 1. Surgeon-performed colonoscopies meet stan-
dard quality criteria for indications and performance meas-
ures as established by SAGES and ASGE. 2. Surgeon-per-
formed colonoscopies in a VA Medical Center may provide
an excellent venue for surgical residents to attain
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colonoscopy competency.

S067
AN INFLATABLE DEVICE FOR ESOPHAGEAL ESD USING
CELL SHEET ENGINEERING, Takeshi Ohki MD,Masayuki
Yamato PhD,Masanori Maeda,Daisuke Murakami,Teruo
Okano PhD,Masakazu Yamamoto PhD, Tokyo Women’s
Medical University
Introduction: Large endoscopic submucosal dissection
(ESD) of superficial esophageal cancers often requires sub-
sequent of balloon dilation operations to prevent post-oper-
ative esophageal constriction. We therefore have previously
developed a novel method to transplant oral mucosal
epithelial cell sheets using cell sheet engineering to pro-
mote wound healing after ESD (Gut, 1704-1720, 2006).
Although we have demonstrated the successful transplanta-
tion of two cell sheets, it has remained difficult to transplant
cell sheets to the entire surface of esophageal ulcerative
wound site using our previous. We therefore develop a
novel device for the endoscopic delivery and transplantation
of cell sheets. Methods: Oral mucosal epithelial cell sheets
(24mm?24mm) from beagle dogs were harvested by simply
reducing the temperature 2 weeks after seeding oral mucos-
al epithelial cells on temperature-responsive dishes. Using a
novel inflatable device a carrier of the engineered tissues,
four individual cell sheets were then simultaneously trans-
planted to an artificial circumferential esophageal ulceration
of a deceased pig (n=5). Results: An inflatable balloon was
attached to the exterior of standard EEMR-tube with an
outer cylindricalcover. For transplantation, the device was
carefully moved to the ulcer site by endoscopy. Ten minutes
after transplantation we macroscopically confirmed com-
plete circumferential transplantation of oral mucosal cell
sheets. Iodine staining indicated that the all of the cell
sheets were successfully attached to the esophageal ulcer.
Histological results also confirmed that the epithelial cell
sheets were attached to the remnant submucosal layers.
Conclusions: Our results show that this novel balloon device
completely enables to the simultaneous, controlled trans-
plantation of several tissue engineered cell sheets by
endoscopy. This ability to simply cover circumferential
esophageal ulcerations with a single procedure creates new
a potential treatment in endoscopic treatment of Barrett’s
esophagus with high grade dysplasia, using ESD in conjunc-
tion with cell sheet engineering.

S068
TRANS ORAL ENDOSCOPIC STAPLED ESOPHAGO DIVER-
TICULOSTOMY (TOESED ) FOR ZENKER’S DIVERTICULUM,
Amir Szold MD, Asnat Raziel MD,Daniel Zikk MD,
Department of Surgery B*, Head and Neck Surgery# , Tel
Aviv Soursaky Medical Center, Assuta Medical Center, and
the Sackler School of Medicine,Tel Aviv University, Tel Aviv,
Israel
Introduction: Zenker’s diverticulum is a known cause for
dysphagia and is treated usually by resection or diverticu-
lopexy through a neck incision. In recent years an endoscop-
ic per-oral method has been described. A cohort of patients
was treated and long-term follow up was obtained.
Materials and Methods: All patients presented with the
diagnosis of Zenker’s diverticulum were considered as can-
didates for TOESED without selection. We retrospectively
reviewed 55 charts of patients that underwent TOESED at
our institutions between 2002 and 2007. TOESED was per-
formed using multiple firings of a linear stapler trans orally
in an endoscopic approach.
Results: 55 patients suffering from Zenker’s diverticulum
underwent TOESED. The mean age was 74 (48-86), and
male to female ratio 3:1. Mean operative time was 25 min-
utes (15-45 minutes), and estimated blood loss was negligi-
ble. The mean length of hospital stay was 48 hours. Patients
were fed clear liquid diet the day after surgery. Three com-
plications (5.45%) occurred: 1 esophageal perforation that
was treated consrvatively, 1 severe esophageal edema caus-
ing dysphagia that was treated with temporary gastrostomy,
and 1 mucosal tear of the pharynx treated by suturing and

NG tube for drainage. 2 cases were aborted for technical dif-
ficulty, and treated later with open technique. All patients
except for one were satisfied with the procedure. On long-
term follow up there were 2 recurrences (3.6%).
Conclusion: TOESED is a feasible and safe approach to treat
patients suffering from a Zenker’s diverticulum. The length
of hospital stay is short and complication rate is low.

S069
ENDOSCOPIC SCLEROTHERAPY INDUCES ADDITIONAL
WEIGHT LOSS INITIAL ROUX-EN-Y GASTRIC BYPASS,
David S Tichansky MD,Jason Harper MD,Khurram A Khan
MD,Carol Hendrix RN,Atul K Madan MD, University of
Tennessee Health Science Center, Memphis, TN
Background: Weight gain (WG) following initial weight loss
(WL) success or inadequate initial WL (IWL) from Roux-en-Y
gastric bypass (RNYGB) is a problem for many patients.
Often, this may due to dilation of the gastrojejunostomy
(GJ). Effective endoscopic management would avoid the
morbidity of surgical revision. We hypothesized that endo-
scopic sclerotherapy (ES) of the GJ can achieve additional
weight loss.
Methods: Patients with long-term WG or IWL were endo-
scopically evaluated for dilated GJ. ES was performed by
circumferential injection of sodium morrhuate around the
dilated GJ. WL was analyzed on a per procedure and per
patient basis (to determine effectiveness of multiple proce-
dures). Statistical analysis was performed via Wilcoxon
tests.
Results: 14 patients underwent 20 ES. Follow-up ranged
from 1 - 12 months. One patient was not available for fol-
low-up. Examining WL on a per procedure basis, 8/19 did
not yield weight loss. In the remaining 11, weight loss aver-
aged 9.5 pounds (3.8% of total weight) per procedure (p <
0.001). For all 19 procedures, weight loss averaged 3.2
pounds per procedure (p > 0.05). Examining weight loss on
a per patient basis, 6/13 patients did not have net weight
loss. The remaining 7 patients had an average WL of 12.2
pounds (4.7% of total weight) per patient (p < 0.016). For all
13 patients, net weight loss averaged 4.3 pounds per patient
(p > 0.05). Only one of four patients undergoing multiple
procedures lost greater than one pound.
Conclusion: ES does yield WL in approximately half of the
patients. Multiple ES do not seem to improve outcomes. ES
may be a useful as first line therapy for patients with
WG/IWL and dilated GJ.

S070
IMPACT OF IQ, COMPUTER-GAMING SKILLS, GENERAL
DEXTERITY AND LAPAROSCOPIC EXPERIENCE ON THE
PERFORMANCE WITH THE DA VINCI® SURGICAL SYSTEM,
Monika E Hagen MD,Isan Inan,Philipp Schindler,Philippe
Morel PhD, Department of Digestive Surgery, University
Hospital Geneva
BACKGROUND:
Due to improved ergonomics and dexterity, robotic surgery
is supposed to be very easy to perfom for all individuals and
no special premises should be necessary. We have tested
the above hypothesis by measering IQ-elements, computer-
gaming-skills, general dexterity with chop sticks and evalu-
ating laparoscopic experience in correlation to the perform-
ance with the da Vinci robot® in a pelvi-trainer.
METHODS AND DESIGN:
34 individuals were tested for robotic dexterity, IQ-elements,
computer-gaming and general dexterity. Group1 included 18
surgically inexperienced probands. Group 2 included 16
trained surgeons. Each individual performed different tasks
with the da Vinci® Surgical System. Times and errors were
taken. An IQ test (Elements: logical thinking, 3-D-imagina-
tion, technical understanding) was accomplished by each
proband. Computer skills were tested with a simple comput-
er-game (Hand-eye-coordination) and general dexterity was
evaluated by the use of chop sticks.
RESULTS:
We found no correlation between logical thinking, 3-D-imag-
ination and robotic skills. A significant correlation between



121 www.sages.org

S
A

G
E

S
2

0
0

8
Scientific Session Abstracts Saturday April 12, 2008

robotic skills and technical understanding was observed
(p<0,05). Both computer-gaming and general dexterity
showed a slight coherency to the performance with the da
Vinci® robot (p>0,05). Trained surgeons showed significant-
ly superior performance with the da Vinci Surgical System
in comparison to the inexperienced individuals (p<0,05).
CONCLUSION:
The data support the conclusion that there are no significant
correlations between robotic performance and logical think-
ing, 3-D-understanding, computer-gaming and general dex-
terity. However, a correlation between robotic skills and
technical understanding was found. Furthermore, surgical
experience seems to have a positive influence on the per-
formance with the da Vinci® Surgical System.

S071
ROBOTIC PANCREATIC SURGERY: A SINGLE INSTITUTION
EXPERIENCE, PierCristoforo Giulianotti* MD,Fabio Sbrana*
MD,Andrea Coratti** MD,Francesco Bianco* MD,Antonella
Lombardi** MD,Giuseppe Caravaglios** MD, *University of
Illinois at Chicago Medical Center-Chicago, Illinois;
**Misericordia Hospital-Grosseto, Italy.
The overall activity of robotic pancreatic surgery at
Misericordia Hospital in Grosseto has been reviewed. From
October 2000 to March 2007, has been performed 68 robotic
pancreatic resections: 35 pancreatoduodenectomies (PD)
(25Whipple, 10 Longmire procedures), 28distal pancreatec-
tomies (DP) (13 spleen-preserving), 3 middle segment pan-
createctomies and 2 insulinoma enucleations.
The etiology of 35 PD were:11 ductal cancer, 9 ampullary
carcinoma, 3 duodenal cancer, 7 mucinous cystadenoma, 4
chronic pancreatitis, 1 cystic dysplasia.
The mean operative time of robotic PD was 398 min. (range
240-480) and the average of intraoperative blood losses was
120 ml (range 50-300). No intraoperative transfusion need-
ed. The conversion rate was 25.7% (9/35).
The overall morbidity rate was 31.4%. The mortality rate
was 5.7% (2/35) (1 Boerhave’s syndrome, 1 colonic infarc-
tion).
The etiology of 28 DP were: 5 ductal cancer, 4 endocrine
tumors, 2 cystadenocarcinoma, 11 mucinous cystadenoma,
1 insulinoma, 5 other pathologies. In 13/28 a spleen preserv-
ing DP was planned and successfully performed.
The mean op. time was 233 min. (range 120-390). The con-
version rate was 3.5% (1/28).The average of blood loss was
80 ml (range 50-120). One case required an intraoperative
blood transfusion. The overall morbidity rate was 14.2%
(4/28: 4 low output pancreatic fistulas). The mortality rate
was 0%.
A ductal cancer was diagnosed in 16/68 patients (11 PD and
5 DP). The TNM staging for PD was: T3N0M0 in 5, T3N1M0
in 3, T2N1M0 in 2 and T3N1M1 in 1; in the 5 cases of DP
was: T3N1M0 in 3 and T3N0M0 in 2.
The overall mean survival rate for PD was 16.4 months.
3 patients (27.3%) are disease free with a median follow-up
of 27.4 months. The overall mean survival rate of the 5 pts
who underwent a DP was 17 months, and 3 patients (60%)
are disease free with a median follow-up of 21.5 months.
The most interesting data concern the reduction of intraop-
erative blood losses and the high percentage of spleen
preservation in DP.
The cancer free survival seems to compare favourably with
that of open surgery.

S072
ROBOTIC GASTRIC CANCER SURGERY USING DA VINCI
SYSTEM: CLINICAL RESULTS & LESSONS LEARNED FROM
2-YEAR EXPERIENCE., Woo Jin Hyung MD,Jyewon Song
MD,Sung Jin Oh MD,Sungsoo Kim MD,Jae Ho Cheong
DO,Seung Ho Choi MD,Sung Hoon Noh MD, Department of
Surgery, Yonsei University College of Medicine
Background: For gastric cancer, robotic surgery is still in its
early years. This study is performed to evaluate the techni-

cal feasibility, effect, and safety of robot-assisted gastrecto-
my (RAG) with lymphadenectomy using da Vinci system
Methods: From July 2005 to April 2007, 80 RAG with lym-
phadenectomy were performed for patients with preopera-
tive diagnosis of EGC. The clinicopathologic features and
surgical outcomes were analyzed.
Results: There were 40 males and 40 females with a mean
age of 53 years (range=20~89 years). None of the patients
needed open conversion. D1+beta or more extended lym-
phadenectomy was performed. Distal subtotal gastrectomy
was performed for 55 patients and total gastrectomy was
performed for 25 patients. Among 55 distal subtotal gastrec-
tomies, gastroduodenostomy was performed in 47 patients
while gastrojejunostomy was in 8. Mean operation time was
226 minutes. There was no operative mortality while there
were two conservatively treated wound complications and 1
postoperative leakage. The restoration of bowel sound was
noted on 2.9 postoperative days, soft diet was started form
4.1 postoperative days and the mean duration of hospital
stay was 6.4 days.
There were 37 mucosal, 33 submucosal, 3 muscular, 3 sub-
serosal, and 4 serosal lesions. None of the specimen
showed microscopic tumor involvement in the resection
line. The mean number of retrieved lymph nodes was 37
(range=7~83). Lymph node metastases were noted in ten
patients with one mucosal, five submucosal, one subseros-
al, and three serosal cancers.
Conclusions: From our experience of robotic gastrectomy,
robotic surgery can be applied safely and effectively for the
patients with early gastric cancer. Robotic gastrectomy
showed quite similar early postoperative outcomes to that
of conventional laparoscopic gastrectomy. However, a
prospective randomized study comparing the shot-term and
long-term surgical outcomes between robotic and laparo-
scopic gastrectomy is needed.

S073
SINGLE PORT ACCESS (SPA) SURGERY - INITIAL EXPERI-
ENCE OF A NOVEL MINIMAL ACCESS APPROACH APPLIED
ACROSS SURGICAL SPECIALTIES, Erica R Podolsky MD,Paul
G Curcillo II MD,Steven J Rottman MD,*Jeffrey A Cadeddu
MD,**Desmond H Birkett MD,***Gerald Harkins MD, Drexel
University College of Medicine, Dept of Surgery, Phila PA, *
UT Southwestern Medical Center, Dallas, TX, **Lahey Clinic
Medical Center, Burlington MA, ***PennState Milton
Hershey Medical Center, Hershey PA
We have developed a minimal access surgical technique in
which the entire procedure can be performed through a sin-
gle incision within the umbilicus. This Single Port Access
(SPA) surgical technique developed in May 2007 has been
utilized for a number of general surgical procedures includ-
ing cholecystectomy, gastric surgery, omental surgery and
hernia surgery. Utilizing High Dexterity instrumentation
(RealHand ™. - Novare Surgical, Inc), handheld articulation
allows us to place the working ports and instruments within
the same skin incision used for the 5mm camera. Given the
seven degrees of freedom with which the 5 mm RealHand™
instrumentation articulates, we are able to perform dissec-
tion through one incision in the umbilicus and apply the
same principles of dissection utilized by the corresponding
standard multiple port procedures. Adaptation of this new
technique across surgical specialties is one factor in deter-
mining its usefulness.
We presented the SPA technique to surgeons in gynecologic
oncology (SAK), gynecology (GH) and urology (JAC) to
assess its adaptability across specialties. Each surgeon then
performed their specialty related SPA procedures. Three
cholecystectomies, one oopherectomy, four bilateral
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oopherectomies, one laparoscopic vaginal hysterectomy
and three nephrectomies were successfully accomplished
with the SPA technique in patients. All procedures were per-
formed through a single umbilical incision using one or two
5 mm High Dexterity Instruments, a 5mm laparoscope, and
one rigid instrument, either a grasper or tissue sealing
device. We reviewed the initial experience with the first of
these procedures performed by each specialty, including our
own (PGC).
All procedures were successfully completed using the SPA
technique in average times of 60 minutes (cholecystectomy),
45 minutes (oopherectomy), 90 minutes (LAVH) and 126
minutes (nephrectomy). All incisions were placed in the
umbilicus and measured an average of 16 mm (cholecystec-
tomy), 16 mm (oopherectomy and hysterectomy) and 32
mm (nephrectomy). Patient recovery and discharge were
comparable to standard laparoscopic surgery and there
were no complications.
An important component of any new procedure is its appli-
cability to other surgical disciplines. Application of the SPA
surgery technique across these fields within three months of
its development demonstrates that this new technique can
rapidly be applied to several subspecialties with success.

S074
A NEW FLEXIBLE ENDOSCOPIC SUTURING METHOD WITH
LAPAROSCOPIC PROTECTION FOR SAFER FULL-THICK-
NESS ATTACHMENT TO THE GASTRO-INTESTINAL TRACT,
John P Cullen MD,Yoav Mintz MD,James Wright,Jeff
Vasek,Terry Dahl,Pauline McEwan,Paul Swain MD,Juan
Madrigal,Mitch Dann,Cole Chen,Santiago Horgan MD,
University of California San Diego; Imperial College,
London; ValenTx, Carpinteria, CA
Background: There are some difficulties associated with
placing multiple stitches or tissue anchors at flexible
endoscopy in order to achieve long term attachment of
devices within the gastrointestinal tract. Precision stitching
of an object to the wall of the gut requires accurate penetra-
tion of the device attachment points, and knowledge that
the anchor has been placed at the correct depth. Risk of
injury to adjacent organs or adjacent intestine is an issue.
Aim: To develop a new suturing device and method for full-
thickness circumferential attachment of a food exclusion
device to the wall of the cardio-esophageal junction with
multiple attachment points. Devices and Methods: A flexi-
ble, hollow, curved nitinol needle was designed and tested.
This device was designed to deliver large tilt T-tags and
other tissue anchors to the serosal surface. A new laparo-
scopic assist method was devised to assure safe full-thick-
ness delivery and to prevent inadvertent damage to sur-
rounding tissues. Methods and devices were tested in pigs
(n=8) and human cadavers (n=2). Results: Initial attempts to
perform precise sutured attachment with straight needles at
flexible endoscopy were relatively unsuccessful. It was diffi-
cult to cannulate the attachment points and then penetrate
the stomach at desired angle. The development of a curved
rotatable needle, which could be passed through a gastro-
scope allowed rapid and precise cannulation of the attach-
ment points. With the laparoscopic view, the precise exit
point of the needle could be identified before tissue punc-
ture by seeing the trans-illumination from the gastroscope,
indentation from the needle and palpation using laparoscop-
ic forceps. The distance from the aorta or other structures
could be identified and adjusted during suturing. A stop on
the thread behind the mucosal anchor was used which
allowed precise control of stitch length and avoided the
need for thread tying. These devices and methods reduced
the stitching time to place 8 full thickness attachment times
to 20 minutes and increased precision and safety. In sepa-
rate surgical attachment studies the 8 sutured attachment
points were found to be holding the intragastric device in
place at 5-12 weeks without device detachments.
Conclusion: A new flexible endoscopic suturing device and
method was used with laparoscopic assistance for safe and
secure anchoring of a food exclusion device to the cardio-
esophageal junction.

S075
CYBERDOME, NOVEL 3-DIMENSION HEMISPHERICAL DIS-
PLAY SYSTEM, IMPROVES PROCEDURES OF LAPAROSCOP-
IC SURGERY, Kenoki Ohuchida PhD,Atsuyuki
Yamamoto,Taketo Hayami PhD,Kenichi Morooka PhD,Hajime
Kenmotsu PhD,Hiroshi Hoshino,Kazuya Sawada,Munenori
Uemura,Kozo Konishi PhD,Satoshi Ieiri PhD,Daisuke Yoshida
MD,Takashi Maeda PhD,Kazuo Tanoue PhD,Makoto
Hashizume PhD, Department of Advanced Medical intiatives,
Faculty of Medical Sciences, Digital Medicine Initiative,
Kyushu University Applied Systems Development Group,
New Product Technologies Development Department,
Matsushita Electric Works, Ltd
(Background) Despite of current advances with technology
associated with laparoscopic surgery, laparoscopic surgeons
still need a long experience to overcome the lack of depth
perception on a 2-dimensional (2D) display. Although it was
reported over two decades that 3-dimensional (3D) imaging
provided depth perception and might improve laparoscopic
procedures, 3D systems have not been widely used because
subjects sometimes felt uncomfortable due to the heavy
glasses or side effect, such as headache, and recognized
poor quality in 3D images. Recently, we developed the novel
3D Dome-like display (3DD) system with a hemispherical
screen, CyberDomeh, which provides clear depth perception
and high resolution with comfort and without side effect.
(Methods) In the present study, 23 students at Kyushu
University volunteered for the study. To evaluate the effect
of 3DD system on depth perception and laparoscopic proce-
dures compared with 2D system and a conventional 3D sys-
tem using a plain display (3DP), we used 6 new tasks
(Cognition-tasks, n = 9: motor-tasks; 3DD, n = 6-9; 2D, n = 8-
12) and a conventional task, suturing and knot tying (n = 13).
Execution time, errors, and flight path of forceps were ana-
lyzed. (Results) 3DD system significantly provided more fine
depth perception and improved laparoscopic performance
compared with 2D system. 3DD system also shortened the
execution time and reduced number of errors in procedures
of suturing and knot tying. In addition, 3DD system provided
clearer depth perception than 3DP system. (Conclusion) The
data suggest that 3DD system with CyberDome is a promis-
ing tool to provide the depth perception with high resolution
to laparoscopic surgeons, leading to safety of laparoscopic
surgery.

S076
“REAL-TIME” MEASUREMENT OF TISSUE OXYGENATION
DURING GASTROINTESTINAL STAPLING: MUCOSAL BUT
NOT SEROSAL SURFACE ISCHEMIA OCCURS AND IS NOT
INFLUENCED BY STAPLE SIZE, Gevorg A Mutafyan MD,
Christopher J Myers MD,Aurora D Pryor MD,James
Reynolds PhD,Eric J DeMaria MD, Endosurgery Group,
Department of Surgery; Department of Anesthesiology,
Duke University Medical Center, Durham, North Carolina
Tension, tissue ischemia and technical error are known fac-
tors which can lead to anastomotic complications such as
leak, stricture, and ulceration/bleeding. Currently surgeons
evaluate tissue ischemia without benefit of any simple rou-
tine measurement technique to assess tissue viability. A
new tissue surface probe (T-STAT microvascular tissue
oximeter, Spectros Corporation, Portola Valley, California)
provides continuous measurement of tissue hemoglobin
oxygen saturation (StO2) and may have clinical utility for
intra-operative assessment of blood flow in areas of surgical
anastomosis. This is a pilot study to determine local StO2
during gut stapling using various staple sizes for the pur-
pose of assessing the tool’s ability to measure changes and
the reproducibility of those changes with stapling. We
sought to evaluate mucosal versus serosal measurements
and to determine if the proximity to the staple line correlat-
ed with possible tissue ischemia. Measurements were made
in 5 anesthetized adult swine during laparotomy. Various
staple heights (Endo-GIA Autosuture, Connecticut, USA) of
2.0, 2.5 and 4.8 millimeter (mm) were used to transect small
bowel (SB) and colon (C). Serosal and mucosal surface
measurements were obtained at baseline and on each side
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(proximal and distal) of the transection using the T-Stat
device at the staple line and 2 cm away from it. The baseline
StO2 within the mucosa is significantly less than the serosa
for both small bowel (serosa 61.1 +/-3 versus mucosa 48 +/-
5, p < 0.05 t test) and colon (serosa 65 +/-4 versus mucosa
40 +/-13, p < 0.05 t test). There was no change in serosal sur-
face oxygenation with stapling. Mean values of mucosal SB
and C StO2 are presented in the Table with staple heights
utilized (n = 20 measurements per viscus at each location,
ANOVA * p<0.05 significant versus baseline).

There was evidence of a significant decrease in mucosal
surface oxygenation in proximity to the staple line as com-
pared to the distant (2cm away) measurement. There was
no statistically significance in StO2 using different staple
load sizes. The T-stat probe may provide a real time method
for surgeons to assess even minor gut ischemia during sur-
gical procedures.

S077
TRUE SINGLE-PORT LAPAROSCOPIC APPENDECTOMY:
FIRST EXPERIENCE WITH THE “PUPPETEER TECHNIQUE”,
Kurt E Roberts MD, Yale School of Medicine, Department of
Surgery
Introduction: Our novel “puppeteer technique” using an
intraabdominal pulley system enabled us to perform the
first true single-port appendectomy. In this report, we
describe our first experience with this innovative technique
which allows us to remove the appendix safely and success-
fully through one single incision.
Methods: Five consecutive patients were assigned prospec-
tively to undergo a true single-port laparoscopic appendec-
tomy at our institution from July through September of
2007. An 11-mm infraumbilical port for a 10-mm rigid endo-
scope with a 5-mm working channel was used. Retraction of
the appendix was achieved in the following way.
First, a “pulley” was created by mounting a loop tied as an
air knot to the anterior abdominal wall, just cephalad and
lateral to the base of the appendix. The loop was subse-
quently used as an axle.
Next, a string (SurgitieTM) was placed around the appendix.
The string was then thread through the previously created
loop and pulled through the 11-mm port to rest outside the
abdominal cavity. This enabled the surgeon to pull on the
string extracorporeally like a “puppeteer,” which resulted in
a lateral and anterior movement of the appendix to the
abdominal wall exposing the base of the appendix.
In a final step, the appendix and mesoappendix were dis-
sected and the base ligated with a SurgitieTM. The appendix
was then divided and removed from the abdomen in an
EndoCatchTM bag.
Results: All five true single-port appendectomies were com-
pleted without difficulty. The mean operative time was 87
minutes. All patients were discharged on postoperative day
1. No immediate or late postoperative complications were
encountered.
Conclusion: Our “puppeteer technique” is a safe, novel and
innovative technique which allowed us to perform the first
true single-port laparoscopic appendectomy. It advances
minimally invasive surgery to a new level with decreased
invasiveness and better cosmesis.

S078
LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS VS.
LAPAROSCOPIC ADJUSTABLE GASTRIC BANDING: 30-DAY
MORBIDITY AND MORTALITY AS ASSESSED BY PROSPEC-
TIVE, MULTI-CENTER, RISK-ADJUSTED ACS-NSQIP DATA,
Robert T Lancaster MD,David M Shahian MD,Matthew M
Hutter MD, Codman Center for Clinical Effectiveness in
Surgery, Massachusetts General Hospital
Background: Previous comparisons of open and laparoscop-
ic Roux-en-Y gastric bypass (ORYGB, LRYGB), and laparo-
scopic adjustable gastric banding (LAGB) have been limited

by a lack of unique CPT codes for LRYGB and LAGB.
Specific codes have been available for LRYGB since 2005,
and for LAGB since 2006. This study compares the short-
term safety of these procedures, using risk-adjusted clinical
data from a multi-institutional quality improvement pro-
gram.
Methods: The ACS-NSQIP Participant Use File was used to
compare patients from academic and community hospitals
(in 2006, n=72; n=49 respectively) who underwent LRYGB
with those who underwent ORYGB or LAGB.
Results: 
Comparison of 30-day Univariate Results for Bariatric
Procedures
Outcomes at 30 days 2005 – 2006 Data 2006 Data

LRYGB ORYGB p-value LRYGB LAGB p-value
(n=4631) (n=1146) (n=3580) (n=1176)

Mortality 0.17% (n=8)0.79% (n=9) 0.002 0.14% (n=5)0.09% (n=1) 1.0
Major complication 3.37% 7.42% <0.0001 3.32% 1.02% <0.0001
Any complication 6.69% 13.18% <0.0001 6.65% 2.55% <0.0001
Return to OR 3.56% 4.97% 0.032 3.6% 0.94% <0.0001
Median Postoperative 
LOS (d) [IQR] 2.0 3.0 <0.0001 2.0 1.0 <0.0001

[2.0, 3.0] [3.0, 4.0] [2.0, 3.0] [1.0, 1.0]

After risk-adjustment, ORYGB (vs LRYGB) demonstrated a
higher rate of major complication (OR=2.04; [1.54, 2.70]). In
contrast, LAGB (vs LRYGB) showed a lower risk of major
complication (OR=0.30; [0.17, 0.55]).
Conclusions: Compared to LRYGB, ORYGB is associated
with higher 30-day mortality, and a higher risk-adjusted
major complication rate. While ORYGB is indicated for
some, a laparoscopic approach may be safer for RYGB
when feasible. LAGB, compared to LRYGB, has a similarly
low mortality rate and a small but statistically significant
decrease in risk-adjusted 30-day complication rate.
However, clinical efficacy and outcomes beyond 30 days are
not evaluated in this study.

S079
DOES ACCESS TO MINIMALLY INVASIVE SURGERY
ACCOUNT FOR RACIAL DIFFERENCES IN SURGICAL OUT-
COME, Rocco Ricciardi MD,Nancy N Baxter MD,Peter W
Marcello MD,Patricia L Roberts MD, Lahey Clinic
Introduction: Minority populations consistently demonstrate
poorer medical and surgical outcomes. Given that surgery is
a rapidly evolving field, we hypothesized that poorer surgi-
cal outcomes by black patients are related to lack of access
to minimally invasive surgery (MIS).
Methods: We used data from the Nationwide Inpatient
Sample, a 20% stratified random sample of patients admit-
ted to US hospitals. Utilizing standard ICD-9 diagnostic and
procedure codes we identified all patients who underwent
gastric bypass, fundoplication and appendectomy in 2004.
Next, we determined use of MIS, surgical complications,
and mortality as a function of race. Using logistic regres-
sion, we determined the effect of race on mortality after
adjusting for patient factors, hospital characteristics and
access to MIS.
Results: In 2004, a total of 88,545 patients underwent gastric
bypass, fundoplication, and appendectomy in the U.S.
Patients treated with MIS had significantly reduced morbidi-
ty and mortality (p<0.0001). Blacks and whites sought treat-
ment at high volume hospitals in the same proportion; yet,
compared to whites, blacks were 20% less likely to undergo
MIS as the mode of surgical technique (p<0.0001) and 38%
more likely to die during hospitalization (p<0.05). Blacks
were also more likely to experience respiratory complica-
tions (4.49% vs. 3.53%; p<0.0004), heart complications
(0.09% vs. 0.03%; p<0.04) other infections (1.94% vs. 1.30%;
p<0.0002), and surgical misadventures (8/10,000 vs.
2/10,000; p<0.0009) as compared to whites, respectively. In
the regression analysis, after adjusting for surgical volume,
patient demographics, comorbidity level, hospital character-
istics, teaching status, rurality, and access to MIS, black
patients experienced persistently increased mortality, respi-
ratory complications, heart complications, other infections,
and surgical misadventures as compared to whites (p<0.05).
Conclusions: Blacks are significantly less likely to have MIS
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and more likely to have a mortality or other complication
after surgery as compared to whites. Poorer surgical out-
comes experienced by black patients are not explained by
lack of access to MIS.

S080
LAPAROSCOPIC DIAPHRAGM MOTOR POINT PACING:
COMPLETE WORLDWIDE EXPERIENCE OF ALL IMPLANTED
PATIENTS, R Onders MD,S Khansarinia MD,B Dunkin MD,B
Bass MD,J Yee MD,M Oddsdottir MD, University Hospitals
Case Medical Center, Cleveland; Piedmont Hospital, Atlanta;
Methodist Hospital, Houston, USA; Vancouver General
Hospital, Vancouver, Canada; Landspitali University
Hospital, Reykjavik, Iceland.
Background: Diaphragm movement is essential for ade-
quate ventilation and when the diaphragm is adversely
affected patients face life long positive pressure mechanical
ventilation or death. This report summarizes the complete
world wide multi-center experience with the diaphragm pac-
ing stimulation (DPS) system to maintain and provide
diaphragm function for ventilation.
Methods: In prospective FDA trials, patients underwent
laparoscopic diaphragm motor point mapping to identify the
area where maximum diaphragm contraction occurs when
the implanted electrode is stimulated. The adverse events
and operative experience were recorded and analyzed.
Results: From March of 2000 to September of 2007, a total
of 88 patients(44 patients in 2007 alone) were implanted
with the DPS system at 5 sites for the following indications
spinal cord injury (SCI) (48), Amyotrophic Lateral Sclerosis
(ALS) (38), and transverse myelitis (2). Patient age ranged
from 18-74 and time from SCI to implantation ranging from
3 months to 27 years. In 87 patients the diaphragm motor
point was mapped with successful implantation of elec-
trodes with the only failure the second patient due to a false
positive phrenic nerve study. There was no peri-operative
mortality even in ALS patients with forced vital capacity
(FVC) below 50% predicted. The most common tracked
adverse event (42% of SCI patients) was a capno-thorax
were the CO2 tracked to the pleural space from electrode
implantation in the thinned deconditioned diaphragm.
Average time in the operating room was less than 120 min-
utes with no differences between sites. There was no car-
diac involvement from diaphragm pacing even when ana-
lyzed in 10 of the patients who had pre-existing cardiac
pacemakers. No infections occurred even with simultaneous
gastrostomy tube placements for ALS patients with bulbar
symptoms and dysphasia. Average hospital stay was less
than 24 hours. In the SCI patients 96% were able to use the
DPS system to provide ventilation and in the ALS studies
patients have been able to delay the need for mechanical
ventilation up to 20 months.
Conclusion: This multi-center experience has shown that
laparoscopic diaphragm motor point mapping, electrode
implantation and pacing can be safely performed. The abili-
ty to move the diaphragm for ventilation or maintain
diaphragm function has significant patient benefit and is the
basis for continued multi-center trials for additional indica-
tions.

S081
A RANDOMIZED CONTROLLED TRIAL OF LAPAROSCOPIC
NISSEN FUNDOPLICATION (LNF) VERSUS PROTON PUMP
INHIBITORS FOR TREATMENT OF PATIENTS WITH CHRON-
IC GASTRO-ESOPHAGEAL REFLUX DISEASE (GERD),
Mehran Anvari MD,Christopher Allen MD, Departments of
Medicine and Surgery, Centre for Minimal Access Surgery,
St Joseph’s Healthcare Hamilton - McMaster University,
Hamilton, Ontario, Canada
Objective: In patients with GERD who were stable and
symptomatically controlled on long-term medical therapy
we performed an RCT to compare ongoing optimized med-
ical therapy with LNF.
Methods: 201 patients were eligible for randomization, 104

gave informed consent (age mean 42.9, sd11; male 55
female 49) and 2 withdrew from the study immediately after
randomization. Patients randomized to medical therapy
received optimized treatment with PPI using a standardized
management protocol based on best evidence and pub-
lished guidelines. Surgical patients underwent LNF by four
surgeons using previously published technique. Patients
underwent symptom evaluation using the GERD symptom
score (GSS), a published and validated instrument and the
Global Rating Scale (GRS) for overall symptom control.
Patients had 24 hour pH testing at baseline and after 3
years. Medical patients were evaluated on PPI, surgical
patients off PPI.
Results: 94 patients were available for 3 year follow up.
Both groups improved significantly with regard to pH (med-
ical p=0.0200, surgical p=0.0246) and GSS (both groups
p<0.0001). The overall GRS at 3 years was unchanged com-
pared to baseline in the medical patients (p=0.7287) but
improved in the surgical patients (p=0.0072). When the
changes in medical and surgical patients were compared
there were no significant differences between the groups for
pH or GSS at 3 year (p = 0.7274, p = 0.2295) but the surgical
patients had a significantly improved GRS (p=0.0029). Of 51
patients who had surgery, 3 had a redo LNF and 6 were on
PPIs at 3 years (17.6% failure). In the medical group, 8 out of
50 patients required a LNF before the 3 year follow-up (16%
failure).
Conclusions:In patients whose GERD symptoms were sta-
ble and controlled on PPI, both continuing PPI and LNF are
effective therapies with similar failure rate, but patients
undergoing LNF had better overall symptom control.

S082
HORMONAL EVALUATION FOLLOWING THE LAPAROSCOP-
IC TREATMENT OF TYPE 2 DIABETES MELLITUS PATIENTS
WITH BMI 20 - 34, Aureo L De Paula MD,Antonio L Macedo
MD,Cesar A Machado MD,Vladimir Schraibman MD,Sergio
Vencio MD,Nelson Rassi MD,Alfredo Halpern MD, Hospital
de Especialidades, Goiania, Brazil.
Introduction: A group of patients with Type 2 Diabetes
(T2DM) and BMI 20-34 were submitted to the laparoscopic
interposition of a segment of ileum into the proximal
jejunum or into the proximal duodenum associated to a
sleeve gastrectomy. The objective of this study is to evaluate
the hormonal changes in the pre and postoperative period.
Methods: Hormonal evaluation was done in 58 patients
operated between April 2005 and July 2006. Mean age was
51.4 years (40-66). Mean BMI was 28.2 (20-34.8). All patients
had the diagnosis of T2DM for at least 3 years. Mean dura-
tion of T2DM was 9.6 years (3-22). Two techniques were per-
formed, consisting in different combinations of Ileal interpo-
sition (II) associated to a sleeve gastrectomy (SG). The fol-
lowing hormones were assayed in the pre and postopera-
tive period (mean of 16months) at the baseline and follow-
ing specific food stimulation (30-60-120min): GLP-1, GIP,
Insulin, Glucagon, C-pepide, Amylin, CCK, PPP,
Somatostatin, PYY, Ghrelin, Adiponectin, Resistin, Leptin
and IL-6.
Results: 30 patients had the II associated to a sleeve gastrec-
tomy (II-SG) and 28 had an II with a diverted sleeve gastrec-
tomy (II-DSG). GLP1 had an important rise following the 2
operations, especially after the II-DSG (p<0.001). GIP also
had an important rise, with both the II-SG and II-DSG been
equally effective (p<0,001). Insulin and amylin had a signifi-
cant rise at 30 min. Glucagon decreased slightly. CCK meas-
urements were very low after the II-DSG. The PPP was also
slightly altered by the II-DSG. PYY had an important
increase with both operations (p<0.001). Ghrelin had a sig-
nificant decrease following the 2 operations
(p<0.001).Somatostatin and IL-6 were not affected (p=0.632).
Both Leptin and Resistin blood levels decreased.
Adiponectin had a slight increase. Mean post-operative fol-
low-up was 19.2 months. Both the II-SG and the II-DSG were
effective in achieving an adequate glycemic control (91.2%).
Conclusions: There was a significant hormonal change fol-
lowing the laparoscopic ileal interposition. These alterations
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may explain the promising good results associated to these
operations for the treatment of T2DM in a non-morbid
obese population.

S083
DOES INCREASING EXPERIENCE WITH LAPAROSCOPIC
COLORECTAL SURGERY INFLUENCE THE OUTCOME OF
COMPLEX CASES?, A Bouchard,G Martel,E Sabri,CM
Schlachta,EC Poulin,J Mamazza,RP Boushey, Minimally
Invasive Surgery Research Group, The Ottawa Hospital,
University of Ottawa, Ottawa, ON, Canada.
OBJECTIVES: To define major risk factors for intraoperative
complications (IOC) in laparoscopic colorectal surgery, and
to assess whether surgeon experience influences the out-
comes of complex cases.
METHODS: Consecutive patients undergoing laparoscopic
colorectal procedures from 1991-2005 were analyzed from a
prospectively-collected database. All patients referred to the
four surgeons involved in this study were offered a minimal-
ly invasive approach. Patient characteristics, perioperative
variables, and surgeon experience data were analyzed and
compared.
RESULTS: A total of 991 consecutive laparoscopic colorectal
procedures were studied. The majority of operations were
performed for malignant disease (n=526, 53.1%), and most
frequently consisted of segmental colonic resections (n=714,
72.0%). A total of 85 (8.6%) IOCs were encountered.
Previous intraabdominal surgery (IOC 12.3% vs. 7.6%,
p=0.028) and increasing weight (p=0.0047) were identified as
major risk factors for IOC. A total of 126 (12.7%) cases were
converted to open surgery. Risk factors for conversion were
increasing age (p=0.0003) and weight (p<0.0001), history of
cardiac disease (p=0.049), previous surgery (p=0.0021),
malignancy (p<0.0001), and the presence of an IOC
(p<0.0001). Only 40% of patients suffering an IOC required
conversion to open surgery. With increasing experience
from 1-30 to >120 cases, individual surgeons were found to
operate on heavier patients (mean weight 66.7±15 kg vs.
72.3±20 kg, p=0.0229), and on patients who had a higher
rate of previous intraabdominal surgery (9.0% vs. 31.5%,
p<0.0001). Despite these risk factors, the early and late expe-
rience demonstrated no significant difference in terms of
IOCs (p=0.538) and conversion to open surgery (p=0.41).
CONCLUSIONS: With increasing experience in laparoscopic
colorectal surgery, surgeons are referred patients with
greater risk factors for intraoperative complications and con-
version. Despite this fact, the proportion of patients suffer-
ing intraoperative complications or conversion has
remained stable.

S084
EARLY US OUTCOMES AFTER LAPAROSCOPIC
ADJUSTABLE GASTRIC BANDING IN PATIENTS WITH BMI
<35, Sammy Sultan BA,Manish Parikh MD,Heekoung Youn
RN,Marina Kurian MD,George Fielding MD,Christine Ren
MD, NYU School of Medicine, NY, NY, USA
Introduction: Many mild-to-moderately obese individuals
(BMI<35) suffer from serious diseases related to their obesi-
ty. Non-surgical therapy is ineffective in the long-term, yet
surgery has never been made widely available to this popu-
lation.
Methods/Procedures: Between 2002 and 2007, 53 patients
with BMI <35 underwent laparoscopic adjustable gastric
banding (LAGB) under an FDA-approved study at our insti-
tution. Data on all patients were collected prospectively and
entered into an electronic registry. Study parameters includ-
ed: preoperative age, gender, BMI, presence of co-morbidi-
ties, percent excess weight loss (%EWL) and resolution of
co-morbidities.
Results: Mean preop age was 46.9 years (16-68) and mean
preop BMI was 33.1 kg/m2 (28.2-35.0). 49 of the 53 patients
(92%) suffered from at least one obesity-related comorbidity.
Mean BMI decreased to 28.1±2.4 kg/m2, 25.8±2.9 kg/m2, and
25.8±3.1 kg/m2 and mean %EWL was 48.3±17.6, 69.9±28.0,
and 69.7±31.7 at 0.5, 1, and 2 years, respectively. The major-
ity (75%) of co-morbidities improved or completely resolved:

hypertension 100%, depression 86%, asthma 80%, hyper-
triglyceridemia 80%, obstructive sleep apnea 75%, hyperc-
holesterolemia 70%, and diabetes 57%. There was 1 slip, 2
cases of band obstruction (from food), 2 cases of esophagi-
tis and 2 port leaks. There was no mortality.
Conclusion: We are very encouraged by this series of low
BMI patients operated with the LAGB. Weight loss has been
excellent, complications have been acceptable, and co-mor-
bidities have partially or wholly resolved. With further study,
it is reasonable to expect the weight guidelines for bariatric
surgery to be altered to include patients with BMI <35.

S085
LAPAROSCOPIC ILEAL INTERPOSITION ASSOCIATED TO A
DIVERTED SLEEVE GASTRECTOMY IS AN EFFECTIVE
OPERATION FOR THE TREATMENT OF TYPE 2 DIABETES
MELLITUS PATIENTS WITH BMI 21 - 29, Aureo L De Paula
MD,Antonio L Macedo MD,Cesar A Machado MD,Vladimir
Schraibman MD,Luiz Q Silva MD,Nelson Rassi MD,Sergio
Vencio MD,Marcio Mancini MD,Alfredo Halpern MD,
Hospital de Especialidades, Goiânia, Brazil.
Introduction: The objective of this study is to evaluate the
clinical results of the laparoscopic interposition of a seg-
ment of ileum into the proximal duodenum associated to a
sleeve gastrectomy (II-DSG) in order to treat patients with
Type 2 Diabetes Mellitus (T2DM) and BMI 21-29.
Methods: The laparoscopic procedure was performed in 69
patients. 22 were female and 47 male. Mean age was 51
years (41-63). Mean BMI was 25.7 (21.8-29.2). All patients
had the diagnosis of T2DM for at least 3 years and evidence
of stable treatment with oral hypoglycemic agents and or
insulin for at least 12 months. Insulin therapy was been
used by 43.5% of the patients. Mean duration of T2DM was
11 years (3-18). Dyslipidemia was diagnosed in 72.5% and
hypertension in 66.7%. Nephropathy was characterized in
29% of the patients, retinopathy in 26.1% and neuropathy in
24.6%.
Results: Overall, 95.7% of the patients achieved an adequate
glycemic control (A1c < 7) without anti-diabetic medication.
A1c below 6 was achieved by 65.2%. Mean post-operative
follow-up was 21.7 months (7-42). Mean postoperative BMI
was 21.8.kg/m2. There was no conversion to open surgery.
Median hospital stay was 3.4 days (2-58). Major postopera-
tive complications were diagnosed in 7.3%. There was no
mortality. Fasting glycemia decreased from a mean of 218 to
102mg/dl, postprandial glycemia from 305 to 141 mg/dl and
Homa IR from 5.2 to 0.77. All associated co morbidities and
complications related to T2DM had a significant improve-
ment or control. Arterial hypertension was controlled in
91.3%. Macroalbuminuria was no longer observed.
Microalbuminuria resolved in 85% of the patients.
Hypercholesterolemia was normalized in 95% and hyper-
triglyceridemia in 92% of the patients.
Conclusions: The laparoscopic II-DSG was an effective oper-
ation in controlling T2DM in a non-obese (BM<30) popula-
tion. Associated diseases and related complications were
also improved. A longer follow-up period is needed.

S086
FEWER GASTROJEJUNOSTOMY STRICTURES AND MAR-
GINAL ULCERS WITH ABSORBABLE SUTURE, Juan C
Vasquez MD,David W Overby MD,Timothy M Farrell MD,
University of North Carolina at Chapel Hill, Division of
Gastrointestinal Surgery
BACKGROUND: The upsurge of gastric bypass procedures
has been accompanied by an increase in anastomotic stric-
tures and marginal ulcers. In the reported literature, the gas-
trojejunostomy strictures in 3-27% and ulcerates in 1-16% of
cases. Several anastomotic techniques are used; however,
no study has specifically addressed whether choice of rein-
forcing suture affects rates of stricture or ulcer. We reviewed
our case series to determine if a protocol change in suture
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choice altered the incidence of anastomotic strictures and
marginal ulcers.
METHODS: We performed a retrospective review of a
prospectively collected database for 291 primary Roux-en-Y
gastric bypass patients (8/1/99 to 9/1/07). Nearly all patients
had a 25-mm circular stapled anastomosis with an outer
suture layer for reinforcement. Before 5/30/06, 231 patients
had interrupted permanent suture, and after 5/30/06, 60
patients had interrupted absorbable suture. We compared
overall rates of stricture, marginal ulceration and aggregate
gastrojejunostomy complications between the two groups
using a proportional hazards model and log-rank statistic. A
p value <0.05 was considered statistically significant.
OUTCOMES: We found fewer gastrojejunostomy complica-
tions in the absorbable suture group (5%) than the perma-
nent suture group (19%), with p=0.06 (table). Subgroup
analysis showed that both strictures and marginal ulcers
were less common in the absorbable suture group, but
short follow-up times prevented statistical confirmation.

Suture Used GJ complication Stricture Ulcer
Permanent 19% 6.5% 12.5%
Absorbable 5% 1.7% 3.3%
p-value 0.06 0.15 0.12

CONCLUSION: Use of absorbable reinforcing sutures is
associated with fewer gastrojejunostomy complications. We
recommend absorbable sutures for the outer layer of sta-
pled gastrojejunal anastomoses when performing gastric
bypass.

S087
IMPROVEMENT IN GLYCEMIC CONTROL BY GASTRIC ELEC-
TRICAL STIMULATION (TANTALUS®) IN OVERWEIGHT
SUBJECTS WITH TYPE 2 DIABETES (T2DM), A. Bohdjalian
MD,B. Ludvik MD,B. Guerci MD,L. Bresler MD,E. Renard
MD,D. Nocca MD,E. Karnieli MD,R. Prager MD,G. Prager MD,
Medical University of Vienna, Austria; Hietzing Hospital
Vienna, Austria; Hopital Jeanne D’Arc, Toul, France; Hopital
Lapeyronie, Montpellier, France; Ramban Medical Center,
Haifa, Israel
Background: The TANTALUS System (MetaCure Ltd.) is a
minimally invasive implantable gastric stimulation modality
that does not exhibit malabsorptive or restrictive character-
istics. The device applies GCM (Gastric Contractility
Modulation) signals to the stomach Antrum. The signals are
delivered in synchronization to the native electrical activity
of the stomach during meals. Retrospective analysis of pre-
vious studies indicated that T2DM subjects on oral medica-
tion with HbA1c between 7.5% and 9.5% are the population
with most potential benefit from the treatment. The current
study includes subjects enrolled prospectively within that
range of HbA1c.
Aim: to prospectively investigate the potential effect of the
TANTALUS System on glycemic control and weight in over-
weight subjects with T2DM.
Patients and Methods: In this European multi-center, open
label study, 13 T2DM obese (6 m, 7 f, BMI: 37.1±1.0 kg/m2)
subjects treated with oral anti-diabetic medications but with
poor glycemic control (HbA1c 7.5-9.5%, BMI 30-45 kg/m2)
were implanted laparoscopically with the TANTALUS
System.
Results: Eleven subjects that have completed 3 months of
treatment show a significant reduction in HbA1c from
8.0±0.2% to 7.2±0.2% (P<0.05) whereas the Fasting Blood
Glucose decreased from 164±10 mg/dL to 130±14 mg/dL
(P<0.05). The glycemic improvement was accompanied by
reduction in weight from 110.2±4.5 Kg to 105.4±5.8 Kg, and
in waist circumference from 122.8±2.8 cm to 118.0±2.7 cm
respectively.
Conclusion: Interim results with the TANTALUS™ System
suggest that this stimulation regime can potentially improve
glucose levels and induce weight loss in obese T2DM sub-
jects on oral anti-diabetic therapy with poor glycemic con-
trol. Further evaluation is required to determine whether

this effect is due to induced weight loss and/or due to direct
signal dependent mechanisms.

S088
PERFORATED MARGINAL ULCERS AFTER LAPAROSCOPIC
GASTRIC BYPASS, Edward L Felix MD,John Kettelle
MD,Daniel Swartz MD, Advanced Bariatric Centers of
California
Introduction: A perforated marginal ulcer (PMU) following
laparoscopic Roux-en-y gastric bypass (LRYGB) is a poten-
tially serious complication, but the incidence and etiology
has rarely been investigated. We therefore performed a ret-
rospective review of all patients undergoing LRYGB at our
center to determine our incidence of perforated marginal
ulcer and if any causative factors could be elucidated.
Method: A prospectively kept data base of all LRYGB
patients at our bariatric center was retrospectively reviewed.
The complete records of patients with a PMU were individu-
ally examined for accuracy and analyzed for treatment, out-
come and possible underlying causes of the marginal perfo-
ration.
Results: Between 4/99 - 8/07, 1% (35 of 3430) patients under-
going laparoscopic gastric bypass at our center with a medi-
an long term follow-up of 4 years developed one or more
perforated marginal ulcers 3 to 70 months (median 18
months) following laparoscopic gastric bypass. Fifteen per-
forations were treated laparoscopically and 20 open. The
mean age 37 vs. 41 years, weight of 286 vs. 287 pounds,
BMI 46 vs. 47, and gender 89% vs. 83% female of all
patients with or without perforation respectively were not
significantly different. Two patients with perforations (6%)
were taking steroids, 10 (29%) were on N-saids at the time
of perforation, 18 (51%) were actively smoking, and 6 of the
smokers were also taking N-saids. Eleven (31%) of patients
that perforated did not have at least one of these possible
risk factors, but 4 of 11(36%) of this group had been treated
post bypass for a marginal ulcer. Only 7 of 35 (20%) or 7
(0.2%) of 3430 patients perforated without any warning.
There were no deaths in either group, but 3 patients re-per-
forated and all of these continued to smoke after their first
perforation.
Conclusion: The incidence of perforation of a marginal ulcer
following laparoscopic Roux-en-Y gastric bypass in this
large series of patients followed over a long period was sig-
nificant (>1%) and appeared to be related to smoking, N-
said use or steroids in the majority of the cases. Although
all LRYGB patients are at risk for perforation, only 0.2% of
all patients acutely perforated without some risk factor or
warning, suggesting that long term ulcer prophylaxis or
treatment may be necessary to prevent this serious compli-
cation in only a select group of high risk patients.

S089
UTILIZATION OF THE INTRAGASTRIC BALLOON (BIB) IN
PRE-OPERATIVE PREPARATION FOR SUPER OBESE
PATIENTS WITH HIGH SURGICAL RISK COMPARING WITH
TWO STEPS SURGERY., Jose Afonso Sallet MD,Joao
Caetano Marchesini MD,Pablo Miguel MD,Maurelio R.
Ribeiro Jr. MD,Carlos Eduardo Pizani MD,Fabio Bonaldi
MD,Paulo Clemente Sallet MD,Roberto Tussi Jr. MD, Sallet
Institute of Medicine
Background: Super obese patients show a high surgical risk
(major complications in 30% and mortality rate of 5-12%).
The present study evaluates the use of BIB as a preoperative
procedure aiming an initial weight loss and reduction of sur-
gical risk.
Methods: From November 2000 to February 2006, 66 super
obese patients (mean BMI= 60.3 ± 10.1 kg/m?) were treated
with the BIB for at least four months before surgical treat-
ment: 45 male (BMI= 58.4 ± 8.0) and 11 female patients
(BMI= 62.3 ± 10.7). They showed associated diseases,
including systemic arterial hypertension (27 cases), diabetes
mellitus (10 cases), sleep apnea (20 cases), hypercholes-
terolemy (10 cases) and osteoarthrosis (16 cases).
Results: Patients showed mean percent excess weight loss
(%EWL) of 23.4 ± 11.0%, mean percent total weight loss
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(%TWL) of 13.6 ± 6.5%, and mean BMI reduction of 8.4 ± 4.9
Kg/m?. Around 80% of patients showed good results with
27% EWL with improvement in hypertension, diabetes melli-
tus and sleep apnea. Surgical risk was reduced from ASA III-
IV (before the BIB) to ASA II (after BIB). All these patients
were submitted to bariatric surgery (GB 41%, LAGB 33% or
SGBPD 26%).There was no mortality and only four minor
complications (wound infection- 7.5 %).
Conclusions: Our results showed that the intragastric bal-
loon is an effective technique in order to prepare super
obese patients in preoperative time (79%), reducing their
major complications and mortality. Effective non-surgical
technique in pre-op time for patients BMI>50. Change surgi-
cal risk ASA III - IV to ASA II (79%). No mortality and mini-
mal risk of major complications. Reduce 79% the indications
of two stage surgery. Low risk and lower cost than two
stage surgery.

S090
LAPAROSCOPIC MANAGEMENT OF ACUTE PARAE-
SOPHAGEAL HERNIA, M Bawahab,E Debru,N Church,P
Mitchell, University of Calgary
Objective: Acute paraesophageal hernia is a surgical emer-
gency presenting with chest pain, abdominal pain, dyspha-
gia, nausea and vomiting, retching or significant anemia.
This can be due to gastric volvulus, incarceration, strangula-
tion, severe bleeding or perforation. Traditionally this is
treated with an open surgery. The purpose of this study is to
evaluate the outcome of laparoscopic approach for these
cases.
Methods: A retrospective chart review was performed for
patients operated on for paraesophageal hernia at the Peter
Lougheed Centre for 2004-2007. Patients admitted with
acute symptoms requiring emergency surgery were selected
for the study.
Results: Thirteen patients (11 women and 2 men) with a
mean age of 71.5 years (50-91 years) were identified. Twelve
patients underwent successful laparoscopic repair including
reduction of the hernia content, excision of the sac, crural
closure and fundoplication (anterior or Nissen). One patient
was converted to open repair due to ischemic gastric perfo-
ration and peritoneal contamination. The mean operating
time was 208 minutes (132-305 minutes), blood loss was
minimal, and the mean postoperative hospital stay was 5.4
days (1-14 days). There were no significant perioperative
complications. All patients were tolerating regular diet on
short-term follow up.
Conclusions: Laparoscopic repair of acute paraesophageal
hernia is safe and feasible with low morbidity and mortality.
It affords all the benefits of minimally invasive surgery in a
group of patients that are often elderly and suffer from mul-
tiple medical problems. Based on our experience we advo-
cate the laparoscopic technique to repair acute parae-
sophageal hernias in patients with no obvious perforation.

S091
LONG-TERM QUALITY OF LIFE AFTER LAPAROSCOPY-
ASSISTED DISTAL GASTRECTOMY, Shigenori Homma
MD,Hideki Kawamura MD,Yukihumi Kondo MD,Kuniaki
Okada MD,Hideki Yamagami MD,Ryoichi Yokota MD,Masaru
Hagiwara MD,Hiroshi Watarai MD,Kentaro Yokota MD,
Department of Surgery, Sapporo-Kosei General Hospital
Background : Laparoscopy-assisted distal gastrectomy
(LADG) needs longer@operation time, but brings lesser
pain, invasiveness after operation compared with open dis-
tal gastrectomy (ODG). Patients undergone LADG can recov-
er earlier than ODG. However comparative study of long-
term quality after LADG and ODG is not performed.
Patients and Method : From August 2007 to July 2006, 197
patients with early gastric cancer were operated in our hos-
pital. 82 patients were operated on LADG, 115 patients were
operated on ODG. The aim of this study was to investigate
whether difference between LADG and ODG for body
weight loss, symptom of esophageal reflux, diarrhea,
abdominal pain after 1, 3, 6 month, and 1 year after opera-
tion.

Result : (Background) Average age of LADG was 62.6, ODG
64.9. Pre operative BMI of LADG was 22.2, OGD 23.0.
Operative time of LADG was 280 minutes, ODG 276 min-
utes. Blood loss of LADG was 112ml, OGD 244ml (P<0.01).
The number of lymph node dissection of LADG was 46.5
OGD 44.4. The rate of sub-mucosal invasion of LADG was
35.5%, ODG 39.1%. The rate of lymph node metastasis of
LADG was 4.9%, ODG 6.9%. (Long-term quality) The rate of
body weight from pre-operative state after LADG was
94.5%, 93.3%, 92.8%, 92.9%(1, 3, 6 month, 1 year, same as
follows), ODG 92.2%, 91.0%, 90.7%, 90.5%. The incidence of
esophageal reflux after LADG was 20.7%, 18.3%, 9.8%, 3.7%,
ODG 12.2%, 7.0%, 9.6%, 3.5%. The incidence of diarrhea
after LADG was 13.4%, 8.5%, 6.1%, 6.1%, ODG 17.4%, 20.9%,
16.5%, 13.0%. The incidence of abdominal pain after LADG
was 23.1%, 8.5%, 11.0%, 4.9%, ODG 9.6%, 5.2%, 2.6%, 0.9%.
Conclusion : There was no significant difference between
the long term quality after LADG and ODG in this study.

S092
PRE-OPERATIVE PREDICTORS OF THE SHORT ESOPHA-
GUS, Fumiaki Yano MD,Kazuto Tsuboi MD,Nitin Garg
MD,Charles J Filipi MD,Sumeet K Mittal MD, Department of
Surgery, Creighton University Medical Center, Omaha,
Nebraska, USA
Background: Short esophagus is a common cause of failure
of anti-reflux surgery. Minimally invasive intervention for
short esophagus is technically difficult. Reliable predictors
of short esophagus would allow appropriate referral and
better outcomes.
Methods: Between January 1994 and August 2007, a total of
84 patients underwent antireflux surgery with Collis gastro-
plasty (Group A) at Creighton University Medical Center. On
the other hand, 204 consecutive patients who underwent
primary Nissen or Toupet fundoplication from September
2003 thru August 2007 were chosen as a control (Group B).
Retrospective review of patient characteristics and investiga-
tions was performed. Esophageal length index (ELI) was cal-
culated as ratio of endoscopic esophageal length (in cm) to
height (in meters).
Results: Patients in group A have a higher mean age
(57years) than group B (54 years) but there were no signifi-
cant differences in sex, height, weight and body mass index
distribution between these groups. Mean endoscopic
esophageal length (EEL) as measured from incisor to
esophago-gastric junction was significantly shorter in Group
A (32.4) as compared to Group B (36.2) (p<0.0001). Patients
with pre-operatively diagnosed esophageal stricture had a
68% likelihood of having a short esophagus relative to 22%
in those without (OR 7.4, p<0.001). ELI of more than 19.5
had 82% specificity and 81% sensitivity of predicting short
esophagus.
Conclusion(s): Patients with low esophageal length index
and those with stricture are at a higher risk for having short
esophagus.

S093
COMPARISON OF ONCOLOGICAL OUTCOMES AFTER
LAPAROSCOPIC TRANSHIATAL ESOPHAGECTOMY AND
OPEN ESOPHAGECTOMY FOR PT1 ESOPHAGEAL ADENO-
CARCINOMA, Arin Saha MD,Simon P Dexter MD,Abeezar I
Sarela MD, The General Infirmary at Leeds, UK
INTRODUCTION: This study compared pathological charac-
teristics and patterns of disease recurrence for patients with
pT1 esophageal adenocarcinoma treated with either laparo-
scopic transhiatal esophagectomy or open esophagectomy
(Ivor Lewis or transhiatal).
METHODS: Case notes were reviewed for consecutive
patients, who had esophagectomy with pT1 adenocarcino-
ma at final pathological staging, during January 2000-
December 2006. No patient had neo-adjuvant treatment.
RESULTS: There were 44 patients, comprising 37 men
(84%), median age 64 years (range, 35-80). 24 patients had
an open Ivor Lewis operation, 4 had an open transhiatal
operation and 16 had a laparoscopic transhiatal operation.
Pre-operative, endoscopic ultrasound staging was T0 (2
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patients, 5%), T1 (10, 23%) or T2 (32, 72%). Median lymph
node yield was 19 (10-51) after an Ivor Lewis operation, 16
(3-28) after an open transhiatal operation and 15 (4-41) after
a laparoscopic transhiatal operation. There was no R1 resec-
tion. There were two in-hospital deaths (5%), both of whom
had an open operation. All patients in the laparoscopic
group had N0 disease; none received adjuvant treatment.
Two patients (7%) in the open group had N1 disease, of
whom one patient received adjuvant chemotherapy. Alive
patients had median follow-up of 36 months (5-87). One
patient (6%) in the laparoscopic group had recurrent disease
at 22 months after operation. This patient had N0 but poorly
differentiated disease and died at 24 months. Two patients
(7%) in the open group developed recurrence, at 6 or 8
months and died at 7 or 14 months, respectively. Both
patients had poorly differentiated tumors. The patient who
developed recurrence at 8 months had N1 disease; the sec-
ond patient with N1 disease is alive and well at 14 months.
Estimated survival (Kaplan-Meier) at 1 year or 3 years was
100% or 88%, respectively, for the laparoscopic group and
96% or 92% for the open group.
CONCLUSIONS: Oncological outcomes after laparoscopic
esophagectomy or open esophagectomy for pT1
esophageal adenocarcinoma are similar.

S094
LAPAROSCOPIC VERSUS OPEN GASTRECTOMY FOR ADE-
NOCARCINOMA : A PROSCPECTIVE COMPARATIVE ANALY-
SIS, élie k CHOUILLARD MD,Toufic J ATA MD,Abe L FIN-
GERHUT MD,Nada M HELMY MD, General and Minimally
Invasive Surgery, Poissy Medical Center, France
BACKGROUND: The role of laparoscopic gastrectomy in the
treatment of gastric adenocarcinoma.
AIM: To compare open and laparoscopic gastrectomy for
adenocarcinoma.
METHODS : Between january 2000 and december 2006, we
prospectively enrolled all patients operated for gastric ade-
nocarcinoma. Datas were later analyzed according to the
type of procedure (open versus laparoscopic). Parameters
included : operative incidents, conversion, transfusion, dura-
tion, harvested lymph nodes, resection margins, operative
mortality and morbidity, 1- 2- and 3-year recurrence and sur-
vival analysis.
RESULTS : 51 patients operated laparoscopically (group A)
were compared to 79 patients who had open procedures
(group B). Conversion rate was 6 %. Blood loss was less
important in group A (150 ml versus, 400 ml ; p< 0.05).
Operative duration was longer in group B (260 min versus
200 min; p <0.05). resection margins were positive in 3 % of
cases (group A) and 7.6 % in group B (p>0.05), respectively.
The number of harvested lymph nodes was more important
in group A (14 versus 26; p < 0.05). Operative mortality rate
was 0 % in group A and 2 % in group B (p> 0.05), respec-
tively. Post-operative morbidity rates were comparables (12
% versus 16 %) in group A and B, respectively. Mean length
of hospital stay according to the French system was shorter
in group A (8 days versus 11 days) as compared to group B
(p< 0.05). One, two and 3-year survival and recurrence rates
were comparables in both groups.
CONCLUSION : Laparoscopic gastrectomy is a feasible and
safe technique; In selected patients and experienced hands,
results are at least comparables to those of open gastrec-
tomies.

S095
ANALYSIS OF 1,543 GASTRIC CARCINOID PATIENTS FOR
PROPOSED STAGING SYSTEM, Christine S Landry
MD,Charles R Scoggins MD,Charles Woodall MD,Kelly M
McMasters MD,Robert Martin MD, University of Louisville
School of Medicine
Background: Gastric carcinoid tumors are rare and little is
known about the long term prognosis of these tumors, since
no staging system currently exists. The aim of this study
was to create a predictive staging system to accurately esti-
mate prognosis. Methods: A retrospective review of 15,983
carcinoid patients from the SEER database identified 1,543

patients with gastric carcinoid tumors from 1977 to 2004.
Patients were analyzed for all clinicopathologic factors and a
Tumor (T1<3 cm or mucosa, T2 >=3 cm but <5 cm or muscu-
laris propria, T3 >=5cm or serosa) stage, lymph Node (N0 no
nodal mets, N1 nodal disease) stage, and Metastatic (M0 no
mets, M1 metastasis) stage, staging system was created
according to these parameters. Data points were compared
using Kaplan Meier and Cox Proportional Hazards. Results:
There were 941 female, 602 male, average age was 63.5
years (23-101), average size of primary 1.7 cm (range, 0.1 to
2 cm) with 11.6% having lymph node metastasis. Survival
was statistically significant between stages (p<0.0001), and
not significant within stages. 461 patients presented with
Stage I disease, 41 with Stage II, 29 with Stage III, and 79
patients in Stage IV. 5-year survival was 96%, 61%, 24%, and
5% for Stages I-IV respectively (p<0.0001). Size of primary
tumor, depth of invasion, metastatic disease and age were
significant on multivariate analysis. Conclusion: Our newly
developed staging system accurately predicts disease prog-
nosis in gastric carcinoids. Incorporation of gastric carcinoid
into the American Joint Committee on Cancer is needed to
both educate all physicians and to follow trends in progno-
sis.

S096
ASSESSMENT OF THE CLINICAL UTILITY OF ROUTINE BAR-
IUM ESOPHAGRAM AFTER LAPAROSCOPIC ANTERIOR
ESOPHAGEAL MYOTOMY FOR ACHALASIA, Jessica
Quinlan,Brian Roberston,Bruce L Hall MD, Lora Melman
MD,Richard A Pierce MD,Valerie J Halpin MD,J C Eagon
MD,Margaret M Frisella MD,Brent D Matthews MD,
Department of Surgery and Section of Minimally Invasive
Surgery, Washington University School of Medicine, St.
Louis, Missouri
Introduction: The purpose of this study is to evaluate the
clinical utility of routine barium esophagram (BAS) after
laparoscopic anterior esophageal myotomy for achalasia.
Methods: Records of 260 consecutive patients (pts) undergo-
ing laparoscopic anterior esophageal myotomy for achalasia
from 5/96-8/07 were reviewed from a prospective, IRB-
approved database. All radiographic reports and periopera-
tive records were reviewed. Data are given as mean ± SD.
Statistical significance (p<0.05) was determined using a two-
tailed t-test and Chi Square.
Results: There were no conversions to an open procedure.
Partial fundoplication was performed in 254 (97.7%)
patients. Thirteen (5.0%) pts suffered an intraoperative
mucosal perforation [esophageal (5), gastric (8)] during the
myotomy, 7 pts had an esophageal diverticulectomy and 4
pts did not undergo a postoperative BAS and were excluded
from analysis. Routine protocol BAS was therefore per-
formed in 236 pts at a mean of 1.0±0.3 days postoperative.
BAS was interpreted as “normal flow of contrast after
esophageal myotomy” in 145 (61.4%) pts. There were no
false negative studies in this group and diet was initiated
without incident at a mean of 1.0±0.2 days, time to goal diet
was 1.3±0.7 days and mean time to discharge was 1.5±1.0
days postoperative. Ninety-one (38.6%) pts had an abnormal
BAS (“contrast retention or pooling”, “delayed emptying”).
Initiation of a diet was delayed in only 6 (6.6%) pts. Two
(0.9%) BAS were interpreted as an esophageal leak. Both
were determined to be false positives after one pt under-
went negative exploratory laparoscopy and one was
observed clinically. Of the remaining 4 pts with a diet delay,
two were true positive postoperative BAS, one pt with a
residual stenosis requiring early esophageal dilatation and
one pt who underwent laparoscopic re-exploration on POD
#4 for incarcerated omentum in the hiatus. In the group with
abnormal BAS, diet was initiated at a mean of 1.1±0.3 days,
time to goal diet 1.4±0.7 days and mean time to discharge
was 1.8±1.9 days postoperative. The mean time to initiate
diet, reach goal diet and discharge was not significantly dif-
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ferent (0.14) between the normal and abnormal BAS groups.
The sensitivity and specificity of an abnormal routine BAS
after laparoscopic esophageal myotomy was 100% and 62.0
% and the positive and negative predictive values were 2.2%
and 100%, respectively.
Conclusions: Because of the poor positive predictive value,
routine BAS after laparoscopic anterior esophageal myoto-
my should be utilized selectively in the immediate postoper-
ative period after an uncomplicated procedure.

S097
MULTICENTER STUDY OF LAPAROSCOPIC SURGERY FOR
COLON CANCER IN JAPAN, S Kitano* MD,M Inomata*
MD,T Etoh* MD,M Watanabe** MD,K Sugihara*** MD,F
Konishi**** MD,Y Moriya***** MD,for the Colorectal
Cancer Study Group of Japan Clinical Oncology Group, Oita
University Faculty of Medicine*, Kitasato University**,
Tokyo Medical and Dental University***, Jichi Medical
School Omiya Medical Center****, National Cancer Center
Hospital*****
Objective: To evaluate short and long-term results of laparo-
scopic surgery for colon cancer, we conducted a nationwide
survey and prospective randomized controlled trial (RCT) in
Japan, supported by Grants for Clinical Cancer Research
from the Ministry of Health, Labor and Welfare in Japan.
A retrospective nationwide survey: The study group com-
prised 2036 patients undergoing laparoscopic surgery for
colon cancer during the period 1993 to 2002 in 12 advancing
laparoscopic surgical units. In 1495 patients with colon can-
cer, the morbidity and mortality rate was 13% and 1%.
Recurrent rate was 4% and the 5-year survival rate was
96.7% for stage I, 94.8% for stage II, and 79.6% for stage III
disease. A retrospective, multicenter study demonstrates
that laparoscopic surgery for colon cancer is feasible in
terms of short and long-term outcomes in Japan.
A randomized controlled trial: A RCT (JCOG0404) has start-
ed on November in 2004 to evaluate laparoscopic vs open
surgery as the optimal treatment for T3 or deeper colon can-
cer. Surgeons in 27 specialized institutions will recruit 818
patients. Primary endpoint is overall survival, and secondary
endpoints are disease-free survival, short clinical outcome,
adverse events, conversion rate from laparoscopic to open
approach and completion rate of laparoscopic surgery. To
control the quality of surgeries, central review of surgical
procedure by photographs is performed in all patients.
Total@registrated cases reach to 620 now.
Conclusions: A long-term oncological outcome of laparo-
scopic surgery for colon cancer is to be confirmed by our
on-going randomized controlled trial in Japan.

S098
EFFECT OF YOGA EXERCISES ON OUTCOME OF STAPLED
HEMORRHOIDECTOMY: RESULTS OF A PROSPECTIVE RAN-
DOMIZED CONTROLLED STUDY., Brij B Agarwal MD,Krishan
C Mahajan MD, Sir Ganga Ram Hospital , India.
Objectives of study-The aim of this study was to evaluate
the effect of yoga exercsies on outcome of stapled hemor-
rhoidectomy, a safe, popular, day care procedure for pro-
lapsing hemorrhoids (PPH).
Methods and Procedures-Consecutive patients with indica-
tions for PPH were randomized into Yoga exercises (YE) i.e.
study group and no Yoga exercise (NYE) i.e. control
group.PPH was done on day care basis following a uniform
perioperative “fast tract module” regimen. Yoga exercises
(Mool Bandh) aimed at rectal squeeze, pull and pelvis floor
were taught to YE group and continued postoperatively.
Analgesic used was Paracetamol. Diclofenac (NSAID) was
used only if Paracetamol failed. Data were prospectively col-
lected at the end of 1st week (W1), 2nd week (W2) and 3rd
week (W3). The end points were urinary retention (UR), pain
requiring NSAID, anal irritation/burning/ pruritus (AIBP),
painful defecation (PD), failure to discriminate between fla-
tus or feces (FTD), perianal soiling (PS) at W3 and mean
days to resume normal activity (RNA).
Postoperative bleeding and squamocolumnar junction seen
on pathology (of resected tissue) were exclusion criteria.
Analysis of prospectively controlled data is presented.

Results-72 (56 males, 16 females) patients, 45 years of mean
age (17-87 years) were operated. There were two exclusions
due to postoperative bleeding. UR & PS (2 & 20 cases
respectively) in the control group only.In the Yoga (study)
group there was no urinary retention, demand for NSAID &
W3 perianal soiling. Rest of results are as shown in the
table.

Conclusion-Perioperative Yogic exercises for anorectum
improve the outcome in PPH significantly &amp; should be
combined in PPH as part of treatment.

S099
LAPAROSCOPIC APPROACH OF COLONIC PERFORATION
DUE TO COLONOSCOPY, Mariano Laporte MD,Sandra
Lencinas MD,Maximiliano Bun MD,Sergio Schlain MD,
Nicolás Rotholtz MD, Colorectal Surgery Section. General
Surgery Department. Hospital Alemán de Buenos Aires.
Background: Iatrogenic perforation due to colonoscopy is
the most serious complication of this procedure. Usually
this complication requires segmental resection to be
resolved. The laparoscopic approach could be an option to
minimize the outcome of this complication.
Objective: The aim of this study was to assess the effective-
ness of the laparoscopic approach to treat colonic perfora-
tions due to colonoscopy.
Methods: Data were collected retrospectively on all patients
who underwent conoloscopy and had perforation between
July 1997 and July 2007.
Patients with other complications after colonoscopy as well
as other colonic perforations were excluded. Patients were
divided in two groups; G1 (Group 1): laparoscopic colecto-
my and G2 (Group 2): open colectomy. Morbidity rate and
recovery parameters were evaluated between the groups.
Statistical analysis was performed using student t test and
chi square test.
Results: 10233 colonoscopies were performed. 7572 (74%)
were diagnostics and 2661 (26%) therapeutics. There were
16 (0.15%) iatrogenic perforations (G1=10 vs. G2=6). The
mean age of the patients was 62 ± 12.1 years. There were
no differences in patients demography, co-morbidities, and
ASA grades between the groups. 9 patients from G1 had
segmental colectomy. One patient had a diverting ileostomy
associated. Patients from G1 had lower hospital stay and
lower complications comparing with G2. [(G1 4.5 ± 2.06
days vs. G2 11.5 ± 8.8 days, p = 0.02) (G1: 1 vs. G2: 5, p =
0.043)]
Conclusions: laparoscopic colectomy is an effective proce-
dure to resolve colonic perforation due to colonoscopy and
might offers benefits when is compared with open
approach.

S100
WHAT IS THE DEFINITION OF “CONVERSION” IN LAPARO-
SCOPIC SURGERY AMONG COLORECTAL SURGEONS? A
SURVEY AMONG SAGES AND ASCRS, Badma Bashankaev
MD,Sherief Shawki MD,Paula Denoya MD,Sudhan
Nagarajan MD,Christina Seo MD,Dana Sands MD,Eric Weiss
MD,Juan Nogueras MD,Steven Wexner MD, Cleveland Clinic
Florida
Background: Various definitions are used in the literature to
define conversion, rendering comparison among studies dif-
ficult. A web-based and postal survey was conducted
among colorectal surgeons representing the Society of
American Gastrointestinal and Endoscopic Surgeons
(SAGES) and the American Society of Colon and Rectal
Surgeons (ASCRS) regarding their definition of conversion
during laparoscopic colorectal surgery and, consequently,
determine the most commonly used definition. Materials
and Methods: The multiple choice questionnaire included 3
parts: surgeon information (type, volume and time period of
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practice), various definitions for conversion, and 4 clinical
scenarios. Surgeons were asked to check the definition(s)
they considered best described conversion. Results: 25%
responded out of 1000 surgeons; approximately half have a
private based practice. 53% have more than 10 years experi-
ence while 35% have 5-10 years. 35.9% perform more than
50 cases of laparoscopic colon surgery per year; however,
only 12% perform more than 25 laparoscopic rectal cases
per year and 60% perform less than 10. 68.4% agreed that
any incision made earlier than initially planned to complete
the procedure should be considered as conversion. 81.4%
felt that an incision >5 cm is not considered a conversion;
53.4% considered an incision >10cm a conversion while 37%
did not. Neither extracorporeal vessel ligation (73.8%),
bowel resection (81.2%), anastomosis (77%), nor incision
made for specimen retrieval (91.1%) was counted as conver-
sion. Regarding clinical case scenarios, 62% regarded an
incision made to facilitate phlegmon dissection after laparo-
scopically mobilizing the left colon up to and around the
splenic flexure to be laparoscopic-assisted. 55.6% consid-
ered a 10cm incision required for fistula take-down after
completion of laparoscopic dissection as conversion. A 10
cm incision made for the rectal dissection in rectopexy and
anastomosis was described as conversion in 51% but
laparoscopic-assisted in 49%. Increasing a 5cm incision to
12cm for specimen extraction was considered laparoscopic-
assisted in 49.3%. Conclusion: The majority of surgeons
clearly consider any incision made earlier than planned as a
conversion, but not extracorporeal vessel ligation or bowel
resection-anastomosis. However, there are still conflicting
views of conversion regarding incision length and some
clinical situations, which may influence published and pre-
sented outcomes among various centers. Definitions of con-
version used in practice are much more liberal than pub-
lished definitions, thus explaining the low conversion rates.

S101
LAPAROSCOPIC ASSISTED SURGERY FOR RECTAL CAN-
CER. OUR EXPERIENCE AND RESULTS IN 430 CASES., A.
Ibarzabal MD,S. Delgado MD,D. Momblan MD,A. Liceaga
MD,R. Bravo MD,R. Almenara MD,A.M. Lacy MD,
Gastrointestinal Surgery Serv. ICMDM. Hospital Clinic.
Barcelona.
Introduction: Laparoscopic assisted surgery for rectal cancer
is still a challenge for surgeons. Actually colorectal surgeons
believe that total mesorectal excision provides favorable
oncologic results for the treatment of rectal cancer and
more and more believe that laparoscopic approach is a
good and safe approach to do it. The present study is a fea-
sibility study that sows that total mesorectal excision can be
safely performed by laparoscopic approach with good
results.
Objective: The objective of this paper is to asses the results
of rectal cancer patients treated by laparoscopic techniques.
Methods: From March 1998 to July 2007 all patients with an
adenocarcinoma of the rectum admitted to our unit were
evaluated to be operated by laparoscopic approach.
Results: Four hundred and thirty patients (272 male and 158
female) were included with a mean age of 66.83 years.
Surgical technique was: 226 low anterior resections with
total mesorrectal excision, 75 abdomino-perineal, 86 anteri-
or resections, 30 Hartmann´s procedure, 11 colostomy and 2
proctocolectomy. Protective loop ileostomy was performed
in 144 patients (45.85% of patients with sphincter preserva-
tion). Conversion to open approach rate was 13.48% (28
because of difficult dissection, 23 adjacent organs infiltra-
tion, 2 bleeding , 3 hipercarbia and two uretheral section).
34 patients presented anastomotic leakages (10,82% of
resections with anastomosis). Mean hospital stay was 7
days and the starting of the oral intake was 48 hours. The
mean of lymph nodes was 13.3. In this group of patients we
made a learning curve study comparing the first 50 cases
and last 50 with better results in the second group in terms
of surgical time, extent of resection and conversion rate.
Conclusion: Laparoscopic surgery in patients with adenocar-
cinoma of the rectum can be safely performed. Short term
results are good and large term results are similar than con-

ventional tecniques and as long as we get into the learning
curve we get shorter hospital stay and less conversion rate.

S102
LAPAROSCOPIC IPAA SURGERY REDUCES ABDOMINAL
AND PELVIC ADHESIONS, Adrian A Indar MD,Jonathan E
Efron MD,Tonia M Young-Fadok MD, Mayo Clinic ,
Scottsdale, Arizona
Objectives: Adhesions after open abdominal operations
cause >75% of cases of small bowel obstruction. We evalu-
ated adhesions to the anterior abdominal wall and adnexae
after laparoscopic ileal pouch anal anastamosis (IPAA).
Methods: Patients who underwent laparoscopic proctocolec-
tomy, IPAA and diverting loop ileostomy for Ulcerative
Colitis had laparoscopic evaluation of adhesions at closure
of ileostomy to assess adhesions to the anterior abdominal
wall and to the adnexae. Adnexal adhesions were quantified
using the AFS score. We used Chi-squared analysis to com-
pare this result to a previous report of anterior abdominal
wall adhesions after open IPAA surgery with and without
Seprafilm [1].
Results: Thirty patients (19 female) were assessed. Thirteen
women (68%) had no adnexal adhesions, 5 had filmy adhe-
sions on <1/3 of one adnexa, and 1 patient had filmy adhe-
sions on 1/3-2/3 of one adnexa. No patient had adhesions
affecting both adnexae. With respect to anterior abdominal
wall adhesions, 63% of patients had no adhesions, while
37% had adhesions after laparoscopic IPAA, compared to
90% after open IPAA (p<0.001) and 66% after open IPAA
with Seprafilm (p<0.001)[1].

Lap IPAA (30) Open IPAA (61) Open/Sepra (59)
Abdo Wall-Few 10 8 14
Abdo Wall-Mod 1 25 19
Abdo Wall-Sev 0 21 6
Severity of adhesions in each group.
Conclusions: Laparoscopic IPAA results in fewer adhesions
than open operations with minimal adhesions to gynecolog-
ical organs, potentially reducing the risk of associated infer-
tility.
REFERENCE: 1. Cohen Z. et.al. Dis Colon & Rectum. 2005
Jun;48(6):1130-9

S103
EARLY REOPERATION - A QUALITY PARAMETER FOR MON-
ITORING LAPAROSCOPIC SURGERY ?, Igal Breitman
MD,Joseph Kuriansky MD,Amiki Szold MD,Joseph Klausner
MD, Tel Aviv Souraski medical center
Background:The science of surgical quality measurement is
evolving!
The need for unplanned early reoperation usually represents
a major adverse event in the patient’s postoperative course.
Unplanned early reoperations were suggested as a possible
quality indicator in general surgery .There are only a small
number of prospective studies concerning this issue in gen-
eral surgery, and no reports about What are the acceptable,
reoperation rates, post laparoscopic surgery. The aim of this
review was to assess the incidence and outcome of reopera-
tion for laparoscopic surgery as a practical quality indicator
Methods: retrospective review of medical records.
Study population: All patients operated between 1/1/98 -
17/8/2003
Inclusion criteria: Early reoperation was defined as a second
surgical procedure within thirty days, required due to a
complication resulting from the index operation
Results: The number of Patients meeting inclusion criteria
was 335 /16071 (2.1%) of which 241/7360 (3.36%) underwent
laparotomy, 47/4093 (1.12%) laparoscopy and 47/4618 (1%)
other incisions. The rates of the common “classical” indica-
tions for re-exploration were all higher post laparotomy
comparing to post laparoscopy (sepsis 1.37% vr 0.66%,
bleeding 0.66% vr 0.2%, bowel obstruction 0.43% vr 0.07%
and wound failure 0.44% vr 0.05%) .
In 15/47 (31.9%) of the post laparoscopy patients, the need
for re-exploration may be related directly to a complication
of the laparoscopic technique. The most common indica-
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tions for reoperation in this group was missed enterotomy
(8/15 53%), bile leak (3/15 20%), trocar site hernia (2/15 13%),
Misinterpretation of anatomy & vascular compromise of
unrelated organ (2/15 13%).
In 52/288 (18%) of the post non laparoscopic group the re-
exploration was Negative/Non therapeutic versus 10/47
(21%) of the laparoscopic group.
Mortality rate was 40/335 (11.9%) of reoperated patients and
3/47(6.4%) of the post laparoscopic group. The highest mor-
tality was seen with in the patients that were reoperated due
to sepsis - 19%.
Conclusions: the unplanned re-exploration rate is lower post
laparoscopic surgery than post laparotomy and it’s about
1%. This difference may be due to the severity of underlying
diseases or the complexity of the procedures. The use of
laparoscopic technique has a potential for unique
“laparoscopy related” complications.
Most common factors affecting morbidity & mortality are
the reason of reoperation.
Reoperation rates constitute a convenient parameter for
monitoring quality in surgical services

S104
HAND-ASSISTED LAPAROSCOPIC PARTIAL NEPHRECTOMY
AFTER 50 CASES AS COMPARED TO OPEN PARTIAL
NEPHRECTOMY, Bill DeVoe BS,Kent Kercher MD,William
Hope MD,Amy Lincourt PhD,Chris Teigland MD, Carolinas
Medical Center
Introduction: The surgical standard of care for favorably
located, small renal tumors is partial nephrectomy. As the
incidence of renal cell carcinoma (RCC) and earlier inciden-
tal detection of small kidney masses has steadily risen over
the past twenty years, minimally-invasive management of
these lesions has become more common. We report our sin-
gle institution experience with hand-assisted laparoscopic
partial nephrectomy (HALPN) as compared with traditional
open partial nephrectomy (OPN).
Methods: All HALPNs were performed by the same, two-
surgeon team while OPNs were performed by multiple sur-
geons. Relevant outcome and demographic information was
collected prospectively for HALPNs (N=50) and retrospec-
tively for OPNs (N=40). Patient procedure data was tracked
in a kidney-cancer specific database. A p-value of <0.05
denotes statistical significance.
Results: Average tumor size (2.6 cm HALPN vs. 2.6 cm OPN,
p=0.94) and mean operative times were similar (167 min
HALPN vs. 189 min OPN, p=0.053). HALPN was associated
with less blood loss (128 cc vs. 353 cc, p=0.0003). Warm
ischemia time was shorter for HALPN (28 min vs. 33 min,
p=0.039) as was hospital stay (4.9 days vs. 6.9 days,
p=0.004). Although 4 HALPN renal tumors required intra-
operative margin re-excision (based upon immediate gross
evaluation by a pathologist), the final positive margin rate
was 0.0%. A 5.0% final positive margin rate was observed in
the OPN group. There were no transfusions or conversions
for HALPN. The HALPN minor complication rate was 20.0%
versus 32.5% for OPN (p=0.17). Complications included
delayed bleeding (1, 2.5% OPN), urine leak (2, 5.0% OPN; 2,
4.0% HALPN), hypoxia, and nausea or fever lasting >3 days.
Tumor pathology was as follows [HALPN (OPN)]: 80.9%
(80.0%) RCC, 12.8% (8.0%) oncocytoma, and 6.4% (12.0%)
angiomyolipoma.
Conclusions: HALPN is associated with improved operative
times, blood loss, hospital stay, clamp time, and complica-
tions compared to traditional OPN. Final positive margin
rates of 0.0% were achieved with HALPN via intra-operative
pathologic evaluation. In our institution, HALPN has now
become the standard approach for patients presenting with
small, surgically accessible renal tumors.

S105
MESH COMPLICATIONS AFTER PROSTHETIC REINFORCE-
MENT OF HIATAL CLOSURE. A 29 CASE SERIES., Rudolf J
Stadlhuber MD,Amr El Sherif MD,Sumeet K Mittal
MD,Robert Fitzgibbons MD,Brett Sheppard MD,Michael
Brunt MD,John Hunter MD,Daniel Smith MD,Tom R
DeMeester MD,Charles J Filipi MD, Department of Surgery,
Creighton University School of Medicine, Omaha
Background:
Primary laparoscopic hiatal hernia repair is associated with
up to a 42% recurrence rate. This has lead to the use of
mesh for crural repair, which has resulted in an improved
recurrence rate (0-24%). However, mesh complications have
been reported.
Methods:
We compiled three cases and our senior author contacted
other experienced esophageal surgeons who provided 26
additional cases with mesh related complications. The data
collected was merged into an excel 2003 spread sheet for
analysis.
Results:
All patients underwent laparoscopic surgery for a large
hiatal hernia. Twenty six had a concomitant Nissen fundopli-
cation and three a Toupet fundoplication Mesh types placed
were polypropylene n=12, PTFE n=10, small intestine sub-
mucosa n=3 and dual mesh n=4. Primary symptoms associ-
ated with the complications were dysphagia n=23, vomiting
n=1, regurgitation n=2, obstipation and abdominal disten-
tion n=1, chest pain n=1 and weight loss n=1. Pre-operative
findings were intra-luminal mesh erosion n=7, hiatal steno-
sis n=18 and extensive adhesions n=4. Six patients required
an esophagectomy, two patients a partial gastrectomy, 4
patients did not need surgery with one patient having a
stent placement in this group and the remainder had mesh
removal by laparoscopy or open surgery. There was no
immediate operative mortality, however, 5 patients have
severe gastroparesis and two patients are dependent on
tube feedings. The remainder of patients had a satisfactory
outcome.
Conclusion:
Further prospective studies are needed to determine the
place for mesh reinforcement of the crural closure.

S106
PERITONITIS FROM PEG TUBE INSERTION AND ENSUING
COMPLICATIONS IN SURGICAL ICU PATIENTS: IDENTIFICA-
TION OF RISK FACTORS AND CLINICAL OUTCOME, Rachit
D Shah MD,Nabil Tariq MD,Charles J Shanley MD,James
Robbins MD,Randy Janczyk MD, Department of Surgery,
William Beaumont Hospital, Royal Oak, MI
OBJECTIVE - Percutaneous Endoscopic Gastrostomy (PEG)
tubes are routinely placed in Surgical Intensive Care Unit
(SICU). Poor tissue healing or technical issues after tube
insertion can lead to peritonitis requiring a laparotomy. Risk
factors leading to this major complication are not identified.
METHODS - We conducted a retrospective review of all PEG
tubes inserted in SICU patients from 2003 to 2006. The pro-
cedure was performed by 2 surgical intensivists. Patient’s
age, sex, BMI, organ dysfunction scores, vasopressor use,
fluid status, steroid use for medical reasons and nutritional
status were noted. Peritonitis requiring laparotomy and
mortality were among the outcomes. Multivariate logistic
regression was used for data analysis (SAS v9.1).
RESULTS - Out of 322 patients, 16 (5%) patients needed a
laparotomy for peritonitis and 74 (23%) patients expired dur-
ing the hospital stay. Higher BMI and serum albumin lower
than 2.5 were major predictors of the need for a laparotomy
(p-value 0.0005 and 0.0008 respectively). Patients with BMI
>30 and albumin <2.5 were 25 times more likely to need
laparotomy (95% CI 7.74-83.3). Mean duration between tube
placement and laparotomy was 11 days. Additionally,
patients requiring a laparotomy were 5 times more likely to
expire during the hospitalization compared to patients not
requiring a laparotomy [p-value 0.004, 95% CI 1.68-13.07].
Mean duration between laparotomy and death was 23 days.
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All 16 patients developed signs of sepsis and worsening
abdominal examination. Dislodged tube with gastric wall
not opposed to the abdominal wall was the most common
finding at the time of laparotomy. There was no difference
in the outcome of 2 surgeons who performed the procedure.
CONCLUSION - About 5% of patients undergoing PEG tube
insertion in SICU require laparotomy for peritonitis and are
more likely to expire from ongoing multiple medical prob-
lems. Higher BMI and lower serum albumin, by contributing to
poor healing, increase the chances of needing a laparotomy.

S107
THE EFFECTS OF LAPAROSCOPIC CHOLECYSTECTOMY,
HYSTERECTOMY, AND APPENDECTOMY ON NOSOCOMIAL
INFECTION RISKS, Andrew I Brill MD,Candace L
Gunnarsson PhD,John A Rizzo PhD, Terrence Fullum
MD,Kathakali Ghosh MS,Stephen E Brossette MD, California
Pacific Medical Center, University of Maryland, Stony Brook
School of Medicine, S2 Statistical Solutions, Inc, Cardinal
Heatlh
Background: This paper presents precise estimates of noso-
comial infection risks associated with laparoscopic as com-
pared to open surgery in three procedures: cholecystecto-
my, appendectomy, and hysterectomy.
Methods: A retrospective analysis was performed on 11,662
admissions from 22 hospitals that have a nosocomial infec-
tion monitoring system. The Nosocomial Infection Marker
(NIM, patent-pending) was used to identify nosocomial
infections during hospitalization and post-discharge. The
dataset was analyzed by source of infection: urinary tract,
wounds, respiratory tract, bloodstream, and others. Single
and multivariable logistic regression analyses were per-
formed to control for the following potentially confounding
variables: gender, age, type of insurance, complexity of
admission on presentation, admission through the emer-
gency department, and hospital case mix index.
Results: Analyses were based on 399 NIMs in 337 patients.
Laparoscopic cholecystectomy and hysterectomy each
reduced the overall odds of acquiring nosocomial infections
by more than 50% (p<0.01). Laparoscopic cholecystectomy
and hysterectomy also resulted in statistically significantly
fewer readmissions with nosocomial infections (p<0.01).
Excluding appendectomy, the odds ratio for laparoscopic vs.
open NIM-associated readmission was 0.346 (p<0.01).
Laparoscopic appendectomy did not significantly change
the odds of acquiring nosocomial infections.
Conclusion: As compared to open surgery, laparoscopic
cholecystectomy and hysterectomy are associated with sta-
tistically significantly lower risks for nosocomial infections.
For appendectomy, when comparing open versus laparo-
scopic approaches, no differences in the rate of nosocomial
infections were detected.

S108
DEVELOPMENT OF MINIMALLY INVASIVE SURGERY IN
INFANTS LESS THAN 5KG: THE FIRST DECADE’S EXPERI-
ENCE, Todd A Ponsky MD,Steven S Rothenberg MD, Rocky
Mountain Hospital for Children
Introduction: Pediatric minimally invasive surgery (MIS) has
undergone significant development over the last 10 years
but the role in complex neonatal and infant surgery is still
being evaluated.. Technical advances and new procedures
have allowed the evolution of MIS in even the smallest
neonates. This report documents our experience in MIS in
infants under 5kg.
Methods: A retrospective database review was performed
including dates from September, 1993 to September, 2007.
All children weighing 5kg or less that underwent a laparo-
scopic or thoracoscopic procedure were included.
Results: A total of 639 and 43 different procedures were per-
formed in children under 5kg. The most common were
Nissen fundoplication (310 cases, avg OR time: 43min, avg
time to full feeds 2 days), pyloromyotomy (104 cases, avg
OR time 12.5min, avg hosp days <1), PDA ligation (26 cases,
avg OR time: 31min, avg hospital days: <1), TEF repair (22
cases, avg OR time: 83min, avg time to full feeds: 7.8days),
duodenoduodenostomy (20 cases, avg OR time: 76min, avg

time to full feeds: 8.6 days), colonic pull-through for
Hirschsprung’s Disease (18 cases, avg OR time:109.6, avg
time to full feeds 3 days), colonic pull-through for imperfo-
rate anus (10 cases, avg OR time:103, avg hospital days:2),
lung resection (12 cases, avg OR time:66.8, avg hospital
days 1.75), congenital diaphragmatic hernia repair (10 cases,
avg OR time: 62.5, avg time to full feeds: 4.75). There were
no surgery related deaths. The conversion rate to open was
1.2%. The intraoperative complication rate was 0.9%.
Conclusion: The development of new techniques, instru-
ments, and surgical skill sets has made MIS in neonates and
small infants safe and affective for complex surgical dis-
eases. The same advantages of lower morbidity, and shorter
hospital stays as seen in larger patient’s is present in
patients < 5kg Further development and study is warranted.

S109
LAPAROSCOPIC VERSUS OPEN APPROACH FOR IMPLAN-
TATION OF THE PERITONEAL CATHETER DURING VEN-
TRICULOPERITONEAL SHUNT PLACEMENT, Joshua L Argo
MD,Durgamani K Yellumahanthi MD,Naveen Ballem
MD,Mark R Harrigan MD,Tracy H Taylor,Ronald H Clements
MD, University of Alabama at Birmingham Department of
Surgery, Section of Gastrointestinal Surgery
Background: Ventriculoperitoneal shunt (VPS) is the main-
stay of therapy for hydrocephalus. The aim of this study is
to compare the outcomes of laparoscopic (LVPS) versus
open (OVPS) ventriculoperitoneal shunts.
Methods: All patients undergoing VPS at a tertiary care cen-
ter between January 2004 and September 2007 were includ-
ed. Univariate analysis was used for clinical characteristics.
Wilcoxon Rank Sum, Kruskal Wallis and Chi-Square tests of
proportions were used to make comparisons between LVPS
and OVPS groups and subgroups. All data is presented as
mean ± SEM.
Results: 562 consecutive patients underwent 616 VPS (259
LVPS, 333 OVPS, 24 other). Mean age (52±1.0 yrs) and ASA
(3) were similar in LVPS & OVPS groups. BMI
(28.9±0.5kg/m2 vs 27.1±0.42kg/m2, p=0.004), EBL
(24.4±1.66ml vs 37.5±2.86ml, p=0.0007), and OR time
(41.5±1.2min vs 56.9±1.4min, p<0.0001) were statistically dif-
ferent between the LVPS & OVPS groups, respectively.
Indications for VPS were similar between groups with the
most common being post-subarachnoid hemorrhage and
normal pressure hydrocephalus. Between LVPS and OVPS,
perioperative 11.2% vs 10.5% [OR=0.93,CI=(0.55-1.57)] and
long-term 10.8% vs 11.7%[OR=1.09,CI=(0.65-1.83)] complica-
tion rates and odds ratio were similar, respectively. The
LVPS group had a higher rate of previous abdominal opera-
tions 64.9% vs 58.6%. There was no statistical difference
between rates of revision for LVPS (17.7%) vs OVPS (18.9%),
p=0.72. A total of 467 initial VPS were performed, 203 LVPS
and 264 OVPS. In this subgroup EBL (25.4±1.9ml vs
37.9±3.4, p=0.016) and OR time (40.1±1.3min vs 55.6±1.5min,
p<0.0001) were significantly different when comparing LVPS
vs OVPS, respectively. The odds ratio of perioperative and
long-term complications were similar between these sub-
groups.
Conclusions: This is the largest series of LVPS reported to
date with comparisons between LVPS and OVPS. Both tech-
niques have comparable perioperative and long term out-
comes. A significant difference exists between operative
times and EBL favoring laparoscopy. The laparoscopic
approach for VPS is a safe, effective, and readily repro-
ducible alternative to the traditional open approach.

S110
SINGLE PORT ACCESS (SPA) CHOLECYSTECTOMY - INITIAL
VALIDATION OF A SINGLE INCISION APPROACH, Paul G
Curcillo II MD, Andrew Wu MD,Erica R Podolsky MD,Steven
J Rottman MD,Larry Drahota MD,Robert H Dunham
MD,Leon Katz MD,Amit Kharod MD, Drexel University
College of Medicine, Dept of Surgery, Phila PA
The desire to continually improve our minimal access surgi-
cal approach to disease is clearly evidenced by the focus on
reducing incisions required for laparoscopic cholecystecto-
my and other procedures. With this in mind, we have devel-
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oped a Single Port Access (SPA) surgical procedure that has
allowed us to perform a number of varying minimal access
procedures through a single umbilical incision less than
twenty millimeters in length. Included in our series are a
growing number of laparoscopic cholecystectomies.
However, in order for a new approach to be universally ben-
eficial, it needs to be easily learned and applied such that it
is not limited in its availability to patients or surgeons. Our
desire was to test this approach in a porcine model with
independent surgeons to assess these concerns.
Single Port Access (SPA) cholecystectomy is performed
through a single umbilical incision measuring < 18mm in
our series of patients. Skin flaps are used to extend the sub
dermal planes and allow independent insertion of 3 - 4 5mm
trocars . The addition of High Dexterity Instrumentation
(RealHand TM Novare Surgical, Inc) to the SPA procedure
facilitates dissection. These handheld articulating instru-
ments allow insertion “in line” with the laparoscope
through the additional trocars. The instruments’ effector
ends can articulate with seven degrees of movement into
view for the standard cholecystectomy dissection proce-
dure.
A group of four (4) surgeons from different institutions
nationally, with varying degrees of laparoscopic training and
exposure were invited to a symposium at the Drexel
University Minimally Invasive Training Center to learn and
apply the SPA cholecystectomy procedure. The course
included a one hour didactic portion explaining the
approach and procedure, a one hour dry lab to gain famil-
iarity with the RealHand TM instrumentation and an animate
lab in which each surgeon was to independently perform a
Single Port Access Cholecystectomy in a porcine model
assisted only by a surgical resident from our institution.
All four physicians completed the SPA cholecystectomy with
survival in less than 45 minutes (30’, 35’, 40’, 45’). One
physician (RD) successfully placed a cholangiogram
catheter, and one physician (LD) successfully placed a fourth
rigid instrument through the same incision to aid in retrac-
tion of the liver.
Based on our initial training lab and symposium, the SPA
cholecystectomy procedure has been successfully shown to
be an approach that is easily learned and readily performed
following a dedicated training course.

S111
VENOUS THROMBOEMBOLIC EVENTS AND RISK STRATIFI-
CATION: EVALUATION OF SHORT VS PROLONGED PRO-
PHYLAXIS IN BARIATRIC PATIENTS, Karen McQuade
MD,Colleen Kennedy MD,David Arnold MD,David Barnes
MD,Tammy Fisher RN,Joseph Kuhn MD, Baylor University
Medical Center
Introduction: The risk of a venous thromboembolic event
(VTE) after bariatric surgery remains a significant source of
morbidity, mortality, and liability. A survey of ASBS mem-
bers showed the incidence of DVT/PE after open bariatric
surgery to be 2.63% and 0.95% respectively. Reviews of the
laparoscopic literature demonstrate a risk of symptomatic
VTE to be 0.8-2.4. The purpose of this study is to identify a
baseline risk profile and evaluate a short hospital-based pro-
phylaxis protocol and a longer post-hospital protocol for
bariatric surgery patients.
Methods: A retrospective database was maintained and
reviewed. Patients undergoing laparoscopic gastric bypass,
laparoscopic gastric sleeve, and revisional procedures were
included. We stratified the patients into two groups: “Low
risk” patients were age <50 and BMI <50; “High risk”
patients were age >50 or BMI>50. All patients received post-
operative enoxaparin 30 mg every 12 hours beginning 8
hours after surgery while hospitalized. All underwent treat-
ment with compression devices. High risk patients main-
tained the enoxaparin therapy for 10 days postoperatively.
The incidence of DVT was assessed by complete lower
extremity venous Doppler preoperatively and at 2 weeks
postoperatively.
Results: 390 patients met criteria to be included in the study.
The “low risk” group included 147 patients (123 female, 24
male) and had an average length of stay (LOS) of 1.15 days

(1-3). This group received an average of 2.2 postoperative
doses of enoxaparin. There were no VTE events seen and
no significant bleeding events in the low risk group. The
“high risk” group included 243 patients (180 female, 63
male) and had an average LOS of 1.32 days (1-15). 3
patients had a VTE. 2 patients had a DVT and 1 patient had a
DVT and nonfatal PE. There were 2 significant bleeding
complications requiring transfusion. Incidence of DVT/PE of
0.77% and 0.26% overall and 1.23% and 0.41% in the high
risk group.
Discussion: VTE risk stratification in surgery patients has
been addressed by both SAGES and ASBS. Current recom-
mendation includes compression devices and pharmaceuti-
cal propholaxis while hospitalized. We demonstrate a short
course of enoxaparin while hospitalized (average 2.2 doses
in our study) for low risk bariatric patients is safe and effec-
tive for DVT/PE prophylaxis. Prolonged prophylaxis after dis-
charge in high risk bariatric patients (BMI or age greater
than 50) is effective for achieving a low incidence of VTE
and bleeding.

S112
THE USE OF A MULTIPLE INSTRUMENT GUIDE TO FACILI-
TATE LCBDE; REPORT ON 119 CASES, Donald E Wenner
MD,James C Rosser, Jr. MD,Paul R Whitwam MD,David M
Turner MD,Richard Vazquez MD,Jason M Degani, Roswell
Regional Hospital, Eastern NM Medical Center
Objective: To analyze a large LCBDE experience in a com-
munity hospital and determine the efficacy of using a new
device, the Multi-channel Instrument Guide (MIG) to achieve
safe, practical and effective LCBDE techniques that are appli-
cable to virtually all cases of choledocholithiasis.
Methods: All cases of choledocholithiasis that presented to
our surgical team were analyzed. An algorithm progressing
from trans-cystic duct LCBDE to choledochotomy techniques
was employed. Balloon catheters, stone baskets, and laser
lithotripters were used under video choledochoscope guid-
ance. The MIG was used to protect and manipulate the
choledochoscope without the need for grasping forceps.
Results: 119 cases of choledocholithiasis were analyzed. 21
cases were resolved using glucagon, flushing and catheter
techniques that did not require use of the choledochoscope
and MIG. 98 cases were more complex. Overall, 55 of the
cases were resolved using trans-cystic duct techniques. 64
cases were resolved using choledochotomy techniques.
Experience lead to procedural refinements and by the sec-
ond half of the study the success rate for trans-cystic duct
techniques had increased from 31% to 65%. Laser lithotripsy
was used in 15 patients (12%). 12 patients had a pre-op
ERCP (unsuccessful at clearing all stones), and of these 7
patients had a history of previous cholecystectomy. Overall
the successful stone clearance rate for LCBDE was 97%. One
patient was converted to open Roux-en-Y choledochojejun-
sostomy.
Conclusion: The 2.8 mm choledochoscope introduced into
either the cystic duct or choledochotomy using the MIG is a
highly effective combination for any complex LCBDE proce-
dure. LCBDE is not a single procedure, but rather a family of
related endoscopic techniques with the objective of clearing
the bile ducts of stones. In trans-cystic duct LCBDE using the
MIG, the adjustable tip angle and the stiffness of the MIG
were advantageous in introducing the choledochoscope.
The MIG was effective in protecting the choledochoscope
and allowing its manipulation without the need for grasping
forceps. In choledochotomy LCBDE the MIG is again used to
manipulate and protect the choledochoscope. The two addi-
tional working channels are used for enhanced irrigation to
distend the bile duct and to deploy balloon catheters and
larger size stone baskets, thus offering procedural enhance-
ments. Video guidance within the biliary tree is indispensa-
ble in the use of stone baskets, balloon catheters, and laser
lithotripters. It is essential in confirming final clearance of
the bile ducts and in evaluating the ampulla. LCBDE using
the MIG and 2.8 mm choledochoscope is an effective,
organized, safe and practical procedure that can be accom-
plished in a community hospital
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S113
THE IMMEDIATE RE- RESECTION OF T1 INCIDENTAL GALL-
BLADDER CARCINOMA- INDICATION OR OVER TREAT-
MENT, Vittorio Paolucci PhD,Thorsten Goetze PhD, Ketteler-
Clinic Department of Surgery
Introduction: The indication for an immediate re-resection
(IRR) in T1b incidental gallbladder carcinoma (IGBC) is
debated in the literature, and different recommendations are
often drawn based on data collected from only small
groups. But the management of IGBC is difficult, because
there are no established guidelines.
An IRR is recommended in cases of T2 tumours and more
advanced stages according to many authors and the effec-
tive guidelines in of Germany.For a T1 tumour a simple
cholecystectomy is enough.The IRR includes a liver resec-
tion and a loco regional lymphadenectomy. In which T-
stage such a re- resection should be undertaken is debated
in the international literature.
Some authors recommend a re resection in case of T1b-
stage and improve the 5 year survival from 60 to 100%,
because the rate of positive lymph nodes is up to 16% and
the lymphatic, venous and perineural infiltration is up to
50% according to the literature.
Others recommend a reoperation only when the margins
are positive or when there is subserosal invasion > 2mm.
The question is, if T1b tumours do profit from a re- resec-
tion or if this operation is only an additional lethality, the
same question has to be discussed for T3 and T4 tumours.
Material and method: To obtain data we use the German-
Registry of incidental gallbladder carcinoma, which is insti-
tution of the German Society of Surgery.Within a period of 3
months we are actualizing the data.
Results: 550 cases of incidental gallbladder carcinomas are
registered.
In 79 patients with T1- tumour there was no IRR.In 31
patients with T1- tumour there was an IRR. According to
Kaplan- Meier graph for T1- tumours,there is a significant
prognostic advantage for T1- tumours with an IRR.
In 138 patients with T2- tumours there was no IRR.In 117
patients with T2- tumour there was an IRR. According to
Kaplan- Meier for T2- tumours there is a significant prognos-
tic advantage for T2- tumours with IRR.
The Kaplan- Meier graphs for T3 and T4- tumours indicate
no survival benefit after IRR.
Discussion: There is a significant survival benefit for the T2
tumours and T1b- tumours after an IRR (log- rank < 0,05).
The analysis shows no advantage for T1a and T3/4 carcino-
mas after IRR. An IRR should be highly recommended for
patients with IGBC in the T1b stage. An extended resection
is also necessary in order to exactly determine the nodal
status, to make an exact definite staging for these patients,
and to separate nodal negative patients (Stage Ia, IIb) from
those with positive lymph-nodes.

S114
LAPAROSCOPIC LIVER RESECTION INCLUDING THE
LESION LOCATED IN POSTERIOR AND SUPERIOR PART, Ho-
Seong Han MD,Jae-Young Cho MD,Yoo-Seok Yoon MD,
Seoul National University College of Medicine
Background: Despite the increasing experience of laparo-
scopic and hepatic surgery, laparoscopic liver resection is
still limited to lesions localized on the antero-lateral seg-
ments of the liver. The aim of this study is to evaluate the
feasibility of laparoscopic liver resection for tumors located
in the postero-superior segments of the liver (Segments I,
VII, VIII, and the superior part of IV), and to compare opera-
tive outcomes with the antero-lateral segments of the liver

(Segments II, III, V, VI, and the inferior part of IV). Methods:
Out of 120 consecutive laparoscopic liver resections from
September 2003 to July 2007, we analyzed the clinical data
of 77 patients who underwent laparoscopic liver resection
for tumors. Five (6.5%) conversions occurred. Patients were
classified into two groups according to tumor location:
group AL (antero-lateral segments; n=50) and group PS
(postero-superior segments, n=22). Results: There was no
mortality, reoperation, or life threatening complications. The
predominant type of resection was a minor liver resection in
group AL, and a major liver resection in group PS (P<0.001).
The mean operative time in group PS (346 min) was longer
than that in group AL (222 min; P<0.001). However, there
was no difference in the conversion rate (P=0.099), mean
blood loss (P=0.061), the rate of intraoperative transfusion
(P=0.098), the rate of complications (P=0.293), mean tumor-
free margin (P=0.557), and mean hospital stay (P=0.183)
between the two groups. Conclusion: Laparoscopic liver
resection for tumors located in PS is more difficult than in
AL, but is still feasible and leads to comparable outcome.

S115
PRIMARY AND OVERALL SUCCESS RATE AND CLINICAL
OUTCOMES FOR LAPAROSCOPIC, ENDOSCOPIC AND OPEN
PANCREATIC CYSTGASTROSTOMY FOR PANCREATIC
PSEUDOCYSTS, Kathleen Beddow, Lora Melman MD,L M
Brunt MD,Valerie J Halpin MD,Riad Azar MD,J C Eagon
MD,Margaret M Frisella RN,Brent D Matthews MD,
Departments of Surgery and Gastroenterology, Washington
University School of Medicine, St. Louis, Missouri.
Introduction: The purpose of this study is to evaluate the
primary and overall success rate for laparoscopic, endo-
scopic and open pancreatic cystgastrostomy for pancreatic
pseudocysts.
Methods: Records of 83 patients (M:F, 46:37) undergoing
laparoscopic (LAP; n=16), endoscopic (ENDO; n=45) and
open (OPEN; n=22) pancreatic cystgastrostomy from 3/99-
8/07 were analyzed on an intention-to-treat basis from an
IRB-approved outcomes database. Data are given as mean ±
SD. Statistical significance (p<0.05) was determined using t-
test and Fisher’s exact test.
Results: Mean patient age was 50.8+/-2.4 years, mean BMI
was 28.1+/- 1.4 kg/m2, mean percent gallstone pancreatitis
was 53.3% and mean pancreatic pseudocyst size was 9.5+/-
0.6 cm. There were no significant differences (p<0.05) in the
mean patient age (years), gender, BMI (kg/m2), etiology of
pancreatitis (% gallstone) and size (cm) of pancreatic
pseudocyst between groups. The incidence of Grade II or
higher complications within 30 days of the primary (index)
procedure occurred in 31.5%, 15.6%, and 22.7% patients
undergoing LAP, ENDO and OPEN pancreatic cystgastrosto-
my, respectively (p=ns). Follow -up evaluation of 75 (90.4%)
patients was carried out at a mean interval of 9.5 months
(range, 1-40). The primary success and overall success rate
defined as pancreatic pseudocyst resolution was
87.5%/93.8%, 35.5%/84.6% and 81.2%/90.9% for LAP, ENDO
and OPEN pancreatic cystgastrostomy, respectively. Primary
success rate was significantly higher (p<0.01) for LAP and
OPEN compared to ENDO pancreatic cystgastrostomy, but
overall success was equivalent (p=ns). Primary endoscopic
failures were salvaged by OPEN pancreatic cystgastrostomy
(n=13), percutaneous drainage (n=3) and repeat ENDO
drainage (n=6).
Conclusions: LAP and OPEN pancreatic cystgastrostomy
both have a higher primary success rate than endoscopic
internal drainage although OPEN pancreatic cystgastrosto-
my and repeat endoscopic pancreatic cystgastrostomy pro-
vides overall success in selected patients.
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S116
TREATMENT OF GALLBLADDER DISEASE DURING OPERA-
TIONS IRAQI FREEDOM AND ENDURING FREEDOM, Chad R
Edwards MD,James P Dolan MD,Richard E Standaert
MD,Raymond Fang MD, Dept. of Surgery, Keesler Medical
Center, Keesler AFB, MS and Dept, of Surgery, Landstuhl
Regional Medical Center, Landstuhl, Germany
INTRODUCTION: We examined the outcome after treatment
for gallbladder disease in deployed military service mem-
bers and the impact of instituting a clinical pathway to expe-
dite return to duty (RTD). METHODS AND PROCEDURES: A
retrospective chart review of 97 medically evacuated
patients with gallbladder disease was analyzed. These
patients were evacuated from the field to Landstuhl
Regional Medical Center (LRMC), Germany, between March
2003 and November 2004. In October 2003, a clinical path-
way was established to aid in returning these deployed
patients back to their combat units. These service members
were compared to 90 local patients who underwent the
same surgery during the study period. RESULTS: Prior to
the implementation of the clinical pathway, 29 patients were
treated at LRMC. Of those, 15 (52%) returned to their
deployed units. After the clinical pathway was established,
57 of 68 patients (84%) returned to duty. The Operation Iraqi
Freedom (OIF) and Operation Enduring Freedom (OEF) serv-
ice members had delayed presentations for definitive treat-
ment. When compared to the local patient group, OIF/OEF
surgical cases were more often male (78% vs. 32%),
younger (31 vs. 35), associated with longer operative times
(89 min vs. 52 min), higher conversion rates to open (7.2%
vs. 2.2%) and higher major complication rate (6.2% vs. 0%).
Gender, operative times, conversion rate and complication
rate were significantly different between the two groups. No
significant differences were noted in age or final pathologic
diagnosis. CONCLUSION: Gallbladder surgery can be per-
formed in a delayed manner in the deployed service mem-
ber although with a significantly higher morbidity as com-
pared to the local population. These findings suggest that
changes in the immediate treatment and transportation of
these service members should occur at the theater level.
The use of a clinical pathway facilitates the rapid RTD for
soldiers diagnosed with gallbladder disease.

S117
COMPARATIVE ANALYSIS ON CLINICAL OUTCOMES
BETWEEN LAPAROSCOPIC DISTAL PANCREATECTOMY
AND OPEN DISTAL PANCREATECTOMY : SINGLE CENTER,
SINGLE OPERATOR, SAME PERIOD EXPERIENCE, Song C
Kim MD,Ji W Hwang MD,Duck J Han PhD,Kwan T Park
MD,Hang C Shin MD,Hae R Ha RN,Yun B Choi, Department
of Surgery, Ulsan University College of Medicine & Asan
Medical Center, Seoul,Korea
Purpose) Laparoscopic pancreatic surgery on distal lesion is
in development state now. However benefit of laparoscopic
distal pancreatectomy over the open surgery is not well
known yet. We compared the clinical data of the patients
underwent laparoscopic distal pancreatectomy (LDP group)
with the patients underwent open surgery (ODP group) on
the base of same operator, same period retrospectively.
Type of operation was selected by wish of patients. Result):
We performed 100 cases of laparoscopic surgery for the
pancreatic disease including 90 cases of distal panceratecto-
my with or without spleen-preserving, 5 cases of enucle-
ation, and 5 cases of pylorus preserving pancreaticodudo-
denectomy from Mar. 2005 to Aug. 2007 by single operator.
Demographic features, such as age, sex, body mass index,
underlying disease, previous operation history, type of dis-
ease didn’t show significant differences between two
groups. Rate of spleen preservation was significantly higher
in LDP group (40 % versus 5.7 %). Median operation time
was 208 mins in LDP group and 190mins in ODP group
(P>O.O5). Blood loss, RBC transfusion, use of pain killer,
hospital cost did not show significant difference between
two groups. LDP group had a median length of 10days of
hospital stay, and started the soft diet at 3 days after opera-
tion, compared with 16days, and 4.5 days for the open
patients respectively (P<0.05). Overall postoperative compli-
cation rate was 20.3% in the LDP group, compared with
22.9% in the open group. (P>0.05). Pancreatic fistula rate
was 8.4% in LDP group and 14.4% in ODP group (P>0.05).
There was no mortality in both groups
CONCLUSION) Considering the benefits of laparoscopic 
surgery like big cosmetic advantage, short hospital stay and
rapid getting back to normal work , laparoscopic pancreatec-
tomy with or without spleen-preserving should be consid-
ered in benign or low potential malignant lesion of the distal
pancreas, even prospective randomized study still be needed.
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V001
NOTES: CADAVERIC RENDEZVOUS HYBRID SMALL BOWEL
RESECTION, Edward D Auyang MD,Khashayar Vaziri
MD,Eric Volckmann MD,John Martin MD,Nathaniel J Soper
MD,Eric Hungness MD, Department of Surgery,
Northwestern University
Natural Orifice Translumenal Endoscopic Surgery (NOTES)
is an emerging field in minimally invasive surgery that is
driving the development of new technology and techniques.
Before NOTES gains widespread popularity, it must be
proven to be a safe and efficacious technique.
There are several proposed benefits of the NOTES
approach. Among these benefits are a potentially decreased
rate of accidental enterotomy encountered during initial
entry into the abdomen, decreased morbidity by eliminating
abdominal incisions, and reduced tissue trauma by gaining
access to the peritoneal cavity via a transgastric, trans-
colonic, or transvaginal approach. Also Included are poten-
tially decreased abdominal pain, wound infections, and her-
nia formation.
This video demonstrates a successful NOTES hybrid ren-
dezvous small bowel resection in a cadaveric model. Based
on this experience using an operating endoscope and a flex-
ible powered stapling device, it is possible that a small
bowel resection with reanastamosis could eventually be per-
formed with fewer laparoscopic ports. Additionally, a pure
NOTES approach is feasible with the design of minimal
additional instrumentation.

V002
MAGNETIC RETRACTION FOR NOTES TRANSVAGINAL
CHOLECYSTECTOMY, Santiago Horgan MD,Pedro Ferraina
MD,Yoav Mintz MD,Alberto Ferreres MD,John P Cullen
MD,Guillermo Dominquez MD,Luis Sarroto MD,Bryan J
Sandler MD,Garth R Jacobsen MD,Mark A Talamini MD,
University of California San Diego; University of Buenos
Aires, Hospital de Clinicas
Introduction: Natural orifice surgery (NOTES) has the poten-
tial to decrease the burden of an operation on a patient.
Limitations of the endoscopic platform require innovative
solutions to provide retraction and create an operation com-
parable to the gold standard, laparoscopic cholecystectomy.
Methods: Four patients underwent transvaginal cholecystec-
tomy. All procedures were performed under laparoscopic
vision to ensure safety. The endoscope and a long articulat-
ing RealHand instrument were placed via a 15mm vaginal
trocar. A magnetic retraction system was used to safely
retract the gallbladder. Laparoscopic clips were used to lig-
ate the cystic duct and artery. All four gallbladders were suc-
cessfully removed. There were no complications. Mean
operating time was 102 minutes. Results: All four proce-
dures were completed without complication. All four
patients were discharged shortly after surgery and reported
normal sexual activity without pain. Conclusions:
Transvaginal cholecystectomy can be safely completed
using current technology. Further studies will be needed to
determine the safety of the procedure and determine
whether it confers any benefits other than cosmesis.

V003
LAPAROSCOPIC DUODENOPANCREATECTOMY, Andrew A
Gumbs MD,Brice Gayet MD, Institut Mutualiste Montsouris
INTRODUCTION
Since the first report of laparoscopic pancreatic resections in
the early 1990’s, laparoscopic resection of pancreatic tail
tumors has become increasingly more common in the surgi-
cal treatment of both benign and malignant tumors. The
minimally invasive approach to duodenopancreatectomies,
however, is still only being performed in highly specialized
centers. This is principally because of concerns for safely
dissecting tumors off of the superior mesenteric /portal vein
(SMV/PV) and the perceived difficulty in controlling major
hemorrhage via the laparoscopic approach. This video will
demonstrate the relevant technical maneuvers in the per-
formance of a laparoscopic duodenopancreatectomy with
the added safety of a posterior approach.

METHOD
The pertinent issues regarding absolute and relative con-
traindications, trochar placement, and steps necessary to
perform duodenopancreatectomy via a posterior approach
using minimally invasive techniques are discussed. The
principal steps of this procedure include: an extended
kocher maneuver with identification of the superior mesen-
teric artery, the retro-and supra-pancreatic dissection of the
PV, a safer dissection of the ucinate process, transection of
the duodeno-jejunal junction, gastric outlet, pancreas and
common bile duct and laparoscopic reconstruction.
RESULTS
We have performed 35 laparoscopic duodenopancreatec-
tomies via a posterior approach. Average operative time,
estimated blood loss and lymph nodes retrieved is 360 min-
utes, 300 cc and 16, respectively. Our short-term and long-
term outcomes are similar to open controls. No peri-opera-
tive mortalities have been observed using this technique.
CONCLUSION
Minimally invasive techniques for laparoscopic duo-
denopancreatectomies are feasible and safe. The posterior
approach has the added benefit of making the dissection of
the uncinate process off of the SMV and PV safer. Mastery
of the anatomy is paramount before attempting this
approach with minimally invasive techniques. It should cur-
rently only be performed by surgeons with expertise in
laparoscopy and pancreatic surgery.

V004
SECONDS FROM DISASTER: LAPAROSCOPIC MEDIAN
ARCUATE LIGAMENT RELEASE AND LESSONS LEARNED,
Shanu N Kothari MD, Gundersen Lutheran Health System
This video illustrates 2 cases of laparoscopic median arcuate
ligament release.
The first case was performed after reviewing a previously
presented SAGES video on a similar patient (Carbonelle
AM, et al Laparoscopic Management of Median Arcuate
Ligament Syndrome, Surg Endosc 2005:19(5)-729.) The
authors attempted a similar approach. Upon near comple-
tion of the case, a devastating complication is encountered
due to injury to the celiac axis with a clip applier.
The lessons learned from this complication are reviewed
and a second uncomplicated case of laparoscopic median
arcuate ligament release is presented based upon the expe-
rience with the initial case.
In conclusion, laparoscopic median arcuate ligament release
remains a viable alternative to an open procedure. There are
educational benefits to reviewing videos of previous cases,
additionally, cases with unanticipated intraoperative events
provides valuable information to all members of the surgical
team.

PV005
SINGLE PORT LAPAROSCOPIC ILEAL-POUCH ANAL ANAS-
TOMOSIS, Mark D Gaon MD,Zuri Murrell MD,Gregg K Nishi
MD,Phillip Fleshner MD, Cedars-Sinai Medical Center
The use of laparoscopy in the surgical management of
inflammatory bowel disease has been increasing.
Advantages include a decrease in postoperative pain and
decreased adhesion formation. Many patients who undergo
this procedure are young and very concerned with their
appearance. Laparoscopic surgical procedures offer smaller,
more cosmetically appealing incisions. In this video we
describe our technique of single port hand assisted laparo-
scopic ileal-pouch anal anastomosis. This technique bal-
ances the surgical safety of performing a complex colorectal
operation with an acceptable cosmetic outcome.

V006
LAPAROSCOPIC TOTAL ABDOMINAL COLECTOMY FOR
SEVERE ULCERATIVE COLITIS, Eric L Marderstein MD,Conor
P Delaney MD, University Hospitals Case Medical Center
INTRODUCTION: The patient is an 18 year-old female with
severe ulcerative colitis refractory to medical management.
At presentation her hematocrit was 15 and her albumin was
2.1. Our practice is perform a total abdominal colectomy
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with end ileostomy as the initial procedure in ulcerative coli-
tis patients who are malnourished and immunocompro-
mised. This is followed by a proctectomy with ileal pouch-
anal anastamosis in 6 months after the patient is off
immunosuppression and nutritionally replete. This video
demonstrates our technique for laparoscopic total abdomi-
nal colectomy and end ileostomy.
METHODS: 5 ports are placed with the right lower quadrant
port serving as the final ileostomy site. The ileocolic pedicle
is elevated, dissected and divided with an energy source.
After pedicle division, the medial to lateral mobilization of
the right colon continues in a cephalad direction up to the
transverse colon. The hepatic flexure and terminal ileum
and then mobilized. The omentum is dissected off the trans-
verse colon and the middle colic vessels are divided. The
splenic flexure and left colon are mobilized. A window is
created in the sigmoid mesentery and the sigmoid colon is
divided with a endoscopic stapler. The specimen is extracted
through a 3 am suprapubic incision and the rectal stump is
implanted in the subcutaneous tissues of this incision. The
incision is closed and an ileostomy aperture is created at the
right lower quadrant port site and an end ileostomy is fash-
ioned.
RESULTS: The operative procedure lasted one hour and 40
minutes with an estimated blood loss of 35 ml. She had an
uneventful recovery and was discharged home on postoper-
ative day 4.
CONCLUSIONS: This procedure demonstrates the safety
and benefit of the laparoscopic approach in cases with pro-
found immunosuppression, anemia and malnutrition.

V007
THE FIRST HUMAN ABDOMINAL SURGERY IN PRONE
POSITION: AN EXAMPLE OF HOW NOTES CAN BE USED
TO PERFORM UNIQUE PROCEDURES, Brian J Dunkin
MD,Erik Wilson MD,Sherman Yu MD,Vadim Sherman
MD,Peter Herrera BS,Elliott Silverman BS, The Methodist
Hospital, University of Texas Medical School, and Baylor
School of Medicine, Houston, Texas
NOTES has been touted as the next step in minimally inva-
sive surgery. As such, most of the effort to perform NOTES
has been focused on reproducing surgical procedures in a
manner similar to how they are accomplished laparoscopi-
cally. It seems, however, that a potential advantage for
NOTES is to allow surgeons to perform operations in ways
that have not been possible before. One example is the abil-
ity to access the abdominal cavity with the patient in prone
position. Such positioning allows for the use of gravity
retraction in a unique way to expose retroperitoneal and
pelvic organs better than that seen in traditional supine sur-
gery. This type of exposure may be particularly beneficial
for NOTES given the current limitations of retraction while
using flexible endoscopic tools.
This video demonstrates the results of our experiments in
multiple cadaver models using NOTES to gain exposure of
abdominal organs while the patient is in prone position.
Both transgastric and transvaginal approaches are used to
gain access to intraabdominal and retroperitoneal struc-
tures. The exposure of the gallbladder, spleen, pancreas,
kidney, rectum, bladder, uterus, and ovaries is far superior
to that seen in supine position. By elevating the patient off
the table and allowing the abdomen to “hang” additional
working space is gained. Included in this demonstration is
use of a novel NOTES endoscope with two working chan-
nels equipped with elevators, and a retraction device that
allows for vigorous manipulation of structures during
NOTES procedures.
Given the current state of technology in NOTES, it is unclear
yet if this approach is an improvement over laparoscopy.
However, if natural orifice access can allow surgeons to
accomplish procedures in a manner that is not possible with
traditional laparoscopic surgery, then this may be the true
advantage of NOTES. Performing abdominal surgery with a
patient in prone position is an example of such an advantage.

V008
TRANS-ESOPHAGEAL CARDIOMYOTOMY UTILIZING SUB-
MUCOSAL DISSECTION: AN ACUTE PORCINE PROCEDURE,
Eric M Pauli MD,Randy S Haluck MD,Abraham Mathew
MD,Adrian M Ionescu BS,Ann M Rogers MD,Matthew T
Moyer MD,Timothy R Shope MD, Departments of Surgery
and Medicine, Penn State College of Medicine, Hershey, PA
USA
Background: Previous investigators have demonstrated the
ability to perform an esophageal myotomy via a natural ori-
fice translumenal endoscopic surgery (NOTES) approach. To
date, no one has performed a NOTES myotomy including
both gastric and esophageal musculature.
Objective: Our objective was to perform a complete car-
diomyotomy via a trans-esophageal route using the self-
approximating translumenal access technique (STAT).
Methods: We performed a trans-esophageal cardiomyotomy
in a 30 kg female swine. Briefly, the submucosa on the pos-
terior esophagus was elevated by saline injection followed
by needle-knife incision. A submucosal tunnel was created
by blunt dissection with forceps. The endoscope was
advanced to the GE junction. A myotomy was performed at
the GE junction including both gastric and esophageal mus-
culature. The endoscope was advanced through the myoto-
my and then was retroflexed to examine the myotomy site.
The animal was euthanized and a necropsy was performed.
Results: A successful trans-esophageal cardiomyotomy
(Heller) was performed in 63.5 minutes. The animal
remained hemodynamically stable throughout the opera-
tion. At necropsy, a 4.5 cm cardiomyotomy was found. This
extended onto the gastric wall for 2 cm. There was one
unintended mucosal perforation at the myotomy site.
Conclusion: Complete trans-esophageal cardiomyotomy is
possible utilizing a submucosal dissection technique; how-
ever, this was only a pilot study with an acutely sacrificed
animal. Concerns remain with regard to the prevention of
infection complications, as well as the management of other
operative complications utilizing this method. Future studies
will be needed to refine our technique and to allow this pro-
cedure to be performed safely and reliably, but we remain
optimistic that trans-esophageal cardiomyotomy may be a
potential NOTES application.

V009
MINIMALLY INVASIVE IVOR-LEWIS ESOPHAGOGASTREC-
TOMY FOR GASTRIC CARDIA CANCER, Marcelo W Hinojosa
MD,Brian A Mailey MD,Brian R Smith MD,Kevin M Reavis
MD,Ninh T Nguyen MD, University of California, Irvine
Medical Center
Introduction: Gastric cardia cancer with involvement of the
esophagus may require an esophagogastrectomy to obtain
negative tumor margins. We have shown that minimally
invasive esophagectomy is a safe approach for the treat-
ment of esophageal cancer. We describe the technique of a
minimally invasive Ivor Lewis esophagectomy in a patient
with a large gastric cardia tumor.
Methods: In the laparoscopic phase, the stomach and distal
esophagus were mobilized. The stomach was divided and
the gastric conduit was created. The specimen was removed
through an extended abdominal port. In the thoracoscopic
phase, the esophagus was mobilized and divided. A gas-
troesophageal anastomosis was created using a circular sta-
pler.
Results: The operative time was 3.5 hrs. On postoperative
day 2 the patient was transferred to the surgical floor and
started on enteral feeds. On postoperative day 4 esopha-
gram was negative for leaks or obstruction. Patient was
started on an oral diet and discharged on postoperative day
5.
Conclusion: Minimally invasive Ivor Lewis esophagogastrec-
tomy for the treatment of gastric cardia cancer is technically
feasible and safe for the treatment of large gastric cardia
tumor.
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V010
TRANGASTRIC ACCESS TO THE CHEST: OPENING A NEW
VISTA?, Silvana PERRETTA MD,Bernard DALLEMAGNE
MD,Ramon VILALLONGA PUY MD,Shanker PASUPATHY
MD,Jacques MARESCAUX MD, IRCAD/EITS - University
Hospital of Strasbourg, France
Introduction:
The NOTES approach to the peritoneal cavity is well estab-
lished today and procedures in humans have already been
performed. The next question to be addressed is whether
this access can be extended further. This video shows the
feasibility of feasibility of transgastric access to the thoracic
cavity in the porcine model.
Materials and methods:
A series of transgastric thoracic procedures were performed
on 5 pigs:3 pulmonary biopsies and 2 pericardial windows.
Under general anesthesia a 1.5 cm gastrotomy was made
on the anterior gastric wall using a double channel flexible
endoscope. In retroflexed view, the diaphragm was identi-
fied. A 1.5 cm incision was performed at the junction
between the right and left domes of the diaphragm using
cautery and endoscopic scissors. Once the incision was
made, the endoscope was anchored onto the pleura with an
atraumatic endoscopic grasper and gently eased into the
mediastinum. The right and left lung and the pericardium
were identified. In 2 pigs a pericardial window was created.
The pericardium was opened with endoscopic scissors and
a 4x4cm square opening was made.
In 3 pigs pulmonary biopsies were performed using stan-
dard biopsy forceps on the right and left lung. The first 2
pigs served to establish the technique. The last pig of the
series was survived for 4 weeks. In this animal the gastroto-
my was closed using a cardiac septal occluder device with a
previously described method. The diaphragmatic defect was
left open.
Results:
Trangastric acces to the thorax was achieved in all 5 animals
with no intaoperative complications. The animals were
hemodynamically stable throughout the procedure. No
bleeding or injury to the heart and other mediastinal struc-
tures occurred. Post-operative course was uneventful in the
survived pig and the 4 weeks post-operatively laparoscopic
exploration showed no adhesions and complete closure of
the diaphragmatic defect.
Conclusions:
Transgastric access to the thoracic cavity is feasible and
safe. Transgastric thoracoscopy, bilateral lung biopsies and
pericardial window creation can be performed in the pig
model. Further survival studies are neccessary to establish
the key steps of these procedures before clinical application
can be considered.

V011
RIGID TRANSVAGINAL RETRACTION IN HYBRID NOTES
CHOLECYSTECTOMY, Marc Bessler MD,Peter D Stevens
MD,Luca Milone MD,Andrew A Gumbs MD,Dennis L Fowler
MD, Columbia University College of Physicians & Surgeons
Introduction: As techniques of natural orifice translumenal
endoscopic surgery (NOTES) improve, the safe performance
of totally translumenal surgery is becoming more feasible.
In a previous report of a hybrid approach to natural orifice
transvaginal cholecsytectomy we noted difficulty with gall-
bladder retraction and could only accomplish this transab-
dominally.
We present a novel technique and instrument that allows for
safe and effective transvaginal gallbladder retraction.
Methods: A 35 year-old woman with a past surgical history
of tubal ligation presented with symptoms consistent with
biliary colic. After informed consent for participation in an
IRB approved study transvaginal cholecystectomy was per-
formed. Transvaginal access was obtained using a 15 mm
trocar trough the posterior fornix of the vagina after insuffla-
tion with a Verres needle. A dual channel therapeutic gastro-
scope (Karl Storz, Germany) was inserted through the trocar.
A purpose built long curved retractor (Aesculap, Tuttlingen,
Germany) was passed transvaginally, alongside the endo-

scope, into the abdomen and used to retract the gallbladder.
A single 5 mm trocar was placed at the umbilicus to ensure
the safety of the vaginal entry and for placement of clips.
Results: The retractor was safely passed into the abdomen
transvaginally. Adequate retraction of the gallbladder and
good exposure were obtained. Attempts at endoscopic clip
placement with 2 types of clips (Olympus, USA; Inscope,
USA) were felt to be inadequate and the cystic structures
were both controlled with laparoscopic clips. The patient did
well, was discharged on the day of surgery and used no
postoperative pain medication.
Conclusion: Rigid transvaginal gallbladder retraction
allowed for elimination of a transabdominal port. Use of
rigid instrumentation is another potential advantage of the
transvaginal approach for NOTES. As experience with
NOTES continues and purpose-designed instrumentation is
developed, a safe totally translumenal approach to cholecys-
tectomy and other procedures will be possible.

V012
TOTALLY LAPAROSCOPIC RIGHT HEPATECTOMY, Antonio
Macedo MD,Aureo L De Paula PhD, Vladimir Schraibman
MD,Jaques Pinus PhD,Kelcen G Diniz, Albert Einstein
Hospital, Sao Paulo, Brazil.
Laparoscopy is slowly becoming an established technique
for liver resection. This procedure still is limited to centers
with experience in both hepatic and laparoscopic surgery.
Preliminary reports include mainly minor resections for
benign liver conditions or hand assisted resections and
show some advantage in terms of postoperative recovery.
The authors present their video with laparoscopic liver
resection, in a right, totally laparoscopic, resection.
A 29 year-old woman presenting a right hepatic mass of
12X10cm occupying the right hepatic lobe was submitted to
a totally laparoscopic right hepatectomy. Surgery was
uneventful with no complications, following the plane of the
inferior cava vein as described by Belghiti and colleagues.
Duration time was 5 hours. Post-operative recovery was
uneventful and the patient was discharged in the 4th PO
day. Pathologic study confirmed a hepatic adenoma.
The case result confirms that laparoscopic liver resection,
including major hepatectomies, can be safely performed by
laparoscopy, when performed by skilled surgeons.

V013
FULL THICKNESS EXCISION OF T1 RECTAL CANCER WITH
TRANSANAL ENDOSCOPIC MICROSURGERY, Yong-Geul
Joh MD,Vincent Obias,Brad Champagne,Harry Reynolds,Eric
Marderstein,Conor P Delaney, Division of Colorectal
Surgery, University Hospitals, Case Medical Center,
Cleveland, Ohio.
Background: Transanal endoscopic microsurgery is a useful
method for the local excision of polyps and selected rectal
cancers. The standardization of the technique for this proce-
dure is likely to be important for preventing local recur-
rence. This video demonstrates the standard procedure of
TEM in a patient with a 5cm rectal polyp. Methods: The
patient was placed in the left lateral decubitus position to
put the tumor at 6 o’clock, as the tumor was on the left side
of the rectum. Carbon dioxide insufflation at 12 mmHg was
used after insertion of the rectoscope. A 1cm margin around
the lesion was marked and the Harmonic scissor was used
to make a full thickness excision including perirectal fat.
Primary closure of the defect was performed with 3/0
absorbable suture and intraluminal suturing. Results: The
tumor was located 6cm from the anal verge. Operation time
was 90 minutes and blood loss was 50 ml. Pathology
showed invasive moderately differentiated adenocarcinoma
arising in a tubulovillous adenoma with high grade dyspla-
sia. There was one perirectal lymph node with no evidence
of metastasis. The closest margin was 0.7cm from the can-
cer. The patient was discharged on POD 1 day without com-
plications. Conclusions: This video demonstrates full thick-
ness excision of a T1 rectal cancer using a TEM technique,
and highlights the closure of a large defect with intraluminal
suturing.
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V014
LAPAROSCOPIC MESH REPAIR OF PELVIC ORGAN PRO-
LAPSE, Bradley Davis MD,Steve Kleeman MD, The Christ
Hospital Pelvic Floor Center
The laparoscopic repair of rectal prolapse has been well
described. Patients with rectal prolapse often, if properly
evaluated, will have a concomitant anterior pelvic dysfunc-
tion. We present the video of a 69-year-old female with a
history of rectal prolapse that underwent a perineal proctec-
tomy only to recur within a year of surgery. On exam she
was found to have recurrent rectal prolapse but also noted
was a degree of vaginal vault prolapse. After an evaluation
by a multidisciplinary team a combined laparoscopic
approach was undertaken.
Anterior rectal fixation for the treatment of rectal prolapse is
gaining increasing acceptance due to its effectiveness and
reported decrease in defecation disorders that often accom-
panies a complete posterior approach. This anterior
approach has additional appeal in combination with a
colpopexy, as a single piece of mesh can be utilized to fix
both the rectum and posterior vaginal wall.
The combined procedure was performed in less than 2
hours and the patient was discharged home in 2 days. At a
3-month follow up all of her symptoms have resolved and
she requires only a daily bulk laxative to achieve a bowel
movement.

V015
NEAR TOTAL LAPAROSCOPIC PANCREATIC RESECTION
FOR CHRONIC PANCREATITIS, Guido De Sena MD,Carlo
Molino MD,Luigi Presta MD,Francesco Chianese MD,
A.Cardarelli Hospital, Naples - General Surgery-Pancreatic
Surgery Director: G. De Sena
In the past, a minimally invasive technique in pancreatic sur-
gery was only used for diagnostic laparoscopy in evaluating
periampullary malignancy. Recent advances in operative
techniques and instrumentation have empowered surgeons
to perform all procedures in the pancreas surgery, including
the Whipple procedure. Some of these tecniques represent
the most sophisticated application of minimally invasive
surgery.
A young woman of 29 years old was admitted in our Unit
for a suspect of pancreas benign lesion. The CT and MR
scan, the endoscopic ultrasound and all blood tests revealed
a lesion ot the isthmus, tail and body of the gland. Only the
uncinate process of pancreas was desease free.
Was submitted to a near total laparoscopic pancreasectomy
with duodenal and spleen preserving.
The histologic examination revelead an autoimmune pan-
creatitis
The patient was discharged in 9th day with no surgical com-
plication.
Laparoscopic pancreatic surgery should be considered as an
advanced laparoscopic procedure and should be performed
only by a skill team on advanced laparoscopic and pancreat-
ic surgery.

V016
DIRECTED SUBMUCOSAL TUNNELING FOR TRANSGAS-
TRIC NOTES PROCEDURES, Eric M Pauli MD,Randy S
Haluck MD,Abraham Mathew MD,Adrian M Ionescu BS,Ann
M Rogers MD,Matthew T Moyer MD,Timothy R Shope MD,
Departments of Surgery and Medicine, Penn State College
of Medicine, Hershey, PA USA
Background: Prior natural orifice translumenal endoscopic
surgery (NOTES) work has shown the feasibility and the
advantages of obtaining peritoneal access by using a tun-
neled translumenal approach. Objective: We evaluated the
feasibility of creating directed transgastric submucosal tun-
nels with the goal of positioning the endoscope in an in-line
position with target abdominal locations.
Methods: We obtained transgastric peritoneal access in 7
swine (mean 30 kg) utilizing our previously described self-
approximating translumenal access technique (STAT). As
highlighted in our video, target intra-abdominal locations

included the right upper quadrant, left upper quadrant, the
pelvis and the lesser sac. Briefly, the mucosa was elevated
by saline injection and submucosal access was obtained via
needle-knife incision. Animals were euthanized after a two
week survival period.
Results: Directed submucosal tunneling was feasible and
allowed the endoscope to be in an in-line position with the
defined target locations. Tunnels were started 1.7 ± 1.4 cm
distal to the GE junction. Tunnel formation required 38.4 ±
32.2 minutes. Peritoneoscopy was performed for 33.6 ±14.2
minutes. There were 3 small mucosal tears. Animals thrived
in the post-operative period, gaining 5.1 ± 1.4 kg. Necropsy
revealed well-healed mucosal and seromuscular incisions
and no intra-abdominal or intra-mural infections. Average
tunnel length was 7.9 ± 2.7 cm. One animal had minor
abdominal adhesions.
Conclusion: Directed transgastric submucosal tunneling is
technically feasible in a survival porcine model. This tech-
nique allowed in-line positioning of the endoscope with tar-
get abdominal locations and permitted reliable gastrotomy
closure. Larger numbers of animals are required to deter-
mine the reliability of this method, but we remain optimistic
that directed submucosal tunneling may prove beneficial for
transgastric NOTES procedures.

V017
A PARADIGM SHIFT IN VENTRAL HERNIA REPAIR. LAPARO-
SCOPIC COMPONENT SEPARATION DURING LAPAROSCOP-
IC VENTRAL HERNIA REPAIR., Christina P Williams MD,Judy
Jin MD,Michael J Rosen MD, University Hospitals Case
Medical Center
Component separation is an important technique in the
repair of ventral hernias because it allows restoration of the
normal anatomic relationship of the rectus muscles while
maintaining a tension-free repair. Our group has previously
reported on fully laparoscopic component separation as an
important tool in the repair of ventral hernias. This tech-
nique allows for protection of the skin perforators and
avoids the creation of large skin flaps obligatory in open
component separation. It therefore decreases the risk of
infection, seroma, and hematoma. However, the laparoscop-
ic component separation has always been done in conjunc-
tion with an open laparotomy to close the facial midline and
finish the hernia repair. The necessity of opening midline
abrogates the advantages of faster recovery and decreased
pain associated with laparoscopic surgery.
This video shows a new completely laparoscopic technique
for repair of ventral hernias using a porcine model. It details
the bilateral component separation necessary to close the
midline without tension. It demonstrates as well a new
method of closing the midline fascia using interrupted
stitches while avoiding midline laparotomy.

V018
LAPAROSCOPIC DUODENOJEJUNOSTOMY FOR SUPERIOR
MESENTERIC ARTERY SYNDROME, Naveen Ballem
MD,John D Hunter BS,Brent Sorensen MD,Ronald H
Clements MD, University of Alabama at Birmingham
Introduction:
Laparoscopy has become an invaluable part of the sur-
geon’s armamentarium. It has proven diagnostic and thera-
peutic benefits for a wide spectrum of disease. This video
illustrates the role of laparoscopy for Superior Mesenteric
Artery Syndrome.
Methods:
The aim of this video is to demonstrate key concepts associ-
ated with laparoscopic duodenojejunostomy. Management
algorithms are discussed and laparoscopic techniques are
demonstrated. Preoperative imaging includes CT
angiograms with reconstructed views. An intraoperative
video highlights important anatomical landmarks as well as
key techniques associated with a laparoscopic duodenoje-
junostomy.
Results:
This is a case report of a 20 year old male with a history of
hemochromatosis whose presenting complaint was chronic
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but significant weight loss. Attempts at medical manage-
ment and aggressive enteral nutrition were unsuccessful.
While recieving total parenteral nutrition there was an acute
rise of liver function tests, which was worrisome because of
his history of hemochromatosis. He was subsequently
referred to Gastrointestinal Surgery for surgical considera-
tion. Exhaustive preoperative workup identified the source
to be duodenal obstruction secondary to external compres-
sion of the third portion of the duodenum by the superior
mesenteric artery, hence superior mesenteric artery syn-
drome. Laparoscopic duodenojejunostomy was performed,
highlighting various anatomic landmarks and technical con-
cepts. Postoperative imaging demonstrated relief of the
obstruction, and the patients longterm outcome was suc-
cessful.
Conclusion:
Laparoscopy is a safe, effective, and readily available alter-
native for patients with Superior Mesenteric Artery
Syndrome, that fails to resolve with alternative approaches.
Reflecting improved patient outcomes, the indications for
laparoscopy continue to expand. Thus, making advanced
laparoscopy a highly valuable adjunct to surgical practice.

V019
NATURAL ORIFICE TRANSLUMENAL ENDOSCOPIC
SURGERY WITH A MINIATURE IN VIVO SURGICAL ROBOT,
Amy C Lehman MS,Jason Dumpert MS,Nathan A Wood
BS,Abigail Q Visty,Shane M Farritor PhD,Brandon Varnell
MD, Dmitry Oleynikov MD, University of Nebraska-Lincoln,
University of Nebraska Medical Center
Introduction: The application of flexible endoscopy tools for
Natural Orifice Translumenal Endoscopic Surgery (NOTES)
is constrained due to limitations in dexterity, instrument
insertion, navigation, visualization, and retraction. Miniature
endolumenal robots that are not constrained by the natural
orifice can mitigate these constraints through providing a
stable platform for visualization and dexterous manipula-
tion. This video demonstrates the feasibility of using an
endolumenal miniature robot to improve vision and to apply
off-axis forces for task assistance in NOTES procedures.
Methods: A two-armed miniature in vivo robot has been
developed for NOTES. The robot is remotely controlled, has
on-board cameras for guidance, and forceps and cautery
end-effectors for manipulation. Two basic configurations of
the robot allow for flexibility for insertion, and rigidity for
visualization and tissue manipulation. In the insertion con-
figuration, the arms are “disconnected” from the central
body, allowing the robot to freely flex for entry through the
natural orifice. Once fully inserted into the peritoneal cavity,
the arms are “reconnected,” providing a stable platform for
robot articulation and visualization. Embedded magnets in
the body of the robot and an exterior magnetic handle are
used for attaching the robot to the interior abdominal wall.
This enables the surgeon to grossly manipulate the robot
throughout a procedure by simply repositioning the exterior
magnet handle. Results: The visualization and task assis-
tance capabilities of the miniature robot were demonstrated
in a non-survivable NOTES procedure in a porcine model.
An endoscope was used to create a transgastric incision and
advance an overtube into the peritoneal cavity. The robot
was then inserted through the overtube and into the peri-
toneal cavity using an endoscope. The surgeon successfully
used the robot to explore the peritoneum and perform small
bowel dissection. Conclusion: This study has demonstrated
the feasibility of inserting an endolumenal robot per os.
Once deployed, the robot provided visualization and dexter-
ous capabilities from multiple orientations. Further miniatur-
ization and increased dexterity will enhance future capability.

V020
ROBOT-ASSISTED CONVERSION FROM NISSEN FUNDOPLI-
CATION TO GASTRIC BYPASS, Monica GUALTIEROTTI
MD,Cynthia SOLANO ESTRADA MD,Michel VIX MD,Didier
MUTTER MD,Jacques MARESCAUX MD, IRCAD/EITS -
University Hospital of Strasbourg, France
Background:
A 35 years old morbidly obese woman presented with a BMI
41 kg/m2. Her previous surgical history was significant for
cholecystectomy and open Nissen fundoplication. A deci-
sion was made to take down the Nissen and perform a gas-
tric bypass.
Material and methods:
Six 12 mm trocars were used (supra-umbilical position, left
iliac quadrant, xyphoid, left and right mid-clavicular line and
left anterior axillary line). The procedure was performed
with the assistance of the Da Vinci S Robot. Thanks to its 3D
view, it eased the adhesiolisis and the take-down of the pre-
vious Nissen fundoplication. After complete freeing of the
hiatus and the oesophagus, a gastric bypass was carried
out. A jejuno-anastomosis was performed with a 75 cm bil-
iary limb of a 150 cm alimentary limb. The dissection of the
upper part of the stomach allowed the stapling of a small
gastric pouch and a gastro-jejuno anastomosis was per-
formed using a 25 mm circular stapler (Covidien). The tight-
ness of the suture was controlled by an intraoperative meth-
ylene blue test.
Results:
The post-operative course was uneventful. At 7 months fol-
low-up, the patient had a BMI of 29 with a 32 kg weight loss.
Conclusion:
Robotic assistance was helpful in performing the adhesioli-
sis and the take-down of the previous fundoplication thanks
to the 3D view of the anatomical landmarks and the 7
degrees of freedom of the robotic instruments.

V021
THERE IS BEST TIME TO CONVERT THE LAP-BAND® TO
ANOTHER KIND OF BARIATRIC SURGERY., Jose Afonso
Sallet MD,Carlos Eduardo Pizani,Antonio Leal MD,Paulo
Clemente Sallet MD,Roberto Tussi Jr. MD, Sallet Institute of
Medicine
This video shows a patient who had a LAGB for two years
until then obtaining an excellent result. It was necessary the
band removal due to an erosion. After this event, the patient
had a considerable weight regain. This video presents the
performance of a laparoscopic gastric bypass and the diffi-
culties after such a complication.
Steps:
1)Removal of the liver fibrosis and adherences;
2) Dissection in the small curvature, and followed by section
of the stomach with linear stapler;
3) Placement of the orogastric probe to guiding gastric
pouch seccion;
4) Vertical division of the stomach with linear stapler until
the area previously dissected creating a mini pouch with 30
cc;
5) Opening the epiplon;
6) identified the Treitz angle; we count a jejune distance able
enough to perform a gastro jejunum anastomosis with
mechanic suture in a pre-colic and isoperistaltic form;
7) We check the biliopancreatic side
8) Identification the jejune ileal transition and performing
side by side jejunum-ileum proximal anastomosis with lin-
ear stapler;
9) We test with blue of methylene both anastomosis
10) We perform a seccion of the jejunum right to the end of
the gastroenteroanastomosis
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V022
WHEN THE SLEEVE GASTRECTOMY FAILS: ADDING A
LAPAROSCOPIC ADJUSTABLE GASTRIC BAND TO
INCREASE RESTRICTION, Alexander J Greenstein
MD,Anthony J Vine MD,Brian P Jacob MD, The Mount Sinai
Medical Center
Laparoscopic Sleeve Gastrectomy (LSG) is becoming more
popular as a primary option for the surgical management of
morbid obesity. Although some early sleeves performed
over large-sized bougies have resulted in poor long-term
weight loss maintenance, recent research has demonstrated
that more restrictive sleeve gastrectomies can maintain
nearly 60% excess weight loss. While the choice of a LSG as
a primary procedure remains controversial, its utilization
will likely increase, therefore resulting in the possibility of
more patients presenting with “failed sleeves” over time.
Learning the appropriate workup and management of these
patients is important, and familiarity with the surgical
options is essential.
This video shows a case of a morbidly obese 42 year-old
male with an initial BMI of 48.7 kg/m2 who underwent a
sleeve gastrectomy over a 60F bougie in February 2003.
After initially losing almost 40% excess weight loss (EWL) in
the first year, he regained most of his weight and plateued
at only 15% excess weight loss. This weight has been stable
for the past 2 years. After a thorough workup that included
an Upper GI swallow that showed a dilated fundus, we
reviewed the surgical options with the patient. He refused
any malabsorptive procedure or gastric bypass, and ulti-
mately the decision was made to proceed with laparoscopic
adjustable gastric banding (LGB). If the insertion of an
adjustable band were not technically feasible, the patient
was willing to undergo a secondary sleeve. The case pro-
ceeded successfully and he began adjustments at six weeks.
At six months post surgery, the patient has already achieved
a total of 42% EWL from his original weight - equivalent to
an additional 50 pounds lost and a BMI of 37 kg/m2.
In certain situations after a failed sleeve gastrectomy, the
insertion of an adjustable gastric band into its normal
anatomic position proximal to any staple line may be feasi-
ble and is a safe option for a second stage procedure. By
reintroducing adequate restriction, weight loss can continue,
and since there is no second staple line or anastomosis,
patients can receive sufficient restriction with minimal risk.

V023
COMBINED PRONE THORACOSCOPY AND SUPINE
LAPAROSCOPY FOR TREATMENT OF AN EPIPHRENIC
DIVERTICULUM, David A McClusky, III MD,C. Daniel Smith
MD, Department of Surgery, Mayo Clinic - Jacksonville
The laparoscopic treatment of epiphrenic diverticula via a
totally abdominal approach has been well described. One of
the challenges of the laparoscopic approach to the treat-
ment of large epiphrenic diverticula has been safe and ade-
quate proximal dissection. Thoracoscopy provides another
means of accessing the mid to distal esophagus, while addi-
tion of this modality allows for full visualization of the proxi-
mal extent of large diverticula. One of the challenges of tra-
ditional thoracoscopy is the difficulty of achieving adequate
visualization around the structures of the chest. The advent
of prone thoracoscopy addresses this issue by allowing the
lung to fall to the anterior chest wall allowing for full visuali-
zation of the entire esophagus within the mediastinum with
minimal obstruction. Our video submission offers an exam-
ple of our early experience with prone thoracoscopy in the
treatment of a 7.3 cm epiphrenic diverticulum. This offers an
example of the excellent visualization of large diverticula
within the chest afforded by prone positioning, as well as
serving as evidence of the feasibility of this approach.

V024
A LAPAROSCOPIC VAGUS PRESERVING MERENDINO PRO-
CEDURE, SIMON P DEXTER MD,CHRIS M PRING MD,MARK
HINCHCLIFFE BA, DEPARTMENT OF UPPER GASTROIN-
TESTINAL SURGERY, LEEDS TEACHING HOSPITALS NHS
TRUST, LEEDS, UK
Introduction:
Laparoscopic vagal preserving oesophagectomy is a recog-
nised treatment option for high grade dysplasia of the
oesophagus[1]. A jejunal interposition, as described by Alvin
Merendino in 1955[2], aims to substitute the lower
oesophageal sphincter, thereby treating physiological disor-
ders such as reflux oesophagitis.
Methods:
We aimed to combine these procedures in the treatment of
an otherwise healthy patient, who presented with high
grade dysplasia on surveillance endoscopy, with particular
reference to technical feasibility and to Quality of Life as
assessed by the Gastrointestinal Quality of Life Index
(GIQLI)[3].
Results:
Our edited video demonstrates a successful laparoscopic
vagus preserving Merendino procedure with sentinel lymph
node biopsy. The patient made an entirely uncomplicated
recovery and was discharged on day 7. His pathological
specimen reported inramucosal carcinoma and high grade
dysplasia within Barrett’s oesophagus. 0/4 lymph nodes
were involved. His GIQLI scores preoperatively, at 2 and 4
weeks postoperatively, were 111, 98 and 105 respectively.
His weight at the corresponding times was 69.8kg, 63.2kg
and 62.7kg.
Conclusion:
A laparoscopic vagal preserving Merendino procedure is
technically feasible. It also offers a physiologically advanta-
geous procedure for the patient.
1.DeMeester SR (2005) Endoscopic mucosal resection and
vagal-sparing oesophagectomy for high grade dysplasia and
adenocarcinoma of the oesophagus. Seminars in Thoracic
and Cardiovascular Surgery 17: 320-325
2.Merendino KA, Dillard DH (1955) The concept of sphincter
substitution by an interposed jejunal segment of anatomic
and physiological abnormalities at the oesophagogastric
junction. With special reference to reflux oesophagitis, car-
diospasm and oesophageal varices. Annals of Surgery 142:
486-509
3.Borgaonkar R, Irvine EJ (2000) Quality of life measurement
in gastrointestinal and liver disorders. Gut 47: 444-454

V025
NOTES: TRANSVAGINAL CHOLECYSTECTOMY WITH
ASSISTING ARTICULATING INSTRUMENTS, Santiago
Horgan MD,Yoav Mintz MD,Garth R Jacobsen MD,Bryan J
Sandler MD,John P Cullen MD,Adam Spivack MD,David W
Easter MD,Alana Chock MD,Michelle K Savu MD,Sonia
Ramamoorthy MD,Julie Bosia RN,Sanjay Agarwal MD,Emily
Lukacz MD,Emily Whitcomb MD,Thomas Savides MD,Mark
A Talamini MD, University of California San Diego
Introduction: Transvaginal cholecystectomy has been per-
formed at several institutions using the hybrid NOTES tech-
niques. Methods: The patient is a 42 year old female with
symptomatic cholelithiasis. After obtaining informed con-
sent, the patient was taken to the operating room for trans-
vaginal cholecystectomy. A single 5 mm laparoscope was
placed at the umbilicus, followed by a 15mm trocar through
the vaginal conduit. The endoscope and a long flexible
RealHand surgical instrument (Novare, Cupertino, CA) were
placed via the vaginal trocar. The cystic duct and artery were
identified and clipped using laparoscopic clips from the
umbilical port. The long articulating laparoscopic instrument
provided stable retraction. Hook cautery was used for dis-
section of the gallbladder, which was removed via the vagi-
nal trocar. The vaginal incision was closed using a single fig-
ure-of-eight absorbable suture under direct vision. The pro-
cedure lasted 96 minutes. Results: The cholecystectomy was
successfully performed without spillage of bile. The patient



www.sages.org 142

S
A

G
E

S
2

0
0

8

SAGES Video Abstracts
was kept overnight for observation only as a precaution.
She reported no pain and did not require a discharge pre-
scription for narcotics. Conclusions: This technique for
NOTES cholecystectomy results in a virtually scarless opera-
tion. The single 5mm umbilical trocar allows for safe clip-
ping of the cystic duct. Further work is needed to determine
the efficacy of this approach.

V026
LAPAROSCOPIC RESTORATIVE PROCTOCOLECTOMY,
Nicolás Rotholtz MD,Sandra Lencinas MD,Laura Aued
MD,Mariano Laporte MD,Maximiliano Bun MD,Gerardo
Zanoni MD,Norberto Mezzadri MD, Colorectal Surgery
Section. General Surgery Department. Hospital Alemán de
Buenos Aires.
Introduction: Although many studies have demonstrated
good results with laparoscopic proctocolectomy in patients
with ulcerative colitis (UC), most surgical procedure require
al least one additional incision bigger than 5 cm to complete
the surgery. The aim of this video is to show a laparoscopic
proctocolectomy with ileoanal J pouch with complete intra-
corporeal dissection using 4 cm right lower quadrant (RLQ)
incision.
Method and Procedure: This is a patient with UC who
required proctocolectomy with ileoanal J pouch. The dissec-
tion was completely performed by laparoscopy.
With the patients in a modified lithotomy position, six 10/12
mm trocars are used. The colon is mobilized in the medial-
to-lateral fashion.
Different steps can be identified in this procedure: 1- Right
colon dissection ; 2- Transverse mesocolon dissection; 3-
Left colon dissection; 4- Resection of omentum ; 5-
Protectomy; 6- Pouch construction.
The rectum is dissected with total mesorectal excision tech-
nique, and then it is transected with a laparoscopic articular
linear stapler.
The right lower quadrant trocar site is enlarged 4 cm to
allow for specimen removal.
Resection and pouch construction is performed extracorpo-
really as in the conventional fashion.
The pouch is then returned to the abdomen and the anasto-
mosis to the anal canal is performed under laparoscopic
control.
A diverting loop ileostomy is created through the right
lower quadrant port site, completing the procedure.
Results: The operative time was 245 minutes. The hospital
stay was 3 days.
Conclusion: A complete laparoscopic proctocolectomy dis-
section is feasible and safe for surgical treatment of UC.

V027
NOTES PANCREATIC PSEUDOCYSTGASTROSTOMY: A
HUMAN NOTES ANASTOMOSIS, John R Romanelli
MD,David J Desilets MD,Loki Skylizard MD,David B Earle
MD, Baystate Medical Center, Tufts University School of
Medicine, Springfield, MA
Introduction: Natural orifice transluminal endoscopic sur-
gery (NOTES) is a technique where an operation is per-
formed across the lumen of a hollow viscus without the aid
of an abdominal incision. Much of the early work in NOTES
has utilized a transgastric approach due to ease of endo-
scope passage through the mouth. Pancreatic pseudocysts
have long been treated surgically with drainage into the
stomach. Open and laparoscopic approaches have been
employed, and endoscopic transgastric pseudocyst drainage
is well-described. We report a case where we passed a com-
puter-mediated, flexible stapler perorally under fluoroscopic
and endoscopic guidance, and performed a pancreatic
pseudocystgastrostomy without the aid of an abdominal
incision.
Methods: The patient was a 71-year-old man who suffered
from acute gallstone pancreatitis and developed a large
pancreatic pseudocyst measuring greater than 30 cm in
diameter. This was initially treated with percutaneous
drainage. The pseudocyst was reduced to 16 cm in size, but
it became infected. After unsuccessful trials of intravenous

antibiotics, drainage became necessary. Using standard
endoscopic technique including ultrasound, the pseudocyst
was punctured and two transgastric 10-Fr stents were
placed after drainage of 800cc of purulent material. Two
more stents were added two weeks later for additional
drainage. Ultimately, endoscopic debridement and drainage
failed, leading to consideration of surgical drainage. Given
the location of the cystgastrostomy near the gastroe-
sophageal junction, the cyst was anatomically amenable to
a transoral approach.
After obtaining IRB approval and informed consent, the
patient was taken to the operating room. The tract between
the stomach and pseudocyst was again dilated with a bal-
loon catheter. The stents were removed, and the Power
Medical® stapler was introduced into the stomach via an
overtube. An endoscope was passed alongside of the sta-
pler into the stomach. The anvil of the stapler was snared
endoscopically and positioned inside the cystgastrostomy.
The stapler was then closed and fired successfully. A second
firing completed an 8-cm opening into the pseudocyst.
Results: The patient recovered well from the procedure and
suffered no complications. He reported no postoperative
pain or discomfort. His infection resolved and he was dis-
charged to rehab 14 days after the procedure. Repeat endo-
scopic examination at six days showed that the cystgastros-
tomy was still widely patent with lysis of most necrotic
debris. Repeat endoscopy at 6 weeks showed that the cyst
had reduced to 2 cm in size with an opening less than 10
mm.
Conclusion: NOTES pancreatic pseudocystgastrostomy is a
new approach to a well-accepted surgical procedure than
can be successful in appropriate candidates. The flexible
computer-mediated stapler should be considered for use in
this setting.

V028
ENDO-LAPAROSCOPIC INTRAGASTRIC TUMOR EXCISION
(ELITE) OF INTRAGASTRIC GIST - COMBINED ENDOSCOPIC
AND LAPAROSCOPIC TECHNIQUE, Michael K.W. Li MD,
Simon K.H. Wong MD, Department of Surgery, Pamela
Youde Nethersole Eastern Hospital, Hong Kong
Introduction: Gastric GIST is a mesenchymal neoplasm of
gastrointestinal tract with uncertain malignant potential.
Complete surgical excision is usually recommended .
However, local excision is difficult for GIST located at cardia
or prepyloric region and partial gastrectomy may be neces-
sary. Method: For small intragastric GIST (<3cm) wihich
located at gastric cardia or pylorus, we propose a combined
enodscopic and laparoscopic approach for intragastric exci-
sion. Preoperative EUS and CT scan is used to exclude
extragastric involvement. On-table endoscopy with CO2
insufflation is first performed to distend the stomach.
Percutaneous direct insertion of intragastric self-anchoring
trocar (PediPort, Autosuture) is performed, similar to percu-
taneous endoscopic gastrostomy (PEG) technique. Peri-
lesional submucosal injection of mixture of adrenaline
saline & indigo-carmine is used to creat dissection plane
and reduce bleeding. Mucosal incision and submucosal dis-
section are performed with IT knife and laparoscopic instru-
ment. Gastric wall defect is closed with intragastric suturing
technique. Finally, intragastric ports are removed & pneu-
moperitoneum is created for laparoscopic closure of trocar
site on gastric wall. Conclusion: ELITE excision is a safe
alternative method for excision of small intragastric GIST.

V029
HUMAN TRANSVAGINAL CHOLECYSTECTOMY USING AN
IT-KNIFE, Manoel Galvao Neto MD,Almino Ramos
MD,Manoela Galvao MD,Claudio Mottin MD,Caetano
Marchesini MD,Josemberg Campos MD,Paulo Amaral
MD,Paulo Ayrosa,Eduardo Moura,Mario Nora, Gastro Obeso
Center
Background: NOTES is an evolving and controversial field of
surgery on its beginning. Laparoscopic surgery and
Endoscopy merges to fulfill it. Despite NOTES human expe-
rience had begin by the transgastric way with Rao in India,
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the transvaginal approach is taking place as a safer and
easy way to achieve the upper abdomen. As on its begin-
ning the lack of specifically designed instruments makes the
procedures more difficult and we have to look for the endo-
scopic instruments we have and think on new ways to use
it. One of these instruments is the IT-Knife (Olympus compa-
ny®), originally designed for use on EMR that can be used
as a useful tool on transvaginal NOTES cholecystectomy. It
is a monopolar cautery that has a ceramic ball on its end
not allowing the electricity to pass, cutting only on the
expose wire. It prevents damage and improves safety
Aim: demonstrate in video the feasibility of a transvaginal
cholecystectomy and the use of the IT-Knife instrument on
this procedure
Method: Patient in semi-litotomy position under general
anesthesia; closed pneumo-peritoneum with veress needle
and passage of a 2-3mm trocar: colpotomy under laparo-
scopic guidance by means of a trocar passage in between
the utero-sacral ligament: a double channel endoscope
(Olympus GIF-2T160) is inserted under direct vision: the
gallbladder is visualized and a 2-3mm grasper trough the
umbilicus port mobilize it: a hot biopsy endoscopic grasper
make a small open on the anterior and posterior peritoneal
coverage of the pedicle and the IT-Knife starts dissecting
until a complete exposure and individualization of the artery
and cystic duct: once exposed, regular endoscopic metallic
clips are applied proximally and distally to the on them: a
endoscopic scissor is applied to cut the duct and artery:
after cleared it, the IT-Knife is again used, now to dissect the
gallbladder from the liver, making it easier with its capability
of protecting the liver from being damaged by the cautery :
after complete dissection, the gallbladder is grabbed with a
polipectomy snare and removed by the vaginal route: the
colpotomy is closed with suture.
Results: From July of 2007 our group have done 6 trans-
vaginal cholecystectomy under IRB approval with this
approach in a mean of 200min (130 to 240min), patient dis-
charge in a mean of 5h, one intra-operative cystic artery
lesion controlled with clips and no post-operative complica-
tion.
Conclusion: the transvaginal cholecystectomy as a NOTES
procedures with an IT-Knife appears to be a safe and feasi-
ble procedure

V030
LAPAROSCOPIC SPLENECTOMY FOR MASSIVE
SPLENOMEGALY, Nelson Trelles MD, Michel Gagner, FACS,
FRCSC MD,Alfons Pomp, FACS, FRCSC MD,Manish Parikh
MD, Department of Surgery, New York Presbyterian
Hospital, Weill Medical College of Cornell University
Introduction: This video illustrates the technical feasibility
and safety of the laparoscopic approach in the setting of
massive splenomegaly.
We present the case of a 37 year-old man who was referred
to us after failure of medical treatment for massive
splenomegaly associated with non Hodgkin B-cell lym-
phoma. He had been complaining of nocturia, suprapubic
pressure and early satiety for one year. He also had anemia
and thrombocytopenia. Despite 8 infusions of Rituximab his
splenomegaly persisted. Further hematologic work-up
revealed the presence of lupus anti-coagulant. Initial CT
scan revealed a 33x26cm spleen. The splenic artery was
prominent and seemed to be sinuous and amenable to early
ligation. A small window between the liver and the spleen
was evident.
Methods and Procedures: A laparoscopic splenectomy was
performed with the anterior approach and early ligation of
the splenic artery using a vascular TA 2.5-mm stapler. The
spleen was morcellated and removed through the epigastric
port.
Results: The patient tolerated the procedure well and was
discharged home uneventfully on the 4th postoperative day.
Final pathology was consistent with splenic marginal zone
lymphoma.
Conclusion: We conclude that laparoscopic splenectomy in
massive splenomegaly is safe and feasible without needing
to resort to a hand-assisted technique.
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Video Channel 2
V044 ROBOTIC CHOLEDOCHOJEJUNOSTOMY WITH INTRA-

CORPOREAL ROUX-EN-Y ANASTOMOSIS Geoffrey P
Kohn, MDD Wayne Overby, MDJohn B Martinie, MD,
University of North Carolina

V045 TOTALLY LAPAROSCOPIC PROCTOCOLECTOMY WITH
INTRACORPOREAL ILEAL POUCH -ANAL ANASTOMOSIS
FOLLOWED BY ‘NATURAL ORIFICE SPECIMEN EXTRAC-
TION’ (N.O.S.E) Chinnusamy Palanivelu, MD
Ramakrishnan Parthasarathi, MDMuthukumaran
Rangarajan, MDPalanisamy Senthilnathan, MDPalanivelu
Praveenraj, MS, GEM Hospital

V046 LAPAROSCOPIC D2 LYMPH NODE DISSECTION WITH
TOTAL GASTRECTOMY AND JEJUNAL POUCH RECON-
STRUCTION FOR EARLY GASTRIC CANCER Chinnusamy
Palanivelu, MDRamakrishnan Parthasarathi,
MDMuthukumaran Rangarajan, MDPalanisamy
Senthilnathan, MDPalanivelu Praveenraj, MS, GEM
Hospital

V047 DYSPHAGIA AFTER USING A BIOLOGICAL MESH TO
REPAIR A RECURRENT HIATAL HERNIA Edward L Felix,
MDJohn Kettelle, MDDaniel E Swartz, MD, California
Institute of Minimally Invasive Surgery

V048 LAPAROSCOPIC ASSISTED RESTORATIVE PROCTO-
COLECTOMY WITH ILEAL J-POUCH-ANAL ANASTOMO-
SIS JOSEPH NUNOO-MENSAH, MDJONATHAN EFRON,
MDTONIA YOUNG-FADOK, MAYO CLINIC, PHOENIX, ARI-
ZONA

V049 COMBINED THORACOSCOPIC AND LAPAROSCOPIC
ESOPHAGECTOMY Simon Law, MDKH Wong, MDKH
Tong, MDJohn Wong, MD, The University of Hong Kong

V050 THORACOSCOPIC ENUCLEATION OF AN
ESOPHAGEAL GASTROINTESTINAL STROMAL TUMOR
Kevin M Reavis, MDMarcelo W Hinojosa, MDBrian R
Smith, MDNinh T Nguyen, MD, University of California,
Irvine Medical Center

V051 LAPAROSCOPIC RESECTION OF GIANT ADRENAL
TUMORS Scott Q Nguyen, MDAlexander J Greenstein,
MDEdward H Chin, MDKaare J Weber, MDAdheesh A
Sabnis, MDParissa Tabrizian, MDCelia M Divino, MD,
Mount Sinai Medical Center, New York, NY

V052 SINGLE INCISION LAPAROSCOPIC
CHOLECYSTECTOMY EUGENIUS J Harvey, MScJulio
Teixeira, MD, St Luke’s-Roosevelt Medical Center,
Columbia University College of Physicians & Surgeons

V053 LAPAROSCOPIC RESECTION OF A GIANT SPLENIC
ARTERY ANEURYSM A BouchardT AsanoJ CaulfeildRP
BousheyJ Mamazza, Center for Minimally Invasive
Surgery, The Ottawa Hospital, Ottawa, Canada

V054 NOTES TRANSVAGINAL HERNIA REPAIR WITH
ALLODERM MESH Alana Chock, MDJohn P Cullen,
MDSantiago Horgan, MDSonia Ramamoorthy,
MDMichelle K Savu, MDDavid W Easter, MDGarth R
Jacobsen, MDBryan J Sandler, MDMark A Talamini, MD,
Department of Surgery, University of California San Diego

V055 GASTRIC POUCH AND STOMA REDUCTION USING A
NOVEL ENDOSCOPIC DEVICE: THE ENDOSURGICAL
OPERATING SYSTEM (EOS) Daniel K Mullady, MDDaniel
Herron, MDDavid Lautz, MDDesmond Birkett,
MDChristopher C Thompson, MD, Brigham and Women’s
Hospital, Mount Sinai Hospital, Lahey Clinic

V056 A TOTALLY ENDOSCOPIC DEVICE FOR THE
TREATMENT OF MORBID OBESITY Keith S Gersin,
MDCharles J Dolce, MDStephen E Deal, MDJennifer E
Keller, MDDimitrios Stefanidis, MDConnie S Simms,
RNDelois D Abraham, RNTimothy S Kuwada, MDB T
Heniford, MD, Department of Surgery, Carolinas Medical
Center, Charlotte, NC

Video Channel 1
V031 MINIMALLY INVASIVE RESECTION TECHNIQUES FOR

GASTROESOPHAGEAL JUNCTION GIST TUMORS
Alysandra Lal, MDRachael Callcut, MDJon C Gould, MD,
University of Wisconsin School of Medicine and Public
Health, Department of Surgery

V032 LAPAROSCOPIC INTRAMESORECTAL PROCTECTOMY
AND ILEAL POUCH-ANAL ANASTOMOSIS FOR ULCERA-
TIVE COLITIS Luca Stocchi, MDDaniel P Geisler, MD,
Cleveland Clinic, Cleveland ,OH

V033 LAPAROSCOPIC RESECTION OF A DUODENAL POLYP
Jonathan A Hata, MDKfir Ben-David, MDAurora D Pryor,
MD, Duke University Medical Center

V034 MANAGEMENT OF ANASTAMOTIC LEAK AFTER
ESOPHAGECTOMY WITH ENDOSCOPIC ESOPHAGEAL
STENT Brian A Mailey, MDMarcelo W Hinojosa, MDNinh
T Nguyen, MD, University of California, Irvine

V035 LAPAROSCOPIC LEFT DONOR NEPHRECTOMY WITH-
OUT MOBILIZATION OF THE SPLEEN Michael Edye, MD,
Mount Sinai Medical Center, New York

V036 LAPAROSCOPIC REVISION OF OMEGA LOOP BYPASS
TO ROUX-EN-Y GASTRIC BYPASS Tejwant S Datta,
MDAlfred Trang, MDNissin Nahmias, MDRamsey M
Dallal, MD, Albert Einstein Medical Center

V037 LAPAROSCOPIC RESECTION OF CHALLENGING
GASTRIC TUMORS Scott Q Nguyen, MDAdheesh A
Sabnis, MDSubhash U Kini, MDDaniel M Herron,
MDMichael Edye, MDEdward H Chin, MDCelia M Divino,
MDBarry Salky, MD, Mount Sinai Medical Center, New
York, NY

V038 MINIMALLY INVASIVE IVOR LEWIS
ESOPHAGECTOMY Michael S Kent, MDManisha Shende,
MDJames D Luketich, MD, University of Pittsburgh
Medical Center, Beth Israel Deaconess Medical Center

V039 LAPAROSCOPIC LADD’S PROCEDURE FOR TREAT-
MENT OF ADULT PRESENTATION OF CONGENITAL
INTESTINAL MALROTATION Goffredo Arena, MDGideon
Sroka, MDHelene Flageol, MDGerald Fried, MD, Mc Gill
University

V040 LAPAROSCOPIC DISTAL PANCREATECTOMY-
SPLENECTOMY FOR INSULINOMA D Tessier, MDM M
Frisella, RNMichael Brunt, MD, Washington University
School of Medicine

V041 LAPAROSCOPIC SPLEEN PRESERVING DISTAL
PANCREATECTOMY Monica GUALTIEROTTI, MDBernard
DALLEMAGNE, MDSilvana PERRETTA, MDDidier MUT-
TER, MDJacques MARESCAUX, MD, IRCAD/EITS -
University Hospital of Strasbourg, France

V042 TRACHEO-ESOPHAGEAL FISTULA TREATED BY
ESOPHAGEAL STENT AND ULTRASOUND-GUIDED
SUTURE FIXATION Shanda H Blackmon, MDBrian Dunkin,
MDDon Donovan, MD, The Methodist Hospital, The
University of Texas MD Anderson Cancer Center

V043 LAPAROSCOPIC ASSISTED ILEOCOLIC RESECTION
FOR CROHN’S DISEASE WITH PSOAS ABSCESS Barry
Salky, MDAlfred Trang, MDMurali Naidu, MD, Mount Sinai
Hospital
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V031
MINIMALLY INVASIVE RESECTION TECHNIQUES FOR GAS-
TROESOPHAGEAL JUNCTION GIST TUMORS, Alysandra Lal
MD,Rachael Callcut MD, Jon C Gould MD, University of
Wisconsin School of Medicine and Public Health,
Department of Surgery
Introduction: Gastrointestinal Stromal Tumors (GIST) are
relatively rare neoplasms of mesenchymal origin with
uncertain malignant potential. Complete gross resection
without a need for microscopically negative margins or
lymph nodes is oncologically adequate. Minimally invasive
resection techniques such as laparoscopic wedge gastecto-
my are feasible and safe. Unfortunately, GIST lesions locat-
ed near the gastroesophageal junction can be quite difficult
to resect using standard laparoscopic techniques. Several
advanced options are available for completely excising
these challenging lesions.
Methods: Two patients with GIST tumors located less than
1-cm from the gastroesophageal junction underwent mini-
mally invasive resection. The first patient presented with a
3.5-cm submucosal mass consistent with a GIST tumor. Due
to the slightly larger size of this lesion, a proximal gastrecto-
my using a Collis-Nissen esophageal lengthening technique
was used. Laparoscopic staple lines were protected with a
fundoplication utilizing the neo-fundus. The second patient
presented with a 1-cm lesion at the gastroesophageal junc-
tion, also consistent with a GIST tumor. This lesion was
excised using a trans-gastric endoluminal technique.
Results: Each lesion was completely excised and confirmed
to be a GIST tumor on final examination. Pathology was
favorable (<1/50 mitosis per high power field) in each.
Conclusions: Minimally invasive resection of gastroe-
sophageal junction GIST tumors in feasible and can result in
oncologically appropriate resections. While a standard
laparoscopic wedge gastrectomy is often not possible for
these proximal lesions, several different resection tech-
niques still exist.

V032
LAPAROSCOPIC INTRAMESORECTAL PROCTECTOMY AND
ILEAL POUCH-ANAL ANASTOMOSIS FOR ULCERATIVE
COLITIS, Luca Stocchi MD,Daniel P Geisler MD, Cleveland
Clinic, Cleveland ,OH
We present a case of intramesorectal laparoscopic comple-
tion proctectomy and ileal pouch-anal anastomosis in a 34
y/o female who had undergone previous subtotal colectomy,
Brooke ileostomy and preservation of rectosigmoid stump
for severe ulcerative colitis. She had completed her family
and was not concerned about fertility.
Intramesorectal dissection has been proposed in open sur-
gery as a way to minimize pelvic nerve injury related to rec-
tal mobilization. We wanted to assess the feasibility of
laparoscopic intramesorectal dissection and ileal pouch-anal
anastomosis as demonstrated in this video. The rectosig-
moid stump is mobilized from the subcutaneous tissue
where it had been previously placed at the lower midline
extraction site and pushed into the abdomen. We then
establish pneumoperitoneum using a small wound protec-
tor, a 12 mm port, a Penrose drain and towel clips on the
skin to seal this area. We use a supraumbilical 12 mm port,
2 five mm ports on the right and left side along the trans-
verse umbilical line and an additional 12 port in the right
lower quadrant. We reutilize previous port sites as possible.
We take down the residual sigmoidal vessels and the superi-
or rectal vessels using an electrothermal vessel sealing
device. Our intramesorectal dissection begins posteriorly
and on each side of the rectum before approaching the
anterior aspect. A Hegar dilator may be placed into the vagi-
na to ensure its exact location and facilitate dissection at
this level. The rectal dissection is completed circumferential-
ly down to the level of the pelvic floor. We then transect the
rectum at the anorectal ring generally using two cartridges
of roticulating 45 mm endostapler. The specimen is
removed from the pelvis. The Brooke ileostomy is fully
mobilized, passed through the existing stoma aperture and

retrieved through the extraction site to create a 12 cm J-
pouch with the circular stapler anvil inside. The completed
J-pouch is then replaced inside the abdomen and pneu-
moperitoneum reestablished using the same sealing tech-
nique we illustrated.
The stapler’s spike is advanced through the posterior aspect
of the anorectal stump to minimize the risk of pouch-vaginal
fistula. The appropriately oriented ileal pouch is then joined
to the anorectal stump under direct laparoscopic vision to
fashion a stapled ileal pouch-anal anastomosis. We typically
create a diverting loop ileostomy which is wrapped with
seprafilm and passed through the original stoma aperture. A
presacral drain is placed through the left sided port site.
This patient was discharged 3 days after surgery and had an
uneventful postoperative recovery.

V033
LAPAROSCOPIC RESECTION OF A DUODENAL POLYP,
Jonathan A Hata MD,Kfir Ben-David MD,Aurora D Pryor MD,
Duke University Medical Center
Introduction: Duodenal polyps are rare lesions traditionally
excised using endoscopic or open techniques. Laparoscopic
resection is a useful approach for large lesions or in patients
not suitable for laparotomy.
Methods: A 56 year-old morbidly obese female (BMI = 60)
with anemia was found to have a 3 cm sessile polyp at the
junction of the 2nd and 3rd part of the duodenum.
Endoscopic ultrasound demonstrated a mucosal-based
lesion. Biopsies were consistent with an adenoma, but the
lesion was too large for complete endoscopic excision.
Results: After laparoscopic exposure of the duodenum, the
lesion was localized by simultaneous endoscopy. The lesion
was completely excised through a longitudinal duodenoto-
my. The duodenotomy was closed transversely using the
Endostitch device. A laparoscopic feeding jejunostomy was
placed. The patient resumed oral intake on postoperative
day 3 and was discharged home on postoperative day 5.
Conclusion: Laparoscopic resection of duodenal polyps may
be safely performed in patients unsuitable for endoscopic
excision. This minimally invasive approach is an attractive
alternative to open resection, especially in the morbidly
obese or other high-risk patients.

V034
MANAGEMENT OF ANASTAMOTIC LEAK AFTER
ESOPHAGECTOMY WITH ENDOSCOPIC ESOPHAGEAL
STENT, Brian A Mailey MD,Marcelo W Hinojosa MD,Ninh T
Nguyen MD, University of California, Irvine
INTRODUCTION: A 59 year old male with a long history of
barrett’s esophagus and previous nissen fundoplication
underwent a laparoscopic, thoracoscopic Ivor Lewis
Esophagectomy for esophageal carcinoma. Upper GI on
POD # 9 showed a contained mediastinal leak measuring 3 x
4 cm.
METHODS: Endoscopy confirmed an anastamotic disrup-
tion. A pig tail drain was endoscopically placed and left for
72 hours. Subsequently a 22mm x 100mm covered remov-
able esophageal stent was endoscopically deployed over the
anastamosis and covering the defect.
RESULTS: A repeat upper GI study performed on post-stent
day number 4 did not show any further evidence of leak.
The total length of hospital stay was 21 days. The stent was
subsequently removed approximately 4 months later with-
out any further evidence of esophagogastric disruption.
CONCLUSION(S): Esophageal leak is a potentially cata-
strophic postoperative complication. For a contained leak,
endoscopic esophgeal stent placement is a safe and effec-
tive alternative treatment to open operative repair.

V035
LAPAROSCOPIC LEFT DONOR NEPHRECTOMY WITHOUT
MOBILIZATION OF THE SPLEEN, Michael Edye MD, Mount
Sinai Medical Center, New York
Traditional descriptions of laparoscopic transperitoneal left
adrenalectomy and nephrectomy include complete division
of the splenorenal ligament. The spleen is reflected toward
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the midline with the tail of the pancreas to expose the origin
of the renal pedicle and adrenal gland. Yet despite aggres-
sive mobilization of the upper pole of the spleen as far
cephalad as the stomach, it is still common for exposure
deep in the cleft between pancreas and renal vessels to be
difficult. By avoiding division of the splenorenal ligament, if
the upper pole of the kidney is freed from its attachments
behind the spleen, the entire kidney can be dislocated inferi-
orly, no mobilization of the spleen is necessary while expo-
sure of the renal pedicle remains good. Advantages of this
approach include less risk of injury to the spleen and
improved exposure of the renal artery in its oblique course
to the surgically ptosed kidney. This video describes the
steps we now employ in laparoscopic left donor nephrecto-
my. It appears to be applicable in both obese and normal
weight donors and would be equally effective in left adrena-
lectomy.

V036
LAPAROSCOPIC REVISION OF OMEGA LOOP BYPASS TO
ROUX-EN-Y GASTRIC BYPASS, Tejwant S Datta MD,Alfred
Trang MD,Nissin Nahmias MD,Ramsey M Dallal MD, Albert
Einstein Medical Center
Bariatric surgeons who evaluate patients for possible revi-
sional surgery should be aware of the potential of aberrant
bypass anatomy. The “Omega loop gastric bypass” is a
nondivided, antecolic loop gastric bypass with a Braun
entero-enterostomy. The omega loop bypass is not a con-
doned weight loss procedure due to the lack of published
evidence regarding risks and benefit. We present a patient
who underwent a “gastric bypass” procedure that presented
to our office with chronic abdominal pain.
In this video, we discuss the importance of surgeon-per-
formed endoscopic evaluation combined with upper GI con-
trast studies to evaluate the anatomy of patients presenting
for possible revisional surgery. We also discuss the potential
complications associated with loop bypass procedures.
Our video demonstrates a minimally invasive technique to
revise an Omega loop bypass into a Roux-en-Y gastric
bypass by resecting the afferent limb of the Omega loop.

V037
LAPAROSCOPIC RESECTION OF CHALLENGING GASTRIC
TUMORS, Scott Q Nguyen MD,Adheesh A Sabnis
MD,Subhash U Kini MD,Daniel M Herron MD,Michael Edye
MD,Edward H Chin MD,Celia M Divino MD,Barry Salky MD,
Mount Sinai Medical Center, New York, NY
Noninvasive gastric tumors may have malignant potential
and should be managed with resection. Large margins are
not needed and many can be managed with laparoscopic
wedge resection. Tumors along the fundus, anterior wall,
and greater curvature of the stomach are approached rela-
tively easily using endoscopic staplers. Tumors near the
gastric cardia, lesser curvature and pylorus are a more diffi-
cult surgical problem. Stapled resection of proximal lesions
risk compromising the gastroesophageal junction, and prox-
imal or total gastrectomies with esophageal anastamoses
have been considered. Distal lesion may require distal gas-
trectomy with gastrojejunal reconstruction. We present four
cases of gastric tumors in such locations. In each case, we
attempt to locally resect the tumors to free margins without
removing excessive normal tissue. The first case involves a
tumor at the gastric cardia managed by a creative stapling
technique. The second case is a five cm tumor at the cardia
managed by local resection with suture closure of the large
resultant gastrotomy. The third case is a bulky tumor along
the posterior, lesser curvature requiring full gastric mobiliza-
tion and rotation to resect. The last case is a tumor near the
pylorus managed without the need for distal gastrectomy.
Using intraoperative endoscopy, creative stapling tech-
niques, and laparoscopic suturing, these gastric tumors at
challenging locations can be managed laparoscopically
without the need for large resections.

V038
MINIMALLY INVASIVE IVOR LEWIS ESOPHAGECTOMY,
Michael S Kent MD,Manisha Shende MD,James D Luketich
MD, University of Pittsburgh Medical Center, Beth Israel
Deaconess Medical Center
This video illustrates the preferred technique for minimally
invasive esophagectomy at the University of Pittsburgh.
Previously, our described technique included mobilization of
the esophagus via thoracoscopy, laparoscopic creation of
the gastric tube and construction of a cervical esophagogas-
tric anastomosis. Although we have reported excellent out-
comes with this technique, we have since modified the pro-
cedure to an Ivor Lewis esophagectomy, in which the anas-
tomosis is constructed within the chest.
The benefits of avoiding a cervical incision include: 1) mini-
mizing the risk of injury to the recurrent laryngeal nerves
and 2) a reduced incidence of anastomotic leak. The tech-
nique is appropriate for patients with either high-grade dys-
plasia or carcinoma involving the distal esophagus or GE
junction. We do not employ this approach for patients with
mid-esophageal tumors.
The video details this refinement in our technique of mini-
mally invasive esophagectomy. Technical considerations of
constructing a thoracoscopic esophageal anastomosis are
emphasized.

V039
LAPAROSCOPIC LADD’S PROCEDURE FOR TREATMENT OF
ADULT PRESENTATION OF CONGENITAL INTESTINAL MAL-
ROTATION, Goffredo Arena MD,Gideon Sroka MD,Helene
Flageol MD,Gerald Fried MD, Mc Gill University
Laparoscopic Ladd’s procedure for treatment of adult pres-
entation of congenital intestinal malrotation.
Authors: G. Arena, G. Sroka, H. Flageol, G. Fried
Intestinal malrotation is a rare cause of abdominal pain
among adults with an incidence estimated around 0.2%
This condition presents with a combination of symptoms
such as acute or chronic abdominal pain, nausea and post-
prandial vomiting and can lead to disastrous complication
such as intestinal volvulus.
The range of rotational abnormalities comprises 3 anatomi-
cal presentations that are defined as non rotation caused by
failure of the small bowel to rotate to the left side of the
abdomen and failure of the ascending colon to rotate to the
right side of the abdomen,
duodenal malrotation characterized by failure of the duode-
nojejunal junction to migrate to the left side of the spine
with the caecum and ileocecal junction normally located in
the right iliac fossa and combined duodenal and cecal mal-
rotation characterized by non rotation of the small bowel,
partial rotation of the ascending colon and presence of peri-
toneal attachments between the caecum and the right side
of the abdominal wall.
We report a video case of a 24 year old patient with duode-
nal malrotation and illustrate the steps for diagnosis and
surgical treatment.

V040
LAPAROSCOPIC DISTAL PANCREATECTOMY-SPLENECTO-
MY FOR INSULINOMA, D Tessier MD,M M Frisella
RN,Michael Brunt MD, Washington University School of
Medicine
This video illustrates our laparoscopic technique for removal
of an insulinoma in the tail of the pancreas. Because of the
distal location of the lesion in the tail of the pancreas, distal
pancreatectomy with splenectomy was required. The video
also shows how bleeding from a splenic vessel was con-
trolled laparoscopically. A hand port was required for identi-
fication of the tumor by palpation in conjunction with intra-
operative ultrasound. Pathology showed an 8mm neuroen-
docrine tumor in the distal pancreas with negative margins.
All symptoms of hypoglycemia resolved completely postop-
eratively and biochemical evaluation showed normalization
of insulin and glucose levels.
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V041
LAPAROSCOPIC SPLEEN PRESERVING DISTAL PANCREATE-
CTOMY, Monica GUALTIEROTTI MD,Bernard DALLEMAGNE
MD,Silvana PERRETTA MD,Didier MUTTER MD,Jacques
MARESCAUX MD, IRCAD/EITS - University Hospital of
Strasbourg, France
Introduction:
Minimally invasive distal pancreatectomy for cystic lesions
located in the body and tail of the pancreas is usually
achieved with splenectomy. We report a case of a laparo-
scopic distal pancreatectomy with spleen preservation .
Materials:
A 52 year old woman presented with a cystic lesion of the
body of the pancreas. Preoperative workup including MRI ,
CT scan, fine needle aspiration cytology by echo-endoscopy
and tumor markers suggested mucinous cystadenoma .
Methods:
Under general anaesthesia, patient is positioned supine in
reverse trendelenburg. Four ports are used. The greater
omentum is opened, preserving the gastroepiploic vessels,
to access the pancreatic area. Once the pancreas is visual-
ized laparoscopic ultrasound is used to confirm the position
and extension of the lesion and its relationship with sur-
rounding vessels. The posterior peritoneum is incised along
the inferior border of the pancreas; a plane is created poste-
rior to the pancreas with blunt and sharp dissection to iden-
tify the superior mesenteric vein and the splenic vein. The
superior border of the pancreasis delineated and the splenic
artery dissected out. All pancreatic branches of the splenic
vein and artery, are controlled by clips and divided. The
pancreas is resected with endoscopic linear stapler and
retracted to the left to continue dissecting the splenic ves-
sels towards the spleen. A running suture is performed on
the remnant stump and a drain is left adjacent to it. The
specimen is extracted in an endoscopic bag by enlarging the
left port site.
Results:
The postoperative course was uneventful. The patient was
discharged on the 6th post-operative day. The histological
report was unexpectedly serous cystadenoma.
Conclusions:
Laparoscopic spleen-preserving distal pancreatectomy is a
valid surgical option in skilled hands and selected cases for
non-malignant lesions.

V042
TRACHEO-ESOPHAGEAL FISTULA TREATED BY
ESOPHAGEAL STENT AND ULTRASOUND-GUIDED SUTURE
FIXATION, Shanda H Blackmon MD,Brian Dunkin MD,Don
Donovan MD, The Methodist Hospital, The University of
Texas MD Anderson Cancer Center
Background: Current option for patients with a tracheo-
esophageal fistula are limited. Because of stent migration,
newer stents have been developed to prevent movement,
but stents placed high in the esophagus continue to
migrate.
Methods: This video describes the procedure of placing an
esophageal stent with two different fixation techniques. The
first technique involves the use of a T-fastener to anchor the
stent to the esophageal wall. The second technique involves
the use of a pledgeted suture that is passed with ultrasound
guidance into the lumen of the stent through the
esophageal wall.
Results: Both techniques successfully secured the stent to
the esophageal wall, but pledgeted suture fixation across
the strut is less likely to dislodge from the the esophageal
stent. Ultrasound guidance is a necessary component of this
technique.

V043
LAPAROSCOPIC ASSISTED ILEOCOLIC RESECTION FOR
CROHN’S DISEASE WITH PSOAS ABSCESS, Barry Salky
MD,Alfred Trang MD,Murali Naidu MD, Mount Sinai Hospital
This is Video is about a 32 year old male with a relatively
short history of Crohn’s disease manifested by an ileo-psoas
abscess, partial intestinal obstruction, and an undiagnosed

ileo-transverse colon fistula. The technical aspects of per-
forming an ileocolic resection in complicated Crohn’s is
demonstrated, including intracorporeal division of the fistula
and drainage of the abscess.

V044
ROBOTIC CHOLEDOCHOJEJUNOSTOMY WITH INTRACOR-
POREAL ROUX-EN-Y ANASTOMOSIS, Geoffrey P Kohn
MD,D Wayne Overby MD,John B Martinie MD, University of
North Carolina
Biliary surgery can often be very complex with difficult
access issues, small structures to be manipulated and
sutured and close proximity to major vessels. Additionally,
biliary surgery is often reoperative. All of these issues have
the potential to be aided by the use of technology which
provides three-dimensional vision, excellent illumination
and access, with steady instrument control under maximal
magnification. The robot is such a technology which is cur-
rently available.
A search of the PubMed and EMBASE databases performed
on August 10, 2007, using the search strategy “robotic AND
(biliary surgery OR choledochojejunostomy OR choledo-
choduodenostomy OR hepaticojejunostomy)” found only 15
articles, of which only two articles included operations per-
formed on humans. None were performed on adults. None
of the operations were performed totally intracorporeally.
To our knowledge, ours is the first published human report
of robotic choledochojejunostomy with intracorporeal Roux
limb construction.

V045
TOTALLY LAPAROSCOPIC PROCTOCOLECTOMY WITH
INTRACORPOREAL ILEAL POUCH -ANAL ANASTOMOSIS
FOLLOWED BY ‘NATURAL ORIFICE SPECIMEN EXTRAC-
TION’ (N.O.S.E), Chinnusamy Palanivelu MD,Ramakrishnan
Parthasarathi MD,Muthukumaran Rangarajan MD,
Palanisamy Senthilnathan MD,Palanivelu Praveenraj MS,
GEM Hospital
Introduction:
Totally laparoscopic proctocolectomy with intracorporeal
pouch-anal anastomosis has been rarely reported. In this
video, we present a totally laparoscopic proctocolectomy
with pouch-anal anastomosis and a novel method of speci-
men extraction.
Methods: We retrospectively studied 7 female patients from
2004-2007. A totally laparoscopic proctocolectomy with ileal
pouch-anal anastomosis was successfully performed for all
cases. The operating surgeon changes position around the
patient during the course of te procedure. The mobilization
was commenced from the left side of the transverse colon,
proceeding to the right side, right colon and cecum. Next,
the left colon, sigmoid and rectum were mobilized. After
resection of the colon, lieal J-pouch construction and anal
anastomosis were performed using both linear and circular
staplers, aided by the perineal surgeon. The entire specimen
was placed in an endobag and extracted via a transvaginal
route.
Results: The mean age of the patients was 49.5 years, and
mean BMI was 25.3 kg/m2. The mean operating time was
222.5 minutes, and average blood loss was 172 ml. The
mean hospital stay was 8 days. Postoperative complications
included ileus (n=1) and pouchitis (n=1). The vaginal wound
had healed completely by the first follow up. There was no
conversion and mortality.
Conclusion: This technique of totally laparoscopic procto-
colectomy with pouch-anal anastomosis is feasible, and has
the advantage of avoiding a minilaparotomy. Our technique
of transvaginal specimen retrieval compliments this, and
effectively prevents wound-related complications like port-
site metastasis, hernia, infection, pain and cosmesis.
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V046
LAPAROSCOPIC D2 LYMPH NODE DISSECTION WITH
TOTAL GASTRECTOMY AND JEJUNAL POUCH RECON-
STRUCTION FOR EARLY GASTRIC CANCER, Chinnusamy
Palanivelu MD,Ramakrishnan Parthasarathi MD,
Muthukumaran Rangarajan MD,Palanisamy Senthilnathan
MD,Palanivelu Praveenraj MS, GEM Hospital
Introduction:
D2 lymph node dissection for early gastric cancer was popu-
larized by the Japanese, though it is still controversial. The
adequacy of laparoscopic node harvest remains doubtful. In
this video, we present a laparoscopic D2 dissection with
total gastrectomy and jejunal pouch anastomosis.
Methods: We have performed this procedure in 82 patients
from 2002-2007. The dissection was commenced from dis-
connecting the greater omentum off of the transverse colon,
proceeding to clear the nodes at the splenic hilum (#10),
gastrocolic (#6), nodes around superior mesenteric vein
(#14v), and subpyloric nodes. Next, the duodenum was tran-
sected and the hepatoduodenal (#12a & 5), celiac axis (#9),
and nodes around portal vein (#8p) were cleared. The nodes
around left gastric artery (#7) were then cleared, and the dis-
section was continued up to the median arcuate ligament to
clear nodes at the gastroesophageal junction (#1& 2). Nodes
around the splenic artery (#11) were cleared. At this point,
the esophagus is divided at the junction with a stapler.
Esophageal-pouch anastomosis was performed laparoscopi-
cally, while the pouch construction was done extracorpore-
ally.
Results: The mean age of the patients was 51 years, and
mean operating time was 232.5 minutes, and average blood
loss was 185ml. The mean hospital stay was 8 days.
Postoperative complications included ileus (n=5), deep vein
thrombosis (n=2), pneumonitis (n=4), hemorrhage (n=3) and
anastomotic leak (n=2). There were no conversions or mor-
tality.
Conclusion: Laparoscopic D2 dissection with total gastrecto-
my and jejunal pouch anastomosis is safe and feasible. It is
comparable with the open technique regarding lymph node
harvest, and superior because of lower morbidity.

V047
DYSPHAGIA AFTER USING A BIOLOGICAL MESH TO
REPAIR A RECURRENT HIATAL HERNIA, Edward L Felix
MD,John Kettelle MD,Daniel E Swartz MD, California
Institute of Minimally Invasive Surgery
Introduction: It has been recently demonstrated in a con-
trolled trial that reinforcement of the crura with a biological
mesh decreases the incidence of recurrence of parae-
sophageal hernias after hiatal repair. This technique is there-
fore increasing in popularity. Complications from this type
of mesh have not been reported, but an animal study has
suggested that a hyper-inflammatory reaction to this pros-
thetic material may occur in mice. Is this possible in humans
and if so with what frequency?
Video: The following video is a presentation of a case in
which a biological prosthesis (Surgisis ES, Cook) was used
to repair a recurrent hiatal hernia and within 17 days the
patient developed severe dysphagia requiring laparoscopic
re-exploration. Both the original operation utilizing the pros-
thetic repair and the subsequent re-exploration for dyspha-
gia are presented. The techniques used for both operations
and the patient’s response to the biological mesh are well
demonstrated by the sequential videos.
Conclusion: Was the patient’s unusual response to the pros-
thetic material and the subsequent dysphagia due to surgi-
cal technique or the prosthetic material itself? These are
important questions raised by the video which must be dis-
cussed and possibly studied further.

V048
LAPAROSCOPIC ASSISTED RESTORATIVE PROCTOCOLEC-
TOMY WITH ILEAL J-POUCH-ANAL ANASTOMOSIS,
JOSEPH NUNOO-MENSAH MD,JONATHAN EFRON
MD,TONIA YOUNG-FADOK, MAYO CLINIC, PHOENIX, ARI-
ZONA
Open restorative proctocolectomy with ileal pouch-anal
anastomosis was first Described in 1978 and since that time
has gained popularity in the surgical management of
patients with ulcerative colitis and familial polyposis. A
laparoscopic proctocolectomy with ileal pouch-anal anasto-
mosis represents the latest development in the evolution of
surgical treatment of these conditions. This approach aims
to combine the good functional outcome of the open proce-
dure with the benefits of the laparoscopic approach. This is
appealing for younger patients who may potentially obtain
the benefits of shorter postoperative recovery in addition to
decreased disability from adhesions, and better body image
accrued from a more cosmetic incision.
We present a video of a laparoscopic assisted restorative
proctocolectomy with ileoanal J-pouch anastomosis on a
37-year-old lady with history of chronic ulcerative colitisre-
fractory to medical therapy.

V049
COMBINED THORACOSCOPIC AND LAPAROSCOPIC
ESOPHAGECTOMY, Simon Law MD,KH Wong MD,KH Tong
MD,John Wong MD, The University of Hong Kong
Minimally invasive esophagectomy for cancer is increasing-
ly adopted by dedicated centers in the world, but the
method is highly variable. A video presentation of combined
thoracoscopic and laparoscopic esophagectomy in a 54-year
old man suffering from a squamous cell cancer of the mid-
esophagus is presented.
Thoracoscopic esophageal mobilization with mediastinal
nodal dissection was carried out in the left lateral position
using 5 thoracoports combined with a 5cm mini-thoracoto-
my. The patient was then placed in the supine position.
Laparoscopic gastric mobilization together with celiac lym-
phadenectomy was performed. Intestinal continuity was
reconstituted by a narrow gastric tube delivered to tne left
neck via the posterior mediastinal route. Blood loss was
150ml, and the operation time was 6.5 hours. The patient’s
postoperative recovery was smooth and without complica-
tion.
Combined thoracoscopic and laparoscopic esophagectomy
with two-field lymphadenectomy is an alternative to open
esophagectomy in selected patients.

V050
THORACOSCOPIC ENUCLEATION OF AN ESOPHAGEAL
GASTROINTESTINAL STROMAL TUMOR, Kevin M Reavis
MD,Marcelo W Hinojosa MD,Brian R Smith MD,Ninh T
Nguyen MD, University of California, Irvine Medical Center
Introduction: Symptomatic gastrointestinal stromal tumors
of the esophagus present a technical challenge with regards
to their safe removal. Located within the muscularis propria,
these tumors are not typically amenable to endoscopic
resection. We describe the technique of thoracoscopic enu-
cleation in a patient with a 3 cm esophageal gastrointestinal
stromal tumor located in the middle esophagus.
Methods: Thoracoscopy was accomplished with the patient
in left lateral decubitus position using dual lumen intubation
with right lung desufflation and the placement of four tro-
cars. The mediastinal pleura overlying the esophagus was
incised. The esophagus was mobilized and retracted until
the tumor was adequately exposed. A longitudinal
esophageal myotomy was performed and the tumor was
enucleated. The myotomy was closed with a running per-
manent suture. The specimen was removed through the
12mm port site.
Results: The operative time was 2 hours 15 minutes.
Estimated blood loss was 75 mL. On postoperative day 1, an
esophagram was negative for leak or obstruction and the
patient was started on a clear liquid diet. The patient was



149 www.sages.org

S
A

G
E

S
2

0
0

8
24 Hour Video Rotation
discharged on postoperative day 3 and advanced to a regu-
lar diet on postoperative day 7.
Conclusion: Thoracoscopic enucleation of esophageal gas-
trointestinal stromal tumors can be performed safely with
minimal morbidity.

V051
LAPAROSCOPIC RESECTION OF GIANT ADRENAL TUMORS,
Scott Q Nguyen MD,Alexander J Greenstein MD,Edward H
Chin MD,Kaare J Weber MD,Adheesh A Sabnis MD,Parissa
Tabrizian MD,Celia M Divino MD, Mount Sinai Medical
Center, New York, NY
Traditionally, large adrenal tumors have been considered
relative contraindications to laparoscopic adrenalectomy.
However, with increasing experience with laparoscopic tech-
niques, even giant tumors can be resected in a minimally
invasive manner. We present two cases of laparoscopic
adrenalectomy of giant adrenal tumors. The first case
involves a 42 year old female with flank pain. Imaging
revealed a 12 cm left adrenal mass. The video presents the
challenging task of dissecting the mass off the tail of the
pancreas and renal vasculature without breaking the capsule
of the tumor or injuring adjacent structures. The second
case involves a 42 year old male with a six cm right adrenal
mass. The video presents the retraction and dissection of
the liver off the mass, the dissection of the adrenal vein, and
the dissection of the tumor off of the retroperitoneum.
Inherent in both of these cases is the arduous task of manip-
ulating and visualizing the giant tumors while trying to
maintain adequate retraction for effective laparoscopic dis-
section. Both cases resulted in benign tumors pathologically.

V052
SINGLE INCISION LAPAROSCOPIC CHOLECYSTECTOMY,
Eugenius J Harvey MSc,Julio Teixeira MD, St Luke’s-
Roosevelt Medical Center, Columbia University College of
Physicians & Surgeons
Since the introduction of laparoscopic cholecystectomy in
1987, several modifications have been described to reduce
the number and size of transabdominal ports. Recently, nat-
ural orifice transluminal transorgan cholecystectomy using
endoscopes have been performed in animal models and in
humans with laparoscopic assistance.
We present the operative video of a laparoscopic cholecystec-
tomy performed via a single 1.5 cm infraumbilical incision.
The techniques of dissection are similar to those required
for natural orifice surgery particularly with respect to in-line
instrumentation and a narrow field of view dissecting envi-
ronment.
This technique offers some of the potential advantages of
natural orifice surgery such as fewer visible scars and
decreased port site pain without the disadvantages related
to transorgan access of the peritoneal cavity. It can also be
rapidly converted to the conventional three or four port
operation if required.
We intend to harness the advantages of flexible endoscopes
to perform laparoscopic cholesystectomy via a single umbil-
ical port.

V053
LAPAROSCOPIC RESECTION OF A GIANT SPLENIC ARTERY
ANEURYSM, A Bouchard,T Asano,J Caulfeild,RP Boushey,J
Mamazza, Center for Minimally Invasive Surgery, The
Ottawa Hospital, Ottawa, Canada
INTRODUCTION: Splenic artery aneurysm affects 0.1% of
population. They are often an incidental radiological finding.
A spontaneous rupture may be fatal. Intervention is indicat-
ed when they reach 2 cm in diameter, are symptomatic,
increasing in size, in pregnant patients or in women of child-
bearing age. Small splenic artery aneurysm under 4 cm
could be treated with percutaneous embolization, however
larger aneurysms may require surgery or combination of
both treaments.
CASE REPORT: A 69 years old female with a 8.2 cm asymp-
tomatic splenic artery aneurysm detected by ultrasound dur-
ing follow-up of breast cancer. Her past medical history is

also relevant for hypertension, open cholecystectomy and
open appendectomy. A CT-scan confirmed the diagnosis.
Because of the size of the aneurysm, an embolization of
splenic artery was done 24 hours before surgery to ensure
vascular control.
VIDEO PRESENTATION: The key steps showed in this video
are:
- Patient and trocar positioning
- Exposure of aneurysm in lesser sac
- Identification and control of both splenic artery and vein
- Dissecting the aneurysm free from the pancreas
- Mobilization of spleen and completion of splenectomy
- Extraction of the intact specimen
CONCLUSION: The patient was discharged on postoperative
day 4, without any complications. The laparoscopic
approach of giant splenic artery aneurysm is safe, using pre-
operative percutaneous embolization of the aneurysm.

V054
NOTES TRANSVAGINAL HERNIA REPAIR WITH ALLODERM
MESH, Alana Chock MD,John P Cullen MD,Santiago Horgan
MD,Sonia Ramamoorthy MD,Michelle K Savu MD,David W
Easter MD,Garth R Jacobsen MD,Bryan J Sandler MD,Mark
A Talamini MD, Department of Surgery, University of
California San Diego
Introduction: Natural Orifice Translumenal Endoscopic
Surgery (NOTES) is a new technique for completing opera-
tions by using the body’s natural orifices. Patients with
abdominal wall hernias are one subset of patients that may
benefit from NOTES therapy as standard surgical techniques
may create more hernias for these patients. Methods: Two
35 kg pigs underwent a ventral hernia repair using Alloderm
biological mesh (LifeCell, Branchburg, New Jersey, USA) in
a hybrid NOTES fashion. Stitches of alternating colors were
placed in the mesh extra-corporeally. Under direct laparo-
scopic vision, an incision was made in the vaginal wall and
the mesh was placed transvaginally via this trocar into the
abdomen. A combination of an endoscopic grasper and
suture passer were used to secure the trans fascial sutures
on the mesh under endoscopic view. Results: Both opera-
tions were successfully in the mesh placement using this
novel technique. Operative time was 60 minutes.
Conclusions: NOTES hernia repair with Alloderm is feasible
in an animal model. Survival studies are needed to deter-
mine the safety, efficacy, and incorporation of mesh using
this approach.

V055
GASTRIC POUCH AND STOMA REDUCTION USING A
NOVEL ENDOSCOPIC DEVICE: THE ENDOSURGICAL OPER-
ATING SYSTEM (EOS), Daniel K Mullady MD,Daniel Herron
MD,David Lautz MD,Desmond Birkett MD,Christopher C
Thompson MD, Brigham and Women’s Hospital, Mount
Sinai Hospital, Lahey Clinic
Introduction: Roux-en-Y gastric bypass is an effective treat-
ment for severe obesity. However, many patients regain
weight over time. In this setting, dilation of the gastrojejunal
anastamosis and distention of the gastric pouch leading to
increased food intake are two possible mechanisms for
weight gain. Preliminary studies of endoscopic techniques
have shown success with endoscopic anastamotic reduction.
Methods: In this video, we describe a novel procedure
called Revision Obesity Surgery, Endoscopic (ROSE) using
an endoscopic suturing and tissue plicator device called the
EndoSurgical Operating System (EOS). With this system,
both anastamotic and pouch reductions can be performed.
Results: In this video, we provide a detailed overview of
EOS. We demonstrate its safety and technical feasibility in
achieving both anastamotic and pouch reduction in a series
of patients who had regained weight following gastric
bypass surgery.
Conclusions: The ROSE procedure using EOS is a feasible
and safe peroral endoscopic treatment for anastamotic and
pouch reduction in patients who have gained weight follow-
ing gastric bypass surgery. The technical feasibility demon-
strated in this early work is encouraging and further studies
to assess long-term efficacy are underway.
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V056
A TOTALLY ENDOSCOPIC DEVICE FOR THE TREATMENT OF
MORBID OBESITY, Keith S Gersin MD, Charles J Dolce
MD,Stephen E Deal MD,Jennifer E Keller MD,Dimitrios
Stefanidis MD,Connie S Simms RN,Delois D Abraham
RN,Timothy S Kuwada MD,B T Heniford MD, Department of
Surgery, Carolinas Medical Center, Charlotte, NC
Introduction: Morbid obesity is a major health concern for
the United States affecting over 15 million people. Despite
its associated comorbidities, less than 1% of patients seek
surgical intervention. The need for less costly, minimally
invasive procedures that reduce complication rates and
result in faster recovery would be a valuable adjunct in the
treatment of morbid obesity.
Methods: The EndoBarrierTM (GI Dynamics, Inc) duodenal-
jejunal bypass sleeve is a totally endoscopic delivered
device designed to produce weight loss by altering metabol-
ic pathways. It is comprised of a self-expanding nitinol
anchor, an impermeable, fluoropolymer sleeve, and two
retrieval drawstrings. The coaxial, catheter-based delivery
system is introduced into the duodenal bulb over a guide
wire and deployed utilizing fluoroscopy. Proximally placed
barbs penetrate into the muscularis propria and allow for
anchor stabilization within the duodenal bulb. Upon deploy-

ment, a bolus of dilute contrast confirms correct device
positioning. A duodenal-jejunal bypass is created as chyme
passes through the inside of the impermeable
EndobarrierTM, while bile and pancreatic enzymes pass out-
side the sleeve and mix with the chyme at its distal end. An
institutional-IRB approved, randomized, single-blind, place-
bo-controlled, FDA trial evaluating the deployment, efficacy,
and removal of the EndoBarrier TM is underway.
Results: Patients have been consented to either receive the
Endobarrier TM device or undergo a sham procedure. The
device will be removed after 90 days. The first patient was a
36 year-old female (BMI 45.2, 263lbs). Post-procedure, she
has lost 9.2 and 16 pounds at 4 and 12 weeks respectively.
Two other patients have lost 12.8, and 8.4 pounds at 4
weeks. Two controls have lost 4.4 and 13.8 pounds and one
control gained 0.8 pounds at 4 weeks.
Conclusions: We describe the first placement of a duodenal-
jejunal bypass sleeve in the United States. The Endobarrier
TM may offer the morbidly obese population a new method
of weight loss that requires no surgical intervention, mini-
mizes cost and improves post-procedure recovery. Our cur-
rent study aims to demonstrate safety and help elucidate
the mechanisms of weight loss to better understand the
future clinical applications of this novel technique.
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POSTERS OF DISTINCTION
P001 LAPAROSCOPIC SLEEVE GASTRECTOMY VERSUS

ADJUSTABLE GASTRIC BANDING FOR MORBID
OBESITY:  PERIOPERATIVE AND SHORT-TERM
OUTCOMES Scott Q Nguyen, MDAdheesh A Sabnis,
MDDaniel M Herron, MDParissa Tabrizian, MDSubhash U
Kini, MD, Mount Sinai Medical Center.  New York, NY

P002 MIS GRASPING TOOLS CAUSE INFLAMMATION AND
FIBRIN DEPOSITION IN LIVER AND SMALL BOWEL
Smita De, BSAndrew Wright, MDJacob Rosen, PhDPaul
Swanson, MDBlake Hannaford, PhDMika Sinanan, MD,
University of Washington

P003 LAPAROSCOPIC RIGHT HEMICOLECTOMY FOR
COLON DISEASES: CLINICAL STUDIES ON
INTRACORPOREAL AND EXTRACORPOREAL
ANASTOMOSIS IN 423 CONSECUTIVE CASES MORRIS
E FRANKLIN JR, MDGUILLERMO PORTILLO, MDJEFREY
L GLASS, MDJOHN J GONZALEZ, MDSAMEER MOHI-
UDDIN, DOLORETTA BRESTAN, MD, TEXAS ENDO-
SURGERY INSTITUTE

P004 PERCUTANEOUS ENDOSCOPIC GASTROSTOMY IN
PATIENTS ON ANTIPLATELET THERAPY: ARE BLEEDING
COMPLICATIONS INCREASED? Nora Meenaghan,
MDElizabeth Franco, MDJ. Scott Roth, MD, University of
Maryland School of Medicine

P005 SUBSURFACE TISSUE MAGNETISATION FOR MUCOS-
AL DISSECTION Z Wang, PhDL Wang, PhDS I Brown,
PhDA Cuschieri, PhD, Institute for Medical Science and
Technology, University of Dundee

P006 A COMPARISON OF PERMANENT AND NONPERMA-
NENT STAPLE LINE BUTTRESSING MATERIALS FOR
LINEAR STAPLE LINES DURING LAPAROSCOPIC ROUX-
EN-Y GASTRIC BYPASS (LGBP) Scott A Shikora, MDJulie
J Kim, MDMichael E Tarnoff, MDSajani S Shah, MD,
Tufts - New England Medical Center

P007 MANOMETRIC PROFILE AFTER LAPAROSCOPIC
NISSEN FUNDOPLICATION AND ENDOLUMINAL
FUNDOPLICATION: A COMPARATIVE STUDY. Bernard
DALLEMAGNE, MDSilvana PERRETTA, MDAdrian
LOBONTIU, MDJacques MARESCAUX, MD, IRCAD-EITS,
University of Strasbourg, France

P008 LAPAROSCOPIC ULTRASOUND WITH RADIOFRE-
QUENCY ABLATION OF HEPATIC TUMORS IN CIRRHOT-
IC PATIENTS Ibrahim Abd Elkader Salama1, MDOssama
A El Abd2, MDAhmed M El-Refaie 3, MD, Department of
Surgery1, Department of Radiology2, Department of
Pathology3

P009 IMPACT OF RIGHT NEPHRECTOMY ON OUTCOMES
OF RENAL FUNCTION AND COMPLICATIONS IN
RETROPERITONEOSCOPIC LIVE DONOR NEPHRECTO-
MY: A SINGLE-CENTER EXPERIENCE Kazuya Omoto,
MDHideki Ishida, MDTadahiko Tokumoto, MDHiroyuki
Amano, MDHayato Nishida, MDHiroki Shirakawa,
MDTomokazu Shimizu, MDShouichi Iida, MDKazunari
Tanabe, MD, Department of Urology, Tokyo Women’s
Medical University

P010 DIAGNOSIS OF MALIGNANT VS. BENIGN DISEASE AS
AN ACCURATE PREDICTOR OF OUTCOME AFTER
LAPAROSCOPIC SPLENECTOMY Corey N Ming-Lum,
MDRichard A Pierce, MDL Michael Brunt, MDMargaret M
Frisella, RNBrent D Mathews, MD, Department of
Surgery, Washington University School of Medicine

P011 MAXIMIZING THE DONOR POOL: USE OF RIGHT KID-
NEYS AND MULTIPLE ARTERIES FOR LIVE DONOR KID-
NEY TRANSPLANTATION Jennifer E Keller, MDCharles J
Dolce, MDDaniel GriffinB T Heniford, MDKent W Kercher,
MD, Carolinas Medical Center

BARIATRIC SURGERY
P012 LAPAROSCOPIC ADJUSTABLE GASTRIC BANDING IN

PATIENTS OLDER THAN 65 YEARS IS SAFE AND EFFEC-
TIVE M Keldahl, MDM Tempel, MDS Sarker, MDV
Shayani, MD, Loyola University Medical Center

P013 THE TRANS-GASTRIC ENDOSCOPIC RENDEZ-VOUS
TECHNIQUE (TGER) FOR REMOVAL OF ERODED NON-
ADJUSTABLE GASTRIC BANDS Shahzeer Karmali,
MDKimberly Yee, MDJohn Sweeney, MDCharles
Brunicardi, MDVadim Sherman, MD, Baylor College of
Medicine, Michael E Debakey Department of Surgery,
Division of General Surgery

P014 VATS VAGOTOMY FOR THE TREATMENT OF
CHRONIC MARGINAL ULCER Jason S Loewen, MDIsaias
Irgau, MDThomas Bauer, MDGail Wynn, MDMichael
Peters, Christiana Care

P015 COMPARATIVE WEIGHT LOSS ANALYSIS OF
LAPAROSCOPIC GASTRIC BYPASS AND ADJUSTABLE
GASTRIC BAND Ramsey M Dallal, MDNissin Nahmias,
MDTajwant Datta, MDBrain B Quebbemann, MDAlfred
Trang, MD, Albert Einstein Healthcare Network

P016 LOW COMPLICATION RATES FOLLOWING
LAPAROSCOPIC GASTRIC BYPASS.  A REPORT FROM
THE BARIATRIC SURGERY CENTER OF EXCELLENCE.
Piotr Gorecki, MDTodd F Huzar, MDBashar Fahoum, MD,
New York Methodist Hospital, Brooklyn, New York 11215

P017 LAPAROSCOPIC GASTRIC BYPASS DOES NOT
NECESSARILY INCREASE THE PROPENSITY TO
DEVELOP INTERNAL HERNIAS Nissin Nahmias,
MDTejwant Datta, MDAlfred Trang, MDRamsey M Dallal,
MD, Albert Einstein Healthcare Network

P018 REPAIR OF VENTRAL HERNIAS WITH PROSTHETIC
MESH DURING LAPAROSCOPIC GASTRIC BYPASS MAY
BE SAFE Tejwant Datta, MDNissin Nahmias, MDAlfred
Trang, MDRamsey M Dallal, MD, Albert Einstein
Healthcare Network

P019 MESENTERIC DEFECT CLOSURE AND PREVENTION
OF INTERNAL HERNIATION FOLLOWING
LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS Neel R
Joshi, MDEraj Basseri, MDSamuel Kashani, MDGregg K
Nishi, MDScott Cunneen, MDEdward H Phillips,
MDTheodore M Khalili, MD, Department of Surgery,
Cedars-Sinai Medical Center, Los Angeles, CA

P020 SINGLE CENTER BARIATRIC SURGERY EXPERIENCE
WITH AN OPTICAL ACCESS TROCAR IN AN UNINSUF-
FLATED ABDOMEN AND A CRITICAL REVIEW OF MINI-
MALLY INVASIVE PERITONEAL ACCESS TECHNIQUES
Nari Sabeti, MDMichael Tarnoff, MDScott Shikora,
MDJulie Kim, MD, Tufts New England Medical Center,
Department of Surgery

P021 PORTAL VENOUS GAS ONE YEAR AFTER LAPARO-
SCOPIC ROUX-EN-Y GASTRIC BYPASS.  A CASE
REPORT OF A UNIQUE PATHOLOGY. Catharine Martone,
MDPaul Thodiyl, MDPiotr Gorecki, MD, Department of
Surgery, New York Methodist Hospital, Brooklyn, NY

P022 QUALITY OF LIFE SIGNIFICANTLY IMPROVES AFTER
LAPAROSCOPIC GASTRIC BYPASS Piotr Gorecki, MD
Shunling Tsang, MPH, Department of Surgery, New York
Methodist Hospital, Brooklyn, New York; St. George’s
University School of Medicine, Grenada, West Indies

P023 VAGAL BLOCKING FOR OBESITY CONTROL (VBLOC) :
INTERIM SIX MONTH RESULTS IN AN ONGOING TRIAL
USING A SECOND GENERATION SYSTEM J Toouli, MDB
Kulseng, MDU Keller, MDL Kow, MDR Marvik, MDG
Johnsen, MDD M Frey, MDK S Tweden, PhDR R Wilson,
MDC J Billington, MD, Flinders Medical Centre,  Adelaide,
Australia; National Center for Advanced Laparoscopic
Surgery, Trondheim, Norway; University Hospital, Basel,
Switzerland; EnteroMedics Inc., St. Paul, MN, USA;
University of Minnesota, Minneapolis, MN, USA

P024 PROSPECTIVE ANALYSIS OF THE RESOLUTION OF
ASTHMA IN LAPAROSCOPIC GASTRIC BYPASS
PATIENTS Piotr Gorecki, MDCatherine W Gribbin,
MPHLeslie Wise, MD, New York Methodist Hospital
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P025 UTILITY OF DRAINAGE CATHETERS FOR GASTROJE-

JUNAL LEAKS AFTER LAPAROSCOPIC ROUX-EN-Y GAS-
TRIC BYPASS: A RETROSPECTIVE REVIEW OF 434
CASES Irfan I Wadiwala, DOAnn M Rogers, MDEric M
Pauli, MDTimothy R Shope, MDRandy S Haluck, MD,
Department of Surgery, Penn State College of Medicine,
Hershey, PA USA

P026 DEFINING DIFFERENCES AMONG THOSE WHO
SUCCEED  IN COMPARED TO THOSE WHO FAIL TO
LOSE SIGNIFICANT EXCESSIVE WEIGHT AFTER
BARIATRIC SURGERY Brad E Snyder, MDAlex Nguyen,
MDBiju Lukose, MDSherman Yu, MDTerry Scarborough,
MDErik Wilson, MD, University of Texas Health Sciences
Center in Houston

P027 THE VAD-BAND, A PROMISING NEW TECHNIQUE FOR
MORBIDLY OBESE POTENTIAL CARDIAC TRANSPLANT
CANDIDATES Shahzeer Karmali, MDJohn F Sweeney,
MDOscar H Frazier, MDKimberly Yee, MDFrancis C
Brunicardi, MDVadim Sherman, MD, Baylor College of
Medicine, Michael E Debakey Department of Surgery,
Division of General & Cardio-thoracic Surgery

P028 ANATOMICAL MEASUREMENTS OF THE GASTRIC
CARDIA IN OBESE PATIENTS A Katharine Hindle, MD
Fred Brody, MBA, MDFlorencia Gonzalez, MPH, The
George Washington University Medical Center,
Washington DC

P029 EARLY RESULTS AFTER LAPAROSCOPIC SLEEVE GAS-
TRECTOMY FOR MORBID OBESITY Philippe A Topart,
MDGuillaume Becouarn, MD, Societe de Chirurgie
Viscerale-Clinique de l’Anjou-Angers

P030 LAPAROSCOPIC GASTROTOMY FOR ACCESSING
GASTRIC REMNANT IN PATIENTS WITH CHOLEDO-
CHOLITHIASIS STATUS POST ROUX-EN-Y GASTRIC
BYPASS SURGERY, REPORT OF TWO CASES. Alberto J
Gonzalez, MDDerek Robinson, MDJerry Kitchens,
MDKenneth Sigman, MD, Baptist Health System, Trinity
Hospital, Birmingham, Alabama, USA. 

P031 NATURAL ORIFICE SURGERY: INITIAL US EXPERIENCE
UTILIZING THE STOMAPHYX™ DEVICE TO REDUCE
GASTRIC POUCHES AFTER ROUX-EN-Y GASTRIC
BYPASS Dean Mikami, MDBradley Needleman, MDVimal
Narula, MDLynn Happel, MDJason Roland, MD Simon
Bergman, MDJanice Durant, RNJacques Himpens*, MDW
S Melvin, MD, The Ohio State University Center for
Minimally Invasive Surgery, Columbus,  OH and *St.
Blasius Hospital, Dendermonde, BE

P032 EFFECT OF THE GASTRO-JEJUNAL ANASTOMOTIC
STRICTURE ON WEIGHT LOSS AFTER LAPAROSCOPIC
ROUX-EN-Y GASTRIC BYPASS Biju m Lukose, MDBrad
Snyder, MDTerry Scarborough, MDSherman Yu, MDErik
B Wilson, MD, Department of Surgery, The University of
Texas Health Science Center Houston

P033 OPTICAL ACCESS TROCAR USE IN A BARIATRIC POP-
ULATION WITH HIGH PERCENTAGE OF PRIOR ABDOMI-
NAL OPERATIONS Jovenel Cherenfant, MDEric M Pauli,
MDMindy Nace, MDTimothy R Shope, MDRandy S
Haluck, MD, Department of Surgery, Penn State College
of Medicine, Hershey, PA USA

P034 RESOLUTION OF COMORBIDITIES FOLLOWING
LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS. A
PROSPECTIVE ANALYSIS OF 434 PATIENTS. Kevin Cho,
MDPiotr Gorecki, MDJames Rucinski, MD, New York
Methodist Hospital, Brooklyn, New York

P035 IMMEDIATE POSTOPERATIVE AMBULATION MINI-
MIZES THOMBOEMBOLIC COMPLICATIONS FOLLOW-
ING A LAPAROSCOPIC GASTRIC BYPASS. A PROSPEC-
TIVE ANALYSIS OF 461 PATIENTS. Piotr Gorecki,
MDMarcus D’Ayala, MDCatharine Martone, MD,
Department of Surgery, New York Methodist Hospital,
Brooklyn, NY

P036 EXCESS ROUX-LIMB HOOK SYNDROME – A PRE-
VENTABLE CAUSE OF DISABILITY AFTER LAPAROSCOP-
IC GASTRIC BYPASS. Francesco Palazzo, MDCharlotte
Rabl, MDAndrew M Posselt, MDGuilherme M Campos,
MD, Bariatric Surgery Program, Department of Surgery,
University of California San Francisco, San Francisco, CA.

P037 PREOPERATIVE PARATHYROID HORMONE LEVELS IN
GASTRIC BYPASS PATIENTS DO NOT VARY SEASONAL-
LY BUT DO CORRELATE WITH BODY MASS INDEX
Shannon J Graewin, MDDeborah A Andris, MSPeter R
Nuttleman, MDJames R Wallace, MD, Department of
Surgery, Medical College of Wisconsin

P038 WHAT INFLUENCES FOLLOW-UP AFTER GASTRIC
BYPASS SURGERY? Gavitt Woodard, BAJohn R Downey,
BAJohn M Morton, MD, Stanford Department of Surgery

P039 LAPAROSCOPIC REPAIR OF PERFORATED MARGINAL
ULCER FOLLOWING LAPAROSCOPIC ROUX-EN-Y GAS-
TRIC BYPASS: A CASE SERIES Andrew A Wheeler, MD
Scott T Matz, BSNicole M Fearing, MDRoger A de la Torre,
MDJames S Scott, MD, University of Missouri-Columbia

P040 INITIAL FILL VOLUMES: VG LAP-BAND VERSUS THE
NEW AP LAP-BAND John P Cullen, MDAdam Spivack, MD
Garth R Jacobsen, MDBryan J Sandler, MDMark A
Talamini, MDYoav Mintz, MDSantiago Horgan, MD,
Department of Surgery, University of California San Diego

P041 INTERNAL HERNIATION SECONDARY TO THE ANTI-
OBSTRUCTION STITCH AT THE JEJUNO-JEJUNOSTO-
MY IN ROUX-EN-Y GASTRIC BYPASS C Gruner, MDT R
Shankar, MDM Burch, MDL Chang, MDA Forse, MDD T
Hess, Boston University Medical Center

P042 LAPAROSCOPIC ADJUSTABLE GASTRIC BANDING
WITH TRUNCAL VAGOTOMY Kristen R Earle, MDMatt B
Martin, MDDavid H NewmanBen T Hoxworth, MD,
Central Carolina Surgery, PA; Moses Cone Health
Systems, Greensboro, NC

P043 ENDOSCOPY ASSISTED LAPAROSCOPIC REVISION OF
PRIOR BARIATRIC SURGERY Shady Macaron, MDKeith
Zuccala, MD, Danbury Hospital

P044 INTRAGASTRIC BALLOONS FOR OBESITY - A NOVEL
TECHNIQUE FOR MORE SECURE, QUICKER, AND LESS
EXPENSIVE OFFICE PLACEMENT AND REMOVAL.
Gustavo L Carvalho, PhDMoacir F Novaes, PhDNair C
Almeida, MDPedro C Albuquerque, MScMasaichi
Okazaki, MDChika WakiyamaPedro Paulo C Albuquerque
José Sérgio N SilvaElizabete P AndradeThiago G Vilaça,
UNIVERSIDADE DE PERNAMBUCO (UPE), FACULDADE
DE CI NCIAS MÉDICAS (FCM) and CLÍNICA CIRÚRGICA
VIDEOLAPAROSCÓPICA GUSTAVO CARVALHO, RECIFE -
PE, BRAZIL.

P045 RNY GASTRIC BYPASS CAUSES MORE WEIGHT LOSS
BUT LAP-BAND IS ASSOCIATED WITH FEWER COMPLI-
CATIONS AT 2 YEAR FOLLOWUP Amjad Ali, MD, Hamot
Medical Center, Bariatric Surgery Center of Excellence,
Erie PA

P046 SAFETY AND FUNCTIONALITY OF A NOVEL GASTRIC
SENSING AND ELECTRICAL STIMULATION DEVICE TO
TREAT T2DM OVERWEIGHT SUBJECTS J. Pilcher, MDM.
Kipnes, MDE. Soffer, MDJ. Conklin, MDS. Cunneen, MD,
1Diabetes and Glandular Disease Research Associates,
Inc. San Antonio, Texas and 2Cedars Sinai Medical
Center, Los Angeles, California

P047 PREVENTING ANASTOMOTIC AND STAPLE LINE
LEAKS AFTER LAPAROSCOPIC ROUX EN Y GASTRIC
BYPASS Terrence M Fullum, MDKanayochukwu J Aluka,
MDPatricia L Turner, MD, University of Maryland Medical
Center, Providence Hospital

P048 ELECTIVE LAPAROSCOPY FOR HERALD SYMPTOMS
OF MESENTERIC/INTERNAL HERNIA AFTER
LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS Alok D
Gandhi, DORobert E Brolin, MD, University Medical
Center at Princeton
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P049 LAPAROSCOPIC ROUX – EN – Y GASTRIC BY PASS

WITH JEJUNUN – ILEAL DIVERSIFICATION – TECHNIQUE
AND RESULTS. Jose Afonso Sallet, MDCarlos Eduardo
Pizani, MDFabio Bonaldi, MDPaulo Clemente Sallet, MD
Roberto Tussi Jr., MD, Sallet Institute of Medicine

P050 EVALUATION FOR POST-OP MALNUTRITION IN
LAPBAND PATIENTS Ramin Sorkhi, MDChristina Li, MD
Naveen Pokala, MDMarvin TanNancy LumAlex Gandsas,
MD, Sinai Hospital, Baltimore

P051 WEIGHT LOSS EXPECTATIONS AFTER LAPAROSCOPIC
GASTRIC BYPASS ARE INFLUENCED BY PREOPERATIVE
BODY MASS INDEX. Ioannis Raftopoulos, PhDCarolyn
Martindale, RNAndrea Cronin, RNJeffrey Steinberg, MD,
Bariatric Center, Dept of Surgery, St. Francis Hospital
and Medical Center, Hartford, CT and University of
Pittsburgh School of Medicine, Pittsburgh, PA

P052 LAPAROSCOPIC BIDIRECTIONAL
JEJUNOJEJUNOSTOMY DURING LAPAROSCOPIC
ROUX-EN-Y GASTRIC BYPASS Nathaniel Hill, DOSeema
Dhorjia, DOToni Green, DOTinamarie Juengert, RNLouis
Balsalma, DOMarc Neff, MD, Surgery, University of
Medicine and Dentistry of New Jersey SOM

P053 THE IMPACT OF BIO-ABSORBABLE STAPLE LINE RE-
ENFORCEMENT AND FIBRIN GLUE ON COMPLICATIONS
OF LAPAROSCOPIC GASTRIC BYPASS Corrigan L
McBride, MDBrandon Varnell, MDAtif Iqbal, MDYong K
Lee, MDJon S Thompson, MD, University of Nebraska
Medical Center

P054 LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS IN
PATIENTS WITH BODY MASS INDEX > 70KG/M2 J C
Roland, MDS Bergman, MDL C Happel, MDW S Melvin,
MDB J Needleman, MDP Muscarella, MDC H Cook, MDV
K Narula, MDD J Mikami, MD, The Ohio State University

P055 OVERVIEW ON ENDOLUMENAL THERAPY AND
N.O.T.E.S. IN OBESITY AND METABOLIC DISEASE
TREATMENT. WHAT WILL BE THE FUTURE? Jose Afonso
Sallet, MDPablo Miguel, MDCarlos Eduardo Pizani, MD
Fabio Bonaldi, MDPaulo Clemente Sallet, MDRoberto
Tussi Jr., MD, Sallet Institute of Medicine

P056 COMPARISON OF TWO DOSING REGIMENS OF LOW
MOLECULAR WEIGHT HEPARIN IN PATIENTS
UNDERGOING LAPAROSCOPIC BARIATRIC SURGERY
Erin P Simone, PhDAtul K Madan, MDDavid S Tichansky,
MD David Kuhl, MDMarilyn Lee, PhD, Section of
Minimally Invasive Surgery, University of Tennessee
Health Science Center and Regional Medical Center at
Memphis

P057 SOCIOECONOMIC PREDICTORS OF WEIGHT LOSS
AFTER LAPAROSCOPIC ROUX-Y GASTRIC BYPASS Ehab
A Elakkary, MDAbby Nerlinger, BSSunkyung Yu, MS
James Dziura, PhDKurt E Roberts, MDAndrew J Duffy,
MDRobert L Bell, MD, Yale University School of Medicine

P058 LONG-TERM FOLLOW UP AFTER SLEEVE GASTREC-
TOMY AS A FINAL APPROACH FOR MORBID OBESITY
Enrique Arias, MDPedro Martinez, MDKa Ming V Li,
MDPatricio Fajnwaks, MDSamuel Szomstein, MDRaul
Rosenthal, MD, Cleveland Clinic Florida

P059 THE IMPACT OF LAPAROSCOPY ON INFECTIOUS
COMPLICATIONS AFTER BARIATRIC SURGERY Renan
Rojas, MDSamuel Szomstein, MDRaul Rosenthal, MD,
Cleveland Clinic Florida

P060 INCIDENCE, ETIOLOGY, AND MANAGEMENT OF GAS-
TRIC REMNANT DILATION FOLLOWING LAPAROSCOPIC
ROUX-EN-Y GASTRIC BYPASS FOR MORBID OBESITY:
ANALYSIS OF 1963 CONSECUTIVE CASES Eva S Chan,
MDEnrique I Arias, MDSamuel Szomstein, MDRaul
Rosenthal, MD, Cleveland Clinic Florida

P061 FATE OF ASYMPTOMATIC GALLSTONES: THE NATU-
RAL HISTORY OF LEAVING GALLSTONES BEHIND DUR-
ING BARIATRIC PROCEDURES Nestor Pulido, MDKa
Ming V Li, MDPedro Martinez, MDPatricio Fajnwaks,
MDSamuel Szomstein, MDRaul Rosenthal, MD,
Cleveland Clinic Florida

P062 REDUCING THE INCIDENCE OF GASTRIC PROLAPSE
AFTER ADJUSTABLE BANDING: A STITCH AWAY
Melissa Bagloo, MDManish Parikh, MDGeorge Fielding,
MD Christine Ren, MDMarina Kurian, MD, NYU School
of Medicine, Department of Surgery, New York, NY

P063 “COMPLICATIONS OF PERMANENT MESOCOLON
SUTURE”. AN UNUSUAL CONSEQUENCE OF RETRO-
COLIC ROUX EN Y GASTRIC BYPASS. Ahad M Khan, MD
Kelvin Higa, MDKeith Boone, MDAbdel -Rahman Nimeri,
MDKevin Kodama, MD, UCSF Fresno, CA

P064 INCIDENCE OF GALLSTONES AFTER SLEEVE GAS-
TRECTOMY Ka Ming V Li, MDNestor Pulido, MDPedro
Martinez, MDPatricio Fajnwaks, MDHei Ying Jin, MD
Samuel Szomstein, MDRaul Rosenthal, MD, Cleveland
Clinic Florida

P065 PREDICTORS OF SYMPTOMATIC GALLSTONES AFTER
BARIATRIC SURGERY: A MULTIVARIATE ANALYSIS OF
RISK FACTORS COMPARING GASTRIC BYPASS, GAS-
TRIC BANDING, AND SLEEVE GASTRECTOMY Ka Ming
V Li, MDNestor Pulido, MDPedro Martinez, MDPatricio
Fajnwaks, MDHei Ying Jin, MDSamuel Szomstein, MD
Raul Rosenthal, MD, Cleveland Clinic Florida

P066 OUTCOME OF LAPAROSCOPIC PLACEMENT OF AN
ADJUSTABLE GASTRIC BAND FOR MORBID OBESITY IN
PATIENTS WITH ESOPHAGEAL MOTILITY DISORDERS
Pedro Martinez, MDXinxiang Li, MDEnrique Arias, MD
Patricio Fajnwaks, MDSamuel Szomstein, MDRaul
Rosenthal, MD, Cleveland Clinic Florida

P067 LAPAROSCOPIC RETRO-GASTRIC RETRO-COLIC
ROUX-EN-Y GASTRIC BYPASS DOES NOT CAUSE
INCREASED INCIDENCE OF INTERNAL HERNIAS AND
OBSTRUCTIONS. Ahmad Bashir, MDIsam Hamdallah,
MD Kuldeep Singh, MDAndrew Averbach, MD, St Agnes
Hospital

P068 SAFETY AND COST EFFECTIVENESS OF SMALL
BOWEL EXTRACTION WITHOUT WOUND PROTECTION
IN LAPAROSCOPIC ROUX EN Y GASTRIC BYPASS Ian A
Villanueva, MDKeith S Gersin, MDB. Todd Heniford, MD
Timothy S Kuwada, MD, Department of General Surgery,
Carolinas Medical Center

P069 DRAIN AMYLASE LEVELS IN ROUX-EN-Y GASTRIC
BYPASS: WHAT IS A NORMAL VALUE? Ian A Villanueva,
MDKeith S Gersin, MDB. Todd Heniford, MDTimothy S
Kuwada, MD, Department of General Surgery, Carolinas
Medical Center

P070 IS BMI GREATER THEN 60 A PREDICTOR OF HIGHER
MORBIDITY AFTER A LAPAROSCOPIC ROUX EN Y GAS-
TRIC BYPASS? Leon Kushnir, MDT. Paul Singh, MDWard
Dunnican, MDWarner Wang, MDStephen Lopez, MD,
Albany Medical Center

P071 LAPAROSCOPIC CONVERSION OF VBG TO ROUX-EN-
Y GASTRIC BYPASS Ziad Amr, MDGarth Davis, MD
Robert Davis, MDPatrick R Reardon, MD, The Methodist
Hospital Department of Surgery

P072 QUALITY OF LIFE AS DETERMINED BY SF 36 HEALTH
SURVEY IS SIGNIFICANTLY IMPROVED FOLLOWING
LAPAROSCOPIC GASTRIC BYPASS. A PROSPECTIVE
ANALYSIS OF CONSECUTIVE 300 Piotr Gorecki,
MDShannon L Wong, MSPaul Theodiyil, MDWise Leslie,
MD, Methodist Hospital, Brooklyn, NY

P073 DOES LIBERAL IV FLUID ADMINISTRATION DECREASE
POST-OP NAUSEA AND VOMITING IN THE BARIATRIC
SURGERY PATIENT? A DOUBLE BLINDED,
RANDOMIZED TRIAL Daniel Wool, MDHouman
Soloman, MDHarry Lemmens, MDJohn Morton, MD,
Stanford Departments of Surgery and Anesthesia

P074 SHORT TERM OUTCOMES AFTER SIMULTANEOUS
LAPAROSCOPIC ADJUSTABLE GASTRIC BANDING
(LAGB) AND HIATAL HERNIA REPAIR (HHR) Maria V
Gorodner, MDAlberto S Gallo, MDFederico Moser,
MDSantiago Horgan, MDCarlos A Galvani, MD,
University of Illinois at Chicago



www.sages.org 154

S
A

G
E

S
2

0
0

8

SAGES 2008 Poster Listing
BASIC SCIENCE (cellular bio, physiology)
P075 CHRONIC ASPIRATION SHIFTS THE IMMUNUE

RESPONSE FROM TH-1 TO TH-2 IN A MURINE MODEL
OF ASTHMA Andrew S Barbas, MDTacy E Downing,
MDKeki R Balsara, MDHung-Enn TanGregory J
RubinsteinZoie E Holzknecht, BSBradley H Collins,
MDWilliam Parker, PhDRobert D Davis, MDShu S Lin,
MD, Duke University Medical Center

P076 SMALL SKIN INCISION DOSE NOT HAVE ANY BENEFI-
CIAL EFFECT ON CYTOKINE EXPRESSION IN MAL-
NOURISHED RATS AFTER LAPAROTOMY Nobuya
Ishibashi, MDYasumi Araki, MDShinjirou Mori,
MDYoshito Akagi, MDYutaka Ogata, MDKazuo Shirouzu,
MD, Kurume University School of Medicine

P077 EX-VIVO COMPARISON OF THE EFFICIENCIES OF
LOTUS® AND ETHICON®  ULTRASONIC INSTRUMENTS
E J Noble, MDK B Hosie, MD, Derriford Hospital,
Plymouth, UK

P078 INCISIONS DO NOT LINEARLY SUM Thane A Blinman,
MD, The Children’s Hospital of Philadelphia

P079 THE AIRSEAL TM : A NEW INSUFFLATION SYSTEM
FOR LAPAROSCOPIC SURGERY. PRELIMINARY DATA
CONCERNING PHYSIOLOGICAL CHANGES. Silvana PER-
RETTA, MDPierre Diemunsch, MDSimone MANGEANT,
MDBernard DALLEMAGNE, MDStéphanie KOESSLER,
MDRamon VILALLONGA PUY, MDJacques
MARESCAUX, MD, IRCAD/EITS, University Hospital of
Strasbourg, France

P080 DOES ELEVATED GASTRIC PH AFFECT THE
DETECTION OF GASTROESOPHAGEAL REFLUX USING
24 HR ESOPHAGEAL PH MONITORING? Shahin Ayazi,
MDPeter F Crookes, MDJessica M Leers, MDJeffrey A
Hagen, MDChristian G Peyre, MDAntereas H Hindoyan,
BACarolyn A Maher, BSSteven R DeMeester,
MDFarzaneh Banki, MDJohn C Lipham, MDTom R
DeMeester, MD, Department of Surgery, Keck School of
Medicine, University of Southern California, Los
Angeles, CA

P081 BILE REFLUX INDUCED MUTAGENESIS ON
ESOPHAGEAL EPITHELIUM IN AN ANIMAL MODEL AND
ITS EFFECT IN CELL SIGNALING Ben Selvan, MSAnu
Korula, MDAnoop Ramachandran, PhDJaya kumar, MSc
Sathish, MScGeorge, MS, Christian Medical College
,Vellore

P082 DYSREGULATION OF GENE EXPRESSION WITHIN THE
PPAR PATHWAY IN OBESE PATIENTS A Katharine Hindle,
MDJadd Koury, MDTimothy McCaffrey, PhDSidney Fu
MD, PhDFred Brody MBA, MD, The George Washington
University Medical Center, Washington, DC

P083 SURGICALLY CREATED TASTE AVERSIONS DEVELOP
IN RATS FOLLOWING ROUX-EN-Y GASTRIC BYPASS
David S Tichansky, MDJohn D Boughter, PhDRebecca
Glatt, MSJason Harper, MDKhurram A Khan, MDAtul K
Madan, MD, University of Tennessee Health Science
Center, Memphis, TN

P084 DECREASED EXPRESSION OF HEPATIC SIGNALING
PHOSPHOPROTEINS AFTER LAPAROSCOPIC AND
HAND-ASSISTED SURGERY Heidi Fitzgerald, MDYi Qiao,
BSUlrike Klueh, PhDDonald L Kreutzer, PhDDemitrius E
Litwin, MDYuri W Novitsky, MD, University of
Connecticut Health Center, University of Massachussetts
Medical Center

P085 EVALUATION OF INFLUENCE OF PNEUMOPERI-
TONEUM ON THE ABDOMINAL SOLID ORGANS BY
MICRODIALYSIS: EXPERIMENTAL STUDY Takashi Iwata
1), MDGreg Nowak 2), MDHiroki Mori 1), MDBo-Goran
Ericzon 2), MDMitsuo Shimada 1), MD, Department of
Digestive Surgery, the University of Tokushima 1),
Department for CLINTEC, Division of Transplantation
Surgery, Karolinska Institute, Karolinska University
Hospital, Huddinge 2)

COLORECTAL/INTESTINAL SURGERY
P086 COMPARISON BETWEEN OPEN AND LAPAROSCOPIC

SURGERY FOR COLORECTAL CANCER Jun-ichi Tanaka,
MDShungo Endo, MDFumio Ishida, MDEiji Hidaka, MD
Kishiko Tatsukawa, MDYuri Saito, MDMasahiko
Hashimoto, MDYoshi Kobayashi, MDShin-ei Kudo, MD,
Digestive Disease Center Showa University Northern
Yokohama Hospital

P087 SURGICAL TREATMENT OF APPENDICITIS WITH PERI-
TONITIS Elias HABIB, PhDMrine MEKKAOUI, PhDNicolas
Bapiyina, PhDAndré Elhadad, PhDDidier Brassier, PhD,
Department of Digestive and Thoracic Surgery, Robert
Ballanger Hospital, Aulnay Sous Bois, France

P088 LAPAROSCOPIC VS OPEN COLON RESECTION FOR
THE TREATMENT OF PERFORATED OR COMPLICATED
DIVERTICULAR DISEASE ( HINCHEY STAGE I AND II )
Goutaro Katsuno, MDMasaki Fukunaga, MDMasahiko
Sugano, MDKunihiko Nagakari, MDShuichi Sakamoto,
MDMasaru Suda, MDSeiichiro Yoshikawa, MD, Juntendo
Urayasu Hospital, Juntendo University

P089 INITIAL RESULTS OF OMENTAL PEDICLED SHELF
AFTER RECTAL RESECTION Munir A RathoreArti
GargMuhammad I BhattiLiz HandMohey IsmailVictor
Loughlin, Department of Surgery, Lagan Valley Hospital
Lisburn N/Ireland UK

P090 IDENTIFICATION OF FACTORS AFFECTED BY A
LEARNING CURVE FOR LAPAROSCOPIC RECTAL RESEC-
TION Masaaki ItoMasanori Sugito, DOYusuke Nishizawa,
DOAkihiro Kobayashi, DONorio Saito, DO, Department of
Colorectal and Pelvic Surgery, National Cancer Center
Hospital East, Japan

P091 RETROSPECTIVE STUDY COMPARING LAPAROSCOPIC
AND OPEN RESECTION FOR TRANSEVERSE COLON
CANCER YUSUKE NISHIZAWA, PhDMASAAKI ITO,
PhDMASANORI SUGITOU, PhDNORIO SAITO, PhD,
Colorectal and pelvic surgery division, national cancer
center hospital east,Japan

P092 HOW SHOULD WE DIVIDE THE DISTAL RECTUM IN
LAPAROSCOPIC LOW ANTERIOR RESECTION OF THE
RECTUM? Yuichiro Kikawa, MDYoshihiko Nakamoto,
MDMasaaki Ogata, MDMitsuo Yamamoto, MD, Kobe City
Medical Center West Hospital  

P093 SYSTEMATIC LITERATURE REVIEW TO EVALUATE
ECONOMIC OUTCOMES OF THE ELECTROTHERMAL
BIPOLAR VESSEL SEALING SYSTEM (LIGASURE™)
VERSUS OTHER METHODS FOR SURGICAL HEMOSTA-
SIS Alex Macario, MDJennifer Sypal, RNTodd Heniford,
MD, Stanford University

P094 A CLINICAL TRIAL OF A TOOL REMOVING THE SMALL
INTESTINE FROM THE PELVIC SPACE USING A NEW
CONCEPT Kazuki Yamashita, MDHideo Okumura,
MDYasuo Oka, MDAtsushi Urakami, MDHideo Urakami,
MDKatsumichi Iki, MDToshihiro Hirai, MDTsukasa
Tsunoda, MD, Kawasaki Medical School, Dept. of Sugery

P095 LAPAROSCOPIC TRANSVERSE COLON CANCER
RESECTION WITH LYMPHADENECTOMY Shigeki
Yamaguchi, MDShutaro Ozawa, MDTakahiro Sato, MD,
Saitama Medical University International Medical Center

P096 SECURE AND UNIFORM TRANSECTION / ANASTOMO-
SIS IN THE LAPAROSCOPE-ASSISTED ANTERIOR RESEC-
TION OF RECTAL CANCER: COMPARISON OF THREE
METHODS Fumihiro Uchikoshi, MDOsamu Yamada,
MDMie Hiraiwa, MDTakahiko Tatsumi, MDHiroki Akamatsu,
MDMasaaki Nakahara, MD, Department of Surgery,
Tatsumi clinic & Hospital, Ikeda, Osaka, JAPAN, Department
of Surgery, Osaka Police Hospital, Osaka, Osaka, JAPAN

P097 LAPAROSCOPIC SURGERY FOR ADVANCED RECTAL
CANCER YS LeeHJ KimWK KangJK ParkST OhJG KimYH
Kim, The Catholic University of Korea
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P098 EVALUATION OF LEARNING CURVE RELATING TO

SHORT-TERM ONCOLOGIC PARAMETERS FOR LAPARO-
SCOPIC SURGERY IN PATIENTS WITH RECTO-SIGMOID
CARCINOMA Chandrakanth Are, MDPrete P Francesco,
MD Prete F Francesco, MD, Division of Surgical
Oncology, Department of Surgery, Eppley Cancer Centre,
University of Nebraska Medical Centre, Division of
General Surgery, University of Bari, Italy, Department of
Surgery, University of Foggia, Italy

P099 LAPAROSCOPIC SIGMOIDECTOMY (LS).  INMEDIATE
OUTCOME IN RELATION TO PRIMARY DISEASE. EM
Targarona, MDC Balague, MDC Martinez, MDL Pallares,
MDP Martinez, MDM Trias, MD, Service of Surgery.
Hospital Santpau

P100 FAST TRACKING SUSPECTED COLORECTAL CANCER
PATIENTS – IS IT TIME TO REFLECT OUR CURRENT
PRACTICE? RAK Reddy, MDAnil Agarwal, MD, ,
University Hospital of North Tees, Stockton on Tees

P101 SINGLE SURGEON SURGERY: 3 TROCAR TECHNIQUE
FOR COLON RESECTION Elsa B Valsdottir, MDJohn H
Marks, MDShadi Yarandi, MDDavid Newman, MSGerald
Marks, MD, Lankenau Hospital and Institue for Medical
Research

P102 THE ROLE OF LAPAROSCOPIC COLON RESECTION FOR
DIVERTICULITIS Elsa B Valsdottir, MDJohn H Marks, MD
Shadi S Yarandi, MDDavid Newman, MS Gerald Marks,
MD, Lankenau Hospital and Institue for Medical Research

P103 LAPAROSCOPIC VERSUS OPEN APPENDECTOMY: A
COST ANALYSIS FOR TREATMENT OF SOCIALLY-
INSURED PATIENTS IN AN URBAN MEDICAL CENTER
Emil Shakov, MDVincent Huang, BSVincent A DeBari,
PhDDerick Christian, MD, St Francis Medical Center,
Seton Hall School of Graduate Medical Education

P104 CT SCANS AND ACUTE APPENDICITIS; A FIVE YEAR
ANALYSIS FROM A RURAL, TEACHING HOSPITAL
Siddharth Bhende, MDToms Augustin, MDKeyur Chavda,
MDDavid Scordino, BSThomas J VanderMeer, MDBurt
Cagir, MD, Department of surgery, Guthrie-Robert Packer
hospital, Sayre, Pennsylvania.

P105 CURRENT STATUS OF LAPAROSCOPY-ASSISTED
SURGERY FOR COLORECTAL CANCER IN CANCER
INSTITUTE HOSPITAL IN JAPAN Hiroya Kuroyanagi,
MDMasatoshi Oya, MDMasashi Ueno, MDToshiharu
Yamaguchi, MDTetsuichiro Muto, MDYoshiya Fujimoto,
MD, Department of Gastroenterological Surgery, Cancer
Institute Hospital

P106 THE VALUE OF LAPAROSCOPY IN MANAGEMENT OF
PENETRATING RECTAL INJURIES Christian Massier,
MDRapheal Chung, MDNaveed Ahmed, MD, Huron
Hospital/Cleveland Clinic

P107 LAPAROSCOPIC COLON RESECTIONS IN ELDERLY. A
COMMUNITY HOSPITAL EXPERIENCE AND COMPARI-
SON. Dan Enger Ruiz, MDJames Lee, BALisa Burke,
MPAJames Turner, MDHoward Tiszenkel, MD, New York
Hospital Queens

P108 INCIDENCE OF COLONIC POLYPS AFTER BARIATRIC
PROCEDURES Badma Bashankaev, MDMarat Khaikin,
MD Daniel Melero, MDDavid Vivas, MDBianca Santori,
MD Dana R Sands, MDEric G Weiss, MDJuan J
Nogueras, MDSamuel Szomstein, MDRaul J Rosenthal,
MDSteven D Wexner, MD, Cleveland Clinic Florida

P109 CONVERSION IN LAPAROSCOPIC SURGERY: DO
INTRAOPERATIVE COMPLICATIONS INFLUENCE OUT-
COME? Chung Kang Yang, MDBashar Safar, MDSanjay
Jobanputra, MDHeiying Jin, MDVicky Ka Ming Li,
MDDana R Sands, MDEric G Weiss, MDJuan J Nogueras,
MDSteven D Wexner, MD, Cleveland Clinic Florida

P110 RESIDENTS LEARNING LAPAROSCOPIC COLONIC
RESECTIONS. IS IT SAFE? Nicolás Rotholtz, MD
Maximiliano Bun, MDGerardo Zanoni, MDLaura Aued,
MD Alexandra Mandry, MDMariano Laporte, MDSandra
Lencinas, MD, Colorectal Surgery Section. General
Surgery Department. Hospital Alemán de Buenos Aires.

P111 LAPROSCOPIC-ASSISTED SURGERY FOR STAGE IIIC
OF COLORECTAL CANCER Shunichi Osada, MD
Mitsuyoshi Ota, MDYasushi Ichikawa, MD Shigeru
Yamagishi, MD Shoichi Fujii, MDShigeo Ooki, MDHiroshi
Shimada, MD, Department of Gastroenterological
Surgery, Yokohama City University Graduate School

P112 LAPAROSCOPIC SURGERY FOR TREATMENT OF
LARGE GASTRIC BEZOARS Salam Zeini, MDMichel
Vionnet, MDPhilippe Stadler, MDGeorges Eduard
Barraud, MD, Hospital Intercantonal of Payerne -
Department of Surgery - Switzerland

P113 WHAT IS THE APPROPRIATE LEVEL OF THE REGION-
AL LYMPH NODE DISSECTION, WHEN WE PERFORM
THE LAPAROSCOPIC SURGERY FOR T1 COLORECTAL
CANCER? Hirofumi Imoto, MDTakeshi Naitoh, MD
Masaya Oikawa, MDTetsuya Kakita, MDHiroshi Honda,
MD Takashi Tsuchiya, MD, Department of Surgery,
Sendai City Medical Center

P114 WHAT IS THE BENEFIT OF THE LAPAROSCOPIC
APPROACH TO RESTORATIVE PROCTOCOLECTOMY?  A
COMPARATIVE STUDY Virgilio V George, MDJames W
Fleshman, MDElisa H Birnbaum, MDIra J Kodner,
MDDavid W Dietz, MDThomas E Read, MDMatthew G
Mutch, MD, Washington University, Department of
Surgery,Section of Colon and rectal Surgery,St.Louis,MO

P115 MODIFICATION OF LAPAROSCOPIC RECTAL SURGERY
Yosuke Fukunaga, MDMasayuki Higashino, PhDShinnya
tanimura, MDMasashi Takemura, MDYushi Fujiwara,
MDYoshinori Tanaka, MD, Osaka City General Hospital

P116 SENTINEL NODE NAVIGATION FOR COLORECTAL
CANCER INCLUDING LAPAROSCOPIC APPROACH :
ADOPTION OF MORE PRACTICAL METHODS In Taik
Chang, MDJun Seok Park, MDYong Gum Park, MDYoo
Shin Choi, MDBeom Gyu Kim, MDEon sub Park,
MDSoon Auck Hong, Department of Surgery,
Department of Pathology, Chung-Ang University
Hospital, Seoul, Korea

P117 HAND-ASSISTED LAPAROSCOPIC HARTMANN’S
REVERSAL IS AN EFFICACIOUS AND EFFICIENT PROCE-
DURE: A CASE CONTROL STUDY élie K CHOUILLARD,
MDRob CAMPBELL, MDEmmanuel Z RIVKINE, MDToufic
J ATA, MDléon W MAGGIORI, MDLéonor BENHAIM,
MDAbe L FINGERHUT, MD, General and Minimally
Invasive Surgery, Poissy Medical Center, France

P118 LAPAROSCOPIC VS OPEN ABDOMINOPERINEAL
RESECTION FOR RECTAL CANCER Kazunori TSUKUDA,
MDEiji IKEDA, MD, Okayama Red Cross General Hospital

P119 LAPAROSCOPIC COLECTOMY FOR SEVERE ULCERA-
TIVE COLITIS IN PREGNANCY R. Douglas Matthews,
MDRaymond R Price, MD, Department of Surgery,
University of Utah Affiliated Programs, LDS Hospital and
Intermountain Healthcare, Salt Lake City, UT

P120 LAPAROSCOPIC SURGERY FOR TRANSVERSE COLON
CANCER:TRANSVERSE COLECTOMY VS. RIGHT OR LEFT
EXTENDED COLECTOMY YS LeeHJ KimSC LeeCH AhnST
OhJG KimYH Kim, The Catholic University of Korea

P121 HAND ASSISTED LAPAROSCOPIC SURGERY FOR
SEVERE ULCERATIVE COLITIS IN A SEMI-EMERGENCY
SETTING Kiyokazu Nakajima, MDRiichiro Nezu, MD
Toshinori Ito, MDToshirou Nishida, MD, Department of
Surgery, Osaka University Graduate School of Medicine,
Osaka, Japan

P122 HAND-ASSISTED LAPAROSCOPIC COLECTOMY FOR
COLON CANCER: EARLY CLINICAL AND ONCOLOGIC
OUTCOMES COMPARISON WITH CASE-MATCHED OPEN
COLECTOMIES. John M Aversa Jr, DOAndrea Ferrara,
MD Paul Williamson, MDJoseph Gallagher, MDSamuel
DeJesus, MDNicholas Robinson, MD, Colon and Rectal
Clinic of Orlando and Orlando Regional Medical Center
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P123 NUCLEOTIDE-GUIDED MESORECTAL EXCISION

(NGME) DURING TRANSANAL ENDOSCOPIC MICRO-
SURGERY (TEM) FOR RECTAL CANCER: PRELIMINARY
STUDY Emanuele Lezoche, MDAlessandro M Paganini,
PhDGiancarlo D’Ambrosio, MDAdriana Rotundo,
MDGiovanni Lezoche, MDLuciana Barchetti, MDPietro
Ursi, MDAntonella Lamazza, MD, Chirurgia
Endolaparoscopica e Tecnologie Avanzate, Department
of Surgery “Paride Stefanini”, University of Rome “La
Sapienza”, Rome, Italy

P124 MINIMALLY INVASIVE COLORECTAL RESECTION IS
ASSOCIATED WITH A TEMPORARY DECREASE IN FGF-2
LEVELS IN BOTH CANCER AND BENIGN INDICATION
PATIENTS. Shantha Kumara HMC, PhDKim IY,
MDDujovny N, MDHyman N, MDKalady M, MDArnell T,
MDFoster M, BSWhelan RL, MD, Columbia University
College of Physician & Surgeons, New York, New York;
Spectrum Health Hospital, Grand Rapids, Michigan; The
Cleveland Clinic Foundation, Cleveland Ohio; Fletcher
Allen Health Care, Burlington, Vermont

P125 MINIMALLY INVASIVE COLORECTAL RESECTION FOR
CANCER BUT NOT BENIGN DISEASE IS ASSOCIATED
WITH A SHORT LIVED DECREASE IN SOLUBLE TIE-2
RECEPTOR LEVELS WHICH LIKELY PROMOTES VEGF-
MEDIATED ANGIOGENESIS Shantha Kumara HMC, PhD
Kim IY, MDKalady M, MDKim D, MDHyman N, MD
Feingold D, MDMoradi D, BSWhelan RL, MD, Columbia
University College of Physician & Surgeons, New York,
New York; Spectrum Health Hospital, Grand Rapids,
Michigan; The Cleveland Clinic Foundation, Cleveland
Ohio; Fletcher Allen Health Care, Burlington, Vermont

P126 MINIMALLY INVASIVE COLORECTAL RESECTION FOR
MALIGNANT DISEASE IS ASSOCIATED WITH AN EARLY
DECREASE IN TGF BETA PLASMA LEVELS ONE DAY
POSTOP AND THEN AN INCREASE IN LEVELS IN THE
SECOND WEEK AFTER SURGERY Shantha Kumara
HMC, PhDKim IY, MDLuchtefeld M, MDKalady M,
MDHyman N, MDArnell T, MDBaxter R, BSWhelan RL,
MD, Columbia University College of Physician &
Surgeons, New York, New York; Spectrum Health
Hospital, Grand Rapids, Michigan; The Cleveland Clinic
Foundation, Cleveland, Ohio; Fletcher Allen Health Care,
Burlington, Vermont

P127 FACTORS ASSOCIATED WITH COLOSTOMY
REVERSAL Sanjay Daluvoy, MDFlorencia Gonzalez,
MPHKay Vaziri, MDAdheesh Sabnis, MDFred Brody
MBA, MD, The George Washington University Medical
Center, Washington DC

P128 A COMPARISON STUDY OF LAPAROSCOPIC , HAND-
ASSISTED LAPAROSCOPIC, AND OPEN TECHNIQUES
FOR TREATMENT OF COMPLICATED DIVERTICULITIS
Marsha A Harris, MDAndrea Ferrara, MDJoseph
Gallagher, MDSamuel DeJesus, MDPaul Williamson, MD,
Colon and Rectal Clinics of Orlando, Orlando Regional
Health System, Orlando, Florida

P129 GANGLIOCYTIC PARAGANGLIOMA OF THE APPENDIX
Sabino Zani, MDClayton A Frenzel, DOIbrahim Daoud,
MDBruce Bernstein, PhD, The University of Connecticut
St. Francis Hospital

P130 RISK FACTORS FOR POSTOPERATIVE BLEEDING
AFTER LAPAROSCOPIC APPENDECTOMY - STAPLE SIZE
MATTERS Jerad P Miller, MDNabil Habash, MDMichael
Bauer, MDMatthew Campbell, MDMelinda Jack,
MDSamedyar Durrani, MDAaron Kulwicki, MDAdam
Zockowski, MD, Mount Carmel Medical Center,
Columbus, Ohio

P131 USE OF ROUTINE INTRAOPERATIVE ENDOSCOPY IN
ELECTIVE LAPAROSCOPIC COLORECTAL SURGERY -
CAN IT FURTHER AVOID ANASTOMOTIC FAILURE? Ka
Ming V Li, MDSteven D Wexner, MDNestor Pulido,
MDHao Wang, MDHei Yin Jin, MDEric Weiss, MDJuan
Nogueras, MDDana Sands, MD, Cleveland Clinic Florida

P132 HAND-ASSISTED COLON RESECTION:  BETTER THAN
STANDARD LAPAROSCOPY? Sherief Shawki, MDPaula
Denoya, MDDana Sands, MDJuan Nogueras, MDSteven
Wexner, MDEric Weiss, MD, Cleveland Clinic Florida

P133 EXTRACORPOREAL VERSUS INTRACORPOREAL
ANASTOMOSIS AFTER LAPAROSCOPIC LEFT COLECTO-
MY – DOES IT MATTER? Andre L Moreira, MDRavi P
Kiran, MDDaniel Geisler, MDFeza H Remzi, MDVictor W
Fazio, MD, Cleveland Clinic

P134 COMPARISON OF THE INCIDENCE OF ANASTOMOTIC
LEAK FOLLOWING LAPAROSCOPIC AND OPEN LOW
ANTERIOR RESECTION Alex Jenny Ky, MDSanghyun A
Kim, MDErin C Ly, BA, Mount Sinai School of Medicine

P135 PRESENTATIONS OF YOUNG COLON CANCER
PATIENTS: A COMPARATIVE STUDY Molly A
PalilonisWilliam W HopeCindy LiaoCindy LyonsAmy E
Lincourt, PhDKent W Kercher, MDB. Todd Heniford, MPA,
Carolinas Medical Center

P136 THE ROLE OF PALLIATIVE INTRALUMINAL STENTS
FOR LARGE BOWEL OBSTRUCTION IN PATIENTS WITH
ADVANCED PELVIC MALIGNANCY Jon S Hourigan, MD
Nadav Dujovny, MDMartin A Luchtefeld, MDJay Carlson,
MDGordon Downey, MDCharles Harrison, MD, Michigan
State University/MMPC/Ferguson Clinic Colorectal
Surgery and Gynecologic Oncology of Western Michigan

P137 AN EVALUATION OF RECTAL CARCINOIDS: A TREND
TOWARDS EARLIER DETECTION AND TREATMENT
Laura C HansonWilliam W Hope, MDAmy E Lincourt,
PhDKeith S Gersin, MDKent W Kercher, MDB. Todd
Heniford, MD, Carolinas Medical Center

P138 SUCCESSFUL ONE-STAGE LAPAROSCOPIC OPERA-
TION USING TRANSANAL ILEUS TUBE FOR OBSTRUC-
TIVE COLORECTAL CANCER Yoshihito Ide, MDKazuyuki
Okada, MDKohei Murata, MD, Suita Municipal Hospital

P139 IMPACT OF CONVERSION ON THE OUTCOME AND
SURVIVAL FOLLOWING LAPAROSCOPIC RESECTION OF
COLORECTAL CANCER Albert CY Chan, MDJoe KM Fan,
MDWai Lun LAW, MD, Department of Surgery, University
of Hong Kong Medical Centre, Queen Mary Hospital

P140 FAST-TRACK REHABILITATION AFTER COLORECTAL
SURGERY – PROSPECTIVE ANALYSIS OF 100 CONSEC-
UTIVE PATIENTS. Miroslaw Szura, PhDPiotr Richter,
PhDCzeslaw Osuch, PhDJan Kulig, PhD, Ist Department
of General and GI Surgery, Jagiellonian University

COMPLICATIONS OF SURGERY
P141 OUTCOMES IN LAPAROSCOPICC

CHOLECYSTECTOMY (LS) DONE WITH OR WITHOUT
USING ENERGY SOURCES (ES): RESULTS OF A
PROSPECTIVE RANDOMIZED CONTROLLED STUDY Brij
B Agarwal, MD, Sir Ganga Ram Hospital , India.

P142 A NOVEL LAPAROSCOPIC APPROACH TO GASTROS-
TOMY SALVAGE FOLLOWING EARLY DISLODGMENT
Todd A Ponsky, MDLaura Johnson, MDArthur Nam,
MDJeffrey Lukish, MD, Children’s National Medical
Center, Rainbow Babies and Children’s Hospital

P143 ESOPHAGEAL PERFORATION AFTER GASTRIC
BALLOON EXTRACTION Dan Enger Ruiz, MDKelly
Vranas, BA Davida A Robinson, MDLiberato Salvatore,
MD James Turner, MDTalat Addasi, MD, New York
Hospital Queens

P144 THE PERFORATION OF THE GALLBLADDER IN CASES
OF INCIDENTAL GALLBLADDER CANCER- AND THE
INDICATION FOR THE USE OF  ISOLATION BAGS.
Thorsten Goetze, PhDVittorio Paolucci, PhD, Ketteler-
Clinic Department of Surgery

P145 HERNIATION THROUGH FALCIFORM LIGAMENT – A
RARE CAUSE OF SMALL BOWEL OBSTRUCTION FOL-
LOWING LAPAROSCOPIC SURGERY RAK Reddy, MD
Camilla Whitton, BS, University Hospital of North Tees
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P146 SHORT BOWEL SYNDROME FOLLOWING

LAPAROSCOPIC PROCEDURES C L McBride, MDJ S
Thompson, MDD Oleynikov, MDD Sudan, DO, University
of Nebraska Medical Center

P147 THERMAL INJURY SECONDARY TO THE
LAPAROSCOPIC FIBER OPTIC CABLE A Katharine Hindle,
MDFred Brody MBA, MDVernon HopkinsGreg
RosalesFlorencia Gonzalez, MPHArnold Schwartz PhD,
MD, The George Washington University Medical Center,
Washington, DC

P148 PREDICTORS OF POSTOPERATIVE PNEUMONIA
FOLLOWING LAPAROSCOPIC GASTRIC BYPASS
Brandon Williams, MDAlfonso Torquati, MDWillie V
Melvin, MDBarbara J Martin, RNWilliam O Richards, MD,
Vanderbilt University

P149 THE EFFECT OF LAPROSCOPIC STAPLERS ON
PORCINE SMALL BOWEL PERFUSION. Bilal M Shafi,
MDGabriel N Sanchez, MSVenita Chandra, MDJames K
Wall, MDMichael FierroCarlos M Mery, MDThomas
Krummel, MDMichael Gertner, MD, Department of
Surgery, Stanford University

EDUCATION/OUTCOMES
P150 LAPAROSCOPIC SUTURING SKILLS AFTER FIVE -DAY

SHORT PRACTICE USING BOX TRAINER Hideo
Fukuzumi, MDMasashi Kurobe, MDKazuhiko Yoshida,
MDKatsuhiko Yanaga, MD, Department of Surgey,The
Jikei University Schoo of Medicine

P151 AUDIO-VISUAL TRAINING SYSTEM IS SIMPLE AND
USEFUL METHOD FOR TRAINEES WITH VARIOUS SKILL
LEVELS IN LAPAROSCOPICALLY ASSISTED SURGERY.
Makoto Yoshida, MDTakao Hinoi, MDSatoshi Ikeda,
MDYuji Takakura, MDDaisuke Sumitani, MDHaruka
Takeda, MDKatushi Kawahori, MDMasazumi Okajima,
MD, Depatment of  Surgical Endoscopy and Surgical
Science. Graduate School of Biomedical Science,
Hiroshima University

P152 CONSIDERATION TO IMPROVE QUALITY OF THE SEC-
TION OF LAPAROSCOPIC CHOLECYSTECTOMY IN
ENDOSCOPIC SURGICAL SKILL QUALIFICATION IN
JAPAN Sumio MATSUMOTO, PhDHiromi TOKUMURA,
PhDYuichi YAMASHITA, PhDTaizo KIMURAToshiyuki
MORI, PhDMasaki KITAJIMA, PhD, ESSQS Committee of
the Japan Society for Endoscopic Surgery, Department
of Tokyo Medial Center, National Hospital Organization,
Tokyo, Japan Tokyo, Japan

P153 VIDEOLARYNGOSCOPIC INTUBATION: A NEW TEACH-
ING TOOL FOR RESIDENTS IN THE SURGICAL
INTENSIVE CARE UNIT Saurabh Jain, MDAmir H Vafa,
MDToshiko Nabuto, MDDaniel R Margulies, MDSalim Ali,
MDGeorge Berci, MDMatthew T Wilson, MD, Cedars-
Sinai Medical Center, Los Angeles CA

P154 TRANSFER OF BASIC SKILLS BETWEEN
LAPAROSCOPY AND COLONOSCOPY S.N. Buzink, MSc
S.M.B.I. Botden, MScJ. Heemskerk, MDE. Schoon, PhD
R.H.M. Goossens, PhDH. de Ridder, PhDJ.J. Jakimowicz,
PhD, Faculty of Industrial Design Engineering, Delft
University of Technology [SNB, RHMG, HdR]; Surgical
Department, Catharina Hospital Eindhoven [SNB, SMBIB,
JH, JJJ]; Gastroenterology department, Catharina
Hospital Eindhoven [ES]. The Netherlands

P155 VALIDATION OF LAPAROSCOPIC SURGICAL SKILLS
TRAINING OUTSIDE THE OPERATING ROOM: A LONG
ROAD Nancy J Hogle, MSLily Chang, MDVivian E
Strong, MDAkuezunkpa O Ude, MDMika Sinaan,
MDRobert Bailey, MDDennis L Fowler, MD, College of
Physicians and Surgeons, Columbia University, New
York, NY, Virginia Mason Medical Center, Seattle, WA,
Memorial Sloan-Kettering Cancer Center, New York, NY,
University of Washington, Seattle, WA, University of
Miami Hospital, Miami, FL

P156 DOES TELEMENTORING SHORTEN THE PATHWAY TO
PROFICIENCY IN THE SIMULATION ENVIRONMENT? S
Tsuda, MDL Barrios, MDA Derevianko, MDN IriasB
Schneider, MDS Schwaitzberg, MDC Cao, PhDD B Jones,
MD, Beth Israel Deaconess Medical Center, Boston, MA,
USA

P157 PROSPECTIVE RANDOMIZED TRIAL OF TRANSFER OF
TRAINING IN THE DEVELOPMENT OF INTRACORPORE-
AL SUTURING SKILL IN NOVICES Claude Muresan, BS
Tommy H Lee, MDF Jacob Seagull, PhDAdrian Park, MD,
University of Maryland, Baltimore, MD

P158 LAPAROSCOPIC SURGERY VIDEOS (LSV) AS A ‘VISU-
AL AID’ IMPROVE MEDICAL STUDENT’S LEARNING OF
ANATOMY (MSLA): A RANDOMIZED CONTROLLED
STUDY. Brij B Agarwal, MDSneh Agarwal, MD, Sir
Ganga Ram Hospital & Lady Hardinge Medical College,
India.

P159 MIRROR IMAGE LAPAROSCOPIC TRAINING
IMPROVES TASK PERFORMANCE Ward J Dunnican, MD
T. Paul Singh, MDEmma Bendana, BSCharles J Dolce,
MD Thomas D Conlee, MDRakesh Ramakrishnan, BS
Ashar Ata, MPH, Albany Medical College, Stratton VA
Medical Center, Carolinas Medical Center

P160 THE IMPACT OF SURGICAL TEAM SIZE ON LAPARO-
SCOPIC SURGICAL PERFORMANCE Maria A Cassera, BS
Bin Zheng, PhDDanny V Martinec, BSLee L Swanstrom,
MD, Legacy Health System

P161 VALIDATION OF A SIMPLE CAMERA NAVIGATION
TRAINER Kimberly A Yee, MDShahzeer Karmali, MD
Stephanie Kreml, MDF Charles Brunicardi, MDVadim
Sherman, MD, Baylor College of Medicine

P162 FRAMING FAMILY CONVERSATION AFTER EARLY
DIAGNOSIS OF IATROGENIC INJURY AND INCIDENTAL
FINDINGS L Barrios, MDS TsudaA Derevianko, MDS
Barnett, MD D Moorman, MDCG L Cao, PhDA N Karavas,
MD D B Jones, MD, Beth Israel Deaconess Medical
Center, Boston, MA, USA

P163 ASSESSING QUALITY OF OPERATIVE PERFORMANCE
IN VIRTUAL REALITY LAPAROSCOPIC
CHOLECYSTECTOMY BY TRAINEES Sudip K Sarker, MD
Sanjay Ambagade, MDMaria Maciocco, MDBijen Patel,
MD, Royal Free & Royal London Hospitals

P164 CAN TRAINEE SURGEONS ACCURATELY SELF-
APPRAISE OPERATIVE PERFORMANCE IN
LAPAROSCOPIC SURGERY Sudip K Sarker, MDSanjay
Ambagade, MDMaria Maciocco, MDBijen Patel, MD,
Royal Free & Royal London Hospitals

P165 A NOVEL RATING SYSTEM EFFECTIVELY DIFFERENTI-
ATES RESIDENT SURGICAL PERFORMANCE ON A GAS-
TRECTOMY ANIMAL MODEL Farhad Zeinali, MDEric L
Marderstein, MDRoy Phitayakorn, MDJeffrey Marks,
MDMichael Rosen, MDJeffrey PonskyConor P Delaney,
MD, Department of Surgery, University Hospitals Case
Medical Center. Cleveland, OH

P166 ASSESSMENT OF SKILL IN THE TRAINING SEMINAR
FOR ACQUISITION OF FUNDAMENTALS OF ENDOSCOP-
IC SURGERY IN JAPAN Kazuo Tanoue, MDSatoshi Ieiri,
MDKozo Konishi, MDKenoki Ohuchida, MDDaisuke
Yoshida, MDTakanori Nakatuji, MDGoh Anegawa,
MDHideo Uehara, MDNaotaka Hashimoto, MDTakashi
Maeda, MDMakoto Hashizume, MD, Department of
Advanced Medicine and Innovative Technology, Kyushu
University Hospital,

P167 LAPAROSCOPIC INTRACORPOREAL SUTURING AND
KNOTTING TECHNIQUES-EXPERIENCES OF EDUCATION
Istvan Gal, PhDZoltan Szabo, PhD, Department of
Surgery, Bugat Pal Univ. Hosp. Gyongyos, Hungary,
M.O.E.T Institute, San Francisco, CA, USA

P168 BENEFITS OF LAPAROSCOPIC FELLOWSHIP TRAIN-
ING: A SURVEY OF FORMER FELLOWS Shanu N
Kothari, MDKara J Kallies, BAMichelle A Mathiason, MS,
Gundersen Lutheran Health System
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P169 SPEED-ACCURACY TRADEOFF IN VR SIMULATOR

WITH HAPTIC FEEDBACK Audrey Bell, BSEthan
MandelupSteven D Schwaitzberg, MDCaroline G Cao,
PhD, Tufts University, Cambridge Health Alliance

P170 LEARNING CURVE IN LAPAROSCOPIC SUTURING
WITH HAPTIC FEEDBACK Mi Zhou, MSSusan Tse, BS
Alex Derevianko, MD Daniel B Jones, MD Steven D
Schwaitzberg, MD Caroline G Cao, PhD, Tufts University,
Beth Israel Deaconess Medical Center, Cambridge Health
Alliance

P171 FACTORS PREDICTING LAPAROSCOPIC SKILL PER-
FORMANCE V. Terri Collin, PhDJulio A Clavijo-Alvarez,
MD Giselle G Hamad, MD, University of Pittsburgh

P172 APPLICATION OF VIRTUAL IMAGING TO SUPPORT
DIAGNOSIS, OPERATIVE PROCEDURES AND EDUCA-
TION IN LAPAROSCOPIC SURGERY Mitsuo Shimada,
MD Hobuhiro Kurita, MDMasanori Nishioka, MDKozo
Yoshikawa, MDFumiaki Masakiyo, PhDMitsuru Kubo,
PhD Noboru Niki, PhD, Departments of Surgery and
Optical Science and Technology, The University of
Tokushima

P173 PROFICIENCY-BASED FLS SKILLS TRAINING RESULTS
IN DURABLE PERFORMANCE IMPROVEMENT AND UNI-
FORM CERTIFICATION PASS RATE Mouza T Goova, MD
E. Matt Ritter, MDSeifu T Tesfay, MSElisabeth A
Pimentel, BARobert Hartzler, BSDaniel J Scott, MD,
Southwestern Center for Minimally Invasive Surgery, UT
Southwestern Medical center, Dalls, Texas. Uniformed
Services University, Bethesda, Maryland

P174 FLS TEST  IS TRANSFERABLE TO PROMIS
SIMULATOR Eric S Hungness, MDAlbert Amini, BADeb E
Rooney, MSEric T Volckman, MDNathaniel J Soper, MD,
Feinberg School of Medicine, Northwestern University,
Chicago, IL

P175 PRE-TRAINING ON VIRTUAL REALITY PRIOR TO THE
FUNDAMENTALS OF LAPAROSCOPIC SURGERY (FLS):
IS IT BENEFICIAL? Elisabeth A Pimentel, BAMarion
Powell, BSMark W Bowyer, MDE. Matthew Ritter, MD,
National Capital Area Medical Simulation Center,
Norman M. Rich Department of Surgery, Uniformed
Services University, Bethesda Maryland

P176 CURRENT STATUS OF LAPAROSPIC EDUCATION AND
TRAINING IN UNITED STATES SURGICAL RESIDENCY
PROGRAMS. ARE WE DOING ENOUGH? Kimberley E
Steele, MDJerome Lyn-Sue, MDGregory P Prokopowicz,
MDYvette Young, MDThomas Magnuson, MDMichael A
Schweitzer, MD, Johns Hopkins University School of
Medicine

P177 TRANS-ORAL TECHNIQUE FOR GASTROJEJUNOSTO-
MY IN LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS
CAN EASE LEARNING CURVE AND REDUCE COST L.
Felipe Chavarriaga, MDMichael Cook, MDBrent White,
MDLouis Jeansonne, MDNana Gletsu, PhDCheryl B
Parker, RNJohn Sweeney, MDS. Scott Davis, MDEdward
Lin, DO, EMORY University - Endosurgery-Bariatric Unit

P178 EVIDENCE BASED MEDICINE- DOES LOCAL CLINICAL
RESEARCH IMPACT ON LOCAL CLINICAL MANAGE-
MENT?  A PRELIMINARY INVESTIGATION Kara B
Wanchick, MDPaul A Lucha, DO, Naval Medical Center,
Portsmouth Virginia

P179 DEMONSTRATION OF INCREASING LAPAROSCOPIC
CLINICAL SKILL OVER TIME:  USE OF A NEW NET-
WORK-BASED RESIDENT ASSESSMENT TOOL. Eyad M
Wohaibi, MDDavid W Lin, MDDavid B Earle, MDNeal E
Seymour, MD, Baystate Medical Center, Department of
surgery, Tufts University School of Medicine, Springfield,
MA, USA

P180 EYE TRACKING AS A TOOL TO MEASURE LAPARO-
SCOPIC SKILL Gary Gecelter, MDDavid S Shin, MDCasey
Seideman, BSGeorge DeNoto, MDEugene Rubach,
MDLouis R Kavoussi, MDLee Richstone, MD, North
Shore/Long Island Jewish Health System

P181 NO CORRELATION BETWEEN SELF-REPORTED
MUSICAL INSTRUMENT EXPERIENCE AND GAINS IN
SELF-CONFIDENCE LEVELS OF TRAINEES UNDER-
GOING BASIC SKILLS TRAINING IN MINIMALLY
INVASIVE SURGERY John Paige, MDTong Yang, MD
Yarong Tang, BSRodney Hoxsey, MDAlan Marr, MD
Sharon Weintraub, MDJohn Hunt, MDSheila Chauvin,
PhD, Louisiana State University Health Sciences Center

P182 CHARACTERIZATION OF RAPID PERFORMANCE
IMPROVEMENT ON A COMPLEX LAPAROSCOPIC TASK
USING A VIRTUAL-REALITY TRAINER IN THE SAGES
LEARNING CENTER David W Lin, MDJohn R Romanelli,
MDXuan M Luu, MDRon W Bush, BSNeal E Seymour,
MD, Baystate Medical Center, Springfield,
Massachusetts, Tufts University School of Medicine,
Boston, Massachusetts

P183 SIMULATOR MOTION ANALYSIS METRICS DO NOT
ADD TO FLS SCORE IN PREDICTING INTRAOPERATIVE
LAPAROSCOPIC PERFORMANCE. G Sroka, MDL S
Feldman, MDJ Cao, PhDP Kaneva, MScG M Fried, MD,
McGill University, Montreal, Canada

P184 SUSTAINING LAPAROSCOPIC SUTURING
PROFICIENCY BY MAINTENANCE TESTING James R
Korndorffer Jr, MDCharles F Bellows, MD, Tulane
Universtiy Health Sciences Center

P185 THE VALUE OF MOTION METRICS FOR PROFICIENCY-
BASED TRAINING ON A VR SIMULATOR Dimitrios
Stefanidis, MDChristian Walters, MDChristina Acker, BSB
Todd Heniford, MD, Carolinas Medical Center

P186 A REALISTIC AND A VIRTUAL REALITY LAPAROSCOP-
IC INCISIONAL HERNIA REPAIR SIMULATOR OFFER
COMPLEMENTARY TRAINING WITH ACCEPTABLE
WORKLOAD Christian Walters, MDTodd B Heniford,
MDChristina Acker, BSDimitrios Stefanidis, MD,
Carolinas Medical Center

P187 FIVE YEAR EXPERIENCE IN LAPAROSCOPIC APPEN-
DECTOMY IN A PRIVATE GENERAL HOSPITAL IN
MEXICO CITY jorge fernandez, MDjesus iniguez, MD
gonzalo vargas, MDarmando baqueiro, MDjose m
gomez, MD, Hospital Espanol de Mexico

P188 TELESIMULATION: A NOVEL METHOD OF TEACHING
FLS IN AFRICA Allan Okrainec, MDGeorges Azzie, MD,
Department of Surgery, University of Toronto

P189 LTS2000-ISM60, AN INNOVATING LAPAROSCOPIC
PHYSICAL SIMULATOR: VALIDATION IN GENERAL SUR-
GERY, AND UROLOGY ACCORDING TO LAPAROSCOPIC
EXPERIENCE LEVEL AND LEVEL OF FORMATION.
Andrée Sansregret, MDElspeth McDougal, MDJoseph
Ogbern, MDRobert Gagnon, MSMaryse Lagacé, RN
Harrith Hasson, MD, 1,5, University of Montreal,
Montreal, QC,  Canada; 3University of California, Irvine,
California,USA; 4University of Montreal, Montreal, QC,
Canada; 2,6University of New Mexico, Alburquerque
87120, USA.

ENDOLUMENAL/NOTES
P190 NOVEL ENDOSCOPE FIXATION FOR NATURAL ORI-

FICE TRANSGASTRIC CHOLECYSTECTOMY Danny A
Sherwinter, MDJeremy Eckstein, MD, Maimonides
Medical Center, Division Of Minimally Invasive Surgery

P191 BURST PRESSURES IN GASTRIC CLOSURE – A
NOTES COMPARISON STUDY OF LOOPED T-ANCHORS
VS. ENDOCLIPS IN THE EXPLANTED PORCINE
STOMACH David J Desilets (1), MDJohn R Romanelli (1),
MDVihar C Surti (3), BSRicardo V Romero (1), MDField F
Willingham (2), MDWilliam R Brugge (2), MDDavid B
Earle (1), MD, (1) Baystate Medical Center, Springfield,
MA; (2) Massachusetts General Hospital, Boston, MA;
and (3) Wilson-Cook, Inc.
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P192 NATURAL ORIFICE TRANSLUMENAL ENDOSCOPIC

SURGERY (NOTES) PERITONEOSCOPY VERSUS
LAPAROSCOPY TO EVALUATE INTRA-ABDOMINAL
PATHOLOGY IN A PORCINE MODEL Joseph A Trunzo,
MD Jeffrey M Marks, MDBenjamin K Poulose, MD
Michael F McGee, MDRaymond P Onders, MDAmitabh
Chak, MDJudy Jin, MDSteve Schomisch, BSJeffrey L
Ponsky, MD, University Hospital Case Medical Center

P193 ENDOLUMENAL ANASTOMOSIS CREATION WITH
MAGNETS Gevorg A Mutafyan, MDChristopher J Myers,
MDEric J DeMaria, MDJohn Evans, MDBenjamin Yellen,
PhDAurora D Pryor, MD, Endosurgery Group,
Department of Surgery; Division of Gastroenterology;
Department of Mechanical Engineering and Materials
Science, Pratt School of Engineering; Duke University,
Durham, North Carolina

P194 SUTURE SURVIVAL IN AN ACIDIC ENVIRONMENT:
IMPLICATIONS FOR NATURAL ORIFICE TRANSGASTRIC
ENDOLUMENAL SURGERY (NOTES) Eyad Wohaibi, MD
Sabha Ganai, MDRichard Wait, MDJohn Romanelli, MD,
Baystate Medical Center, Department of Surgery, Tufts
University School of Medicine, Springfield, MA, USA

P195 WOMEN’S PERCEPTIONS OF TRANS-VAGINAL NOTES
SURGERY Carrie Y Peterson, MDBarbara Andrews
NPSonia Ramamoorthy, MDSantiago Horgan, MDMark
Talamini, MDMichelle Savu, MDDavid Easter, MDAlana
Chock, MDJohn Cullen, MDBrian Sandler, MDGarth
Jacobsen, MD, University of California, San Diego

P196 INTESTINAL OCCLUSION CATHETER FOR NATURAL
ORIFICE TRANSLUMENAL ENDOSCOPIC SURGERY
(NOTES) Adrian M Ionescu, BSEric M Pauli, MDRandy S
Haluck, MDTimothy R Shope, MDAnn M Rogers,
MDAbraham Mathew, MDMatthew T Moyer, MD,
Departments of Surgery and Medicine, Penn State
College of Medicine, Hershey, PA USA

P197 NEW TECHNIQUE FOR GASTROTOMY CLOSURE IN
NOTES AND ITS COMPARISON WITH ENDOCLIPS
Davide Lomanto, PhDJimmy So Bok Yan, MDHenry C
Chua, MDMoe Myat Aung, MDIshag Mudawi,
MD*Lawrence Ho Khek Yu, MD, Minimally Invasive
Surgical Centre, Department of Surgery, Department of
Gastroenterology and Hepatology*, National University
Hospital, Singapore

P198 TWO LAYER CLOSURE OF GASTROTOMY FOLLOW-
ING TRANSVAGINAL AND TRANSGASTRIC PERITO-
NEOSCOPY IN AN ANIMAL MODEL Denial KH Tong,
MDJoe KM Fan, MDSimon Law, MDWai Lun Law, MD,
Department of Surgery, University of Hong Kong
Medical Centre, Queen Mary Hospital

P199 USE OF ENDOLUMINAL THERAPIES FOR OBESE
PATIENTS WITH GERD Brent C White, MDLouis O
Jeansonne, MDMichael Cook, MDL F Chevarriaga, MDS.
Scott Davis, MDLeena Khaitan, MDE. Adam Goldenberg,
MDEdward Lin, DO, Emory Endosurgery Unit. Atlanta, GA

P200 WHAT IS THE IDEAL LOCATION AND SIZE OF A GAS-
TROTOMY? Silas M Chikunguwo, MDStacy Brethauer,
MDTracy Pitt, DOPhilip Schauer, MDBipan Chand, MD,
The Cleveland Clinic Foundation, Cleveland, Ohio

P201 HISTOLOGICAL ASPECTS OF THE HEALING OF A
GASTROTOMY IN DIFFERENT GASTRIC REGIONS. Silas
M Chikunguwo, MDStacy M Brethauer, MDTracy Pitt,
DOBipan Chand, MDPhilip Schauer, MD, The Cleveland
Clinic Foundation, Cleveland, Ohio

P202 TRANSGASTRIC PERITONEOSCOPY FOR EVALUATION
OF THE ABDOMINAL WALL TO DIRECT LAPAROSCOPIC
TROCAR PLACEMENT Lynn C Happel, MDBradley J
Needleman, MDDean J Mikami, MDJason C Roland,
MDSimon Bergman, MDVimal K Narula, MDAlan
EvansKevin Volt, MDW. Scott Melvin, MDJeffrey W
Hazey, MD, The Ohio State University

P203 ASSESSMENT AND COMPARISON OF DIGITAL IMAGE
QUALITY FOR PERITONEOSCOPY USING THE FLEXIBLE
ENDOSCOPE AND THE RIGID LAPAROSCOPE FOR
NOTES PROCEDURES Ozanan R Meireles, MDLia R
Assumpcao, MDTimothy M Pawlik, MDMichael A Choti,
MDNoam Belkind, MDKeith N Apelgren, MDMichael R
Marohn, DO, Johns Hopkins University – Department of
Surgery

P204 IMPACT OF TRANSORAL INCISIONLESS FUNDOPLICA-
TION FASTENERS ON LOWER ESOPHAGEAL SPHINC-
TER ANATOMY & PHYSIOLOGY: A BALANCING ACT
Patrick I McConnell, MDKyle A Perry, MDCedric S
Lorenzo, MDKathy ObermeyerStefan Kraemer, MDJohn
G Hunter, MDBlair A Jobe, MD, Oregon Health & Science
University

P205 LESSONS LEARNED ABOUT INFORMED CONSENT IN
9 ATTEMPTED NOTES CASES Alberto R Ferreres,
MDSantiago Horgan, BAYoav Mintz, BAPedro A Ferraina,
MDMark Talamini, MD, Department of Surgery,
University of Buenos Aires and Department of Surgery,
University of California, San Diego

P206 TOWARD NATURAL ORIFICE SURGERY WITH
COOPERATIVE MINIATURE ROBOTS Amy C Lehman,
MSJason Dumpert, MSAbigail Q VistyMark E Rentschler,
PhDShane M Farritor, PhDDmitry Oleynikov, MD,
University of Nebraska-Lincoln, Nebraska Surgical
Solutions, University of Nebraska Medical Center

P207 MICROBIAL CONTAMINATION OF THE PERITONEUM
IS COMMON FOLLOWING TRANSGASTRIC ENDOSCOP-
IC SURGERY Davide Lomanto, PhDHenry C Chua,
MDJimmy So Bok Yan, MDMoe Myat Aung, MDIshag
Mudawi, MD*Paul A Tambyah, MD*Lawrence Ho Khek
Yu, MD, Minimally Invasive Surgical Centre, Department
of Surgery, *Department of Medicine, National
University Hospital, Yong Loo Lin School of Medicine,
National University of Singapore

P208 MAXIMIZING COUPLING STRENGTH OF MAGNETI-
CALLY ANCHORED NOTES INSTRUMENTS: HOW THICK
CAN WE GO? Makram Gedeon, MDRichard Bergs,
MSJuan Paramo, BSRaul Fernandez, PhDShou Jiang
Tang, MDJeffrey A Cadeddu, MDDaniel J Scott, MD,
Southwestern Center for Minimally Invasive Surgery,
University of Texas Southwestern Medical Center, Dallas,
TX;Texas Manufacturing Assistance Center, Automation
and Robotics Research Institute, University of Texas,
Arlington, TX

P209 DURABILITY OF A NOVEL FULL THICKNESS PERCU-
TANOUS ENDOSCOPIC SLEEVE GASTROPLASTY (PESG):
SURVIVAL STUDY James Elllsmere, MDRabi Kundu,
MDDaniel B Jones, MDDouglas Pleskow, MDRam Chuttani,
MD, Gastroenterology and Minimally Invasive Surgery,
Beth Israel Deaconess Medical Center, Boston, MA

P210 FEASIBILITY OF NOTES IN A PORCINE MODEL FOR
LYSIS OF ADHESIONS AND APPENDECTOMY Eric T
Volckmann, MDEric S Hungness, MDJohn A Martin,
MDCedric S Lorenzo, MDNathaniel J Soper,
Northwestern University Feinberg School of Medicine

P211 NOTES: NEW CONCEPTS IN GASTRIC CLOSURE
Silvana PERRETTA, MDBernard DALLEMAGNE,
MDRamon VILALLONGA PUY, MDShanker PASUPATHY,
MDJacques MARESCAUX, MD, IRCAD/EITS, University
Hospital of Strasbourg, France

P212 FIRST EXPERIENCE OF HUMAN NOTES IN UKRAINE:
TRANSVAGINAL AND TRANSUMBILICAL RENDEZVOUS
CHOLECYSTECTOMY V.V. Grubnik, MDYu.V. Grubnik,
MDA.V. Malynovskyy, MD, Odessa State Medical
University, Ukraine

P213 GASTROTOMIES DO NOT REQUIRE REPAIR FOLLOW-
ING TRANSGASTRIC INSTRUMENTATION: A CON-
TROLLED STUDY S Bergman, MDD J FixK Volt, MDJ C
Roland, MDL Happel, MDK M Reavis, MDT J CiosV HoA
EvansV K Narula, MDJ Hazey, MDW S Melvin, MD,
Department of Surgery, The Ohio State University,
Columbus, OH
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P214 NOTES OVARIECTOMY IN DOGS—A FEASIBILITY

STUDY Emad Rahmani, MDL J FreemanD J Selzer, MDM
V Chiorean, MDS Sherman, MD, IU School of Medicine,
Indiana University & School of Veterinary Medicine,
Purdue University

P215 OMENTOPLASTY FOR GASTROTOMY CLOSURE
AFTER NOTES PROCEDURES Xavier Dray, MDJonathan
M Buscaglia, MDKathleen L Gabrielson DVMPriscilla
Magno, MDEun J Shin, MDSusan K Redding BVScLia
Assumpcao, MDMichael R Marohn, MDRonald J
Wroblewsky, RNSergey V Kantsevoy, MDAnthony N
Kalloo, MDSamuel A Giday, MD, Johns Hopkins School
of Medicine, Baltimore, Maryland, USA;  Hôpital
Lariboisière, APHP, University Paris 7, Paris, France;
University of Puerto Rico, San Juan, Puerto Rico.

P216 DIRECT COMPARISON OF DIFFERENT TECHNIQUES
OF TRANSGASTRIC ACCESS FOR NOTES PROCEDURE L
Assumpcao, MDP Magno, MDH Xue, MDS A Giday, MDX
Dray, MDM R Marohn, DOS V Kantsevoy, MD,
Department of Surgery? and Gastroenterology?, Johns
Hopkins University School of Medicine.

P217 A HYBRID ENDOLUMINAL TRANSGASTRIC CHOLE-
CYSTECTOMY APPROACH – A BRIDGE BETWEEN
LAPAROSCOPY AND NOTES SERGIO ROLL, MDKIYOSHI
HASHIBA, MDPABLO R SIQUEIRA, MDJARBAS M
FARACCO, MD, Gastrointestinal Endoscopy Unit/Institute
of Teaching and Research- Sirio Libanes Hospital,  São
Paulo, Brazil

P218 FEASIBILITY OF ENDOSCOPIC TRANSGASTRIC (ETGN)
AND TRANSVAGINAL (ETVN) NEPHRECTOMY IN THE
PORCINE ANIMAL MODEL. Kai Matthes, MDPeter
Koehler, PhDDetlev Menke, MDHeiner Niemann,
MDWilliam R Brugge, MDJuergen Hochberger, MD, Beth
Israel Deaconess Medical Center, Harvard Medical
School, Boston, MA, National Institute for Animal
Research, Mariensee-Neustadt, Germany, Massachusetts
General Hospital, Harvard Medical School, Boston, MA,
St. Bernward Hospital, Hildesheim, Germany

P219 BIRD’S-EYE VIEW: A VISUAL ADJUNCT FOR SPATIAL
ORIENTATION IMPROVES EFFICACY OF NOTES
PROCEDURES Noam Belkind, MDOzanan Meireles,
MDBenjamin Mosher, MDKeith Apelgren, MD, Michigan
State University Dept of Surgery

P220 ENDOSCOPIC TRANSGASTRIC PERITONEOSCOPY
FOR INTESTINAL ISCHEMIA IN A PORCINE MODEL
Patrick Gatmaitan, MDRamy Fouad, MDTracy Pitt,
DOSilas Chikunguwo, MDMatthew Kroh, MDPhilip
Schauer, MDBipan Chand, MDStacy Brethauer, MD,
Cleveland Clinic Foundation, Cleveland, OH

P221 OPTIMIZING MAGNETICALLY ANCHORED CAMERA,
LIGHT SOURCE, GRASPERS, AND CAUTERY DISSECTOR
FOR TRANSVAGINAL NOTES CHOLECYSTECTOMY Daniel
J Scott, MDShou Jiang Tang, MDRichard Bergs, MSFarid J
Kehdy, MDDeborah C Hogg, BSLisa A Hollett,
RNChristopher O Olukoga, MDMakram Gedeon, MD
Jeffrey A Cadeddu, MDRaul Fernandez, PhD, Southwestern
Center for Minimally Invasive Surgery, University of Texas
Southwestern Medical Center, Dallas, TX. Texas
Manufacturing Assistance Center, Automation and Robotics
Research Institute, University of Texas, Arlington, TX.

P222 EVALUATION OF A NOVEL AIR SEAL ACCESS PORT FOR
TRANSVAGINAL NOTES CHOLECYSTECTOMY Daniel J
Scott, MDShou Jiang Tang, MDRichard Bergs, MS Deborah
C Hogg, BSLisa A Hollett, RNMakram Gedeon, MDRaul
Fernandez, PhDJeffrey A Cadeddu, MD, Southwestern
Center for Minimally Invasive Surgery, University of Texas
Southwestern Medical Center, Dallas, TX. Texas
Manufacturing Assistance Center, Automation and Robotics
Research Institute, University of Texas, Arlington, TX.

P223 ENDOSCOPIC GASTROJEJUNOSTOMY USING THE
FULL THICKNESS PLICATIONS Rabi Kundu, MDJames
Ellsmere, MDDaniel Jones, MDDouglas Pleskow,
MDRam Chuttani, MD, Beth Israel Deaconess Medical
Center, Boston, MA

P224 HOW CAN INADVERTENT INTESTINAL INSUFFLATION
BE LIMITED IN COMPLEX INTRAGASTRIC NOTES PROCE-
DURES? John N Afthinos, MDJulio Teixeira, MD James
McGinty, MDSteven Binenbaum, MDGlenn Forrester,
MDGrace Kim, MDNinan Koshy, MDJawad Latif,
MDDomingo Nunez, MDGeorge J Todd, MDScott J Belsley,
MD, St. Luke’s-Roosevelt Hospital Center, New York, NY

P225 ENDOLUMENAL GASTRO-GASTROSTOMY FOR
ASTOMIA COMPLICATING ROUX-EN-Y GASTRIC
BYPASS. Robert Andrews, MDSujit Kulkarni, MDMitchell
S Roslin, MDParesh C Shah, MD, Lenox Hill Hospital

P226 A SAFE AND EASY METHOD OF GASTROTOMY CRE-
ATION AND CLOSURE FOR NOTES Emanuel Sporn, MD
Brent Miedema, MDSharon L Bachman, MDJ Andres
Astudillo, MDKlaus Thaler, MD, Universtiy of Missouri -
Columbia

P227 HYBRID TRANSVAGINAL SLEEVE GASTRECTOMY IN
A PORCINE MODEL. Joao C Marchesini, MDGiorgio
Baretta, MDClaudio C Mottin, MDAlexandre Padoin,
MDAlmino C Ramos, MDManoel P Galvao Neto, MD,
BRAZILIAN NOTES RESEARCH CENTER / Catholic
Pontific University of Porto Alegre - RS - Brazil

P228 DURABILITY OF AN ENDOSCOPIC ENDOLUMENAL
GASTRIC PLICATION John N Afthinos, MDJames McGinty,
MDSteven Binenbaum, MDGlenn Forrester, MDRoyd
Fukumoto, MDGrace Kim, MDScott Belsley, MDJawad
Latif, MDGeorge J Todd, MDJulio Teixeira, MD, St. Luke’s –
Roosevelt Hospital Center, New York, New York

P229 IS NOTES MESH PLACEMENT SAFE? RESULTS OF A
RANDOMIZED BLINDED TRIAL COMPARING NOTES AND
LAPAROSCOPY Juliane Bingener, MDSandeep Patel,
DOKent Van Sickle, MDBrian Hanysak, MDJoel Michalek,
PhDSamer Sbayi, MDWayne Schwesinger, MD, University
of Texas Health Science Center at San Antonio

P230 EARLY POST PROCEDURE FEVER AFTER RADIOFRE-
QUENCY ABLATION OF BARRETT’S ESOPHAGUS USING
THE HALO® PROCEDURE. Mark A Fusco, MD, Melbourne
Internal Medicine Associates, Melbourne GI Center.

P231 ENDOLUMINAL SUTURING FOR WEIGHT LOSS FOL-
LOWING ROUX EN Y GASTRIC BYPASS Daniel R Cottam,
MD Spencer Holover, MDShawn Garber, MDJames
Atkinson, MDBarry Fisher, MD, Surgical Weight Control
Center of Utah and the New York Bariatric Group

P232 A COMPUTER-ASSISTED ENDOSCOPE TO FACILITATE
ACCESS AND SUPPORT SURGICAL TASKS IN THE
ABDOMEN: ANIMAL EXPERIENCE Amir Belson, MDEric
StorneCarson ShellenbergerThomas Yorkey, PhD,
Neoguide

ERGONOMICS/INSTRUMENTATION
P233 PORCINE EX-VIVO AND IN-VIVO VESSEL SEALING

EXPERIMENTS TO COMPARE LOTUS® AND ETHICON®
ULTRASONIC INSTRUMENTS WITH LIGASURE® BIPO-
LAR VESSEL SEALING DEVICE Emma J Noble, MD
Kenneth B Hosie, MD, Derriford Hospital, Plymouth, UK

P234 PRELIMINARY EXPERIENCE IN USE OF THE NEW,
MULTIFUNCTIONAL LIGASURE ADVANCETM DEVICE
FOR TISSUE DISSECTION, HEMOSTASIS, AND VASCU-
LAR DIVISION Benjie Tang, MDChengli Song, PhDPaul
Campbell, PhDSir Alfred Cuschieri, MD, Ninewells
Hospital, University of Dundee

P235 DOES AN INFRARED LAPAROSCOPE BRING BETTER
VISUAL FIELD UNDER THE BLEEDING SITUATION?
Minoru Matsuda, MDMotoo Yamagata, MDShigeoki
Hayashi, MDKen Hagiwara, MDTetsuhiro Tsuruma,
MDTadatoshi Takayama, MD, Division of Digestive
Surgery, Nihon University School of Medicine

P236 NOVEL HANDS-FREE POINTER IMPROVES INSTRUC-
TION EFFICIENCY IN LAPAROSCOPIC SURGERY. Shiva
Jayaraman, MDIzabela Apriasz, MDAna Luisa Trejos,
MScHarman Bassan, PhDRajni V Patel, PhDChristoper M
Schlachta, MD, CSTAR (Canadian Surgical Technologies
& Advanced Robotics), Lawson Health Research Institute
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and Department of Computer and Electrical Engineering,
University of Western Ontario, London, Ontario, Canada

P237 MODEL OF PORTABLE TRAINING  SIMULATOR, IN
ENDOSCOPIC SURGERY Armando contreras arellano,
MDjose lozada leon, MD, santa monica hospital

P238 OPTICAL CHEST TUBE PLACEMENT: A FEASABILITY
STUDY Miguel A Burch, MDEric Sommer, MDDonald
HessCharles Gruner, MD, Boston University Medical
Center

P239 THE PATIENT AS INSTRUMENT STAND - A TIME-
MOTION STUDY OF SUB-OPTIMAL INSTRUMENT
PLACEMENT Yan Xiao, PhDTommy H Lee, MDNora C
Meenaghan, MDAlison M Trinkoff, PhDPeter F Hu,
MSDavid J Dexter, MDAdrian Park, MD, University of
Maryland, Baltimore, MD

P240 ELIMINATING PARADOXICAL IMAGING DURING
LAPAROSCOPIC SURGERY IN THE AGE OF HEAD-
MOUNTED DISPLAY A J Abodeely, MDY L Cheah, MDB
A Ryder, MDF I Luks, MD, Warren Alpert Medical School
of Brown University, Providence, RI

P241 MINIMAL THERMAL EFFECTS OF A CONTINUOUS
POWER DELIVERY SYSTEM WITH BIPOLAR SEALING
CAPABILITY AS MEASURED BY HIGH DEFINITION THER-
MOGRAPHY George M EID, MD, Department of Surgery,
UNIVERSITY OF PITTSBURGH and VA PITTSBURGH
HEALTHCARE SYSTEM

P242 BETTER PERFORMANCE OF LAPAROSCOPIC
SIMULATOR TASKS WITH HIGH DEFINITION CAMERA
TECHNOLOGY: A PILOT STUDY G Sroka, MDL S
Feldman, MDP Kaneva, MScD Stanbridge, MScG M
Fried, MD, McGill University, Montreal, Canada

ESOPHAGEAL/GASTRIC SURGERY
P243 SURGICAL TREATMENT OF PERFORATED DUODENAL

ULCER Elias HABIB, PhDMrine MEKKAOUI, PhDNicolas
Bapiyina, PhDAndré Elhadad, PhDDidier Brassier,
Department of Digestive and Thoracic Surgery, Robert
Ballanger Hospital, Aulnay Sous Bois, France

P244 LAPAROSCOPIC REDUCTION AND THREE-POINT GAS-
TROPEXY MAY BE A PREFERRED TECHNIQUE FOR
MANAGEMENT OF ACUTE GASTRIC VOLVULUS IN
HIGH-RISK PATIENTS. Piotr Gorecki, MDPaul Perry,
BARobina Smith, MDLesle Wise, MD, Department of
Surgery, New York Methodist Hospital, Brooklyn, NY

P245 LAPAROSCOPIC APPROACH TO COMMON GASTRIC
SURGICAL PROBLEMS: RESULTS AND OUTCOMES OF
30 CASES George Kazantsev, MDAjay Upadhyay,
MDSteven Stanten, MDRoupert Horoupian, MDAlex
Wong, MD, Alta Bates Summit Medical Center

P246 WHEN DOES GERD TESTING BECOME COST
EFFECTIVE? Joel M Sternbach, BSAnoop M Raman,
BAAzeesat O Babajide, BAKetan Sheth, MDSteven D
Schwaitzberg, Cambridge Health Alliance, Tufts
University School of Medicine, Harvard Medical School

P247 DOUBLE TRACT RECONSTRUCTION AFTER
LAPAROSCOPY-ASSISTED DISTAL GASTRECTOMY
Michiya Kobayashi, MDTsutomu Namikawa, MDKen
Okamoto, MDKen Dabanaka, MDToyokazu Akimori,
MDTakehiro Okabayashi, MDKazuhiro Hanazaki, MD,
Department of Human Health and Medical Sciences,
Hospital Administration Section, Kochi Medical School

P248 DIFFERENT OUTCOME OF GERD AND NERD PATIENTS
AFTER LAPAROSCOPIC NISSEN FUNDOPLICATION. C
Vakili, MDR Malekzadeh, MDS Nasseri-Moghaddam,
MDJ Farahvash, MD, Univ. of Massachusetts Medical
Center, Digestive Disease Research Center,  Tehran Univ.
/Medical Sciences

P249 A STANDARD SCORING SYSTEM FOR CONTRAST
ESOPHAGOGRAPHY FOLLOWING ANTI-REFLUX OPERA-
TION Carlos D Godinez, MDStephen Kavic, MDRobert
Catania, MDFrans Van WagenbergBarry Daly, MDAdrian
E Park, MD, University of Maryland Medical Center

P250 VERIFICATION OF THE EFFECTIVENESS OF NISSEN
FUNDOPLICATION WITHOUT MYOTOMY IN THE TREAT-
MENT OF NUTCRACKER ESOPHAGUS – A STUDY OF 11
PATIENTS. Gustavo L Carvalho, PhDRenata F Vieira, MD
Ana Beatriz T RamosFlávia F QueirogaLuis Henrique L
LiraThiago G VilaçaCarlos T Brandt, PhD, UNIVERSI-
DADE DE PERNAMBUCO (UPE), FACULDADE DE
CI NCIAS MÉDICAS (FCM) and CLÍNICA CIRÚRGICA
VIDEOLAPAROSCÓPICA GUSTAVO CARVALHO, RECIFE –
PE, BRAZIL.

P251 COMPARATIVE STUDY OF TREATMENT OUTCOME IN
ACHALASIA :SURGICAL MYOTOMY VS PNEUMATIC
BALLOON DILATATION Chadin Tharavej, MDPatpong
Navicharoen, MDSuthep Udomsaweangsup, MDSuppa-
at Pungpapong, MDChankam Boonmak, MD,
Chulalongkorn University

P252 ESOPHAGOJEJUNOSTOMY AFTER LAPAROSCOPIC
TOTAL GASTRECTOMY: EXTRA- AND INTRA-CORPORE-
AL METHODS Hiroshi OKABE, MDEiji TANAKA, MD
Atsushi ITAMI, MDYoshiharu SAKAI, MD, Department of
Surgery, Kyoto University Graduate School of Medicine

P253 LADG FOR EARLY GASTRIC CANCER IN OBESE
PATIENTS Asami Satoh, MDHideki Hayashi, MD,
Department of Frontier Surgery, Chiba University
Graduate School of Medicine

P254 THE UTILITY OF PREOPERATIVE EVALUATION USING
3D-CT AND STANDARDIZATION OF LAPAROSCOPY-
ASSISTED GASTRECTOMY FOR GASTRIC CANCER
Nobuhiro Kurita, MDMotoya Chikakiyo, MDTomohiko
Miyatani, MDJyun Higashizima, MDKouzou Yoshikawa,
MD Masanori Nishioka, MDTakashi Iwata, MDMitsuo
Shimada, MD, Department of Surgery, The University of
Tokushima

P255 LAPAROSCOPY FOR THE MANAGEMENT OF GASTRIC
CANCER Tracey K Asano, MDAlexandre Bouchard, MD
Robin Boushey, MDEric Poulin, MDJoseph Mamazza,
MD, Dept. of Surgery, The Ottawa Hospital, University of
Ottaw

P256 LAPAROSCOPIC GASTRECTOMY FOR ADENOCARCI-
NOMA: LYMPHADENECTOMY AND RESECTION MAR-
GINS Abeezar I Sarela, MD, The General Infirmary at
Leeds, UK

P257 LAPAROSCOPIC REPAIR OF INTRA-THORACIC STOMACH
Fumiaki Yano, MDKazuto Tsuboi, MDNitin Garg,
MDSumeet K Mittal, MD, Department of Surgery, Creighton
University Medical Center, Omaha, Nebraska, USA

P258 THE DIAGNOSIS OF GASTROESOPHAGEAL REFLUX:
WHICH IS CORRECT; MULTICHANNEL INTRALUMINAL
IMPEDANCE OR PH MONITORING? Marek Polomsky, MD
Fernando Herbella, MDOliver Gellersen, MDThomas J
Watson, MDCarolyn E Jones, MDDaniel P Raymond, MD
Jeffrey H Peters, MD, University of Rochester

P259 CARBON DIOXIDE INSUFFLATING INTRAOPERATIVE
UPPER GASTROINTESTINAL ENDOSCOPY MINIMIZES
DISTENSION OF DOWNSTREAM BOWEL DURING
LAPAROSCOPIC SURGERY: A HISTORICAL COMPARI-
SON STUDY Yoshihito Soma, MDKiyokazu Nakajima,
MD Tsuyoshi Takahashi, MDJunichi Nishimura, MD
Yuichiro Doki, MDYoshiyuki Fujiwara, MDShuji Takiguchi,
MDHiroshi Miyata, MDMakoto Yamazaki, MDToshirou
Nishida, MD, Department of Surgery, Osaka University
Graduate School of Medicine, Osaka, Japan

P260 LAPAROSCOPY ASSISTED PROXIMAL GASTRECTOMY
FOR UPPER GASTRIC CANCER Yugo Nagai, MD Tsunehiro
Maeda, MDMotonori Hayashido, MDYasukazu Umano,
MDMasaya Inoue, MDToshiya Bessho, MD, Department of
endoscopic surgery, Izumiotsu municipal hospital

P261 THE EFFECTS OF OBESITY BY THE LEARNING CURVE
FOR LAPAROSCOPY ASSISTED DISTAL GASTRECTOMY
IN PATIENT WITH EARLY GASTRIC CANCER Seung Wan
RyuIn Ho KimSoo Sang Sohn, Department of Surgery
Keimyung University School of Medicine, Daegu, Korea
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P262 ENDOSCOPIC-PATHOLOGIC CORRELATION IN

PATIENTS UNDERGOING PROPHYLACTIC GASTRECTO-
MY FOR HEREDITARY DIFFUSE GASTRIC CANCER
(HDGC). Pamela C Hebbard, MDDaniel Fontaine, MDFord
Bursey, MDAlan Kwan, MDDebrah A Wirtzfeld, MD,
Departments of Surgery, Pathology, and Medicine,
Memorial University of Newfoundland, St. John’s, NL,
Canada.

P263 CLINICAL OUTCOME OF THORACOSCOPIC
ESOPHAGECTOMY FOR PATIENTS WITH ESOPHAGEAL
CANCER: OUR 2-YEAR EXPERIENCE Atsushi Itami,
MDGo Watanabe, MDMasato Kondo, MDMasayuki
Nakau, MDYoshiharu Sakai, MD, Department of Surgery,
Kyoto University, Kyoto, Japan

P264 LAPAROSCOPY-ASSISTED COMBINED RESECTION
FOR SYNCHRONOUS GASTRIC AND COLORECTAL CAN-
CER Hideo Matsui, MDYuichi Okamoto, MDAkiko Ishii,
MDKazuhiro Ishizu, MDYasumasa Kondoh, MDKyoji
Ogoshi, MDHiroyasu Makuuchi, Department of Surgery,
Tokai University Tokyo Hospital and Tokai University
School of Medicine

P265 LONG TERM RESULT OF LAPAROSCOPY ASSISTED
GASTRECTOMY FOR EARLY GASTRIC CANCER Shuji
Takiguchi, MDYuichirou Doki, MDYoshiyuki Fujiwara,
MDMakoto Yamazaki, MDHiroshi Miyata, MDKiyokazu
Nakajima, MDToshirou Nishida, MDMitsugu Sekimoto,
MDMorito Monden, MD, Dept. of Surgery Osaka
Univ.Medical Sch.

P266 FACTORS INFLUENCING OPERATION TIME OF
LAPAROSCOPY-ASSISTED DISTAL SUBTOTAL GAS-
TRECTOMY: A LARGE-SCALE KOREAN MULTICENTER
STUDY Seung-Wan RyuHyuk-Joon LeeGyu-Seok
ChoKyo-Young SongWook KimWoo-Jin HyungHyung-Ho
KimSang-Uk HanMin-Chan Kim, Keimyung University
School of Medicine

P267 LAPAROSCOPIC RESECTION OF GASTROINTESTINAL
STROMAL TUMORS LOCATED AT THE
GASTROESOPHAGEAL JUNCTION Stacey A Milan,
MDKaren Chojnacki, MDErnest Rosato, MDFrancis
Rosato, Jr, MDBernadette Profeta, MDRobert Meisner,
Thomas Jefferson University Department of Surgery

P268 LAPAROSCOPIC GASTRIC SURGERY FOR NEOPLASIA:
ARE WE GOING AHEAD? Anurag Yadav, BSPolobody S
Senapati, MSKhurshid Akhtar, MS, Department of
Surgery, Rochdale Infirmary, The Pennine Acute
Hospitals NHS Trust, Greater Manchester, U.K.

P269 TRIGGER BASED EVALUATION OF LAPAROSCOPIC
ANTIREFLUX SURGERY IN GASTRO-OESOPHAGEAL
REFLUX DISEASE S VelmuruganNS BalajiRH BhogalD
VasantPN NesargikarCVN Cheruvu, University Hospital
of North Staffordshire, Stoke-on-Trent, United Kingdom

P270 LAPAROSCOPIC REVISION OF FAILED
FUNDOPLICATION AND HIATAL HERNIORRHAPHY C F
Frantzides, MDA K Madan, MDM A Carlson, MDT M
Zeni, MDJ G Zografakis, MDR M Moore, MDM
Meiselman, MDL Placeway, MSM B Luu, MD, Chicago
Institute of Minimally Invasive Surgery, Evanston
Northwestern Healthcare, Northwestern University

P271 LONG AND FLOPPY NISSEN FUNDOPLICATION Luis
Poggi, MDJuan Calisto, MDRoger Clemente, MDOmar
IbarraLuigi Belloni, MDElizabeth Pando, MDLuciano
Poggi, MS, Department of Surgery, Instituto de Cirugía
Laparoscópica Avanzada - Clínica Anglo Americana,
LIMA, PERU.

P272 LAPAROSCOPIC HELLER PROCEDURE FOR THE
TREATMENT OF ESOPHAGEAL ACHALASIA V.V.
Grubnik, MDA.V. Malynovskyy, MD, Odessa State
Medical University, Ukraine

P273 EFFICIENCY OF LARS FOR THE TREATMENT OF
EXTRAESOPHAGEAL GERD SYMPTOMS V.V. Grubnik,
MDA.V. Malynovskyy, MDO.V. MedvedevO.V. Grubnik,
MD, Odessa State Medical University, Ukraine

P274 LAPAROSCOPIC SURGERY FOR EARLY GASTRIC CAN-
CER IN OUR INSTITUTION shuji kitashiro, PhDshunichi
okushiba, PhDyo kawarada, PhDtakeshi sasaki, PhDyuma
ebihara, PhDhiroyuki katoh, PhD, tonan hospital

P275 A DECADES EXPERIENCE OF LAPAROSCOPIC ANTERI-
OR WATSON FUNDOPLICATION IN CHILDREN. Paul
Charlesworth, MDJon Jansen, MDAnies Mahomed, MD,
Department of Paediatric Surgery, Royal Alexandra
Children’s Hospital, Brighton and Department of
Paediatric Surgery, Royal Aberdeen Children’s Hospital,
Aberdeen.

P276 LAPAROSCOPIC RE-FUNDOPLICATION AS A TREAT-
MENT FOR GASTROESOPHAGEAL REFLUX DISEASE
(GERD) – A STUDY OF 42 CASES. Gustavo L Carvalho,
PhDElizabete P AndradeLuis H LiraFrederico W Silva,
MDGilvan Loureiro, MDCarlos Henrique C Ramos, MD,
UNIVERSIDADE DE PERNAMBUCO (UPE), FACULDADE
DE CI NCIAS MÉDICAS (FCM) and CLÍNICA CIRÚRGICA
VIDEOLAPAROSCÓPICA GUSTAVO CARVALHO, RECIFE -
PE, BRAZIL.

P277 GASTRIC RESIDUES IN THE REMNANT STOMACH
AFTER LAPAROSCOPY-ASSISTED DISTAL GASTRECTO-
MY FOR GASTRIC CANCER Yorihiko Muto, MDHideki
Hayashi, PhD, Department of Surgery, Graduate School
of Medicine, Chiba University

P278 CLINICAL OUTCOME AFTER LAPAROSCOPIC PROXI-
MAL GASTRECTOMY FOR GASTRIC CANCER. Yoshihiro
Hiramatsu, PhDJo Yonemura, MDRisaburo Sunagawa,
MDShinpei Furuta, MDKazuki Inaba, MDYoshinori Ishida,
PhDYoshihide Nagasako, PhDKeizo Taniguchi, PhDJun
Isogaki, PhDYoshiyuki Komori, PhDYoichi Sakurai,
PhDIchiro Uyama, PhD, Fujita Health University School
of Medicine

P279 PROGNOSTIC VALUE OF ENDOSCOPIC ULTRASOUND
IN RE-STAGING AFTER NEOADJUVANT TREATMENT IN
ESOPHAGEAL CANCER Jessica M Leers, MDCarlo
Vivaldi, MDMarc Bludau, MDTill Herbold, MDWolfgang
Schroeder, MDArnulf H Hoelscher, MDHartmut Schaefer,
MD, Department of Visceal and Vascular Surgery,
University of Cologne, Germany.  Department of Surgery,
Keck School of Medicine at USC, Los Angeles, CA

P280 ENDOSCOPIC ULTRASOUND OVERSTAGING OF N-
STATUS IN PATIENTS WITH ESOPHAGEAL
ADENOCARCINOMA Shahin Ayazi, MDSteven R
DeMeester, MDPatrick T Flanagan, MSJeffrey A Hagen,
MDJessica M Leers, MDArzu Oezcelik, MDJohn C
Lipham, MDFarzaneh Banki, MDTom R DeMeester, MD,
Department of Surgery, Keck School of Medicine,
University of Southern California, Los Angeles, CA

P281 NINETEEN CONSECUTIVE LAPROSCOPIC
ESOPHAGECTOMIES WITHOUT GASTRIC
CONDITIONING: ZERO LEAK, NECROSIS, OR
MORTALITY Christos A Galanopoulos, MDJohn Jay,
MDJeffery D Linder, MDD. Rohan Jeyarajah, MD,
Methodist Dallas Medical Center

P282 LAPAROSCOPIC GASTRECTOMY FOR ADVANCED
GASTRIC CANCER&#65374;ATTEMPT AND SHORT-TERM
RESULT OF NEOADJUVANT CHEMOTHERAPY Yoshihide
NagasakoYoshinori IshidaYoshihiro HiramatsuKazuki
InabaRisaburo SunagawaKeizo TaniguchiJun
IsokakiYoshiyuki KomoriYoichi SakuraiIchiro Uyama,
Department of surgery, Fujita Health University, School
of Medicine

P283 A GENERAL SURGEON’S EARLY EXPERIENCE USING
PRONE THORACOSCOPY FOR MINIMALLY INVASIVE
ESOPHAGEAL PROCEDURES David A McClusky, III,
MDC. Daniel Smith, MD, Department of Surgery, Mayo
Clinic - Jacksonville, Florida

P284 NATURAL HISTORY FOLLOWING LAPAROSCOPIC
REPAIR OF MASSIVE HIATUS HERNIA Clive J Kelty,
PhDKaty M Marasovic KM, BSDavid J Martin,
MDgregory L Falk, MD, Conc0rd Repatriation General
Hospital, Sydeny, NSW, Australia
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P285 THE RATIO OF METASTIC LYMPH NODES TO TOTAL

NUMBER OF NODES RESECTED IS PROGNOSTIC FOR
SURVIVAL AFTER EN BLOC LYMPHADENECTOMY IN
OESOPHAGEAL CARCINOMA Clive J Kelty, PhDDavid J
Martin, MDOwen F Dent, MDGregory L Falk, MD, Concord
Repatriation General Hospital, Sydney, NSW, Australia

P286 A NOVEL METHOD OF MESH PLACEMENT IN
LAPAROSCOPIC REPAIR OF GIANT PARAESOPHAGEAL
(GPH) HERNIAS Gary Gecelter, MDDavid S Shin, MD
Eugene Rubach, MDJonathan Klein, MDGeorge DeNoto,
MD, North Shore/Long Island Jewish Health System

P287 THE SIMPLE AND PRACTICAL PROCEDURE IN
LAPAROSCOPY-ASSISTED DISTAL GASTRECTOMY
Tatsushi Suwa, MDMasashi Yoshida, MDKeisuke Kubota,
MDJunko Kuroda, MDKeiichi Ohta, MDKenichi Mafune,
MDMasaki Kitajima, MD, Gastroenterology Center, Mita
Hospital, International University of Health and Welfare

P288 SHORT-TERM OUTCOME WITH ACELLULAR DERMAL
MATRIX REINFORCEMENT OF CRUROPLASTY FOR
LAPAROSCOPIC LARGE HIATAL HERNIA REPAIR IN A
COMMUNITY HOSPITAL Hien Nguyen, MDRockson C
Liu, MD, Kaiser Permanente, Walnut Creek, CA

P289 LAPAROSCOPIC TAILORED NISSEN FUNDOPLICATION
Hitoshi Idani, MDShinya Asami, MDTakashi Ishikawa,
MDTatsuaki Ishii, MDTkashi Yoshioka, MDShinichiro
Kubo, MDMasataka Hirata, MDTetsumasa Yamashita,
MDMasahiko Muro, MDHitoshi Kin, MD, Department of
Surgery, Fukuyama City Hospital

P290 LAPAROSCOPIC GASTRECTOMY AND ESOPHAGEC-
TOMY FOR PROXIMAL AND DISTAL GASTRIC CANCER
Valerie Francescutti, MDIan Choy, MDLaurent Biertho,
MDCharlie Goldsmith, PhDMehran Anvari, MD,
McMaster University, Hamilton, Ontario, Canada

P291 LAPAROSCOPIC NISSEN FUNDOPLICATION WITH
HEPATIC SHOULDER TECHNIQUE IN THE SURGICAL
MANAGEMENT OF LARGE PARA-ESOPHAGEAL HER-
NIAS Philippe J Quilici, MDAlexander Tovar, MDCarie
McVay, MD, Providence Saint Joseph Medical Center &
Cedars Sinai Medical Center

P292 PATTERN OF EARLY ESOPHAGEAL ADENOCARCINO-
MA IN LONG SEGMENT BARRETT’S ESOPHAGUS
Jessica M Leers, MDJeffrey A Hagen, MDShahin Ayazi,
MDArzu Oezcelik, MDEmmanuele Abate, MDFarzaneh
Banki, MDJohn C Lipham, MDSteven R DeMeester,
MDTom R DeMeester, MD, Department of Surgery, Keck
School of Medicine, Los Angeles, Ca

P293 PATIENT FACTORS PREDICTIVE OF 24 HOUR PH NOR-
MALIZATION FOLLOWING ENDOLUMINAL GASTROPLI-
CATION FOR GERD Christy Dunst, MDYashodhan
Khajanchee, MDLee L Swanstrom, MD, Legacy Health
System: The Oregon Clinic

P294 IS OUTCOME AFTER LAPAROSCOPIC NISSEN
FUNDOPLICATION THE SAME FOR PATIENTS WITH
DISPARATE INDICATIONS?: THE IMPACT OF REFLUX VS.
DYSPHAGIA BEFORE FUNDOPLICATION ON OUTCOME
Alexander S Rosemurgy, MDMark Shapiro, BSHarold
PaulDesireé Villadolid, MPHSharona B Ross,
MDDonovan Tapper, MDSarah M Cowgill, MD,
University of South Florida Divsion of General Surgery
and Tampa General Hospital

P295 ENDOSCOPIC ULTRASOUND DOES NOT ACCURATELY
PREDICT PATHOLOGIC STAGE IN CLINICAL EARLY-
STAGE ESOPHAGEAL CANCER Katie S Nason, MDTracey
L Weigel, MD, University of Wisconsin-Madison

FLEXIBLE ENDOSCOPY
P296 PREOPERATIVE SELF-EXPANDABLE METALIC STENT

INSERTION FOR COLON AND RECTUM Yoshihisa Saida,
PhD Yasushi Nakamura, MDToshiyuki Enomoto, PhD
Yoichi Nakamura, PhDRyota Kanai, MD Kazuhiro
Takabayashi, MDMiwa Katagiri, MDSayaka Nagao, MD
Shinya Kusachi, PhDManabu Watanabe, PhDJiro Nagao,
PhDYoshinobu Sumiyama, PhD, Toho University Ohashi
Medical Center

P297 ENTEROSCOPIC DIAGNOSIS OF A JEJUNAL ULCERA-
TION Christopher J LaRocca, BSKathy P Bull-Henry,
MDStanley B Benjamin, MDPatrick G Jackson, MD,
Georgetown University Hospital, Division of General
Surgery & Division of Gastroenterology

P298 COLONOSCOPIC COLORECTAL CANCER SCREENING
IN AVERAGE-RISK POPULATION IN A COMMUNITY
HOSPITAL OF ARGENTINA. Sandra Lencinas,
MDMariano Laporte, MDMaximiliano Bun, MDCarlos
Peczan, MDDaniel Cimmino, MDNicolás Rotholtz, MD,
Colorectal Surgery Section. General Surgery Department
and Endoscopy  Department. Hospital Alemán de
Buenos Aires.

P299 MANAGEMENT OF ENDOSCOPIC RETROGRADE
CHOLANGIOPANCREATOGRAHY – RELATED DUODENAL
PERFORATIONS Dimitrios V Avgerinos, MDOmar H
Llaguna, MDAndrew Y Lo, MDI. Michael Leitman, MD,
Beth Israel Medical Center Department of Surgery

P300 PERCUTANEOUS ROUX LIMB JEJUNOSTOMY: AN
ALTERNATIVE APPROACH TO ENTERAL ACCESS IN
GASTRIC BYPASS PATIENTS Patrick Gatmaitan,
MDJonathan Reich, MDTracy Pitt, DOSilas Chikunguwo,
MDMatthew Kroh, MDPhilip Schauer, MDStacy
Brethauer, MDBipan Chand, MD, Cleveland Clinic
Foundation, Cleveland, OH

P301 THE BENEFIT OF ESOPHAGEAL ACID CONTROL
BEFORE AND AFTER RADIOFREQUENCY ABLATION OF
BARRETT’S MUCOSA Rudolf J Stadlhuber, MDAmr El
Sherif, MDSumeet K Mittal, MDKiran TuragaCharles J
Filipi, MD, Department of Surgery, Creighton University
Medical Center Omaha

P302 TREATMENT OF GASTROGASTRIC FISTULA AFTER
LAPAROSCOPIC ROUX EN Y GASTRIC BYPASS WITH
ENDOSCOPIC STENTING: A NOVEL APPROACH. J B
Wooldridge, MDJ S Scott, MDA Ramaswamy, MD,
University of Missouri Health Care

P303 UPPER GASTROINTESTINAL DIEULAFOY LESIONS
AND ENDOSCOPIC TREATMENT: REPORT FROM A SIN-
GLE CENTER Felix I Tellez-Avila, MScGustavo Lopez-
Arce, MDNorberto C Chavez-Tapia, MDAda M Franco-
Guzman, MDSergio Zepeda-Gomez, MDMiguel A
Ramirez-Luna, MD, Instituto Nacional de Ciencias
Medicas y Nutrición Salvador Zubirán, Mexico City,
Mexico

P304 ENDOSCOPIC ULTRASOUND-GUIDED CELIAC PLEXUS
NEUROLYSIS IN PATIENTS WITH UNRESECTABLE PAN-
CREATIC CANCER. Felix I Tellez-Avila, MScNorberto C
Chavez-Tapia, MDAda M Franco-Guzman, MDMauricio
Saenz-de-Sicilia, MDMiguel A Ramirez-Luna, MD,
Instituto Nacional de Ciencias Médicas y Nutrición
Salvador Zubirán, Mexico City, Mexico, DF

P305 ENDOSCOPIC MANAGEMENT OF SILASTIC BAND
EROSION AFTER BANDED ROUX-EN-Y GASTRIC
BYPASS Charles Y Ro, MDBrian J Dunkin, MDJose M
Martinez, MD, University of Miami

HEPATOBILIARY/PANCREATIC SURGERY
P306 NEW LAPAROSCOPIC “ANTERO-LATERAL

”TRANSPERITONEAL APPROACH FOR ULTRA-SPLENO-
MAGALY Masayuki Tori, MDHiroki Akamatsu, MDShin
Mizutani, MDKatsuhide Yoshidome, MDTsukasa Oyama,
MDShigeyuki Ueshima, MDTakeshi Omori, MDMasaaki
Nakahara, MD, Osaka Police Hospital

P307 NEEDLESCOPIC CHOLECYSTECTOMY AS AN EFFI-
CIENT, SAFE AND COST-EFFECTIVE ALTERNATIVE TO
N.O.T.E.S. COSMETIC RESULTS - A STUDY OF 815
CASES. Gustavo L Carvalho, PhDFrederico W Silva,
MDGilvan Loureiro, MDPedro Paulo C AlbuquerqueJosé
Sérgio N SilvaThiago G VilaçaCláudio M Lacerda, PhD,
UNIVERSIDADE DE PERNAMBUCO (UPE), FACULDADE
DE CI NCIAS MÉDICAS (FCM) and CLÍNICA CIRÚRGICA
VIDEOLAPAROSCÓPICA GUSTAVO CARVALHO, RECIFE –
PE, BRAZIL.
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P308 LAPAROSCOPIC MODIFIED PANCREATICOJEJUNOS-

TOMY FOR CHRONIC PANCREATITIS R VILALLONGA,
PhDJJ OLSINA, PhDJ NAVAL, MDM CARALT, MDA
GANCHEGUI, MDJ BALSELLS, Universitary Hospital Vall
d’Hebron. Barcelona. Spain

P309 LAPAROSCOPIC-ASSISTED HEPATECTOMY FOR
METASTATIC LIVER TUMOR. Hitoshi Inagaki,
MDTsuyoshi Kurokawa, MDTadashi Yokoyama,
MDNobuhiro Ito, MDManabu Kikuchi, MDYasuhisa
Yokoyama, MDToshiaki Nonami, MD, Yokoyama Hospital
for Gastroenterological Diseases

P310 SURGICAL STRATEGIES IN DIFFICULT LAPAROSCOPIC
CHOLECYSTECTOMY Kuldip Singh, MS, Dayanand
Medical College & Hospital, Ludhiana

P311 LAPAROSCOPIC ASSISTED HEPATIC RESECTION FOR
HEPATOCELLULAR CARCINOMA IN PATIENTS WITH
SEVERELY-IMPAIRED HEPATIC FUNCTION Yoshihiko
Nakamoto, MDYuichiro Kikawa, MDMitsuo Yamamoto,
MD, Department of Surgery, Kobe City Medical Center
West Hospital, Japan

P312 LAPAROSCOPIC CHOLECYSTECTOMY WITH ONLY
ONE PORT (CLOP) Fausto J Davila, MDJorge Cueto,
MDRamiro Jesus, MDJuan J Montero, MDUlises Davila,
MDMartha R Davila, MDJose Lemus, MD, Poza Rica
SESVER Regional Hospital, Fausto Davila Solis Hospital

P313 CONCOMITANT LAPAROSCOPIC SPLENECTOMY AND
CHOLECYSTECTOMY IN CHILDREN: OUR OUTCOMES
AND TECHNICAL STANDARDIZATION Masashi Kurobe,
MDKazuhiko Yoshida, MDSyuichi Ashizuka, MDJyoji
Yoshizawa, MDTakao Ohki, MD, Department of Surgery,
Jikei University School of Medicine

P314 LAPAROSCOPIC CHOLECYSTECTOMY IN CIRRHOTIC
PATIENTS Nedelcu A Marius, PhDCotirlet V Adrian, MD,
Emergency County Hospital - Moinesti,Romania

P315 EARLY CONVERSION IN GANGRENOUS CHOLECYSTI-
TIS Nedelcu A Marius, MDCotirlet V Adrian, PhD,
Emergency County Hospital, Moinesti Romania

P316 LAPAROSCOPIC DISTAL PANCREATECTOMY Kazunori
Furuta, MDKenichiro Ishii, MDHiyoyuki Katagiri, MD
Koichi Itabashi, MDYoshihito Takahashi, MDKasahiro
Eatanabe, MD, Department of Surgery, Kitasato
University

P317 USE OF MAGNETS IN LAPAROSCOPIC CHOLECYSTEC-
TOMY WITH ONLY ONE PORT Fausto J Davila, MD
Guillermo Dominguez, MDRamiro Jesus, MDJuan J
Montero, MDUlises Davila, MDMartha R Davila, MD,
Poza Rica Regional SESVER Hospital. Fausto Davila Solis
Hospital

P318 INCIDENTAL GALLBLADDER CANCER - THE PROBLEM
OF A COMPLETE AND PRACTICAL CLASSIFICATION
Thorsten Goetze, PhDVittorio Paolucci, PhD, Ketteler-
Clinic Department of Surgery

P319 A RETROSPECTIVE ANALYSIS OF THE INCIDENTAL
GALLBLADDER CANCER AND A REVIEW OF THE
LAPAROSCOPIC CHOLECYSTECTOMY. Hiroyuki Katagiri,
PhDMuneki Yoshida, PhDKenichiro Ishii, PhDKouichi
Itabashi, PhDYoshihito Takahashi, PhDKazunori Furuta,
PhDKazuhiko Watanabe, PhD, Department of surgery,
Kitasato university, School of medicine

P320 LAPAROSCOPIC CHOLECYSTECTOMY FOR ACUTE
CHOLECYSTITIS: AIMING AT NO CONVERSION AND NO
COMPLICATIONS T Kimura, MDK Suzuki, MDA Kawabe,
MDK Yamashita, MDK Okamoto, MDY Higashi, MDM
Nozawa, MDC Teruya, MDH Shimota, MD, Fujinomiya
City General Hospital

P321 RETROPERITONEOSCOPIC NECROSECTOMY AND
DRAINAGE FOR INFECTED PANCREATIC NECROSIS
Atsushi Urakami, MDKazuki Yamashita, MDHideo
Matsumoto, MDKatsumichi Iki, MDToshihiro Hirai,
MDTsukasa Tsunoda, MD, Department of
Gastroenterological Surgery, Kawasaki Medical School,
Kurashiki, Japan

P322 DAY CASE LAPAROSCOPIC CHOLECYSTECTOMY IN
THE ELDERLY S ReshamwallaT J CahillP BowesV VijayE
DryeS J Warren, Department of Laparoscopic Surgery,
Chase Farm Hospital, Enfield, UK

P323 SINGLE CENTER EXPERIENCE OF LAPAROSCOPIC
DISTAL PANCREATECTOMY Yoo-Seok Yoon, MDHo-
Seong Han, MDJea-Young Cho, MD, Seoul National
University College of Medicine

P324 SINGLE-STAGE LAPAROSCOPIC OPERATIONS FOR
CHOLEDOCHOLITHIASIS V.V. Grubnik, MDO.I.
Tkachenko, MDO.V. Grubnik, MDA.V. Malynovskyy, MD,
Odessa State Medical University, Ukraine

P325 ERCP IN SITUS INVERSUS TOTALIS: REPORT OF TWO
CASES Adem Akcakaya, MDIsmail Okan, MDGurhan Bas,
MDAtilla Karakelleoglu, MDMustafa Sahin, MD, Vakif
Gureba Training and Research Hospital, Istanbul, Turkey

P326 INCIDENCE OF SYMPTOMATIC RECURRENT CHOLE-
DOCHOLITHIASIS AFTER PREOPERATIVE ERCP AND
INTERVAL LAPAROSCOPIC CHOLECYSTECTOMY WITH-
OUT INTRAOPERATIVE CHOLANGIOGRAPHY Jason
MeyersRichard A Pierce, MDSreenivasa Jonnalagadda,
MDLora Melman, MDMargaret M Frisella, RNLaura M
TodtL M Brunt, MDValerie J Halpin, MDJ C Eagon,
MDBrent D Matthews, MD, Department of Surgery,
Section of Minimally Invasive Surgery, Washington
University School of Medicine, St. Louis, Missouri

P327 THE ROUTINE USE OF LAPAROSCOPIC ULTRASOUND
DECREASES BILE DUCT INJURY James O Johnson,
MDDaniel J Deziel, MDNathaniel J Soper, MDEren
Berber, MDAllan Siperstein, MDAnand PatelKirpal Singh,
MDMasaki Hata, MDMaurice E Arregui, MDJunji Machi,
MD, St. Vincent Hospital and Health Systems,
Indianapolis, IN, USA; Rush University Medical Center,
Chicago,IL, USA; Northwestern Univerisity, Chicago,IL,
USA; The Cleveland Clinic, Cleveland, OH,USA; The
University of Hawaii, Honolulu,HI, USA

P328 MINIMIZING COMPLICATIONS AND CONVERSIONS IN
LAPAROSCOPIC CHOLECYSTECTOMY USING A
SYSTEMATIC DISSECTION ALGORITHM AND
LAPAROSCOPIC BILIARY ULTRASOUND J M Pfluke,
MDS P Bowers, MD, The University of Texas Health
Sciences Center, San Antonio

P329 CONSERVATIVE TREATMENT FOR ACUTE CHOLECYS-
TITIS: PREDICTORS OF FAILURE Orly Barak, MDRam
Elazari, MDGidon Almogy, MD, Hadassah University
Hospital

P330 LAPAROSCOPIC FENESTRATION OF LIVER CYSTS IN
PATIENTS WITH POLYCYSTIC LIVER DISEASE RESULTS
IN SYPTOMATIC IMPROVEMENT AND VOLUME REDUC-
TION. Jelle P Ruurda, MDRichard A Fortunato, DO
Miranda F Ernst, MDJames T McCormick, DOLoes van
Keimpema, MDJoost P.H. Drenth, MDHendrikus J.A.A.
van Geffen, MD, Jeroen Bosch Hospital, the Netherlands;
Radboud University Medical Center, the Netherlands;
Temple University School of Medicine at the Western
Pennsylvania Hospital, Pittsburgh, PA, USA

P331 TOTAL LAPAROSCOPIC RESECTION OF PANCREATIC
GLUCAGONOMA- CASE REPORT. V Kohli, MDY Huang,
MDSF Li, MDN Jabbour, MDA Sebastian, MDH Wright,
MDB Alasad, MD, Division of Hepatobiliary Surgery and
Abdominal Transplantation, Nazih Zudhi Transplant
Institute, Integris Baptist Hospital, & Central Oklahoma
Cancer Center, Integris Southwest Medical Center
Oklahoma City OK.

P332 LAPAROSCOPIC TREATMENT OF A PERFORATED
HYDATIC CYST Sait Bakir, MD, Istanbul FSM Educ.&
Research Hospital

P333 LAPAROSCOPIC LIVER RESECTION WITH PRIOR VAS-
CULAR CONTROL Ibrahim DAGHER, MDH TRANCHART,
MDP LAINAS, MDA CARLONI, MDG Di GIURO, MDD
FRANCO, MD, Antoine Beclere Hospital, APHP; Paris-Sud
University
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P334 COMPARISON OF LAPAROSCOPIC VERSUS OPEN

LIVER  RESECTION: A CASE-CONTROLLED STUDY
Michael Tsinberg, MDConrad H Simpfendorfer,
MDMatthew R Walsh, MDDavid Vogt, MDJohn Fung,
MDEren Berber, MD, The Cleveland Clinic

P335 LAPAROSCOPIC VERSUS OPEN LEFT LATERAL LIVER
SECTIONECTOMY: A COMPARATIVE STUDY Ibrahim
DAGHER, MDP BERVEILLER, MDR BALZAROTTI, MDG Di
GIURO, MDH AGOSTINI, MDD FRANCO, MD, Antoine
Beclere Hospital, APHP; Paris-Sud University

P336 THE EFFICACY OF LAPAROSCOPIC RADIOFREQUENCY
ABLATION (LAP- RFA) FOR SMALL HEPATOCELLULAR
CARCINOMAS Fumiki Kushihata, MDMasahide Hatano,
MDJota Watanabe, MDShigehiko Yagi, MDKazuo
HondaNobuaki Kobayashi, MD, Dept. of Organ
Regulatory Surgery, Ehime Univ.  School of Medicine

P337 INJURY TO THE ACCESSORY DUCT OF LUSCHKA
REQUIRING EMERGENT LAPROTOMY. A RARE COMPLI-
CATION FOLLOWING LAPAROSCOPIC CHOLECYSTEC-
TOMY. Constantinos Constantinou, MDJohn Widger, MD,
Bloomsburg Hospital, Gesinger Medical Center

P338 NONINVASIVE METHOD OF ACUTE PANCREATITIS
TREATMENT USING ROENTGENENDOVASCULAR PRO-
CEDURE Demidov M Vladimir M., PhDTorbinsky M
Anatoly M., PhD*Ligonenko M Alexei V., PhDDemidov M
Sergey M., PhD, Odessa State Medical University,
Ukraine; *Poltava State Stomatological Academy, Ukraine

HERNIA SURGERY
P339 CT MAPPING OF ANTERIOR ABDOMINAL WALL

DEFECTS. Alan A Saber, MDArun J Rao, MDEdward A
Itawi, MDMohamed H Elgamal, MDMichael J Jennewein,
MDRuvie L Martinez, MS, Michigan State University /
Kalamazoo Center for Medical Studies

P340 PARASTOMAL HERNIA: A MODIFICATION OF A
LAPAROSCOPIC TECHNIQUE Gintaras Antanavicius,
MDPatricio E Donnelly, MDPavlos K Papasavas, MDPhilip
F Caushaj, MD, The Western Pennsylvania Hospital

P341 FIBRIN SEALANT (TISSUCOL) ENHANCES TISSUE
INTEGRATION OF CPTFE MESHES AND REDUCES
EARLY ADHESION FORMATION IN EXPERIMENTAL
IPOM REPAIR A H Petter-Puchner, BAN Walder, BAR H
Fortelny, BA, LBI for Traumatology, Vienna;
II.Department of Surgery, Wilhelminenspital, Vienna

P342 HUMAN FIBRIN SEALANT (TISSEEL) FOR HIATAL
MESH FIXATION IN AN EXPERIMENTAL MODEL IN PIGS
René H Fortelny, MDAlexander H Petter Puchner, MDW
Öhlinger, MDK S Glaser, MDH Redl, PhD, Ludwig
Boltzmann Institute for Traumatology, Cluster for Tissue
Regeneration and Research Center for Traumatology of
AUVA, Vienna, Austria II. Department of Surgery,
Wilhelminenspital, Vienna, Austria

P343 MINIMALLY TRAUMATIC SUTURE TRANSFIXATION
CAN DECREASE SUTURE SITE PAIN (SSP) AND INFLAM-
MATION (SSI) IN LAPAROSCOPIC VENTRAL HERNIA
REPAIR (LVHR) – A RANDOMIZED CONTROLLED STUDY.
Brij B Agarwal, MDKrishan C Mahajan, MD, Sir Ganga
Ram Hospital , India.

P344 OUTCOMES OF LAPAROSCOPIC VENTRAL HERNIA
REPAIR Henry C Chua, MDJing Jing Chan, BSWei Keat
Cheah, MDJimmy So Bok Yan, MDDavide Lomanto, PhD,
Minimally Invasive Surgical Centre, Department of
Surgery, National University Hospital, Singapore

P345 ENDOSCOPIC TOTALLY EXTRAPERITONEAL REPAIR
FOR BILATERAL INGUINAL HERNIAS Henry C Chua,
MDYee Keow Chiong, BSJimmy So Bok Yan, MDWei
Keat Cheah, MDDavide Lomanto, PhD, Minimally
Invasive Surgical Centre, Department of Surgery,
National University Hospital, Singapore

P346 LAPAROSCOPIC TRANSPERITONEAL INCISIONAL
LUMBAR HERNIA REPAIR Nihat Yavuz, MDYeliz E Ersoy,
MDOktay Demirkesen, MDOsman B Tortum, MDSabri
Erguney, MD, Istanbul University, Ceerahpasa Medical
Faculty, General Surgery Department, Istanbul, TURKEY
& Vakif Gureba Training and Research Hospital,
II.General Surgery Clinic, Istanbul, TURKEY

P347 THE OUTCOME OF LAPAROSCOPIC VENTRAL HERNIA
REPAIR USING INTRAPERITONEAL POLYPROPYLENE
MESH Fuad Alkhoury, MDRaymond J Ippolito, MD,
Department of Surgery, Hospital of Saint Raphael

P348 LAPAROSCOPIC INGUINAL HERNIA REPAIR IN CHIL-
DREN WITH TRANSPERITONEAL DIVISION OF THE HER-
NIA SAC. T R Kroeker, MDS Schmidt, RNA P Pimpalwar,
MD, University of Missouri Hospital, Columbia, Missouri

P349 LAPAROSCOPIC SUPRAPUBIC HERNIA REPAIR IN THE
OVERWEIGHT POPULATION Jake A Quick, BASharon L
Bachman, MDBruce J Ramshaw, MD, University of
Missouri-Columbia

P350 CLINICALLY SIGNIFICANT REASON FOR TAPP OVER
TEP? Alex C Nguyen, MDLeigh Montes, MDBrad Snyder,
MDPhilip Leggett, MD, University of Texas Health
Science Center at Houston, Houston, TX 77030

P351 A MINIMALLY INVASIVE APPROACH TO A ‘ SEATBELT
HERNIA’ Elyssa Feinberg, MDRivera Aksim, MDSuttatip
Vechvitvarakul, MDAjay K Chopra, MD, Jacobi Medical
Center, Albert Einstein College of Medicine,Bronx,NY

P352 OBESITY CONTRIBUTES TO RECURRENCE AFTER
LAPAROSCOPIC INCISIONAL HERNIA REPAIR S
MuellerG K Kaban, MD, University of Saskatchewan,
Department of Surgery

P353 OPEN HERNIA REPAIR NECCESSITY IN BASIC
SURGICAL TRAINING Gautam Tawari, MDZaid Hirmiz,
MDMatthew Tutton, MD, Colchester General Hospital,
United Kingdom.

MINIMALLY INVASIVE OTHER
P354 THE EXTRAPERITONEAL LAPAROSCOPIC TRAM FLAP

DELAY PROCEDURE: AN ALTERNATIVE APPROACH K M
Cavaness, DOP Yenumula, MDE Lanigan, MDB Mosher,
MDY Teh, MDE Kang, MD, Michigan State University
Department of Surgery

P355 EVALUATION OF THE R PORT FOR SINGLE
LAPAROSCOPIC PORT PROCEDURES (SLAPP): A STUDY
OF 20 CASES Prashanth Rao, MSSonali Rao, MSAbhay
Rane, MSFrank Bonadio, MScPradeep Rao, MD,
1Mamata Hospital, Mumbai, India, 2East Surrey Hospital,
Redhill, UK

P356 ENDOSCOPIC  SUBMUCOSAL  DISSECTION  WITH
THE  APPLICATION  OF  LAPAROSCOPIC  CHOLECYS-
TECTOMY  TECHNIQUE Hirotsugu Ohara, MDYasuhiko
Masuda, MDTosiyuki Hirai, MD, Fujieda  Heisei
Memorial  Hospital

P357 LAPAROSCOPIC APPENDECTOMY BY SURGICAL RESI-
DENTS: EVALUATING OUTCOMES AND LEARNING
CURVE Yap Yan Lin, BSChing Min er, BSAsim
ShabbirJimmy So Bok Yan, BS, Department of Surgery,
National University Hospital of Singapore

P358 ENDOSCOPIC VERSUS OPEN  RECTUS ABDOMINIS
MUSCLE HARVESTING
ÃƒÏ¿?Ã¯Ï¿?Ï¿?ÃƒÏ¿?Ã¯Ï¿?Ï¿?Ã¯Ï¿?Ï¿?ÃƒÏ¿?Ã¯Ï¿?Ï¿?ÃƒÏ¿?Ã¯Ï¿?Ï
¿?Ã¯Ï¿?Ï¿?ÃƒÏ¿?Ã¯Ï¿?Ï¿?Ã¯Ï¿?Ï¿?ÃƒÏ¿?Ã¯Ï¿?Ï¿?ÃƒÏ¿?Ã¯Ï¿?Ï¿?Ã
¯Ï¿?Ï¿?ÃƒÏ¿?Ã¯Ï¿?Ï¿?Ã¯Ï¿?Ï¿? EXPERIMENTAL STUDY IN A
SWINE MODEL Alexandru I Blidisel, MDLucian P Jiga,
MDLaurentiu Sima, MDBogdan HoinoiuDan Iliescu,
MDMihai Ionac, MD, University of Medicine and
Pharmacy Victor Babes Timisoara, Romania

P359 MAGNETIC SURGERY, REALITY OR FANTASY Jose
Speranza, PhDPedro Ruiz, PhDJorge Badaro,
PhDOsvaldo Pilli, PhDSebastian Joandet, PhD, Sanatorio
Americano
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P360 TOTALLY EXTRAPERITONEAL (TEP) BILATERAL VARIC-

OCELECTOMY (BLV) – A COMPARATIVE STUDY OF COL-
LATERAL VENOUS CHANNELS IN LEFT AND RIGHT
VARICOCELE AND THEIR ACCESSIBILITY BY TEP ROUTE
Brij B Agarwal, MDSneh Agarwal, MDKrishan C
Mahajan, MD, Sir Ganga Ram Hospital & Lady Hardinge
Medical College, India.

P361 CELIAC AXIS COMPRESSION SYNDROME: THE
OPTIMAL APPROACH IS LAPAROSCOPIC Ron P
Albarado, MDBritt H Tonnessen, MDWilliam S
Richardson, MD, Ochsner Clinic Foundation, 1514
Jefferson, New Orleans, LA 70121

P362 SINGLE PORT ACCESS (SPA) CHOLECYSTECTOMY -
INITIAL VALIDATION OF A SINGLE INCISION APPROACH
Paul G Curcillo II, MDAndrew Wu, MDErica R Podolsky,
MD Steven J Rottman, MDLarry Drahota, MDRobert H
Dunham, MDLeon Katz, MDAmit Kharod, MD, Drexel
University College of Medicine,  Dept of Surgery, Phila PA

P363 PROTECT THE URETERS Jay A Redan, MDSteven
McCarus, MD, Florida Hospital-Celebration Health

P364 BUILDING CROSS-CULTURAL COLLABORATION
THROUGH MINIMALLY-INVASIVE SURGERY: THE
SOUTH ASIA REGIONAL SURGICAL CONSORTIUM AT
OHSU R. Serene Perkins, MDV.K. Kapoor, MDB.
Narsaiah, MDJohn G Hunter, MD, Oregon Health &
Science University (OHSU - Portland, OR, USA), Sanjay
Gandhi Postgraduate Institute of Medical Sciences
(SGPGIMS - Lucknow, India), Hyderabad Institute of
Laparoendoscopic Surgery (Aditya Hospitals -
Hyderabad, India)

P365 CONSTRUCT VALIDITY OF ASSESSING TECHNICAL
SKILLS OF TRAINEES AFTER REPETITION IN
SIMULATED LAPAROSCOPIC SURGERY Sudip K Sarker,
MDSanjay Ambagade, MDMaria Maciocco, MDBijen
Patel, MD, Royal Free & Royal London Hospitals

P366 OUTCOMES OF NON-SURGICAL MANAGEMENT OF
GALLBLADDER DISEASE DURING PREGNANCY: A
SINGLE CENTER EXPERIENCE Rajeev Dhupar, MDGina
Mantia, MDGiselle Hamad, MD, University of Pittsburgh
Medical Center

P367 LAPAROSCOPIC MANAGEMENT OF THE ACUTE
ABDOMEN IN PREGNANCY Amanda Romanovsky,
MDHelen Steed, MDDaniel W Birch, MD, Centre for the
Advancement of Minimally Invasive Surgery (CAMIS),
Department of Surgery, University of Alberta, Edmonton,
Alberta, Canada

P368 THERMAL SPREAD, HEAT ABSORBANCE AND DEVICE
DEGRADATION DURING ENERGISED ELECTRO-
SURGERY BY OPEN AND LAPAROSCOPIC SURGERY:
RANDOMISED EXPERIMENTAL STUDY IN PIGS Chengli
Song, PhDBenjie Tang, PhDPaul Campbell, PhDAlfred
Cuschieri, MD, University of Dundee

P369 HAND-ASSISTED LAPAROSCOPIC PARTIAL
NEPHRECTOMY AFTER 50 CASES AS COMPARED TO
OPEN PARTIAL NEPHRECTOMY Bill DeVoe, BSKent
Kercher, MDWilliam Hope, MDAmy Lincourt, PhDChris
Teigland, MD, Carolinas Medical Center

P370 LAPAROSCOPIC TREATMENT OF NON TRAUMATIC
PERITONITIS OF DIGESTIVE OR EXTRA-DIGESTIVE ORI-
GIN: A TEN-YEAR STUDY élie k CHOUILLARD, MDToufic
J ATA, MDAbe L FINGERHUT, MDNada M HELMY, MD,
General and Minimally Invasive Surgery, Poissy Medical
Center, France

P371 LAPAROSCOPIC APPROACH TO A GANGLIONEURO-
MA POSTERIOR TO THE PANCREATIC HEAD AND POR-
TAL VEIN W Rizzo, BSE Rosato, MDS Milan, MDK
Chojnacki, MD, Division of General Surgery, Jefferson
Medical College

P372 TRANSAXILLARY ENDOSCOPIC PERIAREOLAR
APPROACH (TEPA) TO TOTAL THYROIDECTOMY A
CASE REPORT Qammar N Rashid, MDTitus D Duncan,
MD, Morehouse School of Medicine and Atlanta Medical
Center

P373 BLIND FLANK TROCAR PLACEMENT TO ACHIEVE
PNEUMOPERITONEUM Vardhini VijayNoeleen Moran
Christopher CoyleSophie ReshamwallaSteve J Warren,
Dept of Surgery, Chase Farm Hospital, Enfield, UK

P374 LAPARASCOPIC APPENDECTOMY FOR CHILDREN
WITH ACUTE APPENDICITIS IS EQUALLY SAFE AND
EFFECTIVE DESPITE HOSPITAL TYPE Avi Schlager,
MDEmily F StammelNathan ZilbertIsaac EzonEvan P
Nadler, MD, New York University School of Medicine

P375 ROLE OF LAPAROSCOPY IN MANAGMENT OF
DELAYED SMALL BOWEL OBSTRUCTION IN TRAUMA
PATIENTS Shetal Nijhawan, MDRapheal Chung,
MDNaveed Ahmed, MD, Huron Hospital/Cleveland Clinic

P376 SPECIALIST INTERVENTION IMPROVES RESULTS
FOLLOWING LAPAROSCOPIC ACUTE GALLBLADDER
SURGERY RH Bhogal, MDS Velmurugan, MDV
Kuzvinkovas, MDM Deakin, MDD Durkin, MDCNV
Cheruvu, MD, University Hospitals of North
Staffordshire, Stoke-on-Trent, United Kingdom

P377 BENEFITS OF LAPAROSCOPIC REPAIR OF
PERFORATED PEPTIC ULCER DISEASE: A PROSPECTIVE
STUDY RH Bhogal, MDS Velmurugan, MDV
KuzvinkovasCNV Cheruvu, University Hospitals of North
Staffordshire, Stoke-on-Trent, United Kingdom

P378 SINGLE PORT ACCESS (SPA) SURGERY – INTRACOR-
POREAL LIVER RETRACTOR FOR SPA HELLER MYOTO-
MY Salim C Saba, MDPaul G Curcillo II, MD, Drexel
University College of Medicine, Dept of Surgery,
Philadelphia  PA

P379 SINGLE PORT LAPAROSCOPIC GASTROSTOMY TUBE
PLACEMENT Matt Rosen, MDLisa HarrisFrancis E Rosato
Jr, MD, Thomas Jefferson University

P380 TRANSANAL ENDOSCOPIC MICROSURGERY (TEM)
EXCISION OF LOCALLY ADVANCED RECTAL CANCERS
(PT2, PT3) Robin A Alley, BSAllen HsuTheodore J
Saclarides, MD, Rush University Medical Center

P381 USEFULNESS OF REAL-TIME BLOOD VESSEL
DETECTABLE FORCEPS FOR LYMPH NODE DISSECTION
FOR TRAINING QUALIFIED LAPAROSCOPIC SURGEONS
Takeshi Ohdaira, MDHideo Nagai, MDYoshikazu Yasuda,
MD, Jichi Medical University

P382 ESTABLISHING ANTHROPOMETRICS: ABDOMINAL
WALL THICKNESS IN LAPAROSCOPIC PATIENTS Mark R
Ranzinger, MDF. Jacob Seagull, PhDAdrian E Park, MD,
University of Maryland

P383 LAPAROSCOPIC RESSECTION OF A LARGE
RETROPERITONEAL MASS J Andres Astudillo,
MDMaurice Arregui, MDAnand Patel, MD, St Vincent
Hospital Indianapolis, IN. University of Missouri-
Columbia, MO

P384 LAPAROSCOPIC VERSUS OPEN SPLENECTOMY:
REVIEW OF A SINGLE-CENTER EXPERIENCE AND
ANALYSIS OF COSTS. Daniela Molena, MDShahrzad
Kardooni, MPHDebra C BulterThadeus L Trus, MDRabih
M Salloum, MD, University of Rochester Medical Center,
Rochester, NY

P385 LAPAROSCOPIC RESECTION OF COLORECTAL CAN-
CER IN OCTOGENARIANS Joe Fan, MDSC Leung, MDWL
Law, MS, Division of Minimally Invasive Surgery,
Department of Surgery, University of Hong Kong
Medical Centre, Queen Mary Hospital, HKSAR

P386 THE USE OF ESOPHAGEAL TRANSIT AND GASTRIC
EMPTYING STUDIES IN THE EVALUATION OF PATIENTS
UNDERGOING LAPAROSCOPIC FUNDOPLICATION
Matthew J Schuchert, MDBrian L Pettiford, MDGhulam
Abbas, MDAlicia ClarkJames R LandreneauArman Kilic,
BSJoshua Landreneau, MDJames D Luketich,
MDRodney J Landreneau, Heart, Lung and Esophageal
Surgery Institute; University of Pittsburgh Medical
Center
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ROBOTICS
P387 ROBOTIC VS. LAPAROSCOPIC PLACEMENT OF GAS-

TRIC ELECTRICAL STIMULATION ELECTRODES Chirag
Dholakia, MDGretchen Beverstein, RNJon C Gould, MD,
University of Wisconsin School of Medicine and Public
Health, Department of Surgery

P388 ROBOT-ASSISTED LAPAROSCOPIC COLECTOMY: 70
CASES - ONE SURGEON Franziska Huettner, MDArthur L
Rawlings, MDWendy B McVay, MSDavid L Crawford,
MD, Division of Minimally Invasive Surgery, Department
of Surgery, University of Illinois College of Medicine, 420
NE Glen Oak Avenue, Suite 301, Peoria, Illinois 61603,
USA

P389 TELEROBOTIC SURGERY FOR FOREGUT
OPERATIONS: 61 CONSECUTIVE CASES - ONE
SURGEON Rawlings L Arthur, MDHuettner Franziska,
MDMcVay B Wendy, MSCrawford L David, MD, Division
of Minimally Invasive Surgery, Department of Surgery,
University of Illinois College of Medicine at Peoria

P390 DOES ROBOTIC ASSISTANCE IMPROVE EFFICIENCY
IN PERFORMING COMPLEX MINIMALLY INVASIVE SUR-
GICAL PROCEDURES? Shiva Jayaraman, MDIbrahim Al-
Ghamdi, MDFiras Z El Deen, MDDoug Quan,
MDChristopher M Schlachta, MD, CSTAR (Canadian
Surgical Technologies & Advanced Robotics), Lawson
Health Research Institute and Schulich School of
Medicine and Dentistry, University of Western Ontario,
London, Ontario, Canada

P391 NONLINEAR ANALYSIS QUANTIFIES LEARNING IN
ROBOT-ASSISTED LAPAROSCOPIC SURGERY Irene H
Lee, MSKa-Chun Siu, PhDDimitrios Katsavelis, MSDmitry
Oleynikov, MDNick Stergiou, PhD, HPER Biomechanics
Lab, University of Nebraska at Omaha; Department of
Surgery, University of Nebraska Medical Center, Omaha,
NE, USA

P392 COMPLEX PEDIATRIC ROBOTIC SURGERY: A SINGLE-
INSTITUTION’S EXPERIENCE Venita Chandra, MDCraig T
Albanese, MDSanjeev Dutta, MD, Stanford University
Hospitals and Clinics

P393 ROBOTIC SPLENECTOMY IN CHILDREN: A SINGLE
INSTITUTIONAL REVIEW Bethany J Slater, MDJohn J
Meehan, MD, University of Iowa Children’s Hospital

P394 USING THE CELLULAR SPACE FOR TELEMEDICINE
APPLICATIONS-FIRST REMOTE PRESENCE SESSIONS
Joseph B Petelin, MD, Surgix Minimally Invasive
Surgery Institute, Univ of Kansas School of Medicine
Dept of Surgery

P395 ROBOTIC THORACOSCOPIC RADICAL THYMECTOMY
FOR MYASTHENIA GRAVIS Tracey L Weigel, MDKatie S
Nason, MDTakushi Kohmoto, MDTraci Bretl, RNJames D
Maloney, MD, University of Wisconsin

P396 ROBOTIC-ASSISTED TREATMENT OF VISCERAL
ARTERY ANEURYSMS: NEW STANDARD OF CARE?
PierCristoforo Giulianotti*, MDFabio Sbrana*, MDAndrea
Coratti**, MDFrancesco Bianco*, MDAntonella
Lombardi**, MDLuca Felicioni**, MD, *University of
Illinois at Chicago Medical Center-Chicago, Illinois;
**Misericordia Hospital-Grosseto, Italy.

SOLID ORGAN REMOVAL
P397 IS RIGHT LAPAROSCOPIC DONOR NEPHRECTOMY

RIGHT? Mark Sawatzky, MDAbdul-Malek Altaf, MDJames
Ellsmere, MDDennis Klassen, MDHendrik J Bonjer, MD,
Dalhousie University, Halifax, Nova Scotia, Canada

P398 LAPROSCOPIC SPLENECTOMY FOR WANDERING
SPLEEN: ENHANCING OUTCOMES WITH SMART
IMAGING TECHNOLOGIES M. R Ranzinger, MDI M
GeorgeA E Park, MD, University of Maryland School of
Medicine

P399 SPLENECTOMY FOR HEMATOLOGIC DISEASE COM-
PARISON OF LAPAROSCOPIC VERSUS OPEN TECH-
NIQUE Enzo Monteferrante, MDValerio Caracino,
MDClaudio Pedrazzoli, MD, Department of Surgery
“Santo Spirito” Hospital , Pescara, Italy

P400 SPLENECTOMY FOR ITP: A 10 YEAR REVIEW Shannon
A Fraser, MDJacob Garzon, MD, Sir Mortimer B. Davis
Jewish General Hospital, McGill University, Montreal,
Canada

P401 SPLENECTOMY FOR HEMATOLOGIC DISEASE: A 10
YEAR REVIEW Shannon A Fraser, MDJacob Garzon, MD,
Sir Mortimer B. Davis Jewish General Hospital, McGill
University, Montreal, Canada

P402 LAPAROSCOPIC ACCESSORY SPLENECTOMY: THE
IMPORTANCE OF PERIOPERATIVE LOCALIZATION
STUDIES Abdulmalik Altaf, MDMark Sawatzky,
MDHendrik Jaap Bonjer, MDJames Ellsmere, MDDennis
Klassen, MD, Department of Surgery, Dalhousie
University

P403 MINIMAL HOSPITAL STAY AND MORBIDITY IN THE
LAPAROSCOPIC TREATMENT OF DISTAL PANCREATIC
LESIONS Amber L Allen, MDJody M Johnson,
DORichard W Schwartz, MDRaymond J Gagliardi, MD,
University of Kentucky

P404 SUBMESOCOLIC ANTERIOR APPROACH TO LAPARO-
SCOPIC LEFT ADRENALECTOMY Emanuele Lezoche,
MDAlessandro M Paganini, PhDMario Guerrieri,
MDGiancarlo D’Ambrosio, MDAngelo De Sanctis,
MDGiovanni Lezoche, MDAdriana Rotundo,
MDMassimiliano Rimini, MD, Chirurgia
Endolaparoscopica e Tecnologie Avanzate, Department
of Surgery “Paride Stefanini”, University of Rome “La
Sapienza”, Rome, Italy

P405 OUTCOMES OF ADRENALECTOMY FOR ADRENAL
METASTASIS - AN UNCOMMON INDICATION FOR
ADRENALECTOMY G Tazhibi, BAB D Matthews, MDM A
Quasebarth, RNL M Brunt, MD, Washington University
School of Medicine

P406 LAPAROSCOPIC ADRENALECTOMY FOR PHEOCHRO-
MOCYTOMA…...TAKE THE VEIN LAST? Melina C
Vassiliou, MDWilliam S Laycock, MD, Dartmouth-
Hitchcock Medical Center, Lebanon, NH

THORACOSCOPY
P407 SINGLE-PORT VIDEO ASSISTED THORACOSCOPY –

EXPERIENCE IN A COMMUNITY TEACHING HOSPITAL
Matthew Campbell, MDSteven Reitz, MDAaron Kulwicki,
MDDennis Tishko, MDDavid S McCready, MS, Mount
Carmel Medical Center, Columbus, Ohio

P408 COMPENSATORY SWEATING AFTER THOROSCOPIC
SYMPATHECTOMY- OUTCOME STUDY David S
Edelman, MD, Baptist Hospital of South Florida

P409 ROLE OF EARLY THOROCASCOPY IN THE PENETRAT-
ING WOUNDS OF THE CHEST Christian Massier,
MDRapheal Chung, MDVinay Mathavan, MDSanjay
Thekkeurumbil, MDNaveed Ahmed, MD, Huron
Hospital/Cleveland Clinic

ESOPHAGEAL/GASTRIC SURGERY
P410 A NEW TECHNIQUE FOR LAPAROSCOPIC RESECTION

OF GASTRIC GIST, Ali A Warsi MD,Paul M Peyser, Royal
Cornwall NHS Trust, Truro, U.K.
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POSTERS OF DISTINCTION
P001
LAPAROSCOPIC SLEEVE GASTRECTOMY VERSUS
ADJUSTABLE GASTRIC BANDING FOR MORBID OBESITY:
PERIOPERATIVE AND SHORT-TERM OUTCOMES, Scott Q
Nguyen MD,Adheesh A Sabnis MD,Daniel M Herron
MD,Parissa Tabrizian MD,Subhash U Kini MD, Mount Sinai
Medical Center. New York, NY
Laparoscopic sleeve gastrectomy (LSG) is emerging as a pri-
mary procedure for the treatment of morbid obesity. We
compare the outcomes of patients undergoing LSG vs
laparoscopic adjustable gastric banding (LAGB). Specifically
we examine the perioperative and postoperative variables
and short term weight loss. Methods: This study is a retro-
spective review of a prospective database of patients who
underwent LSG and LAGB from 2003 - 2007. Results: One
hundred twenty three patients underwent LSG or LAGB dur-
ing the study period (49 LSG, 74 LAGB). The mean age was
42 years. There were 24% males. The mean BMI was 52 +/-
11 kg/m2 in the LSG group and 43 +/- 5 kg/m2 in the LAGB
group. The LSG group had a longer operative time (169 vs.
122 min) and longer length of stay (2.5 vs. 1.2 days). There
were no mortalities. The LSG had 5 (10%) complications and
the LAGB group had 10 (14%) complications. The mean fol-
low-up period was longer for the LAGB group than the LSG
group (8 vs 6 mos). The weight loss is depicted in the table.
The LSG group had a higher preoperative BMI and loss
more weight. In a shorter follow-up time period, the LSG
group had greater mean weight loss, larger decrease in BMI,
and greater % Excess weight loss.

LSG LAGB
Mean F/U (mos) 6 (0-25) 8 (1-23)
Preop BMI kg/m2 52 +/- 11 43 +/- 5
F/U BMI kg/m2 44 +/- 10 38 +/- 6
Wt loss (lbs) 58 +/- 34 33 +/- 19
%Excess Wt loss 30 +/- 17 25 +/- 15
Conclusion: LSG is a safe and effective primary surgical pro-
cedure for morbid obesity. It can be performed with low
morbidity and has short term weight loss comparable to
LGB. Longer term follow-up is needed. We also plan on
examining postoperative quality of life with the two proce-
dures.

P002
MIS GRASPING TOOLS CAUSE INFLAMMATION AND FIB-
RIN DEPOSITION IN LIVER AND SMALL BOWEL, Smita De
BS,Andrew Wright MD,Jacob Rosen PhD,Paul Swanson
MD,Blake Hannaford PhD,Mika Sinanan MD, University of
Washington
Introduction: Minimally Invasive Surgery (MIS) leads to a
reduced sense of touch and diminished haptics (force feed-
back) in comparison to open surgery. This increases the
potential for excessive force application during tissue
manipulation. There are little data regarding tissue damage
resulting from forces routinely applied in MIS. The purpose
of this study is to systematically characterize tissue damage
as a function of compressive stress at the MIS grasper-tis-
sue interface.
Methods: Controlled compression stresses routinely seen in
MIS were applied to in vivo porcine liver and small bowel
using a motorized laparoscopic grasper. Stress was varied
between magnitudes of 0-300 kPa and was applied for dura-
tions from 10-60 seconds. Neutrophil infiltration was identi-
fied and quantified in small bowel using an anti-myeloper-
oxidase antibody. Fibrin deposition was identified in liver
with an anti-fibrin antibody and quantified using automated
image processing. Each measurement point (stress and
duration) was assessed in quadruplicate.
Results: Fibrin deposition in liver increased with applied
stress (p=0.001, ANOVA) ranging from .03±.04% at 0 kPa to
4.68±3.60% at 240 kPa. In small bowel, neutrophil infiltration
increased with applied stress (p<0.02, ANOVA) ranging from
7.9±2.4% at 0 kPa to 42.0±35.8% at 240kPa. The duration of
stress application did not have any significant effect on neu-

trophil infiltration or fibrin deposition.
Conclusions: Compression stresses typically applied in MIS
result in significantly increased acute inflammation in small
bowel and fibrin deposition in liver. Analysis of tissue dam-
age at the grasper-tissue interface provides valuable insight
into the effects of MIS instruments. These data may guide
modification or redesign of MIS graspers to minimize inad-
vertent damage, or may allow for development of “smart”
surgical tools that limit grasping stress or alert surgeons to
applied stress over a safe threshold.

P003
LAPAROSCOPIC RIGHT HEMICOLECTOMY FOR COLON DIS-
EASES: CLINICAL STUDIES ON INTRACORPOREAL AND
EXTRACORPOREAL ANASTOMOSIS IN 423 CONSECUTIVE
CASES, MORRIS E FRANKLIN JR MD, GUILLERMO POR-
TILLO MD,JEFREY L GLASS MD,JOHN J GONZALEZ
MD,SAMEER MOHIUDDIN DO,LORETTA BRESTAN MD,
TEXAS ENDOSURGERY INSTITUTE
INTRODUCTION:
Totally laparoscopic or laparoscopic-assisted (LA) right
hemicolectomies (RHC) have been reported as acceptable
procedures for both benign and malignant colon diseases.
Laparoscopic RHC either with a totally intracorporeal or
extracorporeal anastomosis has been performed for the
treatment of ascending colon diseases including cancer,
polyps, chronic inflammatory bowel diseases, AVM.
However, research has not been conducted on clinical dis-
tinctions of any of two different approaches for constructing
anastomosis intracorporeal (IC) or extracorporeal. Based
upon a large experience on laparoscopic colon surgery, we
designed a nonrandomized prospective study comparing
laparoscopic right hemicolectomy with either totally IC anas-
tomosis or LA anastomosis .
METHODS:
A consecutive series of patients requiring laparoscopic RHC
for various right colon diseases from April 1991 to March
2007 at the Texas Endosurgery Institute, San Antonio, TX,
was prospectively studied. The operative procedures and
instrumentation were standardized for all laparoscopic right
hemicolectomies with either IC or LA anastomosis.
RESULTS:
Since April 1991, 423 (RHC) were attempted laparoscopically
following selection criteria for the procedure, and 411
(97.1%) were completed. Among these 411 cases, the proce-
dure for 288 patients (65.7%) received IC, while the remain-
ing 123 patients (27.4%) had LA hemicolectomy with extra-
corporeal anastomosis.
The mean operative time for laparoscopic colectomies with
ICs was 159.6 +/- 27.1 minutes, mean blood loss was 83.3 +/-
14.4 ml, mean length of postoperative hospitalization was
8.7 +/- 8.5 days, and procedure-related intraoperative as well
as postoperative morbidity rates are 1.6% and 5.2%, respec-
tively. For LA procedures with extracorporeal anastomosis,
the mean operative time was 165.5 +/- 29 minutes, mean
blood loss was 135.0 +/- 65.5 ml, mean length of hospital
stay was 6.9 +/- 2.8 days, intraoperative complication rate is
4.0%, and postoperative complication rate is 17%.
CONCLUSIONS:
laparoscopic colectomy either with IC or LA anastomosis
can be performed safely and effectively for managing a vari-
ety of colonic diseases, including malignant colonic neopla-
sia with reasonable operation time, hospital stay, as well as
very less blood loss. IC anastomosis show shorter operation
time, less intraoperative blood loss, lower intraoperative
and postoperative complications rates, especially when
comorbidities are counted.

P004
PERCUTANEOUS ENDOSCOPIC GASTROSTOMY IN
PATIENTS ON ANTIPLATELET THERAPY: ARE BLEEDING
COMPLICATIONS INCREASED?, Nora Meenaghan MD,
Elizabeth Franco MD,J. Scott Roth MD, University of
Maryland School of Medicine
Percutaneous Endoscopic Gastrostomy (PEG) is a common-
ly performed procedure amongst hospitalized patients.
Patients requiring PEG are frequently treated with
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antiplatelet agents for chronic conditions. Guidelines of the
American Society of Gastrointestinal Endoscopy published
in 2006 recommend that practitioners consider discontinu-
ing antiplatelet agents for 7-10 days prior to PEG placement.
Discontinuing antiplatelet agents for one week prior to PEG
placement is often not practical and may delay hospital dis-
charge. The aim of this study is to determine whether
patients that underwent PEG while taking antiplatelet agents
experienced an increase in complications compared to those
that were not undergoing antiplatelet therapy.
A retrospective review of patients undergoing PEG place-
ment at a single institution from January 2002 to September
2006 was performed. Patients were considered to be on
antiplatelet therapy if they received more than one dose of
aspirin, clopidogrel, or other NSAID in the seven days prior
to PEG. Complications were defined as PEG site infection,
bleeding, tube dislodgement or malfunction, inability to tol-
erate feeds, abdominal pain, respiratory compromise,
intrabdominal infection, hypotension, and death. Bleeding
complications were defined as bleeding at PEG site requir-
ing intervention, hematoma at PEG site, or GI bleeding.
Five hundred ninety-two patients underwent PEG between
2002 and 2006. One hundred eighty-four (38%) patients
were on antiplatelet therapy at the time of PEG placement.
The incidence of 30 day complications was 24/184 (13%) in
patients receiving antiplatelet agents and 54/408 (13%) in
patients not receiving antiplatelet agents. Bleeding occurred
in 6/184 (3.3%) patients receiving antiplatelet agents and in
5/408 (1.2%) patients not receiving antiplatelet agents (p
value = 0.08 on chi-squared analysis).
Bleeding complications following PEG occur infrequently.
There is an insignificant trend toward increased bleeding
complications in patients receiving antiplatelet agents pre-
operatively. The decision to perform PEG in patients receiv-
ing antiplatelet therapy should be carefully weighed against
the risk of bleeding complications.

P005
SUBSURFACE TISSUE MAGNETISATION FOR MUCOSAL
DISSECTION, Z Wang PhD,L Wang PhD, S I Brown PhD,A
Cuschieri PhD, Institute for Medical Science and Technology,
University of Dundee
Objective: To provide a means of magnetically manipulating
mucosal tissue to overcome some of the problems inherent
in existing grasping instruments; to overcome the problems
of our previously-reported glued medium approach and to
simultaneously provide means of inducing hyperthermia in
the target tissue.
Method: Media consisting of stainless steel SS410 micropar-
ticles (average size 20 microns) suspended in solution were
prepared and injected submucosally into harvested porcine
stomachs. A tissue manipulating instrument, consisting of a
small rare-earth magnet mounted on a wand was then used
to retract the mucosa to permit dissection tasks to be per-
formed. The characteristics of the media, the suspension
fluid and the magnets were then investigated to ensure that
the maximal retraction force could be delivered reliably and
that the media could be delivered without difficulty. A com-
parison between microparticles and nanoparticles for surgi-
cal retraction purposes was also performed.
Results: The optimal magnet size, particle concentration and
medium volume were identified. A small dose of the mag-
netic medium (<0.2mL@1g/mL) was sufficient to generate a
retraction force considerably greater than the minimum
required to effect safe dissection. A tendency for the parti-
cles to aggregate was combated by using a viscous suspen-
sion medium. Whilst microparticles are a suitable magnetic
target, biocompatible nanoparticles lack the magnetic satu-
ration needed to create the forces necessary for surgical
retraction.
Conclusions: We previously reported mucosal retraction
using glued media on the tissue surface. The problems with
this approach are that the current generation of surgical
glues do not provide great adhesion and -critically- the sur-
face of the hardened glue does not necessarily conform well
to the surface of the magnet. The injected approach circum-
vents both of these problems, since the liquid medium is

retained in a sub-mucosal “blister” which conforms well to
the surface of the magnet. A tendency for the particles to
aggregate in the syringe was circumvented by using a vis-
cous suspension fluid, although in future we intend to
examine the use of biocompatible surfactants to reduce
aggregation. The medium can be heated by the application
of an external alternating field.

P006
A COMPARISON OF PERMANENT AND NONPERMANENT
STAPLE LINE BUTTRESSING MATERIALS FOR LINEAR STA-
PLE LINES DURING LAPAROSCOPIC ROUX-EN-Y GASTRIC
BYPASS (LGBP), Scott A Shikora MD,Julie J Kim
MD,Michael E Tarnoff MD, Sajani S Shah MD, Tufts - New
England Medical Center
Objective: This study analyzed our experience with 3 differ-
ent buttressing materials for creating the gastric division
during LGBP.
Methods: From June 2001 to October 2006, 1451 consecu-
tive patients undergoing LGBP had buttressing material
used for the staple creation of the gastric pouch. Permanent
bovine pericardial strips, Peristrips Dry® (PSD) was used in
926 cases, Seamguards® (SG), a bioabsorbable product in
145 cases, and PSD Veritas®, a remodelable material, in 380
cases. All products were placed on 60mm long, 3.5 mm car-
tridges of the Endo GIA II stapler (Autosuture). Ease of use,
visual bleeding and postoperative leaks were recorded.
Results: Patient demographics were comparable for all
groups. All products were easy to use and no operative
complications were noted. Staple line bleeding was minimal
in all 3 groups. Operative time was highest in the PSD group
due to the learning curve of the LGBP and decreased to 106
minutes for the last 500 cases. There were 4 contained leaks
in Seamguard patients that were managed conservatively.
No leaks were noted in the PSD or PSD Veritas groups.

Conclusions: In this study, Seamguard had the highest leak
rate. PSD Veritas seems to have all of the beneficial traits as
the permanent PSD, but its ability to remodel and incorpo-
rate into the native tissue makes it an attractive new choice
for buttressing staple lines.

P007
MANOMETRIC PROFILE AFTER LAPAROSCOPIC NISSEN
FUNDOPLICATION AND ENDOLUMINAL FUNDOPLICATION:
A COMPARATIVE STUDY., Bernard DALLEMAGNE MD,
Silvana PERRETTA MD,Adrian LOBONTIU MD,Jacques
MARESCAUX MD, IRCAD-EITS, University of Strasbourg,
France
Introduction:
Laparoscopic Nissen Fundoplication (LNF) is considered the
gold standard of surgical treatment of GERD. An emerging
endoscopic technology, the EsophyX (EsophyX™,
EndoGastric Solutions Inc.) Endo Luminal Fundoplication
(ELF), aims at reproducing the effect of the fundoplication
by creating an intragastric valve with fasteners applied at
the Gastro-Esophageal Junction (GEJ). Both techniques
increase resting pressure and length of the Lower
Esophageal Sphincter (LES). This study aims to compare the
manometric profile of ELF with 8 fasteners to LNF.
Methods:
Twelve 40-kg pigs were randomized to either ELF or LNF.
Under general aesthesia the LES resting pressure (mm Hg)
and length (cm), were manometrically assessed before (T0)
and immediately after (T2) each procedure (ELF and LNF). In
the ELF group manometry was carried out midway through
as well, after the placement of 4 corner fasteners (T1). Solid
state manometric catheters with 4 sensors were used.
Preoperative endoscopies were performed to assess the
anatomy and location of the GEJ before and after fundopli-
cation.
Results:
Median operative time was 45 minutes (range 40-50) for ELF
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and 30 min (range 25-35) for LNF. LES mean increase in rest-
ing pressure (9.22 for ELF vs 10.6 mmHg for LNF) and length
(2 cm for both ELF and LNF; range1-3cm) improved similarly
and significantly ( p<0.05) in both groups with no significant
difference in the measured parameters between the two
techniques. In the ELF group the main increase in LES rest-
ing pressure was achieved at T1 (p 0.02) with no significant
raise in LES resting pressure between T1 and T2. The endo-
scopic aspect of ELF and LNF was comparable.
Conclusions:
This study demonstrated a promising immediate physiologi-
cal effect of ELF comparable to that achieved with the gold
standard LNF providing a similar increase in LES resting
pressure and length. The position of the fasteners is an
important factor of efficacy of the ELF. Long-term studies are
needed to assess the durability of this new endoscopic tech-
nique.

P008
LAPAROSCOPIC ULTRASOUND WITH RADIOFREQUENCY
ABLATION OF HEPATIC TUMORS IN CIRRHOTIC PATIENTS,
Ibrahim Abd Elkader Salama1 MD,Ossama A El Abd2
MD,Ahmed M El-Refaie 3 MD, Department of Surgery1,
Department of Radiology2, Department of Pathology3
National Liver Institute, Monouphyia University, Shibin El
kom, Egypt.
Background: The optimal treatment for hepatocellular carci-
noma (HCC) is surgical resection. However, only a small per-
centage of patients are operative candidates due to associat-
ed liver cirrhosis. Recent advances in laparoscopic ultra-
sound and Laparoscopy have greatly improved the accuracy
in detecting intrahepatic tumors nodules, many of which
were missed by preoperative imaging modality.
Objective: our objective is to evaluate the safety and efficacy
of laparoscopic Radiofrequency Ablation (RFA) guided with
laparoscopic ultrasound in detecting and treatment of liver
tumors in patient with liver cirrhosis.
Methods: 72 patients with liver tumors (58 HCC, 9 metastatic
Aden carcinoma, 2 neoendocrine metastasis, 3 other metas-
tasis) were submitted to laparoscopic RFA under laparoscop-
ic ultrasound guidance. Child A class of liver functions in 44
patients (61.1%) and 28 patients Child B (38.9%). Patients
with large tumor (>8 cm), portal vein thrombosis, or Child C
Class were excluded from the study.
Results: Laparoscopic Radiofrequency ablation procedures
were completed in all patients without any conversion rate.
Laparoscopic ultrasound identified 19 new malignant lesions
(18.4%) in comparison with the result of preoperative imag-
ing. A total of 103 Lesions were treated by RFA (45 patients
had one lesion, 23 patient had 2 lesions and 4 patients had 3
lesions) There was no mortality. Morbidity occurred in 4
patients (5.5%) 2 patients had liver abscesses, one patient
had pleural effusion and one patient had postoperative
bleeding necessitate blood transfusion and surgery. After a
mean follow up of 14.3+/- 11.6 months, a complete response
with 100% necrosis was archived in 69 of 72 patients exam-
ined (95.8%). 3 patients (4.1%) locally recurred at the RFA
side and 7patients (9.7%) had of new malignant nodules.
Conclusion: laparoscopic RFA guided with laparoscopic
ultrasound is an excellent use of existing technology in
improvement of safety and efficacy of detection and treat-
ment of intrahepatic tumors in patients with liver cirrhosis.
Key Word: Laparoscopy- Radiofrequency Ablation (RFA) -
Liver tumors.

P009
IMPACT OF RIGHT NEPHRECTOMY ON OUTCOMES OF
RENAL FUNCTION AND COMPLICATIONS IN RETROPERITO-
NEOSCOPIC LIVE DONOR NEPHRECTOMY: A SINGLE-CEN-
TER EXPERIENCE, Kazuya Omoto MD,Hideki Ishida
MD,Tadahiko Tokumoto MD,Hiroyuki Amano MD,Hayato
Nishida MD,Hiroki Shirakawa MD,Tomokazu Shimizu
MD,Shouichi Iida MD,Kazunari Tanabe MD, Department of
Urology, Tokyo Women’s Medical University
BACKGROUND AND OBJECTIVE: Since 2001, we have been
trying to establish the technique of retroperitoneoscopic live
donor nephrectomy (RPLDN). In general, the left kidney from

a living donor is preferred for renal transplantation because
of its longer renal vein. However, not all potential donors
have a right kidney which is anatomically and functionally
conducive to left nephrectomy. Also, several series of stud-
ies have shown initially high rates of complications and
graft loss with right laparoscopic live donor nephrectomy. In
order to assess the safety, feasibility and usefulness of right
RPLDN, we reviewed and compared the outcomes of right
and left RPLDN. METHODS: Two hundred seventy six
patients underwent live donor renal transplantation with
allografts procured by RPLDN at our institute. Of these, 13
(4.7%) cases were of right sided RPLDN. Study variables
included operative time, time to retrieval of the kidney,
blood loss, warm ischemia time (WIT), hospital stay, num-
ber and length of renal vessels, graft function and complica-
tions. RESULTS: The indication for right RPLDN included
renal cysts (n = 3), renal artery aneurysm (n = 3), inferior
right renal function (n =2), renal artery stenosis (n = 2), right
renal stone (n = 1), anomalous left renal artery (n = 1), or
previous intra-peritoneal surgery on the left side (n = 1). No
significant differences were found between the right and left
RPLDN group regarding operative time (325}70 vs 312}73
min), time to retrieval of the kidney (260}72 vs. 246}71 min),
blood loss (50 vs. 45 ml), hospital stay (4.5}1.3 vs. 4.1}1.7
days) or number of renal arteries (1.3}0.6 vs. 1.3}0.6).
Despite statistically significantly increased WIT (6.0}1.9 vs.
5.0}1.7 min) and decreased renal vein length (1.8}0.4 vs.
3.9}0.8 cm), no patient showed relatively slow graft function
or required hemodialysis after transplantation due to acute
tubular necrosis. Subcutaneous emphysema (n =1) and
postoperative bleeding (n = 1) occurred in right RPLDN
patients. Venous extension was required in 3 patients due to
a short renal vein. The saphenous vein was used for venous
extension. No patient undergoing RPLDN required open
conversion. CONCLUSIONS: Right RPLDN provided similar
outcomes for postoperative graft function and complications
compared with left RPLDN except for some patients who
needed venous extension. These results indicate that right
RPLDN could be an option for laparoscopic live donor
nephrectomy because of its safety and feasibility.

P010
DIAGNOSIS OF MALIGNANT VS. BENIGN DISEASE AS AN
ACCURATE PREDICTOR OF OUTCOME AFTER LAPARO-
SCOPIC SPLENECTOMY, Corey N Ming-Lum MD,Richard A
Pierce MD,L Michael Brunt MD,Margaret M Frisella RN,Brent
D Mathews MD, Department of Surgery, Washington
University School of Medicine
Introduction: The aim of this study is to determine if a diag-
nosis of malignant vs. benign disease is an accurate predic-
tor of patient outcome after laparoscopic splenectomy (LS).
Methods: A comprehensive retrospective chart review of all
patients undergoing LS from April 1994 through August
2007 was conducted. Statistical methods used included
Fisher’s Exact Test, Student’s T-Test with Welch correction,
and Mann-Whitney Analysis.
Results: LS was undertaken in 195 patients (M:F, 74:121)
with a mean age of 49.6 years (range, 17-96) and a mean
BMI of 28.4±7.5 kg/m2. Forty-six operations were performed
for malignancy, with lymphoma being the most common
indication (n=40). Of the 149 patients operated on for benign
disease, ITP was the most frequent reason for LS (n=77).
Patients with malignant disease were older (54.6 vs. 48.1
yrs, p=0.03), but the 2 populations were similar in terms of
BMI and ASA score (p=NS). Splenic size was greater in the
malignant spleen patients, both in terms of maximal dimen-
sion (18.6 vs. 13.4 cm, p<0.01) and weight (1058 vs. 380 gm,
p<0.01). These patients had correspondingly longer opera-
tive times (180 vs. 151 min, p<0.01) with greater blood loss
(257 vs. 163 ml, p=0.04) and a much higher rate of conver-
sion to a hand-assisted (45.7% vs. 9.4%, p<0.01) technique.
Patients with malignant disease had a somewhat higher
conversion to open (6.5% vs. 1.3%, p=0.09) procedure and
longer mean postoperative hospital stay (4.4 vs. 3.7 days,
p=0.35). The 2 groups showed no significant differences in
mean time interval of returning to a full diet (2.3 vs. 1.7
days), their return to full activity (both 17.8 days), or in the
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total incidence of postoperative complications (15.2% vs.
14.8%, all p=NS).
Conclusion: Laparoscopic splenectomy for hematologic
malignancies is a more difficult procedure, resulting in a
greater frequency of conversion, with concurrent increases
in EBL and OR time. However, these adverse outcomes do
not appear to affect the postoperative recovery as defined
by complication rate or return of diet and activity.

P011
MAXIMIZING THE DONOR POOL: USE OF RIGHT KIDNEYS
AND MULTIPLE ARTERIES FOR LIVE DONOR KIDNEY
TRANSPLANTATION, Jennifer E Keller MD,Charles J Dolce
MD,Daniel Griffin,B T Heniford MD,Kent W Kercher MD,
Carolinas Medical Center
Introduction: The first laparoscopic donor nephrectomy
(LDN) was performed in 1996. Since that time, LDN is
becoming standard of care for organ procurement. Donor
and recipient outcomes have been proven equivocal for
laparoscopic and open nephrectomy. In the past, LDN was
avoided when procuring the right kidney or organs with
multiple arteries. Reviewing our experience with LDN, we
compare single versus multiple arteries and right versus left
organ procurement, demonstrating the safety and effective-
ness of LDN in approaching these cases.
Methods: We performed a retrospective review of all LDN’s
at a single institution between August 2000 and August
2007. Data collected included patient demographics, esti-
mated blood loss (EBL), need for blood transfusion, total
operative time (OT), warm ischemia time, length of stay
(LOS), and delayed graft function. Arterial supply was
assessed preoperatively via renal arteriogram or CT angiog-
raphy. Outcomes for multiple artery LDN were compared to
single artery LDN; left versus right LDN were also com-
pared. Student’s t-test and Chi-square test were used for sta-
tistical comparison.
Results: Two hundred eighteen LDN’s were performed dur-
ing the study period. Multiple arteries supplied the organ
procured in 34 donors. The right kidney was procured in 36
LDN’s. No significant difference in EBL, need for transfusion,
OT, or LOS was noted for multiple versus single or right ver-
sus left LDN. Warm ischemia time was significantly higher
with multiple arteries (mean= 81.7 seconds) compared to
single arteries (mean= 63.2 seconds) p = 0.0003, and for
right (mean=85.9 seconds) compared to left (mean=62.3 sec)
p = 0.0001, LDN. However, this did not translate into a signif-
icant difference in allograft function for either group with
16.7% of multiple versus 7% of single artery organs showing
delayed graft function (p = 0.182) and 13.6% of right versus
l7.4% of left kidneys showing delayed graft function (p =
0.395).
Conclusions: Presence of multiple arteries or need to pro-
cure the right kidney does not affect operative outcome of
laparoscopic donor nephrectomy. While warm ischemia
time may be higher for these select groups, this does not
result in delayed allograft function. The laparoscopic
approach should be considered standard of care even when
expansion of the donor pool includes organs with multiple
arteries and procurement of the right kidney.

BARIATRIC SURGERY
P012
LAPAROSCOPIC ADJUSTABLE GASTRIC BANDING IN
PATIENTS OLDER THAN 65 YEARS IS SAFE AND EFFEC-
TIVE, M Keldahl MD,M Tempel MD,S Sarker MD,V Shayani
MD, Loyola University Medical Center
There are few publications in the literature reporting the
outcome of laparoscopic adjustable gastric banding (LAGB)
in the elderly population. From November 2001 to March
2007, 708 LAGB procedures were performed by two sur-
geons at Loyola University Medical Center. Twenty-one of
the 708 patients were age 65 or older at the time of opera-
tion (65 - 74). This subgroup was surveyed retrospectively
and 17 of 21 patients (81%) responded. Data gathered from
the questionnaires were used to calculate Bariatric Analysis
and Reporting Outcome System (BAROS) scores, based on

percentage of excess weight loss (% EWL), improvement in
medical condition and improvement in quality of life (QOL).
There was no mortality or major morbidity in this subset of
patients. One patient underwent band removal for treatment
of band intolerance. The average %EWL was 40.3% (15% -
83%). Twelve patients (71%) had improvement in pre-exist-
ing co-morbidities. Twelve patients (71%) also had an
increase in QOL scores. Thirteen patients (76%) had “fair” to
“very good” BAROS scores with 2 patients (12%) in the
“very good” group, 8 (47%) in the “good” group and 3
(17%) in the “fair” group. Four patients (24%) were in the
“failure” group. Our data suggests that LAGB is a safe and
effective procedure for morbidly obese elderly over 65 years
of age.

P013
THE TRANS-GASTRIC ENDOSCOPIC RENDEZ-VOUS TECH-
NIQUE (TGER) FOR REMOVAL OF ERODED NON-
ADJUSTABLE GASTRIC BANDS, Shahzeer Karmali
MD,Kimberly Yee MD,John Sweeney MD,Charles Brunicardi
MD,Vadim Sherman MD, Baylor College of Medicine,
Michael E Debakey Department of Surgery, Division of
General Surgery
Introduction:
The application of the nonadjustable gastric band for the
treatment of morbid obesity was common in the 1980s.
Unfortunately, it was associated with an unacceptable re-
operative rate with numerous post-operative complications
such as gastric erosion. Removing an eroded gastric band is
fraught with difficulty secondary to the extensive inflamma-
tory response around the proximal stomach and left lobe of
the liver. To circumvent these difficulties, we have devised a
trans-gastric endoscopic rendez-vous (TGER) technique for
the removal of eroded non-adjustable Molina gastric bands.
Methods:
A retrospective review of two patients who underwent the
TGER technique for removal of an eroded non-adjustable
gastric Molina band was undertaken. The outcomes
assessed include the pre-operative morbidity, a description
of the surgical procedure, and the post-operative course.
Results:
Both patients presented with symptoms consistent with a
proximal gastric outlet obstruction. The TGER technique
was effectively applied in removing the eroded gastric band
in both patients with no intraoperative, perioperative or
postoperative complications (6 month follow-up).
Furthemore, one patient requested further treatment for
morbid obesity and subsequently underwent succesful
placement of an adjustable gastric band.
Discussion:
The TGER technique is a safe and effective procedure appli-
cable to the complicated case of an eroded non-adjustable
gastric band. Utilization of a combined endoscopic/transgas-
tric approach facilitates complete avoidance of the thick
adhesion surrounding the previously banded stomach with
the capability to secure a gastrotomy in virgin tissue rather
than opening and then closing the dense perigastric pseu-
do-capsule. Nevertheless, the true utility of the TGER tech-
nique is soundly dependent on adequate resource availabili-
ty and experienced surgical assistance and needs to be fur-
ther explored.

P014
VATS VAGOTOMY FOR THE TREATMENT OF CHRONIC
MARGINAL ULCER, Jason S Loewen MD,Isaias Irgau
MD,Thomas Bauer MD,Gail Wynn MD,Michael Peters,
Christiana Care
Background:
Gastric Bypass is an increasingly common procedure.
Associated rare complications have a related increased
occurrence. Marginal ulceration at the gastrojejunal anasto-
mosis has a reported incidence of 5 to 12%. In most
instances these ulcers can be managed conservatively using
acid suppression with proton pump inhibitors and sucral-
fate. There is a troublesome subset of this population,
resistant to conservative measures. They are the patients
with chronic epigastric pain and persistent marginal ulcera-
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tions. These patients find themselves at an increased risk for
significant complications of bleeding and perforation at the
ulcer site. It is possible that this subset likely has remnant
parietal cells in the gastric pouch. If parietal cells remain
innervated by vagal fibers, intuitively there will be persist-
ently elevated levels of acid across the gastrojejunal anasto-
mosis amendable to suppression by vagotomy. This study
reviews our experience with video assisted thoracoscopy
vagotomy as an option in the treatment of persistent mar-
ginal ulcers after gastric bypass.
Methods:
A retrospective analysis of 11 patients was performed by
means of chart review and phone interviews. All patients
had Laparoscopic Roux-en-Y Gastric Bypass performed in
similar fashion by the same group of surgeons after EGD
evidence of marginal ulceration resistant to medical man-
agement. These patients underwent vagotomy by a single
surgeon over a one-year period. Access was via four to five
5mm chest ports and involved division and clipping of both
branches of the vagus nerve at the level of the distal esoph-
agus. After chart review, patients were contacted by phone
and interviewed about their current related symptoms and
medications.
Results:
Eleven patients underwent VATS vagotomy for chronic mar-
ginal ulceration. The average original BMI was 52.8 (45.7-
62.1). Average weight loss 146.5 lb (84-244). Average post
VATS follow-up 6 mo (1-12). Average EGD performed after
VATS was 4. Ulcer resolution occurred in 8 of the 11
patients. Five of 11 had gastrojejunal anastomosis revision
with subsequent ulceration prior to VATS. Two patients
required gastrojejunal anastomotic revision after VATS
vagotomy. Eight patients had improvement in their associat-
ed pain and symptoms. There were no complications relat-
ed to the VATS procedure.
Conclusion:
VATS vagotomy is a useful tool in the treatment of the com-
plicated post gastric bypass patient with chronic marginal
ulceration. 73% of our study population had resolution of
ulceration and 73% had improvement in associated symp-
toms. Further investigation will be helpful in delineating the
details of this unique approach to a difficult condition.

P015
COMPARATIVE WEIGHT LOSS ANALYSIS OF LAPAROSCOP-
IC GASTRIC BYPASS AND ADJUSTABLE GASTRIC BAND,
Ramsey M Dallal MD,Nissin Nahmias MD,Tajwant Datta
MD,Brain B Quebbemann MD,Alfred Trang MD, Albert
Einstein Healthcare Network
Introduction: Comparative weight loss analysis between the
gastric bypass (GB) and the adjustable gastric bypass (AGB)
is difficult due to the need for long-term follow-up the need
to control for potential confounders (i.e. initial BMI).
Methods: Longitudinal mixed-effects models were used to
analyze weight loss after either the GB or AGB. The multi-
variable analysis included controls for initial weight, height,
gender, institution, age and procedure.
Results: 1402 bariatric operations were examined between
2000-2007 (1168 LGB and 238 AGB). Percent follow-up at 1,
2, 3 and 4 years after GB was 97% (786/808), 83% (440/531),
66% (164/249), 45% (27/79) and after the AGB was 83%
(174/209), 65% (111/170), 65% (81/125), 56% (46/83). There
were no known deaths at any time period. Comparing
patient characteristics of the LGB and AGB cohorts, there
were significant differences in initial BMI, initial weight and
height while no difference in age and gender. Percent EWL
at 1, 2, 3 and 4 years was significantly greater for the GB
than the AGB at all time spans (70, 79, 76, 70% versus 35,
43, 40, 41%, respectively). Predictors of greater weight loss
after the GB were increasing initial weight and male gender
(both, p<0.0005). Predictors of greater weight loss after the
AGB were increasing initial weight (p<0.0005) and decreas-
ing age (p=0.05). Controlling for confounders, the GB
induced more weight loss than the AGB (p<0.0005).
Conclusion: Both procedures result in substantial weight
loss, however, during the first four years, the GB induced
significantly more weight loss than the AGB.

P016
LOW COMPLICATION RATES FOLLOWING LAPAROSCOPIC
GASTRIC BYPASS. A REPORT FROM THE BARIATRIC
SURGERY CENTER OF EXCELLENCE., Piotr Gorecki MD,
Todd F Huzar MD,Bashar Fahoum MD, New York Methodist
Hospital, Brooklyn, New York 11215
Introduction: Bariatric surgery remains the only modality to
provide morbidly obese patients with a significant and sus-
tained weight loss. Laparoscopic Roux-en-Y Gastric Bypass
(LRGB) has become the gold standard of bariatric proce-
dures. However significant but variable complication rates
following laparoscopic gastric bypass were reported.
Materials and Methods: We present our experience with 434
consecutive patients who underwent LRGB at our institution
between August 2001 and October of 2006. All patients met
the NIH criteria for bariatric surgery and were operated by a
single surgeon using the same technique. All patients and
complications data were collected prospectively. A
“Complication” was defined as any occurrence affecting
uneventful recovery.
Results: There were 387 females (89.2%) and 47 males
(10.8%) with an average body mass index (BMI) of 48.3
kg/m2 (range 35-73). Mean length of stay was 3.4 days (1-
40) and median hospital stay was 3 days. All operations
were completed laparoscopically. The mean operating time
was 182 min. and the mean blood loss was 45 cc. There
were no major intra-operative complications and no need
for intraoperative blood transfusion. There was no peri-
operative mortality. There were eight postoperative compli-
cations (1.8%) requiring re-operation (GI hemorrhage-4, leak
from gastroenterostomy-2, bowel obstruction-2). Another
nine patients required additional interventions or longer
hospital stay. Forty-nine patients (11.3%) had minor compli-
cations responding to conservative treatment. There were
no long-term disabilities. Detailed analysis of postoperative
complications will be presented.
Conclusion: Establishment of the Bariatric Surgery Center of
Excellence assists in achieving low complication rates by
promoting the best clinical pathways and best training para-
digms for both the surgeon and the institution. Low compli-
cation rates that compare favorably with those reported in
the literature can be achieved.

P017
LAPAROSCOPIC GASTRIC BYPASS DOES NOT NECESSARI-
LY INCREASE THE PROPENSITY TO DEVELOP INTERNAL
HERNIAS, Nissin Nahmias MD,Tejwant Datta MD,Alfred
Trang MD,Ramsey M Dallal MD, Albert Einstein Healthcare
Network
Background: Although laparoscopic Roux en Y gastric
bypass (LGB) has been proven to have numerous advan-
tages over the open technique, internal hernia formation
has been cited as a common and life-threatening complica-
tion associated more frequently with the laparoscopic tech-
nique.
Methods: A review of all patients who underwent a LGB
between 2003 and 2007 by a single surgeon was undertak-
en. The operative technique was standardized throughout
the study period: An antecolic, antegastric standard LGB
was performed in all cases; The biliopancreatic limb was
40cm in length; the length to which the small bowel mesen-
tery was divided depended on the Roux limb tension; and
the jejunojejunostomy mesentery was closed.
Results: 533 consecutive patients were followed for an aver-
age of 2.0 years. Follow up at 1, 2, 3 and 4 years was 96%
(134/139), 83% (156/188), 66% (114/173) and 60% (20/33),
respectively. Mean patient age was 43.6 (range 15-76), mean
initial BMI 47.6 (35-82) and 77% of patients were female.
Only one patient was diagnosed with an internal hernia. The
patient presented seven months post-operatively with a her-
nia underneath the mesentery of the Roux limb. Ten other
patients underwent diagnostic laparoscopy for abdominal
pain. Findings included adhesive bands in two patients,
cholecystitis (3), intussusception (1), abdominal wall hernia
(2) and no findings (2). No deaths or other long-term seque-
lae occurred in any of these patients.
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Conclusions: Laparoscopic gastric bypass does not neces-
sarily increase the propensity to develop internal hernias.
Abdominal pain after gastric bypass requires prompt diag-
nosis and laparoscopy often finds significant pathology.

P018
REPAIR OF VENTRAL HERNIAS WITH PROSTHETIC MESH
DURING LAPAROSCOPIC GASTRIC BYPASS MAY BE SAFE,
Tejwant Datta MD,Nissin Nahmias MD,Alfred Trang
MD,Ramsey M Dallal MD, Albert Einstein Healthcare
Network
Background: Deferring the repair of a ventral hernia found
at the time of an antecolic laparoscopic gastric bypass (LGB)
increases the incidence of bowel obstruction. However, the
optimal repair technique has not been established. The use
of prosthetic mesh has been shown to decrease the recur-
rence of ventral hernias compared to primary closure, yet
the safety of non-biologic mesh in the setting of a clean-
contaminated procedure is questionable.
Methods: A retrospective analysis of all patients who under-
went a concomitant ventral hernia repair at the time of
antecolic gastric bypass was undertaken. Ordered logistic
regression was used to examine whether age, initial BMI,
gender or hernia repair were associated with an increased
length of stay (LOS; categorized by days).
Results: Of 282 consecutive LGB patients, fifteen (5%) were
found to have significant ventral hernia defects. Of those fif-
teen, eight hernias were repaired primarily and seven
underwent repair with prosthetic mesh. Three of the eight
patients that underwent a primary hernia repair developed a
small bowel obstruction at the previous repair site at four
days, three months and one year after surgery. With an
average follow-up for this group of 12 months (1-28 months)
there were no mesh infections. There was only one compli-
cation in the mesh repair group. Three months after surgery,
a laparoscopic lysis of painful adhesions was performed.
The only measured predictor for increased LOS was hernia
repair with mesh (Odds Ratio 9.2, p=0.002)
Conclusions: The use of prosthetic mesh at the time of LGB
seems to be safe and more effective than primary repair.

P019
MESENTERIC DEFECT CLOSURE AND PREVENTION OF
INTERNAL HERNIATION FOLLOWING LAPAROSCOPIC
ROUX-EN-Y GASTRIC BYPASS, Neel R Joshi MD,Eraj
Basseri MD,Samuel Kashani MD,Gregg K Nishi MD,Scott
Cunneen MD,Edward H Phillips MD,Theodore M Khalili MD,
Department of Surgery, Cedars-Sinai Medical Center, Los
Angeles, CA
Background: Internal herniation is a dangerous complication
following laparoscopic roux-en-y gastric bypass (LRYGB).
Available studies have shown no clear benefit to operative
closure of the jejunal mesenteric defect at the time of
LRYGB.
Objective: To analyze the impact of mesenteric defect clo-
sure on the incidence of internal herniation following
LRYGB.
Methods: We performed a retrospective study of all patients
undergoing LRYGB at our center between December 1999
and August 2007. Between December 1999 and January
2006 (Group A), patients underwent LRYGB without closure
of the mesenteric defect. Subsequently, between February
2006 and August 2007 (Group B), patients underwent LRYGB
with closure of the mesenteric defect. We compared the 2
groups with regard to rates of internal herniation. Data col-
lected included demographics, operative time, interval
between primary operation and reoperation for internal her-
niation, BMI, and % excess weight loss (%EWL) at the time
of reoperation.
Results: 1194 patients included in Group A underwent
LRYGB without mesenteric defect closure. Within this group,
a total of 16 patients experienced internal herniation requir-
ing reoperation (1.3%). Demographics for this subgroup
were as follows: 13 female, 3 male; mean age 39.9 years
(range 24-62); mean preoperative weight 295 lbs (range 210-
448); mean preoperative BMI 48.8 kg/m2 (range 36-65). The
mean interval between LRYGB and reoperation was 387

days (range 2-792). Mean weight, BMI, and %EWL at the
time of reoperation were 201.5 lbs (range 114-315), 33 kg/m2
(range 20.2-48.7), and 59.0% (range 0-101.4), respectively. All
16 patients underwent laparoscopic reexploration, with
reduction of the herniated small intestine and closure of the
mesenteric defect. 2 patients (12.5%) required decompres-
sive gastrostomy tube placement due to distension of the
biliopancreatic limb. 469 patients included in Group B
underwent LRYGB with mesenteric defect closure. Thus far,
no patients (0%) in Group B have experienced internal herni-
ation (p<0.0001). Mean operative time was 115 minutes
[range 51-455] in Group A, compared to 120 minutes [range
50-300] in Group B (p<0.0001). There were no complications
attributable to mesenteric defect closure. There was no mor-
tality in either group.
Conclusion: 1.3% of patients undergoing LRYGB without
mesenteric defect closure experienced internal herniation
requiring reoperation, on average 1 year after the initial pro-
cedure. In this group, internal herniation appears to be cor-
related with successful excess weight loss. Our early results
suggest that primary closure of the mesenteric defect effec-
tively prevents internal herniation.

P020
SINGLE CENTER BARIATRIC SURGERY EXPERIENCE WITH
AN OPTICAL ACCESS TROCAR IN AN UNINSUFFLATED
ABDOMEN AND A CRITICAL REVIEW OF MINIMALLY INVA-
SIVE PERITONEAL ACCESS TECHNIQUES, Nari Sabeti
MD,Michael Tarnoff MD,Scott Shikora MD,Julie Kim MD,
Tufts New England Medical Center, Department of Surgery
Background:The Visiport is a widely-used bladed optical
access device that provides convenient, safe peritoneal
entry. We use this device as our primary method of entry
and insufflation in bariatric surgery and provide an overview
of our cumulative experience. In addition, we provide a
comprehensive analysis of the literature to analyze all meth-
ods of peritoneal access in minimally invasive surgery.
Clinical research methods: From 7/30/01 to 8/31/07, laparo-
scopic access for all bariatric surgery at a single center was
gained using the 5-12 mm Visiport device without prior
insufflation. Three attending surgeons and six laparoscopic
bariatric fellows used the device for a total of 2,036 cases,
including 1,533 laparoscopic gastric bypass procedures
(LGBP) and 503 laparoscopic adjustable gastric band place-
ments (LAGB). All LAGB had an off-midline Visiport inser-
tion. All LGBP procedures entailed midline placement with
the exception of the first 50 cases in which an off-midline
approach was utilized.
Literature search methods: In May 2007, the MEDLINE data-
base from 1950 to June 2007 was searched for trials
employing optical trocars. The key words and subject terms
used were “optical trocars,” “Visiport,” “Optiview,” “direct
trocar,” and “direct trocar injury.” All publications as well as
translated articles were included. Relevant bibliographies
pertaining to optical trocars were also searched for addition-
al references. All the studies were categorized according to
the level of evidence based on the Levels of Evidence and
Grades of Recommendation supplied by the Oxford Centre
of Evidence-Based Medicine.
Clinical results: Three injuries occurred (0.15%). Two
required conversion to laparotomy and vascular repair, one
was managed conservatively. All injuries occurred with
placement of the device off the midline. No injuries occurred
with midline placement. There were no mortalities associat-
ed with the injuries. Literature review: Our review of the lit-
erature reveals only 2 randomized prospective trials that
have analyzed various methods of peritoneal access. The
remainder of the literature consists of retrospective studies
and case reports. Through this review, a total of 20,989
cases have been reported on. The incidence of vascular
complications was 0.07% while visceral complications
occurred in 0.10%. Conclusion: Use of the Visiport without
prior insufflation continues to be safe in the morbidly obese
population. Our literature review validates that this method
is as safe as any other method of entry and insufflation.
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P021
PORTAL VENOUS GAS ONE YEAR AFTER LAPAROSCOPIC
ROUX-EN-Y GASTRIC BYPASS. A CASE REPORT OF A
UNIQUE PATHOLOGY., Catharine Martone MD,Paul Thodiyl
MD,Piotr Gorecki MD, Department of Surgery, New York
Methodist Hospital, Brooklyn, NY
Introduction: Hepatic portal venous gas is a radiographic
finding typically associated with bowel ischemia, and is con-
sidered to be a poor prognostic sign prompting urgent oper-
ative exploration. Portal venous gas frequently occurs after
instrumentation of the biliary tree, and may also be seen
after insufflation of the abdomen for laparoscopy. In addi-
tion, portal venous gas has been reported in a case of anas-
tomotic leak after laparoscopic Roux-en-Y gastric bypass
(LRYGB). Cases of portal venous gas associated with non-
surgical conditions have been reported, and include cholan-
gitis and severe enteritis. We examine a case of massive
portal venous gas seen on computed tomography (CT) in a
patient presenting with severe abdominal pain one year
after uncomplicated LRYGB.
Case Report: A 36 year old male one year after LRYGB pre-
sented to the Emergency Department with a one day history
of severe abdominal pain associated with nausea and vom-
iting. His past medical history was significant for a decrease
in body mass index (BMI) from 49 preoperatively to a BMI of
30 over the year since LRYGB. Vital signs were normal, and
laboratory investigations were significant only for a mildly
elevated white blood cell count. On exam, the patient was in
no distress; he had mild epigastric tenderness without peri-
toneal signs. CT scan was obtained, revealing portal venous
gas and a thickened transverse colon, suggestive of bowel
ischemia or colitis. The patient was taken to the operating
room for urgent exploration, which was negative for peri-
tonitis, bowel obstruction, or bowel ischemia. The trans-
verse colon was found to be significantly thickened, sugges-
tive of colitis. The gastric remnant was not dilated, and the
Roux limb, biliary-pancreatic limb and common channel
were normal. The patient had an uneventful recovery from
this essentially negative laparotomy, with resolution of the
portal venous gas noted on follow-up CT obtained on the
third postoperative day. Stool cultures were negative for
Clostridium difficile colitis, and the patient was discharged
home on the fourth postoperative day.
Conclusions: The presented case suggests yet another pos-
sible etiology for portal venous gas, and should prompt fur-
ther investigation into characteristics unique to patients
after LRYGB that may be associated with this rare radiologic
finding (CT images to be presented).

P022
QUALITY OF LIFE SIGNIFICANTLY IMPROVES AFTER
LAPAROSCOPIC GASTRIC BYPASS, Piotr Gorecki
MD,Shunling Tsang MPH, Department of Surgery, New York
Methodist Hospital, Brooklyn, New York; St. George’s
University School of Medicine, Grenada, West Indies
Introduction:
The Moorehead-Ardelt Quality of Life Questionnaire (M-A
QoLQ) has been validated as a reliable tool in assessing
quality of life issues in the obese population. We compared
the quality of life data gathered prior to and 1 year following
laparoscopic bariatric bypass surgery using the M-A QoLQ
on selected outcomes including self-esteem, physical,
social, work ability, and sexual interest.
Methods:
Two hundred and twenty seven consecutive patient records
between August 2001 and February 2006 were analyzed for
changes in quality of life measures. All patients were asked
to fill out the M-A QoLQ prior to laparoscopic Roux Y gastric
bypass (LRGB). All patients were operated by the same sur-
geon with the same technique and cared for by same core
surgical team. Standardized follow up protocols were uti-
lized. Patients were asked to complete a survey at their one-
year follow up visit measuring the same quality of life
issues addressed prior to the surgery. Of the 227 patients,
108 patient files were complete and analyzed, 69 patients

did not complete the 1-year follow up questionnaire, and 48
patient files were excluded. All data were collected prospec-
tively and paired t-tests were used to analyze the data.
Results:
In the comparative analysis of the data, all participants who
completed the M-A QoLQ prior to surgery and 1 year post
surgery were found to show a statistically significant
improvement in self esteem (p< .001), physical activity (p<
.001), social interest (p< .001), work interest (p< .001) and
sexual interest (p< .001).
Conclusion:
In addition to weight loss and reduction of comorbidities,
LRGB produced significant improvement of quality of life in
all measured parameters including self-esteem, physical,
social, work ability, and sexual interest.

P023
VAGAL BLOCKING FOR OBESITY CONTROL (VBLOC) :
INTERIM SIX MONTH RESULTS IN AN ONGOING TRIAL
USING A SECOND GENERATION SYSTEM, J Toouli MD,B
Kulseng MD,U Keller MD,L Kow MD,R Marvik MD,G
Johnsen MD,D M Frey MD,K S Tweden PhD,R R Wilson
MD,C J Billington MD, Flinders Medical Centre, Adelaide,
Australia; National Center for Advanced Laparoscopic
Surgery, Trondheim, Norway; University Hospital, Basel,
Switzerland; EnteroMedics Inc., St. Paul, MN, USA;
University of Minnesota, Minneapolis, MN, USA
BACKGROUND: A new therapy (VBLOC) that intermittently
blocks both vagi near the esophagogastric junction using
high-frequency electrical algorithms has been reported to
lower excess weight 14.2 (+/-) 2.2% in obese subjects as part
of an earlier 6 month feasibility trial. The therapy is deliv-
ered by laparoscopically implanted electrodes. The pro-
posed mechanisms for weight loss are down-regulation of
gastric accommodation, contractions and emptying, as well
as decreased pancreatic exocrine secretion and nutrient
assimilation.
AIM: To evaluate the safety and efficacy of VBLOC on excess
weight loss (EWL) using a second generation system in an
ongoing open-label prospective clinical study.
METHODS: Study subjects were implanted with the vagal
blocking system at three participating sites. Two weeks later,
vagal blocking was initiated. Subjects have been followed
out to 6 months, including visits for body weight, physical
examination, clinical chemistries and adverse events (AEs).
RESULTS: Twenty-five subjects (mean BMI: 39.6 (+/-) 0.8)
were implanted. EWL at 4, 12 and 26 weeks following
implant was 10.7 (+/-) 1.3% (p<.0001; n=25), 16.1 (+/-) 2.2%
(p<.0001; n=22) and 22.9 (+/-) 4.6% (p=.0003; n=13), respec-
tively. There were two dropouts. There were no deaths or
unanticipated adverse device effects. AEs included localized
serous fluid accumulation at the neuroregulator site and
trauma during a motor vehicle accident. These were consid-
ered unrelated to the device.
CONCLUSIONS: This interim analysis of a second-genera-
tion vagal blocking system supports efficacy as measured
by EWL and safety as documented by AE profile. These sub-
jects will continue in long-term follow-up.

P024
PROSPECTIVE ANALYSIS OF THE RESOLUTION OF ASTH-
MA IN LAPAROSCOPIC GASTRIC BYPASS PATIENTS, Piotr
Gorecki MD,Catherine W Gribbin MPH,Leslie Wise MD, New
York Methodist Hospital
Background: A dose dependent relationship between obesi-
ty and asthma has been reported in several epidemiologic
studies. It has been proposed that interventions targeting
obesity may reduce the incidence of asthma. We hypothe-
size that surgically induced weight loss will decrease the
prevalence of asthma in a large group of bariatric patients.
Methods: We analyzed data on 356 gastric bypass patients.
Asthma status was analyzed prospectively at the initial stan-
dardized pre-operative evaluation process and reassessed
one-year after the surgery.
Results: Of the 356 patients in our bariatric cohort, 106
reported asthma pre-operatively. Of those 106 patients with
asthma, 71 attended their one year follow-up and were eligi-
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ble for analysis. Within the group of 71 patients with com-
plete data 36 patients reported resolution (50.7%), 26 report-
ed improvement (36.6%), 8 reported no change (11.2%) and
1 reported worsening (1.5%). Excluding asthma patients
with incomplete data, the prevalence of asthma within the
cohort dropped from 22.1% to 10.9% (p=0.003).
Conclusion: Bariatric surgery patients previously diagnosed
with asthma showed significant improvement in their asth-
ma symptoms one year after surgery. Our results confirmed
those of previous studies suggesting that obesity is strongly
associated with asthma. Gastric bypass induced weight loss
significantly reduced the prevalence of asthma in a morbidly
obese population.

P025
UTILITY OF DRAINAGE CATHETERS FOR GASTROJEJUNAL
LEAKS AFTER LAPAROSCOPIC ROUX-EN-Y GASTRIC
BYPASS: A RETROSPECTIVE REVIEW OF 434 CASES, Irfan I
Wadiwala DO,Ann M Rogers MD,Eric M Pauli MD,Timothy R
Shope MD,Randy S Haluck MD, Department of Surgery,
Penn State College of Medicine, Hershey, PA USA
BACKGROUND: A leak at the gastrojejunal anastomosis (GJ)
is a well recognized and occasionally fatal complication of
obesity surgery. Closed suction drains have been routinely
placed in the region of the GJ at the time of laparoscopic
Roux-en-Y gastric bypass (LRYGBP) in order to aid in the
recognition and treatment of such leaks. However, drains
can increase pain, cost and operative time, and do not
always fulfill their desired function.
METHODS: A retrospective review of 434 consecutive
patients who had undergone LRYGBP from November 2000
through December 2006 by two fellowship trained laparo-
scopic surgeons at Penn State Milton S. Hershey Medical
Center was performed. In all cases, a total linear stapled
antecolic antegastric LRYGBP was performed and a 10 Fr
Jackson Pratt drain was left in place alongside the GJ after
omental wrap. Data were analyzed to determine the fre-
quency of GJ leaks in this population, as well as to evaluate
the efficacy of closed suction drains in the diagnosis and
management of such leaks. Drains were removed in stable
patients after 24 hrs of oral intake. A contrast study was
obtained on selected patients only if clinically indicated to
evaluate for leak.
RESULTS: 434 patients (76 males and 358 females) meeting
NIH criteria for surgical weight loss underwent LRYGBP. The
average BMI was 48 ± 6.6. Five (1.1%) patients were con-
firmed to have clinically apparent leaks on contrast study
during the early postoperative period (< 30 days). Based on
the characteristics of the effluent, drains were useful in iden-
tification and treatment of only two of these patients
(0.40%). Four patients were treated nonoperatively while
one required surgical repair. There was no mortality in the
series.
CONCLUSIONS: GJ leaks are a rare occurrence at our insti-
tution. The minimal benefit conferred by closed suction
drains owing to a lack of adequate sensitivity has led us to
discontinue their routine placement at the time of LRYGBP.
We prefer the judicious use of contrast studies for the diag-
nosis of leaks and recommend percutaneous placement of
drains for controlled GJ leakage after LRYGBP in stable
patients.

P026
DEFINING DIFFERENCES AMONG THOSE WHO SUCCEED
IN COMPARED TO THOSE WHO FAIL TO LOSE SIGNIFI-
CANT EXCESSIVE WEIGHT AFTER BARIATRIC SURGERY,
Brad E Snyder MD,Alex Nguyen MD,Biju Lukose
MD,Sherman Yu MD,Terry Scarborough MD,Erik Wilson MD,
University of Texas Health Sciences Center in Houston
Background: Gastric bypass and adjustable gastric banding
are currently the most commonly performed weight loss
surgeries. The results are encouraging for most patients;
however, even among surgeons that perform hundreds of
these procedures, some of their patients do better than oth-
ers. This article has set out to define differences among
those that succeed compared to those that fail to lose signif-
icant excessive weight after bariatric surgery. Methods: We

performed a retrospective review of our prospective data-
base collected over the last four years. We studied 484
bariatric patients who had at least one year follow up. We
defined a success as greater than 50% excess weight loss
(EWL) and defined failure as less than 30% EWL. Student’s t-
tests were performed between succeeding and failing
groups of bypass patients, band patients, males, females,
Caucasians and minorities for the following variables: age,
height, starting body mass index (sBMI), starting excessive
weight (sEW), and starting weight (SW). Findings: We
observed an overall success rate of 58% and a failure rate of
15%. Age was significantly lower in the successful group
(p=0.012). Starting BMI was significantly lower in successful
band patients (p=0.0007). Starting EW was significantly
lower in both the successful band and bypass groups
(p=0.0005 and p=0.015, respectively); likewise, so was SW
(p=0.001 and p=0.0055, respectively). Among different eth-
nicities, age was significantly lower in the successful
Caucasian group, and sBMI was significantly lower in the
successful minority group. For bypass patients and
Caucasians, the unsuccessful group was significantly taller
than the successful group (p is 0.0003 and 0.014, respective-
ly). Gender was not a significant variable in success or fail-
ure, regardless of procedure. Conclusion: Without consider-
ation for the procedure to be performed, succeeding
patients were younger. In band patients, a higher sBMI was
found in the failing group. For band and bypass patients
who succeeded, the average SW and EW were lower.
Successful Bypass patients were significantly shorter than
their failing counterparts. Among Caucasians, successful
patients were significantly younger and shorter; and, among
minorities, the succeeding group had a lower sBMI. These
variables give us further insight into the complexity of suc-
ceeding to lose EW, and the results will ultimately help us
determine how we can help our patients consistently suc-
ceed.

P027
THE VAD-BAND, A PROMISING NEW TECHNIQUE FOR
MORBIDLY OBESE POTENTIAL CARDIAC TRANSPLANT
CANDIDATES, Shahzeer Karmali MD,John F Sweeney
MD,Oscar H Frazier MD,Kimberly Yee MD,Francis C
Brunicardi MD,Vadim Sherman MD, Baylor College of
Medicine, Michael E Debakey Department of Surgery,
Division of General & Cardio-thoracic Surgery
INTRODUCTION:
Morbid obesity remains a strong risk factor limiting cardiac
transplantation. Furthermore, numerous cardiac transplant
databases have demonstrated that morbidly obese trans-
plant recipients have nearly twice the 5-year mortality of
normal-weight or overweight recipients. Hence, many mor-
bidly obese transplant patients require ventricular assist
devices to bridge them until they have lost sufficient weight
to be considered for cardiac transplantation. Unfortunately,
obtaining suitable weight loss via dietary or exercise regi-
mens is limited by the cardiac limitations of the patients and
has been shown to be of limited success. We report on a
new procedure of combining ventricular assist device place-
ment with adjustable gastric band (VAD-BAND) placement to
facilitate sufficient weight loss for cardiac transplantation
METHODS
We report on our experience of 2 morbidly obese (BMI 46.6,
BMI 43.7) patients with severe non-ischemic cardiomyopa-
thy who underwent a Ventricular Assist Device and
Adjustable Gastric Band (VAD-BAND) placement for treat-
ment of morbid obesity and potential future cardiac trans-
plantation.
RESULTS:
Patient 1 was a 24 year old male with a body mass index
(BMI) of 46.6 admitted in cardiogenic shock with severe non-
ischemic cardiomyopathy (New York Functional Class IV,
Left Ventricular Ejection Fraction 15.3%) who underwent the
VAD-BAND procedure. At 11 months outpatient follow-up
the patient had clinically improved with a BMI of 34.2.
Patient 2 was a 36 year old male with a body mass index of
43.7 admitted in cardiogenic shock with severe non-
ischemic cardiomyopathy (New York Functional Class IV,
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Left Ventricular Ejection Fraction 17.1%) who underwent
placement of a VAD-BAND. At 4 months post-operation, the
patient was stalwart clinically with a BMI of 34.8. Both
patients are now under consideration for cardiac transplan-
tation.
DISCUSSION:
Considering that the VAD generator is placed into the
abdominal cavity, we demonstrate that concurrent place-
ment of an adjustable gastric band is a safe, viable and
effective option for the morbidly obese patient with end-
stage heart disease. Although, our follow-up is short term,
we believe that the VAD-BAND represents a promising
advancement in both managing this patient population and
fostering the potential for future cardiac transplantation for
an otherwise terminal condition.

P028
ANATOMICAL MEASUREMENTS OF THE GASTRIC CARDIA
IN OBESE PATIENTS, A Katharine Hindle MD,Fred Brody,
MBA MD,Florencia Gonzalez MPH, The George Washington
University Medical Center, Washington DC
Background: Currently, surgeons may implant three differ-
ent types of bands within the LapBand system. However,
there is little data to guide the selection process. This study
aims to determine the relationship between a patient’s body
mass index (BMI), height, and weight and the anatomical
measurements of the gastric cardia in morbidly obese
patients undergoing LapBand surgery.
Methods: A total of 67 morbidly obese patients undergoing
LapBand surgery were studied. Intra-operative measure-
ments of the gastric cardia were obtained. The relative cir-
cumference and posterior diameter of the gastric cardia
were measured along with the patient’s height, weight and
BMI. Pearson’s correlation coefficient was used to measure
the relationship between the circumference and posterior
diameter of the gastric cardia with the BMI, height, and
weight. A p<0.05 was considered significant.
Results: No correlation exists between a patient’s BMI or
weight and the circumference or posterior diameter of the
gastric cardia. A correlation exists between a patient’s
height and the posterior diameter of the gastric cardia
(p=0.02). Of note, there is a correlation between the relative
circumference and the posterior diameter of the gastric car-
dia for each patient (p=0.05).
Conclusions: Our unique data show no significant correla-
tion between a patient’s BMI and weight with regard to
measurements of the gastric cardia. There was a correlation
between a patient’s height and the posterior diameter of the
gastric cardia. This finding suggests that an android or
gynecoid body habitus may not influence gastric anatomy.
These intra-operative measurements may help surgeons
objectively select the appropriate band for each respective
patient undergoing LapBand surgery. This may potentially
decrease post-operative dysphagia.

P029
EARLY RESULTS AFTER LAPAROSCOPIC SLEEVE GASTREC-
TOMY FOR MORBID OBESITY, Philippe A Topart MD,
Guillaume Becouarn MD, Societe de Chirurgie Viscerale-
Clinique de l’Anjou-Angers
From December 2004 and June 2007 74 patients (9 men)
had a laparoscopic sleeve gastrectomy for morbid obesity.
They were aged 43.8 ± 9.4 years with a Body mass index
(BMI) of 44.5 ± 8.24. Comorbidities included sleep apnea (34
patients), type 2 diabetes (11) and high blood pressure (21).
40 patients presented with at least 1 comorbid condition. 17
patients had a previous bariatric surgery (16 gastric bands, 1
sleeve gastrectomy) and 3 patients were converted to a
sleeve gastrectomy instead of a biliopancreatic diversion
with duodenal switch because of peroperative ventilation
problems or limited access to the duodenum. Except in 1
case where the band was not removed all the bands were
removed prior to (2 cases) or at the time of the sleeve gas-
trectomy. The sleeve gastrectomy was performed using 6
trocarts and over a 40 French bougie. All the procedures
were completed laparoscopically in 73.0 ± 26.1 minutes. 64
of 74 patients had an uneventful postoperative course

(86.5%). Major complications included bleeding (1 splenec-
tomy at day 1 and 1 laparoscopic drainage of an hematoma)
and an abdominal abcess with a laparoscopic drainage 10
days after the sleeve gastrectomy. Other complications were
gastric stricture requiring endoscopic dilatation (2.7%),
pneumonia (2.7%), nausea (2.7%) and unexplained fever
(1.35%). The mean hospital stay was 3.6 days (range 2 to 8
days). Patients were reviewed in September 2007 : 3 were
reoperated on during the follow up for weight regain (2) or
food intolerance (1) (1 had a redo sleeve and 2 had a gastric
bypass). Patients were reviewed every 3 months during the
1st year and every 6 months during the 2nd year and yearly
thereafter. The postoperative BMI evolution was as follows :

3 months 6 months 9 months 1 year
38.7 ± 7.4 33.9 ± 5.5 34.0 ± 8.0 33.7 ± 6.4

The sleeve gastrectomy is a restrictive bariatric procedure
with a very low rate of conversion to an open procedure and
a short operative time. The morbidity rate is low and no
mortality is reported. A significant decrease in BMI is
observed at 1 year postoperatively, however a longer follow
up will be required to assess the efficacy of the procedure
especially in the group of patients with a previous gastric
banding.

P030
LAPAROSCOPIC GASTROTOMY FOR ACCESSING GASTRIC
REMNANT IN PATIENTS WITH CHOLEDOCHOLITHIASIS
STATUS POST ROUX-EN-Y GASTRIC BYPASS SURGERY,
REPORT OF TWO CASES., Alberto J Gonzalez MD,Derek
Robinson MD,Jerry Kitchens MD,Kenneth Sigman MD,
Baptist Health System, Trinity Hospital, Birmingham,
Alabama, USA.
Background: Obesity is reaching epidemic proportions in
the United States and worldwide. Roux-en-y gastric bypass
is most common bariatric surgical procedure performed. We
propose a minimally invasive technique which is easily
duplicated to gain access to the gastric remnant and the bil-
iary tree.
Method: Report of two cases with suspicion of choledo-
cholithiasis and history of roux-en-Y bypass. Under direct
visualization and with two stay sutures at 3 and 9 o-clock a
bladed 15 mm trocar inserted into the remnant. New sterile
drape placed to include only the 15mm trocar. Through the
15mm trocar an ERCP scope easily passed and ampulla
identified and cannulated. Successful stone retrieval and
papillotomy performed. We then were able to close the gas-
trotomy with linear endo-GIA stapler. Case two required
small incision and bringing the stomach through the fascia,
gastrotomy performed with two layers of pursestrings and
15mm trocar inserted. Gastrotomy was the closed in a two
layer hand sewn fashion.
Conclusion: The population of gastric bypass patients is
increasing. This technique is easily duplicated and per-
formed in private community hospitals where experienced
laparoscopists and endoscopists are available.

P031
NATURAL ORIFICE SURGERY: INITIAL US EXPERIENCE UTI-
LIZING THE STOMAPHYX™ DEVICE TO REDUCE GASTRIC
POUCHES AFTER ROUX-EN-Y GASTRIC BYPASS, Dean
Mikami MD, Bradley Needleman MD,Vimal Narula MD,Lynn
Happel MD,Jason Roland MD,Simon Bergman MD,Janice
Durant RN,Jacques Himpens* MD,W S Melvin MD, The
Ohio State University Center for Minimally Invasive Surgery,
Columbus, OH and *St. Blasius Hospital, Dendermonde, BE
Purpose: To evaluate the effects of a new natural orifice sur-
gical device to reduce gastric pouches after Roux-en-Y gas-
tric bypass surgery.
Methods: The StomaphyX™ device is a sterile, single-use
device that is Food and Drug Administration (FDA) cleared
for use in endoluminal trans-oral tissue approximation and
ligation in the gastrointestinal (GI) tract. We proposed that
this device would be used to reduce the size of the gastric
pouch to correct late weight gain following Roux-en-Y gas-
tric bypass surgery.
Results: Twenty-four patients underwent the StomaphyX™
procedure. Mean age was 46, average pre-StomaphyX™
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weight was 111.8 kg, and average Body Mass Index (BMI)
was 41.9. Ninety-five percent of the patients were female
with an average of 54.9% Excess Body Weight Loss (EBWL)
after their initial bariatric operation. Two, four, eight, and
twelve weeks follow-up were conducted. Average weight
loss at 2 weeks was 2.8 kg (6.3 % EBWL), at 4 weeks was 4.8
kg. (10.6 % EBWL), at 8 weeks was 5.7 kg (11.5% EBWL) and
at 12 weeks was 8.0 kg ( 18.1 % EBWL) . No major complica-
tions were observed. Two patients with chronic diarrhea for
many years had their symptoms resolve after the procedure.
Three patients with gastroesophageal reflux disease (GERD)
were symptom free post-procedure and were taken off their
Proton Pump Inhibitors (PPIs).
Conclusion: Endoluminal gastric pouch reduction is a safe
and feasible procedure. Natural orifice surgery utilizing the
StomaphyX™ procedure may offer an alternative to open or
laparoscopic revisional bariatric surgery. The possibility of
conducting long term randomized studies is being investi-
gated.

P032
EFFECT OF THE GASTRO-JEJUNAL ANASTOMOTIC STRIC-
TURE ON WEIGHT LOSS AFTER LAPAROSCOPIC ROUX-EN-
Y GASTRIC BYPASS, Biju m Lukose MD,Brad Snyder
MD,Terry Scarborough MD,Sherman Yu MD, Erik B Wilson
MD, Department of Surgery, The University of Texas Health
Science Center Houston
Introduction
In the morbidly obese, laparoscopic Roux-en-Y gastric
bypass (LRYGB) effectively achieves weight loss with the
resolution of co-morbidities. One of the complications of
this procedure is the development of gastro-jejunal anasto-
motic stricture. The purpose of this study is to compare the
effect of post-operative stricture on weight loss.
Methods and procedures
We performed a retrospective review of our prospective
database, which included 877 patients who underwent
Roux-en-Y gastric bypass over the last 4 years. We com-
pared the patients in the stricture group (SG) to control
group (CG), regarding weight loss and demographics. The
case matched controls were 42 randomly selected patients
without any postoperative stricture of similar demographic
characteristics. Student’s t-test was performed to compare
the two groups.
Results
Among 877 patients (656 females and 221 males) 21(2.3%)
developed stricture (20 females 1 male). Three patients were
revisional Roux-en-Y gastric bypass (RRYGB). Out of 42
patients in the control group (40 females 2 males) 6 had
RRYGB. Average BMI: SG 50.81 (CG 50.95). Average age: SG
46.59 years (CG 44.07).The average time until the develop-
ment of stricture was 89 days (range 31- 680 days). The
average length of follow-up was 1.5 years (range 6 months
to 2.5 years). The average total weight loss: - SG 19.09 % Vs
24.70 % in the CG. (p=0.0154). The average excess weight
loss: - SG 37.20% Vs 47.06% in the CG (p=0.043). Multiple
dilatations were needed in 10 out of 21 patients with the
average being 1.6 dilatations per patient.
Conclusion
Decreased weight loss in patients with postoperative stric-
ture appears counter intuitive. Failure to lose weight in the
short term follow-up period (1.5 years) compared to normal
patients could be attributed to maladaptive eating habits
developed in response to the stricture. Stricture develop-
ment appears to be a factor that can account for poor
weight loss after LRYGB.

P033
OPTICAL ACCESS TROCAR USE IN A BARIATRIC POPULA-
TION WITH HIGH PERCENTAGE OF PRIOR ABDOMINAL
OPERATIONS, Jovenel Cherenfant MD, Eric M Pauli
MD,Mindy Nace MD,Timothy R Shope MD,Randy S Haluck
MD, Department of Surgery, Penn State College of
Medicine, Hershey, PA USA
Background: Optical access trocar (OAT) for primary access
has been shown to be safe for obese and non-obese
patients. Visualization of the abdominal layers is thought to

help reduce the risk of injury to intra-abdominal organs.
Concern still exists about the use of an OAT in obese
patients with prior abdominal operations (PAO). We retro-
spectively analyzed our experience with optical access tro-
cars in patients with PAO undergoing laparoscopic Roux-en-
Y gastric bypass (LRYGB) surgery.
Methods: We identified 391 LRYGB operations performed by
two surgeons at one academic center over a 7-year period.
All patients met NIH criteria for weight loss surgery. PAO
were recorded during preoperative evaluation. A 10mm
Optiview (Ethicon, Somerville, NJ) trocar was used in all
cases. Operative notes were reviewed. Complications were
defined as injury to abdominal or retroperitoneal structures
upon entry into the peritoneal cavity or failure to achieve
peritoneal access with the OAT. There was no risk stratifica-
tion or randomization of patients based on the type (laparo-
scopic vs. open) and extent (major vs. minor) of PAO.
Patients that had only a prior tubal ligation were not includ-
ed in the PAO group.
Results: The majority of patients (n = 255, 65.2%) had a PAO.
Of these, 117 patients (30.0%) had one; 76 patients (19.4%)
had 2; 44 patients (11.3%) had 3; and 18 patients (4.5%) had
greater than or equal to 4 PAO. There were 136 patients
(34.8%) with no PAO. There were four operative complica-
tions associated with use of the OAT (overall complication
rate = 1.02%). All complications occurred in patients with
only one PAO (1 C-section; 2 open cholecystectomy; 1
laparoscopic cholecystectomy). There were three minor
complications (0.75%) where the OAT failed to gain peri-
toneal access and the Veress needle or Hasson cannula
were utilized. There was one major complication (0.26%)
where a transverse colotomy was made with the OAT. There
were no other vascular or visceral injuries.
Conclusion: These data suggest that OAT use for peritoneal
access in a morbidly obese population with PAO has an
overall complication rate lower than the reported use of
Veress needle or Hasson techniques. While we routinely use
an optical access trocar for LRYGB, we recognize that some
patients may have higher risks for complications than others
based on prior abdominal operations.

P034
RESOLUTION OF COMORBIDITIES FOLLOWING LAPARO-
SCOPIC ROUX-EN-Y GASTRIC BYPASS. A PROSPECTIVE
ANALYSIS OF 434 PATIENTS., Kevin Cho MD, Piotr Gorecki
MD,James Rucinski MD, New York Methodist Hospital,
Brooklyn, New York
Introduction: Morbid obesity is a chronic disease that
reduces life expectancy and represents a major risk factor
for other chronic illnesses.1,2 At the present time bariatric
surgery remains the only therapy that produces significant
and sustained weight loss in the morbidly obese. Surgical
weight reduction can reverse or eliminate many obesity
related comorbidities.3
Materials and Methods: We analyzed 434 consecutive
patients who underwent laparoscopic Roux-en-Y gastric
bypass at our institution between August 2001 and October
of 2006. All patients met NIH criteria for bariatric surgery
and were operated on by a single surgeon. All data were
collected prospectively. Chronic obesity related illnesses
were documented and entered into the database. At one
year follow-up, all comorbidites were analyzed and changes
were documented.
Results: There were 387 females (89.2%) and 47 males
(10.8%) with an average body mass index (BMI) of 48.3
kg/m2 (35-73). There were a total of 2044 comorbidities for
an average of 4.71 comorbidities per patient. At one year
after surgery the average BMI was reduced to 32 kg/m2. The
reduction or elimination of comorbidities averaged from
87.8% for asthma to 100% for diabetes. Detailed analysis of
13 comorbidities will be presented.
Conclusion: In addition to significant and sustained weight
loss, bariatric surgery provides an impressive resolution or
improvement of all obesity related comorbidities.
References
1. Peeters, A; J Barendregt & F Willekens et al. Obesity in
adulthood and its consequences for life expectancy: a life-
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table analysis. Ann Intern Med. 2003;138(1): 24-32.
2. Allison DB, Fontaine KR, Manson JE, et al. Annual deaths
attributable to obesity in the United States. JAMA.
1999;282:1530-1538.
3. Christou, N; J Sampalis & M Liberman et al. Surgery
decreases long-term mortality, morbidity, and health care
use in morbidly obese patients. Ann Surg. 2004;240 (3): 416-
23.

P035
IMMEDIATE POSTOPERATIVE AMBULATION MINIMIZES
THOMBOEMBOLIC COMPLICATIONS FOLLOWING A
LAPAROSCOPIC GASTRIC BYPASS. A PROSPECTIVE
ANALYSIS OF 461 PATIENTS., Piotr Gorecki MD,Marcus
D’Ayala MD,Catharine Martone MD, Department of Surgery,
New York Methodist Hospital, Brooklyn, NY
Introduction: Bariatric surgery remains the only therapy that
produces significant and sustained weight loss in morbidly
obese patients. Bariatric patients have been traditionally
viewed as a high risk population for thomboembolic compli-
cations, which are major cause of postoperative morbidity
and mortality.
Materials and Methods: Four hundred sixty-one consecutive
patients who underwent laparoscopic Roux-en-Y gastric
bypass (LRGB) at our institution between August 2001 and
April 2007 were prospectively analyzed. All patients met the
NIH criteria for bariatric surgery and were operated on by a
single surgeon. Our DVT prophylaxis protocols included
perioperative sequential compression stocking for all
patients and selective intraoperative and postoperative use
of subcutaneous Lovenox or Heparin. All patients were sub-
jected to an immediate postoperative ambulation regimen
that was part of our center’s clinical pathways. Selective
postoperative lower extremity duplex studies were per-
formed on patients complaining of extremity pain or
swelling and on those having unexplained tachycardia or
shortness of breath. Patients with hypoxemia, tachycardia,
shortness of breath or tachypnea underwent chest CT with
intravenous contrast.
Results: Three patients with hypercoagulable states under-
went preoperative insertion of vena cava filters. There were
no incidences of perioperative DVT or PE in any of the
patients in this group and no readmissions or late throm-
boembolic complications. There was a 94% compliance rate
with aggressive postoperative ambulation protocols.
Noncompliance of the remaining six percent of patients was
due to patient’s inability to ambulate, postoperative compli-
cations or nursing staff noncompliance.
Conclusion: Immediate postoperative ambulation may be
the most significant prophylaxis against thromboembolic
complications following laparoscopic gastric bypass.
Adherence to ambulation protocols and preoperative patient
and nursing staff education should be emphasized.

P036
EXCESS ROUX-LIMB HOOK SYNDROME - A PREVENTABLE
CAUSE OF DISABILITY AFTER LAPAROSCOPIC GASTRIC
BYPASS., Francesco Palazzo MD,Charlotte Rabl MD,Andrew
M Posselt MD,Guilherme M Campos MD, Bariatric Surgery
Program, Department of Surgery, University of California
San Francisco, San Francisco, CA.
Introduction: Laparoscopic Roux-en-Y Gastric Bypass (LGB)
is associated with a complication rate of about 10% and
early diagnosis and proper treatment leads to full recovery
in virtually all patients. Strategies to prevent technique relat-
ed complications are important and should decrease overall
morbidity rate. The aim of this study is to describe a pre-
ventable cause of disability after LGB: an excessive length of
the blind loop (hook) of the Roux limb, detail its treatment
and outcomes.
Methods: A retrospective review of a prospectively main-
tained Bariatric Surgery Database with 595 patients to
search for patients that required revisional bariatric surgery
for resection of the hook of the Roux limb for severe gas-
trointestinal symptoms after LGB. Clinical information, diag-
nostic approach, treatment and outcomes were noted.

Results: A total of three patients were identified. Two LGB
had been performed at outside institutions, while one was
performed at our institution. Average time between LGB and
symptoms was 3, 5 and 6 months. All patients underwent
preoperative gastrointestinal series and endoscopy docu-
menting an enlarged hook of the Roux limb. Surgical treat-
ment was undertaken after failure of dietary modification.
All patients underwent laparoscopic resection of the hook of
the Roux limb. The redundant blind loop measured 7cm,
10cm and 12 cm. Postoperative course was unremarkable in
all cases. Symptoms resolved promptly and at 3, 6 and 9
months follow-up all patients remain asymptomatic.
Conclusions: An excessive length of the hook of the Roux
limb may cause disabling symptoms after LGB. Diagnosis
includes standard radiographic and endoscopic evaluation.
Laparoscopic resection of the redundant loop is safe and
resulted in symptom resolution in this small case series.
Attention at avoiding a redundant blind loop of the Roux
limb during LGB can prevent this syndrome.

P037
PREOPERATIVE PARATHYROID HORMONE LEVELS IN GAS-
TRIC BYPASS PATIENTS DO NOT VARY SEASONALLY BUT
DO CORRELATE WITH BODY MASS INDEX, Shannon J
Graewin MD,Deborah A Andris MS,Peter R Nuttleman
MD,James R Wallace MD, Department of Surgery, Medical
College of Wisconsin
Introduction: Parathyroid hormone (pth) maintains calcium
homeostasis in hypovitaminosis D and has deleterious
effects on bone metabolism. Vitamin D (Vit D) is low in pts
without adequate sunlight exposure or oral intake. Gastric
bypass and resultant Vit D malabsorption may exacerbate
hyperparathyroidism and osteopenia. Because little is
known of preoperative pth, vit D, and calcium (Ca) levels in
obese pts or how they vary by season, we evaluated these
hormones in temperate climate patients presenting for
laparoscopic gastric bypass.
Methods: 255 pts who had laparoscopic gastric bypass from
4/05-4/07 were placed into 4 groups-winter (Dec-Feb; n=60),
spring (Mar-May; n=75), summer (Jun-Aug; n=55), and fall
(Sept-Nov; n=65) by date of workup and surgery. Pts had
preoperative BMI, Vit D, Ca, and pth evaluation. Pts with
endocrine disease or vit D supplements were excluded. Chi-
squared, ANOVA, and Pearson correlation tests were per-
formed.
Results: Gender, ethnicity, and BMI were similar for all
groups. 87% of pts had Vit D < 30 mg/mL. Pth levels > 72
pg/mL were found in 30.2% of all pts, 46% of pts with BMI >
55, and in 61.1% of pts with BMI >60. BMI correlated with
pth levels (p=0.02), but not with Vit D or Ca levels. Pth levels
inversely correlated with Vit D levels (p<0.001), but not with
Ca levels.

Vit D (ng/mL) Ca (mg/dL) pth (pg/mL
Winter 14.8 ± 1.0 9.1 ± 0.1 68.3 ± 5.1
Spring 18.6 ± 1.3 9.4 ± 0.1* 67.2 ± 6.3
Summer 23.8 ± 1.8*† 9.4 ± 0.1* 63.7 ± 6.2
Fall 21.2 ± 1.2* 9.3 ± 0.1 55.8 ± 3.3
*p<0.05 vs Winter, † p<0.01 vs Spring
Conclusions: These data suggest that 1) many obese pts
have elevated pth and low Vit D levels preoperatively 2) Vit
D and calcium, but not pth levels, have seasonal variation
and 3) increased preoperative parathyroid levels correlate
with increased BMI.

P038
WHAT INFLUENCES FOLLOW-UP AFTER GASTRIC BYPASS
SURGERY?, Gavitt Woodard BA, John R Downey BA,John M
Morton MD, Stanford Department of Surgery
Introduction
Bariatric surgery remains the only effective and enduring
treatment for morbid obesity. Even after bariatric surgery,
obesity is recognized as a chronic disease requiring appro-
priate follow-up. We hypothesized that certain patient char-
acteristics may influence 1 year follow up.
Methods
Bariatric surgery clinic records from an academic medical
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center were reviewed from 2004- 2006. Patients were divid-
ed into two groups: (A) patients who had 1 year clinic visits
vs. (B) patients who did not have 1 year clinic visits.
Categorical and continuous variables were compared by
Chi-Square and T- test respectively with P<.05 set as signifi-
cant.
Results
581 Patients were identified with a 68% 1 year clinic follow
up rate. Significant differences between the two groups
were noted for age, % pre-op weight loss, metabolic syn-
drome, pre-op HDL, and distance >30 miles from clinic.

Follow Up No Follow Up
Age 46 41
% pre wgt loss 7 3
Met Syndrome 46 28
HDL 48 42
% Dist>30 62 75
Conclusion
Follow-up of bariatric surgery patients is integral to long-
term success. This study has identified that age, comorbidi-
ties and distance from clinic influence follow up at 1 year
indicating that these patient groups may require additional
surveillance.

P039
LAPAROSCOPIC REPAIR OF PERFORATED MARGINAL
ULCER FOLLOWING LAPAROSCOPIC ROUX-EN-Y GASTRIC
BYPASS: A CASE SERIES, Andrew A Wheeler MD,Scott T
Matz BS,Nicole M Fearing MD,Roger A de la Torre
MD,James S Scott MD, University of Missouri-Columbia
INTRODUCTION: Perforation of marginal ulcer is a known
complication of laparoscopic Roux-en-y gastric bypass
(LRYGB), and although not extensively reported in the litera-
ture, laparoscopic repair may be a feasible option to avoid
the morbidity associated with a large midline laparotomy
incision. Our objective is to present our experience with
laparoscopic repair of perforated marginal ulcers in patients
who have previously undergone LRYGB.
METHODS: A retrospective chart review from August 2005
to April 2007 was performed identifying all patients who
underwent laparoscopic repair of perforated marginal ulcer
after LRYGB at one hospital by three different surgeons. The
perforation was repaired either by laparoscopic primary
suture closure followed by application of an omental patch
or by laparoscopic Graham patch without primary suture
repair. Operative time, duration of hospitalization, post-oper-
ative follow-up, post-operative complications, as well as
potential risk factors for marginal ulcer formation were
recorded.
RESULTS: Six patients underwent laparoscopic repair of a
perforated marginal ulcer. Four patients were treated with
laparoscopic suture repair and omental patch while two
patients were treated with laparoscopic Graham patch with-
out suture repair. Average operative time was 101.8 minutes
(SD +/- 50) with an average hospitalization of 5.3 days (SD
+/-2.7). Average follow-up was 6.2 months (SD +/-7.5). Post-
operative complications included 2 patients with nausea and
vomiting related to an exposed suture at the gastrojejunos-
tomy, and one patient developed a stricture at the gastroje-
junostomy. All complications were amenable to endoscopic
treatment. Three of the six patients were smokers.
CONCLUSIONS: We present the largest series to date of
laparoscopic repair of perforated marginal ulcers utilizing an
omental patch and describe two techniques for treating
these perforations. We demonstrate that a laparoscopic
repair can be completed in a reasonable operative time,
with minimal post-operative hospitalization and low associ-
ated morbidity. We feel that patients who develop a perfo-
rated marginal ulcer after LRYGB can be safely and effec-
tively treated with laparoscopic repair with an omental
patch.

P040
INITIAL FILL VOLUMES: VG LAP-BAND VERSUS THE NEW
AP LAP-BAND, John P Cullen MD,Adam Spivack MD,Garth
R Jacobsen MD,Bryan J Sandler MD,Mark A Talamini
MD,Yoav Mintz MD,Santiago Horgan MD, Department of
Surgery, University of California San Diego
Introduction: Adjustable gastric banding has become the
operation of choice for bariatric surgery. Following operative
placement, close follow-up with adjustments of the band are
essential for optimal weight loss. Defining the optimal vol-
ume of an initial fill may minimize the cost associated with
fluoroscopic guidance and create a guidepost for inexperi-
enced surgeons. The newer AP band features a full 360
degree inflatable ring, which may alter adjustment volumes.
Methods: All adjustments were performed under fluo-
roscopy to ensure accuracy. All patients swallowed barium
at the time of the fill to ensure no overinflation occurred. Fill
volumes were recorded. Results: For the Inamed VG band
(n=35), the initial first visit fill was 3.5 +/- 1.5mL. For the
newer large AP band (n=10), the average first fill was 4.6 +/-
0.96mL. For the small AP band (n=2), the average first fill
was 5.25 +/- 0.35mL. Conclusions: In our initial experience,
the AP needs 1.1cc more saline at the time of the first fill.
This is important to avoid underfilling in patients who have
received the new AP band.

P041
INTERNAL HERNIATION SECONDARY TO THE ANTI-
OBSTRUCTION STITCH AT THE JEJUNO-JEJUNOSTOMY IN
ROUX-EN-Y GASTRIC BYPASS, C Gruner MD,T R Shankar
MD,M Burch MD,L Chang MD,A Forse MD,D T Hess, Boston
University Medical Center
During the past 4 years, 483 Roux-en-Y gastric bypass oper-
ations were performed by two surgeons at a university hos-
pital. All of these were performed laparoscopically, with ret-
rogastric, retrocolic passage of the Roux limb to form the
gastro-jejunostomy. Of those operations, 11 of them subse-
quently went on to develop internal hernias, for an internal
hernia rate of 2.3%. Of these 11 patients, we classified them
into 4 types. There were no internal hernias among these
patients involving the mesenteric defect of the jejuno-
jejunostomy. There were 3 internal hernias that developed
as a result of herniation of small bowel through the tran-
verse colon mesenteric defect into the lesser sac. There
were 4 hernias through Peterson’s defect, which allowed
passage of small bowel posterior to the Roux limb mesen-
tery. Finally, there were 4 internal hernias that developed as
a result of the placement of an anti-obstruction stitch previ-
ously described by Brolin, which allowed herniation of small
bowel into a space in between this stitch and the staple line
of the jejuno-jejunostomy. This type of internal hernia has
not been previously described in the literature. We describe
the technical aspects of the Brolin anti-obstruction stitch, the
potential hernia space that it creates, and the alteration of
our technique which has successfully prevented the forma-
tion of this previously undescribed internal hernia.

P042
LAPAROSCOPIC ADJUSTABLE GASTRIC BANDING WITH
TRUNCAL VAGOTOMY, Kristen R Earle MD,Matt B Martin
MD,David H Newman,Ben T Hoxworth MD, Central Carolina
Surgery, PA; Moses Cone Health Systems, Greensboro, NC
Objective: Laparoscopic adjustable gastric banding (LAGB)
causes weight loss primarily through a mechanical restric-
tive mechanism. The vagus nerve provides connections
between the brain and the gut through afferent and hor-
monal signals that regulate fullness and satiation. Published
studies demonstrate clinically significant weight loss in sub-
jects undergoing open surgical truncal vagotomy for ulcer
disease and morbid obesity. The primary objectives of this
study were to evaluate the safety and efficacy of adding
truncal vagotomy to LAGB.
Methods: This is an 18 month, open-label feasibility study
that was conducted at Carolina Surgery Center, a private
bariatric surgery practice. Since May 2006, 35 subjects with
Class II and III obesity underwent LAGB with truncal vagoto-
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my. The anterior and posterior nerves were cut just below
the diaphragm and sent to pathology. The primary safety
variable is the number of procedure-related adverse events.
The primary efficacy variable is the percent excess weight
loss (%EWL). Follow up intervals are every 3 months.
Completeness of vagotomy was assessed by direct inspec-
tion, pathology confirmation and endoscopic Congo red
testing after intravenous Baclofen stimulation.
Results: 35 Subjects (31 women) with mean enrollment BMI
48 kg/m2 (range: 37-70) and mean age 44 years (range: 24-
62) were operated on. There were no intra-operative or
unanticipated adverse events. All subjects were discharged
within 24 hours. There was one case of incomplete vagoto-
my confirmed via pathology. The available 6 month (N=17)
and 9 month (N=12) efficacy data demonstrate 40% EWL
(range: 13-57) and 47% EWL (range: 22-70) respectively with
each subject reporting anorexia.
Conclusions: The preliminary data suggest that truncal
vagotomy can be added to LABG without any additional
morbidity or mortality typically attributed to vagotomy. In
addition, truncal vagotomy may augment weight loss and
provide a sense of satiety in subjects who undergo a gastric
restrictive procedure.

P043
ENDOSCOPY ASSISTED LAPAROSCOPIC REVISION OF
PRIOR BARIATRIC SURGERY, Shady Macaron MD,Keith
Zuccala MD, Danbury Hospital
Laparoscopic revision of a bariatric surgical procedure is a
significant challenge for bariatric surgeons. Patients who
undergo bariatric surgery will infrequently require a revision
either for inadequate weight loss or for complications.
Literature review revealed a substantially higher incidence
of major postoperative complications as well as a less dra-
matic weight loss following revisional bariatric procedures
compared to the primary operation.
We report our experience with laparoscopic revision of gas-
tric bypass using endoscopy at the time of the revision or
conversion.
Methods: Data were retrieved using a retrospective review
of all bariatric surgeries done at a single institution by the
same surgeon between January 2003 and June 2007. EGD
assisted laparoscopic gastric bypass revision was performed
on 16 patients during this period secondary to failure of
weight loss, weight regain or complication of the previous
bariatric procedure.
Results: 6 out of the 16 patients had their initial bariatric
procedure done at different institution. Mean age of the
patients reviewed was 51±13 years. The average weight
prior to the revision was 302±63.30 lbs. The duration of 
follow up was 13.44±8.54 months with the most recent
retrieved weight averaged 250.72±59.75 lbs which is statisti-
cally significant (p<0.05) from the average weight prior to
the revision. One complication of postoperative abdominal
abscess was noted during the follow up.
Conclusion: Laparoscopic gastric bypass revision with the
use of flexible endoscopy (EGD) was feasible, safe and
effective in our series. EGD assisted in sizing the pouch and
the gastro-jejeunal anastomosis. It also aided in localizing
the pathology, ensuring patency and checking for leaks at
the anastomosis.

P044
INTRAGASTRIC BALLOONS FOR OBESITY - A NOVEL TECH-
NIQUE FOR MORE SECURE, QUICKER, AND LESS EXPEN-
SIVE OFFICE PLACEMENT AND REMOVAL., Gustavo L
Carvalho PhD,Moacir F Novaes PhD,Nair C Almeida
MD,Pedro C Albuquerque MSc,Masaichi Okazaki MD,Chika
Wakiyama,Pedro Paulo C Albuquerque,José Sérgio N
Silva,Elizabete P Andrade,Thiago G Vilaça, UNIVERSIDADE
DE PERNAMBUCO (UPE), FACULDADE DE CI NCIAS
MÉDICAS (FCM) and CLÍNICA CIRÚRGICA
VIDEOLAPAROSCÓPICA GUSTAVO CARVALHO, RECIFE - PE,
BRAZIL.
BACKGROUND: Although bariatric surgery is the fastest and
most effective way to lose and control weight, some over-

weight patients are not eligible for this procedure.
Endoscopic placement of a Silicone Intragastric Balloon
(SIB) to restrict gastric intake in obese patients is a cheaper
and less invasive alternative to bariatric surgery, bringing
about significant weight loss. Placement and removal of
SIBs has so far been carried out in a hospital setting, often
under general anesthesia, which increases procedure costs.
AIM: To report improvements made in the technique for
office placement and removal of SIBs.
METHOD: Between June 2006 and September 2007, 65
obese patients (46 women, Average weight 94.8kg; ± 21,9)
underwent treatment for obesity using 70 SIBs. All SIBs
were successfully placed and retrieved by way of office
endoscopy under normal sedation. General anesthesia was
not necessary, thereby greatly decreasing the risks and the
cost of the procedure. For this purpose, a new Silicone
Intragastric Balloon was developed (SILIMED ®). Placement
was carried out by attaching the specially designed SIB cov-
ering to the end of the endoscope with a polypectomy snare
and gently inserting it under direct vision. The SIBs were
released at the stomach fundus and filled with a solution of
saline, iodine contrast and methylene blue (470-800ml).
Retrieval was performed by positioning an overtube in the
patient’s esophagus. A hole was made in the SIB using a
needle or endo-scissors, and a catheter was inserted. The
entire contents of the balloon were removed using suction,
completely emptying the SIB. A snare was used to retract
the empty SIB. The SIB was inserted into the overtube and
both were removed together.
RESULTS: All 70 balloons were satisfactorily placed. Of the
70 balloons, 37 have since been removed, 10 because of
intolerance, 3 through balloon perforation, and 24 at the end
of the 6-month course of treatment. All patients left the
office within one hour after the insertion or removal proce-
dures, and were satisfied with the procedure and the seda-
tion. The day after SIB placement, eight patients needed to
stay in hospital for 12-48 hours, to control nausea and vom-
iting. The average weight loss among the 24 patients who
finished the 6-month course of treatment was 13.6 (± 6.2)
kg, and the average excessive weight loss (EWL%) was
59.1%.
CONCLUSION: These novel techniques have made SIB
placement and removal an office procedure, which is fast,
safe, and cost-effective.

P045
RNY GASTRIC BYPASS CAUSES MORE WEIGHT LOSS BUT
LAP-BAND IS ASSOCIATED WITH FEWER COMPLICATIONS
AT 2 YEAR FOLLOWUP, Amjad Ali MD, Hamot Medical
Center, Bariatric Surgery Center of Excellence, Erie PA
Introduction: Roux-en-Y (RNY) gastric bypass surgery is the
most common weight loss operation for morbid obesity in
USA. Lap-band has gained popularity in the last few years
and has become the second most common weight loss
operation. The objective of this study is to evaluate the early
results in terms of weight loss and complications after RNY
and Lap-band performed by the same surgeon at a center of
excellence. Methods: A prospective database (Lapbase ®) is
maintained on all patients undergoing RNY (open and
laparoscopic) gastric bypass and lap-band surgeries at
Hamot Medical Center, a Surgical Review Corporation desig-
nated Center of Excellence. Patients undergo extensive pre-
operative evaluation, nutritional and psychological counsel-
ing. Patients are also strongly encouraged to make life style
changes and try to lose 10 lbs before weight loss surgery.
Long-term follow-up is emphasized at support group meet-
ings and follow-up visits. Results: 268 patients underwent
weight loss surgery by a single surgeon at this institution
from January 2005 to August 2007. 200 (75%) patients
underwent RNY gastric bypass and 68 (25%) patients under-
went lap-band surgery. The type of operation was deter-
mined by mutual discussion between the patient and the
surgeon. 190 (95%) of RNY gastric bypass surgeries were
performed using laparoscopic approach, 10 (5%) open and 2
(1%) were converted to open. There were 166 (83%) female
patients in RNY group and 42 (63%) in lap-band group.
Average age was 38 years in RNY and 34 years in Lap-band
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group. Average BMI at presentation was 41 (35-76) in RNY
group and 37 (35-70) in Lap-band group. Average weight
loss at 3,6,9,12,18, and 24 months was 33% ±12 vs 18% ± 8 ,
52% ±11 vs 31% ± 14 , 62% ±16 vs 40% ± 16 ,69% ±18 vs
45% ± 24 , 71% ± 20 vs. 52% ± 32, and 71% ± 27 vs. 59% ±
19 for RNY and lap-band groups respectively. Complications
included: leaks 4 patients (2%), bleeding 8(4%), stenosis
13(6.5%), marginal ulcers 8 (4%), deep venous thrombosis
3(1.5%), pulmonary embolism 3 (1.5%) and bowel obstruc-
tions 9 (4.5%), cholelithiasis 3 (1.5%) in RNY group and port
site infection 1(1.4%), slippage 1 (1.4%), tubing fracture/leak
2 (2.8%), esophageal occlusion requiring a change to a larg-
er band 1 (1.4%). There was no in-hospital mortality in
either group. Conclusion: RNY gastric bypass causes more
weight loss compared with lap-band at 2 year follow-up but
is also associated with more frequent and more severe com-
plications.

P046
SAFETY AND FUNCTIONALITY OF A NOVEL GASTRIC
SENSING AND ELECTRICAL STIMULATION DEVICE TO
TREAT T2DM OVERWEIGHT SUBJECTS, J. Pilcher MD,M.
Kipnes MD,E. Soffer MD,J. Conklin MD,S. Cunneen MD,
1Diabetes and Glandular Disease Research Associates, Inc.
San Antonio, Texas and 2Cedars Sinai Medical Center, Los
Angeles, California
Background
Gastric electrical stimulation represents a new paradigm for
treating obesity and diabetes, since its mechanism of action
is physiological rather than anatomical modification of the
stomach.
The following describes a feasibility study of an investiga-
tional device, the TANTALUSTM System, intended for use in
obese and overweight subjects with type 2 diabetes. The
TANTALUSTM System (Metacure (USA) Inc.) uses automatic
detection of food intake and delivers electrical pulses syn-
chronized to intrinsic gastric electrical activity. This multi-
center study is conducted with an FDA/IRB approved IDE.
Methods
The study design includes 16 obese/morbidly obese sub-
jects, with a BMI between 30 and 45 kg/m2 and HbA1c of ¡?
7.5% and ¡Ü 9.5 %. The TANTALUS System is laparoscopi-
cally implanted, and therapy is initiated five weeks post-sur-
gery. Subjects undergo 12 weeks of treatment, with periodic
evaluations of HbA1c, fasting blood glucose, weight, serum
adiponectin and ghrelin measurement. The patients will be
monitored for safety and functionality of the device for an
additional 18 months.
Results
To date, 14 subjects have been implanted with automatic
eating detection successfully demonstrated (BMI 38.7¡À1
kg/m2, HbA1c 8.5¡À0.2 %, Mean¡ÀSdev). Data representing
measures of safety and functionality will be presented con-
sisting of adverse events, measures of glycemic control,
changes in weight and the hormones ghrelin, adiponectin
and GLP-1.
Conclusion
Follow-up of all implanted subjects into this multicenter fea-
sibility study of an investigational gastric sensing and elec-
trical stimulation device to treat obese or over-weight sub-
jects with T2DM is on-going. Preliminary safety and func-
tionality data will be presented from all study subjects.
Investigational device limited by US law to investigational
use

P047
PREVENTING ANASTOMOTIC AND STAPLE LINE LEAKS
AFTER LAPAROSCOPIC ROUX EN Y GASTRIC BYPASS,
Terrence M Fullum MD,Kanayochukwu J Aluka MD,Patricia L
Turner MD, University of Maryland Medical Center,
Providence Hospital
Background: Anastomotic and staple line (ASL) leaks occur
after laparoscopic Roux en Y gastric bypass (LRYGB) with a
reported incidence as high as 6%. Leaks are the second
most common cause of mortality, after pulmonary
embolism, and can be associated with significant morbidity.
Therefore, prevention and early detection are essential in

limiting both morbidity and mortality. This report describes
our technique for preventing leaks after LRYGB.
Method: A retrospective analysis of prospectively collected
data was performed on all LRYGB surgeries performed in a
community hospital, by three surgeons, from August 2001
to December 2005. All operations were performed using the
same operative technique including the use of staples with
buttressing materials, hand-sewn otomy closures, stay
sutures, intra-operative leak testing, and fibrin sealant.
Results: From August 2001 to December 2005, 760 patients
underwent LRYGB. Of these, 88.7% (n=674) were women
and 11.3% (n=86) were men. The mean BMI was 49.7 kg/m2
(range: 36-83 kg/m2). The patients’ mean age was 40.1 years
(range 17-72 years). Two of the 760 patients developed 3
postoperative gastric staple line leaks (0.39%). Our mortality
rate was zero.
Conclusion: The technique described herein resulted in a
leak rate that was substantially low compared to what was
published in the literature.
Key words: anastomotic and staple line leak (ASL), gastric
bypass

P048
ELECTIVE LAPAROSCOPY FOR HERALD SYMPTOMS OF
MESENTERIC/INTERNAL HERNIA AFTER LAPAROSCOPIC
ROUX-EN-Y GASTRIC BYPASS, Alok D Gandhi DO,Robert E
Brolin MD, University Medical Center at Princeton
Elective Laparoscopy for Herald Symptoms of
Mesenteric/Internal Hernia after Laparoscopic Roux-En-Y
Gastric Bypass
Alok D. Gandhi DO, Robert E. Brolin, MD, FACS
University Medical Center at Princeton
Background: Mesenteric/internal hernia (MIH) is a potential-
ly life-threatening complication of laparoscopic Roux-En-Y
gastric bypass (RYGB). Many patients with MIH have herald
symptoms prior to developing acute small bowel obstruc-
tion (SBO).
Methods: Records of all patients undergoing primary laparo-
scopic antecolic, antegastric RYGB by a single surgeon
through August 2007 (n=702) were retrospectively reviewed
to identify patients who developed SBO.
Results: Twenty-five patients (3.5%) underwent operation for
acute SBO. SBO was due to MIH in 12 patients (48%). All
MIHs occurred at the jejunojejunostomy. During the past 9
months, we identified 11 patients with intermittent symp-
toms of SBO for which we recommended elective
laparoscopy with closure of MIH. Two patients who were
offered elective laparoscopic explorations refused surgery
and were later operated on emergently for SBO. Mean
length of stay (LOS) was one day. There were no complica-
tions. Small bowel volvulus was found in 3 of 9 elective
explorations.
Conclusions: SBO due to MIH after laparoscopic RYGB is
typically preceded by herald symptoms of intermittent
obstruction. Patients who complain of these symptoms
should promptly be offered elective laparoscopic explo-
ration and repair.

P049
LAPAROSCOPIC ROUX - EN - Y GASTRIC BY PASS WITH
JEJUNUN - ILEAL DIVERSIFICATION - TECHNIQUE AND
RESULTS., Jose Afonso Sallet MD,Carlos Eduardo Pizani
MD,Fabio Bonaldi MD,Paulo Clemente Sallet MD,Roberto
Tussi Jr. MD, Sallet Institute of Medicine
Background: During November 98 to April 2007 we per-
formed 3000 bariatric procedures that including: 29% Lap-
Band, 41% Gastric By Pass, 26% BIB and 4% BPD. The
choice of the method was defined by protocols developed
into a multidisciplinary team, considering BMI, social and
eating profile, surgery risk, agreement to physical activity
and patient’s expectation.
Methods: In the first two years, we performed Gastric By
Pass with Ring in 180 cases with 85% of excess weight loss
after two years. We perceived with this kind of surgery the
patients had too much difficult with solid foods. Therefore
we decided to perform the surgery without ring. There were
274 cases with 69% of excess weight loss in two years and
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better eating quality. In the last four years we began to per-
form Laparoscopic Roux-en-Y Gastric By Pass with a Distal
Jejunum-Ileal Diversion distant about 1,5 to 2,0m from ileo-
cecal valve(n=776). The surgery is all performed in a supra-
mesocolic abdominal area. The gastroenteoanastomosis is
always pre- gastric and precolic performed with linear sta-
pler and we first make the enteroenteroanastomosis an than
staples the intestine. So that, we cant test the both anasto-
mosis with blue of methylene.
Results and Conclusion: We had done 776 cases using this
method, with 86% of excess weight loss two years after the
surgery. With this technique we are able to reduce surgery
time, avoid ring complications ( erosion, slippage), getting
the same perceptual of excess weight loss not using ring,
no nutritional effects in long term, and much better eating
quality for the patients.

P050
EVALUATION FOR POST-OP MALNUTRITION IN LAPBAND
PATIENTS, Ramin Sorkhi MD,Christina Li MD,Naveen Pokala
MD,Marvin Tan,Nancy Lum,Alex Gandsas MD, Sinai
Hospital, Baltimore
Lap-Banding is a safe and effective procedure . In contrast
to gastric bypass these patients do not develop significant
malabsorbption and may not require replacement of nutri-
tional supplements. This study is to evaluate this theory.
Methods: All patients who underwent laparoscopic banding
between May 2005 and Jan 2007 were included. Data collec-
tion included patient demographics: age, gender, BMI, pre-
operative excess weight, pre-operative nutritional markers (
pre-albumin, transferrin, Vit B12 and Vit D levels). Post-oper-
ative weight loss and the nutritional markers at 3, 6 and 12-
months follow-up were recorded. All data are presented as
Mean±Standard deviation for parametric data and Median
for non-parametric data. Fisher exact test was used for com-
paring discrete data. Results: 82 patients were identified,
75(91.5%) were female with mean age (41.6±9.4) and
7(8.5%) were male with mean age (45.4±15.2). The overall
mean pre-operative BMI was 43.6±5.5 ; 43±5.3 in female and
49.6±4.9 in male. The overall mean excess weight was
116±40 pounds and 173.2 3.6 in female and 110.9 36 pounds
for male.3 months mean weight loss was 28.5±13.4 , which
represents a mean excess weight loss (EWL) of 26.2% in all
the patients. At 6-month the mean EWL of was 32.7%,while
at one year the EWL was 38.4%(37%(range 4-100%) in
female and only one male patient had a one year follow-up
and he lost 80% of his pre-operative excess weight).On
analysis of the nutritional markers, the percentage of
patients with abnormal values are shown in the table below

On comparison of the number of patients that had nutrition-
al deficiency at 3-month, 6-month and 12-month with the
pre-operative values there was no significant increase in the
number of patients with nutritional deficiency for either pre-
albumin(p=0.24,0.6, 1.0), Transferrin, (p=1.0,1.0,1.0), Vit D
(p=1.0, 0.6,1.0) or Vit B12(p=1.0,1.0.0.2). Conclusion:
Laparoscopic banding as a restrictive bariatric procedure
results in a significant loss of the excessive weight of the
patients but does not lead to significant nutritional deficien-
cies. Therefore, Patients that have laparoscopic gastric
banding may not require replacement of nutritional factors.
However, Vitamin levels not included in this study, such as
Vit D 25OH, Vit A, Vits B1 &amp; B6 may not follow this pat-
tern and may warrant further investigation.

P051
WEIGHT LOSS EXPECTATIONS AFTER LAPAROSCOPIC
GASTRIC BYPASS ARE INFLUENCED BY PREOPERATIVE
BODY MASS INDEX., Ioannis Raftopoulos PhD,Carolyn
Martindale RN,Andrea Cronin RN,Jeffrey Steinberg MD,
Bariatric Center, Dept of Surgery, St. Francis Hospital and
Medical Center, Hartford, CT and University of Pittsburgh
School of Medicine, Pittsburgh, PA
BACKGROUND: Specific guidelines of expected weight loss
after laparoscopic Roux-en-Y gastric bypass (LRYGB) in rela-
tion to preoperative body mass index (BMI) do not exist.
Published weight loss outcomes after LRYGB are usually
reported as a mean or median of the population examined
as a whole. OBJECTIVE: To examine whether preoperative
BMI influences percent of excess weight loss (EWL) and
change of actual body weight (ABW) and BMI after LRYGB.
METHODS: Between 2004 and 2007 290 patients underwent
LRYGB by one surgeon. Patients were stratified by BMI (<
40, 40-49.9, 50-59.9 and > 60 Kg/m2) in groups I to IV respec-
tively. All patients were followed postoperatively by the sur-
geon. BMI and ABW change was defined as the difference
between the previous and present time-interval and was cal-
culated for each froup every 3 months for the first year and
annually thereafter. P < 0.05 was considered significant.
RESULTS: There was a statistically significant, progressive
reduction of %EWL from group I to IV for each of the follow-
ing time intervals postoperatively: 3 months (I: 45.1%, II:
33.4%, III: 26%, IV: 22.3%, p<0.0001), 6 months (I: 68%, II:
57.5%, III: 47%, IV: 39.3%, p=0.0001), 9 months (I: 87.5%, II:
67.3%, III: 56%, IV: 49.4%, p<0.0001) and 12 months (I:
86.6%, II: 73.5%, III: 63.7%, IV: 60.5%, p<0.0001). The percent
of patients who achieved greater than 90% EWL in 2 years
after LRYGB was 47%, 22.5%, 12.5% and zero for groups I to
IV respectively. In contrast, there was a statistically signifi-
cant, progressive increase of BMI and ABW change per each
time-interval progressively increased from group I to IV at 3
months (BMI; I: 6.2, II: 7.2, III: 8, IV: 9.8 Kg/m2 & ABW; I: 17.1,
II: 20.4, III: 22.6, IV: 23.4 Kg, p=0.0005), 6 months (BMI; I: 3.7,
II: 5.4, III: 6.4, IV: 7.6 Kg/m2 & ABW; I: 9.8, II: 15.8, III: 17.6, IV:
19.3 Kg, p<0.0001), 9 months (BMI; I: 2.4, II: 2.2, III: 2.9, IV: 4
Kg/m2 & ABW; I: 6.8, II: 7.6, III: 5.7, IV: 17.3 Kg, p<0.0001), 12
months (BMI; I: 0, II: 1.3, III: 2.2, IV: 5 Kg/m2 & ABW; I: 0.1, II:
2.8, III: 6.5, IV: 11.3 Kg, p=0.03) and 2 years (BMI; I: 0, II: 1.2,
III: 2.9, IV: 3.2 Kg/m2 & ABW; I: 0, II: 4.2, III: 0.6, IV: 10.2 Kg,
p=0.048) postoperatively. BMI less than 25 Kg/m2 in 2 years
postoperatively was achieved by 52.9%, 29%, 6.25% and
zero for groups I to IV respectively. The percent of patients
expected to follow-up for each group and time-interval who
actually followed was greater than 71% (71% - 100%). Mean
follow-up was 10 (0.5-36) months. CONCLUSIONS:
Complete EWL and BMI reduction within the normal range
is possible even for patients with BMI up to 60 Kg/m2.
Significant differences exist in %EWL, as well as BMI and
ABW changes after LRYGB, which are strongly influenced by
preoperative BMI. Awareness of such differences may allow
for more realistic patient expectations and improve overall
weight loss outcomes by setting more objective targets.

P052
LAPAROSCOPIC BIDIRECTIONAL JEJUNOJEJUNOSTOMY
DURING LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS,
Nathaniel Hill DO, Seema Dhorjia DO, Toni Green DO,
Tinamarie Juengert RN,Louis Balsalma DO,Marc Neff MD,
Surgery, University of Medicine and Dentistry of New Jersey
SOM
Background: The most successful long-term treatment of
morbid obesity is surgical intervention. Many options exist,
but the most popular is the Roux-en-Y gastric bypass
(RYGB). The laparoscpic procedure is associated with a low
complication rate and a short hospital stay. One challenge of
the laparoscopic approach is the construction of the jejuno-
jejunostomy. Many techniques exist including hand-sewn
and stapled options. Problems at the jejunojejunostomy are
difficult to identify, specifically a stenosis. We present here a
simplified stapled technique that results in a largely patent
anastomosis.
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Methods: Patients were appropriately selected for laparo-
scopic gastric bypass surgery. Anastomosis were construct-
ed in a bidirectional fashion. First an enterotomy was creat-
ed in the Roux limb and the biliopancreatic limb. Then an
60mm Endo GIA cartridge was position with a blade in
either limb and a side to side anastomosis was created.
Then a second Endo GIA was inserted through the same
enterotomy and fired in the opposite direction. The entero-
tomy was then closed with an Endo GIA and the ends of the
jejunojejunostomy buttressed with vicryl sutures.
Results: From March to August of 2007, five patients had
bidirectional anastomoses created. The average time of
completion was 45 minutes. There were no leaks, obstruc-
tions, or stenosis observed during hospitalization or in fol-
low-up of any of the patients. Post-operative weight loss is
still being monitored.
Conclusion: Creation of a widely patent jejunojejunostomy
during laparoscopic RYGB is a critical portion of the proce-
dure. Stenosis can result in significant post-operative
abdominal symptoms and can be hard to diagnose. The
bidirectional anastomosis is simple to construct and obvi-
ates the need for worry about this portion of the procedure.
We currently perform all of our jejunojejunostomies during
laparoscopic RYGB by this technique.

P053
THE IMPACT OF BIO-ABSORBABLE STAPLE LINE RE-
ENFORCEMENT AND FIBRIN GLUE ON COMPLICATIONS OF
LAPAROSCOPIC GASTRIC BYPASS, Corrigan L McBride
MD,Brandon Varnell MD,Atif Iqbal MD,Yong K Lee MD,Jon S
Thompson MD, University of Nebraska Medical Center
PURPOSE: Staple-line reinforcement sleeves and Fibrin glue
sealant during Laparoscopic Gastric Bypass (LGBP) have
suggested to the risk of perioperative anastomotic leakage
and bleeding. The aim of our study was to compare patients
undergoing LGBP with and without these reinforcement
material and compare the staple line vs. GJ anastomosis
leak rate, bleeding, and rate of stenosis and ulcer of anasto-
motic site. We would hypothesize that the SLR would
decrease the staple line leak, and that the FS would
decrease the anastomotic leak rate and that neither should
increase the stenosis and ulcer formation.
METHODS: From Nov 2002- July 2007, 226 patients under-
went LGBP (215 primary, 12 revisional) by a single surgeon
using the linear stapled gastrojejunal technique. Patients
were divided into 3 groups, group 1 (No staple reinforce-
ment), group 2 (bio-absorbable staple line reinforcement
(SLR) sleeves only), group 3 (SLR and fibrin sealant (FS)).
Our prospectively collected database and patients chart
were used. Data were expressed as mean +/- SD except as
otherwise indicated. Statistical analysis was done by means
of student t-test.
RESULT: Patients (23 males and 204 females) were divided
into 3 groups: Group 1(n=91), group 2 (n=35) and group 3
(n=100). Overall mean age was 43.8 (range 18.8-68.6). Mean
BMI was 50.2 (36-80)
Leak rate was 3/91 (3.3%) in group 1 (2-GJ, 1- staple line) vs.
0/35 (0%) in group 2(p< 0.001), vs. 1/100 (1.0%) in group 3
(GJ) (p<0.001). Bleeding was 3/91 (3.3%) in group 1 vs. 2/35
in group 2 (NS) and 0/100 in group 3 (p<0.001)
Stenosis was observed in 3/91 (2.2%) in group 1, 1/35 (2.9%)
in group 2 and 0/68 (0%) in group 3. Ulcers were seen in
12/91 (13.2%) in group 1, 0/35 (0%) in group 2, and 1/100
(1.0%) in group 3.
CONCLUSION: Use of the bioabsorbable SLR on the staple
lines creating the pouch, has eliminated staple line leaks on
the pouch wall in this series, and decreased the bleeding
risk from 3.3% to 2.2%. Because the gastrojejunal leak rate
is low, we have not seen an impact with the use of fibrin
sealant to date. The decrease in stenosis and ulcers are not
the result of the changes in technique examined here but
certainly these interventions have not increased the rate.

P054
LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS IN
PATIENTS WITH BODY MASS INDEX > 70KG/M2, J C
Roland MD,S Bergman MD,L C Happel MD,W S Melvin
MD,B J Needleman MD,P Muscarella MD,C H Cook MD,V K
Narula MD,D J Mikami MD, The Ohio State University
Introduction: There is sparse literature regarding the opti-
mal surgical management of megaobesity, defined as body
mass index (BMI) >70 kg/m2. The purpose of this study was
to compare laparoscopic Roux-en-y gastric bypass (LRYGP)
and open Roux-en-y gastric bypass (ORYGP) in megaobese
patients.
Methods: A retrospective review of patients with BMI >70
kg/m2 undergoing LRYGB and ORYGP from January 2003 to
May 2007 at a single university comprehensive weight loss
program was carried out. We reviewed preoperative demo-
graphics, operative details, postoperative course, and
weight loss.
Results: Eighty-nine patients were reviewed. There were 52
ORYGP performed and 37 intended LRYGP with 3 conver-
sions to open. There were no statistically significant demo-
graphic differences between these two groups regarding
mean age (41 vs. 44 years), gender distribution (38% vs.
29% male), or initial BMI (80 kg/m2 vs. 77 kg/m2). There
were no significant differences regarding incidence of pre-
operative comorbidities including hypertension, diabetes
mellitus, obstructive sleep apnea, gastroesophageal reflux
disease, or osteoarthritis. Mean intra-operative blood loss
was lower in the LRYGP group at 54 mL vs. 211 mL
(p<0.0001). Median length of stay for both LRYGP and
ORYGP was 4 days. There was one 30-day mortality in each
group. Post-operative complications including rhabdomyoly-
sis, deep venous thrombosis/pulmonary embolism, wound
infection, and anastomotic stricture were statistically equiva-
lent between groups. There was a 19% hernia rate for the
ORYGP vs. 3% for LRYGP (p=0.02). Patients who underwent
LRYGP had more excess body weight (EBW) loss at 3
months (22.7% vs. 17.5%, p=0.02) and at 6 months (37.5%
vs. 30.5%, p=0.03), but average EBW loss at 12 and 24
months was similar (48% and 60% respectively).
Conclusions: LRYGB is a technically feasible and safe surgi-
cal approach in the megaobese. There is less intra-operative
blood loss than in ORYGP. Overall mortality and complica-
tions were equivalent with the exception of hernia inci-
dence, which is significantly higher in ORYGP. Percent EBW
loss at 3 and 6 months was superior for LRYGP. Twelve and
24 month EBW loss were similar.

P055
OVERVIEW ON ENDOLUMENAL THERAPY AND N.O.T.E.S.
IN OBESITY AND METABOLIC DISEASE TREATMENT. WHAT
WILL BE THE FUTURE?, Jose Afonso Sallet MD,Pablo
Miguel MD,Carlos Eduardo Pizani MD,Fabio Bonaldi
MD,Paulo Clemente Sallet MD,Roberto Tussi Jr. MD, Sallet
Institute of Medicine
Background: Intragastric balloon has been used in obese
patients as a restrictive gastric procedure inducing early
satiety and weight loss. This prospective study assesses
both the safety and effectiveness of intragastric Balloon
(BIB®) in the treatment of obese patients. Endoscopic
Sleeve Gastroplasty was showed at SAGES Las Vegas
Meeting by Roberto Fogel (apr/07). Endoscopic Duodenum-
Jejunum By-Pass was introduced at ASBS Boston Meeting
(jun/07) by Europe - USA - Latin American Multicentric
Study.
Method: From November 2000 to March 2007, after Brazilian
Ministry of Health’s approval of BIB protocol 1492 over-
weight and obese pacients were treated with the intragastric
balloon. 1242 of them completed a 6-mounth follow-up: 410
male (BMI = 42.8±10.7 Kg/m2) and 832 female patients (BMI
= 35.5±7.8 Kg/ m2) mean (BMI = 38.5±9.8 Kg/m2). All
patients were encouraged to take part in a multidisciplinary
program involving clinical, psychiatric, physical training and
dietary approaches. Endoscopic Sleeve Gartroplasty n= 31,
with 3 months follow-up. Endoscopic Obesity Treatment in
Chile, Netherlands and USA with 12 patients (7 female) BIM



www.sages.org 184

S
A

G
E

S
2

0
0

8

SAGES 2008 Poster Abstracts
= 43.
Results: After a 6-mouth follow-up subjects showed signifi-
cant reductions in percent excess weight (%EWL =
44.8±30.5%) and percent of total weight loss (%TWL =
12.5±6.7%). The main side effects were nausea/vomiting
(521 cases, 42%), epigastric pain (260 cases, 21%), requiring
prothesis removal in 25 patients (2,01%). Endoscopic Sleeve
Gastroplasty 3 months follow-up showed: 86% reduction
glucose intolerance, 58% reduction hypertension and 46%
reduction EWL. Endoscopic Obesity Treatment showed
mean percent excess weight loss = 24%.
Conclusion: The intragastric balloon (BIB®) is effective to
temporarily control obesity. It is not associated with mortali-
ty and shows minimal risk of major complications. N.O.T.E.S
in Bariatric Surgery are complex, needs development of
expansive devices, possibility of more complications than
laparoscopic approach.
What will be the Future: the production by pharmaceutical
industry of Hormones secretet by Gut like Syntetic GLP-1
and Oxyntomodulin associate with a endolumenal therapy
will be the future for treatment of obesity and metabolic dis-
ease.

P056
COMPARISON OF TWO DOSING REGIMENS OF LOW MOL-
ECULAR WEIGHT HEPARIN IN PATIENTS UNDERGOING
LAPAROSCOPIC BARIATRIC SURGERY, Erin P Simone PhD,
Atul K Madan MD,David S Tichansky MD,David Kuhl
MD,Marilyn Lee PhD, Section of Minimally Invasive Surgery,
University of Tennessee Health Science Center and Regional
Medical Center at Memphis
Introduction: Venous thromboembolic events (VTE) are a
concern for morbidity and mortality in patients undergoing
laparoscopic bariatric surgery. While VTE prophylaxis is rec-
ommended in bariatric surgery, data regarding monitoring
and appropriate dosing of low molecular weight heparins
are limited. Enoxaparin prophylactic doses from 30 mg to 60
mg q12h have been used in this population. Our hypothesis
was that higher prophylactic enoxaparin doses (60 mg)
would yield more appropriate anti-Xa concentrations than
the 40 mg dosage in bariatric surgery patients.
Methods: Patients undergoing laparoscopic bariatric surgery
between during a 5 month period at 1 institution by 2 sur-
geons were was either enoxaprin 40 mg or 60 mg every 12
hours. Anti-Xa levels were obtained four hours after first
and third doses. Therapeutic levels were defined as 0.18 to
0.44 units/mL. Paired and unpaired t-tests as well as chi-
squared tests were utilized for statistical analysis as appro-
priate.
Results: First dose mean anti-Xa concentrations were 0.173
and 0.261 in the 40 mg and 60 mg groups respectively (p <
0.005). Compared to third dose mean anti-Xa levels which
were 0.21 and 0.43 respectively (p < 0.001). After the third
dose of enoxaparin there was a statistically significant dif-
ference in the percentage of patients with anti-Xa concentra-
tions that remained sub-therapeutic, 44% vs. 0% in the 40
mg vs. 60 mg group (p = 0.02). However, there were no
supratherapeutic anti-Xa concentrations in the 40 mg group;
whereas 57% of the third dose levels in the 60 mg group
were supratheraputic. The highest anti-Xa level was 0.54;
however, there were no bleeding events in these patients.
Conclusion: Enoxaparin 60 mg every 12h was superior to 40
mg every 12 hours in achieving therapeutic anti-Xa concen-
trations and avoiding subtherapeutic anti-Xa concentrations.
However, there were a number of supratherapeutic levels in
the 60 mg group. Future studies with larger numbers evalu-
ating the relationship of anti-Xa concentrations and out-
comes in morbidly obese patients are needed.

P057
SOCIOECONOMIC PREDICTORS OF WEIGHT LOSS AFTER
LAPAROSCOPIC ROUX-Y GASTRIC BYPASS, Ehab A
Elakkary MD,Abby Nerlinger BS,Sunkyung Yu MS,James
Dziura PhD,Kurt E Roberts MD,Andrew J Duffy MD,Robert L
Bell MD, Yale University School of Medicine
Introduction: Successful weight loss after laparoscopic
Roux-Y gastric bypass (LRGBP) hinges on many elements

including neurohormonal, anatomical, and postoperative
behavioral changes. To date, the effects of socioeconomic
factors have been poorly studied. We examine several com-
ponents of socioeconomic status and its relationship to
weight loss after LRGBP.
Methods: Between August 2002 and July 2006, 405 LRYGB
were performed by a single surgeon. All patients underwent
the same preoperative screening process and all patients
met NIH criteria for weight loss surgery. Patient demograph-
ics were entered into a longitudinal, prospective database.
At one year’s follow-up, 309 patients were available for
analysis (58 males and 251 females), with a mean age of
41.7 years. Regional median household income (RMAHI)
and primary insurance carrier were used as surrogates for
preoperative socioeconomic status. Using Analysis of
Covariance (ANCOVA), the following covariates were consid-
ered in all analyses: age, gender, length of hospital stay
(LOS), operative time (OT), and race. RMAHI was obtained
based on the patient’s ZIP code. According to RMAHI, we
divided the patients into 3 groups: $20,001-$40,000 (Group
A, n=67), $40,001-$60,000 (Group B, n=153) and more than
$60,000 (Group C, n=89). Initial BMI (kg/m2) was 52.76±1.01,
51.28±0.67 and 48.87±0.94 respectively. Additionally,
patients were divided according to private insurance or
state-based insurance (Medicare/Medicaid). A total of 274
patients had private insurance, with an initial mean BMI of
50.6, and 35 patients had state-based insurance, with an ini-
tial BMI of 53.0.
Results: Data are expressed as mean ± SEM. After 1 year,
weight loss (lbs) in groups A,B and C was 110.62 ± 4.25,
110.03 ± 2.44 and 103.95 ± 3.58 with BMI decrease of 17.74 ±
0.61, 17.66 ± 0.37 and 16.97 ± 0.55, respectively.
Furthermore, weight loss in the private insurance group was
108.15 ± 1.97 compared to 110.38 ± 5.01 in the state-based
group with BMI decrease of 17.36 ±0.30 and 18.42 ± 0.76
respectively. In both the weight and BMI change ANCOVA
models, there was no statistical significances in effect of
socioeconomic status, median household income, and the
insurance carrier on weight (or BMI) loss adjusting for age,
gender, LOS, OT, and race.
Conclusion: With appropriate patient selection, the socioe-
conomic status of patients undergoing LRGBP does not
affect postopeative weight loss or decrease in BMI.

P058
LONG-TERM FOLLOW UP AFTER SLEEVE GASTRECTOMY
AS A FINAL APPROACH FOR MORBID OBESITY, Enrique
Arias MD,Pedro Martinez MD,Ka Ming V Li MD,Patricio
Fajnwaks MD,Samuel Szomstein MD,Raul Rosenthal MD,
Cleveland Clinic Florida
Background: In prior publications we demonstrated the safe-
ty and short-term efficacy of laparoscopic sleeve gastrecto-
my (LSG) as a final step in the treatment of morbid obesity
(MO). This study aimed to assess the long-term efficacy of
LSG. Methods: After IRB approval, we performed a retro-
spective medical record review of 141 consecutive patients
who underwent LSG as a final approach to MO between
November 2004 and January 2007. Data included patient
demographics, operative time, length of hospital stay, com-
plications, preoperative body mass index (BMI) and postop-
erative weight loss at 3, 6, 12, 18, and 24 months, which
were recorded and analyzed. Results: The mean age was
45.6 (range 12 -79) years and the mean BMI was 42.9 (range
30.2 - 75.4) kg/m2. The mean operative time was 97 (range
58 - 180) minutes. All procedures were completed laparo-
scopically. The mean hospital stay was 3.2 (range 1 - 19)
days. No postoperative death was noted. There were 12
(8.5%) postoperative complications; 1 (0.7%) patient had a
leak at the stapler line, 4 patients (2.8%) developed a trocar
site infection, 3 (2.1%) complained of symptoms of gastroe-
sophageal reflux disease, 3 (2.1 %) developed symptomatic
gallstones, and 1 (0.7%) patient presented with a trocar site
hernia. The mean weight loss was 20.8, 31.8, 32.5, 31.5 and
33.2 kg at 3, 6, 12, 18 and 24 months, respectively, while the
mean BMI decreased to 35.9, 32.7, 29.9, 29.3 and 27.9 kg/m2
at 3, 6, 12 18 and 24 months, respectively. %EWL was 33,
50.8, 59.6, 63.3 and 63.6 % at 3, 6, 12, 18 and 24 months,
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respectively. Conclusions: LSG is a safe and effective surgi-
cal procedure for the morbidly obese for up to two years.
Excess body weight loss seems to be acceptable at two
years postoperatively.

P059
THE IMPACT OF LAPAROSCOPY ON INFECTIOUS COMPLI-
CATIONS AFTER BARIATRIC SURGERY, Renan Rojas MD,
Samuel Szomstein MD,Raul Rosenthal MD, Cleveland Clinic
Florida
Background: The incidence of infectious complications after
open bariatric surgery is reportedly higher than in the
laparoscopic approach, in some isolated series. Our objec-
tive was to determine the rate and pattern of postoperative
infectious complications of the surgical wound, abdominal
cavity, and urinary and respiratory tracts after laparoscopic
bariatric surgery. Methods: After IRB approval, a retrospec-
tive medical record review of all patients who underwent
bariatric surgery at our institution was undertaken. The dis-
charge summary, operative report, and medical records
were reviewed to determine the incidence of infectious com-
plications. Patients who had revisional surgery were exclud-
ed from this study. Results: A total of 786 consecutives
cases of primary laparoscopic bariatric surgery were per-
formed during the study period; 589 underwent laparoscop-
ic Roux-en-Y gastric bypass (LRYGBP), 144 had laparoscopic
sleeve gastrectomy (LSG), and 53 had laparoscopic
adjustable gastric banding (LAGB). Eight (1%) infectious
complications were noted; 7/589 (1.18%) were after LRYGBP,
1/144 (0.69%) were after LSG, and (0%) after LAGB.
Infectious complications included wound infection in 0.2%
(2/786), anastomotic leak in 0.5% (4/786), peritonitis in 0.38%
(3/786), infected hematoma in 0.12% (1/786), and pneumonia
in 0.12% (1/786). Conclusions: This study corroborates the
results in the literature that laparoscopic bariatric surgery
has a significantly lower infectious complication rate (1.0%)
when compared to the open approach. Urinary tract infec-
tion and wound infection occurred considerably less fre-
quently in our study than in reported historical controls for
open bariatric surgery (2%). In addition, all three procedures
appeared to be equally susceptible to postoperative infec-
tious complications.

P060
INCIDENCE, ETIOLOGY, AND MANAGEMENT OF GASTRIC
REMNANT DILATION FOLLOWING LAPAROSCOPIC ROUX-
EN-Y GASTRIC BYPASS FOR MORBID OBESITY: ANALYSIS
OF 1963 CONSECUTIVE CASES, Eva S Chan MD,Enrique I
Arias MD,Samuel Szomstein MD,Raul Rosenthal MD,
Cleveland Clinic Florida
Background: Gastric remnant dilation is a rare but potential-
ly lethal complication following laparoscopic Roux-en-Y gas-
tric bypass (LRYGB). Routine gastrostomy has been advo-
cated in order to avoid its occurrence. To our knowledge,
few reports in the literature review the incidence and etiolo-
gy of this complication utilizing the laparoscopic approach.
We reviewed our series, analyzing the incidence and etiolo-
gy for this complication following LRYGB. Method: After IRB
approval, a retrospective analysis of a prospectively collect-
ed database was performed in all patients who underwent
LRYGB at our institution from January 2001 to June 2007.
Patients who had a complication of gastric remnant dilation
identified and their medical records were reviewed. Results:
6/1963 patients who had LRYGB developed gastric remnant
dilation, for an incidence of 0.3%. All patients were male,
ranging from 37 to 52 years of age. Five patients presented
acutely after LRYGB, while one had a late dilatation.
Gastroparesis was the leading cause in 3 patients; gastroje-
junostomy leak, hemorrhage, and partial bowel obstruction
were the causes in the remaining 3 patients, respectively.
Four patients required surgical re-exploration and tube gas-
trostomy placement, another patient was treated by CT-
guided gastrostomy, and the last patient had resolution of
the gastric dilation with prokinetic drugs and observation;
there was no mortality in this series. Conclusion: Gastric
remnant dilation is a rare complication after LRYGBP. The
routine use of a gastrostomy tube does not appear to be

indicated, however prompt recognition is important to avoid
remnant staple line disruption and peritonitis. Image-guided
drainage is a treatment option as a bridge to a more defini-
tive surgical approach.

P061
FATE OF ASYMPTOMATIC GALLSTONES: THE NATURAL
HISTORY OF LEAVING GALLSTONES BEHIND DURING
BARIATRIC PROCEDURES, Nestor Pulido MD,Ka Ming V Li
MD,Pedro Martinez MD,Patricio Fajnwaks MD,Samuel
Szomstein MD,Raul Rosenthal MD, Cleveland Clinic Florida
Background: Expectant management of asymptomatic gall-
stones during bariatric procedures has been suggested. The
risk factors and risk of developing subsequent symptoms or
complications of this specific group remains uncertain.
Materials and Methods: After IRB approval, a retrospective
review of 796 consecutive patients who underwent laparo-
scopic Roux-en-Y gastric bypass, adjustable gastric banding,
or sleeve gastrectomy between January 2004 and June 2006
was performed. Patients with asymptomatic gallstones but
without concomitant cholecystectomy were analyzed for the
risk and risk factors to develop symptoms or complications.
Results: Of the 796 patients, 65 (8.2%) had gallstones or
sludge identified on ultrasound; 51 of these were asympto-
matic without concomitant cholecystectomy and were
included in our study. The mean age was 45.5 (23-71) years
and 25.4% were male. The mean follow up period was 29.3
(12-41) months and 27.5% had diabetes mellitus (DM) and
25.5% had hyperlipidemia. The mean preoperative body
mass index (BMI) was 47.8 (37-68) kg/m2 and 55% had a
BMI>45kg/m2; 76.5% had weight loss >25% of the original
weight. Six (11.8%) patients developed symptoms over a
mean period of 15.5 (2-31) months. Three (5.9%) patients
had symptoms within one year after surgery. Four (7.8%)
patients had biliary colic while 2 (3.9%) developed complica-
tions including acute cholecystitis and obstructive jaundice.
All required subsequent cholecystectomy. On comparison of
risk factors between patients with and without symptomatic
gallstones or complications, no statistical significant differ-
ence in age (mean: 41.3 vs 46.1 years; p=0.349), female gen-
der (100 vs 72.7%; p=0.314), preoperative BMI (47.3 vs
48.1kg/m2; 0.807), BMI >45 (50 vs 56.8%; p=1), presence of
DM (0 vs 31.8%; p=0.123), presence of hyperlipidemia (50 vs
22.7%; p=0.621), and weight loss >25% of original weight
(83.3 vs 74.4%; p=0.540) was identified. Conclusion:
Expectant management of asymptomatic gallstones at the
time of bariatric surgery will leave a significant proportion
of patients requiring subsequent cholecystectomy. Risk of
proceeding to concomitant cholecystectomy should be bal-
anced carefully with the potential negative effects of not
doing so.

P062
REDUCING THE INCIDENCE OF GASTRIC PROLAPSE AFTER
ADJUSTABLE BANDING: A STITCH AWAY, Melissa Bagloo
MD,Manish Parikh MD,George Fielding MD,Christine Ren
MD, Marina Kurian MD, NYU School of Medicine,
Department of Surgery, New York, NY
Background: Laparoscopic adjustable gastric banding is
gaining in popularity for the treatment of morbid obesity.
While it garners successful weight loss, the postoperative
course can be complicated by reoperations. Gastric prolapse
after adjustable banding is the most common cause for
reoperation, approaching up to 5% in many series. Using
the Pars Flaccida technique, it is the anterior or anterolateral
fundus that prolapses cephalad thru the band. In an attempt
to reduce the incidence of gastric prolapse, an anterior plica-
tion of the fundus below the band was performed. This
study examines the effect of this plication on the incidence
gastric prolapse. Methods: A retrospective review of a
prospectively maintained database was performed. 479
patients were identified that underwent laparoscopic
adjustable banding between January 2001 to September
2007. The patients were divided into two groups: Group A,
patients who did not have a plication and Group B, patients
who did have a plication. Group A patients were operated
on between January 2001 until December 2002. Group B
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patients were operated on from January 2003 until
September 2007. Main outcomes measured were incidence
of gastric prolapse, time to gastric prolapse and duration of
follow-up. Statistical analysis was performed using the
Fishers Exact test. Results: 16 patients underwent reopera-
tion for gastric prolapse for an overall rate of 3.35%. Group
A consisted of 108 patients with 13 patients with gastric pro-
lapse (12%). Group B had 371 patients with 3 patients with
gastric prolapse (0.8%). Mean interval to gastric prolapse in
Group A was 21 months (range 4-61 months) and in Group
B, the mean interval was 17 months (range 7-26 months).
Mean duration of follow-up is greater in Group A (55.8
months, range 58-80) than Group B (25.3 months, range 1-
57) and this is due to the study parameters. Group A also
represents part of the learning curve for gastric banding.
There is a significant difference in the gastric prolapse rate
between Group A and Group B (p<0.0001).
Conclusions: Anterior gastric plication does significantly
reduce the incidence of gastric prolapse in laparoscopic
adjustable banding. The drawbacks of this study are that
Group A represents part of the learning curve for this proce-
dure and the follow-up is longer in this group. Since many
of the larger series of gastric banding show gastric prolapse
at 3-5 %, the dramatic decrease in the incidence of gastric
prolapse in group B does not represent experience alone.
Mean follow-up in Group B is longer than mean time to gas-
tric prolapse in Group A. Further follow-up of both groups is
necessary to continue to document the improvement in the
rate of gastric prolapse.

P063
“COMPLICATIONS OF PERMANENT MESOCOLON
SUTURE”. AN UNUSUAL CONSEQUENCE OF RETROCOLIC
ROUX EN Y GASTRIC BYPASS., Ahad M Khan MD,Kelvin
Higa MD,Keith Boone MD,Abdel -Rahman Nimeri MD,Kevin
Kodama MD, UCSF Fresno, CA
Background: The debate regarding the retrocolic or antecol-
ic routing of the Roux limb with respect to gastric bypass for
morbid obesity has centered on the incidence of internal
hernias. Retrocolic proponents claim that complete closure
of all mesenteric defects limits this complication. There have
been no reports of complications attributable to the mesen-
teric closure itself.
Methods: Retrospective analysis of prospective database of
6071 patients who underwent laparoscopic Roux-en-Y gas-
tric bypass in a private practice setting from January 1998 to
September 2007 relating to complications of the mesenteric
closure.
Results: Four case histories of complications of permanent
mesocolon sutures are reported. The complications include
perforation, bezoar formation, stricture and chronic pain.
The time interval from the original surgery to presentation
was often more than a year. The diagnosis ultimately
required laparoscopic exploration in one patient; others
were made by endoscopy, or by CT scan. All patients were
successfully treated laparoscopically.
Conclusion: We report a series of four patients with an
unusual complication of the permanent suture for preven-
tion of internal hernias that has not been reported previous-
ly. The diagnosis may ultimately require exploration.
Surgical correction is often difficult and may require major
revision of the existing anatomy.

P064
INCIDENCE OF GALLSTONES AFTER SLEEVE GASTRECTO-
MY, Ka Ming V Li MD,Nestor Pulido MD,Pedro Martinez
MD,Patricio Fajnwaks MD,Hei Ying Jin MD,Samuel
Szomstein MD,Raul Rosenthal MD, Cleveland Clinic Florida
Background: The rate of gallstone formation one year after
gastric bypass is reportedly as high as 52.8%. One possible
mechanism is the reduced cholecystokinin secretion due to
diminished local enteric-endocrine reflex secondary to duo-
denal exclusion. Prophylactic cholecystectomy during Roux-
en-Y gastric bypass (RYGBP) has been suggested to reduce
the incidence of gallstone-related complications, but
remains controversial. Purely restrictive procedures such as

sleeve gastrectomy (SG) may result in less gallstone forma-
tion because intact gastrointestinal transit and entero-
endocrine reflex are maintained. To our knowledge, no
reports in the literature have analyzed the incidence of gall-
stone formation after laparoscopic SG compared to RYGBP.
Materials and Methods: After IRB approval, a retrospective
review of consecutive patients who underwent RYGBP
(Group A) or SG (Group B) between January 2004 and June
2006 was undertaken; no patients received postoperative
ursodeoxycholic acid. Patients with prior cholecystectomy,
known gallstones with our without concomitant cholecystec-
tomy, and those with prior bariatric procedures were exclud-
ed. Comparisons were made regarding the rate of sympto-
matic and complicated gallstone formation after surgery.
Results: A total of 548 patients were analyzed; 496 patients
were in Group A and 52 were in Group B. No difference in
age, gender, number of patients with diabetes mellitus, and
hyperlipidemia was noted between the two groups. Group A
had a significantly higher preoperative BMI than Group B
(48.5 vs 43 kg/m2, p=0.000). Additionally, more patients in
Group A had a BMI >45 (54.0% vs 25%, p=0.000) and weight
loss >25% of original weight (79.4% vs 25.5%, p=0.000), than
Group B. Cox regression showed no significant difference in
development of symptomatic (8.7% vs 3.8%, p=0.296) or
complicated (1.8% vs 1.9%, p=0.956) gallstones between the
two groups. Conclusion: Laparoscopic SG does not increase
the incidence of symptomatic or complicated gallstones
compared to RYGBP.

P065
PREDICTORS OF SYMPTOMATIC GALLSTONES AFTER
BARIATRIC SURGERY: A MULTIVARIATE ANALYSIS OF RISK
FACTORS COMPARING GASTRIC BYPASS, GASTRIC BAND-
ING, AND SLEEVE GASTRECTOMY, Ka Ming V Li MD,Nestor
Pulido MD,Pedro Martinez MD,Patricio Fajnwaks MD,Hei
Ying Jin MD,Samuel Szomstein MD,Raul Rosenthal MD,
Cleveland Clinic Florida
Background: Risk factors for symptomatic gallstone forma-
tion after bariatric surgery are unknown. Interventions to
detect and reduce the incidence such as postoperative
ursodeoxycholic acid and routine postoperative ultrasound
surveillance have been suggested but remain controversial.
A selective approach guided by patients’ risk factors rather
than an algorithmic method may be indicated. Patients and
Methods: After IRB approval, a retrospective review was
performed for patients who underwent laparoscopic Roux-
en-Y gastric bypass (LRYGBP), laparoscopic adjustable gas-
tric banding (LAGB), or laparoscopic sleeve gastrectomy
(LSG) between January 2004 and June 2006. Patients with
previous cholecystectomy, known gallstones with our with-
out concomitant cholecystectomy, and those who had
undergone previous bariatric procedures were excluded.
Risk factors including age, gender, preoperative body mass
index (BMI), BMI >45, diabetes mellitus, hyperlipidemia,
type of operation, and weight loss >25% of original weight
were analyzed with univariate and multivariate analysis for
their association with postoperative symptomatic gallstone
formation. Results: A total of 586 patients were included for
analysis and had undergone 670 LRYGBP, 47 LAGB, and 79
LSG at our institution during the studied period. The mean
follow up period was 25.9 (12-42) months. The overall rate
of symptomatic gallstone formation was 7.8% while the
mean time for its development was 10.2 (2-37) months; 1.9%
of patients with symptomatic gallstones had complications
as initial presentation. Both univariate and logistic regres-
sion analysis showed that only postoperative weight loss >
25% of the original weight was associated with symptomatic
gallstone formation (B=1.482; SE=0.533; Odds ratio: 4.44;
95%CI=1.549-12.498; p=0.005). Conclusion: Traditional risk
factors for gallstone formation in the general population are
not predictive of symptomatic gallstone formation after
bariatric surgery. Weight loss of more than 25% of the origi-
nal weight was the only postoperative factor to help in the
selection of patients for postoperative ultrasound surveil-
lance and subsequent cholecystectomy once gallstones
have been identified.
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P066
OUTCOME OF LAPAROSCOPIC PLACEMENT OF AN
ADJUSTABLE GASTRIC BAND FOR MORBID OBESITY IN
PATIENTS WITH ESOPHAGEAL MOTILITY DISORDERS,
Pedro Martinez MD,Xinxiang Li MD,Enrique Arias
MD,Patricio Fajnwaks MD,Samuel Szomstein MD,Raul
Rosenthal MD, Cleveland Clinic Florida
Background: Recent studies of laparoscopic adjustable gas-
tric band (LAGB) placement demonstrate improvement of
gastroesophageal reflux disease (GERD), but the long term
results of LAGB for patients with esophageal motility disor-
ders remains unknown. The risk of worsening pre-existing
esophageal motility disorders must be balanced against the
benefits of LAGB, specifically its efficacy with respect to
weight loss and resolution of comorbidities. This study
aimed to determine the effectiveness and risk of LAGB in
obese patients with esophageal motility disorders. Materials
and Methods: After IRB approval, a retrospective review of
116 patients without symptoms of GERD, who were selected
for LAGB and underwent esophageal manometric evalua-
tion between January and March 2003, was undertaken.
Abnormal manometric findings were demonstrated in 46
(41%) patients, 24 of whom agreed to undergo LAGB.
Esophageal disorders in these patients included non-specific
in 15, nutcracker esophagus (peristaltic amplitude
>180mmHg) in 6, isolated hypertensive LES pressure
(>35mmHg) in 2, and isolated hypotensive pressure
(<12mmHg) in 1. Data relative to patient demographics,
complications, number of band adjustments and time
between each adjustment, need for band removal, pre and
postoperative BMI, and % weight loss were recorded and
analyzed. Results: The 24 study patients had a mean preop-
erative BMI of 40.17kg/m2, mean age of 44.17 years and 16
(66.6%) were female; the mean follow up was 41 months.
The only early complication was one port site infection. The
4 late complications included 1 case of band slippage and 3
(12.5%) patients complained of GERD symptoms; no
esophageal dilations were noted. At long term follow up,
the mean BMI decreased from 40.17 to 30.13kg/m2, the
average %weight loss was 6.4%, and the average number of
band adjustments was 3.4. The band had to be removed in 4
(16.6%) patients. Conclusions: LAGB can be considered in
patients with esophageal motility disorders with satisfactory
weight loss and a low rate of GERD development.

P067
LAPAROSCOPIC RETRO-GASTRIC RETRO-COLIC ROUX-EN-
Y GASTRIC BYPASS DOES NOT CAUSE INCREASED INCI-
DENCE OF INTERNAL HERNIAS AND OBSTRUCTIONS.,
Ahmad Bashir MD,Isam Hamdallah MD,Kuldeep Singh
MD,Andrew Averbach MD, St Agnes Hospital
Background: Laparoscopic Gastric Bypass (LGB) is reported-
ly associated with increased risk of intestinal obstruction
due to internal hernia. Some authors argue that retrogastric
retrocolic approach has a major disadvantage in this respect.
Study Design: From 2001-2007, a total of 1364 patients
underwent LGB, with conversion rate of 0.66%. Ninety day
follow-up was 100% and long-term follow-up data (6
months- 6 Years) was available in 75% of patients. All poten-
tial sites of internal hernia i.e. between mesenteries of
jejunum and jejunum, Roux limb and Mesocolon and
Peterson’s space were closed with running non absorbable
sutures.
Results: Average preoperative BMI was 50.48 +/- 8.15 (SD),
weight 148 +/- 25.3 kg (SD), age - 43.64 +/- 10.3 yrs (SD) and
M:F ratio of 19/81%.Postoperative mortality was 0.29%.
Overall frequency of intestinal obstruction after LGB was
1.4% (19 cases). Early obstructions (<30 days) were seen in 8
cases (0.59%). In 2 cases (0.15%), the obstruction point was
a stricture of the Roux limb at the mesocolic window. One
case (0.08%) had torsion of the Roux limb at the transverse
mesocolic window. In 2 cases (0.15%) the obstruction was
due to adhesions crossing the Roux limb. Most frequently,
in 14 cases (1.02%) obstruction was at the level of jejuno-
jejunostomy (JJA). Almost half of JJA obstructions were
caused by adhesions due to breakdown of the “antiobstruc-

tion” stitch immediately past the anastomosis. In One case,
the obstruction was caused by small bowel torsion distal to
the JJA. In 73.7% of cases obstruction was relieved laparo-
scopically with lysis of adhesions or revision of JJA. In
26.3% of cases open approach was instituted. Internal herni-
ation was not a cause of intestinal obstruction in any of the
cases.
Conclusion: Retrogastric retrocolic LGB can be performed
with low incidence of postoperative intestinal obstruction
and nearly complete avoidance of internal hernia by diligent
closure of the potential hernia sites. Stricture of mesocolic
window or torsion of Roux limb remains a potential compli-
cation of this approach, influence of which can be mini-
mized with appropriate technique.

P068
SAFETY AND COST EFFECTIVENESS OF SMALL BOWEL
EXTRACTION WITHOUT WOUND PROTECTION IN LAPARO-
SCOPIC ROUX EN Y GASTRIC BYPASS, Ian A Villanueva
MD, Keith S Gersin MD,B. Todd Heniford MD,Timothy S
Kuwada MD, Department of General Surgery, Carolinas
Medical Center
INTRODUCTION: Small bowel resection is often required
during laparoscopic Roux-en-Y gastric bypass (LRYGB),
either with a circular stapled anastomosis technique or
resection of excess Roux overhang. An extraction bag is
often used to remove the resected portion of bowel.
However, an extraction bag may cause the specimen to
“mushroom,” necessitating a larger fascial defect, thus
increasing the risk of hernia. We present our experience
with removal of the resected small bowel directly through a
12 mm trocar site without the use of an extraction bag.
METHODS: A review of a prospectively collected database
was performed of 165 consecutive patients undergoing
LRYGB with a linear stapled anastomosis by a single sur-
geon (TSK). In most cases, an overhang of Roux limb was
constructed to minimize anastomotic tension. This Roux
limb overhang was then resected and extracted directly
through a 12 mm trocar site (trocar was removed) without
the use of an extraction bag. The fascial defect at the extrac-
tion site was closed if fascial extension was required.
Primary outcomes included extraction site infection and her-
nia. Equipment costs were also analyzed.
RESULTS: 162 patients (98.1%) required resection of the
Roux overhang. The mean length of extracted small bowel
was 9.54 cm. The fascial defects at 4 of 162 (2.5%) extraction
sites were closed. There were no extraction site infections or
hernias in 164 consecutive cases. This technique yielded a
total cost savings of $18,572.72.
CONCLUSION: Removal of small bowel during LRYGB with-
out an extraction bag does not increase the risk of wound
infection or hernia. Furthermore, this technique rarely
requires extension of the fascial defect to accommodate the
specimen. Given the safety and cost effectiveness of this
technique, consideration should be given to abandoning the
use of extraction bags during LRYGB.

P069
DRAIN AMYLASE LEVELS IN ROUX-EN-Y GASTRIC
BYPASS: WHAT IS A NORMAL VALUE?, Ian A Villanueva
MD,Keith S Gersin MD,B. Todd Heniford MD,Timothy S
Kuwada MD, Department of General Surgery, Carolinas
Medical Center
INTRODUCTION: Anastomotic leak from the gastrojejunos-
tomy (GJ) is a serious complication after laparoscopic Roux-
en-Y gastric bypass (LRYGB). Normal imaging and a benign
abdominal exam does not exclude the presence of a leak.
The effluent from a GJ leak is composed primarily of sali-
vary secretions and thus should have a high amylase level.
The measurement of fluid amylase from a juxta-anastomotic
drain has been described as a method for diagnosing a GJ
leak, but no criteria exist to identify a clinically significant
level. We present our experience measuring routine drain
amylase levels after LRYGB.
METHODS: A review of a prospective database of 145
patients undergoing LRYGB by a single surgeon (TSK) was
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performed. Jackson-Pratt (JP) drains were routinely placed
posterior to the linear stapled GJ. A liquid diet was initiated
the morning after surgery. The first 100 patients had a rou-
tine upper GI (UGI) performed on postoperative day 1. Drain
amylase levels were measured on the second postoperative
day.
RESULTS: Drain amylase levels were available for all 145
patients. There were no leaks diagnosed on UGI. One
patient manifested clinical signs of a leak and developed a
change in the character of the drain fluid. Her drain amylase
level was 39,696 U/L and a CT scan was suggestive of a
leak. This patient was treated non-operatively with JP
drainage, antibiotics, and bowel rest with initiation of a diet
within 7 days. The remaining 144 patients had a mean drain
amylase level of 72.4 U/L. Only 3 of the 144 patients had a
drain amylase level greater than 250 U/L (256 U/L, 457 U/L,
1914 U/L).
CONCLUSION: Drain amylase levels are inexpensive, non
invasive and may represent an accurate method for detect-
ing GJ leaks. The average patient with an intact GJ should
have a drain amylase less than 100 U/L. Alternatively, a
drain amylase measured in the tens of thousands should
raise serious concern for GJ leakage and prompt further
investigation. Finally, routine evaluation of drain amylase
levels may allow earlier detection of GJ leaks thus minimiz-
ing the morbidity and increasing the chances of non-opera-
tive therapy.

P070
IS BMI GREATER THEN 60 A PREDICTOR OF HIGHER MOR-
BIDITY AFTER A LAPAROSCOPIC ROUX EN Y GASTRIC
BYPASS’, Leon Kushnir MD,T. Paul Singh MD,Ward
Dunnican MD,Warner Wang MD,Stephen Lopez MD, Albany
Medical Center
Background:
It has been hypothesized that patients who are super-super
morbidly obese, defined as having a Body Mass Index (BMI)
of 60 or higher, have an increased rate of post-operative
complications. As surgical techniques and operator experi-
ence with Roux en Y gastric bypass improved with time, the
selection criteria have expanded to include the super-super
morbidly obese. We hypothesize that a higher BMI does not
predict a higher postoperative complication rate.
Methods:
The prospectively collected database for our Accredited
Bariatric Program was queried for all laparoscopic Roux en
Y gastric bypass procedures performed between January
2004 and July 2006. All cases were performed by a single
surgeon at a tertiary care center. Average post-operative fol-
low-up time was one year. Patients were stratified into two
groups: BMI < 60 and BMI >= 60. The number of post-opera-
tive complications was compared between the two groups
using a Chi-square method with Yates correction.
Results:
One hundred and sixty nine patients with adequate follow-
up data were identified during the study period. Of these,
148 patients had a BMI < 60 (Group 1) and 21 had a BMI >=
60 (Group 2). There were 28(19%) total complications in
Group 1 and 4 (19%) total complications in Group 2. There
was no statistical difference between the two groups (P
value=0.98). Stricture rate was 10% in Group 1 and 5% in
Group 2.
Conclusion:
Patients with a BMI >= 60 do not have a higher post-opera-
tive morbidity compared to other patients undergoing
laparoscopic Roux en Y gastric bypass. The stricture rate is
less in patients with a BMI >= 60 compared to other
patients. Longer follow up is required to detect complica-
tions that occur after one year. Our study shows that laparo-
scopic Roux en Y gastric bypass can be safely performed on
the super-super morbidly obese.

P071
LAPAROSCOPIC CONVERSION OF VBG TO ROUX-EN-Y
GASTRIC BYPASS, Ziad Amr MD,Garth Davis MD,Robert
Davis MD,Patrick R Reardon MD, The Methodist Hospital
Department of Surgery
Introduction
Morbid obesity has been on the rise in the United States. A
decade ago, open vertical gastroplasty was a popular
restrictive gastric surgery for weight reduction with a high
failure rate. We report our experience in a single institution
in converting vertical band gastroplasty (VBG) to roux en y
gastric bypass (RYGB) laparoscopically.
Methods
A prospective database of all laparoscopic conversions of
(VBG) to (RYG) by the senior author (PRR) has been main-
tained since 1992. Clinical data required included; Body
Mass index (BMI) prior to the (VBG), (BMI) before the
(LRYGB), operative time (OT), Estimated Blood Loss (EBL),
Length of Stay (LOS), intraoperative and postoperative com-
plications. All operations were completed laparoscopically;
all patients were given low molecular weight heparin on
induction, lower extremities compression devices, and uri-
nary catheter. The abdomen was entered utilizing a 2mm
port to insufflate the abdomen, and then a total of six ports
were used; two 12mm ports, and four 5mm ports. The anas-
tomosis of the Roux limb with the gastric pouch was creat-
ed using a double layer of absorbable sutures, and the Roux
limb was sutured to the distal end of the biliopancreatic in a
side-to-side fashion using a 60 mm endo Gia stapler, and
the opening to create the anastomosis was over sewn with
a running absorbable suture. The roux limb gastric pouch
anastamosis was tested intraoperatively for a leak by plac-
ing it under saline irrigation and injecting air via nasogastric
tube in to the gastric pouch. A 15 French Blake drain was
left next to the proximal anastamosis in all cases.
Results
All twenty-two conversions were completed laparoscopical-
ly. There was one male and twenty-one females. One patient
(4.3%) had a postoperative leak at the gastrojejunostomy
that was detected on an UGI and treated non-operatively.
BMI prior to VBG was 45 ± 10.1; BMI before LRYGB was 47.5
± 6.1; OT was 447 ± 97.4 minutes, EBL 182 ± 175.3 ml, LOS
3.3 ± 4.3 days.
Conclusion
Although converting a VBG to RYGB laparoscopically
requires longer operative times, it can be performed with
acceptable operative outcomes and length of stay.

P072
QUALITY OF LIFE AS DETERMINED BY SF 36 HEALTH SUR-
VEY IS SIGNIFICANTLY IMPROVED FOLLOWING LAPARO-
SCOPIC GASTRIC BYPASS. A PROSPECTIVE ANALYSIS OF
CONSECUTIVE 300, Piotr Gorecki MD,Shannon L Wong
MS,Paul Theodiyil MD,Wise Leslie MD, Methodist Hospital,
Brooklyn, NY
Introduction: The short-form 36 (SF-36) health survey has
proven to be a reliable tool when assessing the burden of
disease on both physical and mental health. Moreover, it is
widely used to assess the effects of various treatment
options on the overall quality of life. Using the SF-36 ques-
tionnaire, our goal was to quantify the impact made by
laparoscopic gastric bypass surgery in the quality of lives of
our obese patients.
Methods: Three hundred consecutive patients completed
the SF-36 questionnaire prior to undergoing a laparoscopic
Roux en Y gastric bypass (LRGB) at our institution. Post-
operatively, the patients completed the survey at their one
month, six month and one year follow-up visits. The same
surgeon performed each of the three hundred operations
and the same quality of care was given to each patient post-
operatively.
Results: All components of SF 36 survey were significantly
improved following LRYBG at 1, 6 and 12 months after sur-
gery. At 6 and 12 months, quality of life scores reached
higher values than population means. Physical Component
Summary (PCS) improved from 35 preoperatively to 41, 51,
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and 53 and Mental Component Summary (MCS) improved
from 41 to 48, 55, and 56 at; preoperative, 1 month, 6
months and 12 months after surgery respectively (P<.00001,
population means for PCS and MCS is 50). Detailed analysis
of all SF 36 components will be presented.
Conclusion: LRGB produced very significant improvement in
all quality of live components as measured by the SF-36
questionnaire.

P073
DOES LIBERAL IV FLUID ADMINISTRATION DECREASE
POST-OP NAUSEA AND VOMITING IN THE BARIATRIC
SURGERY PATIENT? A DOUBLE BLINDED, RANDOMIZED
TRIAL, Daniel Wool MD,Houman Soloman MD,Harry
Lemmens MD,John Morton MD, Stanford Departments of
Surgery and Anesthesia
Introduction
Post-operative nausea and vomiting (PONV) represents a
serious and vexing problem after bariatric surgery. We
hypothesized that liberal administration of IV fluid adminis-
tration may influence PONV.
Methods
50 patients were recruited from a bariatric surgery clinic in
an academic hospital. Patients were randomized to two
groups of intra-operative IV fluid administration: Group A
received 15ml/kg while Group B received 40ml/kg.
Outcomes measured included urine output, creatinine, and
nausea scores by Visual Analogue Score. Observers were
blinded to which IV fluid regimen was employed.
Categorical and continuous variables were compared by
Chi-Square and T- test respectively with P<.05 set as signifi-
cant.
Results
Both patient groups had comparable age, BMI, OR times
and creatinine. Significant differences existed between the
groups for IV fluid administration, urine output, and nausea
scores. No complications were noted for either group.

Group A Group B
Age 42 45
BMI 50 49
OR Time 215 203
Urine Outpt 1350 2330
Nausea 6 3
Conclusion
This prospective, double-blinded randomized trial for intra-
operative fluid administration indicates that liberal IV fluid
administration significantly decreases PONV in a high-risk
bariatric surgery population.

P074
SHORT TERM OUTCOMES AFTER SIMULTANEOUS
LAPAROSCOPIC ADJUSTABLE GASTRIC BANDING (LAGB)
AND HIATAL HERNIA REPAIR (HHR), Maria V Gorodner MD,
Alberto S Gallo MD,Federico Moser MD,Santiago Horgan
MD,Carlos A Galvani MD, University of Illinois at Chicago
Background: The presence of hiatal hernia has been consid-
ered a contraindication for LAGB, since more complications
such as band slippage (BS) were advocated. Few data have
been reported on simultaneous LAGB and HHR.
Methods: Between 11/04 and 7/05 432 patients underwent
LAGB. Patients with less than 3 months f/u were excluded
(total group 417). Patients were divided into 2 groups:
Group A (LAGB), and Group B (LAGB + HHR). HHR consisted
of esophageal dissection and crura closure.
Results:

%EWL: % excess weight loss

Conclusion: These short-term data suggest that patients
who had simultaneous HHR demonstrated better weight
loss when compared to group A. LAGB and HHR can be
safely performed without increasing the rate of complica-
tions. In contrast, despite not reaching statistical signifi-
cance, patients in group B showed a trend towards a lower
complication rate. Therefore, liberal HHR is recommended
whenever hiatal hernia is diagnosed.

BASIC SCIENCE (cellular bio, physiology)
P075
CHRONIC ASPIRATION SHIFTS THE IMMUNUE RESPONSE
FROM TH-1 TO TH-2 IN A MURINE MODEL OF ASTHMA,
Andrew S Barbas MD,Tacy E Downing MD, Keki R Balsara
MD,Hung-Enn Tan,Gregory J Rubinstein,Zoie E Holzknecht
BS,Bradley H Collins MD,William Parker PhD,Robert D Davis
MD,Shu S Lin MD, Duke University Medical Center
Chronic aspiration associated with gastroesophageal reflux
disease (GERD) is thought to play a substantial role in the
development of asthma, the incidence of which is dramati-
cally increasing in industrially developed countries. The
majority of data examining the association between aspira-
tion and asthma has been obtained from epidemiological
studies, which show that between 50 and 90% of individuals
with asthma experience some element of GERD. This study
describes the effect of chronic aspiration on a model of
experimentally induced airway hypersensitivity in Balb/c
mice.
Chronic aspiration of 10 uL of murine gastric fluid per week
for eight weeks produced an injury pattern distinct from that
of acute aspiration, with lung injury characterized by hyper-
plasia, neutrophil infiltration of the bronchioles and relative
parenchymal sparing. Aspiration during induction of ovalbu-
min-induced airway hypersensitivity was associated with a
trend toward decreased production of anti-ovalbumin IgG,
anti-ovalbumin IgE, and total IgE. Further, aspiration
induced a substantial and significant increase in anti-ovalbu-
min IgG1/IgG2a ratios, consistent with a shift toward a pre-
dominantly Th2 response. These findings indicate that
chronic aspiration has a profound effect on the nature of the
immune response to aerosolized allergens in a model of
experimentally induced airway hypersensitivity.

P076
SMALL SKIN INCISION DOSE NOT HAVE ANY BENEFICIAL
EFFECT ON CYTOKINE EXPRESSION IN MALNOURISHED
RATS AFTER LAPAROTOMY, Nobuya Ishibashi MD,Yasumi
Araki MD,Shinjirou Mori MD,Yoshito Akagi MD,Yutaka Ogata
MD,Kazuo Shirouzu MD, Kurume University School of
Medicine
Background and Objectives: Small skin incision, like laparo-
scopic surgery had been reported that it was better on pain,
inflammatory responses and duration of hospital stay com-
pared to conventional open laparotomy, however, we have a
little evidence for beneficial effect on laparoscopic surgery
in malnourished patients. The aims of this study were to
asses whether small skin incision could have any beneficial
effect on cytokine expression in malnourished rats.
Methods: Rats were divided into two groups, first group
was supplemented with 200 kcal of rat chow diet and sec-
ond group was supplemented with 60 kcal of rat chow diet.
Each group was treated for 5 days and further divided into
two group, large laparotomy (5cm) and small laparotomy
(1cm). Three hours after laparotomy, blood and liver was
harvested. Plasma cytokine levels were measured by ELISA
and cytokine mRNA levels in the liver were determined by
real time RT-PCR. One-way ANOVA followed by Fisher’s
PLSD test was employed for statistical analysis. Significance
was accepted at Pƒ0.05. Data are expressed as mean}SEM.
Result: Significant body weight loss (-20%) was observed in
malnourished rats. IL-1b was significantly increased after
laparotomy in each group. Interestingly, malnourished rats
showed significant lower plasma IL-1b level (85}39 vs 11}9
pg/ml, p<0.001) compared with normally nourished rats
after large laparotomy. There was no significant change in
plasma IL-1b levels between malnourished rats and normal-



www.sages.org 190

S
A

G
E

S
2

0
0

8

SAGES 2008 Poster Abstracts
ly nourished rats after small laparotomy. Significantly higher
levels of liver IL-1b mRNA expression can be seen in nor-
mally nourished rats, compared with malnourished rats.
Those data suggest that minimal invasive approach could
not affect preoperative metabolic changes such as cytokine
response due to malnutrition.
Conclusion: Minimal invasive approach could not affect on
cytokine expression in malnourished rats after laparotomy,
suggesting that perioperative nutritional approach might be
important for malnourished patients.

P077
EX-VIVO COMPARISON OF THE EFFICIENCIES OF LOTUS®
AND ETHICON® ULTRASONIC INSTRUMENTS, E J Noble
MD,K B Hosie MD, Derriford Hospital, Plymouth, UK
Aims: To compare energy utilisation and dissecting efficien-
cies of Ethicon® and LOTUS® ultrasonic surgical instru-
ments.
Methods: 1. Calorimetry experiments were performed to
compare thermal energy produced by ultrasonic surgical
devices adopting longitudinal (Ethicon Harmonic Scalpel®;
EHS) and torsional (Laparoscopic Operation by Torsional
UltraSound®; LOTUS) vibration modes, using differently
shaped waveguide tips.
2. An ex-vivo bench model was used to determine the effi-
ciencies of the 2 ultrasonic devices and monopolar
diathermy while dissecting though 3 different types of
porcine tissue (liver, kidney and muscle). We also measured
the amount of tissue destroyed during the dissection
process.
Results: There was no significant difference between EHS®
and LOTUS® in calorimetric analysis (energy transferred by
EHS = 44.7% (43.3-45.7), LOTUS = 54.9% (50.1-59.3) p<0.05).
Both types of Ultrasonic devices were more efficient at dis-
secting through tissues using the hook attachment com-
pared to the shears (74.9g/min (30.2-198), 23.0g/min (9.0-
62.0), p<0.001). Ultrasonic hooks cause greater tissue
destruction during dissection compared to monopolar
diathermy (0.48g/min (0.27-0.75), 1.76 g/min (-0.52-
4.2),p<0.005). Overall LOTUS® instruments were faster than
Ethicon Harmonic Scalpel® at cutting through tissue
(58.3g/min (12.1-198), 39.7g/min (9.0-128.7),p=0.03).
Conclusions: Ultrasonic instruments cut through tissues by
applying 4 types of force. By performing calorimetry experi-
ments, we have compared the friction force delivered by
ultrasonic instruments using different vibration modes, and
shown no significant difference. The devices have compara-
ble efficiencies while dissecting through ex-vivo porcine tis-
sues.

P078
INCISIONS DO NOT LINEARLY SUM, Thane A Blinman MD,
The Children’s Hospital of Philadelphia
Introduction: Critics of minimally invasive methods some-
times argue that the sum of lengths of all trocar sites are
similarly morbid to a “conventional” incision of equal
length. This argument assumes correctly that pain and scar-
ring are proportional to total tension normal to a linear inci-
sion. But the argument also assumes that total tension sums
linearly with incision length. Here, I demonstrate why that
premise is not valid.
Methods: Closing tension perpendicular to any linear inci-
sion (i.e. elliptical incision with a>>b) is a function f(L) of the
length L of the incision, varying symmetrically along L with
a maximum at L=(L/2). A constant C incorporates tissue
mechanical properties for the passive abdominal wall,
assumed to be directionally independent in the plane of the
body wall, and not to vary with strain rate). If tension rises
linearly with slope m,i.e. f(L) =mL, total tension then
becomes

Incisions of various lengths are modeled, and plausible
alternative incision scenarios for various procedures
(Nissen, appendectomy, etc) are compared.Results: Total

tension rises non-linearly with increasing wound length. As
a result, total tension across multiple incisions is less than
the total tension for an incision of the same total length.
(Approximating f(L) using a nonlinear equation does not
alter this result.) For example, an appendectomy performed
via one 10mm incision and two 5 mm incisions creates
around 37% of the relative tension created by a single
20mm incision. A Nissen fundoplasty performed with five 5
mm incisions produces only 20% of the tension across a 25
mm incision. Even two 3 mm trocars can create less total
tension than a single 5 mm trocar. Conclusion: Conventional
incisions are subject to more total tension than any combi-
nation of trocar incisions of equal total length. This inequali-
ty yields three clinically-relevant corollaries. First, it supports
the practice of using the smallest effective trocars (or even
no-trocar methods) to minimize pain and scar. Second,
adding a trocar in difficult cases adds relatively little morbid-
ity. Finally, using two small trocars may be better than using
a single larger one.

P079
THE AIRSEAL TM : A NEW INSUFFLATION SYSTEM FOR
LAPAROSCOPIC SURGERY. PRELIMINARY DATA CONCERN-
ING PHYSIOLOGICAL CHANGES., Silvana PERRETTA MD,
Pierre Diemunsch MD,Simone MANGEANT MD,Bernard
DALLEMAGNE MD,Stéphanie KOESSLER MD,Ramon VILAL-
LONGA PUY MD,Jacques MARESCAUX MD, IRCAD/EITS,
University Hospital of Strasbourg, France
Introduction:
The physiopathologic consequences of pneumoperitoneum
are well known. In the attempt to minimize CO2 peritonel
uptake and the related physiological consequences, a new
generation of insufflation systems and trocars are in devel-
opment. This experimental animal study aims to assess the
applicability and safety of a new insufflation and trocar sys-
tem for laparoscopic surgery: the AirSeal TM (Surgiquest,
Orange CT USA).
Materials and methods:
Twelve mini-pigs were randomized to laparoscopic chole-
cystectomy using the the Thermoflator® (Karl Storz,
Tuttlingen Germany) or the AirSeal TM system. The AirSeal
TM system is supplied with a re-circulation and filtration
pump designed to maintain pneumoperitoneum while mini-
mizing CO2 consumption. All the procedures were per-
formed by a single surgical and anaesthetic team.
Intraoperative monitoring measured at baseline, before
insufflation, and every 5 min thereafter included: body core
temperature, ECG, systemic arterial blood pressures, SpO2,
peak and mean airway pressures, total amount of CO2 insuf-
flated, and E TCO2. At baseline and at the end of the proce-
dure blood gases, IL6 and lactic acid level were also evaluat-
ed. The feasibility was measured by operative time (min),
intraoperative complications and surgeon’s satisfaction
(bad, fair, good or excellent).
Results:
Both groups had similar operative time and surgeon’s satis-
faction. No intraoperative complications occurred. No signif-
icant difference was noted for blood pressures, airway pres-
sures and compliance, arterial oxygenation, pH, lactic acid
and IL6 level across the 2 groups The monitoring of E TCO2
excluded gas embolism in both groups and showed a trend
towards higher expired CO2 in the control group.
Conclusions:
In this preliminary series, the AirSealTM system was equiva-
lent to the standard Thermoflator® and well accepted by the
surgeons. The minor CO2 consumption and consequent less
important increase in E TCO2 observed with the AirSeal sys-
tem, are important findings. Whether this corresponds to a
different pattern of peritoneal CO2 absorbtion, needs to be
further explored in a dedicated randomized controlled trial.
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P080
DOES ELEVATED GASTRIC PH AFFECT THE DETECTION OF
GASTROESOPHAGEAL REFLUX USING 24 HR
ESOPHAGEAL PH MONITORING?, Shahin Ayazi MD,Peter F
Crookes MD,Jessica M Leers MD,Jeffrey A Hagen
MD,Christian G Peyre MD,Antereas H Hindoyan BA,Carolyn
A Maher BS,Steven R DeMeester MD,Farzaneh Banki
MD,John C Lipham MD,Tom R DeMeester MD, Department
of Surgery, Keck School of Medicine, University of Southern
California, Los Angeles, CA
Introduction:
24 hour esophageal pH is the most widely used method to
quantify Gastroesophageal reflux (GER). GER may potential-
ly be underestimated if the resting gastric pH is high.
However, the value of routine assessment of gastric pH in
the performance of 24hr esophageal pH monitoring is
unclear. We studied normal subjects and symptomatic
patients undergoing 24 hr pH monitoring to determine if
there is a relationship between resting gastric pH and the
presence of elevated esophageal acid exposure.
Methods:
Normal volunteers and symptomatic patients off medication
and with no history of gastric or antireflux surgery were
studied. In each case the gastric pH was measured by
advancing the pH catheter into the stomach prior to posi-
tioning the electrode 5cm above the upper border of the
lower esophageal sphincter. The normal range of gastric pH
was defined from the normal subjects, and the patients
were then stratified into two groups depending on whether
the gastric pH was above or within the normal range. The
standard parameters for 24 hr esophageal acid exposure
were compared between groups to examine the possibility
that reflux in patients with elevated resting gastric pH is pre-
dominantly due to meal-stimulated reflux. The Fisher exact
test was used to assess significance.
Results:
Mean gastric pH for the volunteers (n=54) was 1.63(SD=0.6).
The 95th percentile was a pH of 2.9. Of the 1582 patients
(711 male) the mean age was 51.2 and mean BMI was 27.8.
In these patients the mean gastric pH was 1.9 (SD=0.9). 796
patients (50.3%) had abnormal esophageal acid exposure
(%time < pH 4 greater than 4.4%). Hypochlorhydria was
detected in 176 patients (group 1), of whom 43.2% had
increased esophageal acid exposure. In the 1406 patients
with normal gastric pH (group 2), 51.2% had increased
esophageal acid exposure. These percentages were not sig-
nificantly different (p= 0.055). There was no significant rela-
tion between gastric pH and total fraction time with pH<4 in
distal esophagus or DeMeester score. (R Squared=0.012).
Patients with elevated gastric pH were not characterized by
increased post-prandial reflux. The prevalence of increased
supine reflux was the same in both groups (60.8% vs 60.3%,
p=1).
Conclusion:
The resting gastric pH at the time of the 24hr esophageal pH
study does not affect the detection of GERD.

P081
BILE REFLUX INDUCED MUTAGENESIS ON ESOPHAGEAL
EPITHELIUM IN AN ANIMAL MODEL AND ITS EFFECT IN
CELL SIGNALING, Ben Selvan MS,Anu Korula MD,Anoop
Ramachandran PhD,Jaya kumar MSc,Sathish MSc,George
MS, Christian Medical College ,Vellore
Background:  Bile reflux has been suggested to have a
mutagenic effect on esophageal epithelium. However, sig-
naling events in vivo are not well understood
Aim: Animal models in which Barrett’s esophagus and/or
carcinoma can be induced by Bile reflux.To understand sig-
nalling events playing a role in the process, the role of p38
& ERK MAP kinases was also examined.
Methods: Thirty Wistar rats[ 150gms]were taken , 60% of the
animals were subjected to side to side and 40 % were end
to side oesophago-duodenostomy. Hematoxylin and eosin
stains were used .To examine signalling events, p38 & ERK
MAP kinase activation was determined by immuno-blotting
for the phosphorylated active forms of the protein.

Results: Mortality after the procedure was 40 %, which was
higher in the end to side group.17 rats survived through one
year, of which eight developed nodular lower esophageal
mucosa, 0.8x0.5cm. Three rats did not show any changes as
the side to side anastamosis had stenosed. 6 had papillo-
matosis, epithelial hyperplasia and acanthosis and 4 had
basal cell hyperplasia,allof them had severe erosive
oesophagitis. Contrary to most reports, none of the animals
developed either dysplasia or carcinoma. The histopatholog-
ic evaluation was more suggestive of a reactive lesion fitting
the diagnosis of “esophagitis cystica.” Animals which had
undergone biliary diversion showed significant increase in
phosphorylation of both p38 & ERK MAP kinase.
Conclusion: End to side oesophago-duodenostomy is the
best animal bile reflux model but with high perioperative
mortality.The animals in our group only developed
“esophagitis cystica” However, signalling events such as
MAP kinase phosphorylation, which has been shown to
induce cellular proliferation, are induced in our model, since
activation of p38 & ERK MAP kinases was evident. This sug-
gests that apart from bile as agent to induce cellular prolif-
eration it is possible that coexistent factors might play a key
role in development of carcinoma and the duration of the
bile reflux

P082
DYSREGULATION OF GENE EXPRESSION WITHIN THE
PPAR PATHWAY IN OBESE PATIENTS, A Katharine Hindle
MD, Jadd Koury MD,Timothy McCaffrey PhD,Sidney Fu MD
PhD,Fred Brody MBA MD, The George Washington
University Medical Center, Washington, DC
Background: The causes of obesity are multifactorial and
may include dysregulation of certain genes, such as peroxi-
some proliferator activated receptor gamma (PPAR gamma).
When activated, the PPAR gamma pathway promotes lipid
metabolism. This study uses microarray technology to eval-
uate differential gene expression profiles in obese patients
undergoing bariatric surgery versus non-obese controls.
Methods: Blood samples from six morbidly obese patients
and four non-obese individuals (controls) were stabilized
into PaxGene tubes (PreAnalytiX) and total RNA was
extracted. 100ng of the total RNA was amplified and labeled
using the Ovation RNA Amplification System V2 with the
Ovation Whole Blood Reagent (NuGen) before hybridizing to
an Affymetrix Focus Array containing over 8500 verified
genes. The data were analyzed using an ANOVA statistical
analysis (p < 0.05) within the GeneSpring. Using the
Ingenuity program, potential pathways were identified and
real-time quantitative RT-PCR (QPCR) was used to validate
the array data.
Results: We identified 97 upregulated genes and 125 down-
regulated genes with >1.5 fold change in obese patients ver-
sus controls. Interestingly, a cluster of dysregulated genes
regarding cell metabolism and lipid formation were identi-
fied. Specifically, the PPAR gamma pathway from obese
patients showed an increased number of genes that were
dysregulated including TNF alpha. TNF alpha expression
was increased by 1.6 X in obese patients. This upregulation
was confirmed with QPCR and showed an increase of 2.8 X.
Conclusions: Microarrays are a powerful tool to identify bio-
markers for obesity by analyzing differential gene expres-
sion profiles. Although obese individuals have an over-
whelming preponderance of fat, many genes and their
respective products are dysfunctional. These dysfunctional
genes engender a cascade of pathophysiology that con-
tributes to the complications associated with the metabolic
syndrome. Our unique blood analyses confirm previous tis-
sue data from our lab and shed new light on the ensuing
cascade of gene dysfunction associated with obesity.
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P083
SURGICALLY CREATED TASTE AVERSIONS DEVELOP IN
RATS FOLLOWING ROUX-EN-Y GASTRIC BYPASS, David S
Tichansky MD,John D Boughter PhD,Rebecca Glatt
MS,Jason Harper MD,Khurram A Khan MD,Atul K Madan
MD, University of Tennessee Health Science Center,
Memphis, TN
Background: Effective non-surgical treatment of morbid
obesity continues to elude the medical community.
Capturing positive effects of Roux-en-Y gastric bypass
(RYGB) without surgery may be essential in achieving this
goal. We have previously shown that patients experience
taste changes and aversions following RYGB. A rat model
for RYGB can help define these changes as physiological in
the absence of psychosocial human influences. We hypothe-
size that rats will develop taste changes and aversions fol-
lowing RYGB.
Methods: Four Sprague-Dawley rats underwent RYGB and
four rats had a sham operation. The two groups completed
taste-salient behavioral tests to assess gustatory responsive-
ness (measured as lick rate over 10 second trials and num-
ber of trials initiated) to a battery of taste stimuli. Sweet
taste stimuli offered were 5 different concentrations of glu-
cose solution (0.01 - 1.0 M). The results of the two groups
were compared using Mann-Whitney tests.
Results: RYGB rats initiated an average of 15 - 36% fewer tri-
als than sham rats for the 5 concentrations of glucose.
RYGB rats also had less desire for sweet tasting stimuli
shown by lower lick rates for all 5 concentrations of glucose.
This was statistically significant (p < 0.05) for one (0.1 M) of
five concentrations.
Conclusion: Rats have surgically induced aversion to sweet
stimuli following RYGB. This mimics effects reported in
humans. Defining the physiologic mechanism of these
changes may help develop better non-surgical treatment
modalities for morbid obesity.

P084
DECREASED EXPRESSION OF HEPATIC SIGNALING PHOS-
PHOPROTEINS AFTER LAPAROSCOPIC AND HAND-ASSIST-
ED SURGERY, Heidi Fitzgerald MD, Yi Qiao BS, Ulrike Klueh
PhD, Donald L Kreutzer PhD, Demitrius E Litwin MD and Yuri
W Novitsky MD, University of Connecticut Health Center,
University of Massachussetts Medical Center
Background: Minimally-invasive surgery is associated with a
decreased activation of both systemic and peritoneal immu-
nity as compared to the open (O) technique. However, the
hepatic response to laparoscopic (L) and hand-assisted (HA)
surgery has not been defined well. We postulated that both
laparoscopic and hand-assisted approaches are associated
with a diminished expression of hepatic pro-inflammatory
transcription factors.
Materials and Methods: Eighteen pigs underwent a transab-
dominal nephrectomy via O, HA or L approach. Liver sam-
ples were obtained 24 hours postoperatively and spot
frozen. Frozen tissue samples were homogenized, and the
nuclear pellets were separated. The nuclear membranes
were then lysed and the nuclear extracts were analyzed to
determine levels of 3 nuclear signaling phosphoproteins.
Nuclear factor (NF)-kappaB, heat-shock protein (HSP)-27,
and p38 mitogen-activated protein kinase (MAPK) were ana-
lyzed by a multiplex protein analysis system. Statistical
comparison was performed using Student’s t-test.
Results: The average expression of HSP-27 was not different
between the L, HA, and O groups. The average expression
of NF-kappaB was significantly higher in the O than either
the L or the HA groups (21.3 vs 5.5 ru, p=0.032; 21.3 vs 7.8
ru, p=0.048, respectively). There was no difference between
the L vs the HA groups. Similarly, the average expression of
p38 MAPK was significantly higher in the O vs either the L
or the HA groups (42.7 vs 22.5 ru, p=0.036; 42.7 vs 12.2 ru,
p=0.007, respectively). There was no difference between the
L and the HA groups.
Conclusion: The stress of abdominal surgery results in the
activation of hepatic signaling pathways. Both laparoscopic
and hand-assisted approaches resulted in a diminished

expression of hepatic NF-kappaB and p38-MAPK.
Importantly, using hand-assistance did not abrogate the
benefits of laparoscopy. In addition to the clinical benefits of
minimal access, HA surgery may also confer an immunolog-
ic advantage over laparotomy.

P085
EVALUATION OF INFLUENCE OF PNEUMOPERITONEUM
ON THE ABDOMINAL SOLID ORGANS BY MICRODIALYSIS:
EXPERIMENTAL STUDY, Takashi Iwata 1) MD,Greg Nowak 2)
MD,Hiroki Mori 1) MD,Bo-Goran Ericzon 2) MD,Mitsuo
Shimada 1) MD, Department of Digestive Surgery, the
University of Tokushima 1), Department for CLINTEC,
Division of Transplantation Surgery, Karolinska Institute,
Karolinska University Hospital, Huddinge 2)
Background: Nowadays, laparoscopic surgery has feasibility
of partial liver resection and pancreatectomy because of less
invasion than a conventional open operation. It is known
increased intra-abdominal pressure on the liver and on the
pancreas induce reduction of micro- and macro-circulation
and this cause severe damage on splanchnic organs.
However there is not enough monitoring method to evalu-
ate metabolic changes during and after pneumoperitoneum.
Microdialysis is a technique to monitor the matebolic state
of organ itself, based on a chemistry analysis over time with
sampling of interstitial fluid using membrane based dialysis
sacs. In physiological conditions during glycolysis, glucose
is metabolized into pyruvate. During ischemia lactate is pro-
duced from pyruvate in order to maintain anaerobic glycoly-
sis with low energy production. Glycerol is an end product
of lipolysis in adipose tissue and is also an indicator of
membrane disintegration during such events as ischemia.
All these parameters of ischemia can be monitored in the
tissue with microdialysis. The aim of this study was to eval-
uate cell damage during and after pneumoperitoneum on
the liver and the pancreas with microdialysis. Material and
Method: Microdialysis catheters were inserted into the liver
superficial and deep in the liver parenchyma, as well as into
the pancreas of 4 pigs after laparotomy. After tied closing of
the abdomen, continuous microdialysis monitoring was
started and continued during pneumoperitoneum induced
under standard pressure (16-18 mmHg) for 3 hours and fol-
lowed by rapid disufflation. Result: During pneu-
mopeitoneum, Glucose level decreased in deep parenchyma
(DP), but there were no changes in superficial parenchyma
(SP). Lactate-Pyruvate Ratio during pneumoperitoneum in
DP and decreased after desufflation with no changes in SP.
Glycerol level increased both in DP and SP at insufflation,
and gradually increased until decompression. Monitoring of
pancreas showed that glucose level did not change during
pneumoperitoneum and increased after decompression.
Intrapancreatic lactate-pyruvate ratio did not change during
pneumoperitoneum, but significantly increased after decom-
pression; while glycerol level gradually decreased during
and after pneumoperitoneum. Comparison of the results
from the liver and the pancreas, showed that lactate-pyru-
vate ratio and glycerol level were from the beginning higher
in the pancreas. Conclusions: During pneumoperitoneum
some kind of metabolic disturbance might take place with
no signs of the injury due to these changes in glucose
metabolism and lactate-pyruvate ratio in DP and SP of the
liver. The pancreas is more sensitive against increasing
intra-abdominal pressure than the liver. Glycerol level sug-
gested that there is not so strong injury during pneumoperi-
toneum and after decompression.

COLORECTAL/INTESTINAL SURGERY
P086
COMPARISON BETWEEN OPEN AND LAPAROSCOPIC
SURGERY FOR COLORECTAL CANCER, Jun-ichi Tanaka MD,
Shungo Endo MD,Fumio Ishida MD,Eiji Hidaka MD,Kishiko
Tatsukawa MD,Yuri Saito MD,Masahiko Hashimoto MD,Yoshi
Kobayashi MD,Shin-ei Kudo MD, Digestive Disease Center
Showa University Northern Yokohama Hospital
Aim of this study is to report the clinical results of 852 con-
secutive colorectal cancer (CRC) resections between April
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2001 and December 2006.
Laparoscopic bowel resection (LAC) with lymph node dis-
section (D2/D3) was applied for advanced CRC as well as
LAC with D1 lymph node dissection for early CRC where
endoscopic mucosal resection was not indicated. Invasion to
the adjacent organ (T4), greater than 7 cm in size, extensive
lymph node involvement, bowel obstruction, or advanced
lower rectal cancer were excluded from the indication of
LAC.
LAC was performed in 520(60.1%) patients; 350 (66.3%) out
of 528 patients with colon cancer, 170(52.6%) out of 323
patients with rectal cancer. Conversion to open surgery (OS)
was 48 patients (9.2%, 14 for T4, 10 for intestinal adhesions,
etc). No significant difference between LAC and open sur-
gery was found in operation time. Postoperative morbidity
was intestinal obstruction4.7%, leakage4.5% in LAC, while
8.2%, 2.7% respectively in OS. In all other cases, the imme-
diate postoperative course was uneventful with a hospital
stay of 5 to 10 days and quick resumption of physical activi-
ty.
Although OS was indicated to far-advanced CRC in this
study, LAC for advanced CRC was comparable to OS in
terms of operation time and morbidity. LAC for advanced
colorectal cancer is a feasible and safe operation with an
acceptable complication rate in our study. Recurrence rate
or long-term functional outcome needs longer follow-up. To
clarify feasibility or non-inferiority of LAC for advanced CRC,
prospective randomized control study is now ongoing in
Japan.

P087
SURGICAL TREATMENT OF APPENDICITIS WITH PERITONI-
TIS, Elias HABIB PhD, Mrine MEKKAOUI PhD,Nicolas
Bapiyina PhD,André Elhadad PhD,Didier Brassier PhD,
Department of Digestive and Thoracic Surgery, Robert
Ballanger Hospital, Aulnay Sous Bois, France
Objective: This study aims to know which access is chosen
in case of appendicitis with localised or diffused peritonitis
and to evaluate the intra operative and postoperative com-
plications.
Technique: Prospective analysis including all patients admit-
ted with appendicular peritonitis. Open appendectomy is
undertaken through iliac or midline laparotomy.
Laparoscopic appendectomy is undertaken through 3 or 4
trocars.
Patients: Between 1997 and 2007, 255 patients were includ-
ed. Diffused pain was found in 15% and diffused guarding in
6.7% of the cases. Appendectomy was undertaken under
laparoscopy (41.9%), laparoscopy converted to laparotomy
(7.1%), through midline laparotomy (5.1%), iliac laparotomy
because of the condition of the patient (23.5%) and because
it was the choice of the team (21.9%).
Results: During laparoscopic appendectomy because of
periappendicular abscess (13.1%) localised peritonitis
(81.3%) diffused peritonitis (11.2%), 10.3% of the patients
suffered from intra operative complications. During the
postoperative period, 6.6% of the patients suffered from
postoperative complications and 3.7% were reoperated.
During open appendectomy because of periappendicular
abscess (42.6%), localised peritonitis (64.2%), diffused peri-
tonitis (6.8%) with retroperitoneal cellulitis (6.1%), 8.8% of
the patients suffered from intra operative complications.
During the postoperative period, 26.3% of the patients suf-
fered from local complications, 9.8% from general complica-
tions and 15.5% were reoperated.
Conclusion: Intra operative complications were more fre-
quent under laparoscopy undertaken in 41.9% of the cases.
Postoperative complications and reoperations were more
frequent after open appendectomy, probably because of the
high frequency of periappendicular abscess and retroperi-
toneal cellulitis.

P088
LAPAROSCOPIC VS OPEN COLON RESECTION FOR THE
TREATMENT OF PERFORATED OR COMPLICATED DIVERTIC-
ULAR DISEASE ( HINCHEY STAGE I AND II ), Goutaro
Katsuno MD,Masaki Fukunaga MD,Masahiko Sugano
MD,Kunihiko Nagakari MD,Shuichi Sakamoto MD,Masaru
Suda MD,Seiichiro Yoshikawa MD, Juntendo Urayasu
Hospital, Juntendo University
[Background]: Diverticular disease affects more than half the
Western population over the age of 60. Diverticulosis of the
right colon is rare among Western people, whereas reports
from Asia conclude that the occurrence of diverticula of the
right colon but not of the left colon, has been increasing in
recent years.
[Aim]: Elective laparoscopic surgery for recurrent, uncompli-
cated diverticular disease is considered safe and effective;
however, little data exist on complicated cases. The aim of
this study was to compare laparoscopic colon resection
(LCR) with conventional open colon resection (OCR) for the
treatment of perforated or complicated diverticular disease
(HincheyI-II).
[Methods]: We reviewed the clinical records of 52 patients
who underwent elective or emergency colon resection for
complicated colon diverticulitis (Hinchey I~IV) between May
1994 and August 2007. Patients with Hinchey I diverticulitis
underwent elective surgery, but those with Hinchey II, III, IV
disease underwent emergency surgery. In patients with
Hinchey IIa disease no percutaneous drainage of the
abscess was performed before surgery. Of the 52 patients,
47 had undergone colon resection for Hinchey I and II dis-
ease. Thirty-three of these patients had undergone LCR,
while 14 had undergone OCR. In the LCR group, the left
colon was involved in 16 (48%) patients, and the right colon
in 17 (52%). In the OCR group, the left colon was involved in
7 (50%) patients, and the right colon in 7 (50%). A five-trocar
approach with minilaparotomy was used. Parameters were
background factors, surgery, postoperative length of stay,
and postoperative complications.
[Results]: The overall complication rate was significantly
higher in the open group (incidence, 50%) than in the
laparoscopic group (19.4%; p < 0.05). Wound infection was
significantly more common in the open group (incidence,
42.9%) than in the laparoscopic group (12.9%; p < 0.05). No
intraabdominal infection occurred in either group. Hospital
stay was significantly shorter in the laparoscopic group (p <
0.05).
Intraoperative blood loss was significantly greater in the
open group (p < 0.01).
[Conclusion]: Our findings indicate that laparoscopic surgery
for colon diverticulitis in experienced hands is a safe and
effective procedure even for patients with Hinchey I and II
disease

P089
INITIAL RESULTS OF OMENTAL PEDICLED SHELF AFTER
RECTAL RESECTION, Munir A Rathore, Arti Garg,
Muhammad I Bhatti,Liz Hand,Mohey Ismail,Victor Loughlin,
Department of Surgery, Lagan Valley Hospital Lisburn
N/Ireland UK
Introduction: The incidence of bowel obstruction after rectal
resection is approximately 6-10%. It may be an underesti-
mate (detection bias). About half of them need laparotomy.
We believe the dominant cause lies in pelvic incarceration of
bowel loops. Greater omentum has been used for multiple
indications in surgery however the data for its use in rectal
surgery is practically non-existent. The aim of this paper is
to describe our technique of (random pattern) omental pedi-
cle shelf (OPS) created by preserving the left gastroepiploic
artery and to see the safety/feasibility-related initial results
i.e. post-op bowel obstruction (primary outcome) and mor-
tality, morbidity, operative time, flap failure and return of GI
function (secondary outcomes).
Patients & Methods: Seventeen consecutive patients requir-
ing rectal resection and division below the peritoneal reflec-
tion and who were operated for anterior resection or
abdominoperineal excision of rectum (APR) had the OPS
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placed in the pelvis after the anastomosis. M: F ratio was
1.1:1, median age=67y iqr=59-76 range=47-87. Majority
belonged to BMI of 25-29 and ASA-II. The indication was
rectal cancer in 14/17 and benign conditions in 3/17. There
were 14 anterior resections and three APRs. The OPS was a
random pattern flap devised by preserving the left gas-
troepiploic artery and requiring three steps: omental mobi-
lization, lengthening and transfer. Adjunct operations includ-
ed no stoma (n=5), covering loop ileostomy (n=7), colosto-
my (n=3), previously made loop ileostomy (n=1) and
colostomy (n=1). Photos & video shall be presented.
Results: The procedure was technically simple. The median
operative time was 10min (iqr=10-15 range=8-20min).
Median time to return of bowel activity=one day (range 1-2),
to ambulation=1 day (range=1-2). There has been no event
of bowel obstruction. The complications included Clavien
0=15, I=0, II=0, III=2 (splenectomy n=1, anastomotic leak n=1)
and Clavien IV=1 (30-day mortality due to multi-organ failure
secondary to pulmonary complications). There was no OPS-
related complication. Median length of stay was seven days
(iqr=7-8 range=7-11 days). Median follow-up was three
months. The stoma has been closed in two patients.
Expected results: For statistical significance approximately
40 patients are needed with 0% incidence of bowel obstruc-
tion.
Conclusion: Initial results of OPS revealed it to be a safe and
simple procedure with no OPS-related complication, no case
of post-op bowel obstruction and with likely secondary ben-
efits.

P090
IDENTIFICATION OF FACTORS AFFECTED BY A LEARNING
CURVE FOR LAPAROSCOPIC RECTAL RESECTION, Masaaki
Ito, Masanori Sugito DO,Yusuke Nishizawa DO,Akihiro
Kobayashi DO,Norio Saito DO, Department of Colorectal and
Pelvic Surgery, National Cancer Center Hospital East, Japan
Objective: The aim of this study was to identify factors
affected by surgeon’s experience of laparoscopic resection
for rectal cancer.
Methods: A total of 200 consecutive resections between
June1995 and August 2007 were analyzed in an attempt to
define a learning curve. These resections were divided into
three groups, which were operated on by surgeons with 20
or less, 21 to 40, or 41 or more experience, respectively. The
groups were compared to determine if any improvement in
operating time, conversion rate, complication rate (including
leakage rate and wound infection rate), and length of stay
developed as individual experience increased. Multifactorial
logistic regression analysis was used to identify surgeon-,
patient-, and procedure-related factors associated with oper-
ating time and wound infection.
Results: 115 patients were operated on by surgeons having
20 or less experience, and 45 and 39 patients done by sur-
geons having 21 to 40 and 40 or more experience, respec-
tively. A significant decrease in mean operating time was
observed from 226 min to 184 min over first 40 cases.
Conversion rate and wound infection also significantly
decreased from 10% to 2% and from 12% to 4% over 20
experience. Total complication rate and length of stay were
not associated with a surgeon’s experience. Multifactorial
analysis showed that independent predictors were the body
mass index (BMI) (odds ratio [OR]=2.3, p=0.04), total
mesorectal excision (OR=3.3, p=0.04), and surgeon’s experi-
ence (OR=3.0, p=0.03) for long operating time (>240 min),
and the BMI (OR=3.0, p=<0.01) and surgeon’s experience
(OR=5.0, p=0.02) for wound infection rate.
Conclusion: Surgeon’s experience is the critical variables by
which the surgeon can decrease the operating time and
wound infection rate for laparoscopic rectal resection.

P091
RETROSPECTIVE STUDY COMPARING LAPAROSCOPIC AND
OPEN RESECTION FOR TRANSEVERSE COLON CANCER,
YUSUKE NISHIZAWA PhD,MASAAKI ITO PhD,MASANORI
SUGITOU PhD,NORIO SAITO PhD, Colorectal and pelvic sur-
gery division, national cancer center hospital east,Japan
Background
Although the large randomized trials are going about
laparoscopic-assited colectomy(LAC) versus open colecto-
my(OC) for cancer, all of thease excluded patients with
transverse colon cancer. Our study aimed to compare effica-
cy and safty of LAC and OC for treatment of transverse
colon cancer in terms of morbidity and tumor recurrence
and survivals.
Methods
From February,1995,to March 2007, all patients with primary
transverse colon cancer were assessed retrospectively
exclude patients with preoperative stage ‡ W.
Results
131 patients took part in the study(68 LAC group, 63 OC
group). LAC were similar to patients with OC in age, gender
and the body mass index .In 4 cases,(5.8%)laparoscopic
resection was converted to a laparotomy.
Intraoperative blood losses(mean 76 vs 222ml; P<0.0001)
significantry were lower and the length of hospital
stays(mean 10.4 vs 14.8 days; P<0.005) were shorter with
LAC than with OC. There were higher rate of post operative
hemorrhage (4 vs 0 cases; P<0.05)and ileus within 30 days
of surgery(5 vs 0 cases; P<0.05) comparing patients with
LAC to those with OC. Anastomotic stenosis occurred in five
patients(LAC 3, OC 2), but even right hemicolectomy or not
left hemicolectomy, all of them occurred by transverse
colectomy.
There were no significant difference between LAP and OC in
the time to recurrence(median 60 months) or over all sur-
vivals(median 91months) for patients with any stage of can-
cer
Conclusion
Although the technical problem that LAC for transeverse
colon cancer should overcome is present, the LAC is as
effective as OC in oncological outcomes.

P092
HOW SHOULD WE DIVIDE THE DISTAL RECTUM IN
LAPAROSCOPIC LOW ANTERIOR RESECTION OF THE REC-
TUM?, Yuichiro Kikawa MD,Yoshihiko Nakamoto
MD,Masaaki Ogata MD,Mitsuo Yamamoto MD, Kobe City
Medical Center West Hospital
INTRODUCTION:The risk of anastomotic leak in the laparo-
scopic colorectal resection with the Double Stapling
Technique (DST) increases when the endo-linearstapler
(ELS) is used more than three times in dividing the distal
rectum. The anastomotic breakdown may be caused by the
low blood perfusion at the site of “Staple on Staple”.
Therefore, it is important to avoid multi-stapling in dividing
the rectum. However, we sometimes experience difficulties
in dividing the distal rectum within two ELS in the laparo-
scopic procedures. These are supposed to correlate with the
location or the size of tumor, the width of the pelvic space,
the patient’s BMI, and so on. Therefore, we evaluate the way
to cope with the difficulties in dividing the distal rectum per-
pendicularly to the long axis with less than two staplers.
METHODS:The laparoscopic colorectal resection was per-
formed in 138 patients from March 2004 to August 2007.
Out of them, 56 patients who underwent a DST anastomosis
were retrospectively reviewed, concerning the way of divid-
ing the distal rectum and the outcome.
RESULTS:Among the 56 patients (30 male, 26 female), 55
patients had a colorectal cancer and one patient had sig-
moid diverticulosis. The locations of the lesions were the
sigmoid colon in 20, the upper rectum in 20, the middle rec-
tum in 14 and the lower rectum in 2. In 45 (80%) of 56
patients, the rectum was divided by single ELS. The lesions
were all located proximal to the lower rectum, and no anas-
tomotic leak occurred. In 3 male patients (5.3%), two ELS
were required for dividing the middle rectum. In the follow-
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ing DST anastomosis, we advanced the center rod of the cir-
cular stapler through the site of “Staple on Staple”. No
anastomotic leak occurred in the cases. In one male patient
with a narrow pelvic space, however, four ELS were
required for dividing the lower rectum and then, anastomot-
ic leak occurred. On the other hand, single stapling with the
curved cutter used in the open surgery was adopted in 6
female patients (10.7%), although it was necessary to extend
the skin incision to 6cm. No anastomotic leak occurred in
the cases. In one female patient with an early rectal cancer
of the lower rectum, the pull-through method was undertak-
en for dividing the rectum by single stapling. No anastomot-
ic leak occurred.
CONCLUSIONS:It is important to avoid multi-stapling in
dividing the distal rectum to reduce the anastomotic leak
when the DST anastomosis is undertaken. When two ELS
are required for dividing the rectum, the site of “Staple on
Staple” should be removed by a circular stapler. When
multi-stapling with the ELS cannot be avoided for dividing
the distal rectum, the curved cutter can be applied to divide
the rectum by single stapling.

P093
SYSTEMATIC LITERATURE REVIEW TO EVALUATE ECO-
NOMIC OUTCOMES OF THE ELECTROTHERMAL BIPOLAR
VESSEL SEALING SYSTEM (LIGASURE ™) VERUS OTHER
METHODS FOR SURGICAL HEMOSTASIS, Alex Macario MD,
Jennifer Sypal RN,Todd Heniford MD, Stanford University
Objective: To systematically review the literature to assess
electrothermal bipolar vessel sealing system EBVS
(LigaSure™, Covidien Energy-based Devices, Boulder, CO)
versus other methods for surgical hemostasis.
Methods: A search was conducted of the National Library of
Medicine’s Medline & Cochrane Library databases from
1/1/2000-8/14/07 for prospective, randomized, clinical, com-
parative trials (RCTs) of EBVS. Initial search identified 242
articles. All case reports, animal or retrospective studies, or
prospective series but without controls were ineligible,
yielding 27 RCTs from 13 countries. One article had 2 com-
parator arms, qualifying 28 studies. Two authors independ-
ently abstracted data.
Results: These studies had a total of 1116 EBVS patients
versus 1084 pts in the comparator arms. The surgeries
included hemorrhoidectomy (12 articles), hysterectomy (4),
colectomy (2), hepatic resection (2), thyroidectomy (2), and
lap adrenalectomy, parotidectomy, gastric resection, lap rad-
ical nephrectomy, tonsillectomy with 1 study each. Sample
sizes averaged 79 pts (range 11 - 125), with median follow-
up of 30 days (range 1 day - 2 yrs). The most common end-
points were operative time (all 28 studies), blood loss (17/28
studies), and pain score/analgesic use (15/28 studies). Only
3/28 studies reported monetary costs as an endpoint. 22 of
24 studies that used conventional hemostatic methods
(suture, clips, vascular/circular stapler, &/or monopolar
diathermy) for the control group found EBVS to reduce
operative time significantly, by an average of 19 mins (range
2 - 96 mins) or 31% of the case (range 5% - 68%). Two of 4
studies comparing EBVS to ultrasonic energy methods
found reduced operative time. Of 13 studies comparing
blood loss from EBVS versus conventional hemostasis, 7
had an average of 106ml (20 - 385ml) less blood loss,
whereas 4 studies found no difference, and 2 did not state
statistics. 3 of 4 studies versus ultrasonic energy found 135
ml (2 - 275ml) less blood loss with EBVS. Compared to con-
ventional hemostasis, postop pain scores were significantly
lower with EBVS in 8 of 15 studies, with no difference in 6
and an increase in postop pain in 1 study. Some of the stud-
ies that found less pain with EBVS also found less analgesic
use, while others did not. 17 of 21 studies found that EBVS
did not reduce hospital stay. No difference in complication
rates was found. No adverse events related to EBVS were
reported.
Conclusions: These RCT data indicate that EBVS reduces
operative time & blood loss versus conventional methods
for surgical hemostasis, and may reduce pain scores
depending on the surgery type.

P094
A CLINICAL TRIAL OF A TOOL REMOVING THE SMALL
INTESTINE FROM THE PELVIC SPACE USING A NEW CON-
CEPT, Kazuki Yamashita MD,Hideo Okumura MD,Yasuo Oka
MD,Atsushi Urakami MD,Hideo Urakami MD,Katsumichi Iki
MD,Toshihiro Hirai MD,Tsukasa Tsunoda MD, Kawasaki
Medical School, Dept. of Sugery
Laparoscopic intrapelvic operation, such as gynecological,
urological and rectal operations, are often interrupted by the
phenomenon of the small intestine flowing into the pelvic
space. This phenomenon makes intrapelvic laparoscopic
operations difficult. Although, patients are placed in an
extreme head down position to keep the pelvic space wide
to prevent this interruption of the small intestine, the posi-
tion has adverse effects on breathing and the circulatory
system of a patient.
We developed a tool for removing the small intestine from
the pelvic space using with a new concept. The tool, a
catheter of 10 Fr. in diameter and 450cm in length with an
apical balloon (KY-tube), is very simple. The KY-tube is
inserted nasally three or four days before the operation. The
balloon tip of the KY-tube should reach the large intestine or
beyond anus by the operative day.
The KY-tube is used as follows: A the beginning of the
laparoscopic operation, an operator clumps the terminal
ileum with a detachable vessel clip. Next, an assistant pulls
on the nasal end of the KY-tube. The KY-tube then slips
under the vessel clip, and become fixed when the apical bal-
loon reaches the clip. The assistant then pulls on the tube
more, and the small intestine is gathered up and shortened.
Finally, the small intestine is moved out of the pelvic space.
We have used the KY-tube clinically in 12 cases, and could
intrapelvic operative procedures successfully without inter-
ruption of the small intestine. During these operations, the
patient head down position was not required. We have
experienced no complications with the KY-tube throughout
any operation.

P095
LAPAROSCOPIC TRANSVERSE COLON CANCER RESEC-
TION WITH LYMPHADENECTOMY, Shigeki Yamaguchi MD,
Shutaro Ozawa MD,Takahiro Sato MD, Saitama Medical
University International Medical Center
Background: Transverse colon cancer resection with lym-
phadenectomy is relatively difficult. The reasons of this are;
1) there are anatomical varieties of middle colic vessels, 2)
the middle colic artery and vein do not run together around
their origins, 3) transverse mesocolon attaches with pan-
creas head and some vein communicate to the pancreas,
and so on.
Purpose: To assess the procedure of laparoscopic transverse
colon cancer resection with lymphadenectomy.
Procedure: From hepatic flexure to the middle of transverse
colon cancer, the right mesocolon is completely mobilized
by lateral to medial approach. Also mobilization is contin-
ued from the duodenum and pancreas head. In left side
transverse colon and splenic flexure cancer, the left meso-
colon is mobilized in similar fashion. Confirming cancer
location, feeding artery is recognized and this pedicle is
grasped and lift up to make sure the origin of vessels.
Lymphadenectomy around the vessels and vessel division
are performed. At this time careful dissection is necessary
according to anatomical fact that the gastrocolic trunk (GCT)
is present in approximately 70 %, the colic branch of the
GCT is right colic vein and accessory middle colic vein in
half and half, double or more middle colic veins are often
present.
Results: Transverse colon cancer resection was performed
laparoscopically in 40 patients since 2002 to 2006. Actual
procedures were transverse colectomy (TC):26, right hemi-
colectomy (RHC):8, left colectomy (LC):6. Mean operating
time and blood loss count were; TC: 209min., 57g, RHC:
223min., 46g, LC: 185min, 22g, respectively. Mean lymph
node harvests were; TC: 17.4, RHC: 30.4, LC: 19.2. Mean
postoperative hospital stay was; TC: 7.6days, RHC: 7.9, LC:
7.0. Postoperative complications were; TC: 2(wound infec-
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tion:1, colon perforation: 1), RHC: 1(wound infection), LC: 0.
Conclusion: Laparoscopic transverse colon cancer resection
with lymphadenectomy is feasible.

P096
SECURE AND UNIFORM TRANSECTION / ANASTOMOSIS
IN THE LAPAROSCOPE-ASSISTED ANTERIOR RESECTION
OF RECTAL CANCER: COMPARISON OF THREE METHODS,
Fumihiro Uchikoshi MD,Osamu Yamada MD,Mie Hiraiwa
MD,Takahiko Tatsumi MD,Hiroki Akamatsu MD,Masaaki
Nakahara MD, Department of Surgery, Tatsumi clinic &
Hospital, Ikeda, Osaka, JAPAN, Department of Surgery,
Osaka Police Hospital, Osaka, Osaka, JAPAN
[Background] Even in the up to date laparoscopic colorectal
surgery, transection and anastomosis of the rectum in the
narrow pelvic cavity might be challenging. In this study, we
compared three methods to find out the best way to do safe
and effective laparoscopic surgery for rectal cancer.
[Patients and methods] Between April 1993 and August
2007, we operated laparoscopically ninety-five patients of
rectal cancer. Seventeen patients converted to open surgery
were excluded from this study. Two colorectal surgeons per-
formed all operations, and all anastomosis were done in
DST fashion. During this period, we tried following three
methods; A) Transection using staplers designed for open
surgery (Access55) under the direct vision from small mid-
line incision (8 cases), B) Transection using staplers
designed for laparoscopic surgery (ex. Endo-GIA or
Endocutter) (49 cases), C) Transection using staplers
designed for open surgery (ex. TX30G or TA45) inserted
through Lap disk (Hakko, Inc. Tokyo Japan), which was
abdominal wall sealing device attached to 5 cm pfannenstiel
incision (21 cases).
[Results] There was no significant difference in age, gender
and operative time between the three groups. We encoun-
tered no anastomotic leakage in group A and C, but seven
cases in group B (14.3%) were suffered from this major
complication. In group B, however, no leakage was seen if
we used so-called “slow stapling technique”. The length of
hospital stay was the shortest in group C. The advantage of
method C seems to be the point that all procedures could be
done under the magnified view of the laparoscope maintain-
ing pneumoperitoneum.
[Conclusion] At this moment, method C might provide
secure and uniform transection and anastomosis in the
laparoscope-assisted surgery for rectal cancer.

P097
LAPAROSCOPIC SURGERY FOR ADVANCED RECTAL CAN-
CER, YS Lee,HJ Kim,WK Kang,JK Park,ST Oh,JG Kim,YH
Kim, The Catholic University of Korea
Background: The laparoscopic approach is accepted as an
alternative to open surgery for colon cancer. However, it has
not been determined whether laparoscopy can be used in
the setting of rectal cancer. Moreover laparoscopic surgery
for advanced rectal cancer demands technical experience
and needs longer learning time. This study evaluated the
peri-operative clinical outcomes and short-term oncological
outcomes of laparoscopic surgery for advanced rectal can-
cer.
Methods: Retrospective review of patients with rectal cancer
treated using laparoscopy from August 2004 to August
2007. Peri-operative outcomes and short-term oncological
outcomes were compared between low T stage rectal can-
cer(Tis,T1,T2) and high T stage rectal cancer(T3, T4).
Results: Total 128 patients underwent laparoscopic surgery
for rectal cancer. 37 cases were low T rectal cancer, and 91
cases were high T rectal cancer. Sphincter saving procedure
was performed in 35 cases in low T group(94.6%) and 80
cases in high T group(87.9%). Stage 0 was 8 cases(21.6%),
stage I was 23 cases(62.2%), stage III was 6 cases(16.2%) in
low T group. Stage II was 34 cases(37.4%), stage III was 48
cases(52.7%), and stage IV was 9 cases(9.9%) in high T
group. R0 resection was performed in 100% in low T group,
and 90.1% in high T group. Neoadjuvant chemoradiation
was performed in 4 cases(10.8%) in low T group, and 17
cases(18.9%) in high T group. There were no statistical dif-

ferences between two groups in terms of age, BMI, distance
from anal verge, operating time, blood loss, distal margin,
proximal margin, day of pass flatus, diet start, and hospital
stay. Tumor size was 3.3-.8cm in low T group, and 5.1-.0cm
in high T group(P=0.000). Radial margin was 1.8-.7cm in low
T group, and 0.8-.5cm in high T group(P=0.000). Number of
lymph node was 14.5-.3 in low T group, and 18.8-.6 in high
T group(P=0.012). There was no conversion in low T group,
and 4 cases were converted to open surgery in high T
group. With mean follow up of 18 months(1-38 months),
recurrence rate in high T group was 6% and o% in low T
group.
Conclusions: The results of this study show high T stage
rectal cancer had acceptable peri-operative outcomes and
short-term oncological outcomes compare to the low T
stage rectal cancer. However, further investigations of
laparoscopic surgery for advanced rectal cancer are needed
to establish the long-tern oncological safety of laparoscopic
surgery for advanced rectal cancer.

P098
EVALUATION OF LEARNING CURVE RELATING TO SHORT-
TERM ONCOLOGIC PARAMETERS FOR LAPAROSCOPIC
SURGERY IN PATIENTS WITH RECTO-SIGMOID CARCINO-
MA, Chandrakanth Are MD,Prete P Francesco MD,Prete F
Francesco MD, Division of Surgical Oncology, Department of
Surgery, Eppley Cancer Centre, University of Nebraska
Medical Centre, Division of General Surgery, University of
Bari, Italy, Department of Surgery, University of Foggia, Italy
INTRODUCTION: Previous studies analyzing the learning
curves in laparoscopic colorectal surgery have focused
mainly on non-oncologic outcomes or consisted predomi-
nantly of patients with colon cancer. The aim of this study
was to analyze the learning curve with particular reference
to short-term oncologic outcomes for the laparoscopic
approach to recto-sigmoid carcinoma (RSC).
MATERIALS AND METHODS: A retrospective review was
conducted of patients that underwent laparoscopic resection
for RSC and were chronologically divided into two groups.
(Group I: 2001-2003 and Group II: 2004-2006). Data relating
to short term oncologic parameters was collected from the
final histo-pathologic assessment.
RESULTS: From a total of 174 patients, 119 patients with a
median age of 66 years (34-87 years) and male/female ratio
of 67/33% were included. The mortality and morbidity rates
were 1.68% and 10.9% respectively with a conversion rate of
11.8%. The number of patients with adequate lymph nodes
(> 12) and proximal and distal margins > 2cms for the entire
cohort was 54%, 98% and 61% respectively. In analyzing the
impact of accumulating experience over the period of the
study, we found no difference in the rate of obtaining ade-
quate nodal harvest (54 vs 54%, p=1) between Groups I and
II. Similarly there was a lack of improvement noted in the
rate of obtaining a distal margin > 2 cms in Group II when
compared to Group I. (67 vs 54%, p= 0.18)
CONCLUSION: The experience required to surmount the
short-term oncologic outcomes-related learning curve in
laparoscopic surgery for recto-sigmoid carcinoma is greater
than anticipated.

P099
LAPAROSCOPIC SIGMOIDECTOMY (LS). INMEDIATE OUT-
COME IN RELATION TO PRIMARY DISEASE., EM Targarona
MD,C Balague MD,C Martinez MD,L Pallares MD,P Martinez
MD,M Trias MD, Service of Surgery. Hospital Santpau
LS is feasible and reproducible and it means the best exam-
ple of MIS for colon disease. However technical difficulty as
well outcome would depend on the initial diagnosis. The
aim of this paper has been to asses the outcome differences
in relation to the diverse indications for LS. Material and
methods. We retrieved from a prospective database of
advanced lap procedures, all the patients submitted to LS.
They were divided following the diagnosis between adeno-
ma (n:26), adenocarcinoma (n:217), diverticulitis (n:41) and
other (11). Operative time, conversion, morbidity, mortality
and stay were recorded.
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Conclusions: Op time was significantly longer in the diverti-
culitis group, and also they were significantly younger. The
best clinical results appeared in the adenoma group, conse-
quence of a best preserved anatomy. Initial diagnose pose
important implications on feasibility and outcome after LS.

P100
FAST TRACKING SUSPECTED COLORECTAL CANCER
PATIENTS - IS IT TIME TO REFLECT OUR CURRENT PRAC-
TICE?, RAK Reddy MD,Anil Agarwal MD, , University
Hospital of North Tees, Stockton on Tees
Introduction
Early detection of colorectal cancer (CRC) can improve sur-
vival rate. To aid fast tracking suspected CRC referrals from
primary to secondary care, National Institute of Clinical
Excellence (NICE) guidelines (2005)^ were published in UK
for these patients to be referred and seen in a secondary
care centre within two weeks (TWR). However, not every
patient diagnosed with CRC comes via the TWR. The use of
these guidelines by the referral sources and the adequacy of
the referral criteria were analyzed as part of the study.
Methods
All patients diagnosed with CRC between 2004 and 2006
were retrospectively analysed to assess the number of
missed TWR referrals. Patient demographics, presenting
signs, symptoms and investigations were assessed.
Statistical analysis was done using SPSS.
Results
43 patients diagnosed with CRC were not referred as TWR
and a significant number of these patients presented with
alternate symptoms. Mean age was 71 years (range 49-85
years) with similar gender distribution (p>0.05). 30 patients
(70 %) were referred via routine GP referral whereas 9 (21
%) patients were referred as urgent but not as TWR. 4 (9%)
patients were sent directly for endoscopy. Presenting symp-
toms included iron deficiency anaemia in 11 patients (25.6
%), rectal bleeding [10 patients (23.3 %)], diarrhoea >6
weeks [8 patients (18.6 %)], rectal bleeding with chronic
diarrhoea [5 patients (11.6 %)] and a palpable mass in 2
patients (4.6 %)]. 32 patients (74%) had at least one criteria
and 4 patients (9.3%) met more then one referral criteria for
the TWR. Review of symptoms showed 11 out of 43 patients
(26 %) did not meet NICE referral criteria (p<0.05). Amongst
these patients, 5 (45 %) had constipation, 4 (36 %) had
weight loss, 3 (27%) had peri-anal pain +/- rectal bleeding), 2
patients each (18%) had abdominal pain/ palpable abdomi-
nal mass/ short history of diarrhoea with intermittent rectal
bleeding. 1 patient each (9%) had mild anaemia/ family his-
tory of cancer.
Conclusion
Significant proportions of patients with CRC do not meet the
criteria for urgent referral and similarly NICE guidelines
were not adequately used by the referral sources. Research
into the positive predictive value of other CRC symptoms is
needed along with raising awareness and application of the
guidelines by the referral sources.

P101
SINGLE SURGEON SURGERY: 3 TROCAR TECHNIQUE FOR
COLON RESECTION, Elsa B Valsdottir MD,John H Marks
MD,Shadi Yarandi MD,David Newman MS,Gerald Marks
MD, Lankenau Hospital and Institue for Medical Research
Introduction: Laparoscopic colon resection has been
demonstrated to be safe and feasible. Despite proven
patient benefits, adoption of the technique has been slow. A
significant hurdle for adoption has been the technical chal-
lenge and need for 1 or 2 (highly) skilled assistants. We
present our experience with a single surgeon, 3 trocar tech-
nique for colon resection to evaluate its feasibility and safe-

ty. Methods: Since 1996 all patients undergoing laparoscop-
ic colon resections have had their data prospectively
entered into a database. The database was queried for all
patients undergoing colon resection from the beginning of
adoption of this technique in 03/99 to 07/07. Data regarding
patient demographics, perioperative course, laparoscopic
completion rates, early and late morbidity and mortality are
reported. Results: 742 laparoscopic colon resections (LCR)
were performed. The use of 3 trocar technique became
prevalent in 07/00. Prior to that time, 7 of 114 laparoscopic
colon resections were done with 3 trocars. After that time,
336 of 628 LCR were done with 3 trocars (54%). Of the 343
patients treated with 3 trocars, 185 were women, average
age was 63 years (19-92 y.o.). 186 patients (54%) had BMI
>25. Surgeries included left colectomies (62%), right colec-
tomies (33%), APRs (2%), total colectomies (2%) and seg-
mental resection (2%). Indications were cancer (36%), diver-
ticulitis (30%) and polyps (20%). 3% were converted to an
open procedure, most commonly due to inflammatory
process or tumor involvement. Return of bowel function
(flatus) was 2.1 days (1-25 days) and length of stay was 5.9
days (1-27 days). There was one mortality, from a postop
MI. Major morbidity rate was 8% with overall morbidity rate
of 17%. Anastomotic leaks were 1.5%.
Conclusion: Single surgeon laparoscopic colon resection
using a 3 trocar technique is a safe and reliable approach for
a variety of pathology. It can be used with good outcome
and low conversion rates in various anatomical location and
indication. This technique can be performed by only a
skilled laparoscopic surgeon and a camera operator and
holds promise for rural surgeons or those in single practice
interested in adopting laparoscopic colon resection.

P102
THE ROLE OF LAPAROSCOPIC COLON RESECTION FOR
DIVERTICULITIS, Elsa B Valsdottir MD,John H Marks
MD,Shadi S Yarandi MD,David Newman MS,Gerald Marks
MD, Lankenau Hospital and Institue for Medical Research
Introduction: Laparoscopic treatment of diverticulitis is chal-
lenging because of its inflammatory nature. In the United
States, many surgeons advocate a hand-assisted laparo-
scopic approach routinely for the treatment of these cases.
We present the experience with a laparoscopic approach
using hand-assisted surgery as needed, focusing on comple-
tion rate, morbidity, mortality and patient outcomes.
Methods: Since 1996, data regarding all patients undergoing
laparoscopic colon resections has been prospectively
entered into a database. Demographics and perioperative
information were captured. The database was queried for all
patients who underwent laparoscopic colectomy for divertic-
ulitis from 01/98 to 07/07.
Results: 135 patients were treated, 70 were women. Mean
age was 58 years (34-91 y.o.) and 79 patients (59%) had BMI
>=25. Hinchey classification is as follow: Class 0: 5 (4%),
class 1a: 49 (36%), class 1b: 45 (33%), class 2: 32 (24%), class
3: 32 (24%). 60% of patients had complicated diverticulitis.
4% of patients had abscesses percutaneously drained.
Ureteral stents were used in 28 patients. Procedures: left
colectomy n= 124 patients (92%), total colectomies n=9, (7%)
and 2 right sided colectomies (1%). In 72% of cases 3 trocars
were used, 4 trocars were used in 22% and 5 in 6%.
Conversion rate was 3.7%, and consisted of conversion to
hand-assisted laparoscopy, none were converted entirely to
open. Clears were tolerated at mean of 1.6 days (1-12 days),
solids 3.1 days (1-32 days). Mean return of flatus was 1.8
days (1-9 days), first bowel movement 2.9 days (0-13 days).
Median length of stay was 4 days (2-43 days). There were
no mortalities. Overall morbidity rate was 16.3% (22
patients), with infectious complications being most common
or 27% (wound infections, UTIs, pelvic abscesses). There
were two anastomotic leaks and two incisional hernias
(1.5%).
Conclusion: Laparoscopic colon resection for diverticulits is
safe and feasible. A low conversion rate, even in complicat-
ed cases argues against the need for routine hand-assisted
laparoscopic colectomy. When conversion is needed, it can
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be in the form of hand-assisted laparoscopy rather than full
conversion, thus preserving maximally the benefits of the
laparoscopic approach.

P103
LAPAROSCOPIC VERSUS OPEN APPENDECTOMY: A COST
ANALYSIS FOR TREATMENT OF SOCIALLY-INSURED
PATIENTS IN AN URBAN MEDICAL CENTER, Emil Shakov
MD,Vincent Huang BS,Vincent A DeBari PhD,Derick Christian
MD, St Francis Medical Center, Seton Hall School of
Graduate Medical Education
Introduction: Since its introduction nearly thirty years ago,
laparoscopic appendectomy (LA) has gained wide accept-
ance. We sought to analyze the costs of the LA procedure
and to compare these to those resulting from open appen-
dectomy (OA).
Methods and Procedures: A retrospective cohort of subjects
undergoing both LA and OA at our institution, a 165-bed
urban teaching hospital was generated by searching the
appropriate CPT codes for these procedures over the period
Jan. 2002 to Jan. 2007. We excluded all subjects with private
insurance and included only subjects covered by Medicare
and Medicaid. The LA group (n=39) was composed of 24
males (m) and 15 females (f) with a median age (inter-quar-
tile range, IQR) of 31 yrs (22-54); the OA group (n=147) had
122 m/25 f with median (IQR) age of 27 (20-41). Outcome
measures were length of stay (LOS), cost to OR, and total
cost of hospital stay (THC). Because no outcomes were nor-
mally distributed for both LA and OA, non-parametric infer-
ential methods were used. P values (p) presented are two-
sided and we set alpha at 0.05.
Results: OR costs were significantly higher in the LA group
(all data are in 10^3 US$, K$); LA: median=10.73K$; IQR:
9.03K$ to13.44K$; vs. OA: median=4.91K$; IQR: 4.58K$ to
5.61K$; p<0.0001. However, LOS was significantly shorter in
the LA group with median LA = 2 days (d) (IQR: 1d-3d) vs.
OA median = 3d (IQR: 2d-4d); p = 0.0004. This resulted in
median THC for LA of 27.97K$ (IQR: 23.67K$ to 36.05K$) and
a median THC for OA of 28.23K$ (IQR: 21.46K$ to 37.81K$).
There was no statistically detectable difference between
THC for the two groups (p = 0.691).
Conclusion: Our data suggest that, although OA results in a
lower cost at the level of a single hospital department, i.e.,
the OR, the significantly greater LOS takes THC of both LA
and OA to comparable levels. This leads to the conclusion
that other issues relating to the physician/patient choice of
appendectomy procedure should take precedence over eco-
nomic concerns.

P104
CT SCANS AND ACUTE APPENDICITIS; A FIVE YEAR
ANALYSIS FROM A RURAL, TEACHING HOSPITAL,
Siddharth Bhende MD, Toms Augustin MD,Keyur Chavda
MD,David Scordino BS,Thomas J VanderMeer MD,Burt
Cagir MD, Department of surgery, Guthrie-Robert Packer
hospital, Sayre, Pennsylvania.
INTRODUCTION: Studies conducted in urban centers exam-
ining the relationship between CT scans, negative appen-
dectomies and appendiceal perforation are not applicable to
rural centers due to higher proportion of older adults, diffi-
cult access and absence of management algorithms at most
centers.
METHODS AND PROCEDURES: Retrospective analysis of all
patients who underwent appendectomies from January
2000 to June 2005 at a tertiary community teaching hospital.
Patients less than 5 years of age or who had an incidental or
interval appendectomy were excluded. Diagnosis of perfo-
rated appendicitis was based on the final pathology report.
RESULTS: 445 patients were analyzed in 2 groups; those
who underwent CT scans (N=241) and those who did not
(N=204). Patients undergoing CT scans were significantly
older (38 years vs. 26 years, P <0.0001), were more likely to
have perforated appendicitis (P 0.0007), less likely to under-
go a negative appendectomy (P 0.0042), and had a signifi-
cantly longer length of stay (3 vs. 2 days, P 0.0005) than
those who did not. There was no difference in gender distri-
bution, or type of procedure (open or laparoscopic) between

the 2 groups. Analysis by gender showed that perforation
rates continued to be significantly higher in males undergo-
ing CT scans (P 0.0027) with no significant difference in neg-
ative appendectomy rates. In females however the negative
appendectomy rates were significantly lower (P 0.006) in the
group that underwent CT scans with no significant differ-
ence in perforation rates (P 0.07). To check whether results
were explained by sicker patients receiving CT scans, we
excluded patients with perforated appendicitis on initial CT
scans and repeated the analysis. The difference in perfora-
tion rates still remained significant (P 0.0255)
CONCLUSION: Males undergoing CT scans are significantly
more likely to have perforated appendicitis. Females under-
going CT scans have a favorable positive and negative
appendectomy rate without significantly adverse perforation
rate. A protocol-driven rational approach to CT evaluation of
suspected appendicitis may lower perforation rates, espe-
cially in males.

P105
CURRENT STATUS OF LAPAROSCOPY-ASSISTED SURGERY
FOR COLORECTAL CANCER IN CANCER INSTITUTE HOSPI-
TAL IN JAPAN, Hiroya Kuroyanagi MD, Masatoshi Oya MD,
Masashi Ueno MD,Toshiharu Yamaguchi MD,Tetsuichiro
Muto MD,Yoshiya Fujimoto MD, Department of
Gastroenterological Surgery, Cancer Institute Hospital
Introduction: Laparoscopic surgery was introduced for the
treatment of colorectal cancer about 15 years ago in Japan
and now has been rapidly widespread. The objective of this
study was to demonstrate the safety and feasibility of
laparoscopy-assisted surgery for colorectal cancer in
aspects of treatment results and expenses as compared to
open surgery.
Patients and Methods: Laparoscopic surgery for colorectal
cancer was introduced in July 2005 in Cancer Institute
Hospital in Japan. Between then and December 2006, we
have experienced 272 laparoscopic colectomy (LAC) and 208
open colectomy (OC). Patients with complete obstruction
caused by the cancer, cancer extensively invading adjacent
organs, lymph node metastasis at the root of the tumor-sup-
plying artery, and bulky cancer larger than 7-cm-diameter in
size were excluded for LAC.
Results: The conversion to open surgery was found in one
case (0.3%). There were no postoperative death in LAC and
one in OC (0.5%). LAC had longer operation time (195 min.
vs. 171 min.), less blood loss (10 ml vs. 65 ml) and shorter
postoperative hospital stay (9 days vs. 13 days) compared to
OC. Total postoperative morbidity rate was lower in LAC
than OC (8.8% vs. 17.3%). The rate of anastomotic leak was
slightly higher in LAC (1.5% vs. 0.5%). Wound infection and
persistent ileus were significantly lower in LAC (4.0% vs.
10.0%, 0.7% vs. 6.3%, respectively). In addition, surgeons’
experience did not influence surgical results of LAC under
the supervision of a well-experienced surgeon. Concerning
the costs, total medical expense was higher in OC, and total
expense/postoperative stay was higher in LAC due to short-
er hospital stay after surgery. It would be considered that
LAC provides decent treatment expenses on both patients
and hospital.
Conclusion: The present study demonstrated that laparo-
scopic colectomy is safe and effective in both aspects of
treatment results and expenses. It is our future task to con-
tinue the study and demonstrate the long-term outcome of
LAC.

P106
THE VALUE OF LAPAROSCOPY IN MANAGEMENT OF PEN-
ETRATING RECTAL INJURIES, Christian Massier MD,
Rapheal Chung MD,Naveed Ahmed MD, Huron
Hospital/Cleveland Clinic
The basic tenet in management of penetrating rectal injuries
is diversion of feces after other injuries are excluded.
Laparoscopy may offer expeditious work-up and diversion
all in one setting with comparable safety and benefits of a
minimally invasive approach. To support this hypothesis, we
reviewed all patients with suspected rectal injuries in last 2
years.
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Method: Patients with suspected rectal injuries underwent
CT with contrast followed by sigmoidoscopy and
laparoscopy. When no associated injuries were found, diver-
sion was effected by sigmoid loop colostomy modified for
complete diversion. Presacral drainage and distal rectal
wash out were not done. Length of stay, missed injury, com-
plications were collected and compared with that of patients
treated by traditional laparotomy. Statistical analysis was
performed using t-test.
Results: Of the 16 stable patients with penetrating extraperi-
toneal rectal injuries, 4 patients were treated using the pro-
tocol defined above. All injuries were demonstrated by sig-
moidoscopy.

laparoscopy(4) laparotomy(12) p-value
Missed injury 0 0 0.95
Return of bowel 2(1-3) 3.5(3-5) <0.05
Infectious comp 0 2 0.66
LOS 2.5 6.1 <0.05
Conclusion: Isolated extraperitoneal rectal injuries in urban
trauma can be safely treated with laparoscopic exclusion of
intraperitoneal injuries followed by laparoscopic assisted
diversion, without presacral drainage or distal fecal
washout. Benefits are reliability in ruling out intraperitoneal
injury, early bowel function return, low complication rate
and a statistically significant reduction in LOS

P107
LAPAROSCOPIC COLON RESECTIONS IN ELDERLY. A COM-
MUNITY HOSPITAL EXPERIENCE AND COMPARISON., Dan
Enger Ruiz MD,James Lee BA,Lisa Burke MPA,James Turner
MD,Howard Tiszenkel MD, New York Hospital Queens
As life expectancy increases so will the number of elderly
people with correctable diseases. Laparoscopic surgery
appears ideal choice with shorter hospitalization and faster
recovery. Age older than 70 years is an independent predic-
tor of increased postoperative complications, in- hospital
mortality and length of hospital stay. Therefore, surgical
interventions in elderly patients are associated with a higher
morbidity than it is younger patients.
The aim of this study is to compare patients < 70 years old
(group I) to Group II > 70 years old who underwent laparo-
scopic colon resection surgery. Methods: 499 charts of
patients who underwent laparoscopic colorectal surgery
between January 1996 and December 2006 were retrospec-
tivelly reviewed. Results: Group I (< 70) 244 patients and
group II (>=70) 255 patients underwent laparoscopic colon
resection. Procedures in Group I, 109 sigmoid colectomy, 83
right colectomy , 21 left colectomy, 12 low anterior resec-
tion,7 transverse, 5 ileo cecal, and 17 others Group II 155
right colectomy, 49 sigmoid colectomy, 23 left colectomy ,13
low anterior resections, 9 transverse, 3 transverse, 3 ileoce-
cal, and 40 other resections .

GI <70yo (n244) GII>70yo (n255)
ASA 2.21+/-0.51 2.58+/-0.57
Hospital Stay * 5.75 +/- 4.43 8.3 +/- 7.8
Operative time* 213.74+/- 78.29 181.71+/-80.08
complications* 9 19
Operation Time 213.74+/-29min181.7+/- 80.08min
Conclusion: Laparoscopic surgery is feasible for elderly
patients. Intraoperative complications, operative time, trans-
fusion rate and mortality are comparable to younger
patients. Length of hospital stay, postoperative complica-
tions were significantly increased in the elderly patients
group.

P108
INCIDENCE OF COLONIC POLYPS AFTER BARIATRIC PRO-
CEDURES, Badma Bashankaev MD,Marat Khaikin MD,Daniel
Melero MD,David Vivas MD,Bianca Santori MD,Dana R
Sands MD,Eric G Weiss MD,Juan J Nogueras MD,Samuel
Szomstein MD,Raul J Rosenthal MD,Steven D Wexner MD,
Cleveland Clinic Florida
Background: Colonic polyps have proven to be a premalig-
nant stage in the development of colorectal cancer. Data
have shown an increased risk of colorectal cancer in the

obese population. The aim of this study was to evaluate the
incidence of colonic polyps in patients who underwent
bariatric surgery and compare this incidence to a population
who has not undergone bariatric surgery. Methods: After
IRB approval, retrospective review of prospectively collected
bariatric surgery and endoscopy databases was performed
to identify all patients who had bariatric surgery and
colonoscopy from February 2000 to April 2007. A group of
surgical morbidly obese patients (SMOG) was matched to a
group of non-obese patients who had colonoscopy but no
surgery (NOG), by age and gender. Body mass index (BMI)
preoperatively and at the time of colonoscopy, age, gender,
type of procedure, colonoscopic findings, and pathology
results were recorded. Results: 70/2332 patients in the
SMOG were identified and compared to 70/2165 patients in
the NOG. There were no differences between the groups rel-
ative to age and gender. There was a statistically significant
difference in the BMI at the time of colonoscopy (31vs 28.4
kg/m2, SMOG vs NOG, respectively; p=0.036); 21.4% of
patients in the SMOG and 25.7% in the NOG were consid-
ered high risk. SMOG colonoscopy was performed after a
mean of 23.2 (1-55) months postoperatively. Two-thirds of
patients in both groups had no polyps (70% vs 77%, SMOG
vs NOG, respectively). Of the polyps detected, the majority
were single and equally distributed between the right and
left colon; 50% were hyperplastic and 3-4mm in size. There
was no cancer identified in the NOG, but adenocarcinoma
was found in 2 patients in the SMOG (8.3%; 1 in the cecum,
1 in the sigmoid colon); neither patient was at high risk for
colorectal cancer and postoperative colonoscopy was per-
formed at 55 and 33 months, respectively. Conclusion: The
incidence of colorectal polyps and cancer was not signifi-
cantly different between the SMOG and NOG patients dur-
ing the mean postoperative period of 2 years. However,
polyp distribution and pathologic characteristics were simi-
lar between the two groups. Although not statistically signif-
icant, this study shows a trend to developing malignant
polyps in morbidly obese patients. Long term follow up with
preoperative and postoperative colonoscopy are needed to
accurately determine any role of bariatric surgery in the
development of colorectal cancer.

P109
CONVERSION IN LAPAROSCOPIC SURGERY: DO INTRAOP-
ERATIVE COMPLICATIONS INFLUENCE OUTCOME?, Chung
Kang Yang MD,Bashar Safar MD,Sanjay Jobanputra
MD,Heiying Jin MD,Vicky Ka Ming Li MD,Dana R Sands
MD,Eric G Weiss MD,Juan J Nogueras MD,Steven D Wexner
MD, Cleveland Clinic Florida
Background: Conversion from laparoscopic to open surgery
occurs in up to 30% of cases of colon and rectal surgery.
Patients in whom the operation is converted to a laparoto-
my may have a worse outcome than after a successfully
completed laparoscopic procedure. The aim of this study
was to compare the outcome of converted cases based on
whether the case was a reactive conversion (due to an intra-
operative complication such as bleeding or bowel injury) or
a preemptive conversion (due to lack of progression or
unclear anatomy). Methods: After IRB approval, a retrospec-
tive review of all laparoscopic colorectal procedures in
whom the operation was converted to a laparotomy was
performed. Patients who underwent a reactive conversion
were matched with those who underwent a preemptive con-
version. The incidence and nature of postoperative compli-
cations, time to regular diet, and length of hospital stay
were recorded. Results: A total of 222/962 laparoscopic pro-
cedures were converted to a laparotomy between 2000 and
2007. The 30 patients who underwent a reactive conversion
were matched with a group of 60 patients who underwent
preemptive conversions. The reasons for reactive conver-
sion were bleeding in 14, bowel injury in 6, ureteric damage
in 3, splenic injury in 3, and other complications in 4
patients. Patients who sustained reactive conversions were
more likely to develop a postoperative complication (50% vs
27%, p=0.028), require longer time to tolerate a regular diet
(6 vs 5 days; p=0.03), and had a longer hospital stay (8.1 vs
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7.1 days; p=0.08). Conclusion: Preemptive conversion is
associated with a better outcome when compared with reac-
tive conversion. Based on this finding, it appears preferable
for the surgeon to have a low threshold to employ preemp-
tive conversion rather than awaiting the need for a reactive
conversion.

P110
RESIDENTS LEARNING LAPAROSCOPIC COLONIC RESEC-
TIONS. IS IT SAFE?, Nicolás Rotholtz MD,Maximiliano Bun
MD,Gerardo Zanoni MD,Laura Aued MD,Alexandra Mandry
MD,Mariano Laporte MD,Sandra Lencinas MD, Colorectal
Surgery Section. General Surgery Department. Hospital
Alemán de Buenos Aires.
Background: The learning curve in laparoscopy is usually
associated with higher morbidity and conversion rate.
Because laparoscopic colonic resection is a complex proce-
dure it is commonly believed it can not be included in a
general surgery program training.
Aim: The aim of this study is to analyze the learning process
of residents who perform laparoscopic colon resections and
evaluate if it is done safely.
Methods: 290 procedures were carried out between July
2000 and September 2005. Left and right colectomies as
well as intestinal reconstruction were included. Other com-
plex surgeries were excluded because they were not rou-
tinely perform by residents. It was felt that surgeons were
comfortable with the procedure after performing 30 resec-
tions. To evaluate the experience of residents performing
these surgeries under supervision and to compare this
experience with that of staff surgeons who began to do
laparoscopic colonic resections without assistance, the
series was divided in three groups: 1- Staff surgeons during
their learning curve without supervision; 2- Staff surgeons
who have completed their learning curve; and 3- Residents
operating under supervision.
Groups 1 and 2 are integrated by two colorectal surgeons
with previous experience in basic laparoscopic surgery.
Group 3 is composed by 7 residents in their last thee years
of their residency program who performed a mean of 7.1 (1-
22) laparoscopic colectomies. Statistical analysis was per-
formed using ANOVA and chi square tests.
Results: 178 surgical procedures were included. Sixty
(33.7%) in group 1; 68 (38.2%) in group 2 and; 50 (28%) in
group 3. There were no differences in age and gender with-
in the groups. Surgery indicated for cancer was significantly
higher in group 2 [group 1, 2,3: 16/60(26.6%) vs.
35/68(51.4%) vs. 17/50(34%); p= 0.01)]. There were no differ-
ences in the conversion rate nor intraoperative complica-
tions among the groups. Surgery took longer in group1
(223.5±60.3 vs. 170±49.8 vs. 168.8±50.8 minutes; p=0.0001).
The length of hospital stay was significantly greater in
group 1 (3.9±1.8 vs. 3.4±1.6 vs. 3.1±1.9 days; p=0.05). There
were no differences in postoperative complications among
the groups.
Conclusions: Residents in their general surgery training pro-
gram are able to perform laparoscopic colonic resection
safely, when they are supervised by experienced surgeons.

P111
LAPROSCOPIC-ASSISTED SURGERY FOR STAGE IIIC OF
COLORECTAL CANCER, Shunichi Osada MD,Mitsuyoshi Ota
MD,Yasushi Ichikawa MD,Shigeru Yamagishi MD,Shoichi
Fujii MD,Shigeo Ooki MD,Hiroshi Shimada MD, Department
of Gastroenterological Surgery, Yokohama City University
Graduate School
Objective: Laparoscopic-assisted surgery for advanced can-
cer of the colon and rectum remains controversial. Our insti-
tute has limited indication of laparoscopic-assisted surgery
for Stage III of colorectal cancer. N2 is contra-indication for
laparoscopic-assisted surgery. But actual pathological find-
ings revealed pN2 in some cases, because of underdiagno-
sis of lymph node metastasis. The purpose of this study was
to qualify the indication of laparoscopic-assisted surgery for
Stage IIIC (Any T, N2, M0) of colorectal cancer.
Method: Out of 423 patients underwent laparoscopic-assist-

ed surgery for colorectal cancer from 1993 to 2006, 18
patients with pN2 were enrolled in this study comparing
with pN2 who underwent open surgery.
Results: Mean number of harvested lymph node were 29.6/
40.5, number of metastatic lymph node were 6.9 / 7.5, recur-
rence rate was 38.8% / 36.2% in laparoscopic-assisted and
open surgery group, respectively. There wereno significant
difference between them in mean number of harvested
lymph node, metastatic lymph node and recurrence rate.
Moreover 5-year survival rate were 87.5% / 55.9% in laparo-
scopic-assisted and open surgery, respectively (p=0.088).
Conclusion: Laparoscopic-assisted surgery was thought to
be adequate procedure for Stage IIIC of colorectal cancer.

P112
LAPAROSCOPIC SURGERY FOR TREATMENT OF LARGE
GASTRIC BEZOARS, Salam Zeini MD,Michel Vionnet
MD,Philippe Stadler MD,Georges Eduard Barraud MD,
Hospital Intercantonal of Payerne - Department of Surgery -
Switzerland
Background: Gastric bezoars result from the accumulation
of foreign ingested material in the form of masses or con-
cretions. Bezoars are rare, being found in less than 1 per-
cent of patients undergoing upper gastrointestinal
endoscopy.
A large Trichobezoar has been traditionally removed by
open surgery, which has entailed an upper abdominal inci-
sion. With the advent of laparoscopic surgery, it became fea-
sible to retrieve a foreign body from the stomach without
the necessity of a large skin incision in the upper abdomen
Case report: A 17-year-old girl presenting with abdominal
pain, nausea, and appetite loss was admitted and evaluated.
Results of an endoscopical gastric showed a large mass in
the stomach that extended into the duodenum.
Endoscopical removal had been tried twice under general
anaesthesia and resulted only in the retrieval of the small
portion of the Trichobezoar in the duodenum; total removal
seemed impossible with endoscopic techniques.
Treatment: Laparoscopic removal was then under-taken to
avoid the surgical scar in the upper abdomen. The
Trichobezoar was successfully retrieved through a gastroto-
my, using an “Endobag”, and was removed via a Small Mac
Burney incision, with a minimal risk of contamination
throughout the procedure.
Conclusion: This approach may be the treatment of choice
for future cases of Trichobezoar when surgery is indicated.
The authors recommend this approach for the treatment of
patients with large gastric bezoars in whom laparotomy is
indicated.

P113
WHAT IS THE APPROPRIATE LEVEL OF THE REGIONAL
LYMPH NODE DISSECTION, WHEN WE PERFORM THE
LAPAROSCOPIC SURGERY FOR T1 COLORECTAL CANCER?,
Hirofumi Imoto MD,Takeshi Naitoh MD,Masaya Oikawa
MD,Tetsuya Kakita MD,Hiroshi Honda MD,Takashi Tsuchiya
MD, Department of Surgery, Sendai City Medical Center
[Background] Laparoscopic colorectal cancer surgery came
to be performed widely, but the oncological validity of this
surgery has not been well analyzed. Especially for patholog-
ical T1 (pT1) colorectal cancer, the level of lymph nodes (LN)
dissection is not clear. [Patients and Method] The study
group consists of 321 patients who underwent laparoscopic
colorectal resection since April 2000 to September 2006 in
our institution. In this series, there were 128 patients (39.9%)
of which depth were pT1. In these patients, we collected the
data such as patients’ characteristics, tumor location, patho-
logical staging, short-term operative result and recurrence
rate retrospectively from hospital medical records to evalu-
ate the appropriate level of LN dissection for pT1 colorectal
cancer. Histological findings are based on UICC classifica-
tion. [Result] All patients who underwent laparoscopic col-
orectal cancer surgery received D2 or D3 LN dissection.
Among these 128 patients with pT1 colorectal cancer, no
postoperative mortality was observed and a postoperative
morbidity was 3.9%. The mean age is 64.0 year-old, and
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male: female ratio is 74-F54. Forty-one tumors were existed
in right side colon, while 87 in left side colon or in rectum.
Thirty-four patients (26.6%) were undergone Endoscopic
Mucosal Resection (EMR) prior to surgery. Lymph node
metastasis was observed in 17 patients (13.3%). In these 17
patients, 13 cases (76.4%) represented well or moderate dif-
ferentiated adenocarcinoma, and three cases (17.6%) had
EMR before surgery. 14 patients represented pN1, and three
patients were pN2. However, these metastatic lymph nodes
were all detected in a peripheral region, but not in the inter-
mediate region. Cancer recurred in 2 patients (1.6%) of all,
and one patient (0.8%) died of multiple lung metastases.
[Conclusion] Although further evaluation will be required,
D2 dissection of the regional lymph nodes is considered to
be reasonable for the treatment of pT1 colorectal cancer.

P114
WHAT IS THE BENEFIT OF THE LAPAROSCOPIC APPROACH
TO RESTORATIVE PROCTOCOLECTOMY? A COMPARATIVE
STUDY, Virgilio V George MD,James W Fleshman MD,Elisa
H Birnbaum MD,Ira J Kodner MD,David W Dietz MD,Thomas
E Read MD,Matthew G Mutch MD, Washington University,
Department of Surgery,Section of Colon and rectal
Surgery,St.Louis,MO
Restorative proctocolectomy (RPC)is one of the more com-
plex operations in colon and rectal surgery.It has evolved
extensively and the most recent controversy is the adoption
of the laparoscopic approach.There is limited short-term
data comparing the open and laparoscopic approach for
RPC.This is a comparative study for the short-term out-
comes and impact on closure of loop ileostomy for subjects
who underwent laparoscopic restorative proctocolectomy
with ileoanal pouch(L-IPAA)or open(O-
IPAA)Methods:Retrospective analysis of 108 subjects who
underwent elective two stage RPC by a laparoscopic or open
approach between 1999 and 2007.Demographic data and
perioperative data was collectedResults:43 cases of L-IPAA
and 65 cases of O-IPAA were reviewed.There was no differ-
ence in age,sex,indication for surgery,or steroid use and
dosage for the two groups.The open group had a higher
BMI(27.1 vs 24.4)(p=0.0487)For the first stage of surgery,the
operative time was significantly longer in the L-IPAA group
(259min vs 188min p<0.0001).There was one conver-
sion(1/43, 2.3%) for a duodenal injury.There were two intra-
operative complications(2/43, 4.6%) in the L-IPAA group and
none in the O-IPAA group.There was no difference in intra-
operative IVF, EBL, narcotic use and ROBF between the
groups.Length of stay was also similar with 7.9 days for L-
IPAA and 7.7 days for O-IPAA.There were 25 complications
in 19 L-IPAA subjects and 42 complications in 31 O-IPAA
subjects (p=0.11)table. The time from the first operation to
closure of loop ileostomy was significantly shorter in the L-
IPAA vs O-IPAA group(77.5 days vs 110.5 days,
p=0.014).There were no differences in the OR time, RBF,
LOS, or complication rates for the two groups during the
ileostomy closure.Conclusion:RPC remains a complex proce-
dure that regardless of surgical approach carries significant
morbidity.The laparoscopic approach can be used safely,
efficaciously, and may be beneficial when it comes time to
close the diverting stoma

P115
MODIFICATION OF LAPAROSCOPIC RECTAL SURGERY,
Yosuke Fukunaga MD,Masayuki Higashino PhD,Shinnya tan-
imura MD,Masashi Takemura MD,Yushi Fujiwara
MD,Yoshinori Tanaka MD, Osaka City General Hospital
Aim: To investigate the efficacy of laparoscopic rectal sur-
gery for middle and lower rectal cancer in our institution.
Patients and methods: Eighty-four patients (40 with middle
and 44 with lower rectal cancer) have undergone laparo-

scopic low anterior resection since first use of this proce-
dure in our institution in 1998. Total mesorectal excision was
performed for all patients basically, with anal preservation
attempted except in cases of lower extended advanced rec-
tal cancer. The distal rectum was divided using three differ-
ent methods with a conventional linear stapler (TA) for open
surgery: 1) under pnuemoperitoneum, 2) following eversion
of the distal rectum, or 3) using the peranal hand-sawn
method. The first 21 cases of rectal divisions used ENDOGIA
instead of TA. Operative variables and short-term outcome
were compared among procedures.
Results: Four open conversions were required, three of
which were related to distal rectal division. All 4 open con-
versions occurred in the initial 21 cases in which the ENDO-
GIA was used. Excluding the cases of conversion, low ante-
rior resection (LAR) was performed in 68, abdomino-per-
ineal resection (APR) in 9, and Hartmann’s operation in 3
cases. Operative time and estimated blood loss were 227
min/126 g in LAR and 246 min/288 g in APR. Anastomotic
leakage occurred in 8 of 64 LAR cases (12.5%), but no fatal
complications or operative deaths occurred.
Conclusion: Laparoscopic rectal surgery was feasible using
the various modified version.

P116
SENTINEL NODE NAVIGATION FOR COLORECTAL CANCER
INCLUDING LAPAROSCOPIC APPROACH : ADOPTION OF
MORE PRACTICAL METHODS, In Taik Chang MD,Jun Seok
Park MD,Yong Gum Park MD,Yoo Shin Choi MD,Beom Gyu
Kim MD,Eon sub Park MD,Soon Auck Hong, Department of
Surgery, Department of Pathology, Chung-Ang University
Hospital, Seoul, Korea
Introduction: Sentinel lymph node (SLN) mapping can
improve the accuracy of colorectal cancer staging. However,
previously described methods, when it comes to laparo-
scopic procedure in particular, are both time-consuming and
annoying because they require additional procedure. The
aim of this study is to evaluate the accuracy of modified in-
vivo lymphatic mapping, which can be done without taking
the step of intraoperative navigation. Methods: 45 patients
underwent SLN mapping from March 2007 to September
2007. In laparotomy, 0.5-1ml of patent blue dye was injected
into the subserosal layer in four portions around the tumor
after bowel mobilization. In laparoscopic cases, dye injection
was performed after the bowel loop was delivered through
a small incision. We sent specimens to pathologists without
additional process of navigation, and pathologist considered
stained lymph node as SLN during routine investigations.
Results: SLNs were identified in 37 of 45 patients (laparo-
scopic approach, 5/7). In two cases, the SLN was the only
positive lymph node. The average number of SLN identified
was 2.4 (ranges 1-5). The SLN accurately predicted the
tumor status of the nodal basin in 91.8% (34/37) of cases.
Ultrastaging using immnuhistochemical staing and multi-
sectioning revealed micrometastasis in the lymph nodes of
four patients (10.8%). Conclusion: The SLN mapping in pres-
ent study was as accurate as the conventional techniques
for defining SLN for colorectal cancer. This option also could
be especially useful with laparoscopic surgery because it
does not require additional procedure, such as intraopera-
tive colonoscopic dye injection and tagging procedure.

P117
HAND-ASSISTED LAPAROSCOPIC HARTMANN’S REVER-
SAL IS AN EFFICACIOUS AND EFFICIENT PROCEDURE: A
CASE CONTROL STUDY, élie K CHOUILLARD MD,Rob
CAMPBELL MD,Emmanuel Z RIVKINE MD,Toufic J ATA
MD,léon W MAGGIORI MD,Léonor BENHAIM MD,Abe L FIN-
GERHUT MD, General and Minimally Invasive Surgery,
Poissy Medical Center, France
Background: laparoscopy may lower the mortality and mor-
bidity rates of Hartmann’s procedure reversal. However, it
remains difficult mainly due to adhesions of the small bowel
and the rectal stump.
Methods: Retrospective review of the charts of 44 patients
who had laparoscopic hand-assisted Hartmann’s reversal
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(Group A) between 2000 and 2007. On a case-control basis,
these patients were compared to 42 patients (Group B) who
had open Hratmann’s reversal during the same period.
Results: Preoperative patients characteristics (sex, gender,
BMI, ASA status, prior surgery, comorbidities, colonic dis-
ease) were comparable. Conversion rate in Group A was
15.9 %. Operative incidents were comparable in both
groups. Operative duration was non significantly shorter in
Group A (155 min versus 180 min in Group B). Mortality rate
was 2.2 % and 2.3 % in group A and B, respectively. Overall
morbidity rate was 11.3 % and 19 % in Group A and B,
respectively (p<0.05). The mean length of hospital stay was
significantly shorter in Group A (7 days) as compared to
Group B (10 days), respectively. An efficiency analysis was
performed and demonstrated that laparoscopic reversal did
not generate a significant additional cost.
Conclusions: Our laparoscopic technique of Hartmann’s pro-
cedure reversal is safe and efficient. It compares positively
with the same procedure performed openly in a case control
study. Moreover, an indirect cost reduction is generated by
the reduction of the length of hospital stay.

P118
LAPAROSCOPIC VS OPEN ABDOMINOPERINEAL RESEC-
TION FOR RECTAL CANCER, Kazunori TSUKUDA MD,Eiji
IKEDA MD, Okayama Red Cross General Hospital
Introduction: This study aimed to compare clinical and
oncologic outcomes to laparoscopic (LAPR) and open
abdominoperineal resection (OAPR) for rectal cancer.
Methods: All consecutive patients undergoing LAPR for pri-
mary rectal cancer between 2000 and July 2007 were includ-
ed. Consecutive cases of OAPR underewent between 1995
and 2007 were compared with LAPR.
Results: Twenty four patients with LAPR were compared
with 35 OAPR. Patient characteristics were shown on Table
1.
Oparation LAPR OAPR
Age 68.0±12.6 63.8±10.7
Male:Female 12:11 27:8
Op time (min) 335±79 343±100
Blood loss (ml) 268±272 1019±642
Complications 4 (17%) 6 (17%)
&#12288;No patient underwent neoadjuvant chemoradia-
tion. T3 stage tumors were 62.5% of LAPR and 68.6% of
OAPR. T4 stage was in 8.6% of OAPR, but none in LAPR.
Node positive cases were 54.2% of LAPR and 54.3% in
OAPR. Distant metastasis was shown in 8.3% of LAPR and
8.6% of OAPR. The procedure was converted to laparotomy
in one patient (4.2%). There was no significant difference in
oparative time and significantly less blood loss in LAPR.
There was one case of hospital mortality (2.9%) in OAPR
and none in LAPR. And morbidity rate was similar in both
groups.
Conclusion: LAPR for rectal cancer is feasible with the
advantage of less blood loss.

P119
LAPAROSCOPIC COLECTOMY FOR SEVERE ULCERATIVE
COLITIS IN PREGNANCY, R. Douglas Matthews MD,
Raymond R Price MD, Department of Surgery, University of
Utah Affiliated Programs, LDS Hospital and Intermountain
Healthcare, Salt Lake City, UT
Introduction: Although uncommon, fulminant ulcerative
colitis (UC) during pregnancy has been well described in the
surgical literature. Laparoscopic approaches for many surgi-
cal emergencies during pregnancy have been shown to be
equivalent to open procedures, with all the benefits of mini-
mally invasive surgery. We present the first two reported
cases of laparoscopic colectomy as a treatment option for
pregnant patients with severe UC.
Methods and Procedures: Medical records, from two
patients who presented with UC exacerbations during preg-
nancy, were reviewed retrospectively. Both underwent
laparoscopic colectomy with end ileostomy and Hartmann’s
pouch between 2005 and 2007. Patient profiles (hematocrit,
nutritional parameters, medication profiles), operative data

(pathology reports), as well as postoperative courses were
reviewed. Pregnancy related data were obtained including
ultrasound reports, gestational age at birth, APGAR scores,
birth weights, and any birth complications.
Results: Prior to surgery both patients were transfusion
dependent and hypokalemic requiring electrolyte replace-
ment. They had significant weight loss (10, 25 lbs.), required
TPN for poor nutrition (albumin 2.1, 2.1), had dehydration
necessitating IV fluid resuscitation, and were on aggressive
medical management for both UC and C. difficile colitis.
Surgery was performed at 13 and 20 weeks gestation. After
surgery, the patients gained weight, had no transfusions,
and were able to stop their steroids and oral UC medica-
tions. One patient required use of topical rectal supposito-
ries. Patients delivered healthy infants at 38.5 and 36.4
weeks gestation (APGARS 8, 9 and 9, 9 respectively).
Conclusions: Laparoscopic colectomy for ulcerative colitis in
the gravid patient appears to be both technically feasible
and safe for patient and fetus. Improved health of the moth-
er after surgery may positively affect the outcome of her
pregnancy. Further study of this application of laparoscopic
technology is warranted.

P120
LAPAROSCOPIC SURGERY FOR TRANSVERSE COLON CAN-
CER:TRANSVERSE COLECTOMY VS. RIGHT OR LEFT
EXTENDED COLECTOMY, YS Lee, HJ Kim,SC Lee,CH Ahn,ST
Oh,JG Kim,YH Kim, The Catholic University of Korea
Background: Several multi-institutional prospective random-
ized trials have demonstrated not only short-term benefits
but also long-term oncological safety using laparoscopy for
colon cancer. However, in all prior trials, the transverse
colon was excluded. Therefore, it has not been determined
whether laparoscopy can be used in the setting of trans-
verse colon cancer. Moreover transverse colectomy for
transverse colon cancer is controversial. This study evaluat-
ed the peri-operative outcomes and short-term oncological
outcomes of laparoscopic transverse colectomy and extend-
ed right and left colectomy for transverse colon cancer.
Methods: Retrospective review of patients with colorectal
cancer treated using laparoscopy from August 2004 to
August 2007. CT, barium enema, and colonoscopy were per-
formed to localize the tumor preoperatively. Peri-operative
outcomes and short-term oncological outcomes were com-
pared between Extended right & left colectomy, and trans-
verse colectomy.
Results: Of 234 patients, 26 patients underwent laparoscopic
surgery for transverse colon cancer. Extended right & left
colectomy was performed in 20 cases, and transverse colec-
tomy was 6 cases. Patients with transverse colectomy were
similar to patients with extended right & left colectomy in
age, gender, BMI, blood loss, time to pass flatus, start of
diet, hospital stay, tumor size, number of lymph nodes, and
radial margin. Distal and proximal resection margin of
extended Rt&Lt colectomy was longer than that of trans-
verse(9.2¡?2.2 cm vs. 14.0¡?4.4cm, p=0.002, 12.3¡?2.3cm vs.
16.7¡?4.2cm, p=0.005). One case in transverse colectomy
was converted to open surgery because T4 lesion of trans-
verse colon cancer. There were no differences between two
groups in terms of morbidity and mortality.
Conclusions: The results of this study shows laparoscopic
transverse colectomy had acceptable peri-operative out-
comes and short-term oncological outcomes compared to
extended right and left colectomy. However further investi-
gations are needed to establish the long-term oncological
safety of laparoscopic surgery for transverse colon cancer
including laparoscopic transverse colectomy.

P121
HAND ASSISTED LAPAROSCOPIC SURGERY FOR SEVERE
ULCERATIVE COLITIS IN A SEMI-EMERGENCY SETTING,
Kiyokazu Nakajima MD,Riichiro Nezu MD,Toshinori Ito
MD,Toshirou Nishida MD, Department of Surgery, Osaka
University Graduate School of Medicine, Osaka, Japan
Background: Although minimally invasive approaches have
been aggressively employed for ulcerative colitis (UC) in an
elective setting, its use in a semi-emergency setting has
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been only sporadically reported. The objective of this study
was to determine the current role of hand-assisted laparo-
scopic surgery (HALS) for severe UC in a semi-emergency
setting.
Methods: A retrospective study was conducted using dedi-
cated UC database which includes 123 consecutive restora-
tive proctocolectomies (RP) and total abdominal colectomies
(TAC). 1) Cases undergoing emergency/semi-emergency sur-
gery were reviewed. 2) Surgical results were compared
between elective HALS-TAC cases and emergency/semi-
emergency HALS-TAC cases.
Results: 1) Fourteen emergency cases (megacolon 7; perfo-
ration 6; bleeding 1) and 10 semi-emergency cases
(severe/fulminant diseases including 2 bleeding cases) were
reviewed. For emergency cases (n=14), open surgery was
predominantly performed (13 cases (93%): 12 TAC and 1
RP), nevertheless HALS was used successfully in 1 TAC.
Median operative time was 164 min and blood loss was 350
ml. For semi-emergency cases (n=10) in contrast, HALS was
exclusively attempted and completed in 9 cases (7 TAC and
2 RP). One fulminant case was converted from HALS-TAC to
open-TAC due to severe tissue friability. Median operative
time was 275 min and blood loss was 160 ml.
Postoperatively two semi-emergency patients died due to
pulmonary infections. No HALS-related complications were
noted in the series. 2) Ten cases with emergency/semi-emer-
gency HALS-TAC were compared to 18 cases with elective
HALS-TAC on intention-to-treat basis. No significant differ-
ence was observed between the two groups in terms of
operative time (275 vs. 263 min), HALS time (93 vs. 117
min), blood loss (200 vs. 273 ml) and rate of postoperative
complications.
Conclusions: HALS, even in a semi-emergency setting, is
still safe and practical alternative in the surgical manage-
ment of severe UC, with comparable operative time and
blood loss to elective HALS.

P122
HAND-ASSISTED LAPAROSCOPIC COLECTOMY FOR
COLON CANCER: EARLY CLINICAL AND ONCOLOGIC OUT-
COMES COMPARISON WITH CASE-MATCHED OPEN
COLECTOMIES., John M Aversa Jr DO,Andrea Ferrara
MD,Paul Williamson MD,Joseph Gallagher MD,Samuel
DeJesus MD,Nicholas Robinson MD, Colon and Rectal Clinic
of Orlando and Orlando Regional Medical Center
Purpose: To evaluate short term clinical and oncologic out-
comes of hand-assisted laparoscopic (HAL) colectomy for
cancer compared with case matched open colectomies.
Methods: All 168 HAL colorectal procedures performed at
out institution between August 2002 and August 2006 were
review. Rectal procedures and colectomies performed for
benign disease were excluded. Thirty-seven colon cancers
remained for analysis. These procedures were case matched
with 37 open colectomies performed between February 1998
and August 2006. Case matching was performed by; stage,
location, age, sex, and ASA score. The groups were com-
pared for; operative time, estimated blood loss, length of
hospital stay, lymph node harvest, intra-operative and 30
day post operative complication rates. Overall and cancer
specific survival were evaluated. One-hundred percent fol-
low up was achieved using chart review, telephone contact
and Social Security Death Index.
Results: Demographics were similar between groups. The
HAL group included 21 right, 13 left and sigmoid, 2 trans-
verse and 1 subtotal colectomies. The Open group; 18 right,
16 left, 2 transverse and 1 subtotal colectomies. In the HAL
group there were twelve Stage I, thirteen Stage II, nine
Stage III and three Stage IV patients. In the open group
there were, eleven Stage I, fifteen Stage II, seven stage III
and four Stage IV. There was one conversion two open in
the HAL group, overall percent of 2.7%. Operative time, 184
vs.176 min (p=0.52) and lymph node harvest, 13.58 vs. 14.79
(p=0.42) were not statistically different between groups.
Estimated blood loss, 85 vs. 165ml (p=0.005), and length of
stay 4.5 vs. 7.9 days (p=0.0025) were significantly less for
HAL group. Intra-operative and 30 day post-op complica-
tions were similar at 0.5 vs. 0.5% and 42.vs. 45% respective-

ly. In the follow up period there were a total of 6 deaths in
the open group all cancer related. There were total of 3
deaths in the HAL group 2 cardio-pulmonary, one cancer
related.
Conclusion: HAL colectomy appears to be equivalent to
open colectomy in terms of safety and early oncologic out-
comes, while maintaining the benefits of minimally invasive
surgery. Larger studies with longer duration of follow up are
warranted for the comparision of survival.

P123
NUCLEOTIDE-GUIDED MESORECTAL EXCISION (NGME)
DURING TRANSANAL ENDOSCOPIC MICROSURGERY
(TEM) FOR RECTAL CANCER: PRELIMINARY STUDY,
Emanuele Lezoche MD,Alessandro M Paganini
PhD,Giancarlo D’Ambrosio MD,Adriana Rotundo
MD,Giovanni Lezoche MD,Luciana Barchetti MD,Pietro Ursi
MD,Antonella Lamazza MD, Chirurgia Endolaparoscopica e
Tecnologie Avanzate, Department of Surgery “Paride
Stefanini”, University of Rome “La Sapienza”, Rome, Italy
Introduction: TEM is used for local excision of T1N0 rectal
cancer and it has been proposed to treat selected T2-T3 N0
cases after neoadjuvant radiochemotherapy. Standard TEM
usually removes few mesorectal lymphnodes immediately
adjacent to the tumor, which may leave the histopathologi-
cal N parameter undefined. This may be a criticism to the
use of TEM to treat T2-T3 patients. Aim is to evaluate the
role of NGME during TEM to increase the lymphnode har-
vest and to improve staging. Methods: From September
2005 to August 2007, 18 patients (pts) (12 males, 6 females,
mean age 69 years, range 37-87 years) underwent TEM with
NGME for rectal adenocarcinoma. Pre-treatment staging
was: T1 N0 11 pts, T2 N0 3 pts, T3 N0 1 pts, T3 N1 3 pts.
Pre-treatment median tumor size was 3 cm (range 1-8 cm).
Seven pts underwent neoadjuvant radiochemotherapy, with
tumor downsizing in all of them. At surgery, 99m-
Technetium-marked nanocolloid was injected in the peritu-
moral submucosa 45 minutes before excision. The area of
excision was explored with a transanal probe in order to
detect any residual radioactivity area, which was marked
with metal clips and excised by TEM. The procedure was
repeated until no residual radioactivity was detected. Hot
lymphnodes were processed by immuno-histochemistry to
detect micrometastases. Results: Median tumor distance
(distal margin) from the anal verge was 5.5 cm (range 3-15
cm). Mean operative time was 92.6 min (range 50-300 min).
Median time to passage of stool was 2 days (range 1-4 days)
and median hospital stay was 5.5 days (range 2-13 days).
Morbidity included fever and pain in 2 pts each, and soiling
in 1 case. Mortality was nil. With improving experience in
radioguided surgery the mesorectal lymphnode harvest has
increased from 0 to 10. No micrometastases were observed.
Final pathology report was Tis No 1 pt, T1 N0 9 pts, T2 N0 5
pts, T3 N0 2 pts, T2 N1 1 pt. The latter patient underwent
low anterior rectal resection with total mesorectal excision
(TME), and pathological classification was N0. At mean fol-
low up of 12.8 months (range 1-24 months) 17 pts are alive
and disease-free. One patient died from unrelated causes 2
months after excision of Tis N0 rectal cancer. Conclusions:
The described technique is unique. NGME during TEM
increases the lymphnode harvest and it holds promise to
improve the accuracy of staging after TEM, although no
conclusive data can be drawn from the present study.

P124
MINIMALLY INVASIVE COLORECTAL RESECTION IS ASSO-
CIATED WITH A TEMPORARY DECREASE IN FGF-2 LEVELS
IN BOTH CANCER AND BENIGN INDICATION PATIENTS.,
Shantha Kumara HMC PhD,Kim IY MD,Dujovny N
MD,Hyman N MD,Kalady M MD,Arnell T MD,Foster M
BS,Whelan RL MD, Columbia University College of
Physician & Surgeons, New York, New York; Spectrum
Health Hospital, Grand Rapids, Michigan; The Cleveland
Clinic Foundation, Cleveland Ohio; Fletcher Allen Health
Care, Burlington, Vermont
Introduction: Fibroblast growth factor-2 (FGF-2) is a promot-
er of endothelial cell growth and angiogenesis and, thus,
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plays a role in both wound healing and tumor growth.
Elevated blood levels have been reported in cancer (CRC)
patients prior to colorectal resection (CR) and some investi-
gators have noted decreased levels 1 month postop.
Surgery’s early impact on plasma FGF-2 levels is unknown.
This study’s purpose was to determine FGF-2 levels during
the first month after CR.
Methods: A total of 45 cancer and 41 benign indication
patients who underwent minimally invasive CR were stud-
ied. There were no significant differences in the types of
operations performed between groups. Blood samples were
obtained preoperatively (preop) and on postoperative day
(POD) 1 and 3 in all patients; in a fraction of patients sam-
ples were also taken between POD 7-14 or POD 15-30. FGF-2
levels were determined via ELISA; the median result in
pg/ml plus the 95% confidence interval was determined for
each time point. The POD 7-14 and the POD 15-30 speci-
mens were each bundled and considered as single time
points. Wilcoxon’s signed ranks test was used for analysis.
Results: The median preop level in the benign patients (18.9
pg/ml, CI 12.9-23.7) was higher than in the cancer group
(13.4 pg/ml, CI 9.7-19.1, p=ns) A significant decrease in FGF-
2 levels was noted on both POD 1 and 3 in both the cancer
(POD1 6.5 pg/ml, CI 4.6-10.3; POD3 9.1 pg/ml, CI 5.8-15.9)
and benign groups (POD1 7.3 pg/ml, CI 4.4-10.4; POD3 8.1
pg/ml, CI 6.3-10.3) when compared to preop results.
Although there was no significant difference in levels at the
POD 7-14 or 15-30 time points for either group, the cancer
group’s values were 3-6 pg/ml lower than preop whereas
the benign group’s results were very close to baseline.
Conclusions: No significant difference was noted in the
preop FGF-2 levels. Surgery is associated with decreased
FGF-2 levels for at least the first 3 days regardless of the
indication. FGF-2 levels return to baseline in benign patients
while non-significant decreases persist in the cancer
patients 2-4 weeks postop. The FGF-2 decrease seen after
surgery does not appear to be related to the surgical indica-
tion. The clinical significance of this short lived decrease is
unclear.

P125
MINIMALLY INVASIVE COLORECTAL RESECTION FOR CAN-
CER BUT NOT BENIGN DISEASE IS ASSOCIATED WITH A
SHORT LIVED DECREASE IN SOLUBLE TIE-2 RECEPTOR
LEVELS WHICH LIKELY PROMOTES VEGF-MEDIATED
ANGIOGENESIS, Shantha Kumara HMC PhD,Kim IY
MD,Kalady M MD,Kim D MD,Hyman N MD,Feingold D
MD,Moradi D BS,Whelan RL MD, Columbia University
College of Physician & Surgeons, New York, New York;
Spectrum Health Hospital, Grand Rapids, Michigan; The
Cleveland Clinic Foundation, Cleveland Ohio; Fletcher Allen
Health Care, Burlington, Vermont
Introduction: Plasma VEGF levels are increased after mini-
mally invasive colorectal resection (MICR) and likely stimu-
late angiogenesis in the wound and in residual tumor
deposits. Angiopoetin (Ang) 1, via binding to endothelial cell
(EC) bound Tie-2 receptor (Tie2) inhibits VEGF mediated
angiogenesis while Ang 2 encourages VEGF-related angio-
genesis by preventing Ang-1’s effects via competitive bind-
ing of EC bound Tie2. Ang 2 levels are increased and Ang 1
levels decreased after MICR. Soluble Tie2, which is not capa-
ble of signal transduction, binds free Ang 1 and 2 in the
blood, and modulates the impact of these proteins on angio-
genesis. The purpose of this study was to assess the effect
of MICR on plasma sTie2 levels.
Methods: Blood samples were obtained preoperatively
(preop) and on postoperative day (POD) 1 and 3 in patients
undergoing MICR for benign indications (LB, n=41) and for
cancer (LC, n=34). In a subgroup of patients a 4th specimen
was obtained between POD 7 and 13. The breakdown of
operations performed was not statistically different. sTie2
levels were determined via ELISA and the mean and SD
were determined for each parameter and time point. The
POD 7-13 specimens were bundled and considered as one
time point. t-test was used for analysis and significance
defined as p<0.05.

Results: Preoperatively, sTie2 levels were significantly high-
er in the LB group (30.3 ng/ml, +/-10.0) than in the LC group
(24.3 ng/ml, +/- 8.2) (p=0.005). On POD1 there was a signifi-
cant drop in plasma sTie2 levels in the LC (21.1 ng/ml, +/-7.3)
but not the LB group (27.7 ng/ml, 8.6) when compared to
preop results. On POD3 sTie2 levels were statistically similar
to preop levels in both groups, and on pod 7-13 in the can-
cer group.
Conclusions: Preop sTie2 levels were significantly higher in
benign patient group for unclear reasons. MICR is associat-
ed with a short lived but significant decrease in plasma
sTie2 levels in cancer patients alone. In the context of the
previously demonstrated surgery-related substantial Ang 2
increase noted on POD1, the decreased sTie2 levels likely
increase VEGF-mediated angiogenesis. The clinical signifi-
cance of this brief plasma change and of the lower baseline
levels in cancer patients is unclear.

P126
MINIMALLY INVASIVE COLORECTAL RESECTION FOR
MALIGNANT DISEASE IS ASSOCIATED WITH AN EARLY
DECREASE IN TGF BETA PLASMA LEVELS ONE DAY
POSTOP AND THEN AN INCREASE IN LEVELS IN THE SEC-
OND WEEK AFTER SURGERY, Shantha Kumara HMC PhD,
Kim IY MD,Luchtefeld M MD,Kalady M MD,Hyman N
MD,Arnell T MD,Baxter R BS,Whelan RL MD, Columbia
University College of Physician & Surgeons, New York, New
York; Spectrum Health Hospital, Grand Rapids, Michigan;
The Cleveland Clinic Foundation, Cleveland, Ohio; Fletcher
Allen Health Care, Burlington, Vermont
Introduction: TGF Beta regulates cell growth and prolifera-
tion. Although pro-apoptotic in general, in some cancers it
promotes tumor angiogenesis via inactivation of the TGF
signaling pathway. Some cancers express TGF Beta and it
has been reported that elevated blood levels pre-resection
are associated with advanced stage disease. Surgery’s
impact on TGF Beta levels is unknown. This study’s purpose
was to assess blood TGF Beta levels after minimally inva-
sive colorectal resection (MICR) in cancer and benign dis-
ease patients.
Methods: Thirty eight cancer (LC) and 23 benign disease
patients (LB) that underwent MICR were studied. The opera-
tions performed were similar between groups. In all patients
blood samples were obtained preoperatively (preop) and on
postoperative day (POD) 1 and 3; in a proportion samples
were also taken between POD 7-13 or POD 14-20. Plasma
TGF Beta levels were determined by ELISA and the mean +/-
the standard deviation determined. The POD 7-13 and the
POD 14-20 specimens were each bundled and considered as
single time points for each group. The t-test was used for
the analysis and square root transformation was performed
to transform data to normal distribution. (Significance level
p<0.05).
Results: Preoperatively, the cancer group had higher TGF
Beta levels (12853pg/ml, +/-9204) than the benign group
(9925pg/ml +/- 6100) but the difference was not significant.
On POD1 TGF Beta levels in the LC group (8744pg/ml +/-
5730, p=0.02) were significantly lower than preop whereas
on POD3 (11075 pg/ml +/- 7675) there was no difference
noted. Of note, LC levels were significantly higher for the
POD 7-13 time block (15981pg/ml +/- 13291, p=0.043) and
remained elevated for the POD 14-20 period (15208 pg/ml +/-
8592, p=0.09).In regards to the benign indication (LB) group
there were no significant differences noted for any postop
time points when compared to the preop results, however,
the same trends were noted as in the LC group; levels
decrease on POD 1 and then increase above baseline for
POD7-13 (11796 pg/ml+/- 2048) and 14-20 (17428pg/ml +/-
9901).
Conclusions: A non-significant increase in preop levels was
noted in the LC group. TGF Beta levels were significantly
lower on POD 1 but then were higher than baseline during
the 2nd and 3rd postop week. The initial decrease in the
cancer group may be a function of the cancer removal and
the later increase may be related to wound healing. The late
increase in levels may promote angiogenesis. Further study
is warranted.
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P127
FACTORS ASSOCIATED WITH COLOSTOMY REVERSAL,
Sanjay Daluvoy MD,Florencia Gonzalez MPH,Kay Vaziri
MD,Adheesh Sabnis MD,Fred Brody MBA MD, The George
Washington University Medical Center, Washington DC
Introduction: The natural history of colostomies and end
ileostomies for colonic disease is not well documented in
the literature. The primary objective of this study is to iden-
tify factors which impact colostomy and ileostomy reversal
among patients with colonic diseases
Methods: A retrospective review of patients with end
ileostomies and colostomies was performed at a university
hospital from 1999-2005. Demographic, clinical and outcome
data was collected. Data were analyzed using Anova analy-
sis of variance, t-test and descriptive statistics. Mantel-
Haenstel chi-square was used to establish association.
Results: There were 97 patients, 49 females with a mean
age of 61 years and BMI of 26. Colostomies were created in
7%(n=7) of patients for fistulae, 31%(n=30) for malignancy,
34%(n=33) for inflammation or infection, 3%(n=3) for bowel
obstruction, 21%(n=20) for perforation, volvulus, ischemia,
bleeding, decubitus ulcers, or dysmotility. Ascending, trans-
verse, and descending colostomies were performed in
2%(n=2), 13%(n=12), and 27%(n=26) of patients, respectively.
End ileostomies were created in 2%(n=2) of patients.
Sigmoid colostomies were created in 30% (n=29), while loop
ileostomies were created in 26% (n=25). Follow-up was
available in 61(63%) patients; 19 are confirmed dead.
Ostomy reversal was performed in 35 patients with an aver-
age time interval of 3-6 months. Patient’s age was signifi-
cantly different for the reversed (R) and non-reversed (NR)
group (p=0.01). Mean age for the R group was 54.6yrs, while
for NR group was 65.9yrs. No significant difference existed
in gender or BMI. Patients with loop ileostomies (p=0.05) or
sigmoid colostomies (p=0.01) showed a significant differ-
ence in reversal, as well. Surgical indication or past medical
history did not dictate reversal.
Conclusions: Colostomy or end ileostomy creation is a basic
skill in the armamentarium of the general surgeon to treat
complex diseases of the colon. While age and type of osto-
my creation are significant predictors for reversal, indication
for surgery and past medical history are not. This data may
be useful for consulting patients preoperatively regarding
postoperative expectations.

P128
A COMPARISON STUDY OF LAPAROSCOPIC , HAND-
ASSISTED LAPAROSCOPIC, AND OPEN TECHNIQUES FOR
TREATMENT OF COMPLICATED DIVERTICULITIS, Marsha A
Harris MD,Andrea Ferrara MD,Joseph Gallagher MD,Samuel
DeJesus MD,Paul Williamson MD, Colon and Rectal Clinics
of Orlando, Orlando Regional Health System, Orlando,
Florida
INTRODUCTION-Our study was aimed at demonstrating that
two laparoscopic methods, complete laparoscopy (LAP) and
hand-assisted laparoscopy (HAL) are acceptable techniques
for sigmoid resection in patients with complicated divertic-
ulitis as compared to open surgery (OS).
METHODS AND PROCEDURES- A retrospective review of 88
patients with complicated diverticulitis diagnosed between
February 2003 and August 2007, were divided into 3 groups,
HAL(28), LAP(35), and OS(25). Each technique was per-
formed by a colorectal surgeon who specialized in that par-
ticular technique. The inclusion criteria specified that all
patients in the study should have documentation of abscess,
phlegmon, microperforation, perforation, stricture, or fistula
on computed tomography. The exclusion criteria included
signs of sepsis, generalized peritonitis, or hemodynamic
instability.
RESULTS- In our comparison of OS, HAL, and LAP, the OS
technique was used as the standard. The patients in the OS
group were significantly older than those in the LAP group
(p=0.036). In the LAP group it was of statistical significance
that BMI was greater than that of the OS group (30.37 vs
26.3). The American Society of Anesthesiologists (ASA)

score demonstrated that the LAP group had more debilitat-
ed patients, (LAP- 21 ASA II, 12 ASA III, HAL- 24 ASA II, 4
ASA III, OS- 2 ASA I, 23 ASA II). The laparoscopic outcomes
were encouraging when compared with open, boasting a
statistically significant shorter length of stay (p=0.000436-
LAP, 0.0063- HAL) and a comparable complication profile.
The LAP group had only 6 complications (wound infection,
prolonged ileus, anemia requiring transfusion, anastomotic
stricture, and incisional hernias (2)). The HAL group noted
prolonged ileus (2), PE/DVT, wound hematoma, rectal bleed-
ing, wound infection (2), incontinence and Clostridium
Difficile infection. The OS group shared similar complica-
tions which included, enterocutaneous fistula, chronic diar-
rhea (3), wound infection, incisional hernia (2) and constipa-
tion. Ninety-three percent of the laparoscopic cases were
completed with only 6 conversions to open which were all
in the LAP group. On the other hand, HAL offers all the
advantage of laparoscopy without the conversion rate, hav-
ing had no conversions to open.
CONCLUSIONS- LAP and HAL, performed by advanced
laparoscopist are comparable tools for treatment of hemo-
dynamically stable complicated diverticulitis. In our limited
study they are as safe as OS and the length of stay is
reduced with both techniques. Moreover, HAL provides
lower conversion rate.

P129
GANGLIOCYTIC PARAGANGLIOMA OF THE APPENDIX,
Sabino Zani MD,Clayton A Frenzel DO,Ibrahim Daoud
MD,Bruce Bernstein PhD, The University of Connecticut St.
Francis Hospital
Introduction: This is a case report of a 61 y/o male with a
gangliocytic paraganglioma with focal carcinoid features of
the appendix. A literature search was done and this appears
to be the second reported case of gangliocytic paragan-
glioma of the appendix in the modern literature. A previous
similar case report in 1999 was described in Amsterdam by
Eeden et al.
Methods: This is a case report of a 61 year old male who
presented to St. Francis Medical Center with classical signs
and symptoms of acute appendicitis. In addition, prior to an
evaluation by a surgeon the pt had a CT scan of the
abdomen showing acute appendicitis with local inflamma-
tion.
Results: The patient was taken to the operating room for a
laparoscopic appendectomy. Upon insertion of the laparo-
scope there was a small amount of purulence in the RLQ
and pelvis. Introperatively he was found to have an acute
suppurative, ulcerating and focally necrotic appendix with
focal perforation. In the resected specimen in addition to
appendicitis with focal perforation there was a 1.0 x 0.8 x 0.7
cm nodular mass at the distal tip of the appendix. The
tumor showed various histopathologic patterns with some
cells resembling a carcinoid tumor and other cells that
resembled ganglion cells. Immunohistochemical stains were
done showing ganglion cells, carcinoid tumor-like cells and
neural like cells. A diagnosis of gangliocytic paraganglioma
was made.
Conclusions: Gangliocytic paragangliomas are unusual neo-
plasms that may be identified anywhere within the gastroin-
testinal tract, but predominate in the in the periampullary
region of the duodenum. The pathognomonic features of
this neoplasm are the identification of three distinct cellular
elements: spindle cells, epithelial cells, and ganglion cells.
These tumors are considered benign, yet occasionally
metastasize to regional lymph nodes, as well as to distant
organs. . Due to rarity of the disease there is no consensus
on the adjuvant treatment even though nearly 5% of the
lesions demonstrate the malignant potential. Long term sur-
vival is common with appropriate resection. We report a
case of a 61 year old male who presented with a classical
picture for acute appendicitis and was found to have a 1 cm
gangliocytic paraganglioma tumor in the tip of the appen-
dix. While reports of gangliocytic paraganglioma tumor
associated with the duodenum have the potential for metas-
tasis, we believe that resection of this incidental tumor dur-
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ing laparoscopic appendectomy is curative. To our knowl-
edge, this is only the second reported case of a gangliocytic
paraganglioma found in the appendix.

P130
RISK FACTORS FOR POSTOPERATIVE BLEEDING AFTER
LAPAROSCOPIC APPENDECTOMY - STAPLE SIZE MATTERS,
Jerad P Miller MD,Nabil Habash MD,Michael Bauer
MD,Matthew Campbell MD,Melinda Jack MD,Samedyar
Durrani MD,Aaron Kulwicki MD,Adam Zockowski MD,
Mount Carmel Medical Center, Columbus, Ohio
It is estimated that approximately 250,000 cases of appen-
dicitis occur annually in the United States, with a lifetime
risk of over 8% in males and 6% in females. Since the first
description of laparoscopic appendectomy by Semm in
1983, multiple studies have validated its use in the treat-
ment of acute appendicitis. The most common complication
encountered include wound infection and intraabdominal
abscesses. At our institution we have noticed a subset of
patients who develop postoperative bleeding often requiring
further intervention. We performed a retrospective case
series of all laparoscopic appendectomies performed at our
institution over a two year period. Our aim was to find the
incidence of postoperative bleeding after laparoscopic
appendectomy, to identify factors that may predispose
patients to bleeding, and what the morbidity of postopera-
tive bleeding was.
Between 1/1/05-3/1/07 a total of 711 laparoscopic appendec-
tomies were performed. We identified 23 patients (3%) with
postoperative bleeding. Of these, 74% were believed to orig-
inate from the staple line. Other cause included trocar site
bleeding, injury to the small bowel mesentery, and bleeding
from a hemorrhagic ovarian cyst. Thirty five percent of
patients who bleed required reoperation and 22% required
percutaneous drainage procedures. Nearly half of the
patients required transfusions. The majority of morbidity
was seen in the patients who bled from the staple line. We
then tried to identify risk factors associated with postopera-
tive bleeding including age, surgeon, operating time, pathol-
ogy, preoperative medications and type of staple load used
(2.0mm “grey” or 2.5mm “white”) (US Surgical) used to
divide the mesoappendix. Use of the “white” staple load
was the only statistically significant factor associated with
post operative hemorrhage following laparoscopic appen-
dectomy.
In our review this is the first study to specifically look at the
true incidence of postoperative bleeding after laparoscopic
appendectomy. This also is the first study to identify which
staple load appears to be superior even though both are
termed “vascular”. With such a significant amount of mor-
bidity associated with postoperative bleeding, the use of a
2.0mm “grey” load should be the standard of care for sur-
geons who utilize the staple technique.

P131
USE OF ROUTINE INTRAOPERATIVE ENDOSCOPY IN ELEC-
TIVE LAPAROSCOPIC COLORECTAL SURGERY - CAN IT
FURTHER AVOID ANASTOMOTIC FAILURE?, Ka Ming V Li
MD,Steven D Wexner MD,Nestor Pulido MD,Hao Wang
MD,Hei Yin Jin MD,Eric Weiss MD,Juan Nogueras MD,Dana
Sands MD, Cleveland Clinic Florida
Background: Anastomotic leakage, bleeding and local recur-
rence remain serious complications of laparoscopic colorec-
tal surgery. We aimed to study the usefulness of routine
intraoperative endoscopy (RIOE) in elective laparoscopic col-
orectal surgery with distal anastomosis to predict postoper-
ative anastomotic failure. Method: A retrospective review of
244 consecutive patients between January 2004 and May
2007 was performed. While one surgeon performed RIOE
(n=107), the other three surgeons performed selective IOE
(SIOE, 30/137 patients, 21.9%). All abnormalities in patients
with RIOE were managed with a subsequent salvage proce-
dure and their postoperative outcomes were described.
Matched outcomes data were compared between patients
with RIOE and SIOE. Results: In the RIOE group, abnormali-
ties were detected in 11 patients (10.3%) (6 with staple-line

bleeding, 3 with positive air-leak test and 2 with additional
pathology identified). One patient was converted for staple-
line haemostasis. One patient developed postoperative sta-
ple-line bleeding requiring re-operation while the other 10
patients recovered uneventfully. The mean hospital stay was
6 (range: 4-9) days. The overall rates of anastomotic leak
and staple line bleeding in the RIOE group were 0% and
0.9%, respectively. Postoperative outcomes comparison
between the RIOE and SIOE groups showed a tendency
towards more anastomotic failure (0.9% vs 5.1%, p=0.069) in
the latter group which, due to the small sample size, did not
translate into significant differences in terms of staple line
bleeding (0.9% vs 3.6%, p= 0.234) and anastomotic leak (0 %
vs 1.5%, p=0.506). There were also no significant differences
in other outcomes such as ileus, abdominal or pelvic sepsis,
reoperation, positive distal margin, distance from distal mar-
gin, length of hospital stay or mortality. Conclusions:
Although there were fewer postoperative anastomotic com-
plications in the RIOE group, due to the small sample size
this 5.7-fold increase in anastomotic failure did not translate
into significantly better postoperative outcomes compared
with those with SIOE. A larger-scale single or multi-centre
prospective randomized study or a meta-analysis including
similar studies is necessary to further address the issue.

P132
HAND-ASSISTED COLON RESECTION: BETTER THAN
STANDARD LAPAROSCOPY?, Sherief Shawki MD,Paula
Denoya MD,Dana Sands MD,Juan Nogueras MD,Steven
Wexner MD,Eric Weiss MD, Cleveland Clinic Florida
Background: Hand-assisted laparoscopic colon resection
(HALCR) is an approach which may lessen the need for con-
version, shorten operative time, and decrease disposable
costs while maintaining the benefits of minimally-invasive
surgery. The aim of this study was to compare the clinical
outcomes of patients who underwent colon or rectal resec-
tions for cancer/adenoma, diverticulitis, or inflammatory
bowel disease (IBD) by either standard laparoscopy (SL) or
HALCR. Methods: After IRB approval, all HALCR cases per-
formed between 2004 and 2007 were identified, and
matched to SL colon resections (SLCR) based on age, gen-
der, diagnosis, BMI and ASA classification. The cases were
identified from a prospectively collected database of col-
orectal surgical patients. We retrospectively reviewed the
database and individual patient charts and compared patient
characteristics, intraoperative findings, and postoperative
course. Further subgroup analysis of patients with compli-
cated diverticulitis and patients with morbid obesity was
also performed. Statistical analysis was performed using the
SPSSÒ 15 software package. Results: 160 patients were
identified who fit our inclusion criteria. Of these, 80 under-
went SLCR and 80 underwent HALCR. The patient demo-
graphic were equivalent in both groups. The conversion rate
(13 vs 46%, p< 0.05) and operative time (174 vs 226 minutes,
p=< 0.05) were significantly higher in the SLCR compared to
the HALCR, respectively. All other variables including length
of stay, length of incision, time to first bowel movement,
time to first meal, and postoperative complications were not
significantly different between the two groups. Among
patients with complicated diverticulitis, conversion rates (11
vs. 30%, p< 0.05) were significantly lower in the HALCR
group compared to the SLCR group, respectively. There was
no significant difference in conversion rates among patients
based on BMI. Conclusions: HALCR is an option which
decreases conversion rates and operative time when com-
pared to SLCR in patients with cancer, diverticulitis, or IBD,
while preserving the postoperative benefits of laparoscopic
surgery. This technique may be the minimally invasive pro-
cedure of choice, particularly in the subgroup of patients
with complicated diverticulitis.
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P133
EXTRACORPOREAL VERSUS INTRACORPOREAL ANASTO-
MOSIS AFTER LAPAROSCOPIC LEFT COLECTOMY - DOES
IT MATTER?, Andre L Moreira MD,Ravi P Kiran MD,Daniel
Geisler MD,Feza H Remzi MD,Victor W Fazio MD, Cleveland
Clinic
PURPOSE: Means of anastomosis after laparoscopic colecto-
my may be extracorporeal(EC) or intracorporeal(IC). Since
there is paucity of data reporting the effect of means of
anastomosis on outcomes for patients undergoing laparo-
scopic left colectomy, we compare outcomes for patients
undergoing EC and IC.
METHODS: Patients undergoing anastomosis after laparo-
scopic left colectomy, sigmoidectomy and resection rec-
topexy, when either EC or IC would be feasible were identi-
fied from a prospective database. Patients undergoing
Hartmann’s reversal, low anterior resection and open con-
versions were excluded since ECA in some of these
instances may not be possible. Baseline characteristics and
outcomes of the 2 groups were compared using Fisher’s
exact, Chi ‘squared and Wilcoxon tests. Data were reported
as median and p<0.05 considered significant.
RESULTS: 533 patients met the inclusion criteria. EC(n=59)
and IC(n=474) had similar age (p=0.4), gender(p=0.5), ASA
class(p=0.6) and BMI(p=0.8) but EC had a higher proportion
of patients with malignancy(23.7 vs 12.2%, p=0.02). EC and
IC had similar intraoperative stricture(13.6 vs 7.8%, p=0.2),
phlegmon(23.7 vs 28.9%, p=0.4), fistula(3.4 vs 4%, p=1) and
resected specimen length(22.5 vs 20 cm, p=0.4) but EC had
more patients with abscess(15.2 vs 5.8 %, p=0.01). Despite
fewer patients with documented adhesions(20.3 vs 38.8%,
p<0.01), EC had longer greater operative time(OR 231 vs 125
minutes, p<0.001), incision length(5 vs 4 cm, p<0.001) and
estimated blood loss(EBL)(125 vs 100 cc, p=0.01). Time to
first passage of flatus(3 vs 2 days, p<0.001), bowel move-
ment(BM)(3 vs 2 days, p<0.01) and length of stay(LOS 4 vs 3
days, p<0.001) was significantly longer in EC. Postoperative
complications including pneumonia(p=1), venous thrombo-
sis(p=1), urinary infection(p=0.6), anastomotic leak(p=1),
ileus(p=0.6), wound infection(p=0.2), hemorrhage(p=1), read-
mission(p=0.1) and reoperation(p=0.5) were similar. Even
after excluding patients with intraoperative abscess, incision
length(p<0.001), operative time(p<0.001), EBL(p=0.01), time
to first flatus(p<0.001), first BM(p=0.02) and LOS(p<0.001)
were significantly greater for EC.
CONCLUSION: EC was more common in patients with
malignancy and intraabdominal abscess. When feasible, IC
should be preferred after laparoscopic left colectomy, since
this is associated with a shorter incision, shorter operative
time and EBL. This translates into faster return of bowel
function and shorter length of stay.

P134
COMPARISON OF THE INCIDENCE OF ANASTOMOTIC LEAK
FOLLOWING LAPAROSCOPIC AND OPEN LOW ANTERIOR
RESECTION, Alex Jenny Ky MD,Sanghyun A Kim MD,Erin C
Ly BA, Mount Sinai School of Medicine
OBJECTIVE: To compare the incidence of postoperative
anastomotic leak following laparoscopic (LP) versus open
(OS) lower anterior resection. METHODS: A retrospective
review of cases were performed between September of
2000 and June of 2007. A total of 33 cases of LP and 31
cases of OS lower anterior resection were performed by the
same surgeon. None of the patients were diverted regard-
less of whether the patient received preoperative or postop-
erative chemotherapy chemoradiation therapy when appli-
cable. RESULTS: Anastomosis was formed at a mean dis-
tance of 5.5 cm (1.5-8.5 cm) from the dentate line in group
LP and 4.5 cm (1.5-7.5 cm) in group OS. The mean number
of lymph nodes retrieved in group LP specimens was 16.2
(13-27) and in group OS 19.2 (16-41). In LP group, the inci-
dence rates of the postoperative anastomotic leak was 3%
(1/33) and 3% (1/31) for OS. No significant difference existed
between LP and OP groups. The leak from the LP group did
receive preoperative chemoradiation therapy while that

from OS group did not. CONCLUSION: Laparoscopic low
anterior resection of rectal cancer is safe and does not
increase the incidence rate of anastomotic leak compared to
traditional open surgery.

P135
PRESENTATIONS OF YOUNG COLON CANCER PATIENTS: A
COMPARATIVE STUDY, Molly A Palilonis, William W Hope,
Cindy Liao,Cindy Lyons,Amy E Lincourt PhD,Kent W Kercher
MD,B. Todd Heniford MPA, Carolinas Medical Center
Traditionally studies on colon cancer in younger patients
have focused on treatment and outcomes. Less is known
regarding younger patients’ symptoms at presentation and
methods of diagnosis. The purpose of this study was to
compare the presentations of colon cancer patients under
50 versus their over 50 cohorts.
The tumor registry database was used to compare patients
diagnosed with colon cancer from December 1, 2002 to
December 28, 2006 under and over 50 years of age. Method
of diagnosis, treatment and outcomes were documented.
Our sample consisted of 571 patients diagnosed with colon
cancer, 13.8% of the population being under 50 (N= 77).
Comparing the two groups showed significant differences in
the average tumor size (U50: 52.2 mm vs. Ov50:42.8 mm;
p<0.008). Of those 34 patients under 50 with charts available
for review at our institution, 53% were male with an average
age of 40.7 (range: 17 to 49) and an average BMI of 26.9
(range: 18.4 to 44.4). Fifteen patients (44%) presented with
symptoms to the Emergency Room with 80% being African
American. The most common symptoms were abdominal
pain (62%) followed by heme-positive stool (41%). Of the 22
patients who underwent colonoscopy for diagnosis, only 2
patients had screening colonoscopies with the remainder
having symptoms prompting colonoscopy. Remaining
patients were diagnosed with imaging modalities or during
surgery which was performed secondary to clinical indica-
tions such as perforation or obstruction. The survival rate of
the population was 82.4%.
Patients under 50 represent a small but important subset of
patients presenting with colon cancer and have larger
tumors at presentation compared to their older cohorts.
Colon cancer should remain in the differential diagnosis for
young patients, especially African Americans, presenting to
the Emergency Room with abdominal pain and heme-posi-
tive stool.

P136
THE ROLE OF PALLIATIVE INTRALUMINAL STENTS FOR
LARGE BOWEL OBSTRUCTION IN PATIENTS WITH
ADVANCED PELVIC MALIGNANCY, Jon S Hourigan MD,
Nadav Dujovny MD,Martin A Luchtefeld MD,Jay Carlson
MD,Gordon Downey MD,Charles Harrison MD, Michigan
State University/MMPC/Ferguson Clinic Colorectal Surgery
and Gynecologic Oncology of Western Michigan
PURPOSE: Malignant large bowel obstruction (LBO) is a
common problem in patients with advanced or recurrent
gynecologic malignancy. Studies reviewing palliative sur-
gery have suggested variable short-term success with signif-
icant morbidity and diminished quality of life. The purpose
of this study is to review our experience and examine the
efficacy of intraluminal stents in the management of LBO
secondary to pelvic malignancy.
METHODS: Between 2000 and 2006, six patients (mean age
= 64 years) with advanced and/or recurrent gynecologic
malignancy (Stage III or IV) underwent intraluminal stent
placement for malignant LBO using fluoroscopic technique.
Only patients with LBO confined to one area were consid-
ered. Data were collected from patient charts and operative
notes. Palliation of obstruction and post-stent complications
were assessed retrospectively.
RESULTS: Six patients underwent successful stent place-
ment (ovarian cancer (n=3); endometrial cancer (n=3).
Obstruction was most commonly located in the distal sig-
moid colon and rectum: sigmoid colon/rectum (n=4), left
colon (n=1), and transverse colon (n=1). Early relief of
obstructive symptoms was achieved in 4 of 6 patients (67
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percent). Complications occurred in 5 of 6 patients (83 per-
cent): reobstruction (n=3), bacteremia (n=1), perforation
(n=1), and stent migration (n=1). One of three patients with
subsequent obstruction required a second stent placement
during the same hospital admission. This patient subse-
quently died two days after the second stent insertion. On
average, time to death after stent insertion was 1.5 months.
CONCLUSIONS: Malignant LBO is not an uncommon cause
of death in patients with advanced gynecologic malignancy.
Median survival has been reported to be less than 3 months
from the time of diagnosis. Multiple palliative approaches
have been described in the literature, including repeat resec-
tion or intestinal bypass, fecal diversion, and intraluminal
colonic stenting. Our experience with intraluminal stenting
demonstrated short-term relief of obstructive symptoms in
67 percent of patients. This is comparable to other reports in
the literature. However, our high complication rate and low
median survival were not characteristic of these other stud-
ies. Although the use of colonic stenting is a reasonable
option for the palliative treatment of malignant LBO, other
options, including palliative surgery, should be re-examined.

P137
AN EVALUATION OF RECTAL CARCINOIDS: A TREND
TOWARDS EARLIER DETECTION AND TREATMENT, Laura C
Hanson, William W Hope MD,Amy E Lincourt PhD,Keith S
Gersin MD,Kent W Kercher MD,B. Todd Heniford MD,
Carolinas Medical Center
With increased regularity of diagnostic colonoscopies, it has
been suggested that rectal carcinoids are being detected
earlier with decreasing need for radical therapy. The pur-
pose of our study was to evaluate our experience with rectal
carcinoids, in particular, to identify trends towards earlier
detection and minimally invasive treatment options.
Rectal carcinoid patients identified from a pathology data-
base and gastrointestinal tumor registry were retrospective-
ly reviewed from a single institution from 1991-2006.
Demographics, diagnostic information, treatments, and out-
comes were documented. Patients were grouped into two
time periods, 1991-2003 (Group I) and 2004-2006 (Group II)
for comparison. Descriptive statistics were calculated, and
chi-square analyses and ANOVA tests of significance were
performed with a p-value <0.05 considered significant.
Our sample consisted of 30 patients diagnosed with rectal
carcinoid with an average age of 51 years (range: 33-77) and
average BMI of 30 (range: 21-44). Rectal carcinoids repre-
sented 14% of all rectal tumors in the tumor registry.
Diagnosis was obtained by colonoscopy/ polypectomy in all
cases. No patients had evidence of carcinoid syndrome.
Following diagnosis, nine patients (30%) underwent
transanal excision as an outpatient, and nineteen patients
(63%) were treated endoscopically with polypectomy. The
average tumor size was 6 mm (range 2-20 mm) and was
located an average of 8.1 cm (range 4-15 cm) from the anal
verge. All resections had negative margins with no recur-
rences noted. Morbidity rate was 6.7% with a mortality rate
of 3.3% with no carcinoid specific mortality. The incidence of
rectal carcinoid tumors increased from 1991 to 2006 at a
rate of 0.46 patients per year. From 1991 to 2003, only two
patients (15%) were diagnosed by a purely screening
endoscopy; conversely, from 2004-2006, ten patients (41%)
were diagnosed by a screening colonoscopy (p=0.023). Also,
patients waited less time between their diagnosis and fol-
low-up as time progressed from Group I to Group II (336
days vs. 138 days, p<0.006). Finally, while only one patient
underwent transanal excision for treatment between 1991
and 2003, eight patients were treated by this method from
2004 to 2006 (p=0.02).
Rectal carcinoids represent a small but important subset of
rectal tumors. Minimally invasive treatment options, either
endoscopic polypectomy or transanal excision, can be readi-
ly applied for small tumors when early diagnosis allows. As
the incidence of rectal carcinoids has risen, physicians have
aggressively and promptly utilized these techniques to iso-
late and eliminate these tumors yielding long term survival.

P138
SUCCESSFUL ONE-STAGE LAPAROSCOPIC OPERATION
USING TRANSANAL ILEUS TUBE FOR OBSTRUCTIVE COL-
ORECTAL CANCER, Yoshihito Ide MD,Kazuyuki Okada
MD,Kohei Murata MD, Suita Municipal Hospital
BACKGROUND: Transanal ileus tube is introduced into
obstructive colorectal cancer in October, 1997 in our hospi-
tal, and many cases of obstructing colorectal cancer suc-
cessfully managed by preoperative lavage using transanal
ileus tube. Moreover, because transanal ileus tube was origi-
nally developed, decompression tube was transanally insert-
ed into the colon more safely than before. In addition, in
December, 2005, a one-stage laparoscopic colorectal surgery
is performed after preoperative lavage using transanal ileus
tube for obstructive colorectal cancer. STUDY AIMS: Safety
and the validity of pefoming laparoscopic colorectal surgery
after preoperative lavage using transanal ileus tube for
obstructive colorectal cancer are examined. PATIENTS AND
METHODS: A total of 153 cases of laparoscopic surgery for
colorectal cancer in our hospital between April, 2004 and
June, 2007 were studied, these cases were divided into two
groups: Group 1, in which operation was done after preop-
erative lavage using transanal ileus tube, and Group 2, con-
sisting of cases undergoing colectomy without using
transanal ileus tube. Group 1 included 12 cases and Group 2
included 141 cases. Group 1 was compared with Group 2
relative to operative time, amount of bleeding, postopera-
tive hospitalization, morbidity rate and SSI rate. RESULTS:
There were no significant differences between Group 1 and
Group 2. But, Group 1 were a little high for operative time
and SSI rate. CONCLUSION: By using a transanal ileus tube,
preoperative colonic lavage was done, which enables us to
safely perform a one-stage laparoscopic operation for
patients with obstructing colorectal cancer with no increase
in complications.

P139
IMPACT OF CONVERSION ON THE OUTCOME AND SUR-
VIVAL FOLLOWING LAPAROSCOPIC RESECTION OF COL-
ORECTAL CANCER, Albert CY Chan MD,Joe KM Fan MD,
Wai Lun LAW MD, Department of Surgery, University of
Hong Kong Medical Centre, Queen Mary Hospital
Background: Conversion to open surgery occurred in 12-
29% of the patients who underwent laparoscopic colorectal
resection. This study aimed to evaluate the impact of con-
version on the operative outcome and prognosis of patients
who underwent laparoscopic resection for colorectal cancer.
Methods: The prospectively collected data of 473 patients
who underwent laparoscopic colectomy between May 2000
and December 2006 were analyzed. Patient demographics,
operative details, postoperative complications and follow up
data were collected prospectively. Conversion was defined
as the need for an unplanned incision to complete the
attempted laparoscopic procedure due to patients’ factors,
tumor factors as well as intraoperative complications.
Results: The overall conversion rate to open surgery was
8.7% (41 patients). There was no difference in age, comorbid
illness, location of tumour, use of adjuvant therapy and
stage of disease between the laparoscopic and conversion
group. The most common reasons for conversion include
adhesions (34.1%), tumour invasion into adjacent structures
(17.1%), bulky tumour (9.8%), and uncontrolled haemor-
rhage (9.8%). A male preponderance was observed in the
conversion group. Tumour size was significantly larger in
the conversion group compared with the laparoscopic group
(5cm vs. 4cm, p=0.002). Although there was no difference in
the operative time between the two groups, increased oper-
ative blood loss (300ml vs. 100ml, p<0.001), increased post-
operative complication rate (56.1% vs. 16.7%, p=0.001) and
prolonged hospital stay (10 days vs. 6 days, p<0.001) were
associated with the conversion group. Consequently,
patients in the conversion group were more likely to devel-
op local recurrence (9.8% vs. 2.5%, p<0.001). The overall
survival was also significantly reduced in the group with
conversion (p=0.017).
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Conclusion: The oncologic outcome and survival of patients
who had conversion during laparoscopic resection for col-
orectal cancer was worse when compared with those with
successful laparoscopic surgery. Careful selection of
patients to avoid conversion may be helpful to improve the
outcomes.

P140
FAST-TRACK REHABILITATION AFTER COLORECTAL
SURGERY - PROSPECTIVE ANALYSIS OF 100 CONSECU-
TIVE PATIENTS., Miroslaw Szura PhD,Piotr Richter
PhD,Czeslaw Osuch PhD,Jan Kulig PhD, Ist Department of
General and GI Surgery, Jagiellonian University
The patients after colorectal surgery undergo complex reha-
bilitation postoperatively. A standard model of the postoper-
ative rehabilitation covered complete mobilization of the
patient on the second postoperative day and oral feeding 4 -
5 days after surgery. With this model mean time of postop-
erative hospitalization ranged between 6 - 10 days and the
risk of postoperative complications was about 20%.
The study is evaluating a new fast-track model of the post-
operative rehabilitation in the patients after colon resections
for cancer.
Material and Method.
One hundred consecutive patients undergoing colorectal
surgery for cancer in 2006 underwent fast-track rehabilita-
tion (group A). These patients were mobilized on the first
postoperative day. They received liquids 6 hours after sur-
gery, and complete oral feeding was introduced 2-3 days
after surgery. The results obtained from this group were
compared with computer-matched patients operated earlier,
who underwent standard rehabilitation (group B). Both
groups were comparable for age, sex, coexisting diseases,
stage of cancer, and type of surgery performed.
Results
Mean age of the patients was 68 years (+/- 4.7 years) in both
groups. The time of postoperative hospitalization for group
A was 4.8 days (+/- 1.9), and for group B 8.6 days (+/- 2.3)
(p<0.05). Defecation occurred on the second day (+/- 1.1) in
group A and 4.2 days (+/- 2.0) after surgery in group B
(p<0.05). The rate of postoperative complications of 13%
was lower in group A compared with 18% in group B (NS).
Anastomotic leak occurred in 2 patients from group A and in
3 from group B (NS).
Conclusions
The time of postoperative hospitalization, the number of
complications and the time of first defecation after surgery
was shorter in the patients undergoing fast-tract rehabilita-
tion programme. Such management had no effect on the
frequency of intestinal anastomosis leaks.

COMPLICATIONS OF SURGERY
P141
OUTCOMES IN LAPAROSCOPICC CHOLECYSTECTOMY (LS)
DONE WITH OR WITHOUT USING ENERGY SOURCES (ES):
RESULTS OF A PROSPECTIVE RANDOMIZED CONTROLLED
STUDY, Brij B Agarwal MD, Sir Ganga Ram Hospital , India.
Objectives of study :Structured training, skill’s
evaluation,regulated granting of privileges, systems
approach & judicious use of ES haven’t alleviated the con-
cerns of unfavorable outcomes in LC. Biliary injuries, an
index of adverse outcome evaluation have been linked to
use of ES. LC can be done without using ES as reported by
us earlier. The aim of this study was to compare the out-
comes in LS done with or without use of ES.
Methods and procedures :Consecutive, symptomatic
cholelithiasis patients requiring LC in a single surgical unit
without any exclusion criteria were randomized into control
(ES) or study (Non-ES) groups. Uniform “Fast tract module”
evaluation & perioperative protocol was followed. Standard
equipment was used with all varieties of ES being available.
Data were prospectively collected perioperatively. Operative
end points were hemo-dynamics instability (HI), need of
additional hemostasis (AH), vascular / biliary / duodenal
injury (Inj), gallbladder perforation (GBP) by dissecting

instrument, operating time (OT) & conversion. Postoperative
end poInts were HI, peritonism / constipation >24 hrs, leak
indicating Inj., re-exploration (RE), hospital stay (HS), rehos-
pitalization (RH) & mortality (M).
Results :153 patients (107 females, 46 males) irrespetive to
time of presentation with all inflammatory grades were
included. There was one conversion in the study. Initially it
belonged to non ES group but sbsequent use of ES didn’t
help in preventing conversion. Peritonism or constipation
beyond 24 hrs was seen in 9 cases exclusively in the ES
group. Mortality (duodnal ijury & fatal hemo-peritoneum,
both manifesting after a clinically normal/stable postopera-
tive interval of 3 days) was seen only in ES group. Rest of
the end points were as shown in the table-

Conclusion :Use of ES in LC is associated with adverse out-
comes including mortality. Not using ES doesn&#x92;t affect
the outcome adversely. Hence use of ES routinely in LC is
not justified.

P142
A NOVEL LAPAROSCOPIC APPROACH TO GASTROSTOMY
SALVAGE FOLLOWING EARLY DISLODGMENT, Todd A
Ponsky MD,Laura Johnson MD,Arthur Nam MD,Jeffrey
Lukish MD, Children’s National Medical Center, Rainbow
Babies and Children’s Hospital
Introduction: Gastrostomy tube dislodgment shortly after
placement may lead to a gastric perforation if a gastrocuta-
neous fistula tract did not have time to form. The current
standard approach to this problem is immediate laparotomy
and creation of a new gastrostomy. We report a novel, inci-
sion-free approach to this problem that involves grasping
the gastric perforation with an optical bronchoscope
through the previous abdominal wall incision.
Case Report and Description of Procedure: A 13-year-old
child who had undergone a laparoscopic Nissen and gas-
trostomy tube placement one week prior presented to the
hospital with gastrostomy tube dislodgement and pneu-
moperitoneum. He underwent fluoroscopic attempt at
replacement of the gastrostomy tube which was unsuccess-
ful as the stomach had avulsed from the anterior abdominal
wall. Based on these findings the patient was taken to the
operating room for laparoscopic single-site gastrostomy
tube placement.
Through the site of the former gastrostomy, a 5 mm trocar
was placed under direct visualization into the abdomen and
a pneumoperitoneum was created. A laparoscope was
inserted and the hole in the stomach was visualized. A bron-
choscopic optical grasper was then inserted. Using the opti-
cal grasper, the site of the gastrotomy that was avulsed
from the abdominal wall was grasped and brought up to an
extracorporeal site just outside the fascial opening. A trans-
fixation stitch was placed at that point; this allowed further
grasping of the stomach while all laparoscopic instruments
were removed and the trocar was removed from the field.
Under direct visualization, the gastrotomy was matured to
the anterior abdominal wall fascia with several interrupted
3-0 Nurolon (Ethicon, USA) sutures. Under direct visualiza-
tion, a 14-French gastrostomy feeding tube was inserted
into the gastrotomy. The balloon was inflated. Methylene
blue was then instilled into the gastrostomy tube, and the
methylene blue, following aspiration of the NG tube, veri-
fied that the tip was within the stomach. The patient tolerat-
ed the procedure well and was tolerating full feeds after
2days. He had no subsequent post-operative complications.
Conclusion: This single site, optical grasper, approach to
gastrostomy salvage is minimally invasive and an easy
approach to early gastrostomy dislodgement
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ESOPHAGEAL PERFORATION AFTER GASTRIC BALLOON
EXTRACTION, Dan Enger Ruiz MD,Kelly Vranas BA,Davida A
Robinson MD,Liberato Salvatore MD,James Turner MD,Talat
Addasi MD, New York Hospital Queens
The use of the BioEnterics intragastric balloon® is generally
considered to be safe and efficacious for short-term weight
loss, however complications have been reported. The most
commonly reported complications include balloon intoler-
ance requiring early removal, gastric erosions, gastric ulcer-
ations, esophagitis, and early deflation of the device.
We report a case of a esophageal perforation following
endoscopic removal of an intragastric balloon. To our
knowledge, this is the first case of esophageal perforation
associated with intragastric balloon extraction reported in
the English literature.
The patient, a 59 year old female with a body mass index of
35, had a placed in Mexico two months previously. She sub-
sequently lost thirty pounds. The patient presented to the
emergency department with a five-day history of intermit-
tent, epigastric pain and associated nausea and vomiting.
On exam, the patient was in no acute distress and vital
signs were within normal parameters. CT scan of the
abdomen and pelvis revealed a dilated stomach proximal to
the baloon with a retained device and a small passage of
contrast to the small bowel, consistent with mechanical gas-
tric outlet obstruction due to the BIB. The diagnosis of gas-
tric outlet obstruction was confirmed by an upper gastroin-
testinal series.
The gastric balloon was removed with some difficulty when
passing it through the upper esophagus. The patient tolerat-
ed the procedure well and was advanced to a clear liquid
diet once she recovered from intravenous sedation. One day
following the procedure, the patient became febrile to 38.5
°C with an associated sore throat. The diagnosis of medias-
tinitis was confirmed by CT of the neck and chest that
revealed pneumomediastinum consistent with microperfora-
tion of the esophagus. The patient was placed on bowel
rest, started on broad spectrum intravenous antibiotics, and
transferred to the surgical intensive care unit (SICU) for
monitoring. The patient’s SICU course was unremarkable,
and she remained hemodynamically stable with vital signs
within normal parameters. On hospital day ten, the course
of intravenous antibiotics was completed, and the patient
was discharged home on a regular diet. She remained
asymptomatic at her two-week follow-up office visit.
In conclusion, BIB may be performed with minimal compli-
cations, however serious complications may rarely occur in
association with this device. The benefits of this procedure
should be weighted against its possible complications. It is
essential that general surgeons familiarize themselves with
the insertion and removal techniques of this device as well
as its possible complications, particularly in light of the fact
that many patients may travel abroad to have this procedure
performed.

P144
THE PERFORATION OF THE GALLBLADDER IN CASES OF
INCIDENTAL GALLBLADDER CANCER- AND THE INDICA-
TION FOR THE USE OF ISOLATION BAGS., Thorsten Goetze
PhD,Vittorio Paolucci PhD, Ketteler- Clinic Department of
Surgery
Introduction: The accidental intraoperative perforation of
the gallbladder is a problem of the laparoscopic surgery, if
an incidental gallbladder carcinoma exists at the time of
operation.According to the literature this complication
comes up to 30% of the laparoscopic operations.
In order to prevent the dissemination of tumourcells the use
of an isolation bag is proclaimed.The question is if the intra-
operative perforation of gallbladder carcinoma really leads
to a prognostic deterioration and if the patients which have
been treated with an isolation bag have a prognostic advan-
tage.
Material and method: To obtain data we are using the
German- Registry of incidental gallbladder carcinoma, which

is supported by the German Society of Surgery.We are col-
lecting our data with a standarized questionaire, which has
been sent to all german and now to all austrian surgical clin-
ics as well.In a period of 3 months we are actualizing the
data.
Results: 550 cases of incidental gallbladder carcinomas are
registered.
307 were operated laparoscopically, 97(32%) of them get a
relapse of the tumour.158 patients were treated with the
support of an isolation bag, the rate of a relapse was 35%
(n= 55).149 patients of the laparoscopic group have been
treated without a isolation bag, the rate of an relapse was
19% (n= 28).In 68 of 307 laparoscopically treated patients
there was an intraoperative accidental perforation of the
organ, the rate of a relapse was 41% (n= 28).In 46 of 68
cases an isolation bag was used, the rate of a relapse was
43% (n= 20).The other 22 of 68 patients who were treated
without an isolation bag have 36%(n=8) tumour recurrences.
The group without an intraoperative perforation (n= 239)
have 29% (n=69) of tumour reccurence.112 of this 239 were
treated with the use of an isolation bag, 35 (31%) of them
had a tumour recurrence, the other 127 of the 239 patients
treated without a bag had a recurrence rate of 27% (n= 34).
Discussion: In our register, the intraoperative perforation
leads to a significant prognostic disadvantage(p<0.05
Fisher`s exact test).
The patients treated with an isolation bag have a tendency
of a higher rate of tumour recurrences (p> 0,05 Fisher`s
exact test), but the isolation bag was used significantly more
often in cases of gallbladder perforation. Nevertheless the
recurrence rate is higher in the group treated with the use of
an isolation bag, without having a perforation of gallbladder
compared to the group without perforation and without a
bag. The reasons therefore (e.g. microperforations) have to
be discussed.

P145
HERNIATION THROUGH FALCIFORM LIGAMENT - A RARE
CAUSE OF SMALL BOWEL OBSTRUCTION FOLLOWING
LAPAROSCOPIC SURGERY, RAK Reddy MD,Camilla Whitton
BS, University Hospital of North Tees
Introduction:
The most common causes for small-bowel obstructions with
subsequent strangulation are intra-abdominal adhesions
and external hernias. The occurrence of an internal hernia
through a congenital or iatrogenic defect in the falciform lig-
ament is extremely rare. However in the era of minimally
invasive surgery, an increase in laparoscopic port related
complications have been increasing.
Method and results:
We present an unusual case of small bowel obstruction after
laparoscopic cholecystectomy. Diagnostic laparoscopy con-
firmed an internal herniation through falciform ligament
with evidence of strangulation. The cause of the hernia was
due to an epigastric port that went through both sides of the
falciform ligament at the time of initial surgery. Patient
underwent division of falciform ligament and reduction of
the hernia and had an uncomplicated recovery.
Conclusion:
The surgeon should consider dividing the inferior leaf of the
free edge of the falciform ligament, including the round liga-
ment, should an aperture be created during laparoscopic
port placement.

P146
SHORT BOWEL SYNDROME FOLLOWING LAPAROSCOPIC
PROCEDURES, C L McBride MD,J S Thompson MD,D
Oleynikov MD,D Sudan DO, University of Nebraska Medical
Center
Many general surgical procedures are being performed
increasingly via laparoscopy. The short bowel syndrome
(SBS) is a potential postoperative complication after intraab-
dominal procedures. Intestinal ischemia secondary to pneu-
moperitoneum has been reported after a variety of laparo-
scopic procedures. Our aim was to evaluate potential mech-
anisms of SBS following laparoscopic procedures.
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The records of 85 adult patients developing SBS as a post-
operative complication were reviewed. 75 patients had open
procedures and ten patients laparoscopic. Colectomy 26
(35%), hysterectomy 8 (11%) appendectomy 7 (9%) ileoanal
6 (8%) and gastric bypass 5 (7%) were the most common
open procedures. SBS followed laparoscopic cholecystecto-
my (n=5), gastric bypass (n=3), lysis of adhesions (n=1) and
ileal pouch-anal anastomosis (n=1). The mechanisms of SBS
were similar in the open and laparoscopic groups (adhe-
sions 48% vs 40%, volvulus 24% vs 20%, and ischemia 28%
vs 40%). Of the 5 cholecystectomy patients, 2 developed
SMV thrombosis in the early postoperative period, presum-
ably secondary to pneumoperitoneum. Two of the 3 bariatric
procedures had internal hernias and volvulus. The ileoanal
patient developed SMV thrombosis. The laparoscopic lysis
of adhesions was complicated by perforation and repeated
operations for obstruction and sepsis. In the laparoscopic
group small intestine remnant length was <60cm (n=3), 60-
120cm (n=5) and >120cm (n=2). Four patients were weaned
off TPN, 2 underwent intestinal transplant, one died from
postoperative complications and three remain TPN depend-
ent.
SBS is an increasingly recognized complication of laparo-
scopic procedures. The mechanisms of bowel injury are
similar to those of open procedures with only 20% related to
the laparoscopic technique.

P147
THERMAL INJURY SECONDARY TO THE LAPAROSCOPIC
FIBER OPTIC CABLE, A Katharine Hindle MD,Fred Brody
MBA MD,Vernon Hopkins,Greg Rosales,Florencia Gonzalez
MPH,Arnold Schwartz PhD MD, The George Washington
University Medical Center, Washington, DC
Background: Laparoscopy requires a reliable light source to
provide adequate visualization. However, thermal energy is
produced as a by product from the optical cable. This study
attempts to quantify the degree of thermal damage second-
ary to the fiber optic light source. Temperature variation at
the tip of the optical cable was examined also.
Methods: Using a digital thermometer, temperature meas-
urements were recorded at the tip of the optical cables from
five different light sources (Karl Storz, Tuttlingen, Germany).
Temperature measurements were recorded with new bulbs
in the light source and from the tip of the optical cable using
varying distances. The tip of the cable was applied to surgi-
cal drapes and the time to charring of the drapes was
recorded. Subsequently, the tip of the optical cable was
applied to the skin of anesthetized pigs and tissue samples
were obtained after exposing the tissue to varying amounts
of time (5s, 15s, 30s, 60s, and 90s). Sections of the damaged
tissue were fixed in 10% formalin and paraffin blocks were
prepared. 5mm sections were stained with H & E and micro-
scopically evaluated. Parameters for thermal injury included
extent of epidermal, dermal and subcutaneous fat injury and
necrosis. The lateral extent and depth of injury were meas-
ured. Least squares means and Pearson correlation coeffi-
cients were used for data analysis.
Results: The maximum temperature at the tip of the optical
cable varied between 119.5 degrees and 268.6 degrees
Celcius. The highest temperature reading was at the tip of
the cable with a fresh bulb. When surgical drapes were
exposed to the tip of the light source, the time to char was 3
to 6 seconds. The degree and volume of injury increased
with longer exposure times. Significant injury was also
recorded with the optical cable 2 mm from the skin.
Conclusions: This study demonstrates that the temperature
at the tip of the optical light cord can induce extensive dam-
age to soft tissue and surgical drapes. The product of light
(heat) density and time can produce immediate superficial
tissue necrosis that can extend into the subcutaneous fat
through conduction. This degree of injury can occur even
when the optical tip is not directly touching the skin. In addi-
tion, our study shows the variation in temperature that
exists between light sources. Overall, surgeons must respect
the potential complications associated with optical technolo-
gy.

P148
PREDICTORS OF POSTOPERATIVE PNEUMONIA FOLLOW-
ING LAPAROSCOPIC GASTRIC BYPASS, Brandon Williams
MD,Alfonso Torquati MD,Willie V Melvin MD,Barbara J
Martin RN,William O Richards MD, Vanderbilt University
Background: Given the frequent presence of multiple
comorbidities, obese patients undergoing laparoscopic gas-
tric bypass are at risk for perioperative complications. We
hypothesized that patients with gastroesophageal reflux dis-
ease (GERD), obstructive sleep apnea (OSA), and asthma
would have higher rates of pneumonia.
Methods: We retrospectively analyzed 343 laparoscopic gas-
tric bypass patients, operated on at a single institution
between July 2005 and January 2007. We evaluated patient
demographic data and presence of comorbidies, including
GERD, OSA, asthma, diabetes (DM), hypertension (HTN),
and dyslipidemia (Dyslipids). Patients were screened for
developing pneumonia within 30 days after surgery.
Pneumonia was diagnosed by chest radiography showing a
new or progressive infiltrate, consolidation, or pleural effu-
sion and at least one of the following: change in character of
sputum, fever, leukocytosis, isolation of an organism from
blood culture, or isolation of a pathogen from a transtra-
cheal aspiration specimen. Statistical analysis was per-
formed with a T-test.
Results: In our patient population 9 patients (2.6%) devel-
oped pneumonia. The average age of those who developed
pneumonia was 43.5 (versus 44.1 in those without pneumo-
nia) and the average BMI 51.3 (vs 50.6).
The percentage of patients with the characteristic or comor-
bidity as listed is shown in the table below:

Pneumonia No Pneumonia P Value
Men 56% 22% 0.008
HTN 100% 70% 0.02
Dyslipids 56% 28% 0.03

In patients that developed pneumonia the prevalence of DM
was 56% (vs 39%), OSA in 67% (vs 54%), GERD in 56% (vs
48%), and asthma in 11% (vs 19%).
Conclusions: Men and patients with hypertension or dyslipi-
demia were significantly more likely to develop pneumonia
after laparoscopic gastric bypass. Patients with DM, OSA,
GERD, or asthma were not more likely to develop pneumo-
nia, though lack of statistical significance may be due to the
small sample size of patients developing pneumonia.

P149
THE EFFECT OF LAPROSCOPIC STAPLERS ON PORCINE
SMALL BOWEL PERFUSION., Bilal M Shafi MD,Gabriel N
Sanchez MS,Venita Chandra MD,James K Wall MD,Michael
Fierro,Carlos M Mery MD,Thomas Krummel MD,Michael
Gertner MD, Department of Surgery, Stanford University
Introduction: Few studies have been designed to assess the
performance of laparoscopic surgical staplers. This study
analyzes the effect of staples and staple height on tissue
perfusion.
Methods: Staple lines created on live porcine small bowel
segments using laparoscopic surgical staplers were tested
for perfusion using visible light spectroscopy to assess tis-
sue oxygenation. Perfusion measurements were taken on
both the serosal surface (SS) and mucosal surface (MS) of
the staple lines and are reported as percentage of oxygen
saturation. Three separate experiments were performed
comparing: (1) measurements at the staple line (n=24) and
4cm away (n=24) ; (2) staple height: white (2.5mm, n=9),
blue (3.5mm, n=9), green (4.1mm, n=6) staple loads; and (3)
position along the staple line in reference to the hinge of the
stapler: proximal (n=8), mid (n=8), and distal (n=8). Data are
reported as means; parametric tests were used for analysis.
Results: Tissue perfusion was significantly reduced at the
staple line (SS - 63%, MS - 25% ) when compared to meas-
urements away from it (SS - 77%, MS - 41%) (p<0.001).
Perfusion was also related to staple height on both the SS
and MS; white loads had the worst profile (SS - 57%, MS -
18%) when compared to blue (SS - 65%, MS - 28%) (SS -
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p<0.07, MS - p < 0.1) and an even worse profile when com-
pared to green (SS - 70%, MS - 32%) (SS - p<0.01, MS - p <
0.08). The proximal end (MS - 34%) of all staple lines
showed a trend of improved perfusion when compared to
the mid portion (MS - 23%) and the distal end (MS - 17%) on
the MS. No significant difference was seen on the SS.
Conclusion: Laparoscopic surgical stapling significantly
impacts tissue perfusion in small bowel. Staple height is an
important determinant of tissue perfusion where decreasing
staple height leads to decreased tissue perfusion. This effect
is seen more so on the serosal side than on the mucosal
side of the staple line. Within the same staple line there is a
trend toward decreased perfusion when moving distally
along the staple line away from the hinge of the stapler.

EDUCATION/OUTCOMES
P150
LAPAROSCOPIC SUTURING SKILLS AFTER FIVE -DAY
SHORT PRACTICE USING BOX TRAINER, Hideo Fukuzumi
MD,Masashi Kurobe MD,Kazuhiko Yoshida MD,Katsuhiko
Yanaga MD, Department of Surgey,The Jikei University
Schoo of Medicine
OBJECTIVES: Currently, skills labs are becoming increasing-
ly important in the field of medical education. The aims of
this study are to objectively assess psychomotor skill acqui-
sition for surgical residents and medical students by five-
day training using a box trainer.
MATERIALS AND METHODS: Twelve surgical residents (SR
group) with minimum experience of laparoscopic surgery
and 9 medical students (MS group) without any surgical
experience were enrolled. After daily training of intracopore-
al suturing and knot-tying (ISK) with surgeon’s knot using a
Nissen fundoplication model with a box trainer (LAPCOACH-
ER, HAKKO, JAPAN) for 10 -15 minutes, the time to com-
plete the suturing and knot-tying was measured.
RESULTS: The time to complete ISK (the surgeon’s knot) of
all 21 members on day 1 was 243.5+/-117.7 seconds, which
however it was gradually decreased to 83.1+/-23.7 seconds
on day 5 (mean+/-SD, p<0.05). The time reduction was
remarkable during the first four days. There was no signifi-
cant difference in the time and the learning curve between
SR and MS groups.
CONCLUSION: Daily training of ISK is effective, especially
during the first four days.The basic surgical experience does
not seem to influence the baseline performance and the
learning curve of ISK.

P151
AUDIO-VISUAL TRAINING SYSTEM IS SIMPLE AND USE-
FUL METHOD FOR TRAINEES WITH VARIOUS SKILL LEV-
ELS IN LAPAROSCOPICALLY ASSISTED SURGERY., Makoto
Yoshida MD,Takao Hinoi MD,Satoshi Ikeda MD,Yuji Takakura
MD,Daisuke Sumitani MD,Haruka Takeda MD,Katushi
Kawahori MD,Masazumi Okajima MD, Depatment of
Surgical Endoscopy and Surgical Science. Graduate School
of Biomedical Science, Hiroshima University
(BACKGROUND) Traditionally, surgical residents learn and
master surgical skills while they are doing operation under
the proper direction of senior staff or supervisors. In the
case of laparoscopically assisted surgery, in which learning
curve depends on efficient instruction due to the complicat-
ed procedures, both operator and director can share the
same image as well as the observer, and most of all, the
procedures are usually recorded in the videotapes. We intro-
duced audio-visual tutoring system, in which the trainees
can review the senior surgeon’s advice recorded on the
videotape using wireless microphone during operation. In
this study, we investigated the effect of this method on the
trainee with various skill levels.
(METHOD) The study was conducted as a randomized con-
trolled trial. Fourteen examiners, consist of eight postgradu-
ate students in engineering with no prior surgical or endo-
scopic surgical experience and six surgical residents lacking
the experience of endoscopic surgery, were divided into two

groups (four students and three residents). One group was
assigned to audio-visual learning (group A, n=7) and the
others to visual learning (group B, n=7). Both groups under-
went task of suturing and knot tying using a box trainer
under instruction. The time limit was 18 minutes. The first
trial and instruction was recorded on a videotape. After 8
hours, both the groups had feedback by watching video of
the first trial. The video had audio for group A but did not
have audio for group B. After watching the video once, the
same suturing and knot tying task was imposed on both the
groups. The total time taken to complete the task was noted.
The proportion of shortening of time was compared
between the groups. The Mann-Whitney U test was used to
calculate statistical significance, determined to be a p value
less than 0.05.
(RESULTS) The average improvement was significantly
greater in group A (from 457 s to 170 s, improving ratio;
37.1 %) than that in the group B (from 484 s to 382 s,
improving ratio; 68.7 %) (p = 0.018). Achievement rate of
group A and group B were 85.7% and 71.4% respectively.
Improvement rate of students and residents had no signifi-
cant difference (p=0.25).
(CONCLUSION) Audio-visual tutoring system is simple and
useful method in skill acquisition during proficiency based
laparoscopic operation training for the trainee in various
levels.

P152
CONSIDERATION TO IMPROVE QUALITY OF THE SECTION
OF LAPAROSCOPIC CHOLECYSTECTOMY IN ENDOSCOPIC
SURGICAL SKILL QUALIFICATION IN JAPAN, Sumio MAT-
SUMOTO PhD,Hiromi TOKUMURA PhD,Yuichi YAMASHITA
PhD,Taizo KIMURA,Toshiyuki MORI PhD,Masaki KITAJIMA
PhD, ESSQS Committee of the Japan Society for
Endoscopic Surgery, Department of Tokyo Medial Center,
National Hospital Organization, Tokyo, Japan Tokyo, Japan
The Japan Society for Endoscopic Surgery (JSES) started
Endoscopic Surgical Skill Qualification (ESSQS) in 2004, and
carried out three examinations up to 2006. Assessment was
performed by reviewing documents, which included laparo-
scopic surgery experiences, and qualifying unedited video
tape by two independent referees. We adopted two criteria
to evaluate surgical skills, as common and procedure-specif-
ic criteria to each gastrointestinal organ. Common criteria
were given 60 points regarding basic endoscopic practice,
and procedure-specific criteria were given 40 points to eval-
uate specialized skills of the practice. A score of 70 points is
designated as the passing mark. Laparoscopic cholecystec-
tomy was evaluated by ten practice steps and degree of dif-
ficulty in completion. The proper skill evaluation was by the
following items, elevating gall bladder (GB), retracting duo-
denum and transverse colon, exposing layer around cystic
duct, identifying cystic artery and right hepatic artery, identi-
fying common bile duct, transecting cystic duct, layer of dis-
secting from liver bed, bleeding control at liver bed and
retrieval of GB. Each step was given three points respective-
ly, and further points were added by referee, from neither
for easy case to 10 points for difficult case according to the
difficulty to complete.
In 2004, 110 surgeons were qualified among 170 candidates
(66%). In 2005, 62 surgeons were qualified among 137 can-
didates (45%). In 2006, 36 surgeons were qualifiec among
101 candidates (36%). To assess inter-rater agreement
between referees, Cohen’s weighted kappa value was calcu-
lated. It was 0.18 in 2004, up to 0.32 in 2005, but declined to
0.29 in 2006. The result off 2006 was unexpected although
we have revision of criteria and frequent meeting to make
consensus among referees. We should explore the reason of
disagreement between the two judges crossing 70 points.
And we must found a method to overcome this disagree-
ment. These might be influenced by different understanding
of good laparoscopic view, or procedures of dissecting layer,
or that of exposing the biliary tract and cystic artery.



213 www.sages.org

S
A

G
E

S
2

0
0

8
SAGES 2008 Poster Abstracts
P153
VIDEOLARYNGOSCOPIC INTUBATION: A NEW TEACHING
TOOL FOR RESIDENTS IN THE SURGICAL INTENSIVE CARE
UNIT, Saurabh Jain MD,Amir H Vafa MD,Toshiko Nabuto
MD,Daniel R Margulies MD,Salim Ali MD,George Berci
MD,Matthew T Wilson MD, Cedars-Sinai Medical Center, Los
Angeles CA
Objective: This is a study to determine the efficacy and fea-
sibility of videolaryngoscopy as a training tool for emergent
endotracheal intubations by surgical residents in the surgi-
cal intensive care unit (SICU).
Methods: Over a fifteen month period ending December
2007, SICU patients underwent emergent endotracheal intu-
bation using videolaryngoscopy. All residents underwent a
thirty minute tutorial on a mannequin for setting up and
intubating with the videolaryngoscope. All airway intuba-
tions were first attempted with the videolaryngoscope.
Direct laryngoscopy was performed by senior level physi-
cians for those who failed airway intubation with video-
laryngoscope.
Results: Forty Six patients underwent attempted video intu-
bation. Forty video intubations were successful (CI 74% to
95%). Patients with unsuccessful video intubations had sub-
sequent successful intubation with direct laryngoscopy. Of
the 40 video intubations, 15 were performed by PGY-1, six-
teen by PGY-2, and nine by fellows. Furthermore, 30 of the
40 successful attempts were achieved during the first pass
of the larynx (CI 59% to 87%). Of the six unsuccessful
attempts, three occurred early in the study and were attrib-
utable to condensation of the lens and subsequent inability
to visualize the vocal cords. This problem was rectified later
in the study by suctioning the air in the oropharynx when
condensation was evident on the videolaryngoscope lens.
One occurred due to inability to pass the ET tube secondary
to cord edema. Successful intubation was performed in this
case through direct laryngoscopy and downsizing of the
endotracheal tube. One failure was due to massive aspira-
tion during intubation and one failed attempt was due to a
mechanical problem with the video laryngoscope light
source.
Conclusion: Our study indicates that videolayngoscopy is an
effective and feasible method for training surgical residents
in the SICU. Furthermore, it allows oversight and direct
supervision of junior residents in the SICU during emergent
intubations by monitoring on the screen. Studies with
prospective randomization could determine the utility of this
technique.

P154
TRANSFER OF BASIC SKILLS BETWEEN LAPAROSCOPY
AND COLONOSCOPY, S.N. Buzink MSc,S.M.B.I. Botden
MSc,J. Heemskerk MD,E. Schoon PhD,R.H.M. Goossens
PhD,H. de Ridder PhD,J.J. Jakimowicz PhD, Faculty of
Industrial Design Engineering, Delft University of
Technology [SNB, RHMG, HdR]; Surgical Department,
Catharina Hospital Eindhoven [SNB, SMBIB, JH, JJJ];
Gastroenterology department, Catharina Hospital Eindhoven
[ES]. The Netherlands
INTRODUCTION: Skills needed for different image-based
procedures appear to vary considerably, even though they
often derive from the same underlying abilities. The aim of
this study was to investigate the transfer of basic skills
between colonoscopy and laparoscopy. METHODS: Twenty-
nine medical trainees (no clinical experience in laparoscopy
and colonoscopy) were stratified by scores on psychometric
ability tests and randomised over two groups. Participants
in group A (N=15) trained themselves in flexible endoscope
manipulation and navigation to the cecum on the GI Mentor
II simulator (colo) (Figure 1). Those in group B (N=14)
trained in bimanual tissue manipulation and 30° angled
laparoscope navigation on the SimSurgery SEP (lap).
Training existed of four sessions (T1-T4)(one per day) within
one week. Each session involved a preset sequence of exer-
cises and ended with the same exercise. Prior to T1 and
after T4, skills in the opposite technique were assessed
(A1&A2). RESULTS: Comparing the two groups, no signifi-

cant differences in laparoscopy and colonoscopy perform-
ance were found in the first sessions (T1-A1) (Mann-Whitney
U test). Generally, performance improved per repetition, but
often did not improve significantly until T3 (p<.050,
Wilcoxon Signed Ranks test). The scores for the technique
opposite than the one trained in did show a significant over-
all improvement in the second assessment session (A1-A2).
Group A scored significantly better in A2 on laparoscope
navigation than group B in T2 (p<.050, Mann-Whitney U
test) and showed a considerable larger progression (A1-A2)
on this task than group B between T1 and T2. This effect
was less prominent for the tissue manipulation task and in
group B. CONCLUSIONS: Training in basic colonoscopy
skills does influence skilfulness in basic laparoscopy tasks,
and vice versa. However, the transfer of skills does not affect
performance of all tasks equally, but appears to influence
performance most in tasks with a strong visual spatial map-
ping component. The influence of separate psychometric
abilities on the performance of image-based procedures
needs to be studied further.

P155
VALIDATION OF LAPAROSCOPIC SURGICAL SKILLS TRAIN-
ING OUTSIDE THE OPERATING ROOM: A LONG ROAD,
Nancy J Hogle MS,Lily Chang MD,Vivian E Strong
MD,Akuezunkpa O Ude MD,Mika Sinaan MD,Robert Bailey
MD,Dennis L Fowler MD, College of Physicians and
Surgeons, Columbia University, New York, NY, Virginia
Mason Medical Center, Seattle, WA, Memorial Sloan-
Kettering Cancer Center, New York, NY, University of
Washington, Seattle, WA, University of Miami Hospital,
Miami, FL
Intro: Surgical skills training outside the OR is beneficial.
The best methods have yet to be identified. In a series of
three studies, we attempted unsuccessfully to document
predictive validity of simulation training.
Methods: In each study we used Global Operative
Assessment of Laparoscopic Skills (GOALS) to evaluate
operative performance 1.) Prospective, randomized, multi-
center trial to assess performance of junior residents in the
OR after training to criteria or not training on a laparoscopic
simulator [LapSim® Surgical Science Ltd., Göteborg,
Sweden]). 2.) Retrospective review of operative performance
of junior residents operating as primary surgeon before and
after implementation of a laparoscopic skills training cur-
riculum. 3.) Intern operative performance of laparoscopic
cholecystectomy in a porcine model before and after train-
ing on a simulator.
Results: We failed to document predictive validity in all
three studies. In each study, no difference was found
between trained and untrained residents in GOALS domains
of depth perception, bimanual dexterity, efficiency, tissue
handling, and autonomy.
Conclusions: We found a lack of correlation between three
types of training outside the operating room and improved
operative performance. Possible explanations include.) Too
few subjects; 2.) Introducing training too late on the learning
curve; and 3.) Training criteria too easy. Awareness of these
failures can improve design of future studies.

P156
DOES TELEMENTORING SHORTEN THE PATHWAY TO PRO-
FICIENCY IN THE SIMULATION ENVIRONMENT?, S Tsuda
MD,L Barrios MD,A Derevianko MD,N Irias,B Schneider
MD,S Schwaitzberg MD,C Cao PhD,D B Jones MD, Beth
Israel Deaconess Medical Center, Boston, MA, USA
Introduction: Telementoring(TM) is an emerging tool that
enables experts to provide consultation to other surgeons
remotely. It has not been studied in the simulation environ-
ment. Simulation allows residents to train independently to
gain proficiency. The aim of this study is to assess the effec-
tiveness of distant telementoring in a simulated mock oper-
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ating room to identify technical error and shorten the path-
way to proficiency.
Methods: Surgical residents were randomized into two
groups. The control group (n=9) performed a baseline
laparoscopic cholecystectomy on a virtual reality system
(METI, SurgicalSim) in a mock operating room followed by
two additional trials. The telementored group (n=6) per-
formed a baseline trial, followed by a telementored trial
using on-screen annotation and two-way audio, and an
additional non-telementored trial. Simulation metrics of
time (T), tip trajectory (TT), excessive traction (ET), and clip-
ping errors (CE) were recorded. Independent scoring of the
VR procedures using the validated Global Assessment of
Laparoscopic Skills (GOALS) tool measured depth percep-
tion, bimanual dexterity, efficiency, tissue handling, autono-
my, and level of difficulty.
Clip Errors Telementored NonTelementored
Baseline Trial 2.76 1.43
Error Increase -2.44 2.17
* p = 0.016, unpaired t-test
Results: Performance between both groups in baseline trials
was similar. Differences in clipping errors were significantly
improved over baseline with post-intervention trials in the
telementored versus non-telementored groups.
Conclusion: Telementoring may effectively micromanage
technical maneuvers during resident training in the simula-
tion environment. This study demonstrates that a single
telementored procedure positively impacts proficiency.

P157
PROSPECTIVE RANDOMIZED TRIAL OF TRANSFER OF
TRAINING IN THE DEVELOPMENT OF INTRACORPOREAL
SUTURING SKILL IN NOVICES, Claude Muresan BS, Tommy
H Lee MD,F Jacob Seagull PhD,Adrian Park MD, University
of Maryland, Baltimore, MD
Introduction: Teaching minimally invasive surgical skills out-
side the operating room is a pressing need. In addition to
the usual challenges of learning new skills, trainees have to
contend with a loss of depth perception and movement in
laparoscopy. Our study aims to help delineate what type of
training is of benefit to learning intracorporeal suturing in
novices.
Methods: 41 first to fourth year medical students were
recruited in this study and trained initially for one hour in
intracorporeal suturing. Subjects were then tested on a pig
intestine enterotomy model (Pre-test) and scored for speed,
accuracy, and knot quality. Mental workload was also
assessed with the NASA - Task Load Index (NASA-TLX)
scale, a series of questions that generates a score reflecting
the cognitive demand of a task. Subjects were then random-
ly assigned to one of four different training arms: laparo-
scopic suturing (Lap Sut); laparoscopic drills (Lap Drills);
open suturing (Open Sut); and virtual reality drills (VR). All
groups trained for six 20-minute sessions over three weeks.
At the end of the sixth session, subjects were re-tested on
the enterotomy model (Post-test).
Results: After removing 2 pre-test outliers (>2 SD from
mean), data from 39 subjects were compared using pre-post
paired t-tests on the 4 dependent measures. All groups
except VR showed statistically significant improvement in at
least two measures, suggesting some transfer of training
(see below). While task time was improved in all groups
except VR, knot quality improved only in those who prac-
ticed suturing, either open or laparoscopic. Mental workload
improved only for those practicing on a real-world laparo-
scopic trainer, as demonstrated by a significant lowering of
the NASA-TLX score.

Conclusions: In novice surgical trainees, there appears to be
limitations in the efficacy of current VR training, perhaps
related to limited haptics and model fidelity. In contrast,
there were benefits to the other training methods for time,

quality, and, importantly, perceived workload. This includes
some transfer of training from open to laparoscopic sutur-
ing, an effect not seen in previous studies with more experi-
enced subjects.

P158
LAPAROSCOPIC SURGERY VIDEOS (LSV) AS A ‘VISUAL
AID’ IMPROVE MEDICAL STUDENT’s LEARNING OF ANATO-
MY (MSLA): A RANDOMIZED CONTROLLED STUDY., Brij B
Agarwal MD,Sneh Agarwal MD, Sir Ganga Ram Hospital &
Lady Hardinge Medical College, India.
Objective of study :Approaches to teaching correlate with
quality of learning. Knowledge of anatomy a foundation for
surgical skills can improve by visualization. Dissection on
dwindling ‘available cadaver’ population fails to achieve this
in totality. Easily available LSVs can be useful as visual
teaching aids. Study was aimed to evaluate the utility of
LSV in MSLA.
Methods and procedure :100 students of a top ranking med-
ical college, holding equivalent ranks as per results of a
National Entrance Examination were randomized into con-
trol group (CG) which continued learning through estab-
lished module and study group (SG) where LSVs were
incorporated in lectures with in same study hours.No addi-
tional resources were recruited as the LSVs used were the
routine recordings in the operation theaters. Examination
marks and grades were the primary end points. Improved
motivation (IM), help in revision (HR), drawing(Dwg), group
discussion (GD) and attraction for career in surgery (ACS)
were noted as secondary end points to indicate the desir-
ability of LSV as a useful teaching aid.
Results :Students in SG scored better than the students in
CG in a preliminary semester test. Improvement was seen
both in theory as well as practical. Final quantitative evalua-
tion in anual examination is due in December. 4% students
saw LSV as a burden.Reults of student’s perception & adop-
tion of LSV concept were highly encouraging as shown in
the Table-

Conclusion : LSV can be a good ueful tool in MSLA as
shown by both acceptance and performance of medical stu-
dents. It also has a potntial to enhance the appeal of surgi-
cal career .

P159
MIRROR IMAGE LAPAROSCOPIC TRAINING IMPROVES
TASK PERFORMANCE, Ward J Dunnican MD,T. Paul Singh
MD,Emma Bendana BS,Charles J Dolce MD,Thomas D
Conlee MD,Rakesh Ramakrishnan BS,Ashar Ata MPH,
Albany Medical College, Stratton VA Medical Center,
Carolinas Medical Center
Reverse alignment (mirror image) visualization is a discon-
certing situation occasionally faced during laparoscopic
operations. This occurs when the camera faces back at the
surgeon in the opposite direction from which the surgeon’s
body and instruments are facing. Most surgeons will
attempt to optimize trocar and camera placement to avoid
this situation, however, this is not always possible. We have
chosen to embrace this unique configuration and define its
utility as a training tool. Our objective was to determine
whether or not the intentional use of reverse alignment
visualization during laparoscopic training would improve
performance.
A standard box trainer was configured for reverse alignment
visualization by arranging a 10mm zero-degree telescope at
180 degrees opposite the surgeon. Two trocars were placed
on the surgeon’s side of the box trainer to perform stan-
dardized laparoscopic training tasks. Thirty-four medical stu-
dents and junior surgical residents were randomized to train
with either forward alignment (Group 1) or reverse align-
ment (Group 2) visualization. Enrollees were tested on both
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modalities before and after a 4-week structured training pro-
gram specific to their modality. Students’ t-test was used to
determine differences in task performance between the two
groups.
Twenty-one participants completed the study. There were no
significant differences in performance between Group 1 or
Group 2 participants during forward or reverse alignment
initial testing. At final testing, Group 1 participants had
improved only in forward alignment performance: they
demonstrated no significant improvement in reverse align-
ment performance (p=0.343). Group 2 participants had sig-
nificant improvement in both forward (p=0.019) and reverse
alignment performance (p=0.000).
Reverse alignment imaging for laparoscopic training mod-
ules improves task performance for both reverse alignment
and forward alignment tasks. This may be translated into
improved performance in the operating room when faced
with reverse alignment situations. Minimal dry lab training
can account for drastic adaptation to this environment, and
should be incorporated into resident training curricula.

P160
THE IMPACT OF SURGICAL TEAM SIZE ON LAPAROSCOPIC
SURGICAL PERFORMANCE, Maria A Cassera BS, Bin Zheng
PhD,Danny V Martinec BS,Lee L Swanstrom MD, Legacy
Health System
Introduction: The surgical team is a dynamic system with
constant change in tasks and team composition. This study
reviewed operation records retrospectively to describe the
surgical team composition, and examine the impact of sur-
gical size on performance. We aim to improve the OR effi-
ciency by constructing optimal surgical teams.
Methods: Cases preformed by an expert laparoscopic sur-
geon between July 2005 and July 2007, were reviewed at
two hospitals of Legacy Health System. For each case, the
attendee number and procedure time were extracted from
the intraoperative nursing records; the role of each attendee
was categorized.
Results: Two-hundred cases were reviewed and 19 incom-
plete data cases were excluded for further analysis. The
average procedure time of 181 valid cases was 144 ± 88
min. Cases included a wide range of general surgical proce-
dures performed laparoscopically. On average, 8.3 team
members were involved with each case, which was higher
than expected. The majority of surgeries (178 cases, 99%)
were supervised by one anesthesiologist. Only 10 cases
(5%) were performed by one surgeon. Most of the cases
were performed by two (105, 59%) or three surgeons (60,
33%). More nurses were involved in a surgery in compari-
son to surgeons and anesthesiologists. On average, 4.1
(range 2-7) nurses were assigned to each case. The nurse
shifting was due to numerous reasons, and most shifting
occurred during lunch time. In addition to the core team
members, a small number of staff (mean = 0.8) was present
in the OR providing specific assistance or observing the sur-
gery.
The number of team members was correlated positively
with the procedure time (Pearson’s r = 0.45). Specifically, the
procedure time was prolonged as the number of team mem-
bers increased. To search for causal relationship between
the team composition and procedure time, the data was
grouped according to the procedure starting time. Cases
started at lunch time (10am-2pm) had higher nurse shifting
number (4.6) and longer procedure time (152.1 min) than
those cases started before (4.1 shift changes, 140.1 min) or
after lunch time (3.9 shift changes, 134.1 min).
Conclusion: This study provides quantitative descriptions on
team composition and demonstrates clearly that a frequent
change of core team members had a measurable impact on
surgical performance. This result calls for optimal OR man-
agement strategies, better team collaboration, and commu-
nication in order to improve OR efficiency.

P161
VALIDATION OF A SIMPLE CAMERA NAVIGATION TRAINER,
Kimberly A Yee MD,Shahzeer Karmali MD,Stephanie Kreml
MD,F Charles Brunicardi MD,Vadim Sherman MD, Baylor
College of Medicine
Introduction
A common challenge during laparoscopic surgery is proper
usage of the 30 degree laparoscope. Optimal images are
obtained by adjusting both the axis of the scope and the
angle of lens as determined by the orientation of the light
cord. Hence, utilizing a novice as the primary camera opera-
tor often results in a frustrating and inefficient operative
experience for both the surgeon and the learner. The goal of
our study is to validate an efficient and simple camera navi-
gation trainer.
Methods
34 novice camera operators completed a pretest in order to
assess their baseline comfort with a 30 degree scope and
ability to demonstrate 6 views by command, then display
the appropriate view for 4 scenarios. A system of verbal
cues was then instituted to facilitate better communication
between the instructor and camera operator. In this system,
the position of the light cord was used as a reference to cor-
relate with the view desired. For instance, the light cord
pointing down was called the 6 o’clock position and referred
to looking up, from below. Once the 6 views with the corre-
sponding clock position of the light cord were demonstrated
and the ideal view for the scenarios was shown, the novices
underwent a practice session to obtain the same views. The
students were then tested again with the same tasks given
in the pretest. The Fisher’s exact test was used to determine
statistical significance between pre and post training scores.
Results
34 medical students participated in the study. 29 (85%) had
never used a 30 degree laparoscope before. 30 (88%) stu-
dents were unable to articulate the difference between a
zero degree and a 30 degree scope prior to training, but all
34 students were successful post-training (p<0.0001).
Comfort level with the 30 degree scope increased from 0/34
to 21/34 (62%) after training (p<0.0001). At baseline testing,
0/34 novices were able to demonstrate the intended views,
whereas post-training, the mean success rate was 99.5%
(p<0.0001). The students learned proper use of the scope as
the appropriate view was shown 134 times post teaching
and only 8 times pre teaching (p<0.0001). Overall, 100% of
students found the teaching helpful.
Conclusions
At baseline testing, novices do not have the innate ability to
demonstrate proper use of an angled laparoscope. However,
after a simple and brief training session, the novices were
able to effectively use the 30 degree laparoscope using the
established verbal cues. With the increased use of
laparoscopy, this simple, training module provides an effi-
cient method of training novice camera operators outside of
the operating room.

P162
FRAMING FAMILY CONVERSATION AFTER EARLY DIAGNO-
SIS OF IATROGENIC INJURY AND INCIDENTAL FINDINGS, L
Barrios MD,S Tsuda,A Derevianko MD,S Barnett MD,D
Moorman MD,CG L Cao PhD,A N Karavas MD,D B Jones
MD, Beth Israel Deaconess Medical Center, Boston, MA,
USA
Introduction: Both biliary injury and biliary malignancy can
be devastating to patients and their families. Surgeons are
rarely formally trained in giving bad news to patients. The
aim of our study was to examine and compare disclosure of
iatrogenic and incidental operative findings among surgical
residents.
Methods: General surgery residents (PGY1-PGY5) per-
formed a laparoscopic cholecystectomy on the SurgicalSIM
device in a mock operating room. Eight residents were pre-
sented with a common bile duct injury during the operation,
and seven residents encountered an incidental finding of
metastatic gallbladder cancer. Both groups disclosed this
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information to a patient’s scripted family member. All disclo-
sure encounters were videotaped and independently rated
using a modified SPIKES protocol, a validated tool for deliv-
ering bad news. Residents also completed a questionnaire
following the simulation. We compared disclosure of iatro-
genic versus unexpected findings by year of training.
Analysis was performed by two-sample Wilcoxon rank-sum
(Mann-Whitney) test and one-sided Fisher’s exact test.
Results: Regardless of the year of training, more residents
were comfortable with disclosure of an incidental finding
than disclosure of an iatrogenic injury (47% vs. 33%).
Amongst junior residents (PGY1-PGY2), none were comfort-
able with disclosure of iatrogenic injuries, and 20% were
comfortable with disclosure of an incidental finding. In con-
trast, senior residents (PGY4-PGY5) overall had better rat-
ings in all parameters evaluated with the modified SPIKES
protocol for delivering bad news, using 3 independent
reviewers (p<0.05). Most notably, for tailoring disclosure to
what patient and family understand, exploring patient and
family expectations, and offering to answer any questions
(p<0.05). Even though all residents felt more comfortable
with disclosure of an incidental finding, the quality of the
disclosure by SPIKES score was the same with iatrogenic vs.
incidental operative findings (1-sided Fisher’s exact = 0.427).
Conclusion: In general, trainees are ill prepared for deliver-
ing bad news, specifically unexpected findings and iatro-
genic injury in biliary tract surgery. Disclosure of iatrogenic
injuries was more challenging when compared to incidental
findings. Junior residents had minimal comfort with disclo-
sure of both incidental and iatrogenic injuries. Senior resi-
dents do better than junior residents at delivering bad news.

P163
ASSESSING QUALITY OF OPERATIVE PERFORMANCE IN
VIRTUAL REALITY LAPAROSCOPIC CHOLECYSTECTOMY BY
TRAINEES, Sudip K Sarker MD,Sanjay Ambagade MD,Maria
Maciocco MD,Bijen Patel MD, Royal Free & Royal London
Hospitals
Aims
There has been an increase number of virtual reality simula-
tors available, aiming to improve the training of surgeons.
However the type of technical skills assessment tool which
can reliably assess trainees of varying experience has not
been evaluated. In this study we compare computer and
human assessment tools of specific technical skills.
Methods
Complete laparoscopic cholecystectomies were assessed.
Two independent observers assessed each operation blindly
using the human specific technical skills likert assessment
tool. Computer based assessed tool used the following:
Totals of movements, path length and average speed of
instruments. Trainees evaluated were: inexperienced, novice
and intermediate.
Results
60 laparoscopic tasks were performed by 30 trainees (10 in
each group). Mean intraclass correlation coefficient for the
assessments between the two independent observers was
0.97, p < 0.05. Construct validity was demonstrated using
ANOVA for the total scores for each operation using the
human based specific technical skills assessment tool, p val-
ues = 0.00. Construct validity was not as conclusive for the
computer assessment tool for the operations, total number
of instrument movements, p = 0.04; total path length of
instruments, p = 0.01; total average speed of instruments, p
= 0.55.
Conclusion
This study demonstrates a stronger construct validity of dif-
ferent grades of trainees using a human based assessment
tool of specific technical skills compared to the computer
parameters. It is important to use a reliable and valid specif-
ic technical skills assessment tool in surgery, as it will allow
feedback and appraisal for trainees.

P164
CAN TRAINEE SURGEONS ACCURATELY SELF-APPRAISE
OPERATIVE PERFORMANCE IN LAPAROSCOPIC SURGERY,
Sudip K Sarker MD,Sanjay Ambagade MD,Maria Maciocco
MD,Bijen Patel MD, Royal Free & Royal London Hospitals
Aims
Appraisal and self-appraisal are important elements of con-
tinual professional development and competency. Surgery
being a dynamic technical speciality an assessment of tech-
nical skills would be beneficial to this process. In this study
we have assessed the reliability of self-appraisal of technical
skills in three groups of trainees.
Methods
A routine laparoscopic operation was chosen, laparoscopic
cholecystectomy. Two independent observers assessed each
operation blindly using a validated specific technical skills
assessment tool assessing the quality of the laparoscopic
cholecystectomy. The trainee then assessed themselves
after the operation. Three groups of trainees were evaluat-
ed, inexperienced, novice and intermediate.
Results
60 laparoscopic cholecystectomies were self-assessed by 30
trainees (10 in each group). As the data was parametric intr-
aclass correlation coefficient (ICC) was used for reliability.
The ICCs between the two independent observers 1 and 2
was 0.97, p < 0.05.The ICCs between the trainee and observ-
er 1 was 0.85, p < 0.05.The ICCs between the trainee and
observer 2 was 0.86, p < 0.05.
Conclusions
In this study we have demonstrated that trainees of varying
expertise and experience can reliably assess themselves
using a structured assessment tool for technical skills. We
aim to assess other procedures including open, laparoscopic
and endoscopic. These preliminary results are promising as
self-appraisal could be useful in training and continual
assessments.

P165
A NOVEL RATING SYSTEM EFFECTIVELY DIFFERENTIATES
RESIDENT SURGICAL PERFORMANCE ON A GASTRECTO-
MY ANIMAL MODEL, Farhad Zeinali MD, Eric L Marderstein
MD,Roy Phitayakorn MD,Jeffrey Marks MD,Michael Rosen
MD,Jeffrey Ponsky,Conor P Delaney MD, Department of
Surgery, University Hospitals Case Medical Center.
Cleveland, OH
INTRODUCTION: Current evaluation of trainee operative
performance is based on overall impressions and rarely
involves objective rating systems. We hypothesized that a
new rating system would objectively differentiate between
residents of variable surgical skill performing a series of
standardized operative steps.
METHODS: Upper level residents were instructed using an
open Billroth II porcine gastrectomy model. The procedure
was deconstructed into a series of discrete steps and a stan-
dardized reporting form was developed for performance
evaluation of each step by a trained observer using Likert
scales for different components of the procedure.
RESULTS: Two residents injured the common bile duct dur-
ing division of the proximal duodenum and these were
scored as major errors. Resident task performance was
divided into thirds for the purpose of analysis. The table
shows that the difference in scores between the Top, Middle
and Bottom performing residents was highly significant
(p<0.01). There was a correlation between time to comple-
tion and performance (103 min for Bottom and 80 min for
Top), but this trend was not signficant due to outliers in both
groups (a small number of residents finished quickly but
performed poorly and vice-versa). Postgraduate training
year did not correlate with score or time to task completion.
Group Name Mean Score p Value
Bottom third 31.5 +/- 1.7 0.002, 0.01
Middle third 36.0 +/- 1.0 0.003
Top third 41.0 +/- 1.4
CONCLUSIONS: Using an open gastrectomy operative train-
ing model, this novel operative-step based rating system
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effectively differentiated resident operative performance into
Top, Middle and Bottom groups. This rating system
enhances the assessment of resident operative skills, and is
an ideal instrument to evaluate the effectiveness of future
operative skills-training curricula

P166
ASSESSMENT OF SKILL IN THE TRAINING SEMINAR FOR
ACQUISITION OF FUNDAMENTALS OF ENDOSCOPIC
SURGERY IN JAPAN, Kazuo Tanoue MD,Satoshi Ieiri
MD,Kozo Konishi MD,Kenoki Ohuchida MD,Daisuke Yoshida
MD,Takanori Nakatuji MD,Goh Anegawa MD,Hideo Uehara
MD,Naotaka Hashimoto MD,Takashi Maeda MD,Makoto
Hashizume MD, Department of Advanced Medicine and
Innovative Technology, Kyushu University Hospital,
(BACKGROUND) Recently, development of an endoscopic
surgery in Japan is remarkable, but surgical complications
by lack of technique and recognition for an endoscopic sur-
gery has become a social problem. Since a professional
education / training for the purpose of medical safe standard
improvement is very important, we regularly perform the
seminar that is specialized in a fundamental manual skill for
young surgeons, at our training center for endoscopic sur-
gery. (SUBJECTS and CONTENTS) By August, 2007, 380 sur-
geons attended in 32 times of the seminars. Training con-
tents are as follows; 1: A basics lecture about endoscopic
surgery, 2: The box training for space perception, coordinat-
ed movement of right/left forceps and a suture/ligation, 3:
Virtual reality training by a simulator, 4: Practical training
using an animal, such as dissection of lymph nodes and
vessels, hemostasis with clipping, ultrasound activated
devise or vessel sealing system, and a repair suturing for
injured organ. Before/after training, we perform our original
technical assessment for trainee. The technical assessment
task using the box trainer and the rubber sheet that a circle
with eight dots inside/outside were printed is as follows; a
trainee sutures between certain dots, and performs the
remaining seven places of continuous sutures along the cir-
cle successively. At last, the trainee ligates twice with an
edge of initial ligation and finishes the task. In each trainee,
a time to finish the task and a trace of both forceps were
recorded, and the distance that was out of needle entry
from the point, a tear of rubber, and a slack of a thread were
recorded as errors. (RESULTS) By skill assessment
before/after training, the trainee who were able to accom-
plish all the task increased to 14 from 0, and the trainee who
were able to accomplish initial suture ligature increased to
97% from 71%. The time to finish the initial suture ligature
was significantly shortened, and average of the continuous
suture number increased significantly. In a trace of forceps,
movement distance decreased with right and left, and speed
increased. However, the average of errors of a tear and a
gap increased after the training. We decided the perform-
ance index (PI) by the formula including the time, errors,
and number of completed suturing. The PI significantly
improved after the seminar, and the PI was tendency to
improve according to the experiences of endoscopic sur-
gery. (CONCLUSION) The assessment system of fundamen-
tal skills are necessary for establishment of education in
endoscopic surgery. Therefore, our training seminar is
important as education of basics stage.

P167
LAPAROSCOPIC INTRACORPOREAL SUTURING AND KNOT-
TING TECHNIQUES-EXPERIENCES OF EDUCATION, Istvan
Gal PhD,Zoltan Szabo PhD, Department of Surgery, Bugat
Pal Univ. Hosp. Gyongyos, Hungary, M.O.E.T Institute, San
Francisco, CA, USA
Acquiring the skills of laparoscopic suturing and knotting
techniques can be considered a prerequisite to learn
advanced laparoscopic procedures. Despite the concept that
developing such skills should be reserved for the younger
generation of surgeons due to the high level of difficulty in
manual skills involved, this has not been the authors’ expe-
rience in training surgeons.
The purpose of our study was to evaluate and compare the

acquisition of intracorporeal suturing and knot tying tech-
niques using reusable instruments in two groups of sur-
geons.
The skills of 31specialists and 28 residents, ranging from 26-
57years of age were compared. Hands-on training work-
shops on advanced laparoscopic procedures were conduct-
ing,ranging from 2 to 2.5 days (18-22 hours) in length.On
the first day theoretical presentations and knot tying tech-
nique demonstrations were performed, followed by practice
by the participants. After each surgeon had practiced the
techniques three times, their performance times were meas-
ured for tying a simple flat knot; the number of erroneous
movements were also noted and evaluated.
The average time for creating a flat knot differed significant-
ly between the two groups. The group of specialists had an
average performance time of 59.2 sec.(8-101seconds),
whereas the residents group had 16.2 sec. performance time
in average(7-31 seconds) showing a significant difference
(p=0.023).The mean number of erroneous movements were
much less in the residents’ group 1.1(0-3) and 3.4(0-9) in the
group of specialists respectively. Following the first round of
evaluations, the participants continued to practice their
skills. On the second day, creating a complete knot( simple
square knot, with a third opposing flat knot) was the next
task. A second set of evaluation was made. The average
performance time for the specialists was 179.2 sec.(65-230
seconds) and in the residents group 151.2 sec.(97-210 sec-
onds) without significant difference between the two
groups.The mean number of erroneous movements were
similar in both groups:5.1(0-9) and 4.9(2-12) respectively.
The authors conclude that the acquisition of laparoscopic
intracorporeal suturing and knot tying technique is depend-
ent on practice rather than whether the surgeon is in train-
ing or not.

P168
BENEFITS OF LAPAROSCOPIC FELLOWSHIP TRAINING: A
SURVEY OF FORMER FELLOWS, Shanu N Kothari MD,Kara
J Kallies BA,Michelle A Mathiason MS, Gundersen Lutheran
Health System
Objective: The goal of this study was to assess the impact of
minimally invasive surgery (MIS) fellowship training on the
fellows’ clinical practice as well as former fellows’ percep-
tion of their experience.
Methods: A survey composed of 50 multiple-choice ques-
tions was e-mailed to 270 former MIS fellows who began a
fellowship in the U.S. between 2000 and 2005. E-mail
addresses were obtained from the industry sponsor of MIS
fellowships (Covidien). All identifying information was kept
confidential.
Results: 215 of the 270 email addresses were valid at the
time of the survey. 64 surveys were completed for a
response rate of 29%. 88% of the respondents were male.
The most frequent reason for choosing an MIS fellowship
was to enhance laparoscopic skills (34%), followed by
improving chances of obtaining a job in a competitive mar-
ket (22%) and improving chances of becoming a future
leader in the field (20%). Laparoscopic procedures currently
performed by former fellows include appendectomy(94%),
cholecystectomy(92%), ventral herniorraphy(84%), colecto-
my(83%), nissen fundoplication (83%), inguinal herniorra-
phy(76%), splenectomy(70%), gastric bypass(62%), lap-
band(61%), common bile duct exploration(52%), adrenalec-
tomy(49%), esophagectomy(11%). 75% reported no training
experience in advanced endoscopic procedures. 85% felt
completion of an MIS fellowship provided an edge on refer-
ral of advanced laparoscopic procedures. 63% reported that
their presence enhanced the laparoscopic experience of sur-
gical resident(s). 91% reported that the fellowship either met
or exceeded their expectations. 75% stated that their fellow-
ship was extremely beneficial to their career and 86% would
recommend their former fellowship to future applicants.
Conclusion: Upon completion of an MIS fellowship, the
majority of former fellows felt the experience was beneficial
with a positive impact on laparoscopic knowledge base,
skills, referrals and career. Long-term followup of all MIS fel-
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low experiences could help tailor fellowships to meet the
needs of future trainees. Further study is necessary to vali-
date these results on a larger scale.

P169
SPEED-ACCURACY TRADEOFF IN VR SIMULATOR WITH
HAPTIC FEEDBACK, Audrey Bell BS,Ethan Mandelup,Steven
D Schwaitzberg MD,Caroline G Cao PhD, Tufts University,
Cambridge Health Alliance
Virtual reality (VR) technology is expected to play an
increasingly important role in laparoscopic surgical training
in the future. Haptic feedback in VR training remains a
debated topic amongst researchers and practitioners. This
study was designed to test the hypothesis that haptics
would improve the control of force application in a virtual
pick-and-place task, especially when the task index of diffi-
culty (ID) is high. Using a laparoscopic tool connected to a
haptic device, subjects transported a ball into a box of vary-
ing sizes (W) at different distances (A) in a virtual environ-
ment. Three indices of difficulty (ID) were used: ID1 (easy),
ID2 (moderate), and ID3 (difficult). ID was determined using
Fitts’ Law (log2 (2A/W)). Ten naive subjects participated in a
2-haptics x 3-ID repeated measures design experiment, per-
forming three trials per condition. Dependent measures
were time, maximum and minimum applied force, and
smoothness of tool motion (force and smoothness were
tracked in three dimensions). Data analysis results based on
analysis of variance and t-tests showed that 1) significantly
lower forces were applied when performing tasks with hap-
tic feedback than without (p < 0.001); 2) significantly lower
forces were applied in the ID1 condition than in the ID3 con-
dition in the y and z dimensions (p=0.025, p < 0.001, respec-
tively); 3) maximum force application in the z dimension
was significantly lower with haptic feedback, the difference
being more pronounced in the easy task than in the other
more difficult tasks (p = 0.015); 4) tool motion was signifi-
cantly smoother in the easy task (ID1) than in the difficult
task (ID3) (p < 0.001). This was true for all three dimensions,
with or without haptics. Time to task completion was not
significantly different, except in the transport phase of the
difficult task (ID3). These results indicate that subjects were
better able to control force application with haptics. The
similarity in the time measure among task conditions sug-
gests a strategy favoring speed over force control in the
absence of haptic feedback. Therefore, it can be concluded
that haptic feedback is important in improving the accuracy
of force application while maintaining the speed (or efficien-
cy) of task performance. The benefit of haptic feedback in
VR training simulators for surgical skill acquisition remains
to be investigated.

P170
LEARNING CURVE IN LAPAROSCOPIC SUTURING WITH
HAPTIC FEEDBACK, Mi Zhou MS,Susan Tse BS,Alex
Derevianko MD,Daniel B Jones MD,Steven D Schwaitzberg
MD,Caroline G Cao PhD, Tufts University, Beth Israel
Deaconess Medical Center, Cambridge Health Alliance
Simulators with haptic feedback may not be justified if its
benefit is not applicable in surgical skills training. We
hypothesized that trainees would reach the first plateau in
their learning curve earlier when trained using simulators
with haptic feedback, compared with those who trained
without haptic feedback. Fifteen novices were randomly
assigned to either the haptics group (n=7) or the no-haptics
group (n=8). They learned to execute an intracorporeal
suture with a square knot over a period of three weeks (1
hour-long session per day, 6 days a week, for 3 consecutive
weeks). Learning curves were plotted using task completion
time. A trend analysis was conducted based on a predicted
mathematical model (S=Smax(1-e^(-slope x Session#)) of
maximum speed (Smax) and slope (slope) of the learning
curve for each successive session (Session#). Subjective
workload assessment for each session was obtained using a
standardized NASA TLX workload questionnaire and ana-
lyzed using t-test. Results showed that performance variabil-

ity in each session for subjects in the haptics condition was
significantly lower (p<0.02) than in the no-haptics condition.
Subjects were significantly faster in the haptics condition
than the no haptics condition (p<0.001 for last finished trial
in each session; p<0.001 for all trials). Predicted maximum
speed was also significantly faster (p<0.04 for last finished
trial in each session, p<0.03 for all trials) with haptics than
without haptics. However, the slope of the learning curves in
the two haptic conditions were not significantly different
(p<0.63 for last finished trial in each session, p<0.58 for all
trials). On average, both groups reached the first plateau
after 5 days of training. Workload was not different with or
without haptics. Even though the durations of the skill
acquisition phase in learning a complex surgical task were
similar, those who learned with haptics were able to per-
form the task faster and more consistently. Our results sup-
port incorporating haptics in the early stages of surgical
skills training.

P171
FACTORS PREDICTING LAPAROSCOPIC SKILL PERFOR-
MANCE, V. Terri Collin PhD,Julio A Clavijo-Alvarez
MD,Giselle G Hamad MD, University of Pittsburgh
INTRODUCTION:
The factors that affect surgical skill development are not
fully understood. There has been growing interest in the
impact of self-assessment on surgical skill performance. The
purpose of this study was to identify the variables that pre-
dict laparoscopic skill performance.
METHODS:
Medical students and surgical residents (n=29) completed a
self-assessment questionnaire regarding their laparoscopic
proficiency. After viewing an instructional video, subjects
were videotaped performing a task. They repeated the task
and completed another self-assessment questionnaire.
Subjects performed two tasks, a rope drill and laparoscopic
knot-tying. Two blinded reviewers evaluated the videotaped
task performances using global rating scores and a task-spe-
cific checklist, measuring the time for task completion and
enumerating errors.
RESULTS:
The interrater reliabilities varied from 0.77 to 0.83 for the
rope drill and from 0.81 to 0.85 for knot-tying. Next, linear
multiple regressions were conducted using a stepwise
method. For the rope drill, pre-task self-assessment scores
were the best predictors of time for task completion (r =
0.76, p <0.05). Prior rope task experience was the best pre-
dictor of skill proficiency as measured by the global rating
score (r = 0.53, p <0.05). For knot-tying, learner level and
post-task self-assessment scores were the best predictors of
time for task completion (r = 0.86, p < 0.05). The learner
level was the best predictor of skill proficiency as measured
by the global rating score (r = 0.64, p <0.05).
CONCLUSIONS:
Self-assessment, prior task experience, and learner level are
the most important variables in predicting laparoscopic skill
proficiency. These results highlight the roles of repetitive
practice and self-assessment in laparoscopic skill develop-
ment; these must be incorporated into an educational cur-
riculum as we prepare for the advent of competency-based
surgical education.

P172
APPLICATION OF VIRTUAL IMAGING TO SUPPORT DIAG-
NOSIS, OPERATIVE PROCEDURES AND EDUCATION IN
LAPAROSCOPIC SURGERY, Mitsuo Shimada MD,Hobuhiro
Kurita MD,Masanori Nishioka MD,Kozo Yoshikawa
MD,Fumiaki Masakiyo PhD,Mitsuru Kubo PhD,Noboru Niki
PhD, Departments of Surgery and Optical Science and
Technology, The University of Tokushima
Introduction: We introduce our integrated circumstances of
virtual imaging to support diagnosis, operative procedures
and education, including a new computer aided diagnosis
system (CADS) to detect metastatic lymph nodes (LNs) in
laparoscopic surgery. Methods: <#1: Picture Archiving and
Communication System (PACS) > The effects of virtual
colonography using only air instead of contrast medium,
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3D-CT, and filmless PASC, were investigated. <#2: Functional
imaging and a new CADS> The accuracy of MD-CT, PET-CT
and diffusion-weighted MRI (DW-MRI) was compared in
diagnosis of metastatic LNs A new CADS of gastrointestinal
LNs is introduced, which was preliminarily developed using
the model of our original CADS for lung cancer. Results:
<#1> Operator and assistants could easily see virtual images
in all terminals, and share important information for surgical
simulation. Thanks to the system, operative time (467 vs 308
min) and blood loss (468 vs 83 ml) were reduced in laparo-
scopic colectomy. Furthermore, the system was useful to
education of medical students and residents, and explana-
tion of surgical procedures to patients. <#2> The accuracy
(sensitivity/specificity) was as follows: MD-CT 85%/81%; DW-
MRI 64%/90%; and PE-CT 6%/100%. A new CADS could
demonstrate intraabdominal LNs (Figure). Now, algorism for
diagnosis of metastatic LNs is trained to gain the accuracy
of predictability. Conclusions: Our integrated system was
useful to support diagnosis, operative procedures and edu-
cation in laparoscopic surgery. Furthermore, our CADS to
detect metastatic LNs is expected to be a promising sup-
porting tool.

P173
PROFICIENCY-BASED FLS SKILLS TRAINING RESULTS IN
DURABLE PERFORMANCE IMPROVEMENT AND UNIFORM
CERTIFICATION PASS RATE, Mouza T Goova MD,E. Matt
Ritter MD,Seifu T Tesfay MS,Elisabeth A Pimentel BA,Robert
Hartzler BS,Daniel J Scott MD, Southwestern Center for
Minimally Invasive Surgery, UT Southwestern Medical cen-
ter, Dalls, Texas. Uniformed Services University, Bethesda,
Maryland
Introduction: We have previously documented a 100% certi-
fication pass rate immediately following a proficiency-based
skills training curriculum for the Fundamentals of
Laparoscopic Surgery (FLS) program. The purpose of this
study was to determine the durability of skills acquired after
initial training.
Methods: Novice medical students (n=21) were enrolled in
IRB-approved protocols at 2 institutions. As previously
reported, all participants successfully completed a struc-
tured proficiency-based training curriculum by practicing the
5 FLS tasks in a distributed fashion over a 2-month period.
Pre and post-testing were conducted and standard FLS test-
ing metrics were used. Participants returned for repeat post-
testing at 6 and 13 months following initial curriculum com-
pletion. Participants had no additional skills lab training and
had minimal clinical laparoscopic exposure. Data are report-
ed as mean ± s.d. (p< 0.05 considered significant).
Results:

n= Score Pass Rate
Pre-Test 21 125.8 ± 75.1 0%
Post-Test 21 468.4 ± 24.3 100%
6 Months 19 436.1 ± 28.7 100%
13 Months 15 425.5 ± 34.9 100%
Trainee performance significantly improved (p <0.001) after
initial training. Participants retained a very high level of per-
formance at 6 months (93% retention of post-test score) and
13 months (91% retention of post-test score). Performance
at both retention testing intervals was sufficient to pass the
certification exam (270 cutoff score for passing) with a com-
fortable margin. There were no significant differences in
performance at any time points between the two institu-
tions.
Conclusions: The proficiency-based FLS skills curriculum
reliably results in a high level of skill retention, even in the
absence of ongoing simulator-based training or clinical
experience. This curriculum is suitable for widespread
implementation.

P174
FLS TEST IS TRANSFERABLE TO PROMIS SIMULATOR, Eric
S Hungness MD,Albert Amini BA,Deb E Rooney MS,Eric T
Volckman MD,Nathaniel J Soper MD, Feinberg School of
Medicine, Northwestern University, Chicago, IL
INTRODUCTION: The McGill Inanimate System for Training
and Evaluation of Laparoscopic Skills (MISTELS) is com-
prised of five tasks with an objective scoring system, and
has been incorporated by SAGES in their Fundamentals of
Laparoscopic Surgery (FLS) program. MISTELS has high
inter-rater and test-retest reliability and correlates with oper-
ative skill. However, the FLS program is labor intensive,
requiring a trained proctor. The ProMIS simulator allows for
assessment of physical tasks (instrument path length and
instrument smoothness) through instrument tracking tech-
nology. We hypothesized that the FLS scores obtained in the
ProMIS simulator as well as ProMIS metrics would correlate
with standard FLS scoring. METHODS: Twenty general sur-
gery residents (13 junior and 7 senior) had baseline laparo-
scopic skills assessed using MISTELS in the standard FLS
and ProMIS simulators (pre-test). Nine junior and 4 senior
residents had a post-test after four weeks of training. Tasks
were scored by FLS and ProMIS metrics. Total path length
(TP) and total smoothness (TS) were calculated by adding
the path lengths and smoothness of each individual task.
ANOVA was used to compare the mean (SD) of total and
individual task scores for pre- and post-tests in the FLS and
ProMIS simulators. Student’s t-test was used to compare
ProMIS metrics. Pearson’s correlations were calculated for
standard FLS scores in relation to ProMIS FLS scores, TP
and TS. Significance was defined as p < 0.01. RESULTS: All
residents showed statistically significant improvement in
post-test total and individual task FLS scores on either the
FLS or ProMIS simulator. 100% and 88% of residents
achieved passing post-test scores on the FLS and ProMIS
simulator, compared to 30% and 29.2% on the pre-test.
There was no difference in junior and senior resident post-
test scores (87.6 vs 79.1). ProMIS path length and smooth-
ness were significantly reduced across all tasks (range 14-
68%). Total ProMIS FLS scores (0.729), TP (-0.753) and TS (-
0.769) significantly correlated with total standard FLS simu-
lator scores. All residents with TP < 4000mm or TS < 6000
achieved a passing total FLS score. CONCLUSIONS: All sur-
gical residents achieved a passing FLS score after a 4-week
laparoscopic skills curriculum. FLS tasks are transferable to
the ProMIS simulator with traditional FLS scoring and intrin-
sic ProMIS metrics being good measurement tools. A
ProMIS total path length <4000 mm or total smoothness
<6000 reliably predicts a passing FLS score.

P175
PRE-TRAINING ON VIRTUAL REALITY PRIOR TO THE FUN-
DAMENTALS OF LAPAROSCOPIC SURGERY (FLS): IS IT
BENEFICIAL? Elisabeth A Pimentel BA, Marion Powell BS,
Mark W Bowyer MD, E. Matthew Ritter MD, National Capital
Area Medical Simulation Center, Norman M. Rich
Department of Surgery, Uniformed Services University,
Bethesda Maryland
Introduction: We previously reported a proficiency-based
Fundamentals of Laparoscopic Surgery (FLS) skils curricu-
lum. We hypothesized that pre-training on virtual reality
trainers would decrease the number of trials needed to
attain the proficiency levels in this FLS curriculum. 
Methods: All subject groups followed this general algo-
rithm, FLS pre-testing, proficiency-based training using a
virtual reality (VR) trainer, FLS proficiency-based training,
and final FLS post-testing. Group I (MS1-2, n=8) underwent
VR training on the MIST-VR (Minimally Invasive Surgical
Trainer- Virtual Reality). Group II (MS1-2, n=9) trained with
the RFST (Rapid Fire/ Smart Tutor) system. Group III (MS1-3,
control, n=11) served as control and skipped the VR training
step. Results: Group I and Group II achieved proficiency in
all tasks during the virtual reality training. Group I and
Group III achieved a 100% pass rate on the final FLS test
with Group II receiving a 90% pass rate. No significant dif-
ferences were detected between the three groups for total
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number of trials required to complete the curriculum, total
scores on the final test, or training costs. 

I- MIST VR II - RFST III - Control
Pre-test score@ 5.4 ± 13 49 ± 59 46 ± 60
Total # trials* 134 ± 15 111 ± 33 123 ± 36
Posttest score^ 464 ± 23 454 ± 48 454 ± 26
Training cost $ $935 ± 205 $892 ± 259 $1010 ± 333
@ p = 0.11, * p = 0.31, ^ p=0.81, $ p = 0.39
Conclusions: Proficiency based pre-training on abstract vir-
tual reality trainers did not significantly decrease the total
number of trials or training costs required to complete the
FLS curriculum. Abstract VR training does not appear to be
beneficial for this type of application.

P176
CURRENT STATUS OF LAPAROSPIC EDUCATION AND
TRAINING IN UNITED STATES SURGICAL RESIDENCY PRO-
GRAMS. ARE WE DOING ENOUGH?, Kimberley E Steele
MD,Jerome Lyn-Sue MD,Gregory P Prokopowicz MD,Yvette
Young MD,Thomas Magnuson MD,Michael A Schweitzer
MD, Johns Hopkins University School of Medicine
Background: The amount of laparoscopic training provided
to surgical residents varies widely from institution to institu-
tion. Consequently, the ability to safely perform complex
laparoscopic procedures also likely varies. Nonetheless,
graduating residents are expected to perform laparoscopic
procedures independently without additional training. The
extent to which residents are adequately trained for such
procedures is unclear. Methods: An online survey, approved
by our IRB, was distributed to all surgical residency program
directors in the U.S. Data obtained included residency set-
ting, size, number of residents seeking fellowship training,
and type of laparoscopic training offered to residents.
Program directors were asked which procedures graduating
residents should be performing without further training. The
effect of the 80 hour work week, protected time for skills
development, use of a structured curriculum, and the pres-
ence of laparoscopic fellows on laparoscopic training was
investigated. Results: 99 of 251 programs(39%) responded
to the survey. 64(64.7%) were academic programs,
27(27.3%) were community based academic affiliated pro-
grams and 7(7.1%) were community based non academic
programs. The majority of programs(86.6%) incorporated a
surgical simulation lab in residency training. Training strate-
gies included use of a training box(96.5%), computer simu-
lation/virtual reality(50%), and animal mod-
els(66.3%).35(35%) programs used the Fundamentals of
Laparoscopic Surgery(FLS) as their main curriculum. All pro-
gram directors expected their residents to be proficient in
performing laparoscopic cholecystectomy and appendecto-
my upon completion of their training. Most program direc-
tors also expected graduates to be proficient in diagnostic
laparoscopy(93.9%), ventral hernia repair (83.8%) and
inguinal hernia repair (76.8%). For procedures of moderate
complexity, the expectations varied as follows:Nissen fundo-
plication(74.8%), right hemicolectomy(70.7%) and colosto-
my(65.7%). 45% of the programs had an affiliation with a
laparoscopic fellowship program and over half of the pro-
gram directors surveyed felt that the presence of a minimal-
ly invasive fellow had an impact on resident case numbers.
The 80 hour work week was thought to impact variably on
the residents’ ability to achieve the required case numbers
with 36% of program directors reporting a moderate to
great degree of impact. Conclusion: Laparoscopic training
for surgical residents has become universal. However,
teaching methods and time devoted to laparoscopic training
vary widely. Use of the FLS curriculum was lower than
expected and there was no standardization of laparoscopic
curricula. Despite this, residents were expected to compe-
tently perform complex laparoscopic procedures. Use of a
standard curriculum and verification of proficiency in laparo-
scopic skills should be required to ensure safe operating
practices.

P177
TRANS-ORAL TECHNIQUE FOR GASTROJEJUNOSTOMY IN
LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS CAN EASE
LEARNING CURVE AND REDUCE COST, L. Felipe
Chavarriaga MD,Michael Cook MD,Brent White MD,Louis
Jeansonne MD,Nana Gletsu PhD,Cheryl B Parker RN,John
Sweeney MD,S. Scott Davis MD,Edward Lin DO, EMORY
University - Endosurgery-Bariatric Unit
Background: The stapled gastrojejunostomy of the laparo-
scopic Roux-en-Y gastric bypass (LRYGB) can be created by
linear stapling techniques or by a circular stapler. In the cir-
cular stapling technique, the anvil of the stapler can be
introduced into the pouch trans-abdominally or pulled down
the esophagus (trans-orally) by attachment to a modified
gastric tube. The purpose of this study is to determine if
using the trans-oral technique to pass the anvil will reduce
operative time and cost compared with the trans-abdominal
technique, which requires creating a new gastrotomy to
insert the anvil followed by closure of the gastrotomy.
Methods: We compared 40 consecutive LRYGB procedures
performed by the same surgeons; first 20 cases were per-
formed by trans-abdominal anvil insertion, followed by 20
cases using trans-oral anvil insertion. The first 10 trans-oral
cases were assisted by fellows in their last month of training
and the remaining by fellows in their first month of training.
Surgery duration, number of staplers used, and operative
costs were compared. Complications (bleeding, leaks, anas-
tomotic strictures, ulcers, wound infections, length of stay)
were also evaluated. Data are expressed as mean ± SD.
Results: Both groups were comparable in age, sex, preoper-
ative BMI, and co-morbidities. Mean operative time between
the trans-oral and the trans-abdominal technique was not
different (168.4 min ± 34.7 and 172.3 ± 21.2 respectively; p=
0.68) even though the first 10 trans-oral cases were assisted
by experienced fellows in their last month of training and
the next 10 by new fellows. Supply costs per patient were
higher for the trans-abdominal technique ($ 3085 ± 249.2)
compared with the trans-oral technique ($ 3085 ± 249.2 and
$2859.7 ± 48.8 respectively; p: 0.037). The average number
of linear staplers used by the trans-oral technique was
reduced by 4± 1. Postoperative complications and length of
stay were not statistically different.
Conclusions: The trans-oral technique for placing the circu-
lar stapler anvil in LRYGB is safe, and appears to have an
easier learning curve. Although, operative time for both
techniques was not statistically different, there is reduction
in the number of staplers used and overall cost.

P178
EVIDENCE BASED MEDICINE- DOES LOCAL CLINICAL
RESEARCH IMPACT ON LOCAL CLINICAL MANAGEMENT?
A PRELIMINARY INVESTIGATION, Kara B Wanchick MD,Paul
A Lucha DO, Naval Medical Center, Portsmouth Virginia
BACKGROUND There is a large amount of variation in the
degree to which practice guidelines and clinical research
(evidence based medicine (EBM)) are used in daily patient
management. Many attribute the variation to difficulty stay-
ing current with the volume of material published every
year and a poor understanding of statistical analysis. Recent
attention has been focused on EBM generated at specific
institutions where the staff does not adopt the practice pat-
terns supported by the EBM. Two randomized blinded trials
comparing laparoscopic appendectomy (LA) to open appen-
dectomy (OA) were completed at our institution in 1998 and
2006. Despite the outcome of these studies, the volume of
laparoscopic procedures has increased dramatically.
METHODS The protocol design was reviewed and approved
by the Institutional Ethics Committee. A retrospective review
of appendectomies performed at our institution was con-
ducted beginning in 1998 and ending in 2006. CPT codes
were queried in an effort to determine surgical approach
used (LA vs. OA). An anonymous interned based survey was
distributed to all members of the Department of Surgery, to
include those who participated in the above mentioned tri-
als. Questions included preferred surgical approach in chil-
dren, males, females, and obese adults. Questions also



221 www.sages.org

S
A

G
E

S
2

0
0

8
SAGES 2008 Poster Abstracts
addressed perceptions regarding the quality of the clinical
trials performed at our institution as well as knowledge of
the results of the same trials.
RESULTS 12% of the appendectomies performed in 1998
were LA, by 2006, over 70% were LA. Of the responders,
over 50% were board certified and 37% were subspecialty
trained. The majority of surgeons reviewed were comfort-
able with either approach (OA or LA) and all felt that there
was sufficient volume to maintain their surgical skills. Most
preferred the LA approach citing various reasons including
better visualization of the pelvic structures and surgeon
comfort. The majority (79%) were aware of the locally pro-
duced EBM which did not support LA as the procedure of
choice.
CONCLUSIONS Despite a high degree of comfort with either
procedure, and locally generated EBM regarding the lack of
clinical superiority and economic inferiority of the LA, this is
still the preferred treatment for patients with acute appen-
dicitis by our surgeons for a variety of reasons which are
not supported by the EBM.

P179
DEMONSTRATION OF INCREASING LAPAROSCOPIC CLINI-
CAL SKILL OVER TIME: USE OF A NEW NETWORK-BASED
RESIDENT ASSESSMENT TOOL., Eyad M Wohaibi MD,David
W Lin MD,David B Earle MD,Neal E Seymour MD, Baystate
Medical Center, Department of surgery, Tufts University
School of Medicine, Springfield, MA, USA
Background: The assessment of resident skill in laparoscop-
ic surgery under actual clinical conditions is a difficult, but
increasingly mandated process. We sought to demonstrate
the utility of a new computer-based assessment tool to cap-
ture predictable incremental increases in resident skill over
time. Methods: Using a network-based database instrument,
performance of a group of 6 residents in a single postgradu-
ate (PG) year at Baystate Medical Center, Springfield, MA,
was assessed for 26 months starting from first day of
employment (July 2005 - August 2007) for laparoscopic
appendectomy (n=31) and cholecystectomy (n=31). This net-
work-accessed multi-item assessment application (OpRate©
application in Microsoft Visual C language interfacing with
enterprise Oracle database) permits the in-OR entry by the
supervising attending surgeon of data pertaining to 4 items
of preoperative preparedness and 4 items of technical skill
evidenced by the resident during the procedure. Overall per-
formance was expressed as a mean of all items for each
assessed case. Data were analyzed by multiple regression
analysis, Spearman rank correlation, and Mann-Whitney
test. Results: For the first 26 months of residency, OpRate
evaluations showed a progressive increase in skill for
laparoscopic appendectomy (2.7±0.2 for months 1-12 vs.
3.4±0.1 months 14-26), with a high degree of correlation
between training month and overall performance value
(Spearman R=0.53, p=0.002). Similar performance progres-
sion was not seen for laparoscopic cholecystectomy
(Spearman R=0.21, p=0.26; 5±0.1 for months 2-12 vs. 3.4±0.1
months 13-25). Conclusions: OpRate assessment of perform-
ance from onset of residency to beginning of 3rd PG year
enables incremental performance improvement to be
detected for laparoscopic appendectomy for this pooled
group of residents. We suspect experience with laparoscop-
ic cholecystectomy, an arguably difficult case for this level
of resident, was insufficient to detect meaningful perform-
ance increases. We assume longer term use will enable per-
formance tracking for individual residents and for a broader
range of procedures.

P180
EYE TRACKING AS A TOOL TO MEASURE LAPAROSCOPIC
SKILL, Gary Gecelter MD, David S Shin MD,Casey Seideman
BS,George DeNoto MD,Eugene Rubach MD,Louis R
Kavoussi MD,Lee Richstone MD, North Shore/Long Island
Jewish Health System
Objective of the Study: To determine if eye tracking technol-
ogy can be used to accurately assess laparoscopic skill.
There remains a continued lack of objectively determining

the skill level of a laparoscopic surgeon. We are investigat-
ing eye tracking as a means to objectively determine the
laparoscopic skill level of the surgeon.
Methods and Procedures: The Eyelink II eyetracker (SR
Research, Canada) was used to record 7 eye metrics, includ-
ing blink rate (L/R), saccades (L/R), pupil diameter (L/R) and
convergence/divergence of the eyes. Eye metric data was
captured 250 times per second. Based on the 7 eye metrics,
discriminant function analysis (DFA) was employed in order
to determine if each single second of eye tracking data
could be identified as that of “expert” surgeon. In addition,
gaze tracings were compared between surgeons of different
experience levels. Colon mobilization has been studied and
we are currently evaluating cholecystectomy.
Results: We analyzed 14,966 seconds of eye tracking data
captured during colon mobilization including novice
(n=6686s), intermediate (n=5752s) and expert (n=2528s) sur-
geons. DFA correctly identified the experts’ eye metric data
as that of an expert surgeon in 88 to 99% of seconds, inter-
mediate eye metric data in 37-57% of seconds, and novice
surgeon data in only 11 to 25% of seconds. Eye tracking reli-
ably distinguished novice from expert eye metrics (p<0.05).
Gaze tracings demonstrated that expert surgeons focus their
gaze on a more limited field of view.
Conclusion: Our data demonstrate construct validity for eye
tracking, in that eye metrics correlate with laparoscopic
experience and skill level. Eye tracking is a novel method to
measure laparoscopic experience and may provide the basis
for an objective surgical assessment tool in the future.

P181
NO CORRELATION BETWEEN SELF-REPORTED MUSICAL
INSTRUMENT EXPERIENCE AND GAINS IN SELF-CONFI-
DENCE LEVELS OF TRAINEES UNDERGOING BASIC SKILLS
TRAINING IN MINIMALLY INVASIVE SURGERY, John Paige
MD,Tong Yang MD,Yarong Tang BS,Rodney Hoxsey
MD,Alan Marr MD,Sharon Weintraub MD,John Hunt
MD,Sheila Chauvin PhD, Louisiana State University Health
Sciences Center
Background: Reduced tactile sensation, two-dimensional
depth, and the fulcrum effect make minimally invasive sur-
gery (MIS) a challenge to teach and learn. Although video
game experience appears to enhance MIS skills acquisition,
the effect of prior experience in other complex motor skills
is less clear. We examined if previous experience playing
musical instruments contributed to self-confidence for MIS
skills acquisition.
Methods: From March to July, 2005, a total of 108 medical
students, general surgery residents, and obstetrics/gynecol-
ogy residents underwent instruction in three basic tasks
(two-handed peg transfer, one-handed peg transfer, key
threading) on an inanimate box trainer during a single ses-
sion. Participants provided pre-session information regard-
ing experience with musical instruments. They also com-
pleted pre- and post-session questionnaires using a 5-point
Likert scale focusing on self-confidence in performing vari-
ous objectives-related basic MIS skills. Total mean scores
and mean gains were calculated. T test was used to deter-
mine the effect of prior musical instrument experience on
self-confidence.
Results: Three participants failed to complete a pre-session
questionnaire, leaving useable data from 105 individuals.
Participants reporting prior experience with musical instru-
ments had statistically significant higher pre-session self-
confidence scores for only two of twelve items measured
compared to those without such experience. Mean gains in
self-confidence after training were similar for participants
with previous musical experience and those who did not
(0.60 ± 0.65 vs. 0.69 ± 0.67, p = 0.68).
Conclusion: A prior musical background does not appear to
correlate with gains in self-confidence levels in trainees
undergoing basic skills training in minimally invasive sur-
gery.
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P182
CHARACTERIZATION OF RAPID PERFORMANCE IMPROVE-
MENT ON A COMPLEX LAPAROSCOPIC TASK USING A VIR-
TUAL-REALITY TRAINER IN THE SAGES LEARNING CEN-
TER, David W Lin MD,John R Romanelli MD,Xuan M Luu
MD,Ron W Bush BS,Neal E Seymour MD, Baystate Medical
Center, Springfield, Massachusetts, Tufts University School
of Medicine, Boston, Massachusetts
Background: The SAGES Learning Center offers the oppor-
tunity to expose surgeons of varying backgrounds to new
training methods. We used this venue to assess surgeons¡ı
initial performance on a virtual reality (VR) trainer and to
determine if this brief initial exposure is associated with
capacity for learning and perception of educational value.
Methods: Attendees of the SAGES Learning Center were
invited to perform laparoscopic suturing and knot-tying
using a SurgicalSIM (METI, Sarasota, FL, SimSurgery AB,
Oslo, Norway) VR trainer with measurement of task time,
instrument tip path length, and error quantity. Prior to start-
ing, participants characterized themselves as expert or non-
expert and defined their laparoscopic experience (number of
basic and advanced cases). Perceptions of the quality of the
simulator experience (realism, educational value) were sur-
veyed after simulator use (7 items, 5 point scale). Results:
Data from 26 non-expert and 10 expert users were gathered.
85% of non-experts and 100% of experts completed at least
2 iterations of the task. Data table shows performance meas-
urements collected from the simulator (mean±SEM).

From the exit survey participants defined SurgicalSIM as
educationally valuable (4&#xB1;0.2) but defined the realism
of the experience with intermediate values (3.2-
3.7&#xB1;0.2). Conclusions: The SurgicalSIM trainer was an
excellent discriminator of expert and nonexpert perform-
ance based on time, but also showed path length and error
expert and non-expert performance differences for at least
one of the task trials. This confirms construct validity for ini-
tial uses. SAGES Learning Center attendees showed per-
formance characteristics and capacity for performance
improvement consistent with their self-characterized experi-
ence level. In order to obtain sufficient data to establish
meaningful learning curves, inducements for longer periods
of Learning Center participation ought to be considered.

P183
SIMULATOR MOTION ANALYSIS METRICS DO NOT ADD TO
FLS SCORE IN PREDICTING INTRAOPERATIVE LAPARO-
SCOPIC PERFORMANCE., G Sroka MD,L S Feldman MD,J
Cao PhD,P Kaneva MSc,G M Fried MD, McGill University,
Montreal, Canada
Background: There is interest in the use of simulation for
the assessment of laparoscopic skills. We have previously
demonstrated good correlation between FLS simulator per-
formance and intraoperative performance. Motion analysis
metrics can discriminate between surgeons of different
experience levels. We investigated whether the addition of
motion analysis to the basic FLS simulator score improved
the prediction of intraoperative performance.
Methods: 17 surgeons (12 novice (PGY1-3) and 5 experi-
enced (PGY 4+)) performed the 5 FLS tasks plus a cannula-
tion task in the Pro-MIS simulator. The FLS tasks were
scored in the standard fashion, and the ProMIS motion
analysis metrics (instrument smoothness and path length)
were recorded. Subjects were also assessed intraoperatively
using a previously validated global rating scale (GOALS)
during dissection of the gallbladder from the liver bed as
part of laparoscopic cholecystectomy. Linear regression
analysis was used to assess the independent contributions
of surgical experience, FLS scores and motion analysis met-
rics to the prediction of intraoperative GOALS score. p<0.05
was considered statistically significant.
Results: Both FLS score (p=0.004) and surgical experience

(p=0.009) were independent predictors of the GOALS score.
The model was not improved by the addition of path length
(p=0.81), smoothness (p=0.81) or both (p=0.97).
Conclusions: This study confirms that FLS simulator score
and surgical experience independently predict performance
of dissection of the gallbladder from the liver bed. Motion
analysis metrics do not have an additive value in this model.

P184
SUSTAINING LAPAROSCOPIC SUTURING PROFICIENCY BY
MAINTENANCE TESTING, James R Korndorffer Jr MD,
Charles F Bellows MD, Tulane Universtiy Health Sciences
Center
Introduction: Proficiency-based training for laparoscopic
suturing has been shown to translate to improved perform-
ance in the OR. However, testing to maintain proficiency in
resident training programs has not been established. The
purpose of this study is to determine the efficacy of a main-
tenance testing curriculum for resident skill retention.
Methods: Surgical residents, previously trained to proficien-
cy on a validated suturing model (FLS type videotrainer),
were scheduled to return for proficiency testing every 3
months. If proficiency was demonstrated by a score of 512
or greater on 2 of 3 attempts, no additional training was
required for three months. If proficiency was not demon-
strated, subjects trained the following week until the profi-
ciency score was achieved on 2 consecutive attempts and 10
additional attempts and then resumed proficiency testing
every three months. Due to multiple factors including dis-
placement of residents secondary to Hurricane Katrina,
some proficiency testing occurred at intervals greater than 3
months. Success rate and scores of the Group I (testing < 6
months) and Group II (testing > 6 months) were compared.
Results: Group I consists of 4 residents performing 6 main-
tenance testing events and group II consists of 3 residents
performing 5 maintenance testing events. 100% of Group I
were successful in showing proficiency and 20% of Group II
were successful. Mean score of Group I (514 ± 29) was sig-
nificantly better than Group II (400 ± 135). p < .001 Mean
time between testing for Group I ( 3.2 ± 2.6 months) was
significantly shorter than Group II ( 21.8 ± 12 months) p <
0.005.
Conclusion: Skill maintenance testing, after laparoscopic
suturing proficiency is obtained, should occur at least every
6 months. Resident training curricula should incorporate
mandated testing (and training as needed) for residents
every 6 months.

P185
THE VALUE OF MOTION METRICS FOR PROFICIENCY-
BASED TRAINING ON A VR SIMULATOR, Dimitrios
Stefanidis MD, Christian Walters MD,Christina Acker BS,B
Todd Heniford MD, Carolinas Medical Center
Background: Virtual reality laparoscopic simulators have
proven effective for the acquisition and transfer of laparo-
scopic skill and offer the advantages of automatically
recording participant performance, providing feedback, and
minimizing the need for instructor involvement. Such simu-
lators offer multiple performance metrics but their impor-
tance for proficiency-based training is poorly understood.
The objective of this study was to investigate the value of
motion metrics during a proficiency-based laparoscopic vir-
tual reality simulator curriculum.
Methods: Novices (n=7) were enrolled in an IRB approved
protocol. Participants followed a proficiency based curricu-
lum on the 9 basic laparoscopic tasks of the Lap Mentor vir-
tual reality (VR) simulator. Expert performance levels were
established for all tasks and for all metrics at the beginning
of the study. The training goal was based on time and errors
and consisted of average expert performance + 2 standard
deviations for each task. The number of repetitions to
achieve the proficiency level in two consecutive attempts for
each metric was recorded. We recorded which metric was
the most difficult to achieve the expert levels in. Inability to
achieve the motion levels by the end of training was consid-
ered evidence for the value of the motion metrics as their
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incorporation into the training goals would have likely
extended training duration. Results are reported as mean ±
sd. P<0.05 was considered significant.
Results: Participant age was 22 ± 2 years, 71% women, and
86% right hand dominant. Overall, participants performed
30 ± 12 repetitions per task. Compared to their baseline, all
participants improved their performance significantly at
training completion according to all metrics (p<0.001 for all
comparisons). While 71% of participants achieved the profi-
ciency levels for time and errors in all tasks after 21 ± 11
repetitions, no one was able to achieve the motion profi-
ciency levels in all tasks by the end of training. Furthermore,
there was no uniformity in the most difficult to achieve met-
ric as it varied depending on the task.
Conclusions: Motion metrics may be more difficult to
achieve compared to the traditional metrics of time and
errors during a proficiency-based VR simulator curriculum.
Different metrics may be more important for different tasks.
Additional larger studies are needed for the better under-
standing of the currently used metrics by virtual reality sim-
ulators. Furthermore, the importance of individual metrics
for skill transfer to the OR needs to be investigated.

P186
A REALISTIC AND A VIRTUAL REALITY LAPAROSCOPIC
INCISIONAL HERNIA REPAIR SIMULATOR OFFER COMPLE-
MENTARY TRAINING WITH ACCEPTABLE WORKLOAD,
Christian Walters MD,Todd B Heniford MD,Christina Acker
BS,Dimitrios Stefanidis MD, Carolinas Medical Center
Background: National basic laparoscopic skills curricula
have been developed and are being incorporated into train-
ing programs. Additional procedural based simulator curric-
ula are needed. Our aim was to compare two laparoscopic
ventral hernia simulators.
Methods: Novices (n=7) were enrolled in an IRB approved
protocol. They trained to proficiency on the 9 basic laparo-
scopic tasks of the Lap Mentor virtual reality (VR) simulator
and performed at least 6 repetitions on all Fundamentals of
Laparoscopic Surgery tasks. They then received instruction
on laparoscopic incisional hernia repair and were asked to
perform two repetitions on the VR laparoscopic incisional
hernia repair module of the Lap Mentor simulator and two
on a novel custom made box-trainer (BT) laparoscopic inci-
sional hernia simulator. The metrics generated by the Lap
Mentor were used for performance assessment for the VR
procedure whereas task time and newly defined objective
mesh placement error metrics were used for the box-trainer.
Participants completed a questionnaire at the end of the
study comparing the laparoscopic incisional hernia proce-
dures on the two simulators and their workload was
assessed using the NASA-TLX questionnaire. Results are
reported as mean ± sd. P<0.05 was considered significant
Results: Participant age was 22 ± 2 years, 71% women, and
86% right hand dominant. Their performance improved
between the first and second repetitions on both simulators
according to most metrics indicative of a learning curve.
Participant workload was 80 ± 13 for BT vs. 73 ± 13 for VR
(p=0.08) with significant differences for physical demand (12
± 3 vs 8 ± 3, respectively; p<0.01) and effort invested (16 ± 2
vs 12 ± 4, respectively; p<0.02). Participants indicated that
both simulators were valuable training tools and that train-
ing on both simulators was complementary and superior to
each of them alone.
Conclusions: This pilot study demonstrates that training on
two laparoscopic incisional hernia repair simulators is feasi-
ble, valuable for trainees, and associated with acceptable
workload. Training on both the realistic and virtual reality
simulated procedures is complementary and may potentiate
trainee learning. Further study is needed to demonstrate the
validity of these simulators and of their metrics.

P187
FIVE YEAR EXPERIENCE IN LAPAROSCOPIC APPENDECTO-
MY IN A PRIVATE GENERAL HOSPITAL IN MEXICO CITY,
jorge fernandez MD,jesus iniguez MD,gonzalo vargas
MD,armando baqueiro MD,jose m gomez MD, Hospital
Espanol de Mexico
Five year experience in laparoscopic appendectomy in a pri-
vate general Hospital in Mexico City
Objetive.- To describe the surgical approach and laparoscop-
ic management of acute appendicitis, report and compare
our results with the literature.
Methods.- We review and included all laparoscopic appen-
dectomy procedures (L.A.P.) in a five year period realized in
Hospital Espanol in Mexico City. Statistical analysis was
made with SPSS software. Results were compared with
other series in the literature.
Results.- We realized 422 L.A.P., 240 in female and 182 in
male patients, with a 35.17 median overall age. 14 patients
were 64 years or older and 54 had am BMI - 25.
Fibrinopurulent appendicitis was present in 173 cases, in all
422 patients simple appendicular base ligature was made,
median surgical time was 74.64 minutes, 14 conversions to
open appendectomy were realized. In 20 patients other diag-
nose than acute appendicitis was made and we successfully
managed 90% by laparoscopic mean. The median use of
analgesics and antibiotics was 8.1 and 3 doses respectively.
The surgical site infection rate was 2.1%. Median postopera-
tive length of stay was 69.09 hours.
Conclusions.- Laparoscopic Appendectomy is safe. Results
in our hospital experience is comparable with available liter-
ature.

P188
TELESIMULATION: A NOVEL METHOD OF TEACHING FLS
IN AFRICA, Allan Okrainec MD,Georges Azzie MD,
Department of Surgery, University of Toronto
Objective: Telesimulation (TS) is a novel concept that uses
the internet to link simulators between an instructor and
trainee in different locations.The objective of this study was
to determine if TS could be used to teach FLS from Canada
to Botswana, Africa. Methods: Pre-test FLS scores were
obtained for each surgeon during a first visit to Botswana.
For the TS, one FLS box was located in both Toronto,
Canada, and Gabarone, Botswana. The setup was identical
at each site: the FLS camera was connected to a television
using an S-video cable, and to a laptop using a USB cable,
allowing the FLS camera to be used as a webcam. A second
webcam was used to display an external image of each per-
son on the FLS. Skype software was used to establish a
video connection between both FLS cameras and the exteri-
or webcams. The instructor and the trainee could speak to
each other and see themselves and each other’s FLS boxes
in real time.(Figure) Results: A total of 6 TS sessions were
held between 9 surgeons in Botswana and 2 FLS instructors
in Toronto. Instructors were able to teach, demonstrate, and
provide feedback on all 5 FLS tasks performed by surgeons
in Botswana. Preliminary data suggests that all FLS tasks
could be scored accurately from Canada and that trainees
improved over the course of the study. Conclusions:
Telesimulation is a novel, practical and inexpensive method
for teaching FLS in Africa which can be applied to any coun-
try in the world with internet access. Final data with post-
test FLS scores will be obtained on a future trip to Africa to
determine if telesimulation is an effective method for teach-
ing and certification of FLS.
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P189
LTS2000-ISM60, AN INNOVATING LAPAROSCOPIC PHYSI-
CAL SIMULATOR: VALIDATION IN GENERAL SURGERY,
AND UROLOGY ACCORDING TO LAPAROSCOPIC EXPERI-
ENCE LEVEL AND LEVEL OF FORMATION., Andrée
Sansregret MD,Elspeth McDougal MD,Joseph Ogbern
MD,Robert Gagnon MS,Maryse Lagacé RN,Harrith Hasson
MD, 1,5, University of Montreal, Montreal, QC, Canada;
3University of California, Irvine, California,USA; 4University
of Montreal, Montreal, QC, Canada; 2,6University of New
Mexico, Alburquerque 87120, USA.
Background: Laparoscopic surgery has created an obstacle
to traditional teaching of surgical skills. To invest in a simu-
lator is a large responsibility for a teaching institution. The
LTS 2000-ISM60 is a computer enhanced video-laparoscopic
training system. The purpose of this multicentric multi spe-
cialty study was to validate LTS according to laparoscopic
experience level and level of formation in three surgical spe-
cialties: general surgery, gynaecology and urology.
Methods: Participants (n=41) were medical students, resi-
dents, fellows and attending from general surgery, gynae-
cology and urology. They were classified in groups based
on laparoscopic experience: novices, intermediates, compe-
tents and experts. They were recruited and tested on LTS in
two American universities teaching centers.
Results: LTS showed a progression of total scores with level
of formation and with level of experience. Cronbach’s alpha
for all the 10 tasks was evaluated at 0.71.
Conclusion: LTS seemed to demonstrate a satisfying dis-
criminating capability for level of performance according to
level of formation and level of laparoscopic experience.
Those qualities attributed to LTS could probably justify its
use as a training and assessment tool for those surgical spe-
cialties.

ENDOLUMENAL / NOTES
P190
NOVEL ENDOSCOPE FIXATION FOR NATURAL ORIFICE
TRANSGASTRIC CHOLECYSTECTOMY, Danny A Sherwinter
MD,Jeremy Eckstein MD, Maimonides Medical Center,
Division Of Minimally Invasive Surgery
Introduction: Transgastric, scar-free cholecystectomy is an
electrifying prospect. Unfortunately, multiple barriers have
hampered early investigation into this technique. Some of
the principle obstacles encounered are; a gastroscope which
is too flexible for adequate dissection, a surgical site that is
located at almost 180° from the direction of scope insertion
requiring retro-flexion and significant scope looping, and a
need for superolateral gall bladder (GB) retraction which is
opposite to the vector of dissection.
We describe our method of using a suture to act as a GB
retractor and a guide for the endoscope. The suture not only
acts to triangulate and maintain the scope in the area of
interest but also acts as a baffle to allow strong retraction
and dissection.
Methods: Using a swine model, a gastrotomy was per-
formed with a needle knife over a guidewire. A standard
flexible endoscope was then introduced intraperitonealy and
retroflexed. Under direct vision a 2mm Maryland dissector
was introduced into the abdominal cavity via a stab incision.
A straight needle was introduced into the abdominal cavity
and using the 2mm instrument the stitch was grasped, taken
through and through the GB fundus and then back through
the posterior fascia of the abdominal wall. The suture was
then grasped using an endoscopic grasper and brought out
through the scope’s working channel. As the suture is tight-
ened at the working channel, the scope is simultaneously
drawn towards the GB and the fundus retracted. Using a
combination of the 2mm dissector and a needle knife
cautery the GB was resected from the GB fossa and
removed via the mouth.
Results: This novel method of anchoring the flexible endo-
scope allowed its use a stable platform from which to
retract , dissect, and cauterize. In addition, using this fixation
method allowed for significant reduction in operative time

that compared favorably to standard laparoscopic cholecys-
tectomy.
Conclusions: Using a suture for endoscope fixation as we
have described, is a simple and cheap solution to many of
the impediments encountered in performing transgastric GB
surgery.

P191
BURST PRESSURES IN GASTRIC CLOSURE - A NOTES
COMPARISON STUDY OF LOOPED T-ANCHORS VS. ENDO-
CLIPS IN THE EXPLANTED PORCINE STOMACH, David J
Desilets (1) MD,John R Romanelli (1) MD,Vihar C Surti (3)
BS,Ricardo V Romero (1) MD,Field F Willingham (2)
MD,William R Brugge (2) MD,David B Earle (1) MD, (1)
Baystate Medical Center, Springfield, MA; (2) Massachusetts
General Hospital, Boston, MA; and (3) Wilson-Cook, Inc.
Background: A reliable, secure closure of the gastrotomy
remains a fundamental challenge in transgastric NOTES
procedures. Gastrotomy closure using endoscopic clips is
unreliable, technically difficult, and expensive. Few tests of
the integrity of these closures have been published. We
compared burst pressures in gastric explants utilizing
looped T-anchors and endoscopic clips.
Methods: In nine explanted porcine stomachs in an
Erlangen Model, we made two gastrotomies in each stom-
ach, 8-10 cm apart, on the greater curvature near the gastro-
colic ligament. The gastrotomies were created with endo-
scopic needle knife cautery, and were enlarged until a 10-
mm gastroscope could be pushed through them. One gas-
trotomy was closed from within using mucosal clips; the
other was closed with T-anchors modified with a metal loop
in the center allowing purse string closure with along a sin-
gle 2-0 nylon suture, placed transmurally using a 19-gauge
endoscopic needle. Four T-anchors were placed sequentially,
on the same suture, for each gastric closure, arrayed in a
square around the gastrotomy site. The gastrotomies were
closed transesophageally by pulling tension on the free
ends of the suture through a pushing catheter, and securing
the tie with a friction-fit collar and a crimping device.
Integrity of the closures was assessed by submerging each
explant under water and inflating until gas leakage
occurred. Pressure gradients across the gastric wall were
recorded using a digital manometer. Leak pressure was
recorded for the device that failed first. The leaking site was
then oversewn with 2-0 silk, allowing failure pressure of the
other device to be measured.
Data: The mean transmural pressure gradients (mm Hg) at
failure are shown here:
Clips: 8 4 6 2 2 42 4 2 56 Mean = 14
T-anchors: 11 42 10 32 17 20 35 56 23 Mean = 27.3
Comparison of the means was not statistically significant
(p=0.058), but would have in a larger series. Using 10 mm
Hg as a threshold value for secure closure (at this pressure
the explants are quite firmly inflated), it can be seen that 7
of 9 clip closures failed to meet the threshold value. All 9 of
the T-anchor closures exceeded the threshold value (p =
0.0023, two-tailed Fisher exact test).
Conclusion: A transmural, purse-string, T-anchor closure is
superior to clip closure in gastric explants. An in-vivo sur-
vival study is planned to test this method further.

P192
NATURAL ORIFICE TRANSLUMENAL ENDOSCOPIC
SURGERY (NOTES) PERITONEOSCOPY VERSUS
LAPAROSCOPY TO EVALUATE INTRA-ABDOMINAL
PATHOLOGY IN A PORCINE MODEL, Joseph A Trunzo MD,
Jeffrey M Marks MD,Benjamin K Poulose MD,Michael F
McGee MD,Raymond P Onders MD,Amitabh Chak MD,Judy
Jin MD,Steve Schomisch BS,Jeffrey L Ponsky MD,
University Hospital Case Medical Center
Background: The decision to operate on the intensive care
patient with a questionable abdominal source of sepsis con-
tinues to prove difficult despite advancements in radi-
ographic imaging. We believe a bedside trans-gastric
NOTES exploration could be a valuable diagnostic tool in
this setting.
Methods: An acute, non-survival, study of 8 pigs was per-
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formed. Pigs were randomized to demonstrate from 0 to 4
common intra-abdominal lesions: small bowel ischemia
(SBI), Small bowel perforation (SBP), Recto-sigmoid colon
perforation (CP), and gangrenous cholecystitis (GC). Two
blinded surgeons were allowed 60 minutes to perform
NOTES or laparoscopy to locate lesions and identify their
presence or absence correctly.
Results: Laparoscopy was found to be more sensitive for
detecting SBI and SBP. NOTES was consistently more spe-
cific with 100% positive predictive value for all lesions. It,
however, was found to be weakest in identifying SBP with a
poor negative predictive value of 57.1%.
Lesion Sens. (N/L) Spec. (N/L) PPV (N/L)
SBI 50%/100% 100%/100% 100%/100%
SBP 25%/75% 100%/75% 100%/75%
CP 75%/75% 100%/100% 100%/100%
GC 75%/75% 100%/75% 100%/75%
N=NOTES L=Laparoscopy
Conclusion: Our findings suggest identification of common
life threatening lesions as seen in an ICU setting can be
accomplished by NOTES techniques in a porcine model.
Identification of gall bladder disease and colonic perforation
was comparable to laparoscopy. NOTES, however, was
found to be weakest in identifying small bowel lesions
where laparoscopy was routinely successful. Further studies
will be warranted, though initial data are promising.

P193
ENDOLUMENAL ANASTOMOSIS CREATION WITH MAG-
NETS, Gevorg A Mutafyan MD,Christopher J Myers MD,Eric
J DeMaria MD,John Evans MD,Benjamin Yellen PhD,Aurora
D Pryor MD, Endosurgery Group, Department of Surgery;
Division of Gastroenterology; Department of Mechanical
Engineering and Materials Science, Pratt School of
Engineering; Duke University, Durham, North Carolina
Objective: Creation of a safe endolumenal gastro-jejunal
anastomosis with neodymium magnets.
Background: This paper describes a new technique for per-
forming an endolumenal gastro-jejunal anastomosis using
neodymium magnets.
Methods: An experimental survival study was conducted in
seven swine with open translumenal placement of variable
shaped magnets in the stomach and jejunum. An anastomo-
sis was created between magnets in the stomach and
jejunum due to ischemia and necrosis of the underlying
trapped tissues. After a week, the animals were sacrificed in
a sterile fashion and the anastomoses were tested using
direct gastroscopic evaluation with air insufflation test.
Specimens were resected and reviewed microscopically.
Results: Five of five ring shaped magnets resulted in com-
plete anastomoses. Two non-fenestrated magnet approxi-
mations revealed the presence of a thin transparent intact
membrane, or some preserved tissue between the stomach
and jejunum on endoscopic examination and on pathology;
full anastomoses were not observed in these cases. The five
complete anastomoses were secure with negative leak tests.
Despite an uncomplicated post-operative course, a marginal
ulcer and adhesions were observed near the anastomosis in
one animal using large ring magnets.
Conclusion: Gastro-jejunal anastomoses using ring-shaped
magnets are feasible and superior to other magnet configu-
rations. These concepts may provide a platform for investi-
gators to develop purely endolumenal anastomosis in the
future.

P194
SUTURE SURVIVAL IN AN ACIDIC ENVIRONMENT: IMPLI-
CATIONS FOR NATURAL ORIFICE TRANSGASTRIC ENDOL-
UMENAL SURGERY (NOTES), Eyad Wohaibi MD,Sabha
Ganai MD,Richard Wait MD,John Romanelli MD, Baystate
Medical Center, Department of Surgery, Tufts University
School of Medicine, Springfield, MA, USA
Background: Recent interest in translumenal approaches to
conventional surgical procedures such as NOTES has rein-
troduced the question of what is the ideal suture material

for visceral closure of enterotomy sites. With necessity of
secure closure from transgastric approaches, a study was
designed to test the hypothesis that there would be variable
longevity of suture ligature in an acidic versus neutral pH
environment.
Methods: Twelve different types of 2-0 caliber suture were
studied. Square knots of each suture material were secured
on gauze pads then divided into two experimental groups
(n=5): Phosphate Buffered Saline (PBS), pH 7.4, versus 0.1N
Hydrochloric acid, pH 2.0. Samples were incubated at 37°C
for 12 weeks with media changes and visual assessment of
knot integrity three times per week. Longevity of suture liga-
ture are reported as means ± standard deviation (days).
Suture with equal integrity ranks indicate no difference in
longevity at a significance level of p<0.05.
Results: All absorbable sutures had significant differences in
suture longevity in an acidic versus neutral environment
(Mann-Whitney p<0.01). Under acidic conditions, Vicryl and
Dexon had the longest survival (53±0 both), followed by
Monocryl (46±0), then Chromic Gut (37±1), while PDS II and
Plain Gut had the shortest survival (23±0 and 20±1 respec-
tively). At neutral pH, Plain Gut and Chromic Gut survived
the longest (60±11 and 51±2 respectively) followed by PDS
II, Vicryl and Dexon (39±6, 37±0, and 35±3 respectively).
Monocryl had the poorest survival (32±0) at a pH of 7.4.
Integrity rank under acidic conditions was: 1) Vicryl and
Dexon, 2) Monocryl, 3) Chromic Gut, 4) PDS II, 5) Plain Gut.
Integrity rank under neutral conditions was: 1) Gut
(Plain&Chromic), 2) PDS II, Vicryl, and Dexon, and 3)
Monocryl. At the end of 12 weeks, there was no breakage of
Prolene, Ethibond, Ti-cron, Tevdek, Novafil, Gore-Tex and
silk suture ligatures incubated under either condition.
Conclusions: The data suggest that Vicryl and Dexon are
favorable absorbable suture choices for an acidic environ-
ment. PDS II has decreased integrity in an acidic environ-
ment. Future studies in animal models should be done in
order to have a better concept of suture behavior in the
stomach under physiologic conditions.

P195
WOMEN’S PERCEPTIONS OF TRANS-VAGINAL NOTES
SURGERY, Carrie Y Peterson MD,Barbara Andrews NP,Sonia
Ramamoorthy MD,Santiago Horgan MD,Mark Talamini
MD,Michelle Savu MD,David Easter MD,Alana Chock
MD,John Cullen MD,Brian Sandler MD,Garth Jacobsen MD,
University of California, San Diego
Two decades ago, Minimally Invasive Surgery (MIS) was
introduced and led to a revolution in modern surgery; cur-
rently MIS procedures are the standard of care for many
surgical interventions and patients often seek out surgeons
with special training in MIS. Today, Natural Orifice
Translumenal Endoscopic Surgery (NOTES) appears to be
on the threshold of another such revolution. Its advantages
are similar to other MIS procedures, but there are no associ-
ated abdominal wall complications as there are no abdomi-
nal incisions. Trans-vaginal procedures mandate an incision
in the vaginal wall (1). To date, there is no data evaluating
women’s perceptions of such a procedure and their willing-
ness to consent for this type of surgical approach. Based
upon previously presented unpublished data by E.T.
Volkmann MD (2007) regarding the positive perceptions of
other NOTES procedures, we hypothesized that women
would be interested in trans-vaginal surgery for its advan-
tages over current MIS procedures. 100 women aged 18 to
79 years of age were given a written description of MIS and
NOTES surgery along with a 10-question survey exploring
their concerns and opinions regarding trans-vaginal surgery.
The majority of women (68%) indicated that they would
want a trans-vaginal procedure in the future. Of the women
polled, nulliparous women and those under age 45 were
most concerned with how trans-vaginal surgery may affect
a healthy sexual life and fertility issues. The majority of
women respondents indicated that they were interested in
trans-vaginal surgery because of a decreased risk of hernia
and decreased operative pain (90% and 93% respectively),
while only 39% were concerned with the improved cosmesis
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of NOTES surgery. Interestingly, of the women who indicat-
ed that they would consider a trans-vaginal procedure for
themselves, 35% would not recommend the procedure to
family members (2). This likely reflects the lack of long-term
outcomes data for the procedure. Our study shows that
there is considerable public interest in NOTES surgery and
an assessment of the long-term outcomes of such proce-
dures as well as the impact of potential complications is
warranted.
References
1. Sauer M, Paulson R. Human oocyte and pre-embryo
donation: an evolving method for the treatment of infertility.
Am J Obstet Gynecol. 1990; 163:1421-1424.
2. Statistical support provided by grant MO1-RR00827 for
the UCSD General Clinical Research Center from the NCRR
of the NIH.

P196
INTESTINAL OCCLUSION CATHETER FOR NATURAL ORI-
FICE TRANSLUMENAL ENDOSCOPIC SURGERY (NOTES),
Adrian M Ionescu BS,Eric M Pauli MD,Randy S Haluck
MD,Timothy R Shope MD,Ann M Rogers MD,Abraham
Mathew MD,Matthew T Moyer MD, Departments of Surgery
and Medicine, Penn State College of Medicine, Hershey, PA
USA
Background: Significant bowel distention can result from
lumenal gas insufflation during NOTES procedures. This can
reduce the peritoneal cavity operative domain. Bowel dis-
tention may be more apparent with tunneling-type access
techniques that require more time to cross the viscus wall.
Objective: Utilizing commercially available products, we
designed an intestinal occlusion catheter (IOC) that can be
positioned distal to the translumenal access site. We
assessed its ability to minimize bowel distention during a
NOTES operation. Methods: We obtained transgastric peri-
toneal access in 6 swine (mean 30 kg) utilizing a submucos-
al tunneling technique. An IOC was placed in the duode-
num. Briefly, the IOC was grasped with endoscopic forceps
and advanced through an overtube parallel to the endo-
scope. After positioning, the IOC was inflated. Occlusion
was maintained for the duration of the procedure. Degree of
bowel distention was subjectively noted at the conclusion of
the operation. IOC pressure was measured with inflation
and reassessed prior to removal. The animals were sacri-
ficed at two weeks and necropsy was performed to assess
for duodenal injury. Results: IOCs were successfully placed
in all 6 animals. Placement time was 209 ± 62 seconds.
Initial balloon pressure was 39 ± 4.8 mmHg. Bowel occlu-
sion was maintained for 148 ± 20 minutes. The IOC failed in
2 animals (33%). Failure, readily detectable as increasing
small bowel distention, resulted from balloon rupture (n=1)
or back migration (n=1). IOC pressure at the conclusion of
the case was 34 ± 1.3 mmHg. The IOC subjectively improved
the working domain and enhanced visualization of the vis-
cera. Necropsy revealed no evidence of duodenal injuries.
Conclusion: Placement of an IOC may be of benefit for
NOTES procedures. Successful occlusion minimized bowel
distention and improved abdominal working space. All
study animals had an IOC placed with minimal time require-
ments, but the failure rate suggests a need for improved
design. We have not determined the optimum occlusion
pressure to minimize distention and to allow adequate
mucosal blood flow, however no signs of ischemia were
noted at necropsy. We are encouraged by our experience
using the IOC and believe that it holds promise as an
adjunct for NOTES procedures. We are currently evaluating
a more robust design to improve the IOC failure rate.

P197
NEW TECHNIQUE FOR GASTROTOMY CLOSURE IN NOTES
AND ITS COMPARISON WITH ENDOCLIPS, Davide Lomanto
PhD,Jimmy So Bok Yan MD,Henry C Chua MD,Moe Myat
Aung MD,Ishag Mudawi MD,*Lawrence Ho Khek Yu MD,
Minimally Invasive Surgical Centre, Department of Surgery,
Department of Gastroenterology and Hepatology*, National
University Hospital, Singapore

INTRODUCTION: Numerous experimental studies have been
conducted to evaluate, explore, and develop Natural Orifice
Transluminal Endoscopic Surgery (NOTES). The results have
been varied ranging from mediocre to excellent. The most
common challenge and perhaps the main limiting factor for
the progress of NOTES has been the issue of adequate and
effective gastrotomy closure. We describe a technique that
provides complete closure of NOTES gastrotomy and com-
paring it with traditional clips.
METHODS: A total of 8 pigs (female, 30-40kg, 5-7 months
old) underwent various NOTES procedures (peritoneoscopy,
liver biopsy, oophorectomy, tubal ligation) via the transgas-
tric approach. Closure of gastrotomy was done using endo-
clips (HX-610-090L, Olympus, Japan) in 4 pigs and
endoloops (MAJ-254, Olympus, Japan) in the other 4 pigs.
Assessment of closure adequacy was done via laparoscopy
and at necroscopy after 2 weeks.
RESULTS: In the first 4 pigs, closure was only possible at
the lateral edges of the gastrotomy. The central edges were
noted to be edematous and the endoclips were unable to
catch them securely enough to close the gastrotomy. A
mean of 7 clips per animal (3-13) were fired in the attempted
total endoclip closure. 3 out of 4 gastrotomies were subse-
quently closed via laparoscopic suturing. Mean endoscopic
closure time was 26.6 minutes (20-35 mins) prior to conver-
sion. Air and fluid leaks were seen on laparoscopy.
In the 4 other animals, adequate and secure closure was
achieved using endoloops. A mean of 2 endoloops (1-3
endoloops) were required in each pig. Average closure time
was 23.3 minutes (17-28 mins) and there were no air or fluid
leaks as confirmed via laparoscopy. No laparoscopic sutur-
ing was required in the endoloop group.
CONCLUSION: In our experience, endoloop closure of gas-
trotomies in experimental NOTES is feasible, effective, and
more secure compared to endoclip closure. The animal
experience in NOTES may also serve as a platform for
potential use in human gastric perforations secondary to a
variety of causes.

P198
TWO LAYER CLOSURE OF GASTROTOMY FOLLOWING
TRANSVAGINAL AND TRANSGASTRIC PERITONEOSCOPY
IN AN ANIMAL MODEL, Denial KH Tong MD,Joe KM Fan
MD,Simon Law MD,Wai Lun Law MD, Department of
Surgery, University of Hong Kong Medical Centre, Queen
Mary Hospital
Background
Natural orifice translumenal endoscopic surgery (NOTES) is
a newly developing technology in the surgical field.
Methods of gastrotomy closure are still far from satisfactory
and pose a major hindrance to the development of NOTES.
A new concept of transvaginal and transgastric perito-
neoscopy followed by a two-layer endoclip closure of gas-
trotomy wound is presented.
Methods
Four pigs were recruited for this experiment. The proce-
dures were performed under general anesthesia.
Transvaginal peritoneoscopy was firstly performed. Under
direct vision a transgastric gastrotomy and then perito-
neoscopy was performed. Closure of the gastrotomy was
achieved by application of three endoclips to the serosal
surface as well as the mucosal surface. Fluid and gas leak-
age tests were performed after closure of the gastrotomy
with clips. The pigs were kept nil per oral for two to three
days. Euthanasia was performed four weeks after the proce-
dure.
Results
Peritoneoscopy was successfully performed in all four pigs
by both transvaginal and transgastric routes. The two-layer
endoclip gastrotomy closure was successful in three pigs. In
one pig, the technique was not successful due to a poor
selected gastrotomy site and a good end on view of the inci-
sion could not be obtained. The two jaws of the clip were
not able to approximate the edges of the gastrotomy. A sal-
vage technique, which employed a patch of omental plug
from the peritoneal cavity, secured with endoclips on stom-
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ach side, was able to successfully repair the gastrotomy. All
four pigs recovered uneventfully without any complications.
Postmortem examination showed complete healing of the
gastrotomy in all 4 pigs.
Conclusions
Transvaginal and transgastric peritoneoscopy is feasible and
safe. Two-layer endoclip closure of the gastrotomy is possi-
ble and can be a potential technique in NOTES.

P199
USE OF ENDOLUMINAL THERAPIES FOR OBESE PATIENTS
WITH GERD, Brent C White MD,Louis O Jeansonne
MD,Michael Cook MD,L F Chevarriaga MD,S. Scott Davis
MD,Leena Khaitan MD,E. Adam Goldenberg MD,Edward Lin
DO, Emory Endosurgery Unit. Atlanta, GA
Introduction: Body mass index > 30 is a preoperative predic-
tor of failure after antireflux surgery, limiting therapeutic
options for obese patients with medically refractory GERD.
This study seeks to evaluate outcomes after two different
endoluminal GERD therapies for these patients.
Methods: Obese patients (BMI>30) presenting with medical-
ly-refractory GERD underwent either a single endoscopic full
thickness (EFT) suture placement of the gastric cardia by
NDO Plicator or radiofrequency (RF) energy delivery to the
lower esophageal sphincter with Stretta. Primary outcome
was failure where this was defined as absolutely no sympto-
matic improvement and/or subsequent antireflux surgery.
Secondary outcomes were symptom scores (heartburn,
chest pain, regurgitation, dysphagia, cough, asthma, hoarse-
ness) and proton pump inhibitor (PPI) use. Data were ana-
lyzed using non-parametric statistical tests.
Results: A total of 22 patients underwent endoluminal thera-
py for medically-refractory GERD (10 EFT and 12 RF).
Average BMI was 39.6 and 38.6, respectively (p=0.3). Mean
follow-up was 1.5 years. There were no treatment associat-
ed complications. The failure rate for the entire treatment
group was 28% (10% EFT vs. 42% RF, p=0.1). There was sig-
nificant reduction in moderate/severe symptoms as a result
of endoluminal treatment: chest pain 13% vs. 9% (p=0.04),
cough 36% vs. 22% (p=0.03), voice changes 36% vs. 9%
(p=.012), and dysphagia 32% vs. 9% (p=.04). There was a
trend towards reduced PPI use for the entire group after
endoluminal treatment (81% vs. 50%, p=0.1), with most of
the reduction in PPI use in the EFT group.
Conclusions: Endoluminal treatment can reduce GERD
symptoms for some obese patients, although there is signif-
icant continued PPI use. This study emphasizes the need to
further refine patient selection for endoluminal GERD thera-
py in obese patients in order to optimize outcomes.

P200
WHAT IS THE IDEAL LOCATION AND SIZE OF A GASTRO-
TOMY?, Silas M Chikunguwo MD,Stacy Brethauer MD,Tracy
Pitt DO,Philip Schauer MD,Bipan Chand MD, The Cleveland
Clinic Foundation, Cleveland, Ohio
BACKGROUND:
The feasibility of using the endoscopic transgastric
approach to perform an intra-abdominal surgical procedure
has been well demonstrated in animal models. Factors that
could possibly limit the successful closure of a gastrotomy
include: (a). its anatomical location on the gastric surface;
(b). its diameter size, and, (c). duration of the transgastric
procedure. Our hypothesis is that gastrotomies located at
different anatomical gastric regions display different func-
tional biophysical properties. The goal of this research study
was to quantitate distensibility or elastic parameters of gas-
trotomies located on different gastric regions.
MATERIALS AND METHODS:
Whole stomachs from six female beagle dogs were used in
this study. The Committee of Animal Research at the
Cleveland Clinic Foundation, Ohio, approved this study. A
midline laparotomy incision was made, the stomach mobi-
lized and lavaged with normal saline. The fundus, body and
antrum had gastrotomies created to 3, 5 and 10 mm in
diameter at each site. These gastric perforations were then
dialated, for 60 seconds, with a controlled radial 20 mm

expansion balloon to a point where there was no muscle
tear. Pre-dilation gastrotomy diameters and five-minute
post-dilation diameters were recorded.
RESULTS:
Three-millimeter (3 mm) gastrotomies in the antrum were
dilated to 3-times (10 mm) their original sizes before muscle
tearing. At five minutes post-dilation, the dilated antral gas-
trotomies retracted to their pre-dilation diameter sizes.
Similar trends were noted with increasingsly larger antral
gastrotomy sizes (5 and 10 mm). Three millimeter fundic
and body gastrotomies readily allowed dilation to 5- to 6-
times (15- to 20 mm) their original pre-dilation diameters
sizes without muscle tear. However, these dilated gastro-
tomies did not recoil to their pre-dilation sizes.
CONCLUSION:
Gastrotomies created in the antrum allowed minimal disten-
sibility, but diameter sizes post-dilation recoiled back to pre-
dilation sizes. Fundic and gastric body gastrotomies allowed
greater dilation and had less recoil. More pressure was
needed to maximally distend antral gastrotomies than those
of the fundus and gastric body. In all cases, no gastric mus-
cle disruption was observed. Knowledge of the biophysical
properties of gastrotomies located on different gastric
regions could potentially be utilized to strategically create
gastrotomies for performing specific transgastric proce-
dures.

P201
HISTOLOGICAL ASPECTS OF THE HEALING OF A GASTRO-
TOMY IN DIFFERENT GASTRIC REGIONS., Silas M
Chikunguwo MD,Stacy M Brethauer MD,Tracy Pitt DO,Bipan
Chand MD,Philip Schauer MD, The Cleveland Clinic
Foundation, Cleveland, Ohio
BACKGROUND.
The endoscopic transgastric technique is increasingly gain-
ing popularity among surgeons and gastroenterologists.
Factors that could potentially limit the use of the gastric
lumen to endoscopically access the intra-abdominal cavity
have not been fully investigated. The gastric chamber is a
complex organ, physiologically and anatomically. The heal-
ing process of the gastric wall following a transgastric pro-
cedure and its impact on future gastrotomies has not been
well studied. Little is known about the healing of gastro-
tomies at different locations. Our hypothesis is that gastro-
tomies located in the fundus, body and antrum will show
different healing properties. The goal of this research inves-
tigation was to study the healing of gastrotomies located in
different regions of the stomach.
MATERIALS AND METHODS.
Twelve beagles dogs that had undergone gastrotomy on the
fundic, gastric body and antral regions were studied. The
Committee of Animal Research at the Cleveland Clinic
Foundation, Ohio, approved animal use. Endoscopic exami-
nation for signs of healing of the gastrotomies was per-
formed at 7, 14, and 56 days post-gastrotomy closure. After
56 days, the animals were euthanized and their stomachs
resected for histological analysis.
RESULTS:
Endoscopic surveillance demonstrated greater inflammation
and edema at the gastric body and antral gastrotomy sites
at days 7 and 14 post-gastrotomy closure. At the fundic gas-
trotomy sites, there was less evidence of inflammation and
edema at the same time intervals. The antral region dis-
played mild to moderate ulceration with no signs of perfora-
tion along the gastrotomy sites. On day 56, all the gastroto-
my sites showed signs of complete healing. Histological
studies of the gastrotomy sites showed chronic inflamma-
tion with more extensive fibrosis in the gastric body than
the antrum and the fundus. However, there was greater evi-
dence of gastric wall muscle thickening distally.
CONCLUSION:
There were different degrees of inflammatory reaction at
various sites of gastrotomy creation. Extensive fibrosis was
formed around all the gastrotomies located in different gas-
tric regions. However, there was greater degree of fibrosis in
the gastric body in comparison to the fundus and the
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antrum. Smooth muscles in the region of the antrum were
noted to be thickened on histological staining.
Understanding the process of gastric tissue repair after a
transgastric procedure has clinical relevance with regard to
gastric motility and the creation of future gastrotomies.
Fibrotic gastric tissue could potentially limit gastric motility
function.

P202
TRANSGASTRIC PERITONEOSCOPY FOR EVALUATION OF
THE ABDOMINAL WALL TO DIRECT LAPAROSCOPIC TRO-
CAR PLACEMENT, Lynn C Happel MD,Bradley J Needleman
MD,Dean J Mikami MD,Jason C Roland MD,Simon Bergman
MD,Vimal K Narula MD,Alan Evans,Kevin Volt MD,W. Scott
Melvin MD,Jeffrey W Hazey MD, The Ohio State University
Objective: Access to the peritoneal cavity to direct therapy is
one of the initial steps in the evaluation of NOTES. We
hypothesize the peritoneal cavity can be safely entered
transgastrically without laparoscopic guidance to visualize
the abdominal wall and guide laparoscopic port placement
in morbidly obese patients undergoing Roux-en-y gastric
bypass (RYGB) surgery.
Methods: Abdominal trocar access in patients undergoing
laparoscopic RYGB is performed blindly after pre-insuffla-
tion of the abdominal cavity with a Veress needle. Eleven
patients participating in the IRB approved trial had their
abdomens insufflated by a Veress needle followed by endo-
scopic transgastric access to the abdominal cavity.
Laparoscopic ports were then placed under endoscopic visu-
alization. Gastric and peritoneal samples were obtained
prior to and following passage of the endoscope into the
peritoneal cavity and were sent for culture and sensitivity.
The endoscopically created gastrotomy was used as part of
the procedure for anvil placement and creation of a gastric
pouch eliminating an unnecessary gastrotomy.
Results: The average BMI was 49.6. The overall surgical
time was 110.8 min with an endoscopy time of 20.0 min.
10/11 patients had excellent visualization of the abdominal
wall, while one patient had limited visualization due to an
inability to pass the scope through the gastrotomy. Two
patients were found to have umbilical hernias. Four patients
were found to have adhesions, of which one underwent
endoscopic guidance for laparoscopic adhesiolysis via a sin-
gle laparoscopic port. No infectious complications or leaks
occurred. No patients had contamination of the abdominal
cavity by gastric isolates.
Conclusion: Transgastric endoscopic peritoneoscopy with
pre-insufflation is a feasible approach for intra-abdominal
access to direct laparoscopic trocar placement.

P203
ASSESSMENT AND COMPARISON OF DIGITAL IMAGE
QUALITY FOR PERITONEOSCOPY USING THE FLEXIBLE
ENDOSCOPE AND THE RIGID LAPAROSCOPE FOR NOTES
PROCEDURES, Ozanan R Meireles MD,Lia R Assumpcao
MD,Timothy M Pawlik MD,Michael A Choti MD,Noam
Belkind MD,Keith N Apelgren MD,Michael R Marohn DO,
Johns Hopkins University - Department of Surgery
Introduction: Although NOTES peritoneoscopy has been
widely performed, the image quality acquired with flexible
endoscopes has never been directly compared with the cur-
rent gold standard of the rigid laparoscope. The purpose of
the current study was to assess and compare the image
quality derived from the flexible endoscope versus the rigid
laparoscope during exploratory peritoneoscopy. Methods:
Adult swine (n=2) underwent exploratory peritoneoscopy
performed with two different camera sources; 1) standard
30-degree angled Stryker laparoscope and 2) Fuji EN-
410WM5/23 flexible enteroscope. The scopes were intro-
duced into the peritoneal cavity through a 12 mm laparo-
scopic port; two 5 mm ports were place for organ manipula-
tion. The exploratory peritoneoscopy was performed with
each camera source in similar fashion with systematic eval-
uation of the peritoneal surface, spleen, diaphragm, stom-
ach, liver, gallbladder and pelvic structures. The images
were captured electronically and then analyzed and graded

in a blinded fashion using a digital image quality assess-
ment and comparison scale for peritoneoscopy (DIQACSP)
developed by our group. Results: Overall, the digital image
quality obtained by both cameras was scored as excellent
(DIQACSP score > 28). Specifically, the mean DIQACSP score
was 31.35 for the flexible endoscope versus a mean DIQAC-
SP score of 28.64 for the rigid laparoscope (P = 0.193).
Unlike the rigid laparoscope, the flexible endoscope was
capable of reaching remote areas within the peritoneal cavi-
ty such as the dome of the liver and able to examine the
area within the lesser sac through the foramen of Winslow,
however, the flexible endoscope maneuverability was some-
what technically challenging. As such, several surgeons
favored the use of the rigid laparoscope due to its rigidity
and familiar lenses angulation. Conclusion: Flexible endo-
scopes are the ideal tools for NOTES procedures. Our data
indicate that flexible enteroscopes can provide excellent dig-
ital image quality for diagnostic peritoneoscopy, which is
comparable to that obtained with rigid laparoscope. In addi-
tion, flexible peritoneoscopy may have unique benefits,
such as reaching more remote areas within the peritoneal
cavity and allowing direct inspection of the lesser space.
However, the lack of stability and complex maneuverability
remain important technical challenges that need to be
addressed before flexible endoscopes evolve into the per-
fect tool for NOTES.

P204
IMPACT OF TRANSORAL INCISIONLESS FUNDOPLICATION
FASTENERS ON LOWER ESOPHAGEAL SPHINCTER ANATO-
MY & PHYSIOLOGY: A BALANCING ACT, Patrick I McConnell
MD, Kyle A Perry MD,Cedric S Lorenzo MD,Kathy
Obermeyer,Stefan Kraemer MD,John G Hunter MD,Blair A
Jobe MD, Oregon Health & Science University
INTRODUCTION: Transoral incisionless fundoplication (TIF)
may have improved outcomes over simple, single shot,
endoscopic therapy because it allows the surgeon to tailor
the fundoplication to the gastro-esophageal (GE) anatomy
by placing transmural fastener sets in critical GE locations.
How each successive fastener set impacts LES valve anato-
my and physiology is unknown. METHODS & PROCE-
DURES: While under general anesthesia dogs (N=3) under-
went EGD to evaluate GE anatomy, and vector volume
analysis and manometry were used to evaluate LES struc-
ture and physiology before & after endoscopic and sequen-
tial placement of 4 sets of “H” fasteners in specific anatomic
locations near the GE junction. Data is presented as mean ±
SEM. Comparisons were made using Paired t-test or ANOVA
with repeated measures and significance was assigned
(P<0.05) where appropriate. RESULTS: Endoscopic Hill grade
was reduced from 3 (range 2 to 4) before to 1 after complet-
ed TIF. Vector volumes increased significantly (P<0.05) from
182 ± 50 mmHg2/cm before fundoplication to 1070 ± 243
mmHg2/cm after. Mean LES pressure was also increased
from 7.1 ± 1.23 mmHg to 11.6 ± 2.11 mmHg, respectively.
The 1st and 2nd fastener sets resulted in sequential 24 ±
15% and 32 ± 14% increases in LES pressure. Vector vol-
umes increased by 110 ± 98% and 184 ± 84%, respectively.
Not all fastener sets reliably resulted in a step-wise improve-
ment in LES performance. The 3rd fastener set resulted in
an 11 ± 25% decrease in LES pressure and no gain (-1 ±
64%) in vector volume. The placement of a 4th fastener set
restored LES values, but without significantly increasing
either LES pressure or vector volumes beyond that achieved
by the first 2 fastener sets (11.1 ± 0.70 mmHg & 786 ± 190
mmHg2/cm, respectively). CONCLUSIONS: TIF significantly
improves LES structure and function, however, based on
these studies not all fastener positions contribute to
improved LES function. This observation may relate to tran-
sient LES valve asymmetry created by the 3rd fastener set
which is then balanced anatomically by the placement of the
4th fastener set.
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P205
LESSONS LEARNED ABOUT INFORMED CONSENT IN 9
ATTEMPTED NOTES CASES, Alberto R Ferreres MD,
Santiago Horgan BA,Yoav Mintz BA,Pedro A Ferraina
MD,Mark Talamini MD, Department of Surgery, University of
Buenos Aires and Department of Surgery, University of
California, San Diego
Objective: the advent of the NOTES approach_ either trans-
vaginal or transgastric_ has raised issues regarding the
informed consent process_ required from an ethical and
legal point of view_ as well as doubts from the patients
regarding the indication and justification of the operation.
Methods and procedures: starting August 2007, we attempt-
ed to perform 9 NOTES procedures in the frame of a coop-
eration agreement between the Surgical Departments from
the University of California, San Diego and the University of
Buenos Aires. 8 cases were NOTES transvaginal cholecys-
tectomies and 1 to a NOTES transgastric appendectomy.
Information was provided by means of 2 interviews with the
patients and their relatives, supported by printed informa-
tion with diagrams and pictures and evacuation of doubts
and further enquiries. Final decision was documented in a
form with open spaces where the following points was
included: a) nature of the disease and of the proposed oper-
ation, b) potential benefits, c) risks and complications and d)
alternative treatment. Patients´competency was assessed by
means of MMS (Mini- Mental- State examination) and psy-
chological evaluations were performed to all patients
Results: 7 operations were completed as intended (77%).
One transvaginal cholecystectomy was converted to
laparoscopy due to the presence of intense pelvic adhesions
and the only transgastric appendectomy was also converted
because of pus (with a negative preoperative ultrasound).
Average consultation time for complete fulfillment and doc-
umentation of the informed consent process was 45 min-
utes +/- 14 minutes. All the patients were satisfied with the
provided information, though 2 of them considered it as
excessive. Average MMS result was 27 (range 24-30) and
the anxiety level was low in 8 of the 9 patients.
Conclusions: a) the development of new techniques impos-
es a refinement in the information provided as well as its
paper-based documentation, b) compliance with ethical and
legal regulations must be accomplished by the due process
and interchange and doubt solving, c) expertise of the surgi-
cal team and training in experimental models is a “must”
for this type of surgery

P206
TOWARD NATURAL ORIFICE SURGERY WITH COOPERA-
TIVE MINIATURE ROBOTS, Amy C Lehman MS,Jason
Dumpert MS,Abigail Q Visty,Mark E Rentschler PhD,Shane
M Farritor PhD, Dmitry Oleynikov MD, University of
Nebraska-Lincoln, Nebraska Surgical Solutions, University
of Nebraska Medical Center
Introduction: While Natural Orifice Translumenal
Endoscopic Surgery (NOTES) is very appealing from the
patient’s perspective, it is surgically challenging by its very
nature because access is limited to the size of the natural
orifice. It is difficult to have multiple instruments simultane-
ously passing through an orifice, and the instruments must
be flexible throughout their entirety to traverse the natural
lumen. This study demonstrates the feasibility of using mul-
tiple miniature in vivo robots to improve spatial orientation
and multitasking capabilities for NOTES procedures.
Methods: The three miniature in vivo NOTES robots used in
this study were a camera robot with panning and tilting
capabilities, a lighting robot, and a tissue retraction robot.
Each robot was designed to be completely inserted into the
peritoneal cavity through a transgastric incision. Once
inserted, each robot was held to the upper abdominal wall
and positioned using magnets embedded in each robot and
a corresponding exterior magnetic handle. Results: The
cooperative robot concept was demonstrated in a non-sur-
vivable NOTES procedure in a porcine model. Using an
endoscope, a gastrotomy was created and an overtube was
advanced into the peritoneal cavity. Each robot was inserted

into the peritoneal cavity and magnetically attached to the
interior abdominal wall. Throughout the procedure, the
robots were independently repositioned to optimize visual
feedback, lighting, and task assistance. Visual feedback from
the camera robot was used by the surgeon to explore the
abdominal environment. Conclusion: This study has shown
that multiple miniature in vivo robots can cooperatively pro-
vide the surgeon with an enhanced NOTES platform for
visualization and task assistance.

P207
MICROBIAL CONTAMINATION OF THE PERITONEUM IS
COMMON FOLLOWING TRANSGASTRIC ENDOSCOPIC
SURGERY, Davide Lomanto PhD,Henry C Chua MD,Jimmy
So Bok Yan MD,Moe Myat Aung MD,Ishag Mudawi
MD,*Paul A Tambyah MD,*Lawrence Ho Khek Yu MD,
Minimally Invasive Surgical Centre, Department of Surgery,
*Department of Medicine, National University Hospital,
Yong Loo Lin School of Medicine, National University of
Singapore
INTRODUCTION: In Natural Orifice Transluminal Endoscopic
Surgery (NOTES), intentional perforation of viscus to access
the peritoneal cavity violates basic principles of surgery and
raises questions regarding its safety. The aim of this study
was to investigate if the transgastric approach could affect
the peritoneal cavity by transluminal contamination.
MATERIALS AND METHODS: A total of 7 pigs weighing 30-
40kg, 5-7 months of age underwent various NOTES proce-
dures (tubal ligation, and oophorectomy) via the transgastric
approach according to a standardized protocol. The stomach
was lavaged with Povidone Iodine followed by sterile water
until effluent was clear. Standard asepsis and anti-sepsis
procedures were followed and instruments were sterilized
prior to use. Peritoneal fluid was aspirated pre-operatively,
and just prior to closure of the gastrotomy using an endo-
scopic catheter, and sampled again on necropsy two weeks
following the NOTES procedures. These specimens were
incubated for culture using the standard technique.
RESULTS: 5 pigs were well till necropsy two weeks later. At
necropsy, 2 out of 7 pigs had intraabdominal sepsis evi-
denced by abscess collections. From the pre-operative sam-
ples, 3 out of 7 animals had positive cultures. The isolates
were Aeromonas hydrophila/caviae, aeromonas salmonici-
da, and stenotrophomonas maltophilia. In contrast, 4 differ-
ent species were isolated from the postoperative samples
obtained from all the 7 animals. The isolates were
Pseudomonas Aeruginosa (3), Stenotrophomonas mal-
tophilia (3), Brevundimonas diminuta (1), Acinetobacter bau-
manii (1), and Chrysobacterium indologenes (1). On necrop-
sy, Escherichia coli was isolated from the abscess collec-
tions in both animals with intra-abdominal sepsis.
CONCLUSION: The finding of Stenotrophomonas and
Pseudomonas (animal pathogens not normally found in the
peritoneum; 3/7 cases) and intraabdominal sepsis (2/7) sug-
gested that significant leakage with intraabdominal sepsis is
common following transgastric surgery. Thus, technologies
to avoid this potential complication must be developed
before pursuing any human trials.

P208
MAXIMIZING COUPLING STRENGTH OF MAGNETICALLY
ANCHORED NOTES INSTRUMENTS: HOW THICK CAN WE
GO?, Makram Gedeon MD,Richard Bergs MS,Juan Paramo
BS,Raul Fernandez PhD,Shou Jiang Tang MD,Jeffrey A
Cadeddu MD,Daniel J Scott MD, Southwestern Center for
Minimally Invasive Surgery, University of Texas
Southwestern Medical Center, Dallas, TX;Texas
Manufacturing Assistance Center, Automation and Robotics
Research Institute, University of Texas, Arlington, TX
Introduction: The Magnetic Anchoring and Guidance
System (MAGS) includes a handheld external magnet that
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controls deployable internal surgical instruments (camera,
auxiliary light source, grasper, retractors, and cautery dis-
sector) via magnetic attraction forces. We have successfully
performed transvaginal NOTES cholecystectomy using
MAGS instruments in porcine models with up to 2.5cm thick
abdominal walls. The purpose of this study was to deter-
mine the maximal abdominal wall thickness suitable for the
MAGS platform.
Methods: Successive iterations of prototype instruments
were developed. External (134-583gm, 38-61mm diameter)
and internal (8-39gm, 10-22mm diameter) components
using various grades (35-40), diameters (0.95-1.59cm), thick-
nesses (3.0-4.6mm), and stacking/shielding/focusing config-
urations of permanent Neoymium-Iron-Boron (NdFeB) mag-
nets were evaluated. A total of 9 configurations were tested
for coupling strength across distances of 0.1-10cm. The
force-distance tests across an air medium were conducted
at 0.5mm increments using a calibrated industrial robotic
arm (Staubli Robotics, RX130) fitted with a force sensor
(JR3). An instrument drop-off threshold was defined as the
separation distance at which force decreased below the
weight of the heaviest internal component (39gm). Data are
mean ± s.d.
Results: As expected, magnetic attraction forces between
external and internal components decreased exponentially
over distance. For the 9 configurations tested, forces were
3334 ± 1239 gmf at 0.1cm, 158 ± 98 gmf at 2.5cm, and 8.7 ±
12 gmf at 5.0cm; the drop-off threshold was 3.64 ± 0.8 cm.
Use of larger magnets and stacking configurations within
internal components yielded up to a 281% increase in attrac-
tion force at 2.5cm and increased the drop-off threshold dis-
tance by up to 61%. For the most optimal configuration,
coupling force ranged from 5337gmf at 0.1cm to 0gmf at
6.95 cm and yielded a drop-off threshold distance of 4.78cm.
Conclusions: This study suggests that the most optimal con-
figuration of currently available MAGS instruments is suit-
able for clinically relevant abdominal wall thicknesses.
Although further optimization is warranted, it is expected
that the MAGS platform will provide sufficient coupling
forces for use in human NOTES procedures.

P209
DURABILITY OF A NOVEL FULL THICKNESS PERCU-
TANOUS ENDOSCOPIC SLEEVE GASTROPLASTY (PESG):
SURVIVAL STUDY, James Elllsmere MD,Rabi Kundu
MD,Daniel B Jones MD,Douglas Pleskow MD,Ram Chuttani
MD, Gastroenterology and Minimally Invasive Surgery, Beth
Israel Deaconess Medical Center, Boston, MA
Background: Percutaneous endoscopic sleeve gastroplasty
(PESG) may have a role as a restrictive weight loss proce-
dure. We hypothesize that we can safely perform a durable
PESG using full thickness endoluminal plications. Methods:
After developing the PESG on ex-vivo porcine stomachs and
6 non-survival procedures, we tested the durability by per-
forming 6 survival procedures on 30 kg pigs under an
IACUC approved protocol. The first step is to place a 24F
PEG using a standard pull technique through the abdominal
wall in the left mid-clavicular line. The Plicator (NDO
Surgical, Mansfield, MA) along with an endoscope are then
passed into the stomach via the mouth and positioned to
within 10mm of the gastroesophageal junction. We then
grasp the anterior wall with a 5mm diameter tissue grasper
passed percutaneously through the PEG and place the ante-
rior wall in the arms of the Plicator. The Plicator is closed on
the anterior wall put not fired. We then release the anterior
wall with the percutaneous grasper and grasp the posterior
wall. The Plicator is opened and the posterior wall is also
placed in the arms of the Plicator. A plication through the
full thickness of the anterior and posterior walls is then per-
formed. This effectively wraps the anterior and posterior
wall around the 15mm shaft. We then repeat 3-4 times to
create a pouch located in the proximal stomach along the
lesser curve with a length of approximately 50mm and an
outlet diameter of approximately 15mm. The animals were
survived for two weeks. At necropsy, we assess for injuries
and resect the distal esophagus, stomach and the proximal

duodenum en-block to further assess the pouch. Results:
There were no injuries to adjacent organs or extraluminal
leaks at 2 weeks. The gastroplasty itself though was not
durable. The individual plications were still present on one
wall, but they uniformly had pulled through the opposing
wall. Conclusion: Performing a gastroplasty by plicating the
anterior to posterior wall along the lesser curve using inter-
rupted 2-0 prolene pledgeted mattress sutures is safe but
not durable. The individual plications pulled through either
the anterior or posterior wall but were still present on the
opposing wall at 2 weeks.

P210
FEASIBILITY OF NOTES IN A PORCINE MODEL FOR LYSIS
OF ADHESIONS AND APPENDECTOMY, Eric T Volckmann
MD, Eric S Hungness MD,John A Martin MD,Cedric S
Lorenzo MD,Nathaniel J Soper, Northwestern University
Feinberg School of Medicine
Introduction: Appendectomy and small bowel enterolysis
for adhesions are commonly performed general surgical
procedures. Our lab aimed to assess the feasibility of natu-
ral orifice translumenal endoscopic surgery (NOTES) for
appendectomy and lysis of adhesions (LOA) using a live
porcine model.
Methods: The bicornuate uterus of the female swine has
been used previously as a model for appendectomy in
laparoscopic procedures. In this non-survival study, 15 uter-
ine horn resections were attempted in 11 swine. In five of
these animals, 3-4 simulated small bowel adhesions (15
total) were created by laparoscopically suturing the bowel to
the abdominal wall. In all cases, a dual channel endoscope
was used to create an endoscopic gastrotomy to gain access
to the abdominal cavity. A ShapeLock endoscopic guide was
also used to assist with navigation of the endoscope within
the abdomen. In the swine with simulated adhesions, LOA
was performed first using endoscopic shears by an operator
blinded to the locations of the adhesions. Uterine horn dis-
section was accomplished using standard endoscopic nee-
dle knife cautery. A Carter-Thomason 2-mm needle point
suture passer was percutaneously introduced to assist with
uterine horn retraction. This was the only laparoscopic
instrument used during the procedures. After mobilization
of the uterine horn, the stump was ligated with either clips
or a detatchable loop ligating device. The uterine horn was
then divided and withdrawn through the stomach.
Results: All fifteen simulated adhesions were readily identi-
fied and lysed by the blinded endoscope operators. The
mean time for identification and division of an individual
adhesion was 2 min (1-4, SD 2). No enterotomies were cre-
ated during the simulated adhesiolysis. All fifteen attempted
uterine horn resections were successfully performed with-
out bowel injury or hemorrhage. The use of the 2-mm
suture passer facilitated uterine horn resection, with a mean
time of 36 min (19-72, SD 12) for complete resection upon
identification of the structure following gastrotomy creation.
The mean time for gastrotomy creation and peritoneal entry
after intubating the esophagus was 25 min (11-43, SD 11)
Conclusion: This is the first reported series of a porcine
model of both NOTES appendectomy and adhesiolysis.
Isolated adhesions may be safely divided with sharp dissec-
tion using endoscopic shears and the female swine appears
to be a suitable training model for learning to perform
NOTES appendectomies.

P211
NOTES: NEW CONCEPTS IN GASTRIC CLOSURE, Silvana
PERRETTA MD,Bernard DALLEMAGNE MD,Ramon VILAL-
LONGA PUY MD,Shanker PASUPATHY MD,Jacques
MARESCAUX MD, IRCAD/EITS, University Hospital of
Strasbourg, France
Introduction:
Closure of the gastrotomy, when performing transgastric
procedures, is one of the most challenging steps. Several
methods of gastric closure have been described in the litera-
ture but to date there is still a lack of a rapid, simple and
effective device. The aim of this study was to evaluate the
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technical feasibility, efficacy and safety of two new methods
of endoscopic gastric closure: the Nitinol cardiac septal
occluder (Occlutech®) and the OTSC® clips (OVESCO) in a
porcine survival model.
Materials and Methods:
11 pigs (25-30kg), had general anesthesia, gastric lavage,
and gastric antibiotic irrigation. The peritonel cavity was
accessed by a 1.5cm gastrotomy created with a Needle-
knife™ on the anterior gastric wall. After peritoneoscopy,
the gastrotomy was closed with the septal occluder in 6
pigs, and using OTSC® clips in the remaining 5. The efficacy
of the closure was tested intraoperatively by inflating the
stomach under laparoscopic and endoscopic control. All ani-
mals were survived and monitored daily for signs of distress
or changes in the feeding habits. Post-operative follow-up
included endoscopy and laparoscopy 1 and 2 weeks after
the initial procedure.
Results:
All the gastrotomy closures were successful with a mean
positioning time of 15 min (range10-25 min). A regular diet
was resumed within 24 hours of the procedure. There were
no complications in the immediate post-operative course.
All animals thrived with appropriate weight gain and behav-
ioural pattern. The endoscopic and laparoscopic follow-up
showed no signs of adhesions, sepsis or peritonitis. Before
necropsy an in vivo gastric pressure test was performed and
further excluded a gastric leak. Necropsy did not reveal any
intraperitoneal complications with normal macroscopic gas-
tric mucosa healing confirmed at histology.
Conclusions:
Endoscopic gastrotomy closure with the septal occluder sys-
tem and the OTSC® clips is technically feasible, safe and
effective in a long-term survival porcine model. These gas-
trotomy closure devices have shown enormous potential
being highly effective, rapid and simple. The OTSC® clips
provide significantly more strength and better tissue capture
than conventional endoscopic clips. Compared to occluders,
which persist as permanent implants, OTSC® clips have the
additional advantage of being naturally expelled from the
body.

P212
FIRST EXPERIENCE OF HUMAN NOTES IN UKRAINE:
TRANSVAGINAL AND TRANSUMBILICAL RENDEZVOUS
CHOLECYSTECTOMY, V.V. Grubnik MD,Yu.V. Grubnik
MD,A.V. Malynovskyy MD, Odessa State Medical University,
Ukraine
Introduction. The biggest problem for safeness of NOTES is
the great possibility of contamination spreading from natu-
ral orifice into the peritoneal cavity. Currently transvaginal
approach seems to be the simplest in access and wound
closure. Thus, the aim of our study was evaluation of peri-
toneal contamination and adhesions formation after trans-
vaginal and transumbilical rendezvous approach to abdomi-
nal cavity.
Methods and procedures. In 2007, 3 females with gallstones
underwent transvaginal and transumbilical rendezvous
cholecystectomy. Mean age of women was 51 (range, 45 -
56). Preoperative examination included gynecological exam-
ination, US, CT, GI endoscopy, blood analyses and vaginal
bacteriological tests. Intraoperatively the peritoneal bacterio-
logical tests and evaluation of the degree of adhesive
process were performed. Postoperative examination includ-
ed gynecological examination, bacteriological tests, US, ÑT
and blood analyses. Preoperative US data, blood analyses
and bacteriological tests of blood and vaginal inoculations
were normal in every patient. Technique. The pneumoperi-
toneum was applied by puncture of umbilical ring. Then, 5-
mm trocar was placed at the site of puncture. Initially this
trocar was used for 5-mm laparoscope. After decontamina-
tion of vagina, under the guidance of laparoscope, the endo-
scope was passed via the colpostomy into the abdominal
cavity. The initial movements of endoscope were controlled
by laparoscope. The traction of the gallbladder was per-
formed by the 2,8-mm endoscopic graspers placed via the
instrumential channels of endoscope. The basic instruments

(electrosurgical hook, clip-applier, ect.) were placed via the
5-mm trocar. The gallbladder was removed through the col-
postomy. The colpostomic wound was sutured in a usual
manner.
Results. Mean surgery time was 105 min (range, 95 - 125).
There were no postoperative morbidity and mortality.
Intraopertaively no adhesions in pelvic space were found
and peritoneal bacteriological tests were negative.
Postoperative blood analyses were normal in every patient.
Postoperative bàcteriological tests of blood were negative in
every patient. There were no US and CT data for inflamma-
tory or adhesive process in the pelvic space and no failure
of vaginal fornix sutures in every patient.
Conclusions: Transvaginal and transumbilical rendezvous
cholecystectomy is safe and feasible procedure for practice
and further study of NOTES.

P213
GASTROTOMIES DO NOT REQUIRE REPAIR FOLLOWING
TRANSGASTRIC INSTRUMENTATION: A CONTROLLED
STUDY, S Bergman MD,D J Fix,K Volt MD,J C Roland MD,L
Happel MD,K M Reavis MD,T J Cios,V Ho,A Evans,V K
Narula MD,J Hazey MD,W S Melvin MD, Department of
Surgery, The Ohio State University, Columbus, OH
Introduction: The optimal method for closing gastrotomies
following transgastric instrumentation has yet to be found.
Our center has previously validated the use of a bioab-
sorbable plug for this purpose. The goal of this study was to
compare gastrotomy closure, in a canine model, between
animals left to heal without treatment and those treated
with endoscopically delivered bioabsorbable plugs.
Methods: Twenty-three canines were anesthetized and
underwent upper endoscopy during which an anterior wall
gastrotomy was performed. This was then balloon-dilated to
15 mm to allow passage of the 11 mm endoscope. The plug
group (n=12) then underwent endoscopic placement of a
4x6 cm bioabsorbable mesh plug in the perforation, where-
as the “no-treatment” group (n=11) did not. Animals were
given a regular diet on the first postoperative day and were
sacrificed two weeks later. At necropsy, ex-vivo intralumenal
gastric pressures were measured while filling stomachs with
water until they perforated. Gastrotomy and burst locations,
as well as the degree of adhesions and inflammation, were
evaluated. Data are expressed as mean±SD or proportions
and analyzed with Student’s t-test and Yates corrected chi-
square, respectively.
Results: All dogs survived until necropsy without any signs
of clinical deterioration. Burst pressures were 77 ± 11 mmHg
vs. 76 ± 15 mmHg (p=0.9) in the plug and no-treatment
groups, respectively, without any low-pressure leaks in
either group. High-pressure perforations occurred at the site
of the gastrotomy in 2/12 animals in the plug group vs. 0/11
no-treatment dogs (p=0.5). At that site, there were minimal
adhesions (<1cm2 area) in 3/12 animals in the plug group
and moderate adhesions or an inflammatory mass in 9/12.
On the other hand, 11/11 dogs in the no-treatment arm had
only minimal adhesions (p=0.001) and demonstrated com-
plete healing.
Conclusion: Following endoscopic gastrotomy, animals
which were left untreated did not show any clinical ill effects
and demonstrated adequate healing, with fewer adhesions
and less inflammation, when compared to those treated
with a bioabsorbable plug. Closure devices should be evalu-
ated in the context of the excellent outcomes seen in
untreated endoscopic gastric perforations.

P214
NOTES OVARIECTOMY IN DOGS—A FEASIBILITY STUDY,
Emad Rahmani MD, L J Freeman,D J Selzer MD,M V
Chiorean MD,S Sherman MD, IU School of Medicine,
Indiana University & School of Veterinary Medicine, Purdue
University
NOTES procedures were performed in 5 dogs by creating
access to the abdominal cavity via the stomach using a flex-
ible endoscope and guide wire, needle knife electrode, and
balloon dilation catheter. Following inflation with air, an
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electrocautery snare was used to coagulate and cut tissue to
remove the ovaries. The ovaries were then extracted, visual-
ly examined, and the gastric incision was closed with a T-
fastener suture device and clips. Two, 4, 6, 12, 24, 36, 48,
and 72 hours after surgery, the dogs were assessed for pain
using the Melbourne Pain score and nociceptive threshold
measurements. Blood samples were collected for glucose,
cortisol, and inflammatory mediators. Ten days later a
necropsy evaluation was conducted to examine the sites
and collect fluid samples for cytological evaluation and cul-
ture.
The mean operative time was 3 hr 20 min (range 2 hr, 40
min to 4 hr, 25 min). Major complications included dropping
one ovary during extraction in one animal and moderate
subcutaneous emphysema that resolved over 10 days in
another animal. Glucose and cortisol levels were increased
after surgery and returned to normal values by 72 hours and
36 hours, respectively. IL-6 peaked 2 hours after surgery and
returned to near baseline by 36 hours after surgery. C-reac-
tive protein peaked between 12 and 24 hours following sur-
gery and began a trend towards baseline by 72 hours. Pain
threshold measurements returned to baseline by 36 hours.
At necropsy, all sites were healing as expected with minimal
adhesions to the gastric incisions, no significant damage to
surrounding structures and no evidence of septic peritonitis.
Cultures were negative.
The NOTES approach to ovariectomy in the dog appears to
be feasible; however, there is a need to decrease operative
time, evaluate pressure-regulated insufflation, and to ensure
total removal of the ovaries before a comparative clinical
study of surgical approaches is begun.

P215
OMENTOPLASTY FOR GASTROTOMY CLOSURE AFTER
NOTES PROCEDURES, Xavier Dray MD,Jonathan M
Buscaglia MD,Kathleen L Gabrielson DVM,Priscilla Magno
MD,Eun J Shin MD,Susan K Redding BVSc,Lia Assumpcao
MD,Michael R Marohn MD,Ronald J Wroblewsky RN,Sergey
V Kantsevoy MD,Anthony N Kalloo MD,Samuel A Giday MD,
Johns Hopkins School of Medicine, Baltimore, Maryland,
USA; Hôpital Lariboisière, APHP, University Paris 7, Paris,
France; University of Puerto Rico, San Juan, Puerto Rico.
Introduction: The antibacterial and healing properties of the
greater omentum have yet to be used in translumenal
access closure of NOTES procedures. Objective: To evaluate
the feasibility, efficacy and tolerance of the incorporation of
a flap of greater omentum in gastrotomy closure sites.
Methods and procedures: Survival experiments were per-
formed in nine 40-kg pigs under general anesthesia, sterile
set-up and CO2 pneumoperitoneum. Animals were random-
ly assigned to 3 groups: Group A (controls, 3 pigs): 1.3 cm2
endoscopic full-thickness resection (EFTR) using an EMR kit
(K-003, Olympus® Endo-Therapy, Olympus® America Inc.,
NY) to create transgastric access to the peritoneal cavity;
peritoneoscopy; no closure. Group B (3 pigs): ETFR opening;
peritoneoscopy; omentoplasty closure (flap of omentum
gently pulled into stomach and attached to gastric mucosa
with clips; no clip used for closure of the gastrotomy site
itself). Group C (3 pigs): needle knife transmural puncture
followed by balloon dilation for opening, transgastric perito-
neoscopy, omentoplasty closure. Animals were survived for
2 weeks and then underwent endoscopic evaluation, necrop-
sy and histological evaluation. Results: Transgastric access
into the peritoneal cavity and peritoneoscopy were achieved
in all pigs. In groups B and C, a flap of omentum was easily
placed to seal the gastrotomy and then attached to the gas-
tric mucosa using 2 to 5 clips (median=4), in 7 to 20 min
(median=15). In group A, all animals developed peritonitis.
In both groups B and C, all animals survived 15 days with
good clinical outcome, no peritonitis and minimal adhesions
outside the gastrotomy site (modified More Comprehensive
Adhesion Scoring Method, ranging 1 to 12, median 3). In
group B, 2 animals achieved complete healing of the gastro-
tomy site with no complication; 1 had an 18mm abscess in
the omental flap and a 2mm mucosal ulceration. In group C,
2 animals achieved complete healing of the gastrotomy; 1
had a 2mm mucosal ulceration. Conclusions: Omentoplasty

of gastrotomy site is a feasible and effective method to seal
NOTES transgastric access to the peritoneal cavity. It is safe
and reliable for the closure of conventional NOTES trans-
gastric access (balloon dilation techniques). However, it may
require additional methods when used in the setting of
more aggressive transgastric access (EFTR).

P216
DIRECT COMPARISON OF DIFFERENT TECHNIQUES OF
TRANSGASTRIC ACCESS FOR NOTES PROCEDURE, L
Assumpcao MD,P Magno MD,H Xue MD,S A Giday MD,X
Dray MD,M R Marohn DO,S V Kantsevoy MD, Department of
Surgery? and Gastroenterology?, Johns Hopkins University
School of Medicine.
INTRODUCTION: Safe access to the peritoneal cavity is
paramount for success of the NOTES procedures. We have
recently described a PEG-like approach and pneumoperi-
toneum-assisted translumenal access to the peritoneal cavi-
ty. Aim of the study: Direct comparison of different transgas-
tric access techniques in a live porcine model. METHODS:
Fifteen experiments were performed on 50-kg pigs (Sus
scrofus domesticus) under general anesthesia. The animals
were divided into 2 groups: 1) five animals with PEG-like
approach (anterior abdominal wall was transilluminated,
punctured with a needle, guidewire was inserted into the
stomach through the needle, grasped with endoscopic for-
ceps and pulled through the biopsy channel of the endo-
scope) and 2) ten animals with pneumoperitoneum-assisted
approach (anterior abdominal wall was punctured with a
Veress needle, pneumoperitoneum was created and gastric
wall was punctured with a needle-knife and guidewire was
inserted through the puncture site into the peritoneal cavi-
ty). Then in both groups 18mm CRE dilating balloon (Boston
Scientific , Natick, MA) was inserted over the guidewire to
dilate the abdominal wall and the endoscope was advanced
into the peritoneal cavity. Peritoneoscopy was performed
with a special attention to the site of transgastric entrance to
rule out access-related complications. Total time to create
transgastric entrance was recorded and compared between
both groups using a t-test for 2-sample quantitative data.
RESULTS: There was no access-related complications found
inside the peritoneal cavity in both groups of animals and
the total time for translumenal access did not differ signifi-
cantly (p=0.124) between the PEG-like and pneumoperi-
toneum-assisted approach. Nevertheless, with the PEG-like
approach the site of transgastric access was determined by
transillumination of anterior abdominal wall and was
restricted to a small area of anterior gastric wall. At the
same time the pneumoperitoneum-assisted approach
allowed transgastric entrance into the peritoneum even
through the areas of the gastric wall which could not be
transilluminated. CONCLUSION: Although both PEG-like
approach and pneumoperitoneum-assisted entrance to the
peritoneal cavity appear equally safe and technically
straightforward, the pneumoperitoneum-assisted technique
allows more flexibility for choice of the site of gastric wall
puncture and entrance into the peritoneal cavity.

P217
A HYBRID ENDOLUMINAL TRANSGASTRIC CHOLECYSTEC-
TOMY APPROACH ? A BRIDGE BETWEEN LAPAROSCOPY
AND NOTES, SERGIO ROLL MD,KIYOSHI HASHIBA
MD,PABLO R SIQUEIRA MD,JARBAS M FARACCO MD,
Gastrointestinal Endoscopy Unit/Institute of Teaching and
Research- Sirio Libanes Hospital, São Paulo, Brazil
Background: The Natural Orifice Transgastric
Cholecystectomy is a method in development. This study
proposes the hybrid approach, transluminal and laparoscop-
ic, showing the advantages of the technique.
Methods: Non-survival procedures were conducted in
pigs(n=15) using a transgastric approach. The procedure
started with a puncture in the umbilical scar to create a CO2
pneumoperitoneum through the Veress needle. The gastro-
scope was introduced in the abdominal cavity, after opening
the anterior gastric wall with dissection(scissor) and
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enlargement the wall with papillotome/balloon. In the final
model, a device was put to isolate the scope from the ali-
mentary canal, being avoided larger chemical and biological
contamination. A 5mm trocar is placed in the umbilical
under endoscopic vision. With a multibite biopsy forceps
placed through the scope we presented the gallbladder and
a laparoscopic grasper was introduced into the cavity to
provide traction and exposure the artery and cystic duct.
They were identified and dissected with needle-knife, hot
biopsy forceps and endoscopic forceps. Endoclips were
used to close the duct and the artery. The gallbladder has
been dissected from the liver with the same instruments.
The extraction of the gallbladder was made by traction. The
gastric opening is closed with suture performed with
anchors to keep the thread in a suitable place. In few cases
an omentum patch was used(clips).
Results: NOTES cholecystectomy can be performed success-
fully in pigs, using conventional scope and endoscopic
devices used in endoscopic procedures in the upper gas-
trointestinal tract together with a one 5mm trocar. This
device allowed the use of some forceps and aspirator.
Comments: The hybrid method can be used until the new
graspers to allow to accomplish the same work of the
instruments used by the abdominal wall (ex.aspiration of
blood). Several investigators have reported the advantages
of peroral transgastric technic. However, available flexible
scopes and their accessories are designed to work in endo-
scopic procedures and they have limitations when used
inside the peritoneal cavity. The initial application of this
hybrid technique was shown to be effective and assists
some objectives of the NOTES technique.
Conclusion: The method studied can be a valid option for to
use conventional upper gastroscope in order to perform the
cholecystectomy. Despite it is even possible support that the
development of this technique does with that some groups
can adopt the hybrid propose as first option for the routine.

P218
FEASIBILITY OF ENDOSCOPIC TRANSGASTRIC (ETGN) AND
TRANSVAGINAL (ETVN) NEPHRECTOMY IN THE PORCINE
ANIMAL MODEL., Kai Matthes MD,Peter Koehler PhD,Detlev
Menke MD,Heiner Niemann MD,William R Brugge
MD,Juergen Hochberger MD, Beth Israel Deaconess Medical
Center, Harvard Medical School, Boston, MA, National
Institute for Animal Research, Mariensee-Neustadt,
Germany, Massachusetts General Hospital, Harvard Medical
School, Boston, MA, St. Bernward Hospital, Hildesheim,
Germany
BACKGROUND: Prior studies demonstrate the feasibility of
NOTES organ resection. Aim of this study was to develop
an endoscopic minimally-invasive resection of the kidney.
METHODS: Using an endoscopic transgastric (N=2) and
transvaginal (N=4) approach, resection of the kidney was
performed in the porcine animal model. RESULTS: Six
female swine underwent endoscopy with a double-channel
gastroscope. In two animals, a gastric incision was per-
formed using a needle knife at the anterior wall of the stom-
ach. The left kidney was mobilized, renal artery, vein and
ureter were clipped endoscopically, and then dissected. The
organ was retrieved through an 8 cm abdominal incision.
The gastric incision was closed with clips. Both animals
undergoing ETGN were sacrificed after the procedure. In
one of the four animals with transvaginal access, a rigid
12.5 mm trocar was used. In the other three ETVN experi-
ments, the needle knife was used to obtain access through
the posterior vagina at a distance of 20 cm from the vaginal
orifice. Using this port, the kidney was resected endoscopi-
cally and was cut into 6-9 pieces with a polypectomy snare.
The kidney was removed piece-by-piece through the vagina
using a retrieval net. An endoscopic closure of the vaginal
incision was obviated. While dissecting the hilus of the kid-
ney, an uncontrollable bleeding occurred in one animal. The
animal had to be sacrificed prematurely. Another procedure
had to be aborted due to irresolvable technical malfunction
of the endoscope processor. Two animals were survived for
19 days and 40 days. There were no clinical signs of intra-

abdominal infection. CONCLUSIONS: We could demonstrate
the technical feasibility of NOTES nephrectomy. The trans-
vaginal approach without closure was well tolerated by the
survival animals.

P219
BIRD’s-EYE VIEW: A VISUAL ADJUNCT FOR SPATIAL ORI-
ENTATION IMPROVES EFFICACY OF NOTES PROCEDURES,
Noam Belkind MD,Ozanan Meireles MD,Benjamin Mosher
MD,Keith Apelgren MD, Michigan State University Dept of
Surgery
Introduction: Although NOTES research has shown substan-
tial progress in recent years, some technical challenges
remain. Among them is the suboptimal spatial orientation of
the flexible endoscope within the peritoneal cavity. Due to
the endoscope’s lack of rigidity, the ability to retroflex, and,
more importantly, the coupling of the image source to the
end effector instruments, spatial disorientation is frequently
encountered during NOTES tasks. We hypothesize that
adding a secondary stable visual source to NOTES proce-
dures will help overcome these challenges by improving
spatial orientation, increasing accuracy, and therefore
decreasing tasking time.
Methods and Procedures: Two Board Certified Surgeons
and four Surgical residents performed a timed peg transfer
task (modified from the FLS system), using a unique ex vivo
NOTES simulation environment. The task was performed
twice by each participant, once using a gastroscope and
grasping forceps, and once using the gastroscope, grasping
forceps, and a stable secondary visual source. Data were
analyzed using a two tailed paired T test and are presented
as Mean ± SD
Results: Mean time for peg transfer task with gastroscope
alone was 15.66 ± 5.14 minutes. Mean time for gastroscope
plus secondary visual source was 7.15 ± 2.24 minutes. Two
tailed paired T test P=0.002 between the two groups.
Conclusions: An adjunctive stable visual source delivers a
more global view of the operating field. This assists in spa-
tial orientation, improves the efficacy of target localization
and decreases tasking time. This technology has the poten-
tial to become an important adjunct in NOTES procedures.
Further studies are needed to identify and develop the ideal
camera location and lens types.

P220
ENDOSCOPIC TRANSGASTRIC PERITONEOSCOPY FOR
INTESTINAL ISCHEMIA IN A PORCINE MODEL, Patrick
Gatmaitan MD,Ramy Fouad MD,Tracy Pitt DO,Silas
Chikunguwo MD,Matthew Kroh MD,Philip Schauer
MD,Bipan Chand MD,Stacy Brethauer MD, Cleveland Clinic
Foundation, Cleveland, OH
INTRODUCTION
Intestinal ischemia is difficult to diagnose in a critically ill
patient. Natural orifice transluminal peritoneoscopy may
provide us with a valuable diagnostic tool that can be per-
formed at the bedside with minimal equipment require-
ments with a potential for a high sensitivity in detecting
ischemic bowel. The aim of this study is to develop a bowel
ischemia model in pigs and evaluate the feasibility and
accuracy of transgastric peritoneoscopy for detecting this
condition.
METHODS AND PROCEDURES
The investigative team was divided into two groups. One
team created the model with mesenteric vessel ligation via
laparotomy. The total bowel length was measured and up to
three segments of small bowel were made ischemic. One
control animal underwent laparotomy with no ischemic seg-
ments created. Following an ischemic period of two hours,
the extent of ischemia was quantified as a percentage of the
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total bowel length and the laparotomy was closed. A second
team who was blinded to the results of the initial surgery
then performed transgastric peritoneoscopy using standard
endoscopic equipment. All four quadrants were evaluated
and the bowel manipulated with an endoscopic grasper. The
endoscopic investigators recorded the presence or absence
of bowel ischemia and estimated the percentage of small
bowel involved. The gastrotomy was closed using Bard full
thickness T-fasteners.
RESULTS
The procedure was completed in six pigs. The mean opera-
tive time for the NOTES procedure was 74 minutes.
Peritoneoscopy accurately diagnosed ischemia in all ani-
mals in which it was present. The endoscopic team reported
no ischemic bowel findings in the control subject. The total
percentage of intestinal ischemia estimated by perito-
neoscopy (mean=20.8%) was similar to that measured at
laparotomy (mean=17.8%, p=0.14). In two animals, the
endoscopic evaluation underestimated the total number of
ischemic segments present. Endoscopic evaluation of the
right upper quadrant in this model proved to be the most
technically challenging portion of the case.
CONCLUSION
This study demonstrates the feasibility and potential accura-
cy of endoscopic transgastric peritoneoscopy to diagnose
intestinal ischemia in a porcine model using currently avail-
able technology. This approach may prove to be beneficial
for critically ill patients in whom intestinal ischemia is sus-
pected. Advances in technology to facilitate endoscopic
bowel manipulation are needed.

P221
OPTIMIZING MAGNETICALLY ANCHORED CAMERA, LIGHT
SOURCE, GRASPERS, AND CAUTERY DISSECTOR FOR
TRANSVAGINAL NOTES CHOLECYSTECTOMY, Daniel J
Scott MD,Shou Jiang Tang MD,Richard Bergs MS,Farid J
Kehdy MD,Deborah C Hogg BS,Lisa A Hollett
RN,Christopher O Olukoga MD,Makram Gedeon MD,Jeffrey
A Cadeddu MD,Raul Fernandez PhD, Southwestern Center
for Minimally Invasive Surgery, University of Texas
Southwestern Medical Center, Dallas, TX. Texas
Manufacturing Assistance Center, Automation and Robotics
Research Institute, University of Texas, Arlington, TX.
Introduction: We previously reported successful transvagi-
nal NOTES cholecystectomy in a porcine model using a
Magnetic Anchoring and Guidance System (MAGS). The
purpose of this study was to further optimize MAGS instru-
ments for this procedure.
Methods: Preliminary in-vivo testing (n=1) and complete
non-survival procedures (n=3, 33-34kg) were performed in
pigs. Through a vaginotomy created under direct vision, a
rigid access port (23mm inner diameter, 40cm long) was
inserted into the peritoneal cavity and used to maintain a
CO2 pneumoperitoneum. MAGS instruments were deployed
through the port and guided into place using magnetic cou-
pling via an external handheld magnet which was optionally
exchanged for an 18ga percutaneous threaded needle
anchor, or nylon or insulated metallic (energy delivery to
light source) T-tag fasteners. Successive generations of
instruments were developed and tested. MAGS instruments
included an argon-sealed camera with onboard lighting, an
auxiliary light source (1-12 lights, no external tether), flexi-
ble graspers (extended baseplate for improved reach), and a
cautery dissector with a hydraulically activated arm (fixed
blade and motorized rotatable hook configurations). A gas-
troscope was used for assistance as needed.
Results: Preliminary camera testing was successful. All 3
complete procedures resulted in successful NOTES chole-
cystectomy with no laparoscopic rescues. Operative times
were 5.0, 5.25, and 4.0 hours; blood loss was minimal. The
camera had minimal to no fogging and yielded a sufficiently
clear and focused image to perform 95%, 50%, and 100% of
the operation; digital zoom features were very helpful. The
auxiliary light source was successfully powered in a trans-
mural fashion using the metallic T-tags. The graspers pro-
vided adequate retraction. The rotating feature of the hook

cautery dissector dramatically improved its utility. On autop-
sy, no complications were noted for cases 1 & 2; for the 3rd
case, a small bowel burn was discovered at the site of the
light source due an electrical injury (broken T-tag with
grounding to bowel).
Conclusions: While still under development, this new gener-
ation of MAGS instruments overcomes several substantial
obstacles associated with NOTES by decreasing the reliance
upon flexible endoscopic equipment and may facilitate the
use of the access port lumen for other ancillary instruments.
Further investigation is warranted to continue optimization
of the MAGS platform.

P222
EVALUATION OF A NOVEL AIR SEAL ACCESS PORT FOR
TRANSVAGINAL NOTES CHOLECYSTECTOMY, Daniel J
Scott MD,Shou Jiang Tang MD,Richard Bergs MS,Deborah C
Hogg BS,Lisa A Hollett RN,Makram Gedeon MD,Raul
Fernandez PhD,Jeffrey A Cadeddu MD, Southwestern Center
for Minimally Invasive Surgery, University of Texas
Southwestern Medical Center, Dallas, TX. Texas
Manufacturing Assistance Center, Automation and Robotics
Research Institute, University of Texas, Arlington, TX.
Introduction: We previously reported successful transvagi-
nal NOTES cholecystectomy in porcine models but experi-
enced difficulty with pneumoperitoneum gas leakage when
Magnetic Anchoring and Guidance System (MAGS) and
endoscopic instruments were used in conjunction with con-
ventional trocar seals. The purpose of this study was to
evaluate the utility of a novel access port for this procedure.
Methods: Non-survival experiments were performed in pigs
(n=3, 30-35kg). Through a vaginotomy created under direct
vision, a rigid access port (24mm inner diameter, 28mm
outer diameter, 45cm long) was inserted into the peritoneal
cavity. The prototype port was equipped with an Air Seal
(SurgiQuest), which allowed simultaneous passage of multi-
ple instruments through the single lumen by creating a
steady-state of gas (air) flow into and out of the sealing
chamber in a vortex-like fashion. Cholecystectomy was per-
formed using a combination of deployable MAGS instru-
ments (graspers, cautery dissector), a gastroscope (visuali-
zation, clipping), and articulating rigid graspers (60-70cm
long, 5mm diameter, Novare).
Results: An excellent seal (no appreciable gas leakage) was
uniformly maintained during simultaneous use of the teth-
ered (mechanical, electrical, pneumatic) MAGS instruments,
gastroscope, and articulating rigid graspers.
Cholecystectomy was performed in all cases with relatively
short mean operative time (2.6 hrs) compared to historical
controls (3.75 hrs), due to the distinct ease of passing MAGS
instruments directly and rapidly through the Air Seal with-
out backloading tethers or disconnecting equipment. The
major limitation was our inability to achieve a pneumoperi-
toneum pressure above 7mmHg due to the air pump’s
capacity. Because of limited intrabdominal working space, a
break in the cautery insulation caused a gastric burn and
inadequate gallbladder retraction using MAGS graspers
required the use of rigid graspers for assistance in 2 cases.
No port related problems occurred in cases 1-2, but a signif-
icant injury to the vagina was noted at autopsy on the final
case in a relatively small pig (30kg).
Conclusions: The Air Seal access port may be very useful
for NOTES procedures, as this technology prevents gas
leakage when a wide variety of instrument configurations
are used. Additional investigations are warranted to further
improve pneumoperitoneum pressure and other procedural
aspects.

P223
ENDOSCOPIC GASTROJEJUNOSTOMY USING THE FULL
THICKNESS PLICATIONS Rabi Kundu MD, James Ellsmere
MD, Daniel Jones MD, Douglas Pleskow MD, Ram Chuttani
MD, Beth Israel Deaconess Medical Center, Boston, MA
Objectives: Natural Orifice Translumenal Endoscopic
Surgery (NOTES) utilizes resectional or anastomotic tech-
niques. Anastomotic work to date is limited to suturing and
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stapling devices. Endoscopic gastrojejunostomy has been
reported in two animal studies. The aim of our study is to
assess feasibility of gastrojejunostomy with full thickness
plications. 
Methods: Six ex vivo porcine stomachs were prepared with
small bowel in continuity. Using an end viewing endoscope,
transillumination and palpation were used to select the site
of the anterior gastrotomy. The gastrotomy was performed
with needle knife and was extended with a traction sphinc-
terotome. A loop of proximal jejunum was withdrawn with a
endoscopic snare into the gastrotomy site. Once the loop of
the small bowel was secured an enterotomy was performed
with a needle knife and sphincterotome using cautery or a
new technique with a snare. The free ends of the enteroto-
my site and the gastrotomy site was plicated under endo-
scopic visualization using the NDO PlicatorTM.(NDO
Surgical, Mansfield, MA). A total of 2 plications were applied
on each side to achieve a gastrojejunostomy. Anastomosis
was tested for dry (air) and wet (water with methylene blue)
leakage with a target pressure of 100mmHg. 
Results: Gastrojejunal anastomosis was constructed in six
ex vivo porcine stomach models. No leak was demonstrat-
ed. The target pressure was reached in all the anastomoses.
The mean size of the gastroenterostomy was 2.5 cm. 
Conclusions: Gastroenterostomy is feasible in an ex vivo
porcine stomach using the full thickness plications. All anas-
tomoses were patent and durable. Chronic animal study is
ongoing to confirm observations.

P224
HOW CAN INADVERTENT INTESTINAL INSUFFLATION BE
LIMITED IN COMPLEX INTRAGASTRIC NOTES PROCE-
DURES’, John N Afthinos MD,Julio Teixeira MD,James
McGinty MD,Steven Binenbaum MD,Glenn Forrester
MD,Grace Kim MD,Ninan Koshy MD,Jawad Latif
MD,Domingo Nunez MD,George J Todd MD,Scott J Belsley
MD, St. Luke’s-Roosevelt Hospital Center, New York, NY
Objective: Early experience with transgastric NOTES in ani-
mal models have demonstrated the consequences of inad-
vertent insufflation of the small and large bowel. The result-
ant crowding of the intestines increases the risk of ensnar-
ing the bowel during transgastric suturing. A mechanism for
limiting transpyloric insufflation but permitting the neces-
sary intragastric working space is needed.
Description: A NOTES model was applied to two 25 kg
female swine. Two 12mm radially dilating trocars placed
under direct endoscopic vision along the greater curvature
using a gastroscope (Karl Storz, 13806NKS, Germany).
Three techniques were assessed. The first utilized a 10 mm
laparoscopic specimen bag which was partially placed into
the pylorus with the endoscope, filled with 20 cc of saline
irrigation and then closed. The second technique utilized a
20Fr Foley catheter with a 30 cc balloon (C.R. Bard,
Covington, GA). The tip was passed into the pylorus and the
balloon inflated. The remaining lumen was left unclamped
and the end remained outside one trocar, allowing duodenal
gas to escape. The third technique employed the same
Foley catheter but was transected after inflation with a
laparoscopic linear cutting stapler with 3.5 mm staples. The
volume of CO2 insufflation needed to maintain a constant
pressure of 15 mmHg over 10 minutes was measured.
Results: An average of 1.67 +/- 0.96 L of CO2 was needed to
maintain insufflation pressure using the three techniques
compared to 2.8 L in a control trial with no occlusion. The
specimen bag technique required an average of 1.5 L. The
non-transected Foley technique required only 0.8 L of addi-
tional insufflation while the transected catheter required 2.7
L. In the last technique, the balloon had slowly deflated over
the 10 minute waiting period. Conclusion: The non-transect-
ed Foley catheter appears to be the most optimal because it
established a pressure gradient that allowed for escape of
gas from the pylorus and proximal duodenum. A drawback
is that one trocar is entirely occupied by the catheter. Our
data suggests a possible direction for the development of
intestinal occlusion devices for future NOTES procedures.

P225
ENDOLUMENAL GASTRO-GASTROSTOMY FOR ASTOMIA
COMPLICATING ROUX-EN-Y GASTRIC BYPASS., Robert
Andrews MD,Sujit Kulkarni MD,Mitchell S Roslin MD,Paresh
C Shah MD, Lenox Hill Hospital
A 45 year old female underwent an uncomplicated laparo-
scopic (divided) gastric bypass with circular stapled gastro-
jejunostomy. Two years later, she developed a marginal
ulcer which perforated and was treated with open Graham
patch repair. Within 2 weeks post operatively, she developed
progressive dysphagia. EGD and UGIS revealed a tight
anastamotic stricture not amenable to dilation. A percuta-
neous gastrostomy tube was placed into the gastric rem-
nant for nutrition. The patient rapidly progressed to com-
plete astomia. She was cachectic and unable to manage her
salivary secretions with recurrent aspiration episodes. She
was referred to our institution for further management.
Given the hostile nature of the abdomen, the astomia, and
the severe weight loss of the patient, we elected to perform
an endolumenal gastro-gastrostomy to restore foregut con-
tinuity. The gastric remnant was accessed with a 5mm can-
nula through the tract of the percutaneous G-tube and insuf-
flated to a pressure of 8 mmHg. Two additional trocars were
placed under direct vision into the gastric remnant with
trans-illumination guidance. An endoscope was passed into
the gastric pouch. Direct visualization and trans-illumination
were used to identify the appropriate area for anastamosis
at the thin point of the inter-lumenal septum. The septum
was perforated under bi-lumenal direct vision with a har-
monic scalpel. An EEA anvil was passed trans-orally and
guided across the opening via endoscopic guidance. The
stapler was introduced into the remnant and mated under
vision to the anvil. After firing of the EEA stapler, the anasta-
mosis was extended using a 45mm GIA stapler. The proce-
dure was performed in its entirety endolumenally, without
peritoneal involvement. There were no complications. An
UGIS performed on POD 2 demonstrated restoration of gas-
tric continuity without leak. The patient tolerated a diet and
was discharged on POD4. This represents a novel, entirely
endolumenal approach to restoration of foregut continuity
after astomia complicating a Roux en Y gastric Bypass.
While it is possible that weight regain may occur following
this reconstruction, it offered the least invasive approach to
controlling the immediate problem.

P226
A SAFE AND EASY METHOD OF GASTROTOMY CREATION
AND CLOSURE FOR NOTES, Emanuel Sporn MD,Brent
Miedema MD,Sharon L Bachman MD,J Andres Astudillo
MD,Klaus Thaler MD, Universtiy of Missouri - Columbia
Introduction:
As a foundation for transgastric NOTES, we aimed to devel-
op an easy and fast method to create and close a gastroto-
my without the use of endoluminal suturing devices.
Methods:
Four pigs, mean weight 36 kg, were used for this survival
study. Pigs were anesthetized and received preoperative IV
antibiotics. The stomach was endoscopically irrigated with
saline, followed by 500 cc of 5% povidone-iodine. Then a
sterile two channel endoscope was placed into the stomach.
A gastrotomy site was chosen in the corpus along the
greater curvature. Using a suture passer, a suture was intro-
duced through the abdominal wall into the gastric lumen
and passed to the endoscopic grasper. The suture passer
was pulled back and reintroduced trough the same skin inci-
sion, to grab and pull out the suture again, creating a 1 cm
full thickness bite of the stomach. A second suture was
placed in a similar manner 2-3 cm caudal to the first suture.
The stomach was punctured with the suture passer between
the two sutures. A guidewire was introduced through the
working channel of the endoscope and externalized with the
suture passer. The gastric wall was stabilized with an endo-
scopic grasper next to the exit site of the guidewire and
pulled back, while the floppy end of the guidewire was held
externally at the abdominal wall. By further introducing the
guidewire through the scope, it was forced to loop in the
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peritoneal cavity between the gastric and abdominal wall.
A balloon dilatator was advanced over the guidewire
through the gastric wall and was inflated to 20mm to create
a gastrotomy. The endoscope was advanced into the peri-
toneal cavity over the guidewire and a NOTES procedure
was performed. At the end of the procedure, the transfacial
sutures were tied to the abdominal wall. One to three addi-
tional sutures were used to approximate the gastrotomy
edges. Necropsy was performed at two weeks.
Results:
Creation and closure of the gastrotomy was successfully
performed in all animals. Mean time to create and to close
the gastrotomy was 45 min (SD±16 min) and 20 min
(SD±13min), respectively. At necropsy, no leaks were noted
when the stomach was insufflated with air by endoscopy. In
one pig, a 1 cm abscess was found at the gastrotomy site.
Conclusion:
This animal study shows the feasibility and safety of a new
method to create and close a gastrotomy for NOTES without
endoscopic closure devices.

P227
HYBRID TRANSVAGINAL SLEEVE GASTRECTOMY IN A
PORCINE MODEL., Joao C Marchesini MD,Giorgio Baretta
MD,Claudio C Mottin MD,Alexandre Padoin MD,Almino C
Ramos MD,Manoel P Galvao Neto MD, BRAZILIAN NOTES
RESEARCH CENTER / Catholic Pontific University of Porto
Alegre - RS - Brazil
INTRODUCTION - The authors describe the first transvaginal
sleeve gastrectomy with an additional trocar in umbilicus in
a porcine model. Our purpose is prove that bariatric proce-
dures can be realized by NOTES (Natural Orifice
Translumenal Endoscopic Surgery).
METHODS AND PROCEDURES - A female pig with 50
pounds was underwent to a general anesthesia.
Pneumoperitoneum and a 12mm trocar was put in the
umbilicus and colpotomy was made with an endoscope. A
32 Fr bougie was placed into the stomach and its greater
curvature was taken out by stappling after liberation with an
ultrasonic knife of the grater omentum. The specimen was
taken out by the colpotomy. Total surgical time was 150
minutes.
CONCLUSIONS - We conclude that NOTES is a new and
safe technique and bariatric procedures like sleeve gastrec-
tomy are feasible and can be done. More studies in animals
models are necessary before doing this kind of surgeries by
natural orifices in humans.

P228
DURABILITY OF AN ENDOSCOPIC ENDOLUMENAL GAS-
TRIC PLICATION, John N Afthinos MD,James McGinty
MD,Steven Binenbaum MD,Glenn Forrester MD,Royd
Fukumoto MD,Grace Kim MD,Scott Belsley MD,Jawad Latif
MD,George J Todd MD,Julio Teixeira MD, St. Luke’s -
Roosevelt Hospital Center, New York, New York
Objectives: The goal of our study was to determine the safe-
ty and durability of an endolumenal plication of the stom-
ach.
Methods and Procedures: Ten 25-kg female swine under-
went standard upper endoscopy, during which a single, 12
mm intragastric laparoscopic trocar was placed. Using the
EndoStitch device (U.S. Surgical), an 8cm gastric sleeve was
created by plicating the stomach around the gastroscope.
The gastrostomy was subsequently closed with 2-0 poly-
ester suture under standard, laparoscopic technique.
Animals were allowed to eat on postoperative day one and
were monitored for level of activity, abdominal distention,
bowel function, and wound appearance.
Results: The swine were euthanized at 2, 4 and 6 weeks
from the date of operation. A necropsy was performed and
examination of the abdominal cavity revealed no signs of
abscess. The stomachs were dissected and the plication was
seen to be grossly intact in all specimens. Microscopically
there was evidence of scar formation at the suture line.
Conclusion: Endoscopic endolumenal gastric plication is a
durable procedure for weight loss lasting at least 6 weeks in
a large animal model.

P229
IS NOTES MESH PLACEMENT SAFE? RESULTS OF A RAN-
DOMIZED BLINDED TRIAL COMPARING NOTES AND
LAPAROSCOPY, Juliane Bingener MD,Sandeep Patel
DO,Kent Van Sickle MD,Brian Hanysak MD,Joel Michalek
PhD,Samer Sbayi MD,Wayne Schwesinger MD, University of
Texas Health Science Center at San Antonio
Background: Ventral hernia repair with mesh is a frequently
performed procedure and the Natural Orifice Translumenal
Endoscopic Surgery (NOTES) concept might be adaptable
for hernia repairs avoiding incision in the abdominal wall.
The risk for infection in mesh placement is of concern. We
compared abdominal wall mesh placement via NOTES with
the laparoscopic mesh placement.
Hypothesis: Transgastric mesh placement will be feasible.
There will be no difference in the mesh infection rate
between animals undergoing mesh placement with NOTES
versus laparoscopic mesh placement
Design: Randomized blinded trial using permuted block
design
Setting: Experimental surgery in a porcine survival model
Methods: 18 swine were randomized to abdominal wall
polypropylene mesh placement via NOTES or laparoscopy.
All animals received pre-operative antibiotics and gastric
irrigation. In the NOTES group, the 1 x 2 cm mesh was
transported into the abdominal cavity via a protective but
not entirely sealed transgastric transportation device and
clipped to the anterior abdominal wall. The animals ran-
domized to laparoscopy underwent initial upper endoscopy
(no gastrotomy) followed by a 10 min washout period and
then laparoscopic mesh placement. Postoperatively clinical
data and WBC were collected, necropsy, peritoneal and
mesh cultures performed at 14 days. Data analysis was per-
formed using the chi2-test. IACUC approval was obtained
for the study.
Results: All but one procedure were successfully completed.
One NOTES experiment was incomplete due to instrumenta-
tion failure (endoscope). All animals survived to 14 days. At
necropsy significantly more clinical mesh infections with
localized abscesses were noted in the NOTES mesh group
versus the laparoscopy group (p<0.05).
Conclusion: The mesh placement via NOTES is feasible but
technically still immature. Despite the use of a protective
transportation device and a mesh type that is more resistant
to infection compared to others significantly more infections
were seen with the NOTES than with the laparoscopic
approach. Completely sealed mesh transportation devices
and antibiotic regimen will have to be investigated to enable
NOTES type hernia repair with mesh.

P230
EARLY POST PROCEDURE FEVER AFTER RADIOFREQUEN-
CY ABLATION OF BARRETT’s ESOPHAGUS USING THE
HALO® PROCEDURE., Mark A Fusco MD, Melbourne
Internal Medicine Associates, Melbourne GI Center.
Introduction: Barrett’s esophagus, or intestinal metaplasia of
the esophagus, is a premalignant condition related to
Gastro-Esophageal Reflux Disease. The presence of Barrett’s
Esophagus leads to an increased risk of development of
esophageal adenocarcinoma. The incidence of esophageal
adenocarcinoma is increasing, while its cure rate has
changed little in recent years. The Halo® procedure is an
endoscopic procedure that uses radiofrequency energy to
ablate the metalplastic cells in the hope of decreasing the
incidence of adenocarcinoma. Early experience with the pro-
cedure has shown it to be safe, well tolerated, and effective
in eliminating metaplasia.
Methods and Procedures: The author’s early experience is
reviewed. Two cases of early postoperative fever are
described.
Results: Between January 2007 and September 2007, 27
Halo® procedures were preformed on 16 patients. All were
done at a free standing outpatient endoscopy center. There
were no major complications, or hospital admissions. Two
patients had high fevers (101.5° F and 102.5°F) the night of
the procedure. In both cases, the fever was associated with
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myalgia and rigors. In both cases, there were no abdominal,
thoracic or respiratory symptoms and the patients declined
Emergency Department evaluation. Both patients had com-
plete resolution of their symptoms after treatment with acet-
aminophen with no recurrence. Possible etiologies of the
fever include an acute sterile inflammatory response related
to the ablation, a subclinical pulmonic process (atelectesis
or microaspiration), or a transient bacteremia. The latter
would have the most clinical significance given the potential
for seeding of any previously implanted prosthetic materials
such as artificial cardiac valves or orthopedic prostheses.
Conclusion: A high temperature seems to be a possible,
self-limited finding after the Halo® procedure. Although in
both reported cases, there was no significant clinical
sequela, more study of this issue is warranted. If the etiolo-
gy is a transient bacteremia, then antibiotic prophylaxis may
be indicated in selected patients with implanted prosthetic
material.

P231
ENDOLUMINAL SUTURING FOR WEIGHT LOSS FOLLOW-
ING ROUX EN Y GASTRIC BYPASS, Daniel R Cottam MD,
Spencer Holover MD,Shawn Garber MD,James Atkinson
MD,Barry Fisher MD, Surgical Weight Control Center of Utah
and the New York Bariatric Group
Background
Currently millions of patients have undergone Roux en Y
Gastric Bypass (RYGBP) and a large percentage of these
have not obtained a BMI <30. There currently not good sur-
gical options for these patients. Stomaphyx is a recently
approved FDA device for intraluminal sutureing which is
allowing us to narrow the stoma diameter and reduce gas-
tric pouch compliance. We are reporting the initial results of
this promising technology.
Methods
Two surgical clinics pooled their combined patients and fol-
lowed their weight for one month after the procedure and
administered the three factor eating questionnaire preopera-
tively and one month postoperatively. The three factor eat-
ing questionnaire tests each patient for restraint, disinhibi-
tion, and hunger.
Results
The average patient was 55 months from their original
RYGBP. The mean preoperative BMI was 38. The mean
weight loss at one month was 15lbs (range 3 to 42).
Restraint and disinhibition scores did not change significant-
ly from preoperatively to one month. However, hunger
scores dropped from a preoperative mean of 7.23 operative-
ly to 3.53 postoperatively (p<0.0001).
Conclusions
The absolute one month weight loss is not as significant as
an original bypass patients since many of our patients were
only seeking help to lose that last 20 to 30 pounds. Rather,
the decrease in hunger by half is significant since this is
what is allowing these patients to eat less and lose weight.
These initial exciting results coming from intraluminal
sutureing must be tempered with the fact that we have no
long term data yet and this is first generation technology
and is not suitable to all patients.

P232
A COMPUTER-ASSISTED ENDOSCOPE TO FACILITATE
ACCESS AND SUPPORT SURGICAL TASKS IN THE
ABDOMEN: ANIMAL EXPERIENCE, Amir Belson MD,Eric
Storne,Carson Shellenberger,Thomas Yorkey PhD, Neoguide
Objective: Natural orifice transluminal endoscopic surgery
has potential benefits for patients and clinicians. Many
improved tools have been developed in the last few years,
but access, navigation and orientation, especially in the
upper abdomen for procedures such as diaphragmatic pac-
ing and Nissen fundoplication, remain an unsolved chal-
lenge. NeoGuide has developed a computer-controlled
multi-segmented endoscope with the potential for improved
navigation and stability during NOTES procedures. The
actively controlled segments proximal to the clinican-
steered tip follow a path created by the tip in a way that
may enable the scope to rise to the anterior abdominal wall

and pan down to provide a bird’s eye view of the peri-
toneum that is familiar in laparoscopy. In addition, the
scope’s active control may enable improved navigation for
access to organs that are difficult to reach with conventional
endoscopes and enable the application of forces required
for surgical tasks.
Method: 60-70kg pigs were used to compare the NeoGuide
navigation ability in the upper abdomen to a standard endo-
scope. Once the scope was introduced into the peritoneum,
the target organs (diaphragm and lower esophageal sphinc-
ter) were identified using the endoscopic view and the oper-
ator manipulated the scope to attempt to reach and apply
endoclips to the target organs in the upper abdomen.
Results: Using a conventional endoscope, retroflection of
the tip in the peritoneum allowed distant visualization of the
target organs, but advancing the scope resulted in the scope
tip moving away from rather than towards the target organs
in the upper abdomen. With the NeoGuide scope, the target
organs were readily visualized, and further advancement of
the scope resulted in the proximal segments articulating
and following the path of the tip to allow the scope to quick-
ly reach and touch the target organ. Endoclips were applied
to the target organs using the scope’s working channel. A
bird’s eye view was achieved, allowing the active scope to
pan about the pneumoperitoneum. The animals were eutha-
nized and the peritoneum was explored and clip location
was verified.
Conclusions: The NeoGuide computer-assisted endoscope
offers potentially significant benefits that may enable surgi-
cal procedures in anatomical areas that are difficult or
impossible to access with current technologies.

ERGONOMICS/INSTRUMENTATION
P233
PORCINE EX-VIVO AND IN-VIVO VESSEL SEALING EXPERI-
MENTS TO COMPARE LOTUS® AND ETHICON® ULTRA-
SONIC INSTRUMENTS WITH LIGASURE® BIPOLAR VESSEL
SEALING DEVICE, Emma J Noble MD,Kenneth B Hosie MD,
Derriford Hospital, Plymouth, UK
Introduction: To observe and compare the vessel-sealing
ability of LOTUS and Ethicon ultrasonic shears with
LigaSure bipolar device using a porcine model.
Methods and Procedures:
1.Porcine renal vessels of varying diameter were harvested
from recently slaughtered animals and sealed/divided by
one of the 3 devices.
2.A midline laparotomy was performed on 2 anaesthetised
pigs. Mesenteric, renal, splenic and inguinal vessels were
dissected from surrounding tissue and sealed using one of
the 3 devices.
3.Bursting pressures of the sealed vessels was assessed
with a closed system….histo thermal damage data if avail-
able.
Results: All instruments reliably sealed blood vessels. Ex-
vivo; LOTUS sealed 28/28 renal vessels, Ethicon shears
24/28 (p=0.03), Ethicon ACE 24/24 and LigaSure 27/28 ves-
sels. In-vivo; LOTUS sealed 18/20 vessels, ACE 13/14,
LigaSure 10/10. Ex-vivo; Mean+/-sd vessel diameters were
3.4+/-1.7mm (LOTUS), 3.1+/-1.2mm (Ethicon Harmonic
Scalpel, EHS), 3.6+/-1.1 (Ethicon ACE) and 4.5+/-1.9mm
(LigaSure). Adjusted mean (SE) bursting pressures were
963.0 (89.5) mmHg, 549.3 (97.4) mmHg, 1398.9 (96.7) mmHg
and 1231.5 (94.9) mmHg respectively. ANCOVA revealed evi-
dence of differences between the mean bursting pressures;
ACE and LigaSure had significantly higher mean bursting
pressures than EHS.
In-vivo; Mean+/-sd vessel diameters were 2.7+/-1.0mm
(LOTUS 3), 2.2+/-0.6mm (Ethicon ACE) and 2.2+/-0.4mm
(LigaSure). Adjusted mean (SE) bursting pressures were
2244.0 (187.8)mmHg, 2626.4 (225.9) mmHg and 2416.2
(247.7) mmHg respectively. There was no significant differ-
ence between these mean bursting pressures.
Conclusions: There were no significant differences between
the 3 types of instruments in terms of reliability of vessel
sealing in or ex-vivo. There was some evidence of higher
mean bursting-pressures for LigaSure and Ethicon ACE ex-
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vivo, but not in-vivo. Recorded bursting pressures in-vivo
were significantly higher than ex-vivo. This is partly
explained by the smaller vessel size in-vivo (younger ani-
mals) but may be related to the contribution from clotting
factors. Data supports a current clinical trial on mesenteric
vessel sealing.

P234
PRELIMINARY EXPERIENCE IN USE OF THE NEW, MULTI-
FUNCTIONAL LIGASURE ADVANCETM DEVICE FOR TISSUE
DISSECTION, HEMOSTASIS, AND VASCULAR DIVISION,
Benjie Tang MD,Chengli Song PhD,Paul Campbell PhD,Sir
Alfred Cuschieri MD, Ninewells Hospital, University of
Dundee
Objective: The aim of this study was to investigate efficacy,
safety, and ergonomic design of handle of the recently intro-
duced multifunctional device (LigaSure AdvanceTM) that
has sealing, dissection and division functions on live ani-
mals.
Materials and methods: Eight domestic pigs were included
in the study designed to assess functionality, thermal spread
and ergonomic evaluation of the instrument handle design.
The study was performed on 8 pigs randomized to laparo-
scopic or open electrosurgery: dissection, coagulation, and
division performed in following regions: biliary and porta
hepatis, gasrtoesophageal junction, transverse colon, and
renal pedicles and ureters. Endoscopic infrared camera was
used to evaluate the thermal spread, and collateral damage.
The number of activation times was recorded and expert
opinions were obtained.
Results: Dissection, coagulation, and division of tissue and
vessels were performed safely and effectively with the
AdvanceTM, which was characterized by a bloodless surgi-
cal field, reduced number of instrument changes, and aver-
aged thermal spread of 1.0 +/- 0.5 mm at peak temperature
at 97.9+/- 10.9oC in 8 procedures. Fifty-six occasions (23%)
required the assistant to activate the device by pressing var-
ious buttons on the top of the handle during two hundred
and forty-two activations of the use of LigaSure AdvanceTM
devices were recorded. Subjective evaluation from experts
suggested that the handle design of the LigaSure
AdvanceTM was not user friendly.
Conclusions: The newly introduced multifunctional LigaSure
AdvanceTM device is a safe and effective multifunctional
tool for dissection, hemostasis, vessel division and hollow
organ transection with minimal thermal spread. However,
the handle design of this smart device requires improve-
ment.

P235
DOES AN INFRARED LAPAROSCOPE BRING BETTER VISU-
AL FIELD UNDER THE BLEEDING SITUATION?, Minoru
Matsuda MD,Motoo Yamagata MD,Shigeoki Hayashi
MD,Ken Hagiwara MD,Tetsuhiro Tsuruma MD,Tadatoshi
Takayama MD, Division of Digestive Surgery, Nihon
University School of Medicine
Back ground: The bleeding during the laparoscopic surgery
adds much stress to the surgeons. Our experiences of near-
infrared (NR) laparoscope that used for sentinel lymphnodes
detection inspired the possibility of better visualization
under the bleeding situation. Therefore, we examined the
visibility of NR scope on an experimental basis.
Materials and Methods: NR scope (805}15nm: Olympus
Corp.) and the conventional scope views were compared
under the laboratory settings. A three-color chart (white,
black and orange) was used and the pictures were captured
by each scope. Then porcine blood was applied on the chart
from 0.5mm up to 4.0mm thickness and pictures were took
at every 0.5mm blood application with NR and the conven-
tional image.
Two spots of each picture’s brightness were measured with
256 steps color code and correction of deganmma was
done. The average deganmma value of each samples (8
spots) were examined and black/white, orange/white degan-
mma ratio were calculated.
Results: The identification depth was higher in NR images

from 0.0 to 2.0mm blood thickness of black/white deganm-
ma ratio (p<0.01) and 1.0 to 1.5mm of orange/white ratio
(p<0.05).
Conclusions: Infrared scope could be better visualized the
tissue under the bleeding situation of laparoscopic surgery.

P236
NOVEL HANDS-FREE POINTER IMPROVES INSTRUCTION
EFFICIENCY IN LAPAROSCOPIC SURGERY., Shiva
Jayaraman MD,Izabela Apriasz MD,Ana Luisa Trejos
MSc,Harman Bassan PhD,Rajni V Patel PhD,Christoper M
Schlachta MD, CSTAR (Canadian Surgical Technologies &
Advanced Robotics), Lawson Health Research Institute and
Department of Computer and Electrical Engineering,
University of Western Ontario, London, Ontario, Canada
OBJECTIVE: To determine if a novel, hands-free, multi moni-
tor, pointer improves instruction efficiency in a simulated
laparoscopy environment.
METHODS: Twenty arbitrary instruction points were selected
on a picture of a partially dissected cholecystectomy within
a laparoscopic trainer box. A single instructor guided twenty
trainees to locate points with a laparoscopic instrument.
Points were visible to the instructor only and for each
trainee were allocated randomly into ten point groups with
the instructor providing guidance with verbal instruction
only (VERBAL) and with a hands-free, head controlled point-
er that appeared on both the instructor’s and trainees’ moni-
tors (POINTER). Time to locate each point was measured
with the primary outcome being time to locate ten points.
RESULTS: Randomization led to equal distribution of points
between study groups (p=0.902). There was a significant
negative correlation between trainee number and task time
in the VERBAL (r= -0.586, p=0.007 ) and POINTER groups (r=-
0.713, p=0.001) indicating the instructor improved with both
tasks over time. Total task time was significantly shorter
with POINTER than VERBAL guidance alone (65+/-14s vs.
119+/-34s, p<0.001). Mean time to locate each point by VER-
BAL guidance ranged from 8.6s to 16.9s and 4.4s to 6.2s
with POINTER. Mean of mean times was shorter with
POINTER than with VERBAL guidance alone (5.4+/-0.5s vs.
11.9+/-2.4s, p<0.001). Dividing trainees into prior (10) and no
prior (10) laparoscopic operative experience, the benefit of
pointer instruction as measured by task improvement was
greater in the experienced group (82+/-35s vs. 46+/-13s,
p=0.006)
CONCLUSIONS: Use of a hands-free, multiple monitor,
pointer significantly improved efficiency of instruction on a
locating task in a simulated laparoscopy environment.
Experienced surgeons benefitted more from use of the
pointer.

P237
MODEL OF PORTABLE TRAINING SIMULATOR, IN ENDO-
SCOPIC SURGERY, Armando contreras arellano MD, jose
lozada leon MD, santa monica hospital
BACKGROUND
The endoscopic Surgery demands surgical skill and hard
task, after the popularización of this technique arose in the
market several kind of training simulators, which every time
are in different fashion, electronic, digital, expensive, that
needs an installation space, multiple connections which
specifically has like limitation destining a time for it and per-
haps the submission to an established schedule.
OBJECTIVE
The purpose of this work is to present a model of portable
training simulator in endoscopic surgery with several skill
stations
MATERIAL AND METHODS
We design a model of training simulator endoscopic surgery
totally portable, wireless, light, versatile, with screen LCD
integrated with two varieties: a) Simulator with lens of com-
mercial video with autofocus with increase 800 x b) simula-
tor with microchamber of circuit closed without autofoco,
where different stations from skill that include movements
of instruments (Grasper, Endoclinch, Maryland, endobab-
cock, endoclip, mechanical endosutures), exercises of dis-
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section, eskeletización of vascular structures, external and
internal knots performance, continuous suture, interrupted
suture, hemostasia and mimicking complications like:
Bleeding of cystic artery and short gastric vessels,
esophageal and gastric perforation. RESULTS
It was managed subsequently to obtain the endoscopic sur-
gical skill in gradual form until managing to realize the com-
plete procedure in the 100% of the designed stations.
CONCLUSIONS
The use of a portable endoscopic training simulator allows
to save time to the resident surgery in order to dedicate a
little time during the day and thus to be able to complete all
the different skill stations

P238
OPTICAL CHEST TUBE PLACEMENT: A FEASABILITY
STUDY, Miguel A Burch MD, Eric Sommer MD,Donald
Hess,Charles Gruner MD, Boston University Medical Center
Traditionally, chest tube placement has occurred as a blind
technique, as such having inherent possibility for error.
Given the advancement of optics and the evolution of trocar
technologies we have developed a novel method for optical-
ly guided chest tube insertion. Using a standard 12mm dilat-
ing optical trocar and 0 degree 10mm lens we place chest
tubes under direct optical guidance through the chest wall,
perform brief thoracoscopy and guide our chest tubes into
appropriate position.
We evaluated in this, our pilot study, several outcome meas-
ures in 4 patients in whom this technique was used. Time
for entry was measured from incision to entry into pleura,
Pain on a 10 point scale, Pre operative versus post operative
diagnosis and complications such as bleeding, erroneaous
placement or infection.
All four patients had no complications, pain was a 6 on
average and there was no difference in preoperative versus
post operative diagnosis, Average time to entry was 8 sec-
onds. We conclude in this Pilot study, that optical chest tube
placement is a safe and reproducible procedure. Potential
benefits include decreasing malposition of chest tubes and
allowing for further evaluation of unexpected pathology.

P239
THE PATIENT AS INSTRUMENT STAND - A TIME-MOTION
STUDY OF SUB-OPTIMAL INSTRUMENT PLACEMENT, Yan
Xiao PhD, Tommy H Lee MD,Nora C Meenaghan MD,Alison
M Trinkoff PhD,Peter F Hu MS,David J Dexter MD,Adrian
Park MD, University of Maryland, Baltimore, MD
Background: When not in use, instruments are sometimes
placed on top of the patient’s body during laparoscopic pro-
cedures. Such instrument “hoarding” has been previously
mentioned as a non-optimal practice. Ergonomic design of
surgical workplaces may improve efficiency while maintain-
ing safety. However, no studies have been carried out to
describe where instruments are placed during surgery. We
tested the hypothesis that the patient’s body was frequently
used to park instruments when not in use.
Methods: Nissen fundoplication procedures were video
recorded with both intra- and extra-corporeal cameras.
Locations of idle instruments were coded as being at the top
and bottom (superior and inferior regions) of the sterile field
over the patient’s body. Parking and picking up of instru-
ments by the surgeons were coded as direct or assisted by a
surgical technician. Case time began at first camera inser-
tion and ended with last camera removal.
Results: Five cases were recorded (average case time: 101
min, range: 64-138 min). All 11 instruments were placed on
the patient at some time during the operations. The ultra-
sonic dissector was placed on the patient most frequently
(5-27 times per case, totaling an average of 71% of case
time), followed by the suction-irrigator (6-46 times per case,
averaging 57% of case time). Corded instruments were
parked together with another instrument at the bottom and
top fields 2-11 and 3-14 times per case, respectively. Two or
more instruments were parked with a corded instrument at
the top and bottom fields 10 and 5 times, respectively for
the five cases. The surgeons parked or picked up the corded

instruments 11 times per case, all directly from the top and
bottom fields. In comparison, the surgeons parked or picked
up un-corded instruments 33 times per case, 46% assisted,
35% from the bottom field and 19% from the top field.
Conclusion: The studied surgeons frequently placed instru-
ments on top of patients, mostly unassisted - this may be
the result of inefficient design of the surgical workspace.
Such practice may increase the chance of cords entangling,
or of more serious consequences such as patient burn injury
from heated instrument tips, as described in prior studies.

P240
ELIMINATING PARADOXICAL IMAGING DURING LAPARO-
SCOPIC SURGERY IN THE AGE OF HEAD-MOUNTED DIS-
PLAY, A J Abodeely MD,Y L Cheah MD,B A Ryder MD,F I
Luks MD, Warren Alpert Medical School of Brown
University, Providence, RI
BACKGROUND: Complex laparoscopic tasks are nearly
impossible to complete when the telescope is pointed
toward the operator (paradoxical image). Attempts at image
manipulation have been reported, but altered monitor dis-
plays may introduce even more confusion. The availability
of high-quality, lightweight head-mounted displays (HMD)
now allows individualization of the laparoscopic image. We
sought to demonstrate that manipulation of the image can
improve task performance in suboptimal conditions.
STUDY DESIGN: 15 surgical residents (PGY levels 1 to 5)
were timed while performing the standard “bead pass” skill
from the Fundamentals of Laparoscopic Surgery (FLS)
course. In experiment A, image display was either overhead
(classic laparoscopy monitor position) or through HMD with
wide vertical and lateral peripheral vision and full-VGA
image quality. In experiment B, the camera was moved to
the opposite side of the box trainer (180º from operator) and
the task was repeated in three trials: (1) image as-is; (2)
image left-right reversed (mirror); (3) image left-right
reversed and upside-down (inverted mirror). The goal was
to pass 6 beads. Times were recorded and analyzed for
intra- and interoperator variance when compared to the
standard camera position.
RESULTS: In the control experiment, all 12 bead passes
were completed in 90.0 ± 9.5 s; time per bead was 7.5 ± 1.5
s (standard error of the mean, SEM). In experiment A, there
was no significant difference between overhead and HMD
groups. In experiment B, as-is paradoxical image time was
164.1 ± 80.8 s/bead, more than 200 x the standard time. All
residents failed to pass 6 beads within the maximum time of
10 min. Times were 100.0 ± 55.9 s/bead for mirror image
and 46.7 ± 26.0 s/bead for inverted mirror image (P<0.01,
ANOVA).
CONCLUSIONS: Performance time for a relatively simple
laparoscopic task did not decrease significantly with the use
of HMD. However, manipulation of the paradoxical image
greatly improved task performance. The availability of HMD
allows surgeons to individualize their view of the field such
that relocation of the camera may not be necessary to com-
plete tasks under paradoxical image conditions.

P241
MINIMAL THERMAL EFFECTS OF A CONTINUOUS POWER
DELIVERY SYSTEM WITH BIPOLAR SEALING CAPABILITY
AS MEASURED BY HIGH DEFINITION THERMOGRAPHY,
George M EID MD, Department of Surgery, UNIVERSITY OF
PITTSBURGH and VA PITTSBURGH HEALTHCARE SYSTEM
Objective of the study: Evaluate the real time thermal foot-
print of a continuous power delivery technique with bipolar
sealing technology as measured by high-definition thermog-
raphy. Description of the methods: Thermography is the use
of an infrared imaging camera to record the radiating heat
in real time, as thermal energy is emitted from an object. In
contrast to existing bipolar technology that can only deliver
power until the tissue reaches a high resistive condition, a
bipolar sealing technology allows delivery of power beyond
the normal tissue desiccation time without reaching exces-
sive temperatures. In this study real-time high definition
thermographic imaging video was used to capture and
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measure heat generated by this bipolar sealing instrument
while in continuous power delivery mode. Concurrently,
standard imaging video was taken to record the process.
Preliminary results: As demonstrated in the graph of the
thermal image below, temperatures climb steadily within 10
seconds to reach 100° C, but remain steady throughout the
power delivery cycle of two minute duration. It is noted that
the high-temperatures are confined to the tissue within the
jaws of the instrument. Conclusions/Expectations: The bipo-
lar sealing device offers the advantage of delivering steady
energy up to two minutes without heating tissue beyond
approximately 100° C while hemostatically transecting the
tissues in a scissor-like manner. This potentially reduces the
thermal injury to the tissue and possibly reduces operative
time.

P242
BETTER PERFORMANCE OF LAPAROSCOPIC SIMULATOR
TASKS WITH HIGH DEFINITION CAMERA TECHNOLOGY: A
PILOT STUDY, G Sroka MD,L S Feldman MD,P Kaneva
MSc,D Stanbridge MSc,G M Fried MD, McGill University,
Montreal, Canada
Background: The availability of a High Definition (HD)
laparoscopic camera improves image quality, however
whether this translates into improved performance com-
pared to a standard camera (SD) is not known. We investi-
gated whether performance in a laparoscopic simulator
would be affected by the use of a HD camera.
Methods: 5 subjects (2 surgical residents and 3 laparoscopic
fellows) performed the 5 FLS tasks (peg transfer, pattern cut,
endoloop, intracorporeal and extracorporeal stitch) and a
cannulation task in the Pro-MIS simulator, both with a stan-
dard laparoscopic camera (Karl Storz, 720X480 pixels, 4:3
screen) and a high definition camera (Karl Storz, Image 1
full HD 1920X1080 pixels, 16:9 screen). Camera system
order was assigned randomly. For each task, standard FLS
score as well as motion analysis metrics (instrument
smoothness and path length) were recorded. Performance
with the HD and SD systems were compared using
Wilcoxon test. Data are expressed as median (IQR), and
p<0.05 was considered statistically significant.
Results: Comparing the HD and SD camera systems, intra-
corporeal stitch (68(35) vs 64(37), p=0.04) and total FLS
scores (72(29) vs 72(36), p=0.04) were better using the HD
camera. Instrument smoothness was better with the HD sys-
tem for the intracorporeal stitch and cannulation tasks. For
path length, performance was better with the HD system for
the pattern cutting, intracorporeal stitch and cannulation
tasks.
Conclusion: Preliminary results in this ongoing study show
a tendency towards better performance of some FLS tasks
with the HD camera system. Further study is justified.

ESOPHAGEAL/GASTRIC SURGERY
P243
SURGICAL TREATMENT OF PERFORATED DUODENAL
ULCER, Elias HABIB PhD,Mrine MEKKAOUI PhD,Nicolas
Bapiyina PhD,André Elhadad PhD,Didier Brassier,
Department of Digestive and Thoracic Surgery, Robert
Ballanger Hospital, Aulnay Sous Bois, France
Objective: This study aims to know which access is chosen
to operate perforated duodenal ulcer and to evaluate the
intra operative and postoperative complications.
Technique: Prospective analysis including all patients admit-
ted with perforated duodenal ulcer. Open treatment is
undertaken through midline laparotomy. Laparoscopic treat-
ment is undertaken through 4 trocars. Suture of the ulcer,
vagotomy or distal gastrectomy are proposed
Patients: Between 1997 and 2007, 97 patients were included.

Diffused pain was found in 53.6% and diffused guarding in
69% of the cases. Ciruculatory failure was found in 34.6% of
the cases. Surgery was undertaken under laparoscopy
(56.7%), laparoscopy converted to laparotomy (7.2%),
through midline laparotomy because of the condition of the
patient (26.8%) and because it was the choice of the team
(9.3%).
Results: During laparoscopy, 36.4% of the patients had risk
factors. Ulcer was sutured in 94.5% of the cases. We
observed 7.3% of intra operative complications, 5.5% of
admittance in the intensive car unit, 16.7% of postoperative
complications and 5.5% of reoperations. During laparotomy,
71.4% of the patients had risk factors. Ulcer was sutured
(57.1%), obstructed with the umbilical ligament (2.3%), treat-
ed by vagotomy pyloroplasty (7.1%), by vagotomy seromy-
otomy (21.4%) or by distal gastrectomy (9.5%). We observed
11.9% of intra operative complications, 35.7% of admittance
in the intensive car unit, 50% of postoperative complica-
tions, 14.3% of reoperations, and 26.2% of death.
Conclusion: Laparoscopy was undertaken in 56.7% of the
cases with minimal risk. Because of associated risk factors
and the importance of peritonitis, postoperative complica-
tions, reoperations and death were more frequent in the
cases operated through laparotomy.

P244
LAPAROSCOPIC REDUCTION AND THREE-POINT GAS-
TROPEXY MAY BE A PREFERRED TECHNIQUE FOR MAN-
AGEMENT OF ACUTE GASTRIC VOLVULUS IN HIGH-RISK
PATIENTS., Piotr Gorecki MD,Paul Perry BA,Robina Smith
MD,Lesle Wise MD, Department of Surgery, New York
Methodist Hospital, Brooklyn, NY
Introduction: Laparoscopic repair of a large hiatal hernia
with fundoplication is a procedure that may have significant
morbidity in an old and high-risk patient. High recurrence
rates after laparoscopic repair have been reported. Intra-tho-
racic stomach complicated by gastric volvulus consist a sur-
gical emergency that, if untreated, will lead to mortality. We
propose an alternative, minimally invasive approach that
minimizes the extent of dissection and morbidity while pro-
viding good anatomical and functional results.
Case report: We present a case series of three high-risk
patients who presented with gastric volvulus. These patients
were treated with emergent laparoscopic reduction of gas-
tric volvulus with three point fixation gastropexy. All
patients made an uneventful recovery. Their symptoms
resolved and remain asymptomatic at midterm follow-up.
Description of this novel technique and swallow radiograms
are presented.
Discussion: As opposed to crural dissection and repair with
fundoplication, laparoscopic reduction of volvulus with gas-
tropexy offers a less invasive solution with good sympto-
matic relief at midterm follow-up. We suggest that the
described technique may be a preferred option for high-risk
patients. Larger study with longer follow-up is warranted to
determine its application.

P245
LAPAROSCOPIC APPROACH TO COMMON GASTRIC SURGI-
CAL PROBLEMS: RESULTS AND OUTCOMES OF 30 CASES,
George Kazantsev MD,Ajay Upadhyay MD,Steven Stanten
MD,Roupert Horoupian MD,Alex Wong MD, Alta Bates
Summit Medical Center
Background: Despite large worldwide experience, laparo-
scopic gastric surgery in the US has been slow to gain
acceptance into clinical practice because of a relative pauci-
ty of gastric surgical cases in general. Below we review the
results and outcomes of 30 laparoscopic gastric operations
performed at a large community hospital.
Hypothesis: Laparoscopic gastric surgery for benign and
malignant disease is safe and can achieve the same goals as
open gastric surgery
Design: Retrospective analysis of prospectively collected
clinical data
Patients and Methods: All patients were operated on by one
surgical group (4 surgeons). Operative times, blood loss,
length of stay, number of lymph nodes harvested, resection



241 www.sages.org

S
A

G
E

S
2

0
0

8
SAGES 2008 Poster Abstracts
margins, morbidity, and 30-day mortality were used as out-
come measures.
Results: A total of 30 patients (13 males, 17 females) were
operated over a 40-month period. Indications included: GIST
(3), adenocarcinoma (18), perforated duodenal ulcer (4), gas-
tric outlet obstruction (1), nonhealing gastric ulcer (4). The
following procedures were performed: for malignancy - gas-
trectomy (subtotal-10, total -1, proximal -3, esophagogas-
trectomy - 1), wedge resection (3), and palliative gastroje-
junostomy (3); for benign disease - closure of the perforated
ulcer (4), vagotomy/gastrojejunostomy (1), vagotomy/antrec-
tomy (1), partial gastrectomy (2), and subtotal gastrectomy
(1). There were 3 conversions. Mean operative time for gas-
trectomy was 260 + 64 min, mean blood loss was 240 + 168
cc. Mean number of lymph nodes harvested was 14.27 + 19.
Margins were negative in all but one case of palliative gas-
trectomy. There was no mortality. Complications (4) includ-
ed atrial fibrillation, delirium, pneumonia and wound infec-
tion. Mean length of stay was 9.62+4.6 days after operations
for gastric malignancy vs. 5.25+1.5 days after procedures for
benign disease (p< 0.05 Fisher’s exact test).
Conclusion: Laparoscopic gastric surgery for benign and
malignant disease can be safely performed at a community
hospital setting with acceptable operative times, blood loss,
and minimal morbidity and no mortality.

P246
WHEN DOES GERD TESTING BECOME COST EFFECTIVE?,
Joel M Sternbach BS,Anoop M Raman BA,Azeesat O
Babajide BA,Ketan Sheth MD,Steven D Schwaitzberg,
Cambridge Health Alliance, Tufts University School of
Medicine, Harvard Medical School
GERD affects as many as 40% of Americans. Millions of pts
could potentially be treated with PPI therapy expectantly
without a definitive diagnosis. This study looked at actual
cost in an integrated healthcare system to determine when
GERD testing might become cost effective when pts are
placed on high dose PPI therapy. The primary care network
oversees 120K pts with as many as 50K have electronic
medical record (EMR) data and integrated pharmacy data.
2331 were taking PPI’s. 224 were taking at least double dose
PPI therapy. Integrated payor data showed the actual cost to
the payor side of the system for PPI’s. Payor data was avail-
able for the actual cost of esophageal manometry, 48hr
Bravo, upper endoscopy (EGD). From these data and histori-
cal data indicating incidence of negative workups (no
GERD=stop PPI’s) the breakeven point for GERD testing was
calculated.

Annual Cost # of claims Tot. Ann. Cost
PPI therapy $1279 262 scripts $335,024
48 hr BRAVO 257 pts $102,844
Manometry 257 pts $ 44,587
EGD 257 pts $ 84,810
Workup total 257 pts $232,241
Accounting for the time value of the money invested in
early GERD testing, a negative evaluation rate of 31% (1),
and the average cost of double dose PPI’s actually pre-
scribed in this cohort, we found that pH and manometry
testing is cost effective at 18 months of PPI therapy. If EGD
is added, then the breakeven points is 30 months. While it is
difficult to discern from this relatively young EMR the pre-
ponderance of pts were on PPI therapy for much greater
than 30 months. Development of cost effective best prac-
tices may be inferred from data such as these. Pts who are
placed on high dose PPI therapy should receive early GERD
evaluation in order to determine an actual diagnosis, extent
of disease, and the presence of pre/malignant lesions.
Esophageal cancer is rising in the United States thus In
addition to being cost effective this paradigm facilitates
early cancer detection. (1) Mainie I, et al Gut 2006

P247
DOUBLE TRACT RECONSTRUCTION AFTER LAPAROSCOPY-
ASSISTED DISTAL GASTRECTOMY, Michiya Kobayashi MD,
Tsutomu Namikawa MD,Ken Okamoto MD,Ken Dabanaka
MD,Toyokazu Akimori MD,Takehiro Okabayashi MD,Kazuhiro
Hanazaki MD, Department of Human Health and Medical
Sciences, Hospital Administration Section, Kochi Medical
School
Background: Laparoscopy-assisted gastrectomy (LADG) was
reported by Kitano et al. in 1994. It is currently one of the
option for early gastric cancer treatment. The common
reconstruction has been Billroth I method. The roux-en-Y
anastomosis is recommended by some surgeons regarding
alkaline reflux gastritis, esophagitis, dumping syndrome,
and carcinogenesis of the remnant stomach. However,
endoscopic retrograde cholangiography (ERC) is sometimes
impossible to perform in the conditions of biliary complica-
tion or disorder after distal gastrectomy. We developed new
reconstruction method which enabale the ERC and can pre-
vent the gastritis of the remnant stomach following LADG.
Surgical technique: After laparoscopic lymph node dissec-
tion, jejunum is divided with endoscopic linear stapler at
about 30 cm from Treitz’s ligament. The window in the
transverse mesocolon was made at the right side of middle
colic vessels. The distal side of the divided jejunum was
taken cephalad to the transverse colon through this window.
Then the reconstruction was performed through the median
incision about 6cm long. The anvil head of the circular sta-
pler (SDH 25, Ethicon Endo-Surgery) was inserted into the
duodenum and purse-string suture was performed through
the minilaparotomy incision. The circular stapler was insert-
ed to the jejunum from its stump. Side to end jejuno-duo-
denostomy was made. The stump of the jejunum was sta-
pled and closed by linear stapler (Echelon 60mm, Ethicon
Endo-Surgery). Small wholes were made in the jejunum and
the posterior wall of the stomach. The side to side gastro-
jejunostomy was made by linear stapler (Echelon 60mm,
Ethicon Endo-Surgery). The whole was hand-sewn and
closed. Finally, end to side jejuno-jejnunostomy was per-
formed by hand sewing.
Conclusion: Seven cases underwent reconstruction with this
technique. There was a case of intestinal obstruction requir-
ing re-operation. There were no cases with suture failure.
Post-operative barium meal study showed barium entered
into both duodenum and jejunal loop. Endoscopic biopsy of
the remunant stomach revealed less gastritis compared to
the Billroth I reconstruction method. Our double tract recon-
struction technique after LADG is promising in the points of
less gastritis of the remnunt stomach and keep the chance
of ERC examination in future.

P248
DIFFERENT OUTCOME OF GERD AND NERD PATIENTS
AFTER LAPAROSCOPIC NISSEN FUNDOPLICATION., C Vakili
MD,R Malekzadeh MD,S Nasseri-Moghaddam MD,J
Farahvash MD, Univ. of Massachusetts Medical Center,
Digestive Disease Research Center, Tehran Univ. /Medical
Sciences
INTRODUCTION: “Anatomic” or “organic” GERD is cured
with antireflux Nissen fundoplication. Patients with symp-
tom of “heartburn” but without erosive esophagitis or
NERD are classified as “symptomatic GERD”. In our experi-
ence the outcome of patients with GERD and patients with
NERD following laparoscopic Nissen fundoplication (LNF)
was quite different.
METHODS: Since Jan1993, one of us (C.V.) has performed
LNF on 509 patients. All patients had been on daily PPI for
more than a year. Most patients requested surgery because
they did not want to take medications for life. Some also
suffered from long segment Barrett’s, and some from severe
regurgitation. Four hundred and fifty patients were operated
in the State of Massachusetts. In the year 2005, GERD relat-
ed QOL questionnaires were mailed to the patients. Since
2005 fifty nine patients have been treated with LNF in
Tehran, Iran.Ninety four percent (480 patients) had suffered
from organic GERD, with more than one of these findings;
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regurgitation, nocturnal symptoms, heartburn, history of
erosive esophagitis, hiatal hernia, widened GE junction on
retroflexed endoscopic view, Barrett’s mucosa, and a clearly
abnormal DeMeester score.seven patients (6%) suffered
only from severe chronic heartburn, without history of ero-
sive esophagitis. Cardia in these patients remained compe-
tent on retroflection view.Any patient whose heartburn did
not improve after surgery underwent full investigation to
exclude mechanical failure.
RESULTS: Responses of patients with “organic” GERD and
“symptomatic” NERD to LNF were different. Ninety six per-
cent of patients with GERD, considered the result of surgery
as good to excellent. Interestingly 4 patients in whom the
disease had recurred because of wrap disruption, years after
surgery, all voluntarily requested to be reoperated.But only
7% of 27 patients with NERD have been pleased with the
result of surgery. Although fundoplication wrap had
remained intact and there were no hiatal hernias, the
patients continued to have epigastric pain, “heartburn”,
bloating and dyspeptic symptoms. All 25 patients had
resumed taking PPI, in addition to anti anxiety or anti
depressant medications.
CONCLUSION: Although patients with NERD suffer from
chronic “heartburn”, majority of them do not benefit from
antireflux surgery. We recommend that before surgery,
patients with “functional” reflux to be differentiated from
patients with “organic” GERD.

P249
A STANDARD SCORING SYSTEM FOR CONTRAST ESOPHA-
GOGRAPHY FOLLOWING ANTI-REFLUX OPERATION, Carlos
D Godinez MD,Stephen Kavic MD,Robert Catania MD,Frans
Van Wagenberg,Barry Daly MD,Adrian E Park MD, University
of Maryland Medical Center
Objective: Contrast esophagram (CE) is commonly performed
following anti-reflux operations for gastroesophageal reflux
disease (GERD). However, utilization of this procedure is not
uniform, and guidelines on its interpretation and clinical rel-
evance are lacking. We hypothesized that a standardized
scoring system for interpretation of CE would improve its
clinical relevance, particularly when compared to clinical
outcomes. Methods: The Maryland Contrast Esophagography
Standard Score (MCESS) was developed by a panel of expe-
rienced surgeons and radiologists for interpreting relevant
portions of the post-operative CE. Seven radiographic and
clinical parameters were recorded: dysmotility, persistent
contrast column, time for bolus to pass the fundoplication,
presence or absence of leak, wrap displacement (technical
failure), persistent GE reflux, and pain while swallowing the
contrast material. 63 consecutive patients underwent CE
within 48 h of operation. MCESS was calculated for each.
Clinical outcome data was obtained from review of the med-
ical record during the follow-up period. Clinical outcome
measures included length of hospital stay (LoS), need for
readmission, and presence or absence of dysphagia at one-
month follow-up visit. Pearson correlations were applied to
the relationships between the MCESS instrument and clini-
cal outcomes. Results: Fifty-four patients had complete data
available for analysis. There were no leaks and no technical
failures. LoS averaged 2.5 days (range 1-11 d). Six patients
(11.1%) complained of persistent dysphagia at the one-
month follow-up visit. Four patients (7.4%) required read-
mission during the perioperative period. Of the parameters
studied, radiographic evidence of GE reflux correlated sig-
nificantly with LoS and persistent dysphagia at 1 month
(p<0.001 and p=0.003, respectively). Increased LoS was also
predictive of persistent dysphagia at 1 month; this finding
approached but did not reach statistical significance
(p=0.052). MCESS value did not correlate significantly to the
clinical outcome measures. Conclusions: A standardized
system applied to postoperative CE facilitates its interpreta-
tion. Persistent GE reflux in the immediate perioperative
period is associated with longer hospital stay and persistent
dysphagia in a small group of patients. Standardized scor-
ing systems for CE data collection may aid clinicians in
management decisions and individualizing plan of care for
the postoperative GERD patient.

P250
VERIFICATION OF THE EFFECTIVENESS OF NISSEN FUN-
DOPLICATION WITHOUT MYOTOMY IN THE TREATMENT
OF NUTCRACKER ESOPHAGUS ? A STUDY OF 11
PATIENTS., Gustavo L Carvalho PhD,Renata F Vieira MD,Ana
Beatriz T Ramos,Flávia F Queiroga,Luis Henrique L
Lira,Thiago G Vilaça,Carlos T Brandt PhD, UNIVERSIDADE
DE PERNAMBUCO (UPE), FACULDADE DE CI NCIAS
MÉDICAS (FCM) and CLÍNICA CIRÚRGICA
VIDEOLAPAROSCÓPICA GUSTAVO CARVALHO, RECIFE - PE,
BRAZIL.
BACKGROUND: Nutcracker esophagus (NE) is a primary
motor disorder characterized by esophageal peristaltic con-
tractions of high amplitude. There is a relationship between
gastroesophageal reflux disease (GERD) and NE. However,
in spite of this, there is no consensus regarding the use of
surgery for these diseases.
AIM: To evaluate the treatment of nutcracker esophagus
(NE) using laparoscopic anti-reflux surgery (LARS) without
esophagomyotomy in NE patients.
METHOD: Between January 2000 and February 2007, 11
patients with NE were prospectively analyzed, and all were
diagnosed as having GERD. All patients underwent laparo-
scopic Nissen fundoplication. The diagnosis of NE was con-
firmed using esophageal manometry associated with video-
fluoroscopy, when necessary. GERD diagnosis was con-
firmed primarily by way of upper endoscopy, and 24-h pH
monitoring, in cases where endoscopic diagnosis of GERD
was not confirmed. Of the 11 patients studied, seven were
women, with a mean age of 49.3±13.7 years. Heartburn
and/or regurgitation, along with other typical symptoms of
GERD were found in eight patients. Dysphagia and chest
pain were reported by nine and seven patients, respectively.
RESULTS: There were no conversions to open surgery and
no deaths or major complications. Nine patients remain
asymptomatic, one being oligosymptomatic and one symp-
tomatic, albeit to a lesser degree. The mean clinical follow-
up was 21.1 ±17.3 months. The amplitude of peristalsis in
the distal esophagus significantly improved, decreasing
from a mean of 236.0±37.1mmHg to 156.0±52.8mmHg
(p<0.001). Although the pressure of the lower esophageal
sphincter increased from a mean of 7.5±3.7mmHg to
9.0±5mmHg (p=0.351), this difference was not statistically
significant.
CONCLUSIONS: Laparoscopic Nissen fundoplication without
myotomy was shown to be safe and effective for the treat-
ment of NE in patients with associated GERD. This proce-
dure resulted in a significant decrease in the amplitude of
peristalsis in the distal esophagus; and there was a tenden-
cy for pressure in the lower esophageal sphincter to
increase. Control of gastroesophageal reflux and improve-
ment in or disappearance of the NE symptoms were
observed in all patients.

P251
COMPARATIVE STUDY OF TREATMENT OUTCOME IN
ACHALASIA :SURGICAL MYOTOMY VS PNEUMATIC BAL-
LOON DILATATION, Chadin Tharavej MD,Patpong
Navicharoen MD,Suthep Udomsaweangsup MD,Suppa-at
Pungpapong MD,Chankam Boonmak MD, Chulalongkorn
University
Less was known regarding the effectiveness of surgical
myotomy and pneumatic balloon dilatation in the treatment
of achalasia particular in laparoscopic era.
This study aimed to compare the treatment outcome of sur-
gical myotomy and pneumatic balloon dilatation.
Methods:
There were 72 patients diagnosed as achalasia admitted to
King Chulalongkorn hospital between 1998-2006. Medical
records of these patients were reviewed. All patients were
prospectively interviewed by telephone call during April-
May, 2007 for 4 standardized symptoms. These symptoms
included dysphagia, regurgitation, heartburn and chest pain
which were also asked before treatments. Each symptom
was scored ranging from 0 to 3 depending on symptom



243 www.sages.org

S
A

G
E

S
2

0
0

8
SAGES 2008 Poster Abstracts
severity. Patients who had total symptom score less than 3
were classified as favorable outcome. Those who had either
score more than 2 or underwent second intervention (sur-
gery ,balloon dilatation or other medical treatment) were
considered as unfavorable outcome. Patients who lost to
follow up or had treatment other than surgical myotomy or
pneumatic balloon dilatation were excluded from the study.
Results:
There were 45 patients fit to the criteria. The rest of the
patients had botox injection, oral nitrate, esophagectomies
or lost to follow up. Of these 45 patients, 31 were admitted
to Department of Medicine and underwent pneumatic bal-
loon dilatations. Fourteen out of 45 patients were admitted
to Department of Surgery and had surgical myotomies. Of
14 patients, 11 underwent successfully laparoscopic
myotomies. In pneumatic dilatation group, 9 patients under-
went 2 dilatations, 4 had 3 dilatations and 1 had 6 dilata-
tions. One patient in dilatation group underwent surgical
myotomy. There was no perforation after dilatations.There
was no treatment mortality. Five-year favorable outcome
was 78% for surgical myotomy and 56% for pneumatic bal-
loon dilatation (p=0.03). If symptom score of patients with
multiple dilatations after last treatment were included for
outcome analysis. Five-year favorable outcome of pneumat-
ic dilatation was comparable to that of surgical myotomy
(82% vs 78%, p=ns).
Conclusion:
Surgical myotomy is more effective than single pneumatic
balloon dilatation in the treatment of achalasia. However, if
results of multiple dilatations are considered, 5-year favor-
able outcome of multiple dilatations is comparable to that of
surgical myotomy.

P252
ESOPHAGOJEJUNOSTOMY AFTER LAPAROSCOPIC TOTAL
GASTRECTOMY: EXTRA- AND INTRA-CORPOREAL METH-
ODS, Hiroshi OKABE MD,Eiji TANAKA MD,Atsushi ITAMI
MD,Yoshiharu SAKAI MD, Department of Surgery, Kyoto
University Graduate School of Medicine
Introduction: Simple and secure technique of reconstruction
is necessary to facilitate acceptance of laparoscopic total
gastrectomy for gastric cancer patients. We use a modified
functional end-to-end anastomosis technique and make
esophagojejunostomy using linear staplers without hand
sewing. After experiences of reconstructions with an extra-
corporeal method, we perform anastomosis mostly by an
intra-corporeal method.
Patients: All patients were diagnosed with gastric cancer,
which was located in the upper third of the stomach without
lymph node involvement nor invasion to the esophagus.
Procedures: A) In the extra-corporeal method, after mobiliza-
tion of stomach and lymph node dissection was completed,
a 5-cm midline skin incision was made in the upper
abdomen. Through the wound, Y-anastomosis was per-
formed using ETS-FLEX 45 to create a 50-cm Roux-en-Y
limb. The stomach was pulled out from the minilaparotomy
and holes are made in the left side of the esophagus. The
Roux-en-Y limb was then brought up via the antecolic route
and a small hole was made at its end on the anti-mesenteric
side. ETS-FLEX45 was applied through the mini-laparotomy
with one jaw in each hole to make a side-to-side esophago-
jejunal anastomosis. To complete the closure and transect
the esophagus to finish the gastrectomy concurrently, ETS-
FLEX 45 was applied through the left lower trocar under
direct vision through the laparotomy. B) In the intra-corpore-
al method, gastrectomy was completed by the transection
of the esophagus first. The umbilical trocar wound was
extended to take out the stomach and the Y-anastomosis
was created through the wound. ETS-FLEX 45 was applied
through the left lower trocar to create side-to-side anasto-
mosis between the left side of the esophagus and the jeju-
nal limb. After the entry hole was roughly closed with her-
nia staplers, ETS-FLEX 45 was applied through the right
lower trocar so that all hernia staplers were removed and
the closure was completed.
Results: We performed esophagojejunal anastomosis extra-
corporeally in seven patients and intracorporeally in ten

patients. We experienced neither stenosis nor leakage of the
anastomosis. All patients resumed intake of clear liquid on
the third postoperative day and ingested food on the follow-
ing day. The median postoperative hospital stay was 11
days.
Conclusions: Linear stapled esophagojejunostomy is a
secure and feasible method for reconstruction after laparo-
scopic total gastrectomy.

P253
LADG FOR EARLY GASTRIC CANCER IN OBESE PATIENTS,
Asami Satoh MD,Hideki Hayashi MD, Department of Frontier
Surgery, Chiba University Graduate School of Medicine
Objective: Laparoscopy-assisted distal gastrectomy (LADG)
has become a popular mode of treatment for patients with
gastric cancer. Less operative blood loss, less pain, early
recovery of bowel activity, early restart of oral intake, and a
shorter hospital stay with LADG compared with the conven-
tional open method has been well documented. There is,
however, little information on the advantages of LADG for
obese patients. Conventional open gastrectomy has been
reported to result in increased morbidity in obese patients.
We assessed the short-term results of this procedure in a
group of obese patients with early gastric cancer.
Patients and methods: We retrospectively reviewed 72
patients who had undergone LADG for early gastric cancer
between March 1999 and March 2007. We compared the
surgical outcomes between the non-obese, normal-BMI
group (body mass index (BMI) < 25 kg/ m2) and the obese,
high-BMI group (BMI > or = 25 kg/ m2). The mean BMI of all
patients was 23.0; 54 patients were included in the non-
obese group, and 18 patients were included in the obese
group. We analyzed them in terms of operation times, blood
loss, numbers of retrieved lymph nodes, and postoperative
outcomes.
Results: There were no significant differences between the
normal- and high-BMI groups in terms of age, sex, stage,
operative blood loss, and numbers of retrieved lymph
nodes. In the high-BMI group, Roux-en-Y reconstruction
rather than Billroth I reconstruction was used more often
than in the normal-BMI group (27.8% vs. 14.8%), due to the
technical difficulties. Relatively longer operative time (359 }
66 minutes vs. 328 } 59 minutes, P=0.068) was also observed
in the high-BMI group.. There was no significant difference
in the postoperative courses between the two groups, as in
time required to be able to walk, recovery of bowel activity,
time to first solid meal, rate of complications, and the length
of postoperative hospital stay.
Conclusion: In this study, LADG in obese patients was
accompanied by more technical difficulties, as seen in the
limited choice of reconstruction and longer operating time.
Obesity, however, has little effect on postoperative courses,
and we believe that LADG is likely to be beneficial for obese
patients as well as non-obese patients, with early gastric
cancer.

P254
THE UTILITY OF PREOPERATIVE EVALUATION USING 3D-
CT AND STANDARDIZATION OF LAPAROSCOPY-ASSISTED
GASTRECTOMY FOR GASTRIC CANCER, Nobuhiro Kurita
MD,Motoya Chikakiyo MD,Tomohiko Miyatani MD,Jyun
Higashizima MD,Kouzou Yoshikawa MD,Masanori Nishioka
MD,Takashi Iwata MD,Mitsuo Shimada MD, Department of
Surgery, The University of Tokushima
Introduction) Laparoscopy-assisted gastrectomy including
lymph nodes dissection consists of complicated procedures.
The aim of this study is to clarify the utility of preoperative
evaluation using 3D-CT and standardization of the proce-
dures.
Patients and methods) The 50 patients with gastric cancer
(Stage I: 40, Stage II: 4, StageIIIA: 3, Stage IV: 3 Japanese
Classification of Gastric Carcinoma) performed laparoscopy-
assisted gastrectomy (distal gastrectomy: 46, total gastrecto-
my: 4) were divided into four groups. The 9 patients were
Group 1 after the introduction of laparoscopic surgery in
2001. After April, 2004 Hand Assisted Laparoscopic Surgery
(HALS) was introduced for the 9 patients in the Group 2.
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Since January, 2005, the procedures have been standardized
for 32 patients in the Gourp 3 and 4, 1.Division of left gas-
troepiploic vessels 2. Division of right gastroepiploic vessels
and No. 6 lymph node dissection, 3 Division of duodenum,
4. Division of right gastric artery and No. 5 lymph node dis-
section, 5. Exposure of right crus of diaphragm, 6. Division
of left gastric artery and No. 7, 8a, 9 lymph node dissection,
7. 5cm minilaparotomy, 8. Gastrectomy, 9 Roux-en Y recon-
struction and HALS has not been used. Additionally, the
anatomy of the blood vessels was evaluated preoperatively
in detail using 3D-CT in 18 patients classified the Group 4.
Results) The mean operation time in the Group 4 (323 min)
was significantly shorter than those of Gourp 1 (497 min),
2(459 min), 3 (456 min), respectively. There were no signifi-
cant differences in the mean operation time between the
Group 1, 2 and 3. The mean estimated blood loss in the
Group 4 (96g) was significantly decreased compared with
Group1 (545g) and Group 2 (502g). The mean estimated
blood loss in the Group 3 (130g) was significantly decreased
compared with Group1 and 2. The numbers of dissected
lymph nodes in the Group 3 (29.8) and 4 (31.09) were signifi-
cantly increased compared with Group 1 (14.9). The postop-
erative complications were one temporary anastomotic
stenosis (Group 3) and two pancreatic fistula cured by con-
servative treatment (Gourp 3 and 4). There are no death
resulted from progress of gastric cancer except for the
patients with Stage IV.
Conclusion) The standardization of the procedure and the
preoperative evaluation using 3D-CT were useful to improve
the curability and the safety of the laparoscopy-assisted gas-
trectomy.

P255
LAPAROSCOPY FOR THE MANAGEMENT OF GASTRIC CAN-
CER, Tracey K Asano MD,Alexandre Bouchard MD,Robin
Boushey MD,Eric Poulin MD,Joseph Mamazza MD, Dept. of
Surgery, The Ottawa Hospital, University of Ottawa
Purpose: To conduct a systematic review to explore the role
of laparoscopy for the management of gastric cancer.
Methods: Randomized controlled trials were assessed when
laparoscopy was utilized as an intervention. When utilized
as a diagnostic test, trials were included if staging
laparoscopy was compared to a predefined gold standard in
addition to conventional staging modalities. Trials up to July
2007 were identified. Primary outcomes included oncologic
factors, 5-year overall survival, 30-day survival and major
peri-operative complication rates. Secondary outcomes
assessed additional peri-operative outcomes. Two reviewers
independently extracted data and assessed trial quality. The
data were statistically combined if clinically and statistically
reasonable. Results: Four randomized trials with 162 sub-
jects met the inclusion criteria and compared laparoscopic
versus open subtotal gastrectomy for gastric cancer. One
trial reported that the 5-year overall survival [RR 0.97 (95%
CI 0.70, 1.34)], recurrence rate [RR 1.06 (95% CI 0.53, 2.12)]
and the number of subjects with at least a 5cm resection
margin [RR 1.00 (95% CI 1.0, 1.0)] did not differ significantly
between the two operative approaches. All subjects within
the four trials had at least 15 lymph nodes retrieved. The
combined 30-day survival data from three trials did not
demonstrate a statistically significant difference [RR 1.04
(95% CI 0.92,1.17)]. The combined results from four trials
noted a nonstatistically significant reduction in the number
of major complications for laparoscopic subtotal gastrec-
tomies compared to open [RR 0.41 (95% CI 0.12, 1.36)]. Five
clinical trials with 1028 subjects met the inclusion criteria for
assessing staging laparoscopy for gastric cancer. Overall,
staging laparoscopy identified distant metastases that were
not identified in a preoperative staging computed tomogra-
phy for 20-30% of the subjects. Conclusion: There is some
level I evidence for gastric cancer that demonstrates that a
laparoscopic approach compared with open can achieve
similar oncologic principles of surgery, long-term outcomes
and survival and in addition may have a reduced risk of
major peri-operative complications. There is evidence that
staging laparoscopy is a more accurate staging modality
than computed tomography for advanced gastric cancers.

P256
LAPAROSCOPIC GASTRECTOMY FOR ADENOCARCINOMA:
LYMPHADENECTOMY AND RESECTION MARGINS, Abeezar
I Sarela MD, The General Infirmary at Leeds, UK
Introduction: The American Joint Committee for Cancer rec-
ommends harvest of at least 15 lymph nodes from gastrec-
tomy for adenocarcinoma for accurate staging. Up to one-
quarter of open gastrectomies (OG) have resections margins
microscopically positive for malignant cells (R1). We exam-
ined the lymph node yield and R status for entirely laparo-
scopic gastrectomy (LG).
Patients & Methods: All gastrectomies for adenocarcinoma
performed by a single attending surgeon at a university hos-
pital, during April 2005 (first LG) to August 2007, were
reviewed. Gastrectomies for stromal tumors were excluded.
For LG, all anastomosis were done laparoscopically and the
specimen was retrieved via a transverse, supra-pubic inci-
sion.
Results: There were 21 men and 8 women, median age 75
years (45-88). Eighteen patients (62%) had LG. For LG com-
pared to OG, the primary tumour was in the proximal stom-
ach (1 patient vs. 3 patients, respectively), body/antrum (16
vs. 5) or previous gastrojejunostomy (1 vs. 3); radiology
indicated early cancer in 9 patients vs.1 patient. There were
12 subtotal LG and 6 total LG. Two sub-total LG were con-
verted to OG because of failure to progress with dissection.
Three total LG needed upper abdominal incision for
esophagojejunal anastomosis, but dissection was completed
entirely laparoscopically. For OG (excluding conversions),
there were 4 sub-total and 7 total cases. At pathology, total
number of nodes was similar for LG and OG (median, 24
[10-44] vs. 26 [8-95]; P=0.40). For LG, 2 patients (11%) had
<15 nodes, 9 had 15-25 nodes and 7 had >25 nodes; for OG,
1 (9%) had <15 nodes, 4 had 15-25 nodes and 6 had >25
nodes. There was N0 disease for 8 (44%) LG and 4 (36%)
OG. Four LG had R1 disease. For subtotal LG, R1 disease
was present at the proximal resection margin (1 patient),
distal resection margin (1) or both margins (1). For total LG,
one patient at R1 at both margins. Three OG were done with
palliative intent and categorized as R2 (gross residual dis-
ease). Two OG had R1 disease; both had total OG and R1
was present at the distal resection margin (1) or both mar-
gins (1).
Conclusion: Accurate lymph node staging (minimum 15
nodes) was achieved in 89% of laparoscopic gastrectomies.
22% of LG had R1 disease. In one subtotal LG, R1 status
may have been avoided by total gastrectomy.

P257
LAPAROSCOPIC REPAIR OF INTRA-THORACIC STOMACH,
Fumiaki Yano MD,Kazuto Tsuboi MD,Nitin Garg MD,Sumeet
K Mittal MD, Department of Surgery, Creighton University
Medical Center, Omaha, Nebraska, USA
Aim: Intra-thoracic stomach (ITS) represents the most
extreme form of paraesophageal hernia (PEH). A high rate
of recurrences after laparoscopic repair of PEH has prompt-
ed the widespread use of mesh for hiatal reinforcement.
However mesh placement can have serious complications.
We aim to show that mesh is not needed routinely as long
as attention is paid to address short esophagus.
Methods: All patients undergoing laparoscopic repair of ITS
by a single surgeon from January 2004 thru July 2007 are
included. ITS is defined when nearly the entire stomach has
herniated above the diaphragm. Objective evaluation for
hiatal hernia recurrence was undertaken either by upright
esophagram or upper endoscopy at least one year after sur-
gery. Any symptomatic or asymptomatic recurrence was
considered a failure.
Results: Forty-five patients underwent laparoscopic repair of
ITS during the study period. Twenty-six (58%) were women.
The mean age was 71.8 (range 48 to 88). Three (7%) patients
required conversion to open including one patient who
could not tolerate pneumo-peritoneum. Two conversions
were for mediastinal bleeding .Four (9%) patients had mesh
used for crus closure. Eleven patients (24%) were deemed to
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have short esophagus (SE) of which 5 underwent Collis-gas-
troplasty with fundoplication. Twenty-seven patients had a
concomitant anti-reflux procedure performed. A total of 13
(29%) patients (6 with SE) had only sac excision and repair
of hiatus defect. Twenty-eight patients had more than one
year follow-up. Mean follow-up is 24.1 (range 12 to 43)
months. One year follow-up was available in 96% (27/28) of
patients; one patient has died in the interim due to unrelat-
ed causes. There was two (8%) anatomic failure both had a
1-cm asymptomatic hiatal hernia. All patients report a high
degree of satisfaction with surgery (mean score 9.1 on scale
of 1 to 10). There was no significant difference in satisfac-
tion scores with/ without mesh use or with/without fundopli-
cation.
Conclusion: The laparoscopic repair of ITS is safe and
durable with high patient satisfaction at long term follow-
up. The most important things to avoid the recurrence were
meticulous dissection and to address the short esophagus.
From our study, mesh is not needed routinely to achieve
successful repair additionally role of fundoplication needs to
be defined.

P258
THE DIAGNOSIS OF GASTROESOPHAGEAL REFLUX:
WHICH IS CORRECT; MULTICHANNEL INTRALUMINAL
IMPEDANCE OR PH MONITORING?, Marek Polomsky MD,
Fernando Herbella MD,Oliver Gellersen MD,Thomas J
Watson MD,Carolyn E Jones MD,Daniel P Raymond
MD,Jeffrey H Peters MD, University of Rochester
Background: Accurate identification of gastroesophageal
reflux episodes is fundamental to the objective diagnosis of
GERD. The diagnosis of GERD by multichannel intraluminal
impedance (MII) is based on the detection of retrograde
bolus propagation, irrespective of its pH. It is suggested that
both the number and duration of acidic reflux episodes
varies depending on the method of analysis, MII or pH mon-
itoring. The ideal detection method is unknown.
Hypothesis: Multichannel impedance under estimates acid
reflux episodes.
Design: Retrospective case series. Setting: Academic med-
ical center.
Methods: 25 unselected patients (6 men, mean age 54 y)
with foregut symptoms undergoing combined 24 hour
catheter based MII-pH monitoring were studied. Every
occurrence of esophageal pH drop <4 was manually
reviewed to assess the presence or absence of MII reflux. A
total of 697 acid refluxes occurred in the 25 patients, the
percent correctly identified by the automated detection soft-
ware was calculated and the reason for discordance estab-
lished.
Results: 10 of the 25 (40%) studies detected pathologic
esophageal acid exposure on pH monitoring and 4 (16%)
were abnormal by MII criteria. Median percent time of pH
detected reflux was 2.6%. Median number of pH detected
episodes was 20 compared to 12 for MII. Acid reflux
episodes detected by the pH sensor but not by MII occurred
274 times (39%). Five patterns were identified as explana-
tion for the discordant episodes: (1) 116 (42%) software fail-
ure (reflux confirmed by manual inspection but not detected
by software) (2) 42 (15%) re-reflux, defined as drop in pH
subsequent to a MII + pH reflux and detected only by the
most distal impedance channel; (3) 17 (6%) swallow of acid
substances; (4) 9 (3%) drop in pH associated with cough;
and (5) 2 (1%) false drop in pH due to hardware malfunction.
In one third of the discordant reflux episodes (32%) the rea-
son could not be identified.
Conclusion: Nearly 40% of acid reflux events detected by pH
monitoring are not identified by MII analysis software.
Conversely at least 10% of drops to pH <4 identified as acid
reflux episodes are artifacts due to cough, swallowing or
hardware malfunction. Software based analysis including
normal values combining both types of detection, allowing
exclusion of artifacts would improve the objective diagnosis
of gastroesophageal reflux disease and should be devel-
oped.

P259
CARBON DIOXIDE INSUFFLATING INTRAOPERATIVE UPPER
GASTROINTESTINAL ENDOSCOPY MINIMIZES DISTENSION
OF DOWNSTREAM BOWEL DURING LAPAROSCOPIC
SURGERY: A HISTORICAL COMPARISON STUDY, Yoshihito
Soma MD,Kiyokazu Nakajima MD,Tsuyoshi Takahashi
MD,Junichi Nishimura MD,Yuichiro Doki MD,Yoshiyuki
Fujiwara MD,Shuji Takiguchi MD,Hiroshi Miyata MD,Makoto
Yamazaki MD,Toshirou Nishida MD, Department of Surgery,
Osaka University Graduate School of Medicine, Osaka,
Japan
INTRODUCTION: Intraoperative endoscopy (IOE) has gained
wider clinical acceptance as a useful adjunct in advanced
laparoscopic surgery. One known drawback of IOE, however,
is prolonged distension of downstream bowel which com-
promises the subsequent surgical exposure/procedure,
resulted in open conversion in worst case scenario. The use
of rapid absorptive carbon dioxide (CO2) instead of air, has
been proven effective to reduce such distension in ambula-
tory settings. However, its intraoperative use, especially for
upper gastrointestinal endoscopy (upper IOE), has yet to be
established. The purpose of this study was to assess the
feasibility, safety and efficacy of CO2-insufflation for upper
IOE during laparoscopic surgery.
METHOD: A historical comparison study was performed
between the initial 10 consecutive patients undergoing CO2-
insufflating upper IOE (CO2 group; March 2007 to August
2007) and past 12 consecutive patients who underwent con-
ventional air-insufflating upper IOE (AIR group; March 2002 -
March 2007) during laparoscopic upper gastrointestinal sur-
gery including partial gastrectomy, esophagocardiomyoto-
my, and fundoplication. The following parameters were
obtained and compared between the two groups: 1) back-
ground data; 2) feasibility (completion rate of upper IOE); 3)
safety (any intraoperative cardiopulmonary events, such as
hypercapnia, arrhythmia, hypothermia); 4) efficacy (any diffi-
culties in gaining surgical exposure after IOE, any residual
intestinal gas, time to resume oral intake). The amounts of
post-IOE residual intestinal gas on the immediate postopera-
tive abdominal radiographs were evaluated and classified
into 5 grades by independent and blinded examiners. The
dedicated insufflating system (UCR, Olympus Medical
Systems, Tokyo, Japan) was employed for CO2 insufflation.
The Mann-Whitney U test was used to analyze any differ-
ences between the two groups.
RESULTS: 1) Both groups had comparable backgrounds. 2)
Upper IOE was completed in both groups without any com-
plications. 3) No serious cardiopulmonary complication
related to upper IOE was noted in both groups. 4) One case
in AIR group was converted to open because of inadequate
surgical exposure due to post-IOE excessive bowel disten-
sion. CO2 group showed significantly lower grade of resid-
ual intestinal gas on postoperative abdominal radiographs
compared to AIR group (p=0.025). Postoperative oral intake
was resumed earlier in CO2 group (p=0.003).
CONCLUSIONS: CO2-insufflation, when used for IOE, is fea-
sible, safe and effective in minimizing post-IOE bowel dis-
tension compared to conventional air-insufflation.

P260
LAPAROSCOPY ASSISTED PROXIMAL GASTRECTOMY FOR
UPPER GASTRIC CANCER, Yugo Nagai MD,Tsunehiro
Maeda MD,Motonori Hayashido MD,Yasukazu Umano
MD,Masaya Inoue MD,Toshiya Bessho MD, Department of
endoscopic surgery, Izumiotsu municipal hospital
Since 1993, we applied laparoscopy assisted gastrectomy
for gastric cancer and 195 patients were treated
until@August, 2007. Laparoscopy assisted distal gastrecto-
my (LADG) was performed in 150 cases, total gastrectomy
in 12 cases, partial gastrectomy in 14 cases and proximal
gastrectomy (LAPG) in 19 cases. The indication of LAPG was
limited early gastric cancer in upper 1/3 of the stomach.
Esophago-gastrostomy was performed in 13 cases in whom
resected stomach was within 1/3 and jejunal pouch was
interposed in 6 cases who received over1/3 of the stomach.
The average operation time was 180 minutes in esophago-
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gastrostimy cases and 300minutes in jejunal interposed
cases. There is no anastomotic leakage, however anasto-
motic stricture occurred in only one patient (6%) who
received successful endoscopic dilatation. No recurrence of
gastric cancer was seen during 2 to 140 months follow-up
period.We will report the practical technique of laparoscopic
lymph node dissection and side to side esophago-gastrosto-
my using ENDO-GIA60 universal.

P261
THE EFFECTS OF OBESITY BY THE LEARNING CURVE FOR
LAPAROSCOPY ASSISTED DISTAL GASTRECTOMY IN
PATIENT WITH EARLY GASTRIC CANCER, Seung Wan Ryu,
In Ho Kim,Soo Sang Sohn, Department of Surgery
Keimyung University School of Medicine, Daegu, Korea
Background. Laparoscopy-assisted distal
gastrectomy(LADG) has become a viable alternative treat-
ment for patients suffering with early gastric cancer.
Surgeons have long thought that obesity might increase the
rate of intraoperative or postoperative complications. We set
out to clarify the effect that obesity has on performing LADG
for the treatment of early gastric cancer.
Methods. We retrospectively reviewed 100 patients who had
undergone LADG for early gastric cancer between
September 2004 and March 2007. We measured the degree
of obesity by using the body mass index (BMI; kg/m2), and
we compared the surgical outcomes between the normal
BMI group (BMI <23kg/m2) and the high BMI group (BMI ¡Ã
23kg/m2). We further subdivided the patients into the expe-
rience of LADG, Early learning curve group(from first patient
to 50th patients) and Late learing curve group(from 51th
patient to 100th patients). We analyzed them in terms of
operation times, numbers of retrieved lymph nodes, and
rates of postoperative complications.
Results. There were no significant differences between the
normal and high BMI groups in terms of the patients¡¯ char-
acteristics, surgical outcomes, postoperative courses, post-
operative complications, and operation times. There were
no statistically significant differences in the number of
retrieved lymph nodes or in the rate of postoperative com-
plications among the four groups. However, there was a sta-
tistically significant difference in operation times and
Postoperative hospital stay between High BMI and normal
BMI at early learning curve period(P = 0.002, P = 0.041).
There was a significant difference in operation time, time to
first flatus and postoperative hospital stay between early
learning curve group and late learning curve group in high
BMI group(P = O.000, P = 0.021, P = 0.016).
Conclusions. For LADG in patients with early gastric cancer,
obesity may affect the operation time at the early learning
curve period. At the early learning curve period lower BMI
patients is more safe and easy for LADG.

P262
ENDOSCOPIC-PATHOLOGIC CORRELATION IN PATIENTS
UNDERGOING PROPHYLACTIC GASTRECTOMY FOR
HEREDITARY DIFFUSE GASTRIC CANCER (HDGC)., Pamela
C Hebbard MD,Daniel Fontaine MD,Ford Bursey MD,Alan
Kwan MD,Debrah A Wirtzfeld MD, Departments of Surgery,
Pathology, and Medicine, Memorial University of
Newfoundland, St. John’s, NL, Canada.
INTRODUCTION: We performed a study of endoscopic-
pathologic correlation in patients who have undergone pro-
phylactic gastrectomy for hereditary diffuse gastric cancer
(HDGC). HDGC is an autosomal-dominant condition associ-
ated with a mutation of the e-cadherin/CDH1 gene and car-
ries about an 80% risk of developing diffuse gastric cancer.
METHODS: We reviewed a case series of 16 gene-positive
patients who underwent prophylactic gastrectomy for
HDGC, which constitutes the largest series worldwide.
Results of the last pre-operative EGD were compared to final
pathology of the gastrectomy specimen. Pathologic evalua-
tion involved complete examination of the surgical speci-
men.

RESULTS: All patients had EGD one week to seven months
prior to surgery (median 6 weeks). Mucosal examination
was grossly normal, with biopsies negative for malignancy.
Final pathologic examination of the gastrectomy specimens
revealed six of the 16 patients (38%) had microscopic foci of
gastric cancer. All six patients were ultimately attributed a
TMN staging of T1NOMO.
CONCLUSIONS: These results demonstrate that basic EGD
is ineffective in identification of early gastric cancer in this
genetic syndrome. Indeed, gastrectomy proved to be a ther-
apeutic rather than a prophylactic procedure in 38% of
asymptomatic patients. The value of PET scanning or chro-
mographic endoscopy has not been extensively evaluated.
Currently, the preferred treatment for gene positive individu-
als is complete gastrectomy with reconstruction.

P263
CLINICAL OUTCOME OF THORACOSCOPIC ESOPHAGECTO-
MY FOR PATIENTS WITH ESOPHAGEAL CANCER: OUR 2-
YEAR EXPERIENCE, Atsushi Itami MD,Go Watanabe
MD,Masato Kondo MD,Masayuki Nakau MD,Yoshiharu Sakai
MD, Department of Surgery, Kyoto University, Kyoto, Japan
Introduction: Esophagectomy with extended lymphadenecto-
my is the principal modality for the cure of esophageal can-
cer in case the curative resection is possible, and less inva-
sive or minimally invasive surgery has been required to offer
less morbidity and favorable prognosis. We have incorporat-
ed thoracoscopic esophagectomy into esophageal resection
since August 2005. We addressed our procedure which have
been established these two years, assessed the morbidity,
and evaluated the benefits of minimally invasive surgery.
Patients and Methods: From August 2005 to August 2007,
39 patients with esophageal cancer underwent esophagecto-
my via thoracoscopic approach in our department. The indi-
cations of thoracoscopic esophagectomy were exclusively
T1-T3 tumors, no dense pleural adhesion, and no neoadju-
vant radiotherapy. The patient was placed in the left lateral
decubitus position. Five or six thoracic trocars were intro-
duced in the right chest, and a flexible scope was used. The
devices used during operation were electrocautery and
ultrasonic coagulating system, but sharp dissection with
scissors was preferred through lymphadenectomy along
both sides of recurrent laryngeal nerves to avoid the nerve
injury. We assessed the major morbidity such as the conver-
sion to open thoracotomy, hoarseness, and the prolonged
intubation period. Finally, postoperative respiratory function
was evaluated.
Results: The technique of mediastinal lymphadenectomy
was even more refined due to the enhanced visualization
compared with conventional open thoracotomy. The conver-
sion to open esophagectomy was experienced in four
patients (10.3%); one for sever pleural adhesion, the others
for airway injury. Hoarseness was seen in 22 cases (23.1%).
Prolonged respiratory failure occurred only in three patients
(7.7%). There was no hospital death after thoracoscopic sur-
gery. The average operation time was 271 min (range 187-
437). These are comparable to conventional open approach
or even better. Postoperative loss of vital capacity was sig-
nificantly less in thoracoscopic approach than open
esophagectomy (272ml vs. 527ml, p<0.05).
Conclusions: Thoracoscopic surgery for esophageal cancer
is feasible and safe, and reduces thoracic wall trauma,
which can result in good recovery after surgery. Moreover,
this approach is effective for education, because all the sur-
geons, not only experienced surgeons but trainees can
share the same vision.

P264
LAPAROSCOPY-ASSISTED COMBINED RESECTION FOR
SYNCHRONOUS GASTRIC AND COLORECTAL CANCER,
Hideo Matsui MD,Yuichi Okamoto MD,Akiko Ishii
MD,Kazuhiro Ishizu MD,Yasumasa Kondoh MD,Kyoji Ogoshi
MD,Hiroyasu Makuuchi, Department of Surgery, Tokai
University Tokyo Hospital and Tokai University School of
Medicine
The incidence of synchronous cancer in gastric cancer
patients has been reported to vary from 0.7% to 3.5%.
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Among them, colorectal cancer represents a most common
synchronous cancer. We report here our minimally invasive
laparoscopic treatment of synchronous gastric and colorec-
tal cancer.
Case 1: A 72-year-old male with colon polyp underwent
upper GI endoscopy that revealed a 0-IIc lesion in the mid-
dle portion of the stomach. He underwent laparoscopy-
assisted pylorous-preserving gastrectomy followed by par-
tial resection of the ascending colon using 5 ports. In this
procedure, entire right colon was mobilized after dissecting
right side of the gastrocolic ligament. Resection of the both
lesions and reconstructions were performed through the
5cm-wound in the upper abdomen.
Case 2: A 71-year-old male with 0-III+IIc lesion in the gastric
cardia underwent lower GI series preoperatively that
revealed a Type 2 lesion in the upper rectum. He underwent
totally laparoscopic proximal gastrectomy combined with
laparoscopy-assisted low anterior resection using 6 ports.
The resected stomach was retrieved through the lower
abdominal wound (7cm) and restorative rectosigmoidecto-
my was performed using a same wound.
Case 3: A 67-year-old female complaining of anemia under-
went GI tract endoscopy that revealed combined Type 2
lesion in the ascending colon and 0-IIa in the middle portion
of the stomach. Laparoscopy-assisted distal partial gastrec-
tomy with lymphadenectomy and right hemicolectomy were
performed. Seven ports were used and resection and recon-
struction were performed through 5cm-wound in the upper
abdomen.
For right-side colon cancer, it was relatively easy to resect
both lesions simultaneously using a same upper abdominal
wound. For left-side rectosigmoid lesion, totally laparoscop-
ic procedure of the gastric lesion enabled the entire proce-
dure with only a lower abdominal wound in our series.

P265
LONG TERM RESULT OF LAPAROSCOPY ASSISTED GAS-
TRECTOMY FOR EARLY GASTRIC CANCER, Shuji Takiguchi
MD,Yuichirou Doki MD,Yoshiyuki Fujiwara MD,Makoto
Yamazaki MD,Hiroshi Miyata MD,Kiyokazu Nakajima
MD,Toshirou Nishida MD,Mitsugu Sekimoto MD,Morito
Monden MD, Dept. of Surgery Osaka Univ.Medical Sch.
Background: Long term result of surgical treatment for
malignancy is the most important thing even in the mini-
mum invasive surgery. Laparoscopic gastric cancer surgery
was performed widely, but its long term reults are still
umknown.
Method: We performed 262 cases of laparoscopy-assisted
gastrectomy (LAG) for gastric cancer since 1996, while its
indication was gradually expanded. We reviewed long-term
results about 112 cases that passed more than three years.
Result: An average observation period was 62.8 months,
and the median was 59 months. Preoperative diagnosis was
stage IA or IB entirely, but pathological diagnosis was stage
IA: 102, IB: 4, II:2 and IIIB: 4. Two recurrences were observed
in advanced gastric cancer, one has cancer death in postop-
erative six months, the other case received chemotherapy
now. One case of early gastric cancer had para-aortic lymph
node swelling (PET positive) accompanied with a rise of
CEA in spite of being stageIA; pT1(sm)pN0. Late post opera-
tive complication was occurred in one case which was ileus
without surgical treatment.
Discussion: According to previous report, 5 year recurrence
rate following surgical treatment for early gastric cancer is
1.9%. 0.9% that our result showed in this study is excellent.
Previous studies showed its exellent early results and bene-
fits of minimally invasive surgery.LAG for early gastric can-
cer will be a standard treatment.
Conclusion: Follow up study of LAG for early gastric cancer
revealed good results. Laparoscopic D2 lymph node dissec-
tion for gastric cancer could be performed safely, but there
is small number of evidence. so next, phase II trial for safety
will be needed. About long-term results of advanced gastric
cancer, a phase III trial about LAG for advanced gastric can-
cer except neoadjuvant chemotherapy cases will be needed
at last.

P266
FACTORS INFLUENCING OPERATION TIME OF
LAPAROSCOPY-ASSISTED DISTAL SUBTOTAL GASTRECTO-
MY: A LARGE-SCALE KOREAN MULTICENTER STUDY,
Seung-Wan Ryu,Hyuk-Joon Lee,Gyu-Seok Cho,Kyo-Young
Song,Wook Kim,Woo-Jin Hyung,Hyung-Ho Kim,Sang-Uk
Han,Min-Chan Kim, Keimyung University School of
Medicine
Purpose: There is little information on patient selection crite-
ria for laparoscopy-assisted distal gastrectomy (LADG) that
would facilitate a successful initial experience for a surgeon
new to the procedure. The aims of this multicenter study
were to assess the effect between operation time and fre-
quency of LADG and determine patient selection criteria that
will allow increased proficiency and shorter operation times
for the LADG procedure.
Method: A retrospective multicenter study was carried out
in Korea on 1485 patients who had undergone LAG with
extraperigastric lymph node dissection for gastric cancer by
ten surgeons at ten institutions during the period May 1998
to December 2005. Among the patients 451 patients were
selected initial consecutive fifth patients each surgeons
except Laparoscopic assisted total gastrectomy ( 36
patients) and Laparoscopic assisted pylorus preserving
proximal gastrectomy (13 patients). We divided these
patient by the frequency of LADG procedure into two cate-
gories: LAG(laparoscopic assisted gastrectomy) procedure
was done lesser than 3 times per a month (Group I : n=169),
and LAG procedure was done more than 4 times per a
month (Group II : n=282). Uni-and multivariate analyses
were performed to identify factors influencing operation
time between two groups.
Results: According to univariate analysis, operation time
was influenced by sex, BMI, combined operation, recon-
struction methods, and surgical experience, whereas multi-
variate analysis indicated that operation time was signifi-
cantly influenced only by BMI and surgical experience.
The same analyses of Group I and II showed that sex, BMI,
combined operation, reconstruction methods, and surgical
experience, were independently associated with operation
time. As BMI increased, so did operation time, whereas
operation time decreased with increasing surgical experi-
ence and frequency of LAG procedure per a month.
Conclusion: This study suggests that surgeons who have
limited experience with this advanced procedure may short-
en operation time by considering patient and tumor charac-
teristics in their early attempts at LADG. With a shortened
operation time, surgeon with limited experience may
become proficient to LADG rapidly.

P267
LAPAROSCOPIC RESECTION OF GASTROINTESTINAL
STROMAL TUMORS LOCATED AT THE GASTROE-
SOPHAGEAL JUNCTION, Stacey A Milan MD,Karen
Chojnacki MD,Ernest Rosato MD,Francis Rosato, Jr
MD,Bernadette Profeta MD,Robert Meisner, Thomas
Jefferson University Department of Surgery
Introduction
Gastrointestinal stromal tumors are the most common mes-
enchymal neoplasm of the GI tract, and 60% of GISTs occur
in the stomach. The mainstay of treatment for GI stromal
tumors is surgical resection with negative margins, with use
of Gleevac reserved for metastatic or unresectable disease.
Tumors located at the gastroesophageal junction have tradi-
tionally been problematic as even limited resection of small
tumors may deform the GE junction and cause dysphagia.
Historically, GI stromal tumors located in close proximity to
the GE junction have required transhiatal esophagectomy.
Advancement in minimally invasive techniques has allowed
resection of even larger GISTs via a laparoscopic approach.
We describe a case series of 4 patients with gastrointestinal
stromal tumors located at or near the gastroesophageal
junction using a laparoscopic approach.
Methods and Prodcedures
Four patients age 42 to 63 years underwent elective laparo-
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scopic of an intraluminal gastrointestinal stromal tumor
located at the gastroesophageal junction. Tumor size ranged
from 3-6 cm and distance from GE junction ranged from 0-2
cm. All patients underwent upper endoscopy at the time of
surgery to confirm location of the tumor. After establish-
ment of pneumoperitoneum, an anterior gastrotomy was
made to allow access to the tumor. A bougie was placed to
avoid narrowing or deforming the GE junction. Using endo-
scopic staplers, the tumors were resected with negative
margins without causing deformity to the GE junction.
Results
No conversions to an open procedure were necessary.
There were no complications during procedure or hospital
stay for any patient.
All patients were discharged home tolerating a regular diet
within 4 days postoperatively.
Conclusion
Laparoscopic resection of GIST tumors located at or near
the gastroesophageal junction may be performed with nega-
tive margins and is safe and technically feasible without
causing clinically significant luminal narrowing.

P268
LAPAROSCOPIC GASTRIC SURGERY FOR NEOPLASIA: ARE
WE GOING AHEAD?, Anurag Yadav BS,Polobody S Senapati
MS,Khurshid Akhtar MS, Department of Surgery, Rochdale
Infirmary, The Pennine Acute Hospitals NHS Trust, Greater
Manchester, U.K.
INTRODUCTION: In Colorectal cancer, the increasing evi-
dence in the literature shows improved outcome following
laparoscopic surgery. However, the evidence and outcome
on laparoscopic gastric surgery is limited. The purpose of
this study was to assess our initial experience with laparo-
scopic gastric surgery for malignancy.
METHODS AND PROCEDURES: Between Sept 2003 to Aug
2007 there were a total of 71 gastrectomies performed for
cancer. We analyzed the patients who had laparoscopic gas-
tric surgery for malignancy between Feb 2005 and Aug 2007
from our prospective database. The following variables
were evaluated: age, sex, tumor size, location, histological
type, depth of invasion, presence of lymph node metastasis,
operating time, blood loss, postoperative complications, and
length of stay.
RESULTS: Twenty-two patients had laparoscopic gastric
resections. There were more men than women (6:5). The
mean age at operation was 70yrs (Males= 73,
Females=68yrs). Majority had adenocarcinomas (15/22), 4
patients had GIST, whereas the other three had persistent
moderate dysplasia, massive leiomyoma and inflammatory
fibrous polyp. Majority of patients with adenocarcinoma had
T2 stage tumor (68%). Majority had Gastric antrum involve-
ment (50%) and had distal gastrectomy done. There were
clear resection margins in all patients and lymph node
metastasis was found in only eight patients. Three patients
had to be converted to open from earlier on. There were no
mortalities or leaks and minor postoperative complications
occurred in 5 patients (22.7%). The length of stay ranged
from 5 to 26 days.
CONCLUSION(S): Our initial experience following laparo-
scopic gastric surgery shows that this can be performed
safely without mortality and with minimal morbidity in spe-
cialist units with experience in advanced laparoscopic and
oesophagogastric surgery. It seems that the laparoscopic
Gastric Surgery for malignancy is the way forward.

P269
TRIGGER BASED EVALUATION OF LAPAROSCOPIC ANTIRE-
FLUX SURGERY IN GASTRO-OESOPHAGEAL REFLUX DIS-
EASE, S Velmurugan,NS Balaji,RH Bhogal,D Vasant,PN
Nesargikar,CVN Cheruvu, University Hospital of North
Staffordshire, Stoke-on-Trent, United Kingdom
AIM: It is well known that certain diet and posture can
aggravate gastro-oesophageal reflux(GOR) symptoms. The
alleviation of reflux symptoms precipitated by these specific
triggers after surgery is usually evaluated by global satisfac-
tion scores or grading systems. The aim of this study is to

assess the effect of laparoscopic antireflux surgery(LARS)
on selected precipitants of GOR based on a trigger based
evaluation tool.
METHODS: The preoperative dietary and postural triggers of
GOR were identified by an initial pilot study. These triggers
were used as the evaluation tool in the current study. The
triggers included different food varieties (spicy and fatty
foods), beverages (coffee, tea, fizzy drink), alcohol and pos-
ture (supine, bending and exercise). The severity of symp-
toms related to these stimuli was graded prior to surgery as
severely incapacitating, moderately incapacitating or having
no effect. The effect and extent of relief after surgery were
graded as complete relief, significant relief or no effect.
RESULTS: 112 patients (M:F-70:42) with a median age of 45
(IQR 37-54) were assessed preoperatively and at a median of
11 months after LARS. Spicy food was the most significant
preoperative dietary trigger 90% (101/112), followed by fatty
food 86% (96/112), onion 76% (85/112), fizzy drink 71%
(80/112) and alcohol 59% (66/112). Supine posture was the
worst postural trigger 90% (101/112) while bending and
exercise affected 82% (92/112) and 73% (82/112) respective-
ly. After LARS, overall relief of reflux was seen in 92%
(103/112) of patients. Relief of trigger provoked reflux was
seen in 89% (90/101) and 86% (83/96) of patients after spicy
and fatty food intake respectively. 77% (51/66) of patients
enjoyed reflux free alcohol intake after surgery. Complete
relief from supine reflux was achieved in 84% (85/101).
CONCLUSION: Spicy food, fatty food and supine posture are
significant precipitants of GOR symptoms and these are
effectively controlled by LARS. Specific trigger based ques-
tionnaire can be used as an assessment tool to evaluate
post operative outcomes in LARS.

P270
LAPAROSCOPIC REVISION OF FAILED FUNDOPLICATION
AND HIATAL HERNIORRHAPHY, C F Frantzides MD,A K
Madan MD,M A Carlson MD,T M Zeni MD,J G Zografakis
MD,R M Moore MD,M Meiselman MD,L Placeway MS, M B
Luu MD, Chicago Institute of Minimally Invasive Surgery,
Evanston Northwestern Healthcare, Northwestern University
Objective: To evaluate the mechanisms of failure after
laparoscopic fundoplication and the results of revision
laparoscopic fundoplication.
Background: Laparoscopic Nissen fundoplication has
become the most commonly performed antireflux proce-
dure for the treatment of gastroesophageal reflux disease
with success rates from 90-95%. Persistent or new symp-
toms often warrant endoscopic and radiographic studies to
find the cause of surgical failure. In experienced hands,
reoperative antireflux surgery can be done laparoscopically.
We performed a retrospective analysis of all laparoscopic
revision of failed fundoplications done by the principle
author and the respective fellow within the laparoscopic fel-
lowship from 1992 to 2006.
Methods: A review was performed on patients who under-
went laparoscopic revision of a failed primary laparoscopic
fundoplication.
Results: Laparoscopic revision of failed fundoplication was
performed on 68 patients between 1992-2006. The success
rate of laparoscopic redo Nissen fundoplication was 86%.
Symptoms prior to the revision procedure included heart-
burn (69%), dysphagia (8.8%), or both (11.7%). Preoperative
evaluation revealed esophagitis in 41%, hiatal hernia with
esophagitis in 36%, hiatal hernia without esophagitis in
7.3%, stenosis in 11.74%, and dysmotility in 2.4%. The main
laparoscopic revisions included fundoplication alone (41%)
or fundoplication with hiatal hernia repair (50%). Four gas-
tric perforations occurred; these were repaired primarily
without further incident. Open conversion was performed in
one patient. Length of stay was 2.5 ± 1.0 day. Mean follow-
up was 22 months (range 6-42 months), during which failure
of the redo procedure was noted in 9 patients (13.23%).
Conclusion: Laparoscopic redo antireflux surgery performed
in a laparoscopic fellowship program produce excellent
results that approach the success rates of primary operations.
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P271
LONG AND FLOPPY NISSEN FUNDOPLICATION, Luis Poggi
MD,Juan Calisto MD,Roger Clemente MD,Omar Ibarra,Luigi
Belloni MD,Elizabeth Pando MD,Luciano Poggi MS,
Department of Surgery, Instituto de Cirugía Laparoscópica
Avanzada - Clínica Anglo Americana, LIMA, PERU.
OBJECTIVES: To improve patient’s satisfaction, reduction of
post operative dysphagia, and the possibility of using this
technique modification in all cases, despite alterations in
esophageal motility.
METHODS: Fundoplication was performed with the follow-
ing features: a) 360º, b) Symmetrical: sutured to the right
side of the esophagus, c) Longer: 4 to 5 cm., d) Floppy: cali-
bration up to 68 - 74 Fr gauge, e) Restoring the Angle of His
(suturing it to the left side of the esophagus). Previous expe-
rience obtained in pig models demonstrated the efficiency
and safeness of the technique. The preoperative evaluation
for all our patients included the following: complete history
and physical examination, upper gastrointestinal contrast
study, esophagogastroduodenoscopy with biopsy,
esophageal manometry, and 24-hour esophageal pH moni-
toring. Surgery in all our patients was performed by the
same surgeon. A survey to evaluate postoperative dyspha-
gia and satisfaction level was administrated during the fol-
low-up period, as well as postoperative esophagogastroduo-
denoscopy two months later.
RESULTS: Between January 2000 and December 2006, 252
patients with GERD underwent laparoscopic fundoplication
with these technical modifications. 127 patients were exclud-
ed from the study because of concomitant surgeries (chole-
cystectomy, hernia repair, vagotomy, pyloroplasty, gastrecto-
my, mesh using crural repair). The mean follow-up was
4.14years. There were 88 men (70.4%) and 37 women
(29.6%), The mean duration of preoperative symptoms of
GERD was 4.1 years.Transient postoperative mild dysphagia
was observed in 112 patients (89.6%) that improved without
any intervention. Severe dysphagia was observed in 3
patients (2.4%) requiring only one endoscopic dilation. Visick
Score I-II was 99.2%.Of the 125 patients, 123 (98.4%) reported
that they were satisfied with the result of surgery at 4.14-year
follow-up. When asked whether they would have the opera-
tion again, 124 (99.2%) answered affirmatively.
CONCLUSIONS: Laparoscopic fundoplication with this modi-
fied technique is feasible, safe and effective compared with
classical Nissen fundoplication, improves transient postop-
erative dysphagia and long term patient satisfaction.
Controlled multicentric trials to support this technical pro-
posal are still necessary.

P272
LAPAROSCOPIC HELLER PROCEDURE FOR THE TREAT-
MENT OF ESOPHAGEAL ACHALASIA, V.V. Grubnik MD,A.V.
Malynovskyy MD, Odessa State Medical University, Ukraine
Background. The need of fundoplication while the Heller
procedure is still controversial. It was proved, that fundopli-
cation reduces the rate of gastroesophageal reflux, but
increases surgery time and may increase the recurrence
rate. Thus, we hypothesized that fundoplication must have
exact indications, such as achalasia, associated with hiatal
hernia and preoperative gastroesophageal reflux. So, this
principal was used in our survey. The aim: to assess the
results of laparoscopic Heller procedure with and without
fundoplication.
Methods and procedures. From 1995 till 2004 laparoscopic
Heller myotomy were performed in 50 patients with
esophageal achalasia. There were 11 patients with spindle
type of lesion, 25 patients with the flask type and 14 patients
with sigmoid type of lesion. Heller procedure was complet-
ed by fundoplication in 28 patients (I group) (Dor fundoplica-
tion in 23 patients and Toupet fundoplication in 5 patients).
No fundoplication was used in 22 patients (II group). The
results were assessed by dysphagia and heartburn symp-
tom rating scale, esophageal motility study, X-ray,
endoscopy and 24-h pH-testing. Mean follow-up period was
5 years (range 3 -10).
Results. In the I group there was no gastroesophageal

reflux, but 3 (10,7 %) patients with the sigmoid type of
lesion had a relapse. Therefore, they required frequent bal-
loon dilations. In the II group there was no relapses (includ-
ing sigmoid type patients), but 1 patient (4,5 %) experienced
moderate reflux. Thus, using accurate indications for adding
fundoplication to cardiomyotomy, we improved the results
of treatment of esophageal achalasia.
Conclusions. An antireflux procedure is necessary when the
achalasia is associated with hiatal hernia and gastro-
esophageal reflux. No antireflux procedure is advisable in
patients without these factors to prevent the relapse of the
disease, especially in sigmoid type of esophageal achalasia.

P273
EFFICIENCY OF LARS FOR THE TREATMENT OF EXTRAE-
SOPHAGEAL GERD SYMPTOMS, V.V. Grubnik MD,A.V.
Malynovskyy MD,O.V. Medvedev,O.V. Grubnik MD, Odessa
State Medical University, Ukraine
Introduction. Gastroesophageal reflux disease (GERD) is
common pathology with typical and atypical clinical presen-
tation. Currently, the efficiency of laparoscopic antireflux
surgery (LARS) for the treatment of extraesophageal GERD
symptoms have not been completely studied. The aim was
to study the efficiency of LARS for the treatment of extrae-
sophageal GERD symptoms.
Methods and procedures. From 1994 till 2004, 423 patients,
including 89 patients with extraesophageal symptoms,
underwent laparoscopic Nissen fundoplication. 200 patients
underwent cruroraphy. 223 patients with II-III degree sliding
hiatal hernia and paraesophageal hernia underwent allo-
plasty by composite mesh, including 151 patients with origi-
nal mesh alloplasty method. The X- ray examination,
endoscopy, esophageal manometry and 24h pH-study with
symptom index calculation were used for preoperative and
postoperative evaluation.
Results. The long-term results were studied in 365 patients
(86,2 %), including 90 patients with extraesophageal symp-
toms, within mean follow-up period of 5 years (range, 3 -
11). Postoperatively, the majority of patients were free of
symptoms, both esophageal and extraesophageal. The com-
plete reduction of respiratory syndrome were obtained in
74,6 % of patients, cardial syndrome - in 71,4 % of patients,
rhinolaryngopharengial syndrome - in 76,5 % of patients.
There were only 22 patients presenting extraesophageal
symptoms postoperatively.
Conclusion: LARS is highly effective in the treatment of
extraesophageal GERD symptoms.

P274
LAPAROSCOPIC SURGERY FOR EARLY GASTRIC CANCER
IN OUR INSTITUTION, shuji kitashiro PhD,shunichi okushiba
PhD,yo kawarada PhD,takeshi sasaki PhD,yuma ebihara
PhD,hiroyuki katoh PhD, tonan hospital
Back ground
Recently, the laparoscopic operation to an early gastric can-
cer has established. This study was designed to review our
initial experience with laparoscopic gastric surgical tech-
niques to evaluate indications and surgical results.
Study design
We undertook a retrospective analysis of 156 patients m(104
men and 52 women, mean age 62.4 years) who underwent
laparoscopic gastric surgical procedures between 2004 and
2007. Procedures performed were distal
gastrectomy(n=124), wedge resection(n=3), @proximal gas-
trectomy(n=4), and total gastrectomy(n=25). Patients were
divided into two groups according to the date of the proce-
dure, from the earliest to the most recent.
Results
There were 156 patients with early gastric cancer. In 1case
conversion was made to an open surgical procedure.
Operation times required for distal gastrectomy, wedge
resection, proximal gastrectomy, and total gastrectomy
were 258, 120, 184, 290 min, and blood loss was 100, 5, 40,
107 g, respectively. Complications included transient anasto-
motic stenosis(n=1), leakage(n=1), and bleeding(n=1) after
distal gastrectomy, anastomotic stenosis(n=3) after proxy-
mal gastrectomy, and anastomotic leakage(n=3) after total



www.sages.org 250

S
A

G
E

S
2

0
0

8

SAGES 2008 Poster Abstracts
gastrectomy. There were no complications after wedge
resection. Comparing the first and second halves of the
series after distal gastrectomy, operation time is shorter in
the recent group and the number of dissected lymph nodes
at this procedure increased from 27 to 31.
Conclusions
Laparoscopic gastric surgical procedures are safe and feasi-
ble for early gastric cancers and submucosal tumors.
Technical advances in lymph node dissection have made
distal gastrectomy a leading and increasingly popular
laparoscopic procedure for early gastric cancer.

P275
A DECADES EXPERIENCE OF LAPAROSCOPIC ANTERIOR
WATSON FUNDOPLICATION IN CHILDREN., Paul
Charlesworth MD,Jon Jansen MD,Anies Mahomed MD,
Department of Paediatric Surgery, Royal Alexandra
Children’s Hospital, Brighton and Department of Paediatric
Surgery, Royal Aberdeen Children’s Hospital, Aberdeen.
Background: Laparoscopic anti-reflux surgery has become
firmly established in the management of gastro-
oesophageal reflux in children. The Nissen remains the
most widely used anti-reflux procedure, but its success is
frequently compromised by mechanical complications.
Several modifications, such as partial wraps, have been
described. It is not known whether the advantages of partial
fundoplication translate into paediatric surgical practice, and
the aim of this paper is to evaluate the medium term results
in a series of largely anterior Watson laparoscopic fundopli-
cations.
Methods: Prospective observational study of 70 children and
infants who underwent laparoscopic fundoplication for gas-
tro-oesophageal reflux disease.
Results: Between 01/1997 and 07/2007 a total of 70 laparo-
scopic fundoplications in 2 separate institutions were per-
formed by the senior author. Sixty three had the Watson
procedure with the remainder having had a Nissen fundopli-
cation. Thirty six percent of patients in this series were neu-
rologically compromised, age ranged from 2 months to 18
years (mean 7.52) with 10 patients having had previous
abdominal procedures (8 PEG placements, 1 VP shunt, 1
previous failed Nissen fundoplication by adult surgeon).
Three patients in the initial 2 years of this experience, 2 with
port site hernia and 1 with bolus obstruction were taken
back to theatre within 72 hours of surgery. Nine patients suf-
fered early dysphagia and 2 cases with Hellers myotomies
and anterior fundoplication required dilatations. In a mean
follow up of 2.29 and1.93 years respectively for the 2 institu-
tional experience, no patients had come to redo surgery
although several with confirmed intact wraps (11 cases) are
back on medical treatment. Overall there were 3 mortalities
of which 1 was perioperative(15 days) and all were attributa-
ble to co-morbidity. Overall, 21 patients in this cohort
required PEG placement on completion of fundoplication
and there were no conversions to the open technique
despite difficult local conditions from previous surgery,
extensive perioesophagitis or associated hiatal hernia (14
cases). Median post operative stay for the whole series was
2 days (range 1-19 days) although the subset with neurolog-
ical compromise requiring PEG placement stayed longer
with a median stay of 4 days.
Conclusion: From this study it would appear that the advan-
tages of partial fundoplication pertain to paediatric practice
as it does in adults. Encouragingly, neither conversion nor
redo surgery were necessary. This series also confirms the
safety and efficacy of the laparoscopic anterior fundoplica-
tion in children and infants but to establish its superiority
over Nissen fundoplication would require further study.

P276
LAPAROSCOPIC RE-FUNDOPLICATION AS A TREATMENT
FOR GASTROESOPHAGEAL REFLUX DISEASE (GERD) - A
STUDY OF 42 CASES., Gustavo L Carvalho PhD,Elizabete P
Andrade,Luis H Lira,Frederico W Silva MD,Gilvan Loureiro
MD,Carlos Henrique C Ramos MD, UNIVERSIDADE DE PER-
NAMBUCO (UPE), FACULDADE DE CI NCIAS MÉDICAS
(FCM) and CLÍNICA CIRÚRGICA VIDEOLAPAROSCÓPICA

GUSTAVO CARVALHO, RECIFE - PE, BRAZIL.
BACKGROUND: Antireflux surgery has a low rate of re-oper-
ation, varying from 2 to 10%. Nevertheless, when this is
necessary, it is common to opt for open surgery under the
belief that this is safer. However, various centers have
observed the efficiency of re-operation using laparascopic
antireflux surgery, with a low rate for complications and
good long-term results.
AIM: To assess the effectiveness and safety of laparascopic
re-fundoplication in a series of 42 GERD patients.
METHOD: Between 1990 and 2007, a study was carried out
among 42 patients (22 of whom were men; with a mean age
of 46.0 ± 16.37 years) who had undergone antireflux surgery
using the Nissen procedure and needed a second fundopli-
cation. In all cases, endoscopy, manometry and fluoroscopy
was carried out. Twenty five patients had esophagitis of
varying degrees. Twenty-one had an accessory gastric
chamber due to migration of the valve. Sixteen presented
other problems with the valve, whether associated with
migration or not (3 incomplete, 7 twisted, 5 tightened and 2
partially undone) and, in six patients, this was associated
with Barrett’s esophagus. The main reasons for recommend-
ing the second operation were migration (21), undoing (5),
tightening (5) and torsion (7) of the valve. In one patient, the
surgery consisted of removing a stitch, which was tighten-
ing the lower esophagus. In four patients, post-operative
volvulus was corrected and, in two patients, the valve was
undone. In the other cases, fundoplication was carried out
again, and this was combined with a new hiatoplasty in 35
of these. Routine peroperative endoscopy was considered
very helpful when performing a re-fundoplication. The
patients were later assessed by way of endoscopy, fluo-
roscopy and biopsy.
RESULTS: There was one conversion to open surgery. The
mean hospital stay was 3.37 ± 5.36 days. Two patients were
re-operated for a third time (24-48 hours after re-fundoplica-
tion) because of a gastric volvulus. One female patient pre-
sented sudden thoracic pain on the 12th post-operative day
(POD) and needed another laparascopic operation, during
which a perforation of the valve was diagnosed and treated.
One male patient had post-operative discomfort for some
time. No other complications arose as a result of the opera-
tions and 36 patients continue to present no further symp-
toms. An endoscopy for control was carried out on the 30th
and 60th POD. It was observed that 32 patients remained
free of esophagitis and gastro-esophageal reflux disease.
CONCLUSION: Laparoscopic re-fundoplication is not only
technically feasible but also clinically effective with low
rates of complications and conversions.

P277
GASTRIC RESIDUES IN THE REMNANT STOMACH AFTER
LAPAROSCOPY-ASSISTED DISTAL GASTRECTOMY FOR
GASTRIC CANCER, Yorihiko Muto MD,Hideki Hayashi PhD,
Department of Surgery, Graduate School of Medicine, Chiba
University
Background: Food retention in the remnant stomach is
known to be seen after distal gastrectomy. We have per-
formed laparoscopy-assisted distal gastrectomy (LADG) with
Billroth I reconstruction since March 1999, and have come
by cases with significant amount of gastric residues which
hinder regular endoscopic follow-ups. It seemed to be
observed more often with LADG compared to conventional
open distal gastrectomy (OG). Thus, we investigated the
cause of this phenomenon, along with its effect on postop-
erative nutritional status. Patients and method: We retro-
spectively reviewed 77 patients who had undergone distal
gastrectomy with Billroth I method for gastric cancer. We
compared the surgical procedures and amount of gastric
residues between the LADG and OG group. Correlation
between the amount of gastric residues and postoperative
nutritional status was also examined. Result: Forty-seven
patients underwent LADG, and 30 underwent OG. Gastric
residues were seen in 22 cases (47%) after LADG, and in 7
(23%) after OG, with statistically significant difference
(P=0.04). Anastomosis were done using a circular stapler in
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all cases. In 6 cases of the LADG group, we used the cut end
on the greater curvature of the remnant stomach for the
anastomosis, whereas the posterior wall of the stomach in
the rest of the group. In the OG group, the greater curvature
was anastomotic site in 22 cases, and the posterior wall in 8.
The size of the resected stomach was similar between the
groups. Logistic regression analysis revealed that the
laparoscopic approach was the only independent predictor
for the gastric residues among the parameters including
age, sex, anastomotic site and resection size. Postoperative
changes in body weight and serum albumin level were simi-
lar between the patients with and without gastric residues.
Conclusion: Postoperative gastric residue was seen more
often with LADG compared to OG. We were unable to iden-
tify the essential cause of this phenomenon, but it seemed
to have no effect on nutritional status after s

P278
CLINICAL OUTCOME AFTER LAPAROSCOPIC PROXIMAL
GASTRECTOMY FOR GASTRIC CANCER., Yoshihiro
Hiramatsu PhD,Jo Yonemura MD,Risaburo Sunagawa
MD,Shinpei Furuta MD,Kazuki Inaba MD,Yoshinori Ishida
PhD,Yoshihide Nagasako PhD,Keizo Taniguchi PhD,Jun
Isogaki PhD,Yoshiyuki Komori PhD,Yoichi Sakurai PhD,Ichiro
Uyama PhD, Fujita Health University School of Medicine
INTRODUCTION; Various types of function-preserving gas-
trectomy and limited gastrectomy have been performed in
attempts to improve postoperative quality of life for gastric
carcinoma. Proximal gastrectomy, which is one of the note-
worthy procedures, is performed to retain gastric function
and minimize loss of digestive and absorptive ability.
Recently, laparoscopic gastrectomy is increasingly applied
for gastric cancer resection along with the improvement in
instruments and techniqes, however, laparoscopic proximal
gastrectomy (LPG) is still uncommon. PATIENTS and METH-
ODS; From December 1999 to September 2007, we per-
formed LPG for 63 cases of gastric cancer. Among patients
with gastric cancer, indications for LPG followed in this
study were: location limited in the upper third stomach, no
tumor invasion to the other organs, and no evidence of
lymph node (LN) metastasis as follows: the LN along the
right gastroepiploic vessels (LN no. 4d), the suprapyloric
LNs (LN no. 5), the infrapyloric LNs (LN no. 6), and LN in the
hepatoduodenal ligament (along the hepatic artery; LN no.
12a). LN stations were defined according to the 13th edition
of Japanese Classification of Gastric Carcinoma (JCGC).
RESULTS; We report the technical aspects and clinical out-
comes. Forty nine patients were men and 14 were women.
In 63 patients, 4 cases were converted to laparotomy.
Operative mortality was 0%, and morbidity was 15.9%,
including 4 cases (6.3%) suffered from anastomotic leak in
the initial period. Only 2 patients (3.3%) had recurrence of
the gastric cancer, in 61 cases with the exception of 2 cases
in clinical stage IV (JCGC). CONCLUSION; We demonstrate
that LPG is a technically feasible, safe, and acceptable onco-
logically curative resection. We believe that LPG is one of
the best surgical treatment for proximal gastric cancer.

P279
PROGNOSTIC VALUE OF ENDOSCOPIC ULTRASOUND IN
RE-STAGING AFTER NEOADJUVANT TREATMENT IN
ESOPHAGEAL CANCER, Jessica M Leers MD,Carlo Vivaldi
MD,Marc Bludau MD,Till Herbold MD,Wolfgang Schroeder
MD,Arnulf H Hoelscher MD,Hartmut Schaefer MD,
Department of Visceal and Vascular Surgery, University of
Cologne, Germany. Department of Surgery, Keck School of
Medicine at USC, Los Angeles, CA
Introduction:
Endoscopic ultrasound (EUS) in patients with esophageal
cancer is a useful diagnostic tool for locoregional tumor
staging. Patients with advanced esophageal cancer receive
neoadjuvant radiochemotherapy to downstage the tumor
prior to surgery. The role and accuracy of EUS after neoad-
juvant therapy is uncertain.
Methods:
Between 2002 and 2005 we prospectively enrolled 70 con-

secutive patients with localized esophageal cancer who
received neoadjuvant radiochemotherapy before
esophagectomy and were evaluated prior and after neoadju-
vant therapy. In 16 patients EUS staging was not performed
due to esophageal stenosis. All patients underwent
esophagectomy and specimens were reviewed for T and N
category. EUS results were then compared to the pathologic
findings.
Results
There were 44 male and 10 female with a mean age of 56
years (SD±5.6). 28 patients had squamous cell cancer and 26
patients had adenocarcinoma. The pathologic tumor stage
was as followed: ypT0 n=10, ypT1 n=5, ypT2 n=11, ypT3
n=27, and ypT4 n=1. The overall accuracy for EUS after
neoadjuvant therapy was determined as 39.6% for T status
and 61.7% for N status. The sensitivity in EUS for T category
was 40% for uT0, 0% for uT1, 18% for uT2, 55.6% for uT3,
and 0% for uT4. The T category was overestimated in 36.2%
and underestimated in 23.4%. The sensitivity and specificity
for positive lymph node status was 64% and 58.6%, respec-
tively. Tumor cell type and tumor location did not influence
the EUS staging.
Conclusions:
Endosonographic staging after neoadjuvant therapy is not
as accurate as it is reported for the initial staging. The prog-
nostic value to predict downstaging is low, especially in
tumors with good response and low T category.

P280
ENDOSCOPIC ULTRASOUND OVERSTAGING OF N-STATUS
IN PATIENTS WITH ESOPHAGEAL ADENOCARCINOMA,
Shahin Ayazi MD,Steven R DeMeester MD,Patrick T
Flanagan MS,Jeffrey A Hagen MD,Jessica M Leers MD,Arzu
Oezcelik MD,John C Lipham MD,Farzaneh Banki MD,Tom R
DeMeester MD, Department of Surgery, Keck School of
Medicine, University of Southern California, Los Angeles,
CA
Introduction:
Lymphatic metastases are a key determinate of prognosis
with esophageal cancer. Endoscopic ultrasound (EUS) is the
leading modality for local-regional staging of esophageal
cancer, and patients thought to be node-positive are typical-
ly recommended to have neoadjuvant therapy prior to
esophagectomy. The aim of this study was to asses the
prevalence and characteristics of patients falsely staged as
node positive with EUS.
Material and Methods:
The records of 98 patients with esophageal adenocarcinoma
who had an EUS followed by esophagectomy without
neoadjuvant therapy were reviewed. The accuracy of EUS
staging was assessed by comparing the preoperative EUS
staging with the final pathology after esophagectomy.
Results:
The overall accuracy of EUS for determining T-stage was
65.3%, with the highest accuracy seen for T3 tumors
(77.5%). EUS correctly identified N-1 disease in 81.5% of
patients. The positive and negative predictive value for N-1
disease based on EUS was 68.8% and 67.7% respectively.
False positive EUS staging as N-1 occurred in 19 patients
(20%). Patients were most-commonly over-staged as N-1
based on the finding of multiple visible nodes.
Conclusion:
Although helpful, EUS evaluation of node status overstages
20% of patients. This finding has to be considered when
interpreting results from trials using neoadjuvant therapy,
and should encourage more liberal use of EUS-guided fine
needle aspiration in patients with esophageal adenocarcino-
ma.

P281
NINETEEN CONSECUTIVE LAPROSCOPIC ESOPHAGEC-
TOMIES WITHOUT GASTRIC CONDITIONING: ZERO LEAK,
NECROSIS, OR MORTALITY, Christos A Galanopoulos MD,
John Jay MD,Jeffery D Linder MD,D. Rohan Jeyarajah MD,
Methodist Dallas Medical Center
Introduction: Esophagogastric anastomosis ischemic events
have a reported incidence of 3.2% resulting in leaks and
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necrosis. Gastric Conditioning (GC) has been proposed to
reduce such morbidity. Unfortunately this exposes a debili-
tated patient to 2 operative procedures and is carried out 2-3
weeks prior to esophagectomy. We propose that with metic-
ulous laparoscopic dissection, GC is not needed, saving
time, money, and decreasing patient morbidity.
Method: A retrospective study of 19 consecutive laparoscop-
ic esophagectomies (LE)(13m/6f) done at a single setting
without preoperative GC. Leak rates, conduit necrosis, and
30 day mortality rates were evaluated. Leaks were evaluated
with either an esophagram or CT scan on post operative day
6. Each esophagectomy was carried out via the 3 field tech-
nique (neck dissection, thorocoscopic mobilization and node
dissection, and laparoscopic conduit mobilization) and the
non-tubularized stomach was used as a conduit in all 19
cases. The left gastric artery (LGA) was ligated during the
primary and only procedure. Cervical esophgogastrostomy
was constructed using a partially stapled technique.
Results: The leak rate was 0%, necrosis of the gastric con-
duit was 0%, and the 30 day mortality was 0%. There were
no neck wound infections. All 19 patients were discharged
home on oral intake.
Conclusion: The use of GC does not appear to influence the
leak rate, conduit necrosis, or mortality rate for minimally
invasive esophagectomy. By not doing a GC procedure, we
have offered debilitated patients status post neoadjuvant
therapy the opportunity to have a minimally invasive
approach to esophageal resection as a one stage procedure.
This has resulted in decrease exposure of the patient to pos-
sibly increased morbidity. This study suggests that GC is not
necessary in minimally invasive esophagectomy. Excellent
gastric conduit viability can be achieved with a one step
esophagectomy, even in patients that have received neoad-
juvant radiation therapy.

P282
LAPAROSCOPIC GASTRECTOMY FOR ADVANCED GASTRIC
CANCER&#65374;ATTEMPT AND SHORT-TERM RESULT OF
NEOADJUVANT CHEMOTHERAPY, Yoshihide Nagasako,
Yoshinori Ishida,Yoshihiro Hiramatsu,Kazuki Inaba,Risaburo
Sunagawa,Keizo Taniguchi,Jun Isokaki,Yoshiyuki
Komori,Yoichi Sakurai,Ichiro Uyama, Department of surgery,
Fujita Health University, School of Medicine
Purpose: It is considered that the laparoscopic lymph node
dissection for gastric cancer after chemotherapy (neo-adju-
vant chemotherapy; NAC) is a little difficult in technique. We
attempt to laparoscopic D2 lymph node dissection after
NAC, from the experience of over than 500 cases of laparo-
scopic gastrectomy for gastric cancer in our department. We
report on the short-term result of laparoscopic gastrectomy
with regional lymph node dissection for advanced gastric
cancer after NAC.
Materials and Methods’ Subjects were 8 gastric cancer
patients who administered TS-1/CDDP as NAC between July,
2005 and July, 2007. It includes 1 case for c-Stage1, 1 case
for c-Stage2, 5 cases for c-Stage3A, and 1 case for c-
Stage3B. TS-1 80mg/m2/ 3 weeks and CDDP 35mg/m2/ in
day 8 were administrated, that was assumed to be 1cycle
and operation was conducted after 2cycle of NAC, in princi-
ple. Operation types were six cases of laparoscopic distal
gastrectomy, and two cases of laparoscopic total gastrecto-
my.
Result” Histopathologically grade 2 efficacy or more were
obtained downstaging in three cases. The amount of intra-
operative bleeding was 110.1g on the average, and the total
operation time was 352 minutes on the average. Concerning
postoperative complication, prolonged ascites appeared in
one case, but it recovered by conservative therapy. All cases
are surviving up to now, but in two cases, it appeared with
peritoneal recurrence.
Conclusion: After using NAC of TS-1/CDDP together, laparo-
scopic D2 lymph node dissection was able to be enforced
safely. We conclude that a further investigation and a long-
term observation are necessary in the future.

P283
A GENERAL SURGEON’S EARLY EXPERIENCE USING
PRONE THORACOSCOPY FOR MINIMALLY INVASIVE
ESOPHAGEAL PROCEDURES, David A McClusky, III MD,C.
Daniel Smith MD, Department of Surgery, Mayo Clinic -
Jacksonville, Florida
With the realized benefits of decreased post-operative pain,
a shorter hospital stay, and a faster recovery time when
compared to open surgery, enthusiasm for minimally inva-
sive esophagectomy has increased worldwide. Several
groups use lateral decubitus positioning for thoracoscopic
mobilization of the esophagus, while some have suggested
that prone positioning may minimize the number of techni-
cal and ergonomic challenges associated with the lateral
approach. We have started a minimally invasive esophagec-
tomy program using a technique that utilizes prone posi-
tioning for esophageal mobilization prior to laparoscopic
gastric mobilzation and an open cervical anastomosis.
Methods: Two minimally invasive esophagectomies and one
minimally invasive epiphrenic diverticulectomy and myoto-
my were performed between June 2007 and September
2007. The second esophagectomy was performed on a
Stage IIb patient receiving neoadjuvant chemotherapy and
radiation treatments to the distal esophagus who additional-
ly required a reoperative hiatal dissection. Results: Mean
thoracoscopy time and total procedure times were 131 and
251 minutes respectively. Mean estimated blood loss during
thoracoscopy was 50 mL. The average number of lymph
nodes removed per procedure was 11. There have been no
open conversions, no deaths and no anastomotic leaks.
Early morbidity includes two left sided pleural effusions.
Conclusions: Minimally invasive esophageal procedures
using prone thoracoscopy are readily accomplished by
General Surgeons with minimally invasive surgical experi-
ence who are unencumbered by the paradigm of lateral tho-
racoscopy for procedures involving the chest. The benefits
include optimal visualization, favorable ergonomics, and the
ability to use standard laparoscopic instrumentation.
Notably, intervention in challenging patients is feasible.

P284
NATURAL HISTORY FOLLOWING LAPAROSCOPIC REPAIR
OF MASSIVE HIATUS HERNIA, Clive J Kelty PhD,Katy M
Marasovic KM BS,David J Martin MD,gregory L Falk MD,
Conc0rd Repatriation General Hospital, Sydeny, NSW,
Australia
Introduction: Laparoscopic repair of massive hiatus hernia
(MHH) is a feasible and effective technique. However, the
natural history after repair is not well documented, and
there have been concerns regarding possible high recur-
rence rates
Methods: Prospective review of patients operated on for
massive hiatus hernia between April 1992 and December
2006 in a tertiary referral unit. Principles of repair included
reduction of the hernia, approximation of the crura, and fun-
doplication. Patients were followed up with gastroscopy and
contrast swallow studies. Quality of life was also assessed.
Results: Three-hundred and thirty-two consecutive patients
(139 male, 193 female; median age 69 years, range 15- 92
years) were evaluated. Twenty-two patients had undergone
surgery elsewhere, 10 were performed as open procedures,
leaving 300 for analysis. Fundoplications were Nissen (264),
Anterior 180 degree (3), and Nissen-Collis (33). Eight (3%)
were converted to open procedures. Radiographic surveil-
lance was obtained in 202 patients (67%) at a median of 54
months (range 6 months to 10 years) postoperatively. Sixty-
two patients (21%) had radiographic evidence of a recurrent
herniation or wrap failure. Reoperation was required in 23
patients (8%) for recurrent symptomatic herniation (14
patients) or recurrent reflux (9 patients). Patients with abnor-
mal postoperative contrast swallow studies who did not
require reoperation have remained asymptomatic at a medi-
an follow up of 48 months.
Conclusions: Postoperative radiographic abnormalities are
often seen following laparoscopic MHH repair. However, this
is frequently asymptomatic, and only a small percentage of
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patients require reoperation. Patients should be followed up
and considered for revision surgery only when they develop
symptoms

P285
THE RATIO OF METASTIC LYMPH NODES TO TOTAL NUM-
BER OF NODES RESECTED IS PROGNOSTIC FOR SURVIVAL
AFTER EN BLOC LYMPHADENECTOMY IN OESOPHAGEAL
CARCINOMA, Clive J Kelty PhD,David J Martin MD,Owen F
Dent MD,Gregory L Falk MD, Concord Repatriation General
Hospital, Sydney, NSW, Australia
Introduction: The extent of lymphadenectomy in
oesophageal cancer surgery may affect prognosis, and the
role of the number of nodes affected by tumour is of inter-
est. We assess predictors of survival with oesophagectomy
and systematic 2-field lymphadenectomy for oesophageal
and gastro-oesophageal junction malignancy
Methods: Prospective data was collected for 178 consecu-
tive patients with oesophageal malignancy undergoing
oesophagectomy and systematic lymphadenectomy
between 1991 and 2004 in a tertiary referral unit. One hun-
dred and thirteen patients (64%) had adenocarcinoma, 54
(30%) squamous cell carcinoma and 11 (6%) were other
tumour types (3 small cell carcinomas). Data was analysed
with Kaplan-Meier method, Log Rank test and Cox’s propor-
tional hazards regression for survival analysis.
Results: Median age was 67 years (range 29-84years), with
124 males (70%). Kaplan-Meier 5-year survival was 42% with
hospital mortality of 3.3%. RO was achieved in 87%, R1 in
10% and R2 in 3%. Locoregional recurrence occurred in
12%. There was no association between overall survival and
tumour site (p=0.96) or histological type (p=0.16). The total
number of affected nodes significantly reduced survival, as
did an increasing ratio of invaded nodes to the number of
nodes resected (p<0.001)
Conclusions: Increasing number of metastatic lymph nodes
was independently associated with decreased survival, as
was an increasing ratio of affected nodes to total number
removed. Current staging systems make no account for this,
and thus en-bloc lymphadenectomy may have a role in
increasing survival after resection of oesophageal cancer.

P286
A NOVEL METHOD OF MESH PLACEMENT IN LAPARO-
SCOPIC REPAIR OF GIANT PARAESOPHAGEAL (GPH) HER-
NIAS, Gary Gecelter MD, David S Shin MD,Eugene Rubach
MD,Jonathan Klein MD,George DeNoto MD, North
Shore/Long Island Jewish Health System
Objective of the Technique: To introduce a novel technique
for mesh placement during laparoscopic GPH repair. Recent
data support the use of prosthetic mesh in the repair of
large (>5cm) paraesophageal hernias, with decreased recur-
rence rates compared to primary repair. There is no consen-
sus, however, as to the optimal type and shape of mesh, or
method of repair. It is clear that tack fixation is dangerous
and less secure than suture fixation. Suturing was much
more tedious and prolonged the procedure as the mesh was
difficult to keep in place. To circumvent this we have
devised a method of pre-placing sutures in the mesh prior
to deployment, allowing expedient and secure fixation of
the mesh to the crura.
Description of the Methods: An oversquare piece of mesh is
cut from material of choice. A slit is then cut into the mesh
to create an esophageal “keyhole”. Non-absorbable sutures
are then pre-placed, extracorporeally into the corners of the
mesh and tied securely, leaving the needle intact at each
corner. A tail of approximately 3-4 cm is left. The mesh is
then rolled and inserted through the largest trocar site. Once
the mesh is correctly positioned, the needles are passed
through the appropriate tissue locations and tied to the
existing tails, thus securing the mesh for placement of fur-
ther sutures.
Preliminary Results: Between June 2006 and May 2007,
twenty-one patients have undergone GPH repair using the
above method. With adequate visualization using flexible
laparoscopes no problems have been encountered with the

passage of the needles behind or around the esophagus.
There have also been no observed recurrences or complica-
tions to date.
Conclusions: The above method for laparoscopic mesh fixa-
tion after GPH repair has greatly facilitated secure place-
ment of the mesh and decreased intraoperative times.

P287
THE SIMPLE AND PRACTICAL PROCEDURE IN
LAPAROSCOPY-ASSISTED DISTAL GASTRECTOMY, Tatsushi
Suwa MD,Masashi Yoshida MD,Keisuke Kubota MD,Junko
Kuroda MD,Keiichi Ohta MD,Kenichi Mafune MD,Masaki
Kitajima MD, Gastroenterology Center, Mita Hospital,
International University of Health and Welfare
The procedure of laparoscopy-assisted distal gastrectomy
iLADGj is usually complicated and needs specialized tech-
niques for advanced laparoscopic surgery, more surgeons
during the procedure and longer operation time. But we
have recently developed simple and practical LADG proce-
dure that needs only two surgeons and shorter operation
time. OPERATIVE PROCEDURE -
1.A 5 cm incision was made in the upper midline and omen-
tectomy is initiated through this small incision using a mini-
retractor (Kent Retractor TKZ-F10328-D5; Takasago Medical
Industry Co Ltd., Tokyo, Japan).
2.A 12 mm trochar was inserted below the navel for a
laparoscope. A 5 mm trochar was inserted in the upper right
abdomen for a snake retractor to pull up lateral segment of
liver, and a snake retractor’s holder was used for this trochar
site. A 12 mm trochar was inserted in the upper left
abdomen for operator’s right hand. An abdominal wall seal-
ing device (the Lap Disk) was used for a 5 cm incision and a
12 mm trochar was placed through Lap Disk for operator’s
left hand.
3.Under laparoscopic view, additional dissection for omen-
tum and lymph nodes along the right gastroepiploic vessels
and left gastroepiploic vessels were made, and the stomach
was lifted from the pancreas. The lesser omentum was cut
with preserving the hepatic branch of vagus nerve. To
obtain better and stable surgical view, a taping technique for
the stomach body was developed for this procedure. The
left gastric vein and artery was divided after double-clipping
safely under a very nice surgical view by the taping tech-
nique. The dissection of the lymph node along the left gas-
tric artery was made.
4.Through a 5 cm incision, the stomach was cut using linear
stapler at the oral excision line. By pulling up the distal
stomach through a 5 cm incision and pulling abdominal wall
by Kent mini-retractor to right direction, the base of right
gastroepiploic vessels were easily identified and exposed,
then the suprapyloric and inflapyloric lymph nodes were
dissected. The duodenum was cut with purse-string suture
(using Purstring®) and the distal stomach was resected.
After distal gastrectomy, the lymph nodes along the com-
mon hepatic artery were dissected with nice view through a
5 cm incision. The anterior wall of residual stomach was
partially cut and opened. Through this small anterior wall
window, the gastroduodenostomy was made by an anasto-
motic device (ILS 29 mm) with hemi-double-stapling tech-
nique. RESULT - The mean operation time was about 170
min and the blood loss was very small. In dissecting back
side of the stomach or lymph nodes along the left gastric
artery a laparoscope could provide a very nice view so that
exposing vessels could be performed safely, this was con-
sidered as an advantage of laparoscopy-assisted surgery.
The QOL of the patients was also very good.

P288
SHORT-TERM OUTCOME WITH ACELLULAR DERMAL
MATRIX REINFORCEMENT OF CRUROPLASTY FOR
LAPAROSCOPIC LARGE HIATAL HERNIA REPAIR IN A COM-
MUNITY HOSPITAL, Hien Nguyen MD,Rockson C Liu MD,
Kaiser Permanente, Walnut Creek, CA
Objective: To determine the efficacy of acellular dermal
matrix reinforcement of cruroplasty for large hiatal hernia
(HH) repairs.
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Method and Procedure: Prospective study over a 1 year
period enrolling ten patients with symptomatic large HH.
Patients were included in the study if the HH contained
more than one-third of the stomach (Type III or IV). The her-
nia sac was excised and the esophagus was mobilized to
gain 3-4cm of intra-abdominal length. The hiatus was closed
with silk sutures and reinforced with a 4x5 to 6x7cm acellu-
lar dermal matrix mesh as a single on-lay with a window cut
to accommodate the esophagus. A Nissen or Toupet antire-
flux procedure was also done. One patient underwent a
Collis gastroplasty.
Result: The median patient age was 67 years (range 41 to
84). The average BMI was 29 kg/m2 (range 23 to 30). Most
HH involved 75-90% of the stomach. Operative time average
was 173 min (range 119 to 255). Average hospital length of
stay was 2.55 days (range from 1 to 4 days). There were no
30 day complications. Patients were followed post-opera-
tively up to 11 months. One patient with an initial Type IV
hernia had a Type II recurrence 5 months later, which was
fixed via a thoracic approach. Post-operative upper GI stud-
ies were performed in 3 patients within their 1 month fol-
low-up who had minor dysphagia and revealed normal
swallowing with no HH recurrence.
Conclusion: Alloderm mesh reinforcement provides a suit-
able option for reinforcing large HH cruroplasty with good
short-term results.

P289
LAPAROSCOPIC TAILORED NISSEN FUNDOPLICATION,
Hitoshi Idani MD,Shinya Asami MD,Takashi Ishikawa
MD,Tatsuaki Ishii MD,Tkashi Yoshioka MD,Shinichiro Kubo
MD,Masataka Hirata MD,Tetsumasa Yamashita
MD,Masahiko Muro MD,Hitoshi Kin MD, Department of
Surgery, Fukuyama City Hospital
(Back ground) Laparoscopic Nissen fundoplication (LNF) is a
choice of surgeries for the treatment of gastroesophageal
reflux disease (GERD). To minimize post-surgical dysphagia
and achieve a sufficient antireflux efffect, it is ideal that the
gastric fundus is lifted straight up toward the cranial side
without a twist. However, it is not always easy to determine
proper suture points under laparoscopy. We have devised
and introduced the procedure of defining suture points in
Nissen fundoplication to resolve these issues. (Surgical
Technique) After dissecting the hiatus and mobilization of
the fundus, the circumference of the esophagus c (cm) is
measured at the point of 2 cm cranially from the EGJ over
52 Fr bougie. With defining ƒ Î as the circular constant, the
diameter of the esophagus is c/ ƒ Î (cm) and the inner diam-
eter of the fundoplication is c/ ƒ Î + 1 (cm) by adding a 1 cm
of loose part. Then the inner circumference cf becomes ƒ Î
(c/ ƒ Î +1) = c + ƒ Î (cm). In order to create a 2 cm fundoplica-
tion in which the greater curvature of the gastric fundus is
moved straightly toward the cranial side without a twist, we
locate the points a and b by tracing 3 cm along the greater
curvature from the EGJ and then perpendicularly toward the
anterior and posterior walls by a half length of the inner cir-
cumference of the fundoplication, which is d = (c + ƒ Î)/2
(cm). The points a and b correspond to the top of the left
and right suture positions on the fundoplication respective-
ly. Approximately 2 cm of floppy Nissen is constructed by
suturing caudally with intervals of about 1 cm. (Patients and
methods) A total of 20 patients with GERD and/or hiatal her-
nia underwent LNF using this procedure from March 2004 to
March 2007. The patients consisted of 3 men and 17 women
with the mean age of 74.5 years. Two of them were re-do
cases. (Results) The laparoscopic operation was succeeded
in all 20 cases. The c value and the d value measured during
the operations were 7.7 } 0.2 cm and 5.4 } 0.1 cm respective-
ly. The operation time was 128 minutes. There was no mor-
tality. There were no complications except for mild dyspha-
gia in two patients, which disappeared within three weeks.
All patients had liquid diet on POD 1 and the mean hospital
stay was 7.1 days. Improvement of the symptom scores in
heartburn, regurgitation, and dysphagia could be observed
in all patients. Furthermore, 24 h pH and birilubin monitor-
ing confirmed significant antireflux effects. During the fol-

low up period with a median of 30 months, 19 patients
exhibited no recurrence whereas one patient did have a
mild recurrence but it was controllable by PPI on demand.
(Conclusion) Our new method of determining the individual
points that makes a proper Nissen fundoplication is very
effective .

P290
LAPAROSCOPIC GASTRECTOMY AND ESOPHAGECTOMY
FOR PROXIMAL AND DISTAL GASTRIC CANCER, Valerie
Francescutti MD,Ian Choy MD,Laurent Biertho MD,Charlie
Goldsmith PhD,Mehran Anvari MD, McMaster University,
Hamilton, Ontario, Canada
Objectives: Minimally invasive surgery for gastric cancer
remains controversial. The aim of this study is to compare
short term and medium term outcomes and adequacy of
tumour resection, in open versus laparoscopic gastric resec-
tions.
Methods: Clinical data on all patients undergoing open (n =
15) or laparoscopic (n = 52) gastric resection by a single sur-
geon at a Canadian center from 1993-2005 were collected
retrospectively.
Results: Mean age of patients was 61.7 years for the open
group and 70.5 for the laparoscopic group (p = 0.06). The
open group consisted of 13 gastrectomies and 2 esopha-
gogastrectomies, while the laparoscopic group consisted of
38 gastrectomies and 14 esophagogastrectomies. Mean dif-
ference in operative time was 32.3 minutes (open 209.0 min,
laparoscopic 176.7 min, p = 0.24). Median length of hospital
stay was 12 days in the open group and 9 in the laparoscop-
ic group. Ten laparoscopic cases were converted to open
(19.2 %). Early post operative morbidity (< 30 days) was not
different, occurring in 7/15 open cases and 20/52 laparo-
scopic cases. There was one death within 30 days in the
open group, and three in the laparoscopic group (p = 0.61).
Mean follow up for open and laparoscopic groups was 32
months and 26.4 months respectively, and during this peri-
od there were 4 (33%) open and 3 (7%) laparoscopic cancer
recurrences (p = 0.04).
Conclusions: Laparoscopic approach for treatment of gastric
cancer does not have a deleterious effect on cancer related
outcome.

P291
LAPAROSCOPIC NISSEN FUNDOPLICATION WITH HEPATIC
SHOULDER TECHNIQUE IN THE SURGICAL MANAGEMENT
OF LARGE PARA-ESOPHAGEAL HERNIAS, Philippe J Quilici
MD,Alexander Tovar MD,Carie McVay MD, Providence Saint
Joseph Medical Center & Cedars Sinai Medical Center
Large paraesophageal hernias are difficult to manage via
laparoscopy and are associated with a significant recurrence
rate. A novel laparoscopic approach was used to close the
diaphragmatic defect in four patients diagnosed with large
para-esophageal hernias and GERD symptomatology.
Technique: All procedures were performed via laparoscopy.
Three patients underwent a reduction of the para-
esophageal hernia with a Nissen Fundoplication and one
with Collis-Nissen fundoplication. Standard crural closure
was performed over a #60 Fr Bougie in two patients and two
patients did not undergo a crural closure. In all four
patients, the left hepatic lobe was freed, re-positioned and
anchored under and inferior to the gastro-esophageal [GE]
junction, propping the GE junction anteriorly and, thus
entirely covering and closing the entire hiatal hernia or
diaphragmatic defect.
Results: Post operatively, all patients did well without
notable, unusual complaints. Average length of stay was 2.0
days. Although this data is not statistically significant, all
patients had no recurrence of symptoms or of their para-
esophageal hernia at 8,9,11 and 15 months post procedure.
Conclusion: In selected patients, large para-esophageal her-
nias can safely be managed via laparoscopic fundoplication
with the hepatic shoulder technique. Although no long term
follow-up is available, this technique is showing good early
post-operative results and may be used as an alternative to
a laparoscopic fundoplication with Mesh re-inforced or diffi-
cult crural closure.
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PATTERN OF EARLY ESOPHAGEAL ADENOCARCINOMA IN
LONG SEGMENT BARRETT’S ESOPHAGUS, Jessica M Leers
MD,Jeffrey A Hagen MD,Shahin Ayazi MD,Arzu Oezcelik
MD,Emmanuele Abate MD,Farzaneh Banki MD,John C
Lipham MD,Steven R DeMeester MD,Tom R DeMeester MD,
Department of Surgery, Keck School of Medicine, Los
Angeles, Ca
Introduction:
The purpose of Barrett’s surveillance programs is to assess
the precursor lesion for the development of invasive adeno-
carcinoma and detect cancer as early as possible. Previous
studies have demonstrated that the length of Barrett’s
esophagus is an independent risk factor for the develop-
ment of esophageal adenocarcinoma and that cancer is typi-
cally located at the distal portion of the Barrett’s esophagus.
The aim of this study was to evaluate the preferred location
and the pattern of dysplasia of early esophageal adenocarci-
noma within a long segment Barrett’s esophagus (LSBE).
Methods:
We retrospectively reviewed 66 patients with early (T1)
esophageal adenocarcinoma arising within a LSBE (at least
3 cm). All patients were referred for an esophagectomy for a
tumor size of < or equal 2 cm. Upper endoscopy was per-
formed prior to esophagectomy with four quadrant biopsies
taken every 1 or 2 cm length of Barrett’s esophagus. Each
biopsy specimen was examined for the presence of intestin-
al metaplasia, dysplasia, or cancer. The location of the can-
cer was classified by dividing the Barrett’s segment into
thirds (proximal, mid, and distal).
Results:
The study group consisted of 56 male and 10 female
patients with a mean age of 64 (±10) years. The mean size of
the lesion on endoscopy was 0.8 (±0.7) cm in 47 patients. 19
patients had no lesion visible. Systematic review of the pre-
operative biopsies showed evidence of intestinal metaplasia
in all patients; dysplasia was present in 89.4%. Cancer was
present at a single biopsy location in 45 patients and at mul-
tiple biopsy locations in 21. The cancer was found in the
proximal third in 30%, the middle third in 35%, and the dis-
tal third in 35%.
In patients with unifocal cancer the tumor was located in the
proximal third in 27%, the middle third in 33%, and the dis-
tal third in 40%. The lesions in patients with multifocal can-
cer were more uniformly distributed (31.5%, 37% and 31.5%
respectively). Patients with multifocal cancer were more like-
ly to have submucosal invasion compared to those with uni-
focal cancer (40% vs 16%, p=0.035).
Conclusions:
The common perception that cancers typically arise in the
distal portion of the Barrett’s segment appears incorrect.
Overall the cancers were nearly uniform in their distribution
along the Barrett’s segment, especially when multiple can-
cers were present. Consequently, four quadrant biopsies
should be taken throughout the entire Barrett’s segment .

P293
PATIENT FACTORS PREDICTIVE OF 24 HOUR PH NORMAL-
IZATION FOLLOWING ENDOLUMINAL GASTROPLICATION
FOR GERD, Christy Dunst MD,Yashodhan Khajanchee
MD,Lee L Swanstrom MD, Legacy Health System: The
Oregon Clinic
Background: Endoluminal full thickness gastroplication has
been shown to have significant and long lasting improve-
ment of GERD symptoms and health related quality of life
(HRQL) with very little patient morbidity. These treatments,
however, are criticized for normalizing esophageal acid
exposure in only 30 - 40% of patients treated. We hypothe-
size that there are objective criteria that will identify those
patients who will have a normal DeMeester score following
endoluminal treatment. Prospectively gathered outcomes
data was statistically analyzed to identify those patients who
would be expected to have a normal 24 hour pH study post
endoluminal treatment.
Methods: Data from a prospective multicenter trial using the
NDO Plicator device to treat GERD was available for statisti-

cal analysis. All patients were treated with Endoluminal full-
thickness gastroplication. All patients had GERD symptoms,
abnormal 24 hr pH exposure and hiatal hernias <2 cm.
Patients with PEH, previous antireflux surgery or endolumi-
nal treatment were excluded from the study. Post-operative
objective outcome was assessed by performing 24 Hr. pH
studies at 6 months. Univariate and multivariate regression
analyses were performed to determine factors predictive of
successful treatment (normalized 24hr pH).
Results: A total of 266 patients (mean age 48 [+ 13.3] years,
142 males) were included in the study. Mean preoperative
heartburn score was 2.7 [+ 0.5] and mean pre-operative
DMS was 47.9 [+ 31.3]. Postoperatively mean DMS
decreased significantly (37.1[+ 24.6, p <0.001), and 31.6%
patients demonstrated postoperative DMS within normal
range (DMS <22). Results of multivarite regression analysis
demonstrated that the following preoperative patient char-
acteristics were predictive of postoperative success (normal
DMS): DMS <30 (OR-5.0, 95%CI-2.6-9.4, p<0.001), heartburn
score <2 (OR-3.0, 95%CI-1.5-6.1, p=0.002) and BMI <30 (OR-
3.2, 95%CI-1.5-7.0, p=0.002).
Conclusion
Endoluminal gastroplication is a low morbidity treatment
that completely normalizes acid reflux in a percentage of
GERD patients. Data analysis from this prospective study
indicates that a high success rate would be predicted if the
treatment was restricted to normal weight patients with
mild reflux disease. This may help define the optimal place
for endoluminal therapy in a comprehensive GERD treat-
ment algorithm.

P294
IS OUTCOME AFTER LAPAROSCOPIC NISSEN FUNDOPLI-
CATION THE SAME FOR PATIENTS WITH DISPARATE INDI-
CATIONS’: THE IMPACT OF REFLUX VS. DYSPHAGIA
BEFORE FUNDOPLICATION ON OUTCOME, Alexander S
Rosemurgy MD,Mark Shapiro BS,Harold Paul,Desireé
Villadolid MPH,Sharona B Ross MD,Donovan Tapper
MD,Sarah M Cowgill MD, University of South Florida
Divsion of General Surgery and Tampa General Hospital
Introduction: It is possible that outcomes after laparoscopic
Nissen fundoplication are different when patients are oper-
ated upon for disparate indications, e.g., symptoms due to
excessive acid reflux or obstruction. This study was under-
taken to compare symptomatic outcomes between patients
undergoing fundoplication for the disparate indications of
excessive acid reflux vs. dysphagia.
Methods: Laparoscopic Nissen fundoplications were under-
taken in 420 patients with predominant symptoms of exces-
sive acid reflux and in 58 patients with predominant symp-
toms of dysphagia; all are prospectively followed. Before
and after fundoplication, patients scored, among many
symptoms, the frequency and severity of heartburn, regurgi-
tation, and dysphagia utilizing a Likert scale (0=never/not
bothersome to 10=always/bothersome). Data are presented
as median, mean ± SD. Symptoms scores are compared
using Wilcoxon matched pairs test or Mann-Whitney test.
Median follow-up is 20 months.
Results: Before fundoplication, patients with predominant
symptoms of excessive acid reflux vs. patients with predom-
inant symptoms of dysphagia had more frequent (8, 8 ± 2.2
vs. 6, 6 ± 3.2) and severe heartburn (9, 9 ± 1.7 vs. 4, 3 ± 1.8),
and more frequent (6, 6 ± 3.4 vs. 3, 4 ± 3.0) and severe
regurgitation (7, 6 ± 3.5 vs. 1, 3 ± 4.0) but less severe dys-
phagia (5, 5 ± 3.8 vs. 7, 7 ± 2.0) (p<0.05). After fundoplica-
tion, all symptoms queried improved dramatically for all
patients (p<0.01). As well, after fundoplication the frequency
and severity of symptoms of excessive acid reflux and dys-
phagia were similar between patients undergoing fundopli-
cation for predominant symptoms of excessive acid reflux
or dysphagia.
Conclusion: Before fundoplication, patients with predomi-
nant symptoms of excessive acid reflux, relative to patients
with dysphagia, had more frequent and severe heartburn
and regurgitation and less severe dysphagia. Fundoplication
dramatically improved the frequency and severity of all
symptoms queried for all patients. After fundoplication the
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frequency and severity of all symptoms were similar
between patients undergoing fundoplication regardless of
predominant presenting symptoms. Disparate indications
(e.g., symptoms due to excessive acid reflux or obstruction)
do not impact outcome after fundoplication.

P295
ENDOSCOPIC ULTRASOUND DOES NOT ACCURATELY PRE-
DICT PATHOLOGIC STAGE IN CLINICAL EARLY-STAGE
ESOPHAGEAL CANCER, Katie S Nason MD,Tracey L Weigel
MD, University of Wisconsin-Madison
Background: Early-stage esophageal cancer can be cured by
surgical resection with low mortality and excellent five-year
survival. Recently, however, endoscopic therapies have been
proposed as an acceptable alternative. Endoscopic ultra-
sound (EUS) is typically used for pretreatment staging; the
presence of muscularis propria invasion and/or nodal
metastasis are a contraindication to endoscopic therapy. We
hypothesized that preoperative EUS may lack sufficient
accuracy to identify appropriate candidates for endoscopic
therapies.
Methods: Patients with early (clinical stage 0 (high-grade
dysplasia/tumor-in-situ (HGD/TIS)/N0) or stage 1
(mucosa/submucosa (T1)N0)) esophageal adenocarcinoma
who had undergone esophagectomy were identified from
an IRB-approved prospective database. Patient demograph-
ics, preoperative staging (EUS, computed tomography (CT),
positron emission test (PET)), and pathologic findings were
collected. Preoperative clinical and final pathologic stages
were compared.
Results: Between 2000 and 2007, 38 patients underwent
esophagectomy for clinical Stage 0 or 1 disease . EUS was
performed in 34 (90%) and CT in 33 (89%) patients (Table 1).
Preoperative clinical staging was incorrect in 13 (34%)
patients. Accuracy of EUS for prediction of tumor (T)-stage
was 71% and 91% for nodal (N)-stage. Three patients (9%)
were found to have invasion of muscularis propria (T2) and
3 (9%) were found to have N1 metastases on final patholo-
gy.

Overstaged Understaged
EUS 7 (21%) 4 (11%)

n, % Accuracy NPV
EUS 34 (89%) 91% 91%
CT Scan 33 (89%) 91% 90%
PET 16 (42%) 63% 77%
Conclusion: The accuracy of EUS for determining depth of
invasion or nodal involvement in early-stage esophageal
cancer is inadequate. Failure to identify muscularis propria
or nodal metastasis leads to important clinical under-stag-
ing. If EUS is used to guide endoscopic therapy, up to 9% of
patients may receive inadequate treatment.

FLEXIBLE ENDOSCOPY
P296
PREOPERATIVE SELF-EXPANDABLE METALIC STENT
INSERTION FOR COLON AND RECTUM, Yoshihisa Saida
PhD,Yasushi Nakamura MD,Toshiyuki Enomoto PhD,Yoichi
Nakamura PhD,Ryota Kanai MD,Kazuhiro Takabayashi
MD,Miwa Katagiri MD,Sayaka Nagao MD,Shinya Kusachi
PhD,Manabu Watanabe PhD,Jiro Nagao PhD,Yoshinobu
Sumiyama PhD, Toho University Ohashi Medical Center
Purpose: In the treatment of obstructive colorectal cancer,
we should relieve ileus in the same time that we pursue
improvement of operative curability and safety. To avoid
emergency operation and to perform elective surgery with-
out stoma creation after improvement of patients’f general
condition, we use self-Expandable Metallic Stent (EMS)
placement. We report the result of this therapy.
Methods: Since 1993, we have proactively performed EMS
placement for the treatment of obstructive colorectal cancer
associated introducing a guide wire under radiographic
guidance and utilizing colonoscopy.
Results: A total of 110 patients underwent EMS placement
for colorectal stenosis during October 1993 and June 2007.
Those included 79 bridge@to surgery cases, 27 palliative

purpose cases for unresectable malignant diseases and 4
anastomtic stricture cases. The bridge to surgery was able
to be successfully performed in 71 cases (successful rate:
90%). Complications at the time of insertion were; 3 perfora-
tion cases in sigmoid colon (4%) and 2 migration in
descending colon and rectum (3%). The surgery enabled
98% of total case to EMS insertion of bridge to surgery. The
duration of preoperative EMS placement was 3-27 days
(mean: 6.7 days). Postoperative complications included 1
wound infection, 1 ileus, 1 abdominal abscess and 1 leak-
age. These results are considered to be relatively favorable.
The rate of stoma creation after bridge to surgery insertion
was 12%, which is lower than the rate of 70% from the
cases that EMS could not be placed. Circumferentially
obstructive colorectal cancer often gives us difficult preoper-
ative treatment, risk of contaminated operation and the
need for secondary operation. But EMS enables us to obtain
wider lumen to decrease the pressure of proximal intestine.
It also enables us to inspect proximal intestine and to per-
form elective surgery after preoperative mechanical prepa-
ration. So, EMS has been effectively used.
Conclusions: To treat colonic obstruction, EMS placement
therapy gives us significant meanings in the improvement
of surgical results due to preoperative insertion, the avoid-
ance of excess invasion and the improvement of patients’f
QOL. Therefore, we believe that this procedure should be
more and more employed and improved.

P297
ENTEROSCOPIC DIAGNOSIS OF A JEJUNAL ULCERATION,
Christopher J LaRocca BS,Kathy P Bull-Henry MD,Stanley B
Benjamin MD,Patrick G Jackson MD, Georgetown University
Hospital, Division of General Surgery & Division of
Gastroenterology
Introduction: Since its introduction by Yamamoto et al. in
2001, double balloon enteroscopy (DBE) has been demon-
strated to have important advantages when compared to
push enteroscopy. DBE has the potential to access the entire
length of small bowel if performed by both routes, and the
equipment used during the procedure allows for therapeutic
interventions along the length of visualized bowel. We pres-
ent a case where DBE was instrumental in diagnosing a jeju-
nal ulceration in a patient who initially presented with gall-
stone pancreatitis.
Case Report: A 25 year-old male complained of upper
abdominal discomfort and was subsequently diagnosed
with gallstone pancreatitis. He then underwent laparoscopic
cholecystectomy, which was converted to open cholecystec-
tomy on account of reported inflammation around the gall
bladder and stomach. The patient’s abdominal discomfort
was not resolved with the surgery, and he developed diar-
rhea. It was at this point in time that the patient was
referred to our care. An abdominal CT was performed to fur-
ther evaluate the source of his discomfort, and it showed a
loop of dilated small bowel in the proximal jejunum that
had become inflamed. A push enteroscopy was performed,
but it was unable to reach the portion of the jejunum in
question. Then, a capsule enteroscopy showed abnormal
mucosa and a DBE demonstrated circumferential ulceration
at 190 cm distal to the pylorus. A colonoscopy was also per-
formed to rule out Crohn’s disease. It was not present; how-
ever, varices in the area of the hepatic flexure were
observed during the procedure. The patient then underwent
MRA/MRV of his mesenteric vasculature because of the
aforementioned varices and family history of hypercoagula-
bility. While he had a patent arterial circulation, it was also
shown that he had an occluded superior mesenteric vein
(SMV) suggesting that the jejunal ulceration was a direct
result of the occluded SMV. The patient was then started on
Lovenox and approximately one week later had laparoscop-
ic resection of his small bowel lesion along with laparoscop-
ic lysis of adhesions.
Conclusion: This case illustrates how an uncommon jejunal
mucosal ulceration can result from SMV thrombosis, which
is a relatively infrequent complication of gallstone pancreati-
tis. It also demonstrates the utility of DBE in accessing
increased lengths of the small bowel. For this patient, push



257 www.sages.org

S
A

G
E

S
2

0
0

8
SAGES 2008 Poster Abstracts
enteroscopy was not able to reach the jejunal lesion; howev-
er, DBE provided an alternative to aid in the diagnosis and
characterization of the small bowel lesion.

P298
COLONOSCOPIC COLORECTAL CANCER SCREENING IN
AVERAGE-RISK POPULATION IN A COMMUNITY HOSPITAL
OF ARGENTINA., Sandra Lencinas MD,Mariano Laporte
MD,Maximiliano Bun MD,Carlos Peczan MD,Daniel Cimmino
MD, Nicolás Rotholtz MD, Colorectal Surgery Section.
General Surgery Department and Endoscopy Department.
Hospital Alemán de Buenos Aires.
Introduction: The role of colonoscopy in screening for col-
orectal (CR) neoplasia in average-risk population, remains to
be determined. The aim of this study was to evaluate the
utility of colonoscopy for screening in asymptomatic adults,
with average-risk of CR neoplasia.
Methods and Procedures: A retrospective study was con-
ducted to evaluate the patients that underwent colonoscopy
for CR cancer screening. Screening was defined as examina-
tion performed in asymptomatic adults, older than 50 years,
without personal and familiar risk factors. The patients were
classified on the basis of their most advanced lesion in
order to determine the prevalence of pathological features.
The colon was divided in proximal and distal to the splenic
flexure. Advanced neoplasia was defined as an adenoma
higher than 10 mm, or with at least 25% of villous compo-
nent, or an adenoma with high-grade dysplasia or carcino-
ma in situ, or invasive cancer.
Results: Of 2520 colonoscopies performed between March
2005 and August 2006, 469 (18,6%) were for screening. 454
(96,8%) patients that underwent complete examination of
the colon were evaluated. The mean age of the patients was
59,6 (50-79) years. 237 (52,2%) were men. In 116 (25,5%)
patients, a total of 210 polyps were removed. In 54 (11,8%)
patients the most advanced lesion were hyperplastic polyps.
CR neoplasia (adenoma of any type and invasive cancer)
were founded in 62 (13,6%) patients. 32 (7%) had advanced
neoplasia. In 22 (4,8%) the colonoscopy showed at least an
adenoma higher than 10 mm or with villous feature, in 7
(1,5%) an adenoma with high-grade dysplasia or carcinoma
in situ and in 3 (0,6%) invasive cancer, therefore the com-
bined prevalence of invasive cancer and carcinoma in situ
was 2,2%. Twenty patients had advanced distal lesions,
including 4 cancer (3 carcinoma in situ and 1 invasive can-
cer), and 12 had advanced proximal neoplasia, including 6
patients with cancer (4 carcinomas in situ and 2 invasive
cancer). The prevalence of advanced proximal neoplasia
among patients without distal polyps was 1,4% (5 cases
among 343 patients). The prevalence of advanced proximal
neoplasia among the patients with distal hyperplastic
polyps, distal tubular adenomas and advanced distal lesions
was 4,5%, 16,6% and 14,2% respectively. Five of twelve
patients with advanced proximal neoplasia (41,6%) had no
polyps of any type in the distal colon. There were neither
colonoscopy related complications nor mortality.
Conclusions: Colonoscopy is an effective tool for CR cancer
screening.

P299
MANAGEMENT OF ENDOSCOPIC RETROGRADE CHOLAN-
GIOPANCREATOGRAHY - RELATED DUODENAL PERFORA-
TIONS, Dimitrios V Avgerinos MD,Omar H Llaguna
MD,Andrew Y Lo MD,I. Michael Leitman MD, Beth Israel
Medical Center Department of Surgery
Introduction: As the performance of upper GI endoscopy
and especially endoscopic retrograde cholangiopancreatog-
raphy (ERCP) has increased since 1968, so has the incidence
of duodenal perforation. The frequency of use of ERCP
varies among hospitals and depends on availability of
trained endocopists, equipment, and facilities.
Methods: A retrospective review was carried out of ERCP-
related perforations of the duodenum to identify their inci-
dence, optimal management, and clinical outcome. Charts
were reviewed for the following data: ERCP indication, clini-
cal presentation, diagnostic methods, time to diagnosis and
treatment, type of injury, management, length of stay, clini-

cal outcome.
Results: From April 1999 to September 2007, 4300 ERCP
procedures were performed, ten of which (0.23%) resulted
in perforation to the duodenum. There were 4 male and 6
female patients with a median age of 67.8 years. In these
cases, ERCP was elective in 9 cases (removal of common
bile duct stones in eight and for treatment of bile leak after
laparoscopic cholecystectomy in one). Only two of the per-
forations were discovered during ERCP while the other eight
required computed tomography for diagnosis. Nine were
managed with surgical repair with one death (11%), and one
patient was managed conservatively with successful out-
come. Eight patients were operated within 24 hours and
only one after 24 hours. Seven (70%) of the perforations
were type I (lateral duodenal), one (10%) was type II (peri-
Vaterian), one (10%) was type IV (retroperitoneal air alone),
and one unknown. The median hospital stay was 18 days.
Conclusions: The clinical and radiographic features can be
used to determine the surgical or conservative treatment of
duodenal perforations. An algorithm for the selective man-
agement of ERCP-induced perforations of the duodenum is
proposed.

P300
PERCUTANEOUS ROUX LIMB JEJUNOSTOMY: AN ALTER-
NATIVE APPROACH TO ENTERAL ACCESS IN GASTRIC
BYPASS PATIENTS, Patrick Gatmaitan MD,Jonathan Reich
MD,Tracy Pitt DO,Silas Chikunguwo MD,Matthew Kroh
MD,Philip Schauer MD,Stacy Brethauer MD,Bipan Chand
MD, Cleveland Clinic Foundation, Cleveland, OH
INTRODUCTION
Severe nausea and vomiting, recurrent dehydration, and
malnutrition occur infrequently after gastric bypass. A small
number of patients, though, will present with refractory
symptoms requiring multiple hospitalizations and intra-
venous or enteral nutrition. Enteral access routes have pre-
viously included either a nasojejunal feeding tube or gas-
trostomy tube placement in the gastric remnant. We present
our experience with percutaneous endoscopic jejunostomy
(PEJ) tube placement directly into the Roux limb as a novel
approach to managing these challenging patients.
METHODS AND PROCEDURES
We conducted a retrospective review of patients undergoing
PEJ in our bariatric endoscopy suite since 2005. A standard
16 Fr PEG tube was placed into the Roux limb 10-20 cm dis-
tal to the gastrojejunostomy using the pull technique.
Patients were started on home tube feedings following PEJ.
Study outcomes included demographics, indications for
enteral access, endoscopic findings, complications, and
duration of PEJ feedings.
RESULTS
Five patients underwent Roux limb PEJ. The average age
was 41 and the interval between gastric bypass and PEJ
ranged from one month to 23 years. The average BMI at the
time of PEJ was 32 (range 17-40). Indications for PEJ includ-
ed recurrent dehydration and malnutrition with failure to
thrive, severe marginal ulcer, and refractory dysphagia, nau-
sea, and vomiting. The average time the PEJ tube was in
place was 5.1 months. The only complication was one PEJ
tube site cellulitis. There was only one readmission after
PEJ placement in a patient with refractory nausea.
CONCLUSION
Enteral access for feeding and hydration is rarely required
after gastric bypass. Patients with nutritional compromise or
repeated hospitalizations for nausea and vomiting will bene-
fit from feeding tube placement. The anterior anatomical
location of the Roux limb is well-suited for percutaneous
access. Roux limb PEJ can be easily and safely performed in
the appropriate patient.

P301
THE BENEFIT OF ESOPHAGEAL ACID CONTROL BEFORE
AND AFTER RADIOFREQUENCY ABLATION OF BARRETT’s
MUCOSA, Rudolf J Stadlhuber MD,Amr El Sherif MD,
Sumeet K Mittal MD,Kiran Turaga,Charles J Filipi MD,
Department of Surgery, Creighton University Medical Center
Omaha
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Background:
BAARX is one of several techniques used to ablate Barrett’s
mucosa. Twenty four pH monitoring was used to assess the
effect of acid control on the ablation technique in patients
who had medical or surgical therapy for GERD.
Methods:
Seventeen consecutive patients with Barrett’s esophagus
who underwent BAARX ablation between 2005 and 2007
were entered into a prospective, nonrandomized, unblinded,
IRB approved study. All patients underwent upper
endoscopy before ablation to confirm the presence of
Barrett’s esophagus with or without dysplasia. Endoscopy
was repeated at 3 months or at follow-up ablation if neces-
sary. Manometry and BRAVO capsule pH monitoring was
conducted at baseline, and at 3 months. The patients were
divided into four groups and only patients with a 3 month
follow-up pH monitoring were included for analysis, n = 9.
Group 1 (G1) patients without antireflux operation n = 1,
group 2 (G2) patients with a failed antireflux operation but
successful medical control (PPI, H2-Blocker) n = 5, group 3
(G3) patients with failed antireflux operation and failed med-
ical control n = 1, group 4 (G4) patients with competent
antireflux surgery n = 2.
Results:
The mean baseline DeMeester score for G1 was 27.3, for G2
= 3.74, for G3 = 30.7 and for G4 = 0.6. The average baseline
lower esophageal sphincter pressure (LESP) for G1 was 9.3,
for G2 = 2.64, for G3 = 2 and for G4 = 7.05. The mean
DeMeester score after 3 month follow-up was 27.3 for G1,
1.1 for G2, 30.7 for G3 and 0.3 for G4. The mean number of
ablative therapies was; G1 = 3, G2 = 2.4, G3 = 2, G4 = 2.5.
One patient in G2 developed a stricture and has required
dilations. To determine the effect of acid control we com-
pared the numbers of procedures necessary for complete
ablation G1 + G2 (acid control groups) vs. G3 + G4 (non acid
control groups. Patients without acid suppression had an
average of 3 ablation procedures while patients with acid
control required 2.3 ablative treatments for complete
response. The follow up for GI, G2, G3 and G4 was 12, 6.2, 4
and 6 months respectively.
Conclusion:
Acid control appears to be helpful in obtaining complete
remission of Barrett’s mucosa after ablative therapy but fur-
ther follow-up and enrollment is required.

P302
TREATMENT OF GASTROGASTRIC FISTULA AFTER
LAPAROSCOPIC ROUX EN Y GASTRIC BYPASS WITH
ENDOSCOPIC STENTING: A NOVEL APPROACH., J B
Wooldridge MD,J S Scott MD,A Ramaswamy MD, University
of Missouri Health Care
INTRODUCTION: The formation of a gastrogastric fistula
after laparoscopic roux en y gastric bypass is an infrequent
but well documented complication, with an occurrence of 5-
15%. These are reported to exist with marginal ulcers 53-
100% of the time. Many treatments have been documented
that focus on acid suppression with proton pump inhibitors
(PPIs) and local treatment with endoscopic injection of the
fistula with fibrin sealants. The patients are often kept with-
out oral intake and placed on total parenteral nutrition while
waiting for fistula closure. Other treatments have included
returning to surgery for excision of the fistula or complete
revision of the bypass with removal of the gastric remnant.
METHODS: We describe a 39 year old white female who
three weeks after a laparoscopic roux en y gastric bypass,
presented with a gastrogastric fistula identified on CT scan.
She was treated with PPIs and placement of a polyester, sili-
cone-coated endoscopic stent (PolyFlex®) to exclude the fis-
tula. A stent with a 20mm flare, 16mm diameter, and
120mm length was placed endoscopically under fluoroscop-
ic guidance in the operating room.
RESULTS: The patient was allowed to begin oral intake on
postoperative day one, and the stent was removed endo-
scopically on postoperative day number three. The patient
was discharged to home one day after stent removal and
returned to a standard postoperative gastric bypass course.
Imaging obtained one month after removal of the stent con-

firmed resolution of the fistula. She has been followed for
nine months without any evidence of a recurrent gastrogas-
tric fistula.
CONCLUSION: This is the first report of an endoscopic stent
being used to successfully treat a gastrogastric fistula. With
more experience, endoscopic stent placement may play a
vital role in treating gastrogastric fistulas.

P303
UPPER GASTROINTESTINAL DIEULAFOY LESIONS AND
ENDOSCOPIC TREATMENT: REPORT FROM A SINGLE CEN-
TER, Felix I Tellez-Avila MSc,Gustavo Lopez-Arce
MD,Norberto C Chavez-Tapia MD,Ada M Franco-Guzman
MD,Sergio Zepeda-Gomez MD,Miguel A Ramirez-Luna MD,
Instituto Nacional de Ciencias Medicas y Nutrición Salvador
Zubirán, Mexico City, Mexico
Introduction & Aim: Considering all new endoscopic
devices, the endoscopic treatment (ET) is the standard man-
agement for Dieulafoy´s lesion (DL). Our objective was to
evaluate initial success, rebleeding, emergency surgery
need, and mortality rates of patients with DL and ET for first
time in a single center from Latin America. Material and
methods: Patients from a single third level institution seen
in five years were included. DL was defined as an active
arterial spurting or visualization of a protruding vessel from
a minute mucosal defect (< 3 mm) and a normal surround-
ing mucosa. Results are expressed by descriptive statistics.
The differences between proportions were obtained by the
Fisher exact test or by the Chi-square test. Quantitative data
were analyzed by U-Mann-Whitney test. Results: A total of
22,283 upper gastrointestinal endoscopies were performed,
DL was observed in 20 (0.09%) patients. Eleven (55%)
patients were males; median age was 63.5 years (range 22-
86). The mean of follow-up period was 90 days (60-550
days). Lesser curvature was the most commonly localization
with 7 (35%) patients. Nine patients were treated with single
ET. Initial success, rebleeding, and emergent surgery
requirement were observed in 90%, 10%, and 15%, respec-
tively. No mortality was observed. Variables like age, gen-
der, localization of DL, hemodynamic instability, active
bleeding or type of treatment employed were not related
with any end-point. Conclusion: ET is secure and useful in
patients with DL and it must be considered as the first line
treatment modality. None objective variables were related
with initial success, rebleeding and emergent surgery
requirement.

P304
ENDOSCOPIC ULTRASOUND-GUIDED CELIAC PLEXUS
NEUROLYSIS IN PATIENTS WITH UNRESECTABLE PANCRE-
ATIC CANCER., Felix I Tellez-Avila MSc,Norberto C Chavez-
Tapia MD,Ada M Franco-Guzman MD,Mauricio Saenz-de-
Sicilia MD,Miguel A Ramirez-Luna MD, Instituto Nacional de
Ciencias Médicas y Nutrición Salvador Zubirán, Mexico City,
Mexico, DF
Background & Aim: The treatment of pain in patients with
pancreatic cancer is a difficult topic for the patients and their
physicians. There are different treatment modalities with
variable results. Celiac plexus neurolysis (CPN) is a tech-
nique with good previous results using fluoroscopy, CT
guidance and recently, guided by endoscopic ultrasound
(EUS). The aim of this study is to report the experience of
EUS guided CPN (EUS CPN) for treatment of abdominal
pain in patients with unresectable pancreatic cancer.
Methods: Patients with inoperable pancreatic cancer diag-
nosed by CT, MRI and/or EUS were included. The measure-
ment of pain was made with a visual analog pain scale
applied before and after the procedure. Follow up was made
at weeks 2 and 4 after the procedure. The use of morphine
before and after EUS CPN was evaluated. Complications
related to the procedure were recorded. Results: Eleven
patients (five men and six women) underwent to the proce-
dure, the mean age was 59 years (range 43-82). In follow-up
at four weeks after the procedure, pain scores were reduced
by at least 5 points of visual analog pain scale in 9 (72.2%)
patients. At least a fifty percent reduction in pain or more
was documented in 7 (63.6%) patients. Five patients sub-
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stantially reduced their pain medication. No complications
were seen in this study. Conclusions: The EUS NPC is an
efficient and safe method for pain treatment in those
patients with inoperable pancreatic cancer.

P305
ENDOSCOPIC MANAGEMENT OF SILASTIC BAND EROSION
AFTER BANDED ROUX-EN-Y GASTRIC BYPASS, Charles Y
Ro MD,Brian J Dunkin MD,Jose M Martinez MD, University
of Miami
Introduction: Erosion of silastic bands following vertical
banded gastroplasty is a well-known but rare complication.
Silastic bands have also been placed above the gastrojeju-
nal anastomosis of banded Roux-en-Y gastric bypasses to
limit gastric pouch dilatation and subsequent weight gain.
Traditional approaches for managing this complication
include expectant management, open removal, or laparo-
scopic removal. We describe an endoscopic approach in
managing silastic band erosion in patients following banded
Roux-en-Y gastric bypass.
Methods/Results: Five patients presented with abdominal
discomfort two to eight years after banded Roux-en-Y gas-
tric bypass. Silastic band erosion was diagnosed on upper
endoscopy. After transection with endoscopic scissors, the
bands were removed with endoscopic rat-tooth forceps.
Patients were initially observed for at least 24 hours prior to
discharge. Subsequently, patients were discharged on a liq-
uid diet after a period of observation in the recovery room.
All patients tolerated the procedure well without complica-
tions.
Conclusion:Silastic band erosion following banded Roux-en-
Y gastric bypass is a rare complication. Patients can present
with significant abdominal discomfort necessitating band
removal. Initial concerns of gastric perforation following
removal of an extraluminal to intraluminal silastic band
prompted inpatient observation. However, this limited series
demonstrate that an endoscopic approach is safe and feasi-
ble and can be performed in an out-patient setting with no
morbidity.

HEPATOBILIARY/PANCREATIC SURGERY
P306
NEW LAPAROSCOPIC “ANTERO-LATERAL”TRANSPERI-
TONEAL APPROACH FOR ULTRA-SPLENOMAGALY,
Masayuki Tori MD,Hiroki Akamatsu MD,Shin Mizutani
MD,Katsuhide Yoshidome MD,Tsukasa Oyama MD,Shigeyuki
Ueshima MD,Takeshi Omori MD,Masaaki Nakahara MD,
Osaka Police Hospital
BACKGROUND: Laparoscopic splenectomy (LS) has been
considered as the standard approach to remove a normal-
sized spleen, but sometimes involves various troubles when
applied to splenomegaly. To get good view for performing
splenectomy for ultra-splenomegaly in Banti syndrome, for
example, we developed “antero-lateral approach” with
hand-assisted maneuver. We present our new methods in
our recent cases to show how this pcocedure is superior in
safety and easiness in intraoperative handling. METHODS:
In our new approach, semi-lateral decubitus position on the
right side is usually placed and as to the position of cannu-
lae, 4 ports are placed on the skin (left side of umbilicus,
and the other three are along the subcostal lesion ). For the
last 5 years, 10 patients with splenomegaly were treated
with operations for splenectomy in our hospital. HALS with
transperitoneal “antero-lateral” approach was performed in
4 patients’@(group A). Other cases consisted of open
splenectomy or conventional LS (group B). The patients’
features, the operative details and the postoperative out-
comes in the both groups were compared. RESULTS: In
group A, the average hospital stay was 7 days, while 15days
in group B. Operation time, intraoperative blood loss did not

show any difference. And in the aspects of intraoperative
and postoperative complication, there were not any compli-
cations in the two groups. In group A, there was one case
with the largest spleen that has ever been reported. The
patient was a 51-year-old male suffering Banti syndrome. In
preoperative volumemetry by CT scan, the weight of spleen
was 4500gr with the maximum length of 35cm. The sites of
laparoscopic ports and splenic artery were evaluated and
marked (on the skin) by ultrasonography before operation.
In the operation, @skin incision for 3 ports (all 10 mm), one
of which was just left side of umbilicus and the other two
were along the subcostal lesion, and one Gel-port (right
subcostal lesion) was made. First, the lower pole and the
back side of spleen was dissected from retroperitoneum and
then splenic artery was clipped just below the marking
which was made preoperatively. Next, the lateral side then
the upper pole of spleen was detached from the retroperi-
toneum. Finally, spleen was excised from pancreas tail by
endo-GIA 60 x 3 times. The isolated spleen was divided into
5 pieces by surgical scissors and then picked up through the
Gel-port. The operative time was 280 minutes with little
bleeding. The postoperative course was uneventful. CON-
CLUSIONS: In the cases of splenomegaly, HALS with
transperitoneal “antero-lateral” approach significantly facili-
tates the surgical procedure and reduces the operational
risk, while maintaining the advantages of conventional LS.
HALS with transperitoneal “ antero-lateral “ approach is
more feasible and more effective than conventional LS or
open laparotomy for the removal of ultra-splenomegaly.

P307
NEEDLESCOPIC CHOLECYSTECTOMY AS AN EFFICIENT,
SAFE AND COST-EFFECTIVE ALTERNATIVE TO N.O.T.E.S.
COSMETIC RESULTS - A STUDY OF 815 CASES., Gustavo L
Carvalho PhD,Frederico W Silva MD,Gilvan Loureiro
MD,Pedro Paulo C Albuquerque,José Sérgio N Silva,Thiago
G Vilaça,Cláudio M Lacerda PhD, UNIVERSIDADE DE PER-
NAMBUCO (UPE), FACULDADE DE CI NCIAS MÉDICAS
(FCM) and CLÍNICA CIRÚRGICA VIDEOLAPAROSCÓPICA
GUSTAVO CARVALHO, RECIFE - PE, BRAZIL.
BACKGROUND: The advent of NOTES, surgery without skin
scarring, is now challenging every surgeon to improve the
esthetic results for patients. Needlescopic Cholecystectomy
(NC) represents a refinement in laparoscopic surgery, poten-
tially as cosmetically effective as NOTES. Nevertheless,
because of the increased cost and difficulty in managing
equipment, NC has not yet been widely accepted by sur-
geons.
AIMS: To present modifications to the NC technique, which
make it possible to conduct NC safely and effectively, lead-
ing to a considerable reduction in the cost and availability of
NC.
METHOD: 815 unselected consecutive patients suffering
from chronic lithiasic cholecystitis or gallbladder polyps
(6.4%) undergoing NC between January 2000 and
September 2007 were analyzed. Technique: Four trocars are
inserted; two of 2-mm, one of 3-mm and one of 10-mm at
the umbilical site, through which a laparoscope was insert-
ed. Neither the 3-mm laparoscope, nor clips, nor endobags
were used. The cystic artery was safely sealed by electro-
cautery near the neck of the gallbladder and the cystic duct
was sealed using surgical knots. Removal of the gallbladder
was carried out using an adapted bag with a glove wrist,
inserted through the 10-mm umbilical site.
RESULTS: Surgery time measured using video archives was
31 min. The average hospital stay was 18 hours (96% being
discharged within 24 h). There was no conversion to open
surgery; 3.2% of patients underwent conversion to standard
(5-mm) lap-chole; 2.2% presented minor umbilical site infec-
tions, and 1.2% umbilical herniations. There was no mortali-
ty, no bowel injury, no bile duct injury, no bile leakage, no
postoperative hemorrhage, and no re-operations.
CONCLUSIONS: The NC technique shows no differences in
risks as compared to other lap-chole procedures. It also
entails a considerable reduction in cost, and, as it does not
use the 3-mm laparoscope or disposable materials, it is pos-
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sible to perform NC on a larger number of patients. Owing
to the near invisibility of scars NC may also be considered
as cosmetically effective as NOTES.

P308
LAPAROSCOPIC MODIFIED PANCREATICOJEJUNOSTOMY
FOR CHRONIC PANCREATITIS, R VILALLONGA PhD,JJ OLSI-
NA PhD,J NAVAL MD,M CARALT MD,A GANCHEGUI MD,J
BALSELLS, Universitary Hospital Vall d’Hebron. Barcelona.
Spain
Introduction
Laparoscopic surgery of the pancreas is still not fully devel-
oped. Several laparoscopic pancreatic procedures have
been described. The most frequent is diagnostic
laparoscopy for staging pancreatic neoplasm and, less fre-
quently, treatment of pancreatic pseudocyst and resection of
benign lesions of the pancreas. We report a laparoscopic
modified Roux-en-Y pancreaticojejunostomy for chronic
pancreatitis.
Case report
A 39-year-old man, ex-drug abuser with positive hepatitis C
and HIV since 1987 was diagnosed of recurrent chronic pan-
creatitis in 1993 with 12 subsequent episodes of pancreatic
reactivation. In 1998, ERCP was performed and pancreas
divisum assessed, sphincterectomy performed and a pan-
creatic endoprosthesis inserted. This stent was patent for 4
years with the patient asymptomatic. In 2002 he presented
another episode of pancreatitis due to stent obstruction
which was removed by endoscopy; dilation of pancreatic
duct in body and tail was observed with normal major papil-
la, bile duct and Wirsung duct. Owing to other episodes of
mild pancreatitis, dilation of distal pancreatic duct observed
on the last CTscan, surgical derivation was indicated.
A hand-sewn Roux-en-Y laparoscopic modified laterolateral
pancreaticojejunostomy was performed. Surgery lasted 5
hours and 30 minutes. Postoperative period was uneventful
and oral intake began on the 2nd postoperative day. Patient
was discharged 6 days later. At 3-month follow-up, he
remained well.
Discussion
Therapeutic laparoscopy of the pancreas is still described as
experimental by many surgeons. Appropriate pancreas
cases are few and randomized trials difficult to perform to
ascertain which patients would benefit from minimally inva-
sive surgery. Laparoscopic pancreaticojejunostomy is a fea-
sible but demanding laparoscopic procedure, but offers sig-
nificant benefit to the patient: reduced trauma to the abdom-
inal wall, short hospital stay and a rapid postoperative
recovery.

P309
LAPAROSCOPIC-ASSISTED HEPATECTOMY FOR METASTA-
TIC LIVER TUMOR., Hitoshi Inagaki MD,Tsuyoshi Kurokawa
MD,Tadashi Yokoyama MD,Nobuhiro Ito MD,Manabu
Kikuchi MD,Yasuhisa Yokoyama MD,Toshiaki Nonami MD,
Yokoyama Hospital for Gastroenterological Diseases
Introduction: As laparoscopic surgery has come into more
widespread use in recent years, especially for colorectal
cancer, we consider that laparoscopic minimal invasive
approach for metastatic liver tumors is one of the useful
modalities as a multidisciplinary therapy for colorectal can-
cer. However the results of this technique are still not cer-
tain.
Aims & Methods: In this report, we evaluate the short term
results of laparoscopic liver resection for metastatic liver
tumor. We have performed laparoscopic surgery in 72
patients with hepatic tumors since Dec. 1997. In 72 patients,
15 laparoscopic liver resections were performed for
metastatic liver tumors including one patient who under-
went laparoscopic liver resection twice. Mortality, morbidity,
recurrence and survival rates were analyzed.
Results: The tumor mean size was 3.5 } 2.1 cm (range 1.5 to
10.0 cm) and the tumor mean number was 2.1 } 2.3 (range 1
to 9). The patient mean age was 65.9 } 9.8 years old. There
were 3 right lobectomies, 2 lateral segmentectomies, 1
spiegel lobectomy, 2 unisegmentectomies and 7 atypical
resections. Operation time asavaraged 206 } 86 minutes, and

the mean blood loss was 266 ml. There was no case requir-
ing conversion to ordinary laparotomy, but we used hand-
assisted methods in 5 cases and the mini-laparotomy com-
bined method in 4 cases. The average hospital stay after
operation was 16.6 } 6.5 days including chemotherapy. The
adjuvant-chemotherapy, if necessary, could start relatively
earlier than in patients who underwent ordinary open liver
resection, but there are still no data comparing these two
groups. No ascites but transient liver failure occurred in 1
patient who underwent right lobectomy. 6 (43%) patients
had a recurrence within lung (2), liver (2), bone (1), and local
peritoneum (1), and there was no port site recurrence.
Conclusion: Although the indications need to be strictly
determined, laparoscopic liver resection for metastatic liver
tumors is feasible.

P310
SURGICAL STRATEGIES IN DIFFICULT LAPAROSCOPIC
CHOLECYSTECTOMY, Kuldip Singh MS, Dayanand Medical
College & Hospital, Ludhiana
Background: Difficult laparoscopic cholecystectomy can be
anticipated based on the pre-operative and intra-operative
factors such as old age, male sex, history of multiple attacks
of recent origin or repeated admissions, diabetes mellitus,
previous upper abdominal surgery, cirrhotic pancreatitis and
patients presenting with cholangitis. Laparoscopic cholecys-
tectomy has become the gold standard for all the gall blad-
der diseases. Rate of conversion from laparoscopic to open
technique can be minimized by adhering to the basic princi-
ples of surgery and keeping in mind the critical anatomy
while doing the safe and meticulous dissection.
Material & methods: We had defined the nine critical land-
marks in the anatomy of gall bladder for assisting the sur-
geon in doing step by step dissection in difficult cases from
retrospective analysis of our series of 6840 cases operated
over a period of 14 years. We analysed our results with
respect to the rate of conversion to open surgery as well as
the bile duct injuries in total and in difficult cases respective-
ly.
Results: A total of 6840 cases were operated in a period of
14years and out of which 1410 cases fulfilled the criteria for
the difficult cholecystectomies. We had converted 29 cases
to open technique with a conversion rate of 0.42% and
encountered 4 major bile duct injuries with an incidence of
0.05% of the total cases and 0.28% of the difficult cases. All
the injuries occurred in the difficult group and none in the
other group.
Conclusion: We may conclude from our experience that
emphasis should always be laid on the clear view and accu-
rate hemostasis to prevent untoward incidents like bile duct
injury which is the major cause of morbidity after laparo-
scopic cholecystectomy. Use of gauze piece and suction
canula for the blunt dissection in acute and friable cases are
always handy tools for the safe dissection.

P311
LAPAROSCOPIC ASSISTED HEPATIC RESECTION FOR HEPA-
TOCELLULAR CARCINOMA IN PATIENTS WITH SEVERELY-
IMPAIRED HEPATIC FUNCTION, Yoshihiko Nakamoto MD,
Yuichiro Kikawa MD,Mitsuo Yamamoto MD, Department of
Surgery, Kobe City Medical Center West Hospital, Japan
Background and Objectives: Laparoscopic assisted hepatic
resection (LAHR) is one of the newly-developed surgical
procedures, and requires highly specialized competencies of
surgeons for coping with operative bleeding and other com-
plicated difficulties caused by impaired hepatic function. We
reviewed our experiences in the LAHR to evaluate whether it
was safe and feasible for the treatment of hepatocellular
carcinoma (HCC) in patients with severely-impaired hepatic
function.
Methods and Procedures: We performed LAHR for HCC in 7
patients from December 2006 to July 2007. The operative
procedures were completed by one surgeon experienced in
both the conventional hepatic surgery and the advanced
laparoscopic surgery. In the procedures of LAHR, the liver
parenchyma was transected with newly-developed surgical
devices such as microwave coagulators, ultrasonic dissec-
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tors, laparoscopic coagulation shears, bipolar electrocoagu-
lations, and endolinear staplers. In the 7 cases, age, sex,
preoperative hepatic function, operative procedures, opera-
tion time, intraoperative blood loss, postoperative complica-
tions, mortality and postoperative hospital stay were retro-
spectively evaluated.
Results: The seven patients consisted of 6 male and 1
female; mean age, 67 years. All the patients were referred
for HCC accompanied with cirrhosis. According to the Child-
Pugh score, 2 patients were classified into Class B and 5
patients were classified into Class A. Ascites was identified
preoperatively in 5 patients. The mean indocyanine green
dye retention at 15 minutes (ICG-R15) value was 32.8%
(range, 15.4- 56.3%). The mean tumor size was 2.8 cm
(range, 1.5-3.5 cm). Partial resection of the hepatic segment
(S2, S3, S6, or S8) was performed in five patients, and later-
al segmentectomy was performed in two. Radiofrequency
ablation was performed in 2 patients, and partial gastrecto-
my was performed in 1 patient. The procedures of LAHR
were completed and consequently, conversion to laparoto-
my was not required in all the cases. The mean operation
time was 247min (range, 190-345 min). The mean blood loss
was 115 ml (range, 5-350 ml), and no blood transfusion was
required. The mean postoperative hospital stay was 7.3
days (range, 4-11 days). No postoperative complications or
death were identified.
Conclusions: Laparoscopic assisted hepatic resection was
evaluated as a safe and feasible option for the treatment of
hepatocellular carcinoma in patients with severely-impaired
hepatic function when performed by experienced surgeons.

P312
LAPAROSCOPIC CHOLECYSTECTOMY WITH ONLY ONE
PORT (CLOP), Fausto J Davila MD,Jorge Cueto MD,Ramiro
Jesus MD,Juan J Montero MD,Ulises Davila MD,Martha R
Davila MD,Jose Lemus MD, Poza Rica SESVER Regional
Hospital, Fausto Davila Solis Hospital
Our surgical group makes endoscopic cholecystectomy with
technique of an umbilical port since 1997. We have integrat-
ed other procedures with this technique like: appendectomy,
hysterectomy, ovarian cystectomy, inguinal hernia repair,
bile ducts exploration. The Purpose of this study is to prove
that this technique is a viable choice in gallbladder surgery.
Method. Prospective study. A thousand five hundred
patients were examined from December 1997 to May 2007;
such patients presented symptoms of acute and no acute
cholecystitis and needed to take them into surgery.
Laparoscopic cholecystectomy with only one port (LCOP)
supports the use of percutaneous needles (hook needle,
passing suture needle) and is performed with working chan-
nel laparoscope and with laparoscopic instruments of 5 mm
x 43 cm.
We analyzed the following variables: surgical time, failures
or conversions, hospitalization time, cost and cosmetics. We
used Student’s t-test for analysis of variables.
Results.The hospital permanence was one day. The average
in the surgical time was 68 minutes. The conversion to open
cholecystectomy was 4%. There was also a conversion to
traditional laparoscopic cholecystectomy in 2%. Traditional
laparoscopic cholecystectomy used two ports of 5 mm and
two ports of 12 mm Vs LCOP used 1 port of 12 mm, relation
4 to 1 ports.
We Conclude that cholecystectomy of only one port is appli-
cable in 94% (P < 0.05) of cases with gallbladder disease. It
improves the aesthetic results and it provokes an excellent
psychological effect in the patients for acceptance of this
surgery, and reduces cost, too.

P313
CONCOMITANT LAPAROSCOPIC SPLENECTOMY AND
CHOLECYSTECTOMY IN CHILDREN: OUR OUTCOMES AND
TECHNICAL STANDARDIZATION, Masashi Kurobe MD,
Kazuhiko Yoshida MD,Syuichi Ashizuka MD,Jyoji Yoshizawa
MD,Takao Ohki MD, Department of Surgery, Jikei University
School of Medicine
[Objectives] Hereditary spherocytosis (HS) is the most com-
mon red blood cell membrane disorder and often is associ-

ated with hemolytic crisis and cholelithiasis. The aims of
this study are to evaluate the safety and cosmetic result of
concomitant laparoscopic splenectomy (LS) and cholecys-
tectomy (LC), and to describe our current technique.
[Methods] We evaluated 7 LS+LC procedures (HS +
cholelithiasis) and compared it with 18 LS alone cases.
[Results] In comparison with the techniques in LS alone, we
changed bed position from flat (LC) to semilateral (LS) for
the LS+LC cases (Dual position approach). It allows for
reduction in the number of trocar used and its size. We
employed LigaSure for sutureless and stapleless LS in
recent cases. All LS cases with or without LC were complet-
ed without the need for open conversion and all patients
showed immediate hematologic improvement. Mean opera-
tive time in LS+LC was 239.3 minutes, while it was 179.7
minutes in LS alone cases (p<0.05). There was no significant
deference between LS+LC and LS alone cases for mean
blood loss and median postoperative hospital stay (31.9 vs.
25.7 mL and 7.1 vs. 6.1 days, respectively). No severe peri-
operative complications were encountered in either group.
[Conclusions] We conclude that concomitant LS and LC
using Dual position approach and advanced technology is a
safe and effective procedure in the treatment of HS with
cholelithiasis.

P314
LAPAROSCOPIC CHOLECYSTECTOMY IN CIRRHOTIC
PATIENTS, Nedelcu A Marius PhD,Cotirlet V Adrian MD,
Emergency County Hospital - Moinesti,Romania
INTRODUCTION: The aim of this study was to evaluate the
results of laparoscopic cholecystectomies in cirrhotic
patients between 1995-2006 in Emergency County Hospital
Moinesti.
AIMS & METHODS: The paper represents a retrospective
study, which includes 113 patients (4,21%) with hepatic cir-
rhosis and symptomatic gallstones disease from our experi-
ence of 2685 laparoscopic cholecystectomies performed. In
most of the cases 73 (64,6%) cirrhosis was diagnosed intra-
operative. Retrospective, suggestive for a chronic hepatic
disease were patient history (88 cases), transaminase eleva-
tions (all cases), low platelet number (49 cases) and some
ecographic findings ( 83 cases). RESULTS: Eight (7,08 %) of
the patients were converted to an open procedure, six due
to excessive hemorrhage from gallblader bed, one to an
immobile liver and one to surgeon inexperience.
Laparoscopic cholecystectomy was difficult in all cases.
Operating time ranged from 45 to 150 min (mean was 81
min ). Mean length of postoperative stay was 5,75 days.
There were no operative deaths, bile duct injuries or returns
to the operating room for bleeding.
CONCLUSION: The analysis of our results demonstrates the
efficiency of laparoscopic cholecystectomy in cirrhotic
patients and permits us to sustain this method as the first
choice in treatment with symptomatic gallstones in cirrhotic
patients.

P315
EARLY CONVERSION IN GANGRENOUS CHOLECYSTITIS,
Nedelcu A Marius MD,Cotirlet V Adrian PhD, Emergency
County Hospital, Moinesti Romania
INTRODUCTION: Early conversion from laparoscopic to
open cholecystectomy for patients with gangrenous chole-
cystitis has been advocated. This study investigated the
impact of early conversion on patient outcome.
AIMS & METHODS: Data from all patients with gangrenous
cholecystitis undergoing laparoscopic cholecystectomy
between 1995 and 2006 whose procedure had been convert-
ed to open surgery were collected and analyzed. Morbidity,
length of stay, intensive care unit admission, and operative
time served as outcome measures
RESULTS: Of the 311 patients in the study with gangrenous
cholecystitis, 38 (12,22 %)underwent conversion to open
cholecystectomy. The conversion was early for 17 patients
(44,74 %), necessary after intraoperative incidents for 9
patients (23,69%) and deliberate after an extended attempt
at completion of the laparoscopic cholecystectomy for 12
patients (31,58%) There was no difference in the overall
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morbidity among the groups whereas the lengths of hospi-
tal stay appeared to be longer in the early conversion group.
The operative time was significantly shorter after early con-
version.
CONCLUSION: Laparoscopic cholecystectomy is not feasible
for all patients with gangrenous cholecystitis. However, a
concerted effort to perform the cholecystectomy with the
minimally invasive approach does not have an adverse
impact on patient outcome and is likely to benefit patients
although it poses a moderate risk of conversion.

P316
LAPAROSCOPIC DISTAL PANCREATECTOMY, Kazunori
Furuta MD,Kenichiro Ishii MD,Hiyoyuki Katagiri MD,Koichi
Itabashi MD,Yoshihito Takahashi MD,Kasahiro Eatanabe MD,
Department of Surgery, Kitasato University
INTRODUCTION: A laparoscopic approach to pancreatic dis-
ease is increasingly performed although its ultimate benefit
is yet to be confirmed. Laparoscopic distal pancreatectomy
with or without splenectomy is gradually gaining accept-
ance as an alternative to open resection in selected patients.
The aim of this study is to report our initial institution expe-
rience with laparoscopic distal pancreatectomy in 17
patients.
METHODS: A retrospective review of database was carried
out. From July.2004- July.2007, We performed 17 distal pan-
createctomies by the laparoscopic approach. These 17
patients were included in the study with varyingly pre-oper-
ative diagnosis such as endocrine tumors (5 patients), cystic
lesions (6 patients), IPMN (6 patient).The median age was
59.7 years (31-75) with a female to male ratio of 7:10. In
addition to 3 port, a hand port was placed in the midline to
aid in dissection and the pancreas was divided with a sta-
pler. The resection of the pancreas body was performed
with the Echelon(Green 60mm) stapler in almost all our
cases.
RESULTS: Of the 17 patients, two were converted to an
open procedure due to an uncertain adhesion and inade-
quate exposure.
The median operating time was 190 minutes (150-280min-
utes) with a tumor size of 2.5cm (0.5-8cm).
The median time to resuming regular diet and converting to
oral pain medications was 2.3 days and 4 days respectively.
The length of stay was 13.1 days (5-17).
These were no mortalities. Of the 15 patients that success-
fully underwent the procedure laparoscopically, and these
were no morbidities. With a median follow up of
13.1months (1-27), 4 patients with a diagnosis of malignan-
cy have no evidence of recurrent disease.
Use of the Echelon three-row linear stapler provided closure
of the pancreatic duct and hemostasis. No additional proce-
dure, such as the use of sutures or fibrin glue on the pancre-
atic stump was necessary.
CONCLUSIONS: A minimally invasive approach to pancreat-
ic disease is safe and technically feasible with acceptable
morbidity. Our results suggest that laparoscopic distal pan-
createctomy is safe and effective for selected patients with
benign and low grade malignant pancreatic tumor.The
potential advantages of this method include reduced mor-
bidity and reduced hospital stay. Further large series studies
with longer follow up are necessary to determine the role of
laparoscopic surgery in the treatment algorithm of manage-
ment of pancreatic disease.

P317
USE OF MAGNETS IN LAPAROSCOPIC CHOLECYSTECTO-
MY WITH ONLY ONE PORT, Fausto J Davila MD,Guillermo
Dominguez MD,Ramiro Jesus MD,Juan J Montero
MD,Ulises Davila MD,Martha R Davila MD, Poza Rica
Regional SESVER Hospital. Fausto Davila Solis Hospital
Our surgical group has performed laparoscopic cholecystec-
tomy with a single port since 10 years ago using needles
instead of attendance ports.
From May to August of 2007, we have used in selected
cases (5 cases), magnets for traction of the gallbladder fun-
dus as an alternative for the use of the reins and to improve
the aesthetic aspect.

Of habitual way we made the cholecystectomy with a single
hidden port at level of umbilical scar, using laparoscope
with working channel, laparoscopic instruments of 5 mm x
43 cm and percutaneous needles (hook needle, passing
suture needle and reins of traction). The result is surgery
without trace.
Nevertheless, recently we incorporated in selected cases of
gallbladder pathology, the use of neodymium magnets, to
replace the reins of traction in gallbladder fundus. Of this
form, we eliminated 2 micropunctures and we improved the
aesthetic aspect in the immediate postoperative.
We concluded that the neodymium magnets, in selected
cases of no acute gallbladder pathology, are useful to elimi-
nate 2 micropunctures and to improve the aesthetic aspect,
in laparoscopic cholecystectomy with one port.

P318
INCIDENTAL GALLBLADDER CANCER - THE PROBLEM OF A
COMPLETE AND PRACTICAL CLASSIFICATION, Thorsten
Goetze PhD,Vittorio Paolucci PhD, Ketteler- Clinic
Department of Surgery
Introduction: Incidental gallbladder carcinoma (IGBC) is a
carcinoma first detected by the pathologist. The indication
for the cholecystectomy was a benign disease. It is often
supposed that the laparoscopic technique could deteriorate
the prognosis of gallbladder cancer. In the literature there is
a big variety of different 5 year survival curves for the differ-
ent T- stages and operation methods, so it seems to be very
difficult for the surgeons to compare the different results.
These assumptions are going to be verified by German-
Registry of incidental gallbladder carcinoma.
Material and method: To obtain data we are using the
German- Registry, which is an institution of the German
Society of Surgery.
We have calculated the data for the T- stages, UICC/AJCC-
stages and the modified Nevin- classification, which seems
to be a very practical kind of classification.
Results: 550 cases of incidental gallbladder cancer have
been recorded so far. 307 patients were treated by the
laparoscopic procedure, 145 by the open one and in 96
cases there was an intraoperative conversion from the
laparoscopic to the open technique for non oncological rea-
sons.
After analyzing the T- stages the Kaplan- Meier graphs show
a significant advantage for the laparoscopic procedure com-
pared with the open surgery for the entire patients (n=550)
(p< 0,05).
According to the T- stages calculated with the Kaplan Meier
method the laparoscopy seems not to worsen the progno-
sis. In 285 cases it was possible to make a complete staging,
regarding the N and M- status. After analyzing the UICC/
AJCC- stages and the Nevin stages for 285 there also seems
to be no disadvantage for the laparoscopic treated patients.
Discussion: The access technique open or laparoscopic does
not seem to influence the prognosis of incidental gallblad-
der carcinoma.
The problem in the literature is, that often many authors
only classify the tumors according to the T- stages without
regarding the “n” and “m” status, so a variety of different 5
year survival curves exists. A possible explanation could be
that nodal status is not known, or that the UICC/ AJCC- sys-
tem is very complex and difficult, so according to the
authors the mod. Nevin classification is in such cases a very
good additional system to divide local, local advanced and
metastatic tumors, as a system added to T- system so that
every surgeon can compare the different data.

P319
A RETROSPECTIVE ANALYSIS OF THE INCIDENTAL GALL-
BLADDER CANCER AND A REVIEW OF THE LAPAROSCOPIC
CHOLECYSTECTOMY., Hiroyuki Katagiri PhD,Muneki
Yoshida PhD,Kenichiro Ishii PhD,Kouichi Itabashi
PhD,Yoshihito Takahashi PhD,Kazunori Furuta PhD,Kazuhiko
Watanabe PhD, Department of surgery, Kitasato university,
School of medicine
BACKGROUND/PURPOSE: With the increasingly widespread
acceptance of laparoscopic cholecystectomy (LC), the num-
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ber of cases of incidental gallbladder cancer (IC) has
increased. However, the surgical procedure for advanced
cancer is still difficult to improve a prognosis. Otherwise,
preoperative detecting early gallbladder cancer may be diffi-
cult in symptomatic patients with such as cholelithiasis. The
present study aims to evaluate the treatment of patients
with IC. METHODS: We performed a retrospective analysis
of patients with unsuspected gallbladder cancer who under-
went LC or open surgery (OS) from 1981 to 2007 at Kitasato
university east hospital in Japan. Of 2703 patients who
underwent cholecystectomy, 25 (0.92%) with unsuspected
gallbladder carcinoma were reviewed. Long-term survival
was calculated using the Kaplan-Meier method, and differ-
ences in group of survivors were compared by the log-rank
test. Multivariate analysis was done using the Cox regres-
sion model to determine independent predictors of survival.
RESULT: 16 patients (64%) presented with symptom by gall-
bladder lesion as cholelithiasis or cholecystitis. 6
patients(24%) underwent LC. Histopathological findings of
gallbladder cancer were perfomed during operation in 9
patients (36%), and remaining 16 were incidental findings
on final histopathology. Nine patients (36%) had mucosal
tumors (pT1), 12 had subserosal tumors (pT2), and 3 had
serosal lesion (pT3). Eight patients with pT1 tumors who
underwent no additional surgery, are alive without recur-
rence. In patients with pT2 cancer, the mean survival time
(MST) was 73.5 months, and the 5-year survival rate was
56%. On the contrary, those with pT3 lesions had poor prog-
noses (MST; 16 months). The periods from initial operation
to the re-operation was 18.4 days (average) which ranged
from 8 to 28 days. The peritoneal dissemination was con-
firmed at re-operation, 2 weeks after initial LC, in one case
of pT3, which might be caused by bile spillage during first
LC. Fortunately, we did not experience the port-site recur-
rence. CONCLUSION: Re-operation for advanced gallbladder
cancer should be carried out soon after the incidental detec-
tion. Laparoscopic treatment is contraindication for the sus-
pected gallbladder cancer. Surgeon should always prevent
bile spillage during LC and when removing the resected
gallbladder.

P320
LAPAROSCOPIC CHOLECYSTECTOMY FOR ACUTE CHOLE-
CYSTITIS: AIMING AT NO CONVERSION AND NO COMPLI-
CATIONS, T Kimura MD,K Suzuki MD,A Kawabe MD,K
Yamashita MD,K Okamoto MD,Y Higashi MD,M Nozawa
MD,C Teruya MD,H Shimota MD, Fujinomiya City General
Hospital
INTRODUCTION: Laparoscopic cholecystectomy (LC) has
largely replaced open cholecystectomy for the treatment of
gallstone disease. However, conversion to open surgery is
still relatively common in patients with acute cholecystitis
(3.6%~32%) and it has been reported that the complication
rate is high in these patients. Our aim was no conversion
and no complications in patients undergoing LC for acute
cholecystitis.
METHODS: Since January 2006, we have performed LC for
acute cholecystitis, according to the following four princi-
ples (group A): 1) early operation (within 96 hours of the
onset of symptoms) except in patients with organ dysfunc-
tion; 2) each operation performed by two experienced
laparoscopic surgeons; 3) strict adherence to the critical
view technique; and 4) use of an ultrasonic device for coag-
ulation and cutting. The results were compared with those
obtained in patients undergoing LC for acute cholecystitis
between January 2003 and December 2005, when the princi-
ples listed above (particularly early operation) were not
strictly followed (group B).
RESULTS: There were 54 patients in group A (until august
2007) and 38 patients in group B. Percutaneous transhepatic
gallbladder aspiration (or drainage) was done in 36 patients
from group A versus 27 patients from group B. The interval
between the onset of symptoms and surgery was 4.1 days
and 10.3 days, respectively (p<0.001). The operating time
was 130 min and 133 min, respectively. The conversion rate
was 1.9% (1/54 patients) in group A and 13.2% (5/38
patients) in group B (p=0.038). There were no serious com-

plications in either group. The overall complication rate was
significantly higher in group B (group A; 3.7% versus group
B; 18.4%) (p=0.030). Postoperative hospital stay was 5.4
days and 6.8 days, respectively.
CONCLUSION: In patients undergoing LC for acute cholecys-
titis, conversion and complication rates can be reduced
when experienced laparoscopic surgeons perform early sur-
gery and adopt the critical view technique using an ultrason-
ic cutting device.

P321
RETROPERITONEOSCOPIC NECROSECTOMY AND
DRAINAGE FOR INFECTED PANCREATIC NECROSIS, Atsushi
Urakami MD,Kazuki Yamashita MD,Hideo Matsumoto
MD,Katsumichi Iki MD,Toshihiro Hirai MD,Tsukasa Tsunoda
MD, Department of Gastroenterological Surgery, Kawasaki
Medical School, Kurashiki, Japan
Background: Infected pancreatic necrosis is an indication for
drainage and debridement, which has traditionally been
treated by percutaneous drainage or open necrosectomy.
However, percutaneous drainage is often unsuccessful
because of difficulty in managing the particulate debris
through small catheters. Open necrosectomy involves major
morbidity and a high rate of repeated surgery for abdominal
sepsis. Recently laparoscopic transmesocolonic, transgastric
and retroperitoneoscopic approaches have been reported.
This case reports describes retroperitoneoscopic necrosecto-
my and drainage for infected pancreatic necrosis.
Case1: A 54-year-old Japanese male was referred to our
department, because of infected pancreatic necrosis after
acute severe pancreatitis due to alcohol. A CT scan revealed
a large pancreatic abscess in the lesser sac from the head to
tail. Percutaneous drainage was performed, but his symp-
tom, WBC, and CRP did not improve. Therefore, retroperito-
neoscopic pancreatic necrosectomy was performed. Two 12-
mm blunt ports were inserted through the fistulas of percu-
taneous drainage. A 10-mm video laparoscope was used to
visualize the inside of the cavity. The cavity was irrigated,
the necrotic tissue was excised, and four sump drains were
placed in the retroperitoneal space. Intraoperative blood
loss was minimal, and operative time was 200 min. The
debrided necrotic tissue weighed 30g and was infected with
Proteus mirabilis and Klebsiella pneumoniae. The patient
did not require ICU stay and was given imipenem postoper-
atively. Irrigation via the sump drains was continued for two
weeks.
Case2: A 55-year-old male was referred to us, because of
infected pancreatic necrosis. Endoscopic naso-pancreatic
drainage via papilla Vater was performed, but his symptom
did not improve. Therefore, retroperitoneoscopic pancreatic
drainage was performed. Two 12-mm ports and two 5-mm
ports were inserted into the retroperitoneal space, which
were approached necrotic cavity throuh peri-renal space.
The cavity was irrigated and three drains were placed.
Irrigation via the sump drains was continued for four weeks.
Conclusion: The retroperitoneoscopic necrosectomy for
infected pancreatic necrosis appears to be an effective and
useful technique, and would be a minimally invasive alter-
native to open necrosectomy.

P322
DAY CASE LAPAROSCOPIC CHOLECYSTECTOMY IN THE
ELDERLY, S Reshamwalla, T J Cahill,P Bowes,V Vijay,E
Drye,S J Warren, Department of Laparoscopic Surgery,
Chase Farm Hospital, Enfield, UK
INTRODUCTION: Laparoscopic cholecystectomy (LC) is the
gold standard treatment for cholelithiasis, and surgeons are
increasingly looking towards day case procedures. However,
only 6% of UK LCs are performed as day case (DC) (i.e.
same day discharge without overnight stay) or extended
day case (<23 hour short stay unit) procedures. There is lim-
ited data on the suitability of DCLC in an elderly population.
AIM: To assess the feasibility and acceptability of DCLC in
patients over 75 years of age. METHODS: The data from 42
patients over the age of 75 scheduled for DCLC from July
2003 was recorded prospectively. Parameters analysed
included age, length of stay, complications, conversion rate
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and readmission rate. A telephone questionnaire was per-
formed assessing the patients’ satisfaction, complication
and readmission rates for those patients who successfully
completed a day surgical episode. RESULTS: 42 patients
were included (16 male) and median age was 79 years
(range 75-92). 29 completed telephone questionnaires were
obtained, of which 16 were representative of same day or
extended DCLC. DCLC with same day discharge was
achieved in 7 cases (17%). 37% of patients had a 23 hour
stay (thus a 54% DCLC rate) with 56% of patients < 80 years
old staying less than 23 hours compared with 53% > 80
years old. 46% of patients stayed longer than 23 hours.
Overall median length of stay was 23 hours (range: same
day - 35 days), but the conversion rate to open procedure
was 17% (n = 7) with these patients having a mean length of
stay of 13.3 days. Information from the telephone question-
naires (from the successful DC or extended DC patients)
showed that 56% sought help for post-operative complica-
tions, only 1 of which (port site abscess) necessitated read-
mission. 81% of elderly patients rated DCLC as a good expe-
rience (>7/10) on a scale of 1 to 10 (1 = worst experience, 10
= best experience) and 94% would recommend DCLC to a
friend or relative. 88% of patients returned to normal activi-
ties within 6 weeks, with only 6% of patients requiring anal-
gesia for longer than 2 weeks. CONCLUSIONS: Same day
discharge or extended DCLC is a feasible and acceptable
option for many elderly people, with high levels of patient
satisfaction. An overnight stay would be anticipated in half
of the elderly patient group, and perhaps operations early
on morning lists therefore recommended. Pre operative
counselling should clarify the length of post-operative care
required and ensure that adequate aftercare arrangements
are in place in this age group.

P323
SINGLE CENTER EXPERIENCE OF LAPAROSCOPIC DISTAL
PANCREATECTOMY, Yoo-Seok Yoon MD, Ho-Seong Han MD,
Jea-Young Cho MD, Seoul National University College of
Medicine
Bakground: Although an increasing number of reports on
laparoscopic distal pancreatectomy (LDP) have recently
been documented, it has not achieved worldwide accept-
ance yet. The aim of this study is to analyze our experiences
of LDP and evaluate its usefulness. Methods: Thirty-two
patients underwent LDP from June 2004 to July 2007 in
Seoul national University Bundang Hospital. The preserva-
tion of splenic vessels and spleen was tried unless the
tumor was very close to splenic vessels or malignancy was
suspected in preoperative radiologic studies. We retrospec-
tively analyzed of the clinical outcome of these 32 patients.
Results: There were 11 men and 21 women, with a mean
age of 47.8 years. Indications were 10 cystic neoplasm, 7
intraductal papillary mucinous tumor, 5 solid pseudopapil-
lary tumor, 2 pseudocyst, 5 endocrine tumor, 1 traumatic
laceration, and 2 pancreas tail cancer. No conversion or
transfusion occurred. Spleen was sacrificed in 4 patients
with suspected malignancy. Spleen and splenic vessels were
successfully preserved in 23 out of 28 patients (82.1%). The
mean operation time was 231 minutes, mean size of the
lesion was 4.8cm and mean hospital stay was 11.1 days.
Postopereative complications occurred in 10 cases (31.3%),
including 5 subclinical fluid collection, 1 symptomatic pleu-
ral effusion, 1 ileus (n=1), 2 intra-abdominal abscess, and 1
pancreatic fistula, which were improved by conservative
management. Conclusion: Our experiences show that LDP
with preservation of spleen & splenic vessels is a technically
feasible and safe procedure in the patients having benign or
borderline malignant disease.

P324
SINGLE-STAGE LAPAROSCOPIC OPERATIONS FOR CHOLE-
DOCHOLITHIASIS, V.V. Grubnik MD,O.I. Tkachenko MD,O.V.
Grubnik MD,A.V. Malynovskyy MD, Odessa State Medical
University, Ukraine
Introduction. Aim of study was to compare the long-term
results of laparoscopic (one-stage procedures) and endo-
scopic (two-stage procedures) methods of common bile

duct (CBD) exploration.
Methods and procedures. Among 5307 patients who under-
went laparoscopic cholecystectomy from 1992 till 2006, 580
patients had choledocholithiasis. There were 215 males and
365 females with mean age of 60,9 ± 7,6 years. Patients with
CBD stones were divided into 2 groups. The I group consist-
ed of 252 patients who underwent two-stage procedures:
endoscopic retrograde cholangio-pancreatography and
endoscopic sphincterotomy (ERCP/ES) and then laparoscop-
ic cholecystectomy. The II group consisted of 328 patients,
who underwent single-stage procedures (laparoscopic
cholecystectomy). In this group, ERCP/ES was used postop-
eratively only in 38 cases (11,6 %).
Results: There was no mortality in both groups. Morbidity
was 15,9 % in the I group and 7,7 % in the II group. Mean
hospital stay was 11,8 ± 4,3 days in the I group and 6,5 ± 2,4
days in the II group. Average surgery time was 96,2 ± 27,8
min in the I group and 119,5 ± 32,3 min in the II group. The
analysis of questionnaires obtained from 478 (82,4 %)
patients at 12 - 60 months after operation revealed better
long-term results in the II group. Clinical signs of moderate
cholangitis were observed in 20 % of patients from I group.
Thus, the post-procedures quality of life in the II group was
significantly higher due to minimal damage to sphincter of
Oddi.
Conclusions: Single-stage laparoscopic biliary surgery pro-
vides better results and shorter hospital stay than two-stage
procedures. Damage to sphincter Oddi should be minimal to
avoid the reflux-cholangitis.

P325
ERCP IN SITUS INVERSUS TOTALIS: REPORT OF TWO
CASES, Adem Akcakaya MD,Ismail Okan MD,Gurhan Bas
MD,Atilla Karakelleoglu MD,Mustafa Sahin MD, Vakif Gureba
Training and Research Hospital, Istanbul, Turkey
Background: Situs inversus totalis (SIT) is a rare entity
which has been estimated to occur in the range of 1:10000
to 1: 20000. We present two cases of situs inversus totalis
who successfully underwent ERCP and subsequent laparo-
scopic cholecystectomy.
Case 1: A 45 year-old male patient with known situs inver-
sus totalis was admitted to emergency department with the
diagnosis of cholangitis. Elevated bilirubin and leucoytosis
were noted. USG showed dilated intrahepatic and extrahep-
atic biliary tree with sludge in gall bladder. MRCP has
detected dilated biliary tree beside the filling defect in com-
mon bile duct. ERCP with precut sphincterotomy was per-
formed. Since the symptoms were not relieved, repeat ERCP
and stenting with 10 F polyethylene stent was performed.
The patient improved and was discharged afterwards. The
stent was removed 2 months later. Patient underwent suc-
cesful laparoscopic cholecystectomy after an interval of 3
months.
Case 2: A 64 year-old female patient was admitted to emer-
gency surgery with the diagnosis of acute biliary pancreati-
tis. Patient was aware of her situs inversus totalis. USG
showed multiple milimetric calculi in hydropic gall bladder.
MRCP showed hydropic gall bladder with dilated bilary tree.
ERCP has shown dilated biliary tree with the images of 3
calculi in common bile duct. After sphincterotomy stone
extraction was performed. The patient recovered. After an
interval of 3 months laparoscopic cholecystectomy was per-
formed successfully. The patient was discharged without
any problem.
Conclusion: ERCP and laparoscopic cholecstectomy can be
safely managed in patients with known situs inversus totalis
when necessary.
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P326
INCIDENCE OF SYMPTOMATIC RECURRENT CHOLEDO-
CHOLITHIASIS AFTER PREOPERATIVE ERCP AND INTERVAL
LAPAROSCOPIC CHOLECYSTECTOMY WITHOUT INTRAOP-
ERATIVE CHOLANGIOGRAPHY, Jason Meyers,Richard A
Pierce MD,Sreenivasa Jonnalagadda MD, Lora Melman
MD,Margaret M Frisella RN,Laura M Todt,L M Brunt
MD,Valerie J Halpin MD,J C Eagon MD,Brent D Matthews
MD, Department of Surgery, Section of Minimally Invasive
Surgery, Washington University School of Medicine, St.
Louis, Missouri
INTRODUCTION: The incidence of common bile duct (CBD)
stones on intraoperative cholangiography (IOC) during
laparoscopic cholecystectomy (LC) after preoperative ERCP
and successful stone extraction as documented on comple-
tion endoscopic cholangiography is approximately 17%. The
purpose of this study is to determine the incidence of symp-
tomatic CBD stones after preoperative ERCP and a negative
completion endoscopic cholangiogram and an interval LC
without an IOC.
METHODS: All patients who underwent preoperative ERCP
and interval LC without an IOC from 5/96-12/05 were
reviewed under an IRB-approved protocol. Data collected
included all radiographic imaging, laboratory values, clinical
and pathologic diagnosis and results of preoperative and/or
postoperative ERCP and LC without IOC. Follow-up was
obtained from inpatient and outpatient medical records and
a telephone questionnaire. Statistical significance (p<0.05)
was determined using contingency tables with Fisher’s
Exact Test.
RESULTS: A total of 172 patients (M:F, 44:128) with a mean
age of 49.5+/-19.6 years underwent preoperative ERCP for
suspicion of CBD stones. Of these patients, 94 (54.7%) were
found to have CBD stones. In the 94 patients with CBD
stones on preoperative ERCP, 92 (97.9%) underwent success-
ful stone extraction as documented by completion endo-
scopic cholangiography. Two patients had residual stones
on a completion endoscopic cholangiogram after preopera-
tive ERCP and were considered to have retained stones. Of
these 92 patients, 13 (14.1%) patients presented at a mean
of 2.5+/-4.8 months (range, 0-18) with symptomatic CBD
stones requiring a postoperative ERCP after LC without IOC.
There was no correlation (p>0.05) between the incidence of
symptomatic recurrent CBD stones following LC without IOC
after preoperative ERCP and a negative completion endo-
scopic cholangiogram in terms of a longer time interval
between preoperative ERCP and LC, performance of a
sphincterotomy, incidence fo cystic duct stones or patholog-
ic diagnosis of cholelithiasis.
CONCLUSIONS: The incidence of symptomatic recurrent
CBD stones after LC without IOC following preoperative
ERCP and a negative completion endoscopic cholangiogram
is 14.1%. The routine use of IOC should be considered in
patients with CBD stones on preoperative ERCP undergoing
an interval LC.

P327
THE ROUTINE USE OF LAPAROSCOPIC ULTRASOUND
DECREASES BILE DUCT INJURY, James O Johnson MD,
Daniel J Deziel MD,Nathaniel J Soper MD,Eren Berber
MD,Allan Siperstein MD,Anand Patel,Kirpal Singh
MD,Masaki Hata MD,Maurice E Arregui MD,Junji Machi MD,
St. Vincent Hospital and Health Systems, Indianapolis, IN,
USA; Rush University Medical Center, Chicago,IL, USA;
Northwestern Univerisity, Chicago,IL, USA; The Cleveland
Clinic, Cleveland, OH,USA; The University of Hawaii,
Honolulu,HI, USA
Objective: Laparoscopic ultrasound (LUS) has been used to
diagnose bile duct (BD) stones and delineate anatomy dur-
ing laparoscopic cholecystectomy (LC) for over 10 years.
LUS as a modality to prevent BD injury has not been report-
ed in a large series. This study proposes to determine the
effect of LUS on preventing BD injury.
Methods: A multi (five)-institutional, retrospective study was
performed by reviewing charts, operative notes and LUS
imaging by surgeons experienced with LUS.

Results: 1312 patients had LC in which LUS was routine.
The ratio of acute to chronic cholecystitis was 1:4. In 28 (2%)
patients, LUS was unsuccessful to do a complete evaluation
due to technical difficulties and intraoperative cholan-
giogram was used; its use also varied depending on insti-
tutes (average 37%), mostly for resident training. LUS was
considered remarkably valuable to safely complete LC,
avoiding conversion to open, in 59 patients (6%). For screen-
ing of BD stones (positive in 141 patients, 11%), LUS had a
false positive rate of 0.1% and a false negative rate of 0.3%.
There were 3 (0.2%) retained stones. 3 (0.2%) minor bile
leaks secondary to Type A liver bed injury occurred; howev-
er, there were no other BD injuries or LUS adverse effects.
Conclusions: The routine use of LUS during LC has obviated
major BD injuries compared to the reported rate (1 out of
200-400 LCs). LUS improves the safety of LC by clarifying
anatomy and reducing bile duct injuries.

P328
MINIMIZING COMPLICATIONS AND CONVERSIONS IN
LAPAROSCOPIC CHOLECYSTECTOMY USING A SYSTEMAT-
IC DISSECTION ALGORITHM AND LAPAROSCOPIC BILIARY
ULTRASOUND, J M Pfluke MD,S P Bowers MD, The
University of Texas Health Sciences Center, San Antonio
Background: Laparoscopic Cholecystectomy (LC) is per-
formed by an astonishing variety of techniques, yet the fre-
quency of biliary injury remains high, and up to 25% of
urgent cholecystectomies are performed by open approach.
Laparoscopic biliary intraoperative ultrasound (IOUS) allows
for identification of biliary anatomy before division of or
damage to any structure, but is underutilized. The authors
report use of a systematic dissection algorithm for laparo-
scopic cholecystectomy, aided by routine IOUS.
Methods: A retrospective review was performed of all
patients who underwent cholecystectomy by a single sur-
geon at a single academic institution between January 2005
and May 2007. Of the 65 patients, 43 (66%) had an urgent
operation and 20 (31%) were male. IOUS was used in 50
patients. Mean age was 37.4 years and median ASA class II.
All patients underwent laparoscopic approach.
Results: A surgical resident was primary surgeon on all
cases. Mean operative time was 89 minutes (range 45 to
196). The dissection algorithm consisted of first fully releas-
ing the peritoneal attachments of the gallbladder, followed
by assessment of the complexity of cystic duct dissection. In
increasing complexity, the following dissection techniques
were then applied: direct critical view (77%), infundibulum
down approach (6%), fundus down approach (6%), or open
infundibulum approach (11%). IOUS was utilized in 50
patients, 64% of whom underwent operation for an acute
condition. Complete biliary anatomy was visualized in 48/50
patients (96%). IOUS identified significant biliary abnormali-
ties, altering the operative approach in 20 patients (40%).
These abnormalities included presence of a short cystic duct
(<1 cm) (n=6), common bile duct (CBD) stones (n=4), aber-
rant cystic duct anatomy (n=5), or aberrant vascular anato-
my (n=8). All patients with CBD stones were treated by
laparoscopic stone clearance or retrieval. No bile leak or bil-
iary injury occurred, there were no conversions to open
operation, and no patient underwent subsequent biliary
intervention.
Conclusion: A systematic dissection algorithm in laparo-
scopic cholecystectomy aided by routine IOUS allows for
detection of anatomic abnormalities and avoidance of intra-
operative complications.

P329
CONSERVATIVE TREATMENT FOR ACUTE CHOLECYSTITIS:
PREDICTORS OF FAILURE, Orly Barak MD,Ram Elazari MD,
Gidon Almogy MD, Hadassah University Hospital
Objective: To identify risk factors for failure of conservative
treatment for acute cholecystitis and thus identify earlier
patients who will require percutaneous drainage.
Summary Background: Current treatment options for acute
calculus cholecystitis include either early cholecystectomy,
or conservative treatment consisting of intra-venous antibi-
otics and an interval cholecystectomy several weeks later.
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Percutaneous drainage of the gallbladder is reserved for
patients who have failed conservative therapy or as a sal-
vage procedure for high-risk patients.
Methods: Data on consecutive patients admitted with the
diagnosis of acute cholecystitis was prospectively collected
from January 01, 2005, through Jun, 31, 2006. Demographic,
clinical, laboratory and imaging results were prospectively
collected. Admission parameters, and then parameters at 24
and 48 hours, were compared between patients who were
successfully treated conservatively and those who required
percutaneous cholecystostomy (PC). Logistic regression sta-
tistical analysis was performed to identify predictors for fail-
ure of conservative treatment.
Results: The study population consisted of 103 patients (59
females, 57.3%) with a median age of 60 (range 18-97) who
were treated for acute calculus cholecystitis during the
study period. Twenty-seven patients (26.2%) required percu-
taneous drainage. Length of symptoms, gender and the
degree of abdominal tenderness were not different between
the groups. On univariate analysis, age >70 years, diabetes
mellitus, elevated white blood cell count (WBC)upon admis-
sion, admission tachycardia and sonographic findings of a
distended gallbladder were found to be significantly more
common in the PC group then in the conservative group
(p<0.001). Tachycardia and elevated WBC were significantly
higher in the PC group throughout the initial 48 hours. On
multivariate analysis, age >70, diabetes mellitus, tachycar-
dia, and a distended gallbladder were found to be predictors
for the need for early cholecystostomy upon admission
(p<0.001). Age >70 and WBC>15000 were predictors for fail-
ure of conservative treatment after 24 and 48 hours
(p<0.001).
Conclusions: The majority of patients suffering from acute
cholecystitis can be successfully treated conservatively.
Diabetes, age above 70, and a distended gallbladder are pre-
dictors for failure of conservative treatment and such
patients should be considered for early cholecystostomy.
Persistently elevated WBC (>15000) is a marker for refracto-
ry disease and should play a more crucial role in the clinical
follow-up and decision-making process of patients with
acute cholecystitis.

P330
LAPAROSCOPIC FENESTRATION OF LIVER CYSTS IN
PATIENTS WITH POLYCYSTIC LIVER DISEASE RESULTS IN
SYPTOMATIC IMPROVEMENT AND VOLUME REDUCTION.,
Jelle P Ruurda MD,Richard A Fortunato DO,Miranda F Ernst
MD,James T McCormick DO,Loes van Keimpema MD,Joost
P.H. Drenth MD,Hendrikus J.A.A. van Geffen MD, Jeroen
Bosch Hospital, the Netherlands; Radboud University
Medical Center, the Netherlands; Temple University School
of Medicine at the Western Pennsylvania Hospital,
Pittsburgh, PA, USA
Introduction: Patients with polycystic liver disease (PCLD)
may develop symptoms due to increased liver volume.
Laparoscopic liver cyst fenestration is a technique used to
reduce liver volume and relieve symptoms. This study was
performed to evaluate the safety and efficacy of laparoscop-
ic liver cyst fenestration in patients with PCLD.
Patients & Methods: We performed a prospective observa-
tional trial enrolling all patients undergoing laparoscopic
liver cyst fenestration for symptomatic PCLD at two major
tertiary referral centers between August, 2005 and April,
2007. Liver volumes were measured with pre- and postoper-
ative CT scans, operative and hospital outcomes were
recorded, and all patients completed an externally validated
symptom-based questionnaire 4 weeks before and after sur-
gery.
Results: Twelve patients, all female, median age 45 (35-58)
years were included. Laparoscopic liver cyst fenestration
was technically successful in all 12 patients; there were no
intraoperative complications or conversions to open. Three
patients experienced postoperative complications including
biliary leakage, inferior vena cava obstruction, and sepsis.
All were successfully treated with medical management.
Median procedural time was 123.5 (50-318) minutes and the

median hospitalization was 3.5 (1-8) days. Median preopera-
tive liver volume was 4854 (1606-8201) ml and decreased to
4153 (1556-8232) ml postoperatively, resulting in a median
liver volume reduction of 12.5% (+9.5% to -24.7%). With a
median follow-up time of 352 days (150-738 days), there
were no symptom relapses or deaths. All patients reported
an overall decrease of symptoms with statistically signifi-
cant decreases in abdominal distension (p=0.01) and post-
prandial fullness (p=0.02). Three of ten patients reported
complete relief from pain.
Conclusion: Laparoscopic fenestration of liver cysts in
patients with polycystic liver disease is technically feasible
and appears to be safe. Patients undergoing this procedure
report meaningful symptomatic relief from abdominal dis-
tension and postprandial fullness. Future prospective trials
are needed to further validate our results.

P331
TOTAL LAPAROSCOPIC RESECTION OF PANCREATIC
GLUCAGONOMA- CASE REPORT., V Kohli MD,Y Huang
MD,SF Li MD,N Jabbour MD,A Sebastian MD,H Wright
MD,B Alasad MD, Division of Hepatobiliary Surgery and
Abdominal Transplantation, Nazih Zudhi Transplant Institute,
Integris Baptist Hospital, & Central Oklahoma Cancer Center,
Integris Southwest Medical Center Oklahoma City OK.
Tumors of the body or tail of the pancreas are uncommon. A
large number of these lesions when they present may not
be resectable. More recently, laparoscopic distal pancreatec-
tomy and splenectomy has been performed using a hand
assisted and less commonly a total laparoscopic resection.
We report a total laparoscopic resection of a glucaganoma
arising in the tail of the pancreas. Our patient is a 72 yr male
of South East Asian origin, presenting with recent onset
type 2 diabetes and post prandial discomfort. Further evalu-
ation on CT scan revealed a solid mass in the pancreas in
the tail close to the spleen. Serum Glucagon levels were
noted to be elevated to 650pg/ml. Initial needle biopsy was
obtained that revealed findings consistent with
glucaganoma.

Laparoscopic evaluation of the abdomen was performed.
Thereafter, the gastro-colic omentum and the short gastric
veins were divided using a harmonic scalpel. Subsequently,
the spleen and the terminal part of the pancreas were mobi-
lized. Laparoscopic ultrasonography of the pancreas was
performed and the site of resection determined. The pan-
creas was divided using staples. The specimen was
removed after placing it in a large basket and retrieved by
enlarging the umbilical incision. A drain was left in the pan-
creatic bed. Patient was discharged on the fifth day after
surgery. Postoperative glucagons levels returned to normal.

P332
LAPAROSCOPIC TREATMENT OF A PERFORATED HYDATIC
CYST, Sait Bakir MD, Istanbul FSM Educ.& Research
Hospital
Echinococcosis is a zoonosis transmitted by dogs and acci-
dentally affects man. Worldwide, Echinococcus granulosus
occurs most frequently. This relatively benign parasitic dis-
ease is characterised by slowly growing cysts, most com-
monly in the liver, less frequently in lungs and rarely else-
where in the body. Seeding of cyst content into the peri-
toneal cavity is a serious secondary complication of cyst
rupture. The complex of parasitic cyst with fibrous capsule
is called Echinococcus cyst or hydatid cyst. The ruptured
cysts can cause anaphylactic reaction, abdominal pain and
implantation of the new cyst material. Intraperitoneal rup-
ture of hydatid cyst results in dissemination of hydatid fluid,
broad capsules, and scolices into the peritoneum, leading to
a transient peritoneal irritation of varying severity. Viable
protoscoleces may develop into new hydatid cysts causing
substantial morbidity in the future. The reproductive ele-
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ments usually initiate the formation of new cysts in the peri-
toneal cavity.1
We present herein a case of spontan perforated hepatic
hydatid cyst that operated laparoscopically.
CASE
A 65 years old woman with nonspesific symptoms admitted
to the ?nternal medicine department.
Physical examination revealed an epigastric mass.
Ultrasonography demonstrated a 18x14x11 cm cyst in the
left lobe of the liver. CT demostrated the same cyst with the
signs of hydatic cyst

P333
LAPAROSCOPIC LIVER RESECTION WITH PRIOR VASCULAR
CONTROL, Ibrahim DAGHER MD,H TRANCHART MD,P
LAINAS MD,A CARLONI MD,G Di GIURO MD,D FRANCO
MD, Antoine Beclere Hospital, APHP; Paris-Sud University
INTRODUCTION: The magnification of laparoscopy allows a
very precise dissection of the portal pedicles. The aim of
this study was to evaluate the effect of prior vascular control
(PVC) on parenchymal dissection in 105 consecutive patients
undergoing laparoscopic liver resections.
METHODS: Between 1999 and 2006 we have performed 105
laparoscopic liver resections. Portal vessels and the hepatic
vein were controlled and divided before parenchymal tran-
section, only in formal anatomic resections. Operative dura-
tion, blood loss, conversion rates and postoperative compli-
cations were compared with patients undergoing laparo-
scopic non anatomic resections without PVC.
RESULTS: We studied 49 laparoscopic liver resections with
PVC and 56 without PVC. There were 25 major resections
(>3 segments) in the PVC group and only 3 in the group
without PVC. There was no difference in operative time
between the two groups (244 ± 113 in the PVC group vs. 218
± 119 minutes without PVC, p=ns). Seven patients under-
went conversion, only one in the group with PVC and 6 in
the group without PVC. Blood loss and transfusion rate were
lower in the group with PVC (201 vs. 543 ml, p<0.01; transfu-
sion: 2 vs. 14%, p=0.03). Morbidity, specific and general, was
not significantly different between the two groups (4.3% and
11.4% in the PVC and non-PVC group, respectively).
CONCLUSION: In our experience, blood loss, transfusion
rates, and conversion rates were much lower in the laparo-
scopic liver resections with PVC despite the higher percent-
age of major resections in this group. In laparoscopic sur-
gery, liver resection appears to be safer when PVC is
obtained.

P334
COMPARISON OF LAPAROSCOPIC VERSUS OPEN LIVER
RESECTION: A CASE-CONTROLLED STUDY, Michael
Tsinberg MD,Conrad H Simpfendorfer MD,Matthew R Walsh
MD,David Vogt MD,John Fung MD,Eren Berber MD, The
Cleveland Clinic
Background: Although there is data in the literature about
the safety and efficacy of laparoscopic liver resections, there
are not many studies comparing laparoscopic versus open
approaches in a case-matched design. The purpose of this
study is to compare the perioperative outcome of laparo-
scopic versus open liver resections from a single institution.
Methods: Twenty-two patients underwent laparoscopic liver
resection between April 1997 and August 2007, with 16 of
these treated within a prospective laparoscopic program
started in April 2006. This group of patients was compared
to 22 consecutive patients undergoing open resection who
were matched by size of the lesion (5cm or less for malig-
nant and 8 cm or less for benign), anatomical location (seg-
ments 2, 3, 4b, 5, 6), and type of resection (wedge resection,
segmentectomy, partial liver resection). Data was obtained
from medical records as well as from a prospective data-
base. Statistical analysis was performed using t-test and Chi
square. All data are expressed as mean +/- SEM.

Results: The mean age in the laparoscopic group was 54.9
+/- 3.5 years vs 63.6 +/- 2.7 years in the open group (p=0.97).
There was no difference between the groups regarding gen-
der. There were more patients with malignant lesions in the
open group (68%) versus the laparoscopic group (32%)
(p=0.01). Seven patients underwent partial, 1 patient seg-
mental and 14 patients wedge liver resection in the laparo-
scopic group versus 8 patients who underwent partial, 8
patients segmental and 6 patients wedge liver resection in
the open group (p=NS). The mean tumor size was 4.7 +/-0.6
cm in the laparoscopic group versus 4.2+/-0.3 cm in the
open group (p=0.25). Seven (32%) out of 22 cases in the
laparoscopic group were hand-assisted. Inflow occlusion
was used in 1 case (5%) in the laparoscopic group versus 9
(41%) in the open group. The mean operating time was
164.6+/-13.0 min for the laparoscopic group and 129.9+/-9.5
min for the open group (p=0.02). The mean estimated blood
loss during the procedure was 120.0+/-42.3 cc for the laparo-
scopic group and 263.0+/-41.3 cc for the open group
(p=0.02). The mean weight of the resection specimen was
106.9+/-19.8 g for the laparoscopic group and 132.8+/-21.9 g
for the open group (p=0.4). Surgical margin was less than 5
mm in 57% of the malignant tumors in the laparoscopic
group and in 33% in the open group. The mean hospital
stay was 3.7+/-0.4 days for the laparoscopic group and 6.0+/-
0.4 days for the open group (p<0.0001). The incidence of
postoperative complications was 18% in both groups.
Conclusion: This study shows that with a longer operative
time, the laparoscopic approach offers advantages regard-
ing less blood loss and shorter hospital stay despite the
learning curve, compared to the open approach for minor
liver resections.

P335
LAPAROSCOPIC VERSUS OPEN LEFT LATERAL LIVER SEC-
TIONECTOMY: A COMPARATIVE STUDY, Ibrahim DAGHER
MD,P BERVEILLER MD,R BALZAROTTI MD,G Di GIURO
MD,H AGOSTINI MD,D FRANCO MD, Antoine Beclere
Hospital, APHP; Paris-Sud University
Background: Although the feasibility of laparoscopic liver
resections has been demonstrated, a very few studies com-
paring the laparoscopic approach to open surgery have
been published. The left lateral sectionectomy (resection of
segments II and III) was the first formal liver resection per-
formed by laparoscopy. We developed a laparoscopic proce-
dure very similar to open surgery, with an initial control of
vascular inflow and outflow. The portal pedicles of seg-
ments II and III are dissected and divided separately, and the
left hepatic vein is controlled before parenchymal transec-
tion. This study aimed to compare laparoscopic (LLS) to
open left lateral sectionectomy (OLS) performed with the
same standardized technique.
Methods: From 1999 to 2006, 40 consecutive patients who
underwent LLS were compared with 66 patients with OLS
from our liver resection database. The two groups were well
matched for age (LLS, 59±12; OLS, 61±9 years, p=0.44), gen-
der, American Society of Anesthesiology (ASA) class, type
and size of the tumor, and presence of underlying liver dis-
ease (cirrhosis: LLS, 24%; OLS, 26%). Chisquare or T-Test
were used to compare the 2 groups (respectively Fisher
exact test and Mann-Whitney U test when the validity condi-
tions were not verified).
Results: 106 patients were analyzed: 40 in LLS and 66 in
OLS group. No conversion to open surgery was needed in
the LLS group. Pringle maneuver was used in 6 patients in
OLS group and was never needed in LLS group. The opera-
tive time was shorter in LLSgroup (209 vs. 265 min; p=0.05).
The blood loss and transfusion rates were lower during
laparoscopy (102 vs. 433 ml, p=0.0001; transfusion: 0% vs.
9%, p=0.08). There was no statistically significant difference
in postoperative complications; Nevertheless a trend was
observed for pulmonary complications (LLS, 0%; OLS, 9%;
p=0.08). The mean hospital stay was shorter for LLS patients
(4.7 vs. 8.5 days; p=0.03).
Conclusion: The laparoscopic approach for left lateral sec-
tionectomy was associated with shorter operative time,
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decreased blood loss, absence of specific complications and
a shorter hospital stay. A statistical trend was also observed
for lower pulmonary complications. Laparoscopy could be
recommended for left lateral sectionectomy and should be
considered as a routine approach to centers that have expe-
rience in laparoscopic liver surgery.

P336
THE EFFICACY OF LAPAROSCOPIC RADIOFREQUENCY
ABLATION (LAP- RFA) FOR SMALL HEPATOCELLULAR CAR-
CINOMAS, Fumiki Kushihata MD,Masahide Hatano MD,Jota
Watanabe MD,Shigehiko Yagi MD,Kazuo Honda,Nobuaki
Kobayashi MD, Dept. of Organ Regulatory Surgery, Ehime
Univ. School of Medicine
PURPOSE: To assess the effectiveness of laparoscopic radio
frequency ablation therapy (Lap-RFA) for small hepatocellu-
lar carcinomas (HCCs) located beneath the diaphragm or on
the surface of the liver. MATERIALS AND METHODS: Lap-
RFA indication was as follows; smaller than 3cm in a diame-
ter and less than three in the number, no vascular invasion,
general condition available for general anesthesia. A precise
preoperative evaluation of the tumor by multi detector CT,
which enables us to easy access to three-dimensional analy-
sis, was inevitable. Under general anesthesia at supine posi-
tion (if the tumor is located in the posterior segment, lateral
position is preferable), two ports were inserted in epigastria
and umbilical portion. Intraoperative echogram was carried
out to clarify the tumor size and precise localization.
Through 2 mm port ablation under echogram guidance was
carried out carefully. RESULTS: Thirty cases were carried out
with no mortality. The operation time was 95 minutes. The
postoperative hospitalization period was 10 days. Morbidity
was one pneumothorax and one port site burn. Local recur-
rence rate was 3.3 per cent and overall survival (1-year:
97%; 3-year: 75%). CONCLUSION: Lap-RFA is not too inva-
sive and has equivalent effectiveness for the treatment of
small HCCs in which percutaneous RFA is difficult.

P337
INJURY TO THE ACCESSORY DUCT OF LUSCHKA REQUIR-
ING EMERGENT LAPROTOMY. A RARE COMPLICATION
FOLLOWING LAPAROSCOPIC CHOLECYSTECTOMY.,
Constantinos Constantinou MD,John Widger MD,
Bloomsburg Hospital, Gesinger Medical Center
Introduction: Laparoscopic cholecystectomy (LC) has
become the mainstay for treatment of gallbladder disease.
Although biliary injuries are well described in LC, these are
mainly associated with common bile duct injuries. There are
scant reports related to complications involving the accesso-
ry ducts of Luschka (ADL).
Case presentations: We present three patients that present-
ed with persistent abdominal pain following their discharge
after uneventful LC. Symptoms rapidly progressed to peri-
tonitis requiring emergent laparotomy. Bile leakage from
ADL was identified in all three patients and was successfully
ligated. Two of the patients had an uneventful post-opera-
tive course. The third patient’s clinical condition continued
to deteriorate following the second operation. He remained
septic requiring admission to the Intensive Care Unit and
eventually succumbed to his disease.
Conclusion: Injury to the ADL is a rarely described complica-
tion following LC. It can present with diverse symptomatol-
ogy and different modalities have been described for its
diagnosis. However, in the presence of peritoneal signs
emergent re-exploration is required to prevent its devastat-
ing sequelae.

P338
NONINVASIVE METHOD OF ACUTE PANCREATITIS TREAT-
MENT USING ROENTGENENDOVASCULAR PROCEDURE,
Demidov M Vladimir M. PhD,Torbinsky M Anatoly M.
PhD,*Ligonenko M Alexei V. PhD,Demidov M Sergey M.
PhD, Odessa State Medical University, Ukraine; *Poltava
State Stomatological Academy, Ukraine
Acute pancreatitis (AP) is one of the important problem of
the urgent surgery, often registrated in surgical patients.

The today’s situation occurs in treatment of patients with AP
seemes to be far from satisfactory. One of the main problem
of the contemporary surgery is to perform out the new ways
of how to treat AP alone and its complications.
Roentgenendovascular surgery (RevS) represents the new
effective method in diagnostical and curing procedures in
patients with AP. So, the main issue of the present work is
to present RevS treating efficacy in patients with AP.
Clinical observations were performed during the last 6 years
in 107 patients with AP in surgical departments of the
Odessa Municipal Hospitals N2 and N10. 85 of them had the
slight expression of the pathological process or only its ini-
tial stage - oedematic AP. The rest of the patients were treat-
ed traditionally.
The efficacy of the sequentially performed RevS diagnostics
and treatment was proved by pain syndrome disappearance
in 28 of 31 patients with AP; pain intensity decreasing was
observed in other patients. Toxic tests indices and C-reactive
protein data diminished as a result of the performed miniin-
vazive treatment of AP patients. The pancreatic gland (PG)
ultrasound investigation after RevS treatment is character-
ized by echo-signal lower intensity together with PG
parenchyma nonmassive structure in imaging.
The data obtained showed a possibility of the quickest (dur-
ing 3 days), qualified and effective treatment of the patients
with acute inflammatory destruction of the PG parenchyma.
The efficacy of treatment was proved by the pancreatic
enzymes plasma content dynamic as well as by clinical con-
ditions and data of the PG ultrasound investigation of
patients with AP normalization.
Our data are in favour of the great efficacy of the RevS
method of patients with AP treatment. The following fea-
tures are very important in the method that we used: a) the
possibility of the nontraumatized way of treatment of
patients with AP that is perspective from the prognostic
point of view; b) RevS method of curing resulted in the pain
syndrome reduction, plasma biochemical and pancreatic
parenchyma morphological changes were quickly and effec-
tively normalized; c) we use sandostatin two-fold lower dose
compared with its dose in case of compound intrabursal
administration; d) very important is to use the direct com-
pound injection into the destructed part of the PG that
allows to reach the effective and quickest results of treat-
ment.

HERNIA SURGERY
P339
CT MAPPING OF ANTERIOR ABDOMINAL WALL DEFECTS.,
Alan A Saber MD,Arun J Rao MD,Edward A Itawi
MD,Mohamed H Elgamal MD,Michael J Jennewein
MD,Ruvie L Martinez MS, Michigan State University /
Kalamazoo Center for Medical Studies
INTRODUCTION: Ventral hernia is a challenging surgical
problem. Occult ventral hernia defects contribute to the rela-
tively high recurrence rate after open surgical repair.
METHODS: 44 patients underwent comprehensive physical
examination, CT scan, and laparoscopy for ventral hernia.
Hernia defects were mapped using all three methods and
the results were compared. Descriptive statistics were used
to analyze the difference between the three methods.
RESULTS: There are statistically significant difference
between the number of defects found on physical examina-
tion and that found by ct scan or laparoscopic examination
(p-value=0.0057 and 0.019 respectively). Physical examina-
tion was the least accurate method missing about 30% of
the actual defects. CT scan and laparoscopy are similarly
accurate with CT scan being better in finding distant defects
while laparoscopy was more accurate in finding near
defects.
CONCLUSION: In patients with ventral hernia, depending on
physical examination alone may be misleading and can be
associated with high recurrence rate. CT scan should be
considered prior to surgical repair to ensure that all abdomi-
nal wall defects are found and correctly managed.
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P340
PARASTOMAL HERNIA: A MODIFICATION OF A LAPARO-
SCOPIC TECHNIQUE, Gintaras Antanavicius MD,Patricio E
Donnelly MD,Pavlos K Papasavas MD,Philip F Caushaj MD,
The Western Pennsylvania Hospital
Background: Parastomal hernia is a common complication
of stoma formation that has been reported in more than
50% of patients on long-term follow up. Multiple techniques
have been described, but there is an absence of a consen-
sus on the most advantageous method to repair parastomal
hernia.
We propose a modification of a laparoscopic technique,
which combines tissue repair, and mesh repair.
Methods: Since March 2005 we have started this new tech-
nique of laparoscopic repair of parastomal hernia.
Operative Technique:
After establishing pneumoperitoneum, three ports are locat-
ed at the opposite side of the parastomal hernia. Four steps
are important in this technique:
1- Reduction of hernia content and dissection of the hernia
sac.
2- Suturing of the area around the stoma, including subcuta-
neous tissue, to the fascia.
3- Closure of the gap in the fascia with nonabsorbable
stitches .
4- Reinforcement of the defect with a preformed hernia
patch using tacks around the circumference of the mesh and
transfascial stitches.
Result: From March 2005 to December 2006 three patients
underwent laparoscopic repair of parastomal hernia using
this technique. Two patients had a previous APR due to rec-
tal cancer and the other patient had a proctocolectomy due
to ulcerative colitis.
There were no conversions to open surgery and no intraop-
erative or postoperative complications. The follow up was 4,
7 and 11 months respectively and all patients are asympto-
matic and without recurrence.
Conclusion: We describe a modified laparoscopic parastom-
al hernia repair technique. In addition to reducing and dis-
secting the hernia sac, we reduce the space by suturing the
area around the stoma to the fascia, leading to a scar similar
to the umbilicus with the purpose of reducing the incidence
of seroma and decreasing the incidence of recurrence. We
also repair stoma opening with stitches, reinforcing this tis-
sue with a mesh.

P341
FIBRIN SEALANT (TISSUCOL) ENHANCES TISSUE INTE-
GRATION OF CPTFE MESHES AND REDUCES EARLY ADHE-
SION FORMATION IN EXPERIMENTAL IPOM REPAIR, A H
Petter-Puchner BA,N Walder BA,R H Fortelny BA, LBI for
Traumatology, Vienna; II.Department of Surgery,
Wilhelminenspital, Vienna
Background: The laparoscopic intraabdominal peritoneal
onlay mesh repair (IPOM) is a common technique for the
reinforcement of multiple ventral hernias or defined defects
after laparotomies. However, the placement of synthetic
meshes in the intraabdominal cavity can be associated with
severe complications. Adhesions frequently originate from
the implant and protruding parts of fixation devices, pre-
senting a serious clinical problem with potentially detrimen-
tal consequences. This study was designed to assess the
impact of fibrin sealing with Tissucol® (FS; Baxter, Vienna,
Austria) on adhesion formation to cPTFE (condensed polyte-
trafluoroethylene) meshes (Motif®Meshes, MM, Proxy
Biomedical, Ireland) as well as on tissue integration of these
implants in experimental IPOM repair in rats. It was tested if
FS application allowed the reduction of sutures for mesh fix-
ation without increasing the risk of mesh dislocation.
Materials and methods 16 rats were assigned to the implan-
tation of MM with 4 non resorbable sutures (Synthofil,
Ethicon, Germany) with additional fibrin coating with 0.2 ml
of FS or to MM fixation with 6 non resorbable sutures with-
out FS (n=8 per group). MM with 2cm in diameter were
implanted in open IPOM by a laparatomy. The observation
period of 17 days ensured assessment of adhesions after

the full degradation of FS. Adhesions were rated with the
score suggested by Vandendael. Histology was performed.
Results All 8 MMs without FS sealing elicited severe (grade
III) adhesions, whereas fibrin sealed MM were rated mild in
1, moderate in 5 and severe in 2 cases. The superior finding
in the FS group was statistically significant. Impaired inte-
gration of sutured-only MM was observed in 4 cases, where-
as all FS sealed MM were well integrated. Conclusions FS
improves the tissue integration, reduces early adhesion for-
mation to cPTFE implants and allows reduction of perforat-
ing fixation devices in experimental IPOM repair.
Key words: IPOM; Fibrin Sealant; Tissue integration; cPTFE

P342
HUMAN FIBRIN SEALANT (TISSEEL) FOR HIATAL MESH
FIXATION IN AN EXPERIMENTAL MODEL IN PIGS, René H
Fortelny MD,Alexander H Petter Puchner MD,W Öhlinger
MD,K S Glaser MD,H Redl PhD, Ludwig Boltzmann Institute
for Traumatology, Cluster for Tissue Regeneration and
Research Center for Traumatology of AUVA, Vienna, Austria
II. Department of Surgery, Wilhelminenspital, Vienna,
Austria
Introduction The fixation of hiatal meshes with perforating
devices, such as tacks or sutures, can be associated with
potentially life threatening complications1. Fibrin sealant
(FS, Tissucol, Baxter Biosciences, Vienna, Austria) is suc-
cessfully used for atraumatic mesh fixation in inguinal and
incisional hernia repair2,3. The rationale of this study was to
test the potential of FS fixation of hiatal meshes in pigs.
Methods In general anaesthesia, 6 domestic pigs were sub-
jected to laparotomy and designated meshes (Ti-Sure, GfE,
Nuremberg, Germany) were implanted at the hiatus. The
titanized polypropelene material was found to be favorable
in combination with FS4 in a previous study. The key hole of
the TS was placed around the esophageus at the gastroe-
sophageal junction. 1 milliliter of FS was applied with the
Easy Spray® system (Baxter Biosciences, Vienna, Austria)
for circular and three dimensional mesh fixation onto the
diaphragm. Animals were sacrificed after 4 weeks, meshes
were explanted after macroscopical assessment of the cor-
rect position and tissue integration. Histology was per-
formed. Results All meshes showed excellent integration
and no sign of dislocation or perforation into the neighbour-
ing organs. Histology confirmed these macroscopical find-
ings. Conclusion FS provides a safe and effective alternative
to perforating fixation devices in an animal model of hiatal
mesh repair. Literature
1) Kemppainen et al., SurgEnd 2000
2) Lovisetto et al., AnnSurg 2007
3) Olmi et al., SurgEnd 2006
4) Petter-Puchner et al., Hernia 2005

P343
MINIMALLY TRAUMATIC SUTURE TRANSFIXATION CAN
DECREASE SUTURE SITE PAIN (SSP) AND INFLAMMATION
(SSI) IN LAPAROSCOPIC VENTRAL HERNIA REPAIR (LVHR) -
A RANDOMIZED CONTROLLED STUDY., Brij B Agarwal
MD,Krishan C Mahajan MD, Sir Ganga Ram Hospital , India.
Objectives of study :
SSP and SSI have been attributed to tying of sutures & trau-
ma due to suture passer. Aim of this study was to evaluate
the benefit of passing transfixating sutures with the help of
disposable thin Spinal Needles versus reusable Suture
Passes which is much thicker & gets blunted with repeatd
use.
Methods and procedures :
25 consecutive uncomplicated ventral hernias included for
LVHR done using fascial closure of defect (as earlier report-
ed by us) & transfixation of generously overlapping dual
mesh (ePTFE). A uniform perioperative protocol was fol-
lowed. 4 corners of the mesh analogous to 10-2-4-8 O’ clock
positions were randomized for transfixation by either suture
passer (SPT) or spinal needle technique (SNT). Rest of mesh
margin was transfixed with SNT. 2-0 monofilament nylon
suture was used. Follow up records at 3 days (D3), 1 week
(W1), 3 weeks (W3) & 3 months (M3) were kept for SSP
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(visual analog scale) and SSI (tenderness, erythema, indura-
tion, discharge, nodule formation) following the same clock-
face analogy. Patients were blind to suture technique ran-
domization. Procedure was same but for transfixation,
hence SSP and SSI were the end points. Paracetamol was
routine analgesic & NSAID was used on demand only after
paraetamol failed to give relief.
Results :(As shown in the table)

100 mesh corners were randomized into SPT(n=50) &
SNT(n=50) groups.
Analgesic requirement in suture passer group was much
higher &amp; in five cases an abdominal binder was
required. Conclusion :Use of thinner, sharper, atraumatic,
disposable Spinal Needles for transfixation in LVHR offers
significant advantage as compared to thick reusable, rela-
tively lunt Suture Passer both in terms of pain and inflam-
mation.

P344
OUTCOMES OF LAPAROSCOPIC VENTRAL HERNIA REPAIR,
Henry C Chua MD,Jing Jing Chan BS,Wei Keat Cheah
MD,Jimmy So Bok Yan MD, Davide Lomanto PhD, Minimally
Invasive Surgical Centre, Department of Surgery, National
University Hospital, Singapore
INTRODUCTION: The high recurrence rate of conventional
open repair in the treatment of ventral hernias has caused a
paradigm shift in its treatment to the laparoscopic approach.
MATERIALS & METHODS: Our single centre series involves
a retrospective review of 80 consecutive patients who
underwent laparoscopic ventral hernia repair (LVHR) from
2001 to 2006.
RESULTS: The mean age was 55 years with 69 females
accounting for 86% of our patients. Fourteen patients
(17.5%) already underwent previous open repair. Average
hernia size was 67 cm2 and incarcerated hernias were found
in 28 patients (35%). All repairs were performed via
Laparoscopic Intra-Peritoneal Onlay Mesh (LIPOM) repair
using dual sided meshes (Tyco Sofradim Parietex
Composite : 74; WL Gore Dual Mesh: 6) with no conversions
to open. Average operating time was 104 min (range: 35-
310) with a mean hospital stay of 3 days. There were 2
cases of iatrogenic visceral injuries which were all repaired
laparoscopically. Seroma formation was noted in 4 pts (5%),
wound infection in 5 pts (6%), and hematoma formation in 2
(2.5%). Overall complication rate was 23.7%; all of which
were treated conservatively. Average pain score was 3.0/10
at day 1, 2.0/10 at day 2, and 1.8/10 at day 3. There were 4
recurrences (5%) noted after a mean follow-up time of 16 (1-
38) months; 1 of which was a re-recurrence after previous
open repair. Patient satisfaction with the operation was
noted in 79% of patients while 4 patients (5%) were not sat-
isfied or regret the having undergone the operation.
CONCLUSION: Laparoscopic repair is a feasible alternative
to the conventional technique in the treatment of ventral
hernias. It has the advantages of having a short hospital
stay, low major complication rate, less post-op pain, and
low recurrence rate.

P345
ENDOSCOPIC TOTALLY EXTRAPERITONEAL REPAIR FOR
BILATERAL INGUINAL HERNIAS, Henry C Chua MD,Yee
Keow Chiong BS,Jimmy So Bok Yan MD,Wei Keat Cheah
MD, Davide Lomanto PhD, Minimally Invasive Surgical
Centre, Department of Surgery, National University Hospital,
Singapore
INTRODUCTION: The benefits of the laparoscopic approach
in inguinal hernia surgery are most evident when performed
for bilateral cases. A single surgery to address bilateral
pathologies would be practical and cost efficient.
MATERIALS & METHODS: Our single centre series involves
a retrospective review of 74 consecutive patients who
underwent endoscopic totally extraperitoneal (TEP) repair

for bilateral inguinal hernias from 1999 to 2006.
RESULTS: The mean age was 55 years (range 21-86) with
males comprising 98.6% of our patients. Laparoscopic
repairs were carried out using a flat mesh with an anchoring
device in 77% of patients while a multi-fibre polyester
anatomic mesh without anchoring was utilized in 23% of
cases. On the left, 94.6% of hernias (n=70) were primary
while only 4 recurrent. Indirect hernias on the left were iden-
tified in 40.5% of patients, direct hernias in 44.6%, and pan-
taloon hernias comprised 14.9%. On the right, 69 hernias
were primary while 5 were recurrent. Indirect hernias were
found in 47.3% of patients, direct hernias in 31.1%, and pan-
taloon hernias in 21.6%. The mean operative time was 88.6
minutes (range: 20-205 min). There were no conversions to
open surgery but 2 patients had unilateral recurrences (1 L,
1 R) for a cumulative recurrence rate of 1.45%. Unilateral
groin seroma was identified in 5 patients (9.5%) while unilat-
eral hematoma was described in 2 patients (4%). The mean
inpatient hospital stay was 1.15 days and 17.6% of cases
were performed as outpatient surgery. Mean follow-up time
was 26 months with 87.5% patient satisfaction.
CONCLUSION: In the hands of experts, laparoscopic
approach is widely accepted as a better alternative repair
compared to open surgery in bilateral inguinal hernias. Our
long standing experience, confirm that TEP hernia repair
can be done with a low recurrence rate and high patient sat-
isfaction.

P346
LAPAROSCOPIC TRANSPERITONEAL INCISIONAL LUMBAR
HERNIA REPAIR, Nihat Yavuz MD, Yeliz E Ersoy MD, Oktay
Demirkesen MD, Osman B Tortum MD, Sabri Erguney
MD,Yeliz E Ersoy MD, Istanbul University, Ceerahpasa
Medical Faculty, General Surgery Department & Urology
Department, Istanbul, TURKEY & Vakif Gureba Training and
Research Hospital, II.General Surgery Clinic, Istanbul,
TURKEY
Introduction: Incisional lumbar hernia is an uncommon her-
nia type associated with lumbar incisions for nefrectomy,
aortic aneurysm repair, bone resection on the iliac crest, or
latissimus dorsi myocutaneous flaps. Open surgical proce-
dures have significant postoperative morbidity and patient
dissatisfaction.
Patients and Methods: From May 2003 to August 2005, 7
patients (5 female, 2 male) with lumbar incisional hernias
underwent laparoscopic transperitoneal intraperitoneal
repair. Mean patient age was 48.7 years (range 31-81 years).
6 of the patients were previously operated for renal stone
disease (nefrectomy, n:4 and renal stone extraction, n:2).
One of the patients with chronic renal failure had nefrecto-
my. Abdominal computerized tomography of a patient
revealed colon and left renal in the hernia sac. The others
had omental herniation. With the patient in a full lateral
decubitus position under general anesthesia, pneumoperi-
toneum was established. According to the case 3or 4 trocars
(5 and 10 mm) (one for umbilicus) were inserted. To cover
the hernia defect after exposure, polypropylene and com-
posite meshes were used in five and two patients, respec-
tively. Then prolene sutures and hernia staples were placed
to secure the mesh intraperitoneally.
Results: The technique was successful in all patients and
they tolerated the procedure well. All did well after surgery,
ambulating and eating a regular diet on postoperative day 1.
No postoperative complications such as infection,
hematoma or seroma developed. They were discharged
after a mean time of 8.14 days (range 3-13 days). The
patients returned to normal activities in about 1.57 weeks
(range 1-2 weeks). At a mean follow-up of 30.1 months
(range 13 months to 39 months) neither of them had pain,
mass, or evidence of recurrence and furthermore cosmesis
was excellent.
Conclusion: The laparoscopic approach for incisional lumbar
hernias has significant advantages with good short term
results and decreased morbidity. Some of these advantages
are; reduced postoperative pain and analgesic requirements,
decreased hospital stay, better functional and cosmetic
results, minimal lifestyle intrusion and a quick resumption
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of normal activities. The laparoscopic repair of incisional
lumbar hernias seems to afford all the advantages of mini-
mally invasive surgery and we believe that the laparoscopic
approach may become the treatment of choice for repairing
these kind of difficult hernias.

P347
THE OUTCOME OF LAPAROSCOPIC VENTRAL HERNIA
REPAIR USING INTRAPERITONEAL POLYPROPYLENE
MESH, Fuad Alkhoury MD,Raymond J Ippolito MD,
Department of Surgery, Hospital of Saint Raphael
INTRUDUCTION:
Compared to the open technique, laparoscopic ventral her-
nia repair (LVHR) has lower rates of complications, recur-
rence, greater patient acceptance, and shorter hospital stay.
Although the choice of mesh material is still evolving, con-
cern about the formation of intraperitoneal adhesions to the
viscera has limited the use of polypropylene (PP) for laparo-
scopic ventral hernia repair. The objective of this study is to
investigate the safety and efficacy of PP during LVHR.
METHODS AND PROCEDURES:
Between 2002 and 2006, we performed LVHR in 141 consec-
utive patients (84 male, 57 Female) using intraperitoneal PP.
Three trocars were used and the PP mesh was fixed to the
abdominal wall with two rows of titanium staples overlap-
ping the hernia defect by 3-5 cm. Data concerning the age
and sex of patients, operative time, length of hospital stay,
short and long term complications were collected.
RESULTS:
Of the 141 patients 134 pts (95%) were discharged on the
day of surgery. Mean age was 58.7 years (range, 29-91
years), Mean operative time was 63 minutes (range, 34-124
minutes), and the mean follow-up period was 40 months
(range, 12-68 months). The postoperative complications
included: Wound infection n=4(2.8%), transient partial small
bowel obstruction which resolved in all cases without oper-
ative management n=4(2.8%), port site hernia n=3(2.1%),
and seroma n=1(0.7%). Overall recurrence rate was
n=6(4.2%). There were no conversions to an open proce-
dure.
CONCLUSION:
These outcomes are comparable with the largest LVHR stud-
ies reported and demonstrate that the use of intraperitoneal
PP is safe and effective with no increase in morbidity.

P348
LAPAROSCOPIC INGUINAL HERNIA REPAIR IN CHILDREN
WITH TRANSPERITONEAL DIVISION OF THE HERNIA SAC.,
T R Kroeker MD,S Schmidt RN,A P Pimpalwar MD,
University of Missouri Hospital, Columbia, Missouri
INTRODUCTION: This case series reviews the results of our
new, modified technique for repair of inguinal hernias (IH) in
children.
METHODS: This is a retrospective case series of one sur-
geon during the period of January to August 2007. A total of
32 IH were repaired laparoscopically in 28 patients (5 girls,
23 boys, median age 3 years, range 1 month to 14 years). 22
children had unilateral IH, 5 had bilateral IH, and 1 child had
no IH. One 3 mm incision was made at the umbilicus for a
one-step camera port. Two 2 mm incisions were made on
either side of the umbilicus for working instruments without
ports. The peritoneum of the hernia sac was circumferential-
ly divided around the internal inguinal ring and was dissect-
ed away from the vas deferens and spermatic cord vessels.
The peritoneum was then closed intracorporeally using a 4-
0 vicryl pursestring suture, completing the herniotomy.
RESULTS: Mean operating time for unilateral IH repairs was
46.2 minutes (SD +/- 9.8). Mean operating time for bilateral
IH repairs was 67 minutes (SD +/- 12.8). There were no intra-
operative complications. Two patients (7%) with a preopera-
tive diagnosis of a unilateral IH were found to have bilateral
IH upon laparoscopic exam. Postoperative pain was minimal
to none in 25 patients (93%) up to discharge. All patients
were discharged to home the same day of surgery. All
patients returned to their normal activity within 24 hours.
Follow-up to date is 1-8 months. There were no IH recur-
rences, nor was there any documentation of persistent

hydroceles.
CONCLUSION: Laparoscopic IH repair with circumferential
division of the hernia sac and pursestring closure of the
peritoneum shows good short-term results. The surgical
time is comparable to historical controls in open surgery.
Children tolerate the laparoscopic procedure well, and stud-
ies show the pain to be less than with an open approach.
Other laparoscopic techniques have recurrence rates report-
ed as high as 4.1%. We have no recurrences thus far, but a
longer follow-up will be necessary in order to assess the
longevity of this repair.

P349
LAPAROSCOPIC SUPRAPUBIC HERNIA REPAIR IN THE
OVERWEIGHT POPULATION, Jake A Quick BA,Sharon L
Bachman MD,Bruce J Ramshaw MD, University of Missouri-
Columbia
Background: Laparoscopic suprapubic hernia repair (LSHR)
is technically challenging, requiring difficult, dissection in
the superior pelvis. Obesity creates an added complexity to
the repair itself, and to the complications and recurrences
that may develop.
Methods: We retrospectively reviewed 22 overweight and
obese patients who underwent LSHR by one surgeon
between the years of 2005 to 2007. Patient demographics,
comorbidities, defect size, mesh size, complications and
recurrences were included in the database.
Results: Twenty patients were female and two were male,
with a mean age of 49.5 years and an average BMI of 37.5
(SD±6.65). Patients averaged 4.1 (SD±2.5) previous abdomi-
nal operations, with 55% (n=11) having a previous
Caesarean section. Median defect size was 195 cm2 (Range
24-544 cm2), and median mesh size was 600 cm2 (Range
300-1196 cm2). Median operating time was 147 minutes
(Range 53-379 minutes). Average length of stay was five
days, and average follow-up was 3.5 months (SD±3.9).
Seven (31.8%) complications were noted. These included
enterotomy (n=1) with associated delayed mesh placement,
pain lasting longer than six months (n=2), mesh infection
(n=1), symptomatic seroma (n=1), postoperative renal failure
(n=1), and small bowel obstruction secondary to interstitial
hernia (n=1). Two hernias recurred. One was in a pregnant
patient whose retention devices failed expectedly, and
another who recurred at the lateral portion of the mesh.
Discussion: The complication rate of 32% in these challeng-
ing patients is quite high. We attribute this to multiple fac-
tors. Often, these patients present with numerous previous
operations, which necessitate complex and extensive lysis
of adhesions. Patients with elevated BMI frequently have
comorbidities which complicate the perioperative course as
well as cause intraoperative difficulties with visualization
and mobilization. The technical keys to success are deter-
mined by wide pelvic dissection and adequate mesh overlap
into the pelvis with frequent, secure transabdominal fixation
sutures.
Conclusion: This series of patients with BMI>30 demon-
strates LSHR is safe and effective considering the complexi-
ty of the procedure and the patient population.

P350
“CLINICALLY SIGNIFICANT REASON FOR TAPP OVER
TEP?”, Alex C Nguyen MD,Leigh Montes MD,Brad Snyder
MD,Philip Leggett MD, University of Texas Health Science
Center at Houston, Houston, TX 77030
Introduction:
Would the ability to diagnose unexpected secondary find-
ings be a crucial factor to choose TAPPS over TEPPS’ The
primary surgeon of this abstract incidentally diagnosed a
liver malignancy that prompted this question. Over the
years, debate between the two approaches has been an on-
going issue. Neither surgery has demonstrated definitive
superiority over the other. One potential benefit in TAPPS is
the ability to survey the abdominal cavity.
Method:
Retrospective evaluation of single institutional series of
laparoscopic inguinal hernias performed trans-abdominally
over a 3 year period. The patients’ charts with unexpected
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secondary findings during the TAPPS were further evaluated
and determined the impact in the patients’ medical care or
course.
Results:
From Jan 8, 2003 to Aug 8, 2006, of the 208 patients who
underwent TAPPS, 32 unexpected intra-abdominal findings
15.3%. Adhesions 4.3%, incarcerated bowel 2.9%, incarcerat-
ed omentum 2.9%, and undiagnosed ventral hernias 2.4%.
Remaining 2.8% were of other miscellaneous findings.
Preperitoneal cord lipomas 16.8% were found.
Conclusions:
Adhesions and abdominal wall hernias are important find-
ings, but none of the cases were problematic postoperative-
ly. Although the viability concerns made bowel incarceration
the most significant finding, none required resection.
Overall most common finding were cord lipomas which are
pre-peritoneal and can be found with TEPPS as well.
Although our retrospective review revealed that TAPPS did
diagnose secondary findings, the significance of those find-
ings is debatable.

P351
A MINIMALLY INVASIVE APPROACH TO A “SEATBELT HER-
NIA”, Elyssa Feinberg MD,Rivera Aksim MD,Suttatip
Vechvitvarakul MD, Ajay K Chopra MD, Jacobi Medical
Center, Albert Einstein College of Medicine,Bronx,NY
Introduction: Traumatic abdominal wall hernias are often
the result of improperly worn lap and shoulder seat belts.
Most cases of traumatic lumbar/flank hernias described
have undergone various complex open repairs with variable
success. We present a case of a delayed presentation of a
Para-iliac flank hernia after a high speed motor vehicle acci-
dent that was repaired primarily with a laparoscopic
approach.
Case report: A 37 year old, obese male was brought into a
Level I trauma center after being a restrained driver in a
high speed motor vehicle accident. On physical exam, sig-
nificant findings included posterior spinal tenderness, a
hematoma of the left neck and a large right flank
hematoma. Cat scan of the chest, abdomen and pelvis
revealed a mediastinal hematoma, a splenic hematoma and
blood in the tail of the pancreas. He had an uncomplicated
hospital course and was discharged. Four months after dis-
charge he presented to the clinic complaining of a right
flank mass that caused occasional pain. Cat scan showed a
large hernia with complete separation of abdominal wall
musculature from the iliac crest with cecum and terminal
ileum as contents of the sac. A laparoscopic mesh repair
was carried out with some modification of standard ventral
hernia repair technique. Twenty month after the repair, there
is no recurrence.
Comment: A laparoscopic approach can be successfully
applied with excellent results for post traumatic flank her-
nias.

P352
OBESITY CONTRIBUTES TO RECURRENCE AFTER LAPARO-
SCOPIC INCISIONAL HERNIA REPAIR, S Mueller,G K Kaban
MD, University of Saskatchewan, Department of Surgery
Objective: Obesity is a known risk factor for the develop-
ment of incisional hernias. Despite the widespread use of
prosthetic mesh, recurrence rates for open repair in obesity
remain high. The magnitude of mechanical force exerted on
the abdominal wall in obese individuals may contribute to a
higher than expected recurrent incisional hernia rate.
Laparoscopic ventral hernia repair (LVHR) has been shown
to have a recurrence rate of 5% or less, however it is unclear
whether obesity is a strong contributing factor.
Patients and methods: Review of a prospectively collected
database was performed on all patients undergoing LVHR at a
single tertiary care institution by one surgeon between
August 1, 2004 to May 1, 2007. All individuals presenting for
elective ventral hernia repair during this period were offered
a laparoscopic repair. Non-absorbable prosthetic mesh was
used for repair with mandatory suture and staple transfixion.
Results: A total of 27 consecutive patients underwent
attempted laparoscopic ventral hernia repair. Average age of

all patients was 57, with a male/female ratio of 8/19. The
average weight of patients was 100kg. Average number of
retention sutures used was 9 (4-24) and average mesh size
was 400cm2 (72-2000). Mean operative time was 170 min-
utes and mean length of hospital stay was 3 days.
Recurrence was noted in 5(18%) individuals. Weight of
patients with recurrence (82kg, 92kg, 102kg, 110kg, 112kg).
Previous open hernia repair had been performed in 6
patients (23%). Of the recurrences 2 had previous hernia
repair (40%). Mean length of follow-up was 20 weeks. There
were no mesh infections and no peri-operative deaths.
Conversion occurred in 1 patient following small bowel
injury during laparoscopic dissection. Open repair of the
bowel injury was performed and primary non-mesh hernia
repair completed without subsequent complication.
Conclusion: In this series obesity is associated with a high
recurrence of incisional hernias after laparoscopic repair.
Emphasis may need to be placed on modificiation of the
laparoscopic technique to include wider overlap of fascial
defects with more trans-fascial sutures to attempt to reduce
this occurrence.

P353
OPEN HERNIA REPAIR NECCESSITY IN BASIC SURGICAL
TRAINING, Gautam Tawari MD,Zaid Hirmiz MD,Matthew
Tutton MD, Colchester General Hospital, United Kingdom.
Introduction
With the increasing uptake of laparoscopic hernia repairs,
there could be concern that the availability of this basic
open training procedure will be less for the current cohort of
trainees as consultants and experienced registrars are doing
more hernia repairs laparoscopically. This study aimed to
determine whether there was a reduction in trainee expo-
sure to hernia repairs over a ten year period at a busy dis-
trict general hospital.
Methods
A retrospective study was performed of all patients under-
going inpatient hernia repair by a laparoscopic or open
approach in both 1996 and 2006. Data analysed included:
patient demographics, grade of supervising surgeon and
duration of inpatient stay.
Results
The mean ages of patients undergoing hernia repairs were
65.5 +/- 1.7 (mean +/- SE) in 1996 and 60.0 +/- 2.0 in 2006. A
total of 172 inpatient hernia repairs were performed in 1996
(26 laparoscopic) compared to a 100 inpatient hernia repairs
in 2006 (29 laparoscopic). There was no significant differ-
ence in in-patient admission between the 1996 and 2006 (3.6
+/- 0.3 days (mean+/-SE) vs 3.4 +/- 0.4 days; n.s Mann
Whitney U-test). The ratio of hernia repairs performed by
consultants increased from 23% to 40% from1996 to 2006 in
line with the increasing ratio of laparoscopic repairs
(p<0.0001; Fishers exact test). Consultants were also signifi-
cantly more likely to perform the laparoscopic repairs com-
pared to open hernia repairs (1996 consultants 59% of
laparoscopic repairs and 2006 76%; p<0.0001 Fisher’s exact
test).
Conclusion
An increasing proportion of inpatient hernia repairs were
performed laparoscopically, although this did not result in a
shorter hospital stay, which possibly reflects the commor-
bidities of inpatients. However, a higher proportion of
laparoscopic hernia repairs are performed by consultants
potentially reducing the availability of a basic training
resource for basic surgical trainees.

MINIMALLY INVASIVE OTHER
P354
THE EXTRAPERITONEAL LAPAROSCOPIC TRAM FLAP
DELAY PROCEDURE: AN ALTERNATIVE APPROACH, K M
Cavaness DO,P Yenumula MD,E Lanigan MD,B Mosher
MD,Y Teh MD,E Kang MD, Michigan State University
Department of Surgery
Introduction: The transverse rectus abdominis musculocuta-
neous (TRAM) flap has become the standard and most pop-
ular method for autogenous breast reconstruction. Ligation
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of the deep inferior epigastric vessels prior to TRAM flap
reconstruction (delay procedure) was introduced to aug-
ment vascularity to the island flap through improved superi-
or epigastric flow, thus decreasing flap morbidity.
Methods: A transverse infra-umbilical incision is made. The
preperitoneal space is developed just posterior to the rectus
muscle using a 10 mm balloon dissector (Autosuture; US
Surgical Corporation, Norwalk, CT). A pneumoextraperi-
toneum is created up to 12 mm of Hg pressure. Two 5 mm
trocars are inserted in the midline. The inferior epigastric
vessels are identified by confirming arterial pulsation. A 2-3
cm length of inferior vascular pedicle is ligated with 3 clips
both proximally and distally and then divided using laparo-
scopic scissors. After absolute hemostasis is confirmed the
pneumoextraperitoneum is evacuated, and both fascia and
skin are closed. The patient is discharged home the same
day after an adequate postoperative recovery period.
Results: Over a 1-year period the Extraperitoneal
Laparoscopic Technique (EPLT) was attempted successfully
in seven of eight patients (all females) with an 87.5% suc-
cess rate. The average patient age was 54.7 years. The
mean operative time for the EPLT procedure was 52 min-
utes. In one case we converted to the transperitoneal
approach as the initial balloon dissector violated the peri-
toneum. There where no other intraoperative or postopera-
tive complications noted with this technique. When compar-
ing the EPLT to the open technique we have observed a
shorter operative time, reduced postoperative pain and
reduced tissue edema and inflammation at the time of
TRAM reconstruction.
Conclusion: The EPLT improves efficacy through the bene-
fits of minimally invasive surgery while avoiding the risk of
intraperitoneal injury. We have observed reduced operative
times and postoperative pain, without compromising effica-
cy. The extraperitoneal laparoscopic delay procedure is a
safe and effective method to improve flap vascularity in pre-
TRAM reconstruction.

P355
EVALUATION OF THE R PORT FOR SINGLE LAPAROSCOPIC
PORT PROCEDURES (SLAPP): A STUDY OF 20 CASES,
Prashanth Rao MS,Sonali Rao MS,Abhay Rane MS,Frank
Bonadio MSc,Pradeep Rao MD, 1Mamata Hospital, Mumbai,
India, 2East Surrey Hospital, Redhill, UK
Introduction: Since the advent of Laparoscopic Surgery in
the 1980’s, laparoscopic Cholecystectomy has rapidly
become the gold standard for the treatment of symptomatic
Cholelithiasis. In the last decade, surgeons have pushed the
frontiers of technology to apply the laparoscopic technique
to various abdominal surgeries. Standard laparoscopic tech-
niques for cholecystectomy have consisted of the French
and American techniques, with the use of four ports in both
techniques. Traditionally laparoscopic ports work on the
concept of one instrument per port and this has necessitat-
ed the use of four ports and four incisions for the comple-
tion of the procedure. Innovative surgeons have tried reduc-
ing the ports and have reported cholecystectomies using
three and in some cases even two ports. There has been no
reported case of transabdominal single port cholecystecto-
my using standard laparoscopic equipment and their modifi-
cations. The development of the R port of Advanced
Surgical Concepts has made single port surgery possible.
Methods: The R port is an innovative port that allows the
ingress of three 5 mm instruments at any given time. We
report a initial series of 20 consenting patients in whom
Laparoscopic surgeries were done between March to
August 2007..The initial difficulties faced were crisscrossing
of the instruments (chopsticks effect), clashing of the tan-
gential light cable and the inability to insert a 10 mm clip
applier. The instruments were modified to overcome the dif-
ficulties faced in our initial cases, to make the surgery feasi-
ble and reproducible. There were 10 cholecystectomies, 5
Appendectomies, 2 Hernias, 2 orchidopexies and 2 nephrec-
tomies. The operative time ranged from 20 min to 240 min.,
with an average of 90 min. Only one patient required an
additional 5 mm port for the completion of the cholecystec-
tomy. Two patients needed a needle insertion in the Right

hypochondrium to retract the gall bladder. In others the
cholecystectomy and all the appendectomies and orchi-
dopexies were finished through only a single umbilical port
and no other instrumentation was used. Additional 5 mm
ports were used for the CBD exploration. Both the hernias
and one nephrectomy needed an additional 5 mm port. All
patients of cholecystectomy and appendectomy were dis-
charged within 24 hours and the CBD exploration patients
and nephrectomies and orchidopexies were kept for 48
hours.
Conclusions: Single port laparoscopic surgery is feasible for
cholecystectomy and appendectomy. Orchidopexy and
nephrectomy may be possible in suitable cases. Hernia
(TEP) was not possible with available instrumentation.

P356
ENDOSCOPIC SUBMUCOSAL DISSECTION WITH THE
APPLICATION OF LAPAROSCOPIC CHOLECYSTECTOMY
TECHNIQUE, Hirotsugu Ohara MD,Yasuhiko Masuda
MD,Tosiyuki Hirai MD, Fujieda Heisei Memorial Hospital
INTRODUCTION Endoscopic submucosal dissection (ESD) is
a newly developed endoscopic treatment used to obtain a
large mucosal specimen in one fragment . It has contributed
to the advantages of the treatment of early gastrointestinal
cancer. On the other hand, many disadvantages such as dif-
ficulty in learning the techniques, the long time required to
perform the procedure and complications such as bleeding
and perforation must be solved. With the application of the
laparoscopic cholecystectomy ( LC ) technique, we have per-
formed 51 cases of ESD with good results. This method,
including the operation method of major complication, will
be discussed.
METHODS AND PROCEDURES These 51 cases are as fol-
lows: 2 esofageal carcinoma, 1 esofageal SMT, 10 gastric
adenicarcinoma, 13 gastric adenoma( called ATP ), 4 hyper-
plastic polyp, 1 gastric SMT, 6 colon cancer, 10 colon adeno-
ma ( called LST ) and 4 rectal carcinoid.
We use an endoscopic Hook knife, which is smaller than a
laparoscopic hook knife in LC but similar shape. By using
this Hook knife, we could perform ESD under direct vision,
which is different from using the IT knife.
RESULTS There were 5 perforation cases, three of which
had to undergo open surgery ( Postoperative course were
uneventful) . However, there were no bleeding cases.
CONCLUSIONS Some institutions gave up on ESD because
of the difficulty and major complications. In the early period,
we were able to accomplish ESD without fatal complication
using LC technique. There were many simlarities such as
identifying the correct layer, dealing with vessels and the
endurance of the operator between ESD and LC. Not only
the endoscopinist but also the endoscopic surgeron will be
suited to perform ESD.

P357
LAPAROSCOPIC APPENDECTOMY BY SURGICAL RESI-
DENTS: EVALUATING OUTCOMES AND LEARNING CURVE,
Yap Yan Lin BS,Ching Min er BS,Asim Shabbir,Jimmy So
Bok Yan BS, Department of Surgery, National University
Hospital of Singapore
Background
Laparoscopic appendectomy is a minimally invasive proce-
dure that is associated with shorter hospitalisation and
recovery, better pain control and less complications.
However, there is a longer operating time and increased rate
of intra-abdominal abscess. Studies have shown that laparo-
scopic appendectomy may be safely incorporated as part of
the surgical training program for trainees in a teaching hos-
pital. However, the learning curve might have an impact on
the outcome of patients undergoing laparoscopic appendec-
tomy.
Material and Methods
We aim to study the outcome of laparoscopic appendec-
tomies done by the trainee in terms of operating time,
length of hospital stay, complications and conversion rate.
The learning curve of laparoscopic appendectomy in
trainees will also be studied. All the consecutive cases of
laparoscopic appendectomies performed as a first surgeon
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by 10 trainees over a period of 5 years were used in these
retrospective analyses.
Results
A total of 199 with the mean age of 32.6 with suspected
appendicitis underwent laparoscopic appendectomy by
trainee surgeons during a 5 year period. The rate of opera-
tive complications is 7.54% (15/199). The rate of conversion
to open surgery is 14.6% (29/199) with the commonest rea-
son being adhesions. The operative duration ranged from
35 to 195 min (mean, 83.8 min) for all procedures and the
average hospital stay is 3.82 days. Operative time and com-
plication rate were reduced with increasing number of pro-
cedures performed. However length of stay and conversion
rate was not reduced significantly.
Conclusion
Laparoscopic appendectomy can be safely incorporated as
part of surgical training. The learning curve has an effect on
operative duration and complication rate. However, the
length of stay and conversion rate is not affected. Adequate
supervision during initial part of the learning curve may
help prevent complications.

P358
ENDOSCOPIC VERSUS OPEN RECTUS ABDOMINIS MUS-
CLE HARVESTING
Ã?ï¿?Ã¯ï¿?ï¿?Ã?ï¿?Ã¯ï¿?ï¿?Ã¯ï¿?ï¿?Ã?ï¿?Ã¯ï¿?ï¿?Ã?ï¿?Ã¯ï¿?ï¿?Ã¯
ï¿?ï¿?Ã?ï¿?Ã¯ï¿?ï¿?Ã¯ï¿?ï¿?Ã?ï¿?Ã¯ï¿?ï¿?Ã?ï¿?Ã¯ï¿?ï¿?Ã¯ï¿?ï¿?Ã
?ï¿?Ã¯ï¿?ï¿?Ã¯ï¿?ï¿? EXPERIMENTAL STUDY IN A SWINE
MODEL, Alexandru I Blidisel MD,Lucian P Jiga MD,Laurentiu
Sima MD,Bogdan Hoinoiu,Dan Iliescu MD,Mihai Ionac MD,
University of Medicine and Pharmacy Victor Babes
Timisoara, Romania
Keywords: Endoscopic, open technique, rectus abdominis,
swine, experimental
Aim: The rectus abdominis muscle is one of the most fre-
quent used free flaps in reconstructive surgery. Endoscopic
harvesting of free flaps is increasingly used in reconstruc-
tive surgery due to minimal donor site morbidity. The pres-
ent study aims in establishing a comparison between the
experimental model of the rectus abdominis muscle endo-
scopic harvesting technique and the open harvesting tech-
nique in pigs.
Material and Method: The study was conducted on 12 pigs
with an average weight of 25-30 kg.. 6 muscle were harvest-
ed by endoscopic technique and 6 muscle through the open
technique After orotracheal intubation and anesthesia, a 4-5
cm incision is made in the inguinal plica and prolonged to
the lateral margin of the caudal segment of the rectus abdo-
minis muscle. Laparoscopic surgery instruments were used
along with the Emory retractor The anterior and posterior
side of the muscle is dissected using a forceps and a Hook.
After the muscle is sectioned using the hook, the pedicle is
isolated and clipped on the desired length. The work cham-
ber is created using Emory retractors.
Results: Operating time was 125 minutes for the open tech-
nique and 190 minutes with the endoscopic technique.
During the study, the rate of conversion, bleeding, surgery
duration, flap viability, length and aspect of the pedicle and
moment of mobilization were followed. One pedicle was
damaged during endoscopic surgery with following seroma
development. Morbidity was lesser in animals where endo-
scopic harvesting was performed.
Conclusions: Endoscopic harvesting of the rectus abdominis
muscle leads to minimal donor site complications. At the
same time, this techniques represents an excellent training
model for developing endoscopic and open flap harvesting
skills.

P359
MAGNETIC SURGERY, REALITY OR FANTASY, Jose
Speranza PhD,Pedro Ruiz PhD,Jorge Badaro PhD,Osvaldo
Pilli PhD,Sebastian Joandet PhD, Sanatorio Americano
Magnetic surgery, Reality or Fantasy
Introduccion
In the way of the mini aggression, arises the need to realize
determinations innovations to be able to carry surgical pro-
cedures out. For this end, we present our skill based on the

electromagnetic energy
Methods
We realize 90 surgeries with platform NOTES, using a sys-
tem of withdrawal, creation of space and mobilization of
organs and guts for an electromagnetic field.
These surgeries were cholecystectomy, appendectomy and
gynecological operations
Results
There been in this series neither morbidity nor mortality
associated with the employment of this magnetic system.
The exhibition and the mobilization were ideal and they
allowed to work with a low pressure of insuflation
Conclusions
The system electromagnetic (hanging patent) is a very
ingenious system to realize surgical maneuvers that earlier
her realized instruments, facilitating this way the decrease
of punctures and accesses, allowing a minor aggression, a
minor post operative pain and earlier discharge from the
hospital

P360
TOTALLY EXTRAPERITONEAL (TEP) BILATERAL VARICOC-
ELECTOMY (BLV) - A COMPARATIVE STUDY OF COLLATER-
AL VENOUS CHANNELS IN LEFT AND RIGHT VARICOCELE
AND THEIR ACCESSIBILITY BY TEP ROUTE, Brij B Agarwal
MD,Sneh Agarwal MD,Krishan C Mahajan MD, Sir Ganga
Ram Hospital & Lady Hardinge Medical College, India.
Objective of Study :Results of bilateral varicocelectomy are
sometimes a concern due to recurrence, hydrocele and no
improvement in semen parameters specially when done for
male infertility. Both Retroperitoneoscopic and
Microvascular subinguinal approaches have these draw-
backs. An anterior Extraperitoneal approach presented by us
earlier enables visualization of venous collaterals from high
retroperitoneum (HRP) till subinguinal (SI) level. We present
findings on these collaterals and their variance on right and
left side.
Methods and Procedures :Prospective data collection on
subsequent cases for properly evaluated candidates for
bilateral varicocelectomy. TEP approach as used for inguinal
hernia was used to search, ligate and divide any venous
channels in spermatic pedicle from HRP to SI levels. Cord
could be pulled out of inguinal canal. Testicular artery and
fat posterior to vessels ( to preserve Lymphatics) were pre-
served. No energy sources were used. All surgeries were
day care. Recurrence, hydroceles and semen were evaluated
at , 3 months, 6 months and 1 year.
Results : 20 BLVs were done. There was no difficulty or con-
version, need to use energy sources or loss in follow up.
Collaterals were found universally in left varicocele usually
from veins of vas or pelvis. There was no recurrence, unre-
solved hydrocele or absence of improvement in semen
parameters. Distribution of collaterals is as shown-

Conclusions : A thorough search for collaterals from HRP to
SI level improves results in bilateral varicocelectomy. TEP
approach provides safe &amp; easy surgical access from
HRP to SI levels on both sides through a single anterior
route.

P361
CELIAC AXIS COMPRESSION SYNDROME: THE OPTIMAL
APPROACH IS LAPAROSCOPIC, Ron P Albarado MD,Britt H
Tonnessen MD,William S Richardson MD, Ochsner Clinic
Foundation, 1514 Jefferson, New Orleans, LA 70121
INTRODUCTION: The objective of this study is to evaluate
outcomes with laparoscopic management of celiac axis
compression syndrome (CACS). Celiac axis compression
syndrome (CACS) is a rare entity associated with epigastric
abdominal pain and extrinsic compression of the celiac
artery. Although the precise etiology is not certain, many
patients benefit from open surgical decompression.
Laparoscopic treatment has been uncommonly reported. We
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present 3 cases of laparoscopic treatment of CACS.
METHODS: We performed a retrospective review of 3
patients with CACS who underwent laparoscopic division of
the arcuate ligament and celiac neural plexus. All patients
had undergone extensive evaluation to rule out other etiolo-
gies for their epigastric pain. All patients had celiac artery
stenosis by computed tomography angiography or conven-
tional angiography. Two patients had undergone celiac
artery stent placement prior to our evaluation. One had mul-
tiple celiac plexus blocks without resolution of symptoms.
RESULTS: All patients underwent successful laparoscopic
division of the arcuate ligament and celiac neural plexus.
Mean operative time was 131 min (range, 79 - 196). Length
of stay was 1 day for all patients. There were no conver-
sions to an open procedure and no complications. All
patients reported significant resolution or improvement in
their pain subjectively. At mean follow-up of 6 months
(range, 2-8), all patients remained asymptomatic.
CONCLUSIONS: Laparoscopic decompression provides an
effective, minimally invasive technique for decompressing
the celiac axis and should be considered primary therapy
over open surgery. Stenting should be reserved for intrinsic
arterial pathology. We report the first small series of suc-
cessful laparoscopic division of the arcuate ligament and
celiac plexus in patients with CACS.

P362
SINGLE PORT ACCESS (SPA) CHOLECYSTECTOMY - INITIAL
VALIDATION OF A SINGLE INCISION APPROACH, Paul G
Curcillo II MD, Andrew Wu MD,Erica R Podolsky MD,Steven
J Rottman MD,Larry Drahota MD,Robert H Dunham
MD,Leon Katz MD,Amit Kharod MD, Drexel University
College of Medicine, Dept of Surgery, Phila PA
The desire to continually improve our minimal access surgi-
cal approach to disease is clearly evidenced by the focus on
reducing incisions required for laparoscopic cholecystecto-
my and other procedures. With this in mind, we have devel-
oped a Single Port Access (SPA) surgical procedure that has
allowed us to perform a number of varying minimal access
procedures through a single umbilical incision less than
twenty millimeters in length. Included in our series are a
growing number of laparoscopic cholecystectomies.
However, in order for a new approach to be universally ben-
eficial, it needs to be easily learned and applied such that it
is not limited in its availability to patients or surgeons. Our
desire was to test this approach in a porcine model with
independent surgeons to assess these concerns.
Single Port Access (SPA) cholecystectomy is performed
through a single umbilical incision measuring < 18mm in
our series of patients. Skin flaps are used to extend the sub
dermal planes and allow independent insertion of 3 - 4 5mm
trocars . The addition of High Dexterity Instrumentation
(RealHand ™. - Novare Surgical, Inc) to the SPA procedure
facilitates dissection. These handheld articulating instru-
ments allow insertion “in line” with the laparoscope
through the additional trocars. The instruments’ effector
ends can articulate with seven degrees of movement into
view for the standard cholecystectomy dissection proce-
dure.
A group of four (4) surgeons from different institutions
nationally, with varying degrees of laparoscopic training and
exposure were invited to a symposium at the Drexel
University Minimally Invasive Training Center to learn and
apply the SPA cholecystectomy procedure. The course
included a one hour didactic portion explaining the
approach and procedure, a one hour dry lab to gain famil-
iarity with the RealHand ™ instrumentation and an animate
lab in which each surgeon was to independently perform a
Single Port Access Cholecystectomy in a porcine model
assisted only by a surgical resident from our institution.
All four physicians completed the SPA cholecystectomy with
survival in less than 45 minutes (30’, 35’, 40’ 45’). One physi-
cian (RD) successfully placed a cholangiogram catheter, and
one physician (LD) successfully placed a fourth rigid instru-
ment through the same incision to aid in retraction of the
liver.
Based on our initial training lab and symposium, the SPA

cholecystectomy procedure has been successfully shown to
be an approach that is easily learned and readily performed
following a dedicated training course.

P363
PROTECT THE URETERS, Jay A Redan MD,Steven McCarus
MD, Florida Hospital-Celebration Health
From 7/1/2006 to 6/30/2007 151 patients with complex pelvic
pathology underwent placement of lighted ureteral stents by
a general surgeon (JR) or gynecologist (SM). None of the
patients had a ureteral injury that underwent pre-procedure
ureteral stent placement. The procedures included laparo-
scopic colorectal surgery for diverticular disease(33
patients(pts), colon or rectal cancer(12pts), pelvic
endometriosis(endo) with or without hysterectomy(34pts) ,
reoperative gynecologic(gyn) disease (i.e. Ovarian remnant,
endo)(15pts) or adhesion related disease of the pelvis
(57pts) The average time from placement of the stents to
start of the operation was 5 minutes (2-15 minutes) No com-
plications occurred from the stents. In 6 patients the stents
could not be placed and all had ureteral pathology that was
NOT noted pre-op. Two patients had ureter injuries at our
hospital that did not have ureteral stents placed in the same
time period. The cost of the stents is $209. OR time past the
first ?hour ranges from $560 to $716 for each additional ?
hour. The time saved from the lighted identification of the
ureters versus visual non stent identification is from zero
minutes to taking as long as 45 minutes for ureter identifica-
tion without stents or waiting over 60 minutes for an on call
urologist. This is an extremely useful procedure that can
theoretically reduce ureter injury to zero. In an era where
insurance will not pay for complications related to the origi-
nal operation; this procedure should be the standard of care
for safely performing complex pelvic surgery.

P364
BUILDING CROSS-CULTURAL COLLABORATION THROUGH
MINIMALLY-INVASIVE SURGERY: THE SOUTH ASIA
REGIONAL SURGICAL CONSORTIUM AT OHSU, R. Serene
Perkins MD,V.K. Kapoor MD,B. Narsaiah MD,John G Hunter
MD, Oregon Health & Science University (OHSU - Portland,
OR, USA), Sanjay Gandhi Postgraduate Institute of Medical
Sciences (SGPGIMS - Lucknow, India), Hyderabad Institute
of Laparoendoscopic Surgery (Aditya Hospitals - Hyderabad,
India)
Objective of the Study: Establish a cross-cultural, collabora-
tive surgical educational exchange program with locore-
gional partners in South Asia in order to advance minimally-
invasive surgery in rural areas with an established support-
ing infrastructure. Four areas will be addressed: advanced
GI laparoscopy, educational exchange, collaborative
research, and community outreach. Methods: Using Oregon
Health & Science University (OHSU) Department of Surgery
and Global Health Center as the base, a pilot program will
be trialed at the Sanjay Gandhi Postgraduate Institute of
Medical Sciences (SGPGIMS) in Lucknow, India. SGPGIMS is
a high volume tertiary care referral center, whose surgeons
specialize in advanced GI disease and iatrogenic injuries
from laparoscopic cholecystectomy done elsewhere. Second
in the nation in size and patient volume, it serves a very
large population of the urban poor. (1) In 2008, we will send
our first surgical resident to SGPGIMS for a 9-month period
during his or her research year. This will include 4 months
of exposure to advanced GI surgery and laparoscopy in the
Department of Surgical Gastroenterology; 2 months in a
laparoscopic training center affiliated with the Association of
Minimal-Access Surgeons of India (AMASI); and 3 months
of rural surgery experience in a developing district hospital
setting. In exchange, we will invite one Indian postgraduate
trainee for a two-month observational period in our
Department of Surgery at OHSU. (2) We will facilitate a
Visiting Exchange Professorship, where attending physi-
cians from both institutions will spend 1 month at each
department on a yearly basis. (3) Finally, we will make use
of both institutions’ Teleconferencing capabilities to provide
the opportunity for year-round, transcontinental consulting
and connectivity. Anticipated Results: OHSU surgical resi-
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dents will be exposed to a larger spectrum of disease and
treatment, yet in an environment where resources are limit-
ed. Critical thinking with basic diagnostic tools, and cost
effectiveness will be emphasized. The program will be an
example of furthering professional collaboration and
strengthening education and surgical treatment systems
internationally. Conclusion: This educational exchange pro-
gram will be the benchmark for the newly developing field
of International Surgery, inspiring surgical trainees to life-
long humanitarianism and service. In addition, a template
will be created for improving access to laparoscopic surgery
in both urban and rural settings in India with the profession-
al assistance of surgeons in the United States.

P365
CONSTRUCT VALIDITY OF ASSESSING TECHNICAL SKILLS
OF TRAINEES AFTER REPETITION IN SIMULATED LAPARO-
SCOPIC SURGERY, Sudip K Sarker MD,Sanjay Ambagade
MD,Maria Maciocco MD,Bijen Patel MD, Royal Free & Royal
London Hospitals
Aims
Assessing and appraising laparoscopic technical skills is a
topical issue. To date there has been little attempt to com-
prehensively assess both human or computer based assess-
ment tools after repetition of a task/procedure. In this study
we aim to compare these different assessment tools in
repeated simulated laparoscopic cholecystectomy.
Methods
Three groups of trainees were prospectively recruited: surgi-
cal medical students, junior residents and senior residents.
Validated human based specific likert scales were used to
assess specific technical skills. Two surgical observers
assessed each full length laparoscopic cholecystectomy
independently. Computer based assessment tools (total
number of movements and total path length) were concur-
rently used to assess technical skills. These trainees per-
formed the laparoscopic cholecystectomy again after a mini-
mum of 2 weeks and their technical skills were assessed
again with both sets of tools.
Results
60 simulated laparoscopic cholecystectomies were per-
formed by 10 medical students, 10 junior residents and 10
senior residents. Inter-rater reliability Cronbach alpha for the
two observers was 0.85 and 0.89, p = < 0.05, for technical
skills using the human assessment tool for the first and sec-
ond operation respectively. Construct validity using ANOVA
for each group of trainees were significant, p = 0.000 and p
= 0.000 for the first and second operations using the human
assessment tool. Construct validity was significant, p = 0.002
for total instrument movements and for total path length, p
= 0.000 for the first operation. However for the second oper-
ation validity was not conclusive with p = 0.08 and p = 0.015
for the instrument movements and path lengths respective-
ly.
Conclusion
This human based assessment tool seems to have predic-
tive and construct validities compared to computer based
assessment parameters after repetition of the same opera-
tion. It seems that the human based tool does not suffer
from the plateau effect as that of the computer parameters.
This tool could be a better assessment tool of technical skill
performance over a longer period of time for trainees.

P366
OUTCOMES OF NON-SURGICAL MANAGEMENT OF GALL-
BLADDER DISEASE DURING PREGNANCY: A SINGLE CEN-
TER EXPERIENCE, Rajeev Dhupar MD,Gina Mantia
MD,Giselle Hamad MD, University of Pittsburgh Medical
Center
Background:
The indications for non-emergent operations during preg-
nancy remain undefined. Many surgeons defer non-emer-
gent operations until after delivery to minimize fetal risk. We
wished to determine the outcome of delaying cholecystecto-
my in pregnant patients hospitalized for non-acute gallblad-
der disease.
Methods:

After approval from the Institutional Review Board, a retro-
spective case review was performed at a large volume
regional referral center for high-risk obstetrics. Data was col-
lected on 58 pregnant inpatients from 11/03 to 11/06 who
were diagnosed by a general surgeon with symptomatic
cholelithiasis, choledocholithiasis, gallstone pancreatitis, bil-
iary dyskinesia, or chronic cholecystitis.
Results:
Thirty-nine patients who were observed for gallbladder dis-
ease were compared with 19 who underwent cholecystecto-
my during pregnancy. Patients who were observed during
pregnancy had a higher rate of pregnancy-related complica-
tions (36% vs. 18%). In 3 cases, complications during preg-
nancy were directly attributable to gallbladder disease (par-
enteral nutrition during pregnancy, 2 unplanned inductions).
Two patients (3.4%) were hospitalized for gallbladder dis-
ease diagnosed during a previous pregnancy and did not
undergo cholecystectomy. Although 71% of the patients
who were observed continued to follow at this institution for
their obstetric care, 56% were lost to follow-up. Nine of 39
observed patients (23%) had at least 2 hospital admissions
for gallbladder disease during a single pregnancy. Among
patients undergoing cholecystectomy during pregnancy, 3
of 19 were in the first trimester (16%), 9 of 19 in the second
(47%), and 7 of 19 in the third (37%). Surgical complications
from laparoscopic cholecystectomy during pregnancy
occurred in one patient (cystic duct leak) which was man-
aged non-operatively. There were no conversions to open
cholecystectomy.
Conclusions:
Delaying cholecystectomy for the hospitalized pregnant
patient with gallbladder disease leads to increased short
and long-term morbidity. There was a high loss-to-follow-up
among patients who were observed during pregnancy. In
contrast, cholecystectomy during pregnancy resulted in a
low rate of complications. The data suggest that operative
intervention for non-emergent symptomatic gallbladder dis-
ease during pregnancy may reduce pregnancy-related mor-
bidity.

P367
LAPAROSCOPIC MANAGEMENT OF THE ACUTE ABDOMEN
IN PREGNANCY, Amanda Romanovsky MD,Helen Steed
MD, Daniel W Birch MD, Centre for the Advancement of
Minimally Invasive Surgery (CAMIS), Department of
Surgery, University of Alberta, Edmonton, Alberta, Canada
The reported incidence of acute abdominal pain in pregnan-
cy is 1/500-1/635. Despite initial concerns about the safety of
laparoscopic surgery during pregnancy, there is an increas-
ing body of evidence supporting its use in this scenario. Our
objective was to review cases of acute abdominal pain in
pregnancy which were managed laparoscopically at our
institution to evaluate surgical and obstetrical outcomes. We
were also interested in reviewing the peri-operative man-
agement of these patients to determine whether clinical
practice is consistent with practice guidelines. We did a ret-
rospective chart based review of all cases of acute abdomi-
nal pain in pregnancy that were managed laparoscopically
between July 1 2003 - June 30 2005 at our institution. We
identified 5 cases meeting these criteria in the given time
frame. All 5 surgeries were successfully performed laparo-
scopically with no conversion to laparotomy. There were no
reported uterine, bowel or vascular injuries, nor any obstet-
rical complications such as preterm labour or preterm rup-
ture of membranes. All patients carried pregnancies to term
and had vaginal deliveries. Peri-operative management of
patients was variable. DVT prophylaxis and obstetrical con-
sultation were not routine, and there were several different
approaches to fetal and uterine monitoring. Our results are
in agreement with the accumulating body of evidence
demonstrating that operative laparoscopy performed by a
skilled and trained laparoscopist is safe and effective during
pregnancy. To optimize maternal and fetal outcome, adher-
ence to established guidelines regarding peri-operative
management of pregnant patients undergoing laparoscopic
surgery is recommended.
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P368
THERMAL SPREAD, HEAT ABSORBANCE AND DEVICE
DEGRADATION DURING ENERGISED ELECTROSURGERY
BY OPEN AND LAPAROSCOPIC SURGERY: RANDOMISED
EXPERIMENTAL STUDY IN PIGS, Chengli Song PhD,Benjie
Tang PhD,Paul Campbell PhD,Alfred Cuschieri MD,
University of Dundee
Aim of study: to examine extent of thermal spread between
open and laparoscopic energised dissection with bipolar
electrosurgery (Atlas and Advance - ValleyLab).
Methods: Experiments were performed in 8 Large
White/Landrace pigs (average wt. 27 kg), 4 of which were
randomised to open and 4 to laparoscopic multi-site surgi-
cal energised dissections. Thermal imaging was performed
by use of Cedip infra-red camera which was coupled to an
infra-red laparoscope in animals allotted to laparoscopic dis-
sections. All animals were sacrificed at the end of each
experiment (average 1h 48mins).
Results: Differences in the heat absorbance between the
open and laparoscopic groups were demonstrated by the
smaller fall in the rectal temperature of the laparoscopic arm
(3.08C +/- s.d.0.98 vs. 1.9C +/- s.d. 0.72, p = 0.03, student’s t
test). Differences were also observed in the thermal spread
between the open and laparoscopic arms for: (i) vascular
sealing/transection with AdvanceTM 1.74mm +/- 0.19 vs.
0.97mm +/- 0.33 respectively, p = 0.001; and (ii) esophageal
sealing and transection with the same device 1.21mm +/-
0.87 vs. 1.38mm +/- 0.55, p = 0.65. Device performance
degradation (increasing thermal spread during use) was sig-
nificantly quicker during laparoscopic as opposed to open
surgery for two devices: Atlas (Figure 1) and AdvanceTM
(Figure 2).
Conclusions: this study has documented significant differ-
ences in heat absorbance and thermal spread during bipolar
energised electrosurgery between the open and the laparo-
scopic approaches. The degraded performance of the dis-
posable device (over 10 - 12 activations) occurs earlier dur-
ing laparoscopic surgery and is an important practical con-
sideration.

P369
HAND-ASSISTED LAPAROSCOPIC PARTIAL NEPHRECTOMY
AFTER 50 CASES AS COMPARED TO OPEN PARTIAL
NEPHRECTOMY, Bill DeVoe BS,Kent Kercher MD,William
Hope MD,Amy Lincourt PhD,Chris Teigland MD, Carolinas
Medical Center
Introduction: The surgical standard of care for favorably
located, small renal tumors is partial nephrectomy. As the
incidence of renal cell carcinoma (RCC) and earlier inciden-
tal detection of small kidney masses has steadily risen over
the past twenty years, minimally-invasive management of
these lesions has become more common. We report our sin-
gle institution experience with hand-assisted laparoscopic
partial nephrectomy (HALPN) as compared with traditional
open partial nephrectomy (OPN).
Methods: All HALPNs were performed by the same, two-
surgeon team while OPNs were performed by multiple sur-
geons. Relevant outcome and demographic information was
collected prospectively for HALPNs (N=50) and retrospec-
tively for OPNs (N=40). Patient procedure data was tracked
in a kidney-cancer specific database. A p-value of <0.05
denotes statistical significance.
Results: Average tumor size (2.6 cm HALPN vs. 2.6 cm OPN,
p=0.94) and mean operative times were similar (167 min
HALPN vs. 189 min OPN, p=0.053). HALPN was associated
with less blood loss (128 cc vs. 353 cc, p=0.0003). Warm
ischemia time was shorter for HALPN (28 min vs. 33 min,
p=0.039) as was hospital stay (4.9 days vs. 6.9 days,
p=0.004). Although 4 HALPN renal tumors required intra-
operative margin re-excision (based upon immediate gross
evaluation by a pathologist), the final positive margin rate
was 0.0%. A 5.0% final positive margin rate was observed in
the OPN group. There were no transfusions or conversions
for HALPN. The HALPN minor complication rate was 20.0%
versus 32.5% for OPN (p=0.17). Complications included
delayed bleeding (1, 2.5% OPN), urine leak (2, 5.0% OPN; 2,

4.0% HALPN), hypoxia, and nausea or fever lasting >3 days.
Tumor pathology was as follows [HALPN (OPN)]: 80.9%
(80.0%) RCC, 12.8% (8.0%) oncocytoma, and 6.4% (12.0%)
angiomyolipoma.
Conclusions: HALPN is associated with improved operative
times, blood loss, hospital stay, clamp time, and complica-
tions compared to traditional OPN. Final positive margin
rates of 0.0% were achieved with HALPN via intra-operative
pathologic evaluation. In our institution, HALPN has now
become the standard approach for patients presenting with
small, surgically accessible renal tumors.

P370
LAPAROSCOPIC TREATMENT OF NON TRAUMATIC PERI-
TONITIS OF DIGESTIVE OR EXTRA-DIGESTIVE ORIGIN: A
TEN-YEAR STUDY, élie k CHOUILLARD MD,Toufic J ATA
MD,Abe L FINGERHUT MD,Nada M HELMY MD, General
and Minimally Invasive Surgery, Poissy Medical Center,
France
PURPOSE: Localized or generalized peritonitis is one of the
most serious complications of many abdominal or pelvic
diseases. Laparoscopy has been used cautiously, because of
technical difficulties and the theoretical risks of poorly con-
trolled sepsis, overlooked lesions, and suboptimal treatment
due to poor vision.
METHODS: Data were retrospectively collected from May
1998 to April 2007 in a single referral center specialized in
abdominal emergencies either digestive or non-digestive.
All patients with non-peritonitis infectious or non infectious
(e.i., hemorrhagic, inflammatory, obstructive) diagnosis
were excluded from the study
RESULTS: Three hundred and twelve patients were included
in the study. The median Mannheim Peritonitis Index score
was 27 (+/-5; range, 12-38). The conversion rate was 18.6 %.
There was no perioperative uncontrolled sepsis. Overall
operative 30-day mortality and morbidity rates were 2.5 %
and 25.3 %, respectively. The 2 most common diagnosis
was acute appendicitis (122 cases), followed by pelvic
inflammatory disease (64 cases). Other diagnosis included
acute diverticulitis, post-operative, acute cholecystitis, perfo-
rated ulcer, perforated Meckel’s diverticulum, iatrogenic
post-endoscopic, and miscellaneous causes. A comparison
of the patients with successful laparoscopic treatment
(N=254) and those who had conversion (N=58) or open pro-
cedures (N = 401) during the same period was performed.
CONCLUSIONS: The indications of laparoscopy in abdomi-
nal emergencies could be safely extrapolated to selected
patients with peritonitis. The technical feasibility and safety
of theses procedures seem solid. The risk of conversion is
high. However, sepsis control is very efficacious and post-
operative complications seem to be lowered as compared to
patients who had open or converted procedures.

P371
LAPAROSCOPIC APPROACH TO A GANGLIONEUROMA
POSTERIOR TO THE PANCREATIC HEAD AND PORTAL VEIN,
W Rizzo BS,E Rosato MD,S Milan MD,K Chojnacki MD,
Division of General Surgery, Jefferson Medical College
Introduction: Ganglioneuromas are rare benign masses that
arise from neural crest cells. Intra-abdominally they can
arise anywhere along the sympathetic nerve chain in the
retroperitoneum and often remain clinically silent until they
achieve a significant size. Surgical exploration is often nec-
essary for diagnosis and treatment. A laparoscopic
approach to this area can be challenging but may offer
decreased pain, shorter hospital stay, and fewer wound
complications. We present the case of a 26-year-old sympto-
matic male with a retro-portal, posterior pancreatic gan-
glioneuroma that was removed by laparoscopy.
Methods: The patient was an otherwise healthy male com-
plaining of one year of sharp intermittent epigastric pain,
several bouts of hematochezia, intermittent reflux and early
satiety. CT scan revealed a 3.2 x 4.5 cm mass posterior to
the head of the pancreas and medial to the descending duo-
denum. The differential diagnosis at that time included pan-
creatic pseudocyst, primary cystic neoplasm of the pan-
creas, benign peritoneal cyst, and duodenal diverticulum in
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addition to ganglioneuroma. Upper endoscopy revealed a
well circumscribed hypoechoic mass (4.7 x 4.4 cm).
Endoscopic ultrasound directed FNA sample revealed atypi-
cal cells arising in a background of benign glandular epithe-
lium.
Results: A trans- abdominal laparoscopic approach was cho-
sen to excise the mass. A laparoscopic Kocher maneuver
exposed the cystic retroperitoneal mass which was located
posterior to the portal vein, anterior to the vena cava and
extending medially to the celiac axis. It was well encapsulat-
ed and was completely excised with the harmonic shears.
There were no postoperative complications and the patient
was discharged to home on postoperative day one. Gross
exam revealed a rubbery mass without areas of hemorrhage
or necrosis. Microscopic examination revealed myxoid and
spindle cell proliferation. Immunohistochemical stains con-
firmed the diagnosis of ganglioneuroma. On follow-up the
patient reported resolution of the previously noted symp-
toms.
Conclusion: We report a minimally invasive approach to a
retro-portal/ posterior pancreatic head ganglioneuroma. This
is the first case report of a laparoscopic excision of a gan-
glioneuroma in this retroperitoneal location.

P372
TRANSAXILLARY ENDOSCOPIC PERIAREOLAR APPROACH
(TEPA) TO TOTAL THYROIDECTOMY A CASE REPORT,
Qammar N Rashid MD,Titus D Duncan MD, Morehouse
School of Medicine and Atlanta Medical Center
Introduction:
The treatment of many thyroid disease entities remains total
thyroidectomy. Although we have successfully performed
near total thyroidectomy using an endoscopic transaxillary
approach, use of this technique to perform total thyroidecto-
my has been challenging. We recently explored the feasibili-
ty of an approach combining the endoscopic transaxillary
technique with a periareolar approach, using the contralater-
al areola as an access site, to perform endoscopic total thy-
roidectomy (Transaxillary Endoscopic Periareolar Approach -
TEPA). The addition of contralateral periareolar access to the
transaxillary approach permits access to the contralateral
thyroid lobe and cervical anatomy. We describe a case
report of three patients undergoing total thyroidectomy
using this approach.
Methods and Procedures:
In this TEPA approach, two 5-mm trocars are placed in the
right anterior axillary line, and a third 5 mm trocar is placed
in the contralateral areola at the 12 O’clock position. After
CO2 insufflation dissection of the ipsilateral thyroid gland
and isthmus is completed and these structures are freed.
Placement of the camera through the periarolar trocar
allows contralateral visualization and dissection of the oppo-
site lobe thereby freeing the entire thyroid gland to com-
plete total thyroidectomy.
Results:
Total thyroidectomy was successfully completed in all three
patients using this TEPA approach. There were no conver-
sions to open and there were no intraoperative or postoper-
ative complications. All patients rated their cosmetic out-
come a 10 (10=highly satisfied, 1=highly dissatisfied) using a
subjective scale that assessed their level of satisfaction with
their cosmetic results.
Conclusion:
In our hands, a pure ipsilateral transaxillary approach to the
thyroid limits our ability to safely perform total thyroidecto-
my using a pure endoscopic ipsilateral approach. This case
report shows that total thyroidectomy can be performed
using this TEPA approach. We conclude that further study of
this technique should be performed to assess its feasibility
as a tool in the approach to patients needing total thyroidec-
tomy.

P373
BLIND FLANK TROCAR PLACEMENT TO ACHIEVE PNEU-
MOPERITONEUM, Vardhini Vijay,Noeleen
Moran,Christopher Coyle,Sophie Reshamwalla,Steve J
Warren, Dept of Surgery, Chase Farm Hospital, Enfield, UK
Aim: To evaluate the safety of blind Lateral Port Entry (LPE)
to achieve a pneumoperitoneum for laparoscopic surgery.
Background: Surgeons are understandably concerned about
obtaining pneuomoperitoneum due to the risks of bowel
and vascular injury, particularly in patients who have had
previous midline surgery with possible adhesions.
Furthermore laparoscopic mesh repair of incisional hernais
within midline incisions requires an alternative port posi-
tion. We use a blind direct flank trocar placement to achieve
pneumoperitoneum, and wished to assess the safety of this
approach.
Methods: 186 patients underwent blind LPE in order to
obtain pneumoperitoneum for a variety of laparoscopic
cases between 2000 and 2007. The main indication for sur-
gery was laparoscopic repair of midline incisional hernias,
but the technique was also used in any patient with prior
midline surgery eg. laparoscopic reversal of Hartmann’s.
Usually, a 10 mm spring-loaded non-disposable blunt-nosed
trocar was directly inserted midway between the costal mar-
gin and anterior superior iliac spine, with a characteristic
change in resistance upon entry into the peritoneal cavity.
The left or right flank is chosen according to the primary
surgery, but generally the left side is preferred for LPE.
Results: Pneumoperitoneum obtained by LPE was obtained
via a left lateral flank approach in 151 patients, and by the
right flank in 35. A 10mm first port was used in 81% of cases
and 5mm port in the remainder.
Complication rate of initial port entry has been 0 (no bowel
perforation or vascular injury). Furthermore we have not
failed to obtain pneumoperitoneum in all 186 patients.
There have been 3 complications so far - two post-operative
lateral port site infection and one port site hernia. Two cases
with dense adhesions of bowel within a large hernial sac
needed conversion to an open procedure (this was not a
complication of LPE).
Conclusions: LPE to obtain pneumoperitoneum in patients
with midline herniae or in cases of anticipated adhesions
from a midline incision, is a safe and reliable approach with
no bowel or vascular injuries associated with this initial
insertion technique.

P374
LAPARASCOPIC APPENDECTOMY FOR CHILDREN WITH
ACUTE APPENDICITIS IS EQUALLY SAFE AND EFFECTIVE
DESPITE HOSPITAL TYPE, Avi Schlager MD,Emily F
Stammel,Nathan Zilbert,Isaac Ezon,Evan P Nadler MD, New
York University School of Medicine
Introduction: Currently only one-third of children with acute
appendicitis undergo laparoscopic appendectomy. The rea-
sons for this are unclear, but may include the perception
that laparoscopic surgery may not be as safe or effective at
all hospital types. Therefore, we retrospectively reviewed all
children treated by one pediatric surgeon at two full-service
institutions to determine if outcomes would be different
based on hospital type. Methods: All children less than 18
years of age who have undergone appendectomy at our
urban university or public hospital since January 1, 2004
were reviewed. Only those with the pathologic diagnosis of
acute non-perforated appendicitis and with complete med-
ical records were included in the analysis. Data abstracted
included age, gender, duration of symptoms, initial WBC
count, length of stay (LOS), and complication rate. Patients
were divided into two groups based on the type of hospital
where treatment was rendered. Data were analyzed using
standard statistical methods and significance was assigned
to p-values less than 0.05. Results: There were 44 patients
who underwent laparoscopic appendectomy at the public
hospital, and 38 at the university hospital. There was no dif-
ference in age, gender distribution, duration of symptoms,
initial WBC, or infectious complication rate (Table). However,
children treated at the public hospital had a median LOS
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one day longer than those children treated at the university
hospital despite being treated by the same surgeon (Table).
Conclusions: Children with acute appendicitis can be cared
for using laparoscopic appendectomy at a full-service uni-
versity or public hospital with excellent results. Length of
stay at the public hospital may be longer due to social fac-
tors prohibiting discharge since the complication rates were
no different. Laparoscopic appendectomy may be utilized in
children no matter what the hospital type, and should be
considered a valid treatment option.

Age LOS Complications
Public (n=42) 11.3 ± 4.1 *2 4 (9.1%)
Univ. (n=37) 10.4 ± 2.9 1 1 (2.7%)
* p=0.001 Rank Sum test v. Universtiy Hospital

P375
ROLE OF LAPAROSCOPY IN MANAGMENT OF DELAYED
SMALL BOWEL OBSTRUCTION IN TRAUMA PATIENTS,
Shetal Nijhawan MD,Rapheal Chung MD,Naveed Ahmed
MD, Huron Hospital/Cleveland Clinic
Background: Small bowel obstruction (SBO) after open
abdominal exploration for trauma is associated with signifi-
cant long-term morbidity. Open exploration may be required
if conservative treatment is unsuccessful. Laparoscopy in
these patients may decrease LOS and decrease the rate of
complications associated with repeat open surgery. Most
inner city trauma centers are not geared for advanced
laparoscopy. In this study, we define patients, who are
amenable to laparoscopic approach in trauma centers with
minimal facilities for advanced laparoscopy.
Study Design: This study was conducted in an inner city,
underserved trauma center. 16 stable patients with delayed
SBO after open abdominal exploration for trauma and failed
conservative treatment were included. CT scan was per-
formed in all patients to identify the level of obstruction and
the transition zone (TZ). Laparoscopy was initially attempted
in all patients and liberally converted to open at operating
surgeon’s discretion. A 12 mm port was placed with an open
technique, away from the presumed obstruction site (CT).
TZ was identified laproscopically; additional ports were
placed as needed. Entire bowel was not examined if transi-
tion point was clearly identified. Characteristics that made
laparoscopy feasible or difficult were studied and LOS was
compared in both groups.

Lap (5) Open (11) p-value
TZ Abd/Pelvis** 5/0 2/9 <0.05*
Upper ABS* 5 1 <0.05*
Lower ABS* 0 10 <0.05*
LOS(days) 2(1-3) 6.5(3-11) <0.05*
**Transition zone on preopCT- * Abdominal Surgery
Conclusion: Laparoscopic treatment for SBO has acceptable
success rate and a shorter length of stay. Patients with pre-
vious upper abdominal surgeries and possible location of
TZ out side of pelvis were identified as ideal candidates for
the laparoscopic approach. There is no advantage of run-
ning the small bowel if TZ identified.

P376
SPECIALIST INTERVENTION IMPROVES RESULTS FOLLOW-
ING LAPAROSCOPIC ACUTE GALLBLADDER SURGERY, RH
Bhogal MD,S Velmurugan MD,V Kuzvinkovas MD,M Deakin
MD,D Durkin MD,CNV Cheruvu MD, University Hospitals of
North Staffordshire, Stoke-on-Trent, United Kingdom
AIM: Laparoscopic cholecystectomy is increasingly being
offered on index emergency admission. This study assessed
whether the surgeon specialist interest influences the
patient outcome following emergent laparoscopic cholecys-
tectomy.
METHODS: The study included all patients who underwent
emergency cholecystectomy after an index emergency
admission over an 18-month period. End-points studied
were conversion rate, post-operative complications, time
delay to surgery, the reasons for open conversion and mor-
tality.
RESULTS: The study included a consecutive series of 113

patients (31 men (27%) and 82 women (73%). The mean age
of all patients was 47.1 years (range 16-84). Indications for
surgery were acute cholecystitis (46%), recurrent biliary colic
(34%) and gallstone pancreatitis (20%). 67% underwent sur-
gery under the upper GI cohort with the remaining 33% per-
formed by the non-upper GI cohort. 12 patients required
conversion to open surgery. The upper GI surgeon conver-
sion rate was 3.8% *compared with 25.7% in non-upper GI
surgeons. The reasons for conversion included intra-abdom-
inal adhesions, bleeding from the gallbladder bed, equivocal
anatomy, perforation of the gallbladder with stone spillage
and gastric perforation. One patient in the non-upper GI
cohort who underwent open cholecystectomy died 16 days
post-operatively. Overall complication rate were 6%* in the
upper GI group compared to a 17% in the non-upper GI
group.
CONCLUSION: Our study highlights that the risks of open
conversion of laparoscopic cholecystectomy is decreased
when the procedure is carried out by upper GI surgeons.
This leads to a decreased operative time and reduction in
the complication rates.
(*p<0.05)

P377
BENEFITS OF LAPAROSCOPIC REPAIR OF PERFORATED
PEPTIC ULCER DISEASE: A PROSPECTIVE STUDY, RH
Bhogal MD,S Velmurugan MD,V Kuzvinkovas,CNV Cheruvu,
University Hospitals of North Staffordshire, Stoke-on-Trent,
United Kingdom
AIM: To assess whether laparoscopic repair of perforated
peptic ulcer disease offers patients an improved outcome.
METHODS: Patients undergoing repair of perforated ulcer
over a 12 month period were included in the study.
Parameters studied were total operative time, urinary
catheter and abdominal drain utilization, post-operative
analgesia requirement, time to normal diet and time to
mobilization.
RESULTS: The study included 24 male and 9 female (median
age of 54.2 years; range 34-82). 19 patients underwent
laparoscopic repair and 14 conventional open repair. Total
operative time for laparoscopic surgery was 61 mins (medi-
an) compared to 57 mins for open surgery. No patient
undergoing laparoscopic surgery required open conversion.
Laparoscopic repair enabled the earlier removal of the
abdominal drain (median: 2.2 days* (lap) vrs 3.8 days (open)
and urinary catheter (median: 2.2 days* (lap) vrs 3.7 days
(open). In addition patients required less post-operative
intravenous and/or intramuscular analgesia (time to oral
analgesia: 1.2 days* (lap) vrs 3.8 days (open). Laparoscopic
repair also enabled earlier return to normal diet (median: 2.3
days* (lap) vrs 4.8 days (open) and quicker mobilization
(median: 2.6 days* (lap) vrs 4.1 days (open). Patients under-
going laparoscopic repair were also discharged earlier from
hospital (median: 3.1 days* (lap) vrs 4.3 days (open).
CONCLUSUION: Laparoscopic repair of perforated ulcer is a
safe treatment offering improved patient outcome.
(*p<0.05)

P378
SINGLE PORT ACCESS (SPA) SURGERY - INTRACORPORE-
AL LIVER RETRACTOR FOR SPA HELLER MYOTOMY, Salim
C Saba MD,Paul G Curcillo II MD, Drexel University College
of Medicine, Dept of Surgery, Philadelphia PA
For optimal visualization during laparoscopic gastroe-
sophageal procedures, the left lobe of the liver has to be
mobilized superiorly to the anterior abdominal wall. To
accomplish this task, we have traditionally utilized an exter-
nally placed stainless steel retractor. Retraction is either per-
formed manually, or by a mechanical arm that is secured to
the side rail of the operating table. This can be cumbersome
and inefficient. Further, it requires a separate port of entry.
We describe the use of a pliable self-retaining intracorporeal
liver retractor in a Single Port Access (SPA) Heller myotomy.
In order to elevate the left lobe of the liver without creating
a separate port, a one-half inch Penrose drain was inserted
through the umbilical port. The “Hepatic Sling” was secured
superiorly to the diaphragm and anteriorly to the abdominal
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wall lateral to the falciform ligament. Metallic tacs were
applied with a laparoscopic fixation device through the
umbilical port.

The sling proved durable, retracting the left hepatic lobe for
the duration of the case without additional manipulation.
Upon completion, the sling and tacs were removed. The
patient tolerated the procedure well with no bleeding or
post-operative complications.The intracorporeal hepatic
sling provides a safe and effective way to retract the liver
away from the gastroesophageal junction during laparo-
scopic surgery without the need for an additional port site.
Moreover, the pliable nature of the hepatic sling is atraumat-
ic to the liver. We propose the use of the intracorporeal
hepatic sling as a safe and cost-effective method for retrac-
tion in laparoscopic upper gastrointestinal procedures.

P379
SINGLE PORT LAPAROSCOPIC GASTROSTOMY TUBE
PLACEMENT, Matt Rosen MD,Lisa Harris,Francis E Rosato Jr
MD, Thomas Jefferson University
Introduction: Percutaneous endoscopic gastrostomy (PEG)
placement is commonly performed. The safety of this proce-
dure is predicated on the ability to bring the anterior gastric
wall in apposition to the abdominal wall, as confirmed by
transillumination. Prior gastric resection, hepatomegaly,
obesity, and intraabdominal adhesions can prohibit transil-
lumination. The following reports the safety and efficacy of
single port laparoscopic gastrostomy tube placement in a
group of patients who failed PEG placement due to inade-
quate transillumination.
Methods: A total of six patients underwent this procedure: 2
had prior partial gastric resections, 3 were obese, and 1 had
multiple prior laparatomies. All procedures were done in the
operating suite. After using the opti-view technique (5mm
Excel bladeless trocar, Ethicon Inc) to enter the abdomen in
the left upper quadrant, the stomach was identified and
insufflated with an endoscope. Through the skin incision
used by the 5mm trocar, a 17gauge/6inch introducer needle
was placed in parallel and cannulation of the stomach by
the needle was performed while under direct visualization.
A guidewire was passed into the stomach, the abdomen
desufflated, the trocar removed and a 20fr PEG placed
through the trocar incision using the standard Ponsky PEG
technique.
Results: All six patients had successful gastrostomy tube
placement using this technique. There were no post opera-
tive complications. All patients were given enteral nutrition
24hrs post procedure.
Conclusion: Single port laparoscopic gastrostomy place-
ment is a safe and reliable procedure for establishing enter-
al access in high risk PEG patients.

P380
TRANSANAL ENDOSCOPIC MICROSURGERY (TEM) EXCI-
SION OF LOCALLY ADVANCED RECTAL CANCERS (PT2,
PT3), Robin A Alley BS,Allen Hsu,Theodore J Saclarides MD,
Rush University Medical Center
TEM is an accepted method of locally excising superficial
(pT1) rectal cancers. It is controversial whether this technol-
ogy is appropriate for cure of more advanced lesions. We
retrospectively identified 35 patients (28 pT2, 7 pT3) with
rectal cancer, treated with TEM +/- radiation and chemother-
apy or radical surgery between 1991 and 2007. Of the pT2’s,
mean patient age was 73.4 years, mean distance from the
anal verge was 5.3 cm, mean tumor size was 3.8 cm.

Outcome is shown below.

TEM alone is not sufficient treatment for these lesions.
When results are pooled for the 2 stages,
radiation/chemotherapy in combination with TEM eradicates
disease in 89%, no local or distant failures were noted.
When radical surgery is performed after TEM, no evidence
of disease occurred during follow-up in 60%, no local recur-
rences were noted, however 40% recurred at distant sites.
Combining RT/chemo with TEM may be appropriate for eld-
erly patients with pT2 or pT3 cancers.

P381
USEFULNESS OF REAL-TIME BLOOD VESSEL DETECTABLE
FORCEPS FOR LYMPH NODE DISSECTION FOR TRAINING
QUALIFIED LAPAROSCOPIC SURGEONS, Takeshi Ohdaira
MD,Hideo Nagai MD,Yoshikazu Yasuda MD, Jichi Medical
University
Aims: In the clinical education of recently qualified laparo-
scopic surgeons who have been trained only with simula-
tion models, it is important to make them precisely localize
the blood vasculature when conducting lymph node dissec-
tion in laparoscopic colectomy and gastrectomy. We devel-
oped a Doppler forceps with a foot controller that allows the
detection of the blood vasculature from the perpendicular
direction which has been difficult with conventional Doppler
probes and that is designed for simple real-time guidance.
Method: In clinical trials on thirteen laparoscopic
colostomies, three laparoscopic gastrectomies and seven
laparoscopic adhesiotomies of ileus, we have examined
possibilities to localize visually imperceptible blood vessels.
And by comparison to the conventional Doppler probes, the
ratio of the difference in power output voltage and useful-
ness of guidance. And we measured the time from detection
to next treatment. Results: On thirteen cases of laparoscopic
colectomy, inferior mesenteric artery, left colic artery and
sigmoid colonic artery were easily detected. In laparoscopic
gastrectomy, the identification of the artery variation such
as accessory hepatic artery was successful. The blood ves-
sel detection was unaffected by the Body Mass Index (BMI)
of the patients. Doppler forceps can not only detect any
invisible vessels but also easily handle any intestine.
Conclusion: Real-time scanning Doppler forceps is effective
tool for safety operation by localizing blood vessels in
laparoscopic surgery.

P382
ESTABLISHING ANTHROPOMETRICS: ABDOMINAL WALL
THICKNESS IN LAPAROSCOPIC PATIENTS, Mark R
Ranzinger MD,F. Jacob Seagull PhD,Adrian E Park MD,
University of Maryland
BACKGROUND: Understanding abdominal wall thickness
(AWT) is a key to optimal trocar design and enhancing sur-
gical workspace layout, with a view to developing low pro-
file laparoscopic ports, reducing clutter, and improving oper-
ative workflow. In order to establish a knowledge base upon
which design can build, we measured AWT at the point of
trocar insertion. METHODS: During consecutive laparoscop-
ic procedures, AWT was measured at the location of trocar
placement under 12-15 mmHg of insufflation. Immediately
prior to removal of each trocar, the trocar tip was retracted
until flush with the inner abdominal wall and the trocar
shaft then marked at skin surface. Thickness was defined as
the distance from the tip to surface marking. Trocar location
was recorded. RESULTS: Data from 30 patients (mean
age=52, SD=16, range=18-77) with BMI average 29 (SD=5.7,
range=20-45) are reported below. Correlation between BMI
and AWT was generally was strong. Wall thickness correla-
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tion varied according to the particular region of the
abdomen. The RUQ showed the strongest relation, while the
umbilical region showed no significant correlation.

CONCLUSIONS: BMI correlates to AWT, although regional
differences were noted. It may be possible to optimize port
designs or dimensions for specific abdominal regions. The
data presented here may be useful in providing a founda-
tion for the design of trocars and instruments as greater
attention is paid to human factors and ergonomic issues.

P383
LAPAROSCOPIC RESSECTION OF A LARGE RETROPERI-
TONEAL MASS, J Andres Astudillo MD,Maurice Arregui
MD,Anand Patel MD, St Vincent Hospital Indianapolis, IN.
University of Missouri-Columbia, MO
Schwannomas are usually benign tumors arising from
Schwann cells of the peripheral nerve sheath. Most schwan-
nomas are benign, although malignant cases are known to
occur. Retroperitoneal schwannoma is a rare entity compris-
ing only 0.5% to 12% of all retroperitoneal tumors. In the
retroperitoneal position, they occur most commonly
between 40 and 60 years of age, with a male/female ratio of
2:3.
We present GC, a 78 year old female with an incidental find-
ing of a retroperitoneal mass found 10 years ago on an
abdominal CT scan performed secondary to a motor vehicle
collision. On physical exam her abdomen was soft, nondis-
tended, minimal infraumbilical tenderness and a large
infraumbilical mass, well circumscribed, immobile was pal-
pated. Abdominal CT scan showed a 7.2 cm x 7 cm mass
located at the Aorta-Iliac bifurcation. PET CT showed uptake
at the retroperitoneal lesion. Recent follow up CT scans
showed increase in size of the retroperitoneal mass, but the
patient has remained asymptomatic from that standpoint.
Due to the increase in the mass size the patient was sched-
uled for laparoscopic, possible open resection of the
retroperitoneal mass. She was brought to the operating
room and after placement of an epidural catheter and induc-
tion of general anesthesia she was placed in supine posi-
tion. A 10mm infraumbilical trocar and three 5mm trocars in
the left lower quadrant, right lower quadrant and midline
between the umbilicus and the symphysis pubis where
placed. The patient was placed in trendelemburg position.
An incision was made at the peritoneum right over the
mass, and dissection started with monopolar and bipolar
coagulation to follow with blunt dissection at the right side
of the mass with careful dissection of the right iliac vein. An
intraoperative consultation to the Vascular Surgery service
was performed. During their presence an intraoperative
Doppler ultrasound of the mass was performed showing no
flow, no communication with the vascular structures near it
and a solid and cystic consistency. The internal vessels were
carefully dissected off the tumor using bipolar cautery.
Dissection continued carefully in the left side of the mass,
which was less adherent to the iliac vessels than the right
side. Radiologic results suggested that the mass was adher-
ent to the vertebral bodies. Combination of blunt dissection
and electrocautery was used to separate the mass from the
vertebral bodies. The root appeared to be at the L4-L5 level.
Complete resection of the mass was accomplished and this
was extracted trough a Pfannenstiel incision using an endo-
scopic bag. The abdominal wall and the port sites were
closed. The patient tolerated the procedure well without
complications. Final pathology showed a mass consistent
with a Schwannoma.

P384
LAPAROSCOPIC VERSUS OPEN SPLENECTOMY: REVIEW
OF A SINGLE-CENTER EXPERIENCE AND ANALYSIS OF
COSTS., Daniela Molena MD,Shahrzad Kardooni MPH,Debra
C Bulter,Thadeus L Trus MD,Rabih M Salloum MD,
University of Rochester Medical Center, Rochester, NY
Background: Laparoscopic splenectomy (LS) has become
the preferred surgical procedure for the elective treatment
of hematologic disorders. Compared to open splenectomy
(OS), it results in shorter hospital stay, decreased postopera-
tive pain and faster recovery. The cost-benefit analysis of
both procedures has not been fully studied. We hypothesize
that LS results in significant savings to all levels of the
health care system.
Patients and Methods: We report a single academic institu-
tion experience with elective LS. Records (clinical and
administrative) from all non trauma splenectomies per-
formed between September 2000 and July 2007 were
reviewed. Procedure indication, complications and post-
operative outcome were collected. Operating room costs,
total hospital charges and net contribution margin were cal-
culated. Data are expressed as median (range 5th-95th per-
centile) unless otherwise specified. The Fisher’s exact tests
and Wilcoxon rank-sum tests were used for comparison
between groups.
Results: A total of 110 splenectomies were performed. 71
(64%) were approached laparoscopically (32 males, 39
females, median age 57 years, range19-75) and 39 were per-
formed open (24 males, 16 females, median age 60, range
22-76).10 LS patients (14%) were converted to open due to
poor visualization in 7 patients and bleeding in 3 patients.
Overall complication rates were 6.5% for LS vs. 15% for OS
(p=0.1). There was no mortality in the LS patients vs. 3 in
the OS patients (p<0.05). Operating room time was 175 min
(134-304) for LS vs. 134 min (101-245) for OS (p<0.05).
Length of hospital stay (LOS) was 3 days (2-10) for LS com-
pared to 5.5 (3-34) for OS (p<0.05). While the mean operat-
ing room costs were higher for LS than OS ($2,713 vs.
$1,355 respectively; p<0.05), total hospital charges were
lower ($9,146 vs. $16,674 respectively; p<0.05). The reduced
length of stay, coupled with reduced overall direct variable
hospital costs, results in an increased contribution margin of
$8,548 for the hospital. This increased contribution margin
is based on the LOS factor of 1.83 laparoscopic cases per 1.0
open case, applying a factor 1.83/1.0 to both DRG payment
and hospital costs.
Conclusions: LS is associated with a shorter hospital stay, a
similar complication rate and lower mortality than OS. The
higher operating room costs for LS (longer operating room
time, additional instruments) are offset by the shorter length
of hospital stay, resulting in an overall economic benefit
from LS.

P385
LAPAROSCOPIC RESECTION OF COLORECTAL CANCER IN
OCTOGENARIANS, Joe Fan MD, SC Leung MD,WL Law MS,
Division of Minimally Invasive Surgery, Department of
Surgery, University of Hong Kong Medical Centre, Queen
Mary Hospital, HKSAR
BACKGROUND: Laparoscopic colorectal resection is becom-
ing a trend in modern surgery. Studies have shown the ben-
efit of having less post-operative pain, shorter hospital stays
and faster recovery when comparing to open surgery. At the
same time, people are living longer and the proportion of
colorectal cancer in the elderly is increasing. They are gen-
erally having multiple co-morbidities and less physiological
reserve than its younger counterparts. Whether or not
laparoscopic surgery confers any benefit in this population
is still debatable.
AIM: To evaluate the clinical outcomes of laparoscopic
resection of colorectal cancer in patients over 80 years old.
PATIENTS and METHOD: It is a prospective study in a terti-
ary referral center. All elective resection of colorectal cancer
in patients over 80 years old were included. From July 2000
to May 2007, there were 150 and 77 patients underwent
open and laparoscopic resection of colorectal cancer respec-
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tively. Both groups are matched in basic demographics,
ASA classifications, UICC staging, as well as co-morbidities.
Primary outcome measures include 30-days mortality, over-
all and disease-free survival. Secondary outcome measures
include operative time, blood loss, complication rates, hos-
pital stay, and time to tolerate fluid diet.
RESULTS: There is no statistical significant difference in 30-
days mortality, overall and disease-free survival between 2
groups. The median operative time for laparoscopic and
open colorectal cancer resections is 160 and 120 minutes
respectively (P<0.001). However laparoscopic resection is
having significantly less blood loss with median of 100 and
200ml respectively (P=0.013). The hospital stay in laparo-
scopic resections is significantly shorter with median stay of
7 and 8.5 days respectively (P<0.001).
CONCLUSION: Laparoscopic colorectal cancer resection in
octogenarians is safe and having shorter hospital stay with
comparable clinical outcomes to open approach.

P386
THE USE OF ESOPHAGEAL TRANSIT AND GASTRIC EMP-
TYING STUDIES IN THE EVALUATION OF PATIENTS
UNDERGOING LAPAROSCOPIC FUNDOPLICATION, Matthew
J Schuchert MD,Brian L Pettiford MD,Ghulam Abbas
MD,Alicia Clark,James R Landreneau,Arman Kilic BS,Joshua
Landreneau MD,James D Luketich MD,Rodney J
Landreneau, Heart, Lung and Esophageal Surgery Institute;
University of Pittsburgh Medical Center
Background: Minimally-invasive gastric fundoplication rep-
resents an important therapeutic option in patients with
refractory reflux and symptomatic hiatal hernias.
Preservation of esophageal and gastric function is a hall-
mark principle in ensuring optimal surgical outcomes. In
this study, we evaluate the impact of fundoplication on
esophageal transit and gastric emptying scintigraphy stud-
ies, and relate these functional findings to symptomatic out-
comes.
Methods: Ninety consecutive patients (34 female, 56 male)
with both pre- and six month post-operative nuclear scintig-
raphy studies undergoing partial (Toupet) fundoplication at
a single institution were analyzed. Primary variables includ-
ed alterations in esophageal transit and gastric emptying
times subsequent to fundoplication (1=rapid, 2=Normal,
3=mild delay, 4=severe delay). Symptomatic variables
included heartburn, regurgitation, dysphagia, pulmonary
symptoms and bloating.
Results: Mean age was 55.6. Symptomatic improvement
was achieved in 89%, at a minimum follow-up of 6 months.
Significant improvements in heartburn (88% vs. 20%,
p=0.01) and regurgitation (56% vs. 1%, p=0.002) were noted.
There were trends in improvement of pulmonary symptoms
(28% vs. 9%) and increased gas bloating after fundoplication
(3% vs. 22 %). There was no significant difference in pre-op
and post-op esophageal transit (2.51 vs. 2.48) and gastric
emptying (2.13 vs. 2.07) scores subsequent to fundoplica-
tion. Interestingly, 17.8% of esophageal transit times and
26% of gastric emptying times improved after fundoplica-
tion, with a corresponding percentage of patients worsening
(15.6% and 22.2%, respectively). Seven patients underwent
dilation post-operatively for dysphagia.
Conclusions: Gastric fundoplication can achieve significant
symptomatic improvement in patients with refractory GERD
(+/-) hiatal hernia. Post-operative changes in esophageal and
gastric scintigraphy may help to delineate functional abnor-
malities related to vagal denervation. In addition, improve-
ment in esophageal transit and gastric emptying may be
related to resolution of the mechanical effects of an associ-
ated hiatal hernia, or alterations in esophago-gastric compli-
ance. Nuclear scintigraphy studies afford objective data on
perioperative esophageal and gastric motility without detri-
ment in the assessment of patients undergoing fundoplica-
tion.

ROBOTICS
P387
ROBOTIC VS. LAPAROSCOPIC PLACEMENT OF GASTRIC
ELECTRICAL STIMULATION ELECTRODES, Chirag Dholakia
MD,Gretchen Beverstein RN,Jon C Gould MD, University of
Wisconsin School of Medicine and Public Health,
Department of Surgery
Introduction: Gastric Electrical Stimulation (GES or Enterra®
Therapy) is a low morbidity treatment option that may be
effective for refractory symptoms in patients with gastro-
paresis of diabetic or idiopathic etiology. During surgery to
initiate GES, 2 electrodes are tunneled in the muscular wall
of the gastric antrum in a precise location. If these elec-
trodes pass through the mucosa and into the gastric lumen
as confirmed on endoscopy, they must be repositioned,
often multiple times. During this procedure, anchors proxi-
mal and distal to the electrodes must be sutured to the gas-
tric wall as well. Robotic surgical systems may provide sur-
geons with several technical and ergonomic advantages
during this procedure when compared to a standard laparo-
scopic approach.
Methods: The initial procedures in our clinical series were
performed laparoscopically. More recently, all GES elec-
trodes have been implanted robotically. Demographics,
operative time, and endoscopically confirmed electrode
mucosal perforations were quantified and compared based
on operative approach. During surgery, gastrostomy tube
sites were taken down from the abdominal wall and closed,
and jejunostomy tubes were placed when clinically indicat-
ed.
Results: A total of 20 patients underwent the minimally inva-
sive placement of GES electrodes (15 laparoscopic and 5
robotic). Patients were similar in terms of age and sex. One
laparoscopic patient and 2 robotic patients required closure
of an old gastrostomy tube site. One laparoscopic patient
has a jejunostomy tube placed. Mean robot set-up time was
12.6 minutes (10-15 minutes). There were no complications
or conversions.

Lap (n=15) Robotic (n=5) p-value
OR Time 161+/-54 min 166+/-43 min 0.6
First Pass Perf 50% (15/30) 0% (0/10) 0.005*
Conclusions: Robotic implantation of GES electrodes is fea-
sible and safe. Operative time is not increased compared to
laparoscopic techniques, and mucosal perforations on first
pass during electrode placement are decreased. In our expe-
rience, the robotic technique is the preferred approach.

P388
ROBOT-ASSISTED LAPAROSCOPIC COLECTOMY: 70 CASES
- ONE SURGEON, Franziska Huettner MD,Arthur L Rawlings
MD,Wendy B McVay MS,David L Crawford MD, Division of
Minimally Invasive Surgery, Department of Surgery,
University of Illinois College of Medicine, 420 NE Glen Oak
Avenue, Suite 301, Peoria, Illinois 61603, USA
Background: This study reviewed the use of robot-assisted
laparoscopic surgery for colon resection. We described the
experience of one fellowship-trained, MIS surgeon over six
years performing 70 consecutive colectomies using the da
Vinci system. Methods: Between September 2002 and
September 2007, data on 70 patients undergoing robotic
colectomy for diverticular disease, polyps, cancer, or carci-
noid tumor were collected. Operations were right colectomy,
sigmoid colectomy, and low anterior resection (LAR). All
procedures were performed by the same surgeon. Results:
A total of 38 right colectomies and 32 sigmoid colectomies
and LAR were performed in 33 males and 37 females. The
preoperative diagnosis were diverticular disease (n=20),
polyps (n=40), cancer (n=8), and carcinoid (n=2). The right
colectomies required 33.6 ± 12.1 (range: 20 - 64) min for the
port setup, 146.7 ± 43.9 (range: 53 - 306) min for the robotic
portion and 220.8 ± 43.2 (range: 150 - 380) min for the total
case. The estimated blood loss was 54.9 ± 78.1 (range: 15 -
500) ml, the body mass index 27.2 ± 4.2 (range: 17.0 - 36.8)
kg/m? and the length of stay 4.6 ± 4.6 (range: 2 - 27) days.
The robotic portion represents 66.4 % of the total case time.
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The sigmoid colectomies and LAR required 30.0 ± 9.8
(range: 10 - 57) min for the port setup, 101.8 ± 25.3 (range:
67 - 165) min for the robotic portion and 228.4 ± 40.5 (range:
147 - 323) min for the total case. The estimated blood loss
was 71.2 ± 47.9 (range: 15 - 200) ml, the body mass index
27.1 ± 4.9 (range: 17.0 - 40.5) kg /m? and the length of stay
4.8 ± 4.5 (range: 2 - 27) days. The robotic portion represents
44.6 % of the total case time. Ten complications occurred.
Eight cases were converted - two to open and six to laparo-
scopic, two of which were results of robotic malfunction.
Residents participated in 40 cases. In the years 2003 - 2007:
5, 11, 10, 12, 19, and 13 robotic colectomies were performed
respectively. Conclusion: These 70 consecutive cases
demonstrated robotic colectomy to be a safe and technically
feasible approach. The number of robotic colectomies per-
formed a year has steadily increased over the last six years.

P389
TELEROBOTIC SURGERY FOR FOREGUT OPERATIONS: 61
CONSECUTIVE CASES - ONE SURGEON, Rawlings L Arthur
MD,Huettner Franziska MD,McVay B Wendy MS,Crawford L
David MD, Division of Minimally Invasive Surgery,
Department of Surgery, University of Illinois College of
Medicine at Peoria
Background: This study evaluated the feasibility of using
robotic assistance for foregut surgery. It described the expe-
rience, advantages, and disadvantages of using the da Vinci
system on the basis of 61 consecutive foregut cases by a
minimally invasive, fellowship-trained surgeon. Methods:
Data were collected on 61 consecutive foregut operations
performed with the da Vinci system from July 2003 to Sept
2007. Data analyzed (SPSS for Windows) included surgery
performed, indications for surgery, gender, age, BMI, EBL,
port setup time, robot operating time, total case time, length
of stay, complications, and resident involvement. Results:
There were 38 Nissen fundoplications, 12 esophagomy-
otomies, and 11 paraesophageal hernia repairs for a corre-
spondingly equal number of patients presenting with GERD,
achalasia, and paraesophageal hernias. Four of the Nissen
fundoplications had a gastropexy and three required a Collis
gastroplasty. The Collis gastroplasty portion of the case was
performed laparoscopically. Eight of the esophagomy-
otomies had a Toupet fundoplication and one had a parae-
sophageal hernia repair. Seven of the paraesophageal her-
nia repairs had a gastropexy and one had a Toupet fundopli-
cation. There were 17 males and 44 females with an age of
55.2 ± 16.3 (range 18-85) years and a BMI of 27.8 ± 5.2 (15.4-
46.8) kg/m?. Times for the procedures in minutes were: Port
setup time 29.1 ± 9.3 (14-63); Robot time 109.0 ± 36.5 (53-
213); Total case time 167.8 ± 44.5 (102-281). The EBL was
28.7 ± 24.3 (5-100) ml. The length of stay was 1.8 ± 2.1 (1-14)
days. Robot operating time averaged 66% of the case. Robot
port setup time and robot operating time together com-
prised 82% of the case. Residents participated in 75% of the
cases. There were no robot specific complications. The most
significant advantage of the da Vinci system for foregut sur-
gery was the visualization for an esophagomyotomy.
Conclusions: These 61 consecutive cases demonstrated the
technical feasibility of using the da Vinci system for per-
forming foregut operations. Residents had an active part in
most of the operations. The longevity of the DaVinci sys-
tem’s use for foregut operations will be determined by com-
paring its cost and outcomes with that of conventional
laparoscopic approaches. These questions are currently
under study.

P390
DOES ROBOTIC ASSISTANCE IMPROVE EFFICIENCY IN
PERFORMING COMPLEX MINIMALLY INVASIVE SURGICAL
PROCEDURES’, Shiva Jayaraman MD,Ibrahim Al-Ghamdi
MD,Firas Z El Deen MD,Doug Quan MD,Christopher M
Schlachta MD, CSTAR (Canadian Surgical Technologies &
Advanced Robotics), Lawson Health Research Institute and
Schulich School of Medicine and Dentistry, University of
Western Ontario, London, Ontario, Canada
OBJECTIVE: We developed a model of biliary-enteric anas-
tomosis to test whether assistance with the da Vinci surgical

system, as compared to laparoscopy alone, improves per-
formance on a complex minimally invasive surgical (MIS)
procedure. METHODS: An ex vivo model for choledocho-
jejunostomy was created using specimens of porcine liver
that included an intact extrahepatic biliary system and a
contiguous loop of proximal intestine. Minimally invasive
choledocho-jejunostomies were performed in two experi-
mental arms: Group 1 (laparoscopic) 25 cases; Group 2 (da
Vinci-assisted) 24 cases. All procedures were performed by
three surgeons with graduated expertise in MIS: Surgeon A
(MIS and robotic focus); Surgeon B (experienced MIS);
Surgeon C (basic MIS). Each surgeon performed equivalent
numbers of procedures in each group. The primary objec-
tive was comparison of time to complete anastomosis using
da Vinci and laparoscopic approaches. Secondary objectives
included anastomosis quality and integrity and impact of
experience on performance. RESULTS: Da Vinci assistance
led to significantly faster time to complete anastomosis than
laparoscopy (28.6 vs. 38 min, p<0.002), time to tie knots (1.8
vs. 3.4 min, p<0.001) and lower leak rate with methylene
blue challenge (p<0.004). One stenosis occurred (Surgeon C,
laparoscopy). Surgeon A completed the da Vinci assisted
anastomosis more rapidly than surgeon B (22.3 vs. 33.6 min,
p<0.001) and Surgeon C (33 min, p<0.000001). Similarly,
Surgeon A was significantly faster at completing the laparo-
scopic anastomosis than either Surgeon B (23.7 vs. 39.4
min, p<0.006) or Surgeon C (43.8 min p<0.002). Surgeons B
and C both significantly benefited from da Vinci assistance
over laparoscopy alone, but not surgeon A. There was no
significant difference between surgeons or techniques
regarding the number of suture bites required to complete
the anastomosis. CONCLUSIONS: da Vinci assistance
improves time to completion and quality of choledocho-
jejunostomy over laparoscopy alone in an ex vivo bench
model. This advantage is more pronounced in the hands of
surgeons with less experience in complex laparoscopy.

P391
NONLINEAR ANALYSIS QUANTIFIES LEARNING IN ROBOT-
ASSISTED LAPAROSCOPIC SURGERY Irene H Lee MS, Ka-
Chun Siu PhD, Dimitrios Katsavelis MS, Dmitry Oleynikov
MD, Nick Stergiou PhD, HPER Biomechanics Lab, University
of Nebraska at Omaha; Department of Surgery, University of
Nebraska Medical Center, Omaha, NE, USA
To determine the proficiency of surgical skills in robot-
assisted laparoscopy is important to identify the learning
pattern. Traditional measurements, such as time to task
completion (TTC), does not quantify accuracy and quality of
learning. The aim of this study was to find a better measure
to evaluate quality of learning. Lyapunov Exponent (LyE) is a
nonlinear measure which can determine the consistency of
task performance. Consistency is assessed by measuring the
amount of deviation in movement paths of the surgical
instrument tips. Eight right-handed medical students partici-
pated in training sessions on two consecutive days. In both
sessions each participant passed a surgical needle through
ten points along an inanimate material using the da Vinci
Surgical System (Intuitive Surgical, Inc.). Subjects also per-
formed the same task before and after training.
Measurements such as TTC, total traveling distance and
speed were also calculated. Paired t-tests were used to com-
pare pre- and post-training for all measurements. Our
results indicated that the LyE values showed significantly
less deviated trajectories of the instrument tips after train-
ing. The movement path showed more consistent cyclic pat-
tern from pre- (Fig.1) to post-training (Fig.2). TTC also
decreased significantly with no differences in the total dis-
tance traveled. Our results showed that trainees could make
faster movement with improved consistency after training.
Nonlinear analysis tools provide surgeons with better accu-
racy evaluation and visualization of the surgical perform-
ance. Therefore, evaluation of proficiency in robot-assisted
laparoscopic surgery could be improved by combining both
nonlinear analysis and traditional measurements.
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P392
COMPLEX PEDIATRIC ROBOTIC SURGERY: A SINGLE-
INSTITUTION’s EXPERIENCE, Venita Chandra MD,Craig T
Albanese MD,Sanjeev Dutta MD, Stanford University
Hospitals and Clinics
Purpose: For advanced laparoscopists, the greatest benefit
of robotic surgical technology is in its use for complex pro-
cedures, ones that require significant dexterity in limited
workspace and are challenging with conventional instru-
mentation. We present our 3-year institutional experience
using robotic-assisted laparoscopic surgery for complex
pediatric surgical procedures. Methods: Retrospective
review from 2003 to 2006 of all complex cases performed by
2 advanced laparoscopic pediatric surgeons using the da
Vinci surgical robot. Data reviewed included patient age,
procedure type, total operative time, outcome, and compli-
cations. Results: Five operations were performed including
Kasai portoenterosotomy (2), choledochal cyst excision (1),
Ladd’s procedure (1), posterior mediastinal mass resection
(1) and subcutaneous resection of giant lipoma (1). Post-
operative complications were limited to a prolonged ileus in
the patient undergoing Ladd’s procedure. All remaining
patients had an uneventful recovery. Table below depicts
procedure type, patient age and weight and operative times
(including anesthetic induction, robot draping, docking, and
surgical procedure).
Kasai 9 wks 4 kg 530 min
Choledochal Cys 5 yrs 22 kg 440 min
Kasai 8 wks 5 kg 430 min
Ladd’s 14 yrs 80 kg 204 min
Mediastinal Mas 15 yrs 90 kg 170 min
Giant Lipoma 14 yrs 61 kg 476 min
Conclusions: Robotic technology can be used to perform
complex abdominal and thoracic operations in children.
Three-dimensional high quality optics, articulated instru-
ments, and tremor filtration enable complex, subtle tasks
such as suturing in a limited workspace or fine dissection.
Robot setup and operative times are initially long and sub-
ject to a learning curve.

P393
ROBOTIC SPLENECTOMY IN CHILDREN: A SINGLE INSTITU-
TIONAL REVIEW, Bethany J Slater MD,John J Meehan MD,
University of Iowa Children’s Hospital
Purpose: Robotic surgery is a new technology which may
facilitate minimally invasive surgery (MIS). The main advan-
tages of robotic surgery include three-dimensional visualiza-
tion, complete camera control, tremor filtration, absence of
the fulcrum effect, and articulating instruments with addi-
tional degrees of freedom. We report our experience with
robotic splenectomies in our first seventeen consecutive
pediatric splenectomies.
Methods: With IRB approval, we retrospectively reviewed all
elective robotic splenectomies over our first 5 years using
the robot. The procedures were accomplished with Da Vinci
Surgical System® (Intuitive Surgical, Sunnyvale, California).
Mean patient age was 12.6 years (range 5.2 - 19.1 years)
with an average weight of 50.1 kg (range 10.8 - 96.9 kg).
Methods for ligation of the hilar vessels changed over the
course of the series. Initially, a clip applier was used, fol-
lowed by a laparoscopic stapler. But these choices were less
than ideal since their use requires the bedside assistant to
manipulate the device instead of the console surgeon. More
recently, we have used the articulating robotic Gyrus PK
(Gyrus ACMI; Maple Grove, MN). This device became avail-
able in mid-2006. The robotic Gyrus PK is controlled by the
console surgeon and was used to seal the hilar vessels and

short gastric vessels in the last 6 patients.
Results: Thirteen of the seventeen (76%) of the cases were
completed using the robot. Four were converted to open for
bleeding. No conversions were related to robotic instrumen-
tation. They were, however, all related to hand held laparo-
scopic devices. Reasons for conversion included clip applier
failure, stapler failure, trocar injury, and blunt injury to the
spleen from a standard hand held laparoscopic instrument.
All four conversions occurred within the first five patients.
No post-operative complications occurred. The average
length of stay for patients completed robotically was 1.3
days (range 1 - 3 days).
Conclusions: Robotic splenectomy is technically feasible,
safe, and effective in children. There are a number of advan-
tages of using the robotic system including the improved
degrees of freedom and superior visualization. Using the
bipolar technology of the robotic Gyrus PK is a satisfactory
new option for sealing the vessels in minimally invasive
robotic splenectomy. Larger series are required to perform
an adequate comparsion between the laparoscopic and
robotic approaches to MIS splenectomy.

P394
USING THE CELLULAR SPACE FOR TELEMEDICINE APPLI-
CATIONS-FIRST REMOTE PRESENCE SESSIONS, Joseph B
Petelin MD, Surgix Minimally Invasive Surgery Institute,
Univ of Kansas School of Medicine Dept of Surgery
Introduction: Telemedicine applications are necessary devel-
opments in today’s “stressed” healthcare environment.
Remote Presence® applications for tele-rounding and tele-
mentoring using the Wireless Local Area Network-WLAN
(802.11) portion of the radio-frequency spectrum and the
public internet, have been previously reported by our group.
This report documents the first use of a different part of the
spectrum, the cellular space, for telepresence access.
Methods: The Remote Presence System® (Intouchhealth,
Goleta, California) was employed as the interface tool. The
end effector “robot” (RP-7) communicated via a WLAN at
the hospital to the internet. The physician at the central site
communicated via laptop control station via an EV-DO Rev A
broadband PC Card (Novatel Wireless Merlin ™ S720 PC)
through the Sprint ™ Wireless Broadband Data Network to
the internet. The first session,performing tele-rounds, was
conducted from the author’s pickup truck in a field 30 miles
from the hospital on February 24 2007.
Results: Connection from the laptop to the internet was
essentially instantaneous. Bandwidth was excellent: 940-
1160 kbps download, 570-643 kbps upload. Latency was
minimal, allowing near real time evaluation of the move-
ments of the RP-7 ™ from the field. Duplex video and audio
quality was equivalent to that obtained with a landline con-
trol station connection. The first session lasted approximate-
ly 15 minutes. No disruptions in the connection or the ability
to control the RP-7 ™ occurred. The patient, nurse, and
physician felt that the interaction was superior to a phone
conversation and the nurse and physician could not differ-
entiate its quality from that of a landline-connected Remote
Presence® event. Since that first session, connections from
a variety of locations not associated with a WLAN have
been conducted with similar results.
Conclusions: Our early experience suggests a significant
benefit to patients, hospitals, nurses, and physicians. The
use of this technology allows even more mobility for the
physician, allowing greater access to him or her, wherever
he or she might be.

P395
ROBOTIC THORACOSCOPIC RADICAL THYMECTOMY FOR
MYASTHENIA GRAVIS, Tracey L Weigel MD,Katie S Nason
MD,Takushi Kohmoto MD,Traci Bretl RN,James D Maloney
MD, University of Wisconsin
Introduction: A complete, radical “phrenic-to phrenic”
thymectomy is the standard of care for myasthenia gravis.
Patients with myasthenia gravis (MG) are often poor candi-
dates for median sternotomy because of their significant
doses of immunosuppresive drugs and/or compromised res-
piratory function secondary to their MG. We hypothesized
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that a complete, radical thymectomy could be performed
thoracoscopically using the Da Vinci robot and would be
better tolerated than a sternotomy in patients with MG.
Methods: We retrospectively reviewed prospectively collect-
ed data on all thymectomies performed for MG since we
performed the first robotic thoracoscopic (VATS) thymecto-
my at our institution, in April 2006. Patient characteristics
such as: BMI, immunosuppresive medications, other co-
morbidities (CAD, HTN, asthma, COPD, etc.), peri-operative
complications (wound infection, pneumonia, post operative
blood products) and length of stay (LOS) were compared in
patients undergoing thymectomy via an open (median ster-
notomy) versus a robotic (left VATS) approach.
Results: Between 4/06 and 8/07, 13 patients underwent
thymectomy for MG. Three patients had open, transsternal
thymectomies via median sternotomy during this period.
One patient was approached primarily via a median ster-
notomy due to a BMI of 40. The remaing 12 patients were
positioned supine with a shoulder role and the table planed
~45 degrees; left side up. In 2 morbidly obese patients (BMIs
36.7 and 37.2), both with asthma, a thoracoscope was intro-
duced initially into the left hemithorax. However, due to
their inability to tolerate one-lung ventilation, the left VATS
approach was aborted and a sternotomy was performed
without repositioning. Ten patients (median BMI 32.5)
underwent a succesful robotic thymectomy via a left VATS
approach with complete excision of the mediastinal fat pad
and entire thymus. No patient required perioperative blood
transfusion or emergent conversion to open procedure for
bleeding. There were no post-operative complications in
either group. Median LOS was 3 days after an open,
transternal approach versus 1 day after a robotic, left VATS
approach.
Conclusion: A robotic radical thymectomy via a left VATS
can be performed safely in patients with MG and is associat-
ed with a shorter LOS than median sternotomy. Morbid obe-
sity and/or asthma may be relative contraindications to a
robotic VATS approach. Long term follow up is necessary to
determine the true efficacy of a minimally invasive, robotic
VATS radical thymectomy on symptoms in patients with
MG.

P396
ROBOTIC-ASSISTED TREATMENT OF VISCERAL ARTERY
ANEURYSMS: NEW STANDARD OF CARE?, PierCristoforo
Giulianotti* MD,Fabio Sbrana* MD,Andrea Coratti**
MD,Francesco Bianco* MD,Antonella Lombardi** MD,Luca
Felicioni** MD, *University of Illinois at Chicago Medical
Center-Chicago, Illinois; **Misericordia Hospital-Grosseto,
Italy.
This study is a retrospective review of all patients treated
with a robotic-assisted mininvasive surgery for visceral
artery aneurysms (VAA) at a single Institution. Robotic sur-
gery seems to offer an important alternative to the tradition-
al treatment.
Materials and Methods: between September 2001 and June
2007, 12 patients aged 41-78 (mean = 59.25) underwent min-
imally invasive robotic surgery for asymptomatic visceral
aneurysms. The arteries involved were respectively: the
splenic artery (SAA) in 9 patients and the renal artery (RAA)
in 3 patients (1 being mono-renal) with mean aneurysm size
of 20.3±5.8 mm. The “Da Vinci” surgical robotic system
(Intuitive Surgical Inc., USA) was used in all cases.
Results: in the first case, a robotic-assisted laparoscopic
(RAL) splenic aneurysmectomy between ligatures without
splenectomy was performed. In nine cases (6 splenic
aneurysms and 3 renal aneurysms), a RAL resection with a
vascular structure reconstruction (5 end-to-end anastomosis,
3 Y saphenous vein graft interposition and 1 PTFE graft
interposition) and associated end-organ flow preservation
was performed. In another case, involving the splenic hilum
only a partial vascular reconstruction associated with a
robotic emisplenectomy was feasible. Only one case of SAA
(within the splenic ileum) required an aneurysmectomy with
a concomitant laparoscopic splenectomy, without possibility
of vascular reconstruction and end-organ flow preservation.
Average intraoperative time: 225.83±64.06 min (range: 90-

310). Mean estimated blood loss: 173±180.1 ml (range: 0-
500). The mean hospital stay of non complicated cases has
been 3.0±1.75 (range:2-7). Mean time to a regular diet:
1.7±0.6 days (range:1-3). Morbidity rate: 8.3% (case #1:
splenic postoperative infarction). No death was observed. In
all patients with vascular reconstruction, the duplex-scan
surveillance showed a regular organ perfusion with mean
follow-up of 41 months (range: 16-72).
Conclusions: the authors believe that robotic-assisted
laparoscopic surgery for asymptomatic VAA treatment could
be an effective alternative to the traditional open treatment
and could become the new standard of care.

SOLID ORGAN REMOVAL
P397
IS RIGHT LAPAROSCOPIC DONOR NEPHRECTOMY RIGHT?,
Mark Sawatzky MD,Abdul-Malek Altaf MD,James Ellsmere
MD,Dennis Klassen MD,Hendrik J Bonjer MD, Dalhousie
University, Halifax, Nova Scotia, Canada
Introduction: Laparoscopic donor nephrectomy has become
the standard of care in most renal transplant centres. Many
centers are reluctant to perform right laparoscopic donor
nephrectomies primarily due to concerns about transplanti-
ng a kidney with a short renal vein.
Methods & Procedures: A retrospective review of 25 right
and 24 left consecutive donor nephrectomies and their
recipients was done. Patient demographics, preoperative,
perioperative, and postoperative data were recorded. Age,
gender and BMI were compared between groups using 2 or
Student’s t-Test. Continuous outcome data were compared
with Kruskal-Wallis analysis and categorical data compared
with Fisher’s Exact test.
Results: Patient demographics were similar between groups
of right and left donors as well as right and left recipients.

Conclusions: Right laparoscopic donor nephrectomy
requires less operating time and is associated with similar
outcomes for donors and recipients as left donor nephrecto-
my. Right laparoscopic donor nephrectomy needs to be con-
sidered when multiple renal vessels are present on the left
side and/or when function of the left kidney is greater than
the right.

P398
LAPROSCOPIC SPLENECTOMY FOR WANDERING SPLEEN:
ENHANCING OUTCOMES WITH SMART IMAGING TECH-
NOLOGIES, M. R Ranzinger MD,I M George,A E Park MD,
University of Maryland School of Medicine
Wandering Spleen is characterized by laxity or absence of
the normal ligamentus attachments to the spleen. The sole
attachment tends to be the vascular pedicle to the splenic
hilum. Often discovered in childhood, it can also be detected
in young adults. It is a rare condition with less than 500
cases reported in the world literature. The presentation can
be an asymptomatic mass, an incidental finding on radi-
ographic imaging, or a catastrophic presentation such as
torsion or rupture. Computerized Volumetric Analysis
Systems (CVAS) is a set of processes and tools that allow
the surgeon to turn 2D radiographic images into 3D virtual
models. This allows surgeons to visualize the surgical
anatomy from any angle they may choose. The advantage
of this preoperative virtual fly-through and virtual dissection
is that it gives the surgeon a clear concept of the relation of
structures that they will encounter during the procedure.
This 3D imaging more closely correlates with the videoscop-
ic imaging data than with 2D imaging that is traditionally
used for operative planning. We present the case of an 18
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year patient who underwent laparoscopic splenectomy for
wandering spleen. The surgery was completed in 78 min-
utes with a 10cc blood loss and the spleen was removed
through a 3 centimeter umbilical crease incision. The patient
was ready for discharge on the 2nd post operative day. The
degree of uncertainty associated with wandering spleen
requires a studied surgical plan which is essential to safe
and efficient laparoscopic procedures. CVAS provides a
means to augment planning, thus diminishing the preopera-
tive ambiguity, clarifying anatomic relationships and
increasing the surgeon’s confidence. Figure 1: CVAS image
of wandering spleen.

P399
SPLENECTOMY FOR HEMATOLOGIC DISEASE COMPARI-
SON OF LAPAROSCOPIC VERSUS OPEN TECHNIQUE, Enzo
Monteferrante MD,Valerio Caracino MD,Claudio Pedrazzoli
MD, Department of Surgery “Santo Spirito” Hospital ,
Pescara, Italy
Background. This study aimed to compare the safety, effica-
cy and clinical benefits of laparoscopic splenectomy (LS) to
open splenectomy (OS) in patients with hematologic disor-
ders .Methods. Experimental design: prospective study ; set-
ting : II Department of Surgery Reggio Emilia and III
Departement of Surgery Pescara; Patients : 141 consecutive
adult patients underwent splenectomy; 78 patients under-
went LS and 63 OS. In the LS group is adopted lateral posi-
tion and reverse Trendelemburg; tree ports along the left
sub-costal margin are used; The hilar pedicle is stapled
using linear endoscopic stapler with vascular cartridge.
Perioperative characteristics, outcomes, complications and
costs were comparatively analysed.Results. Mean age was
34.6 years in the LS group and 42.8 in the OS group. BMI
(Kg\h2) was 23.5 (range 20-28) in the LS group and 24.1
(range 21-30) in the OS group. Mean spleen size was 12.8
cm in the LS group and 15.5 cm in the OS group. Accessory
spleens were found 19 patients in the LS group and in 14
patients in the OS group; 4 conversions to laparotomy
occurred in the LS group. A total of 7 complications
occurred in 6 patients of the LS ( 2 pulmonary infections , 2
abdominal wall complications , 1 pancreatitis , 3 splenopor-
tal thrombosis ); 19 complications occurred in 15 patients of
OS group (8 pulmonary infections, 10 abdominal wall com-
plications , 3 hemorrhage ). Mean surgical time was 129.5
minutes for LS and 89.7 minutes for OS ( p <0.005). Mean
post-surgical stay was 4.5 days in the LS group and 8.5 days
in the OS group ( p<0.005) . Response rates were similar in
both groups. Conclusions. LS is comparable to OS in terms
of efficacy and safety and it is associated with a shorter hos-
pital stay. LS should become the technique of choice for
treatment of intractable benign hematologic disease.

P400
SPLENECTOMY FOR ITP: A 10 YEAR REVIEW, Shannon A
Fraser MD,Jacob Garzon MD, Sir Mortimer B. Davis Jewish
General Hospital, McGill University, Montreal, Canada
Background: Laparoscopic splenectomy (LS) has been
established as a safe and effective alternative to open
splenectomy (OS) for the treatment of Idiopathic
Thrombocytopenic Purpura (ITP). The purpose of this study
was to review our teaching institution’s experience with
splenectomy for ITP.
Methods: Between 1996 and 2005 a total of 35 consecutive
splenectomies were performed for ITP by a single surgeon.
These cases were reviewed for their post-operative out-
comes, with particular attention to surgical approach (LS vs.
OS), conversions, complications and platelet response.
Results: Thirty-three of 35 patients underwent planned LS,
with a 94% success rate. Mean spleen weight was 142 g and
four accessory spleens were identified in 3 patients (8.6%).

Two patients suffered post operative complications (5.7%),
including one patient who developed portal vein thrombo-
sis. Mean follow up was 57.3 mo (2.5-120 mo). 84.8% of
patients had a complete response (platelets >150 x 109/L).
Additionally, 12% of patients had a partial response (50-150
x109/L). 3% of patients were non-responders, and 1 patient
relapsed.
Conclusion: The response rate to LS for our ITP patients is
excellent, supporting the use of this approach as the gold
standard for the surgical treatment of ITP.

P401
SPLENECTOMY FOR HEMATOLOGIC DISEASE: A 10 YEAR
REVIEW, Shannon A Fraser MD,Jacob Garzon MD, Sir
Mortimer B. Davis Jewish General Hospital, McGill
University, Montreal, Canada
Background: Laparoscopic splenectomy (LS) has been
established as a safe and effective alternative to open
splenectomy (OS) for the treatment of appropriate patients
with hematologic disease. The purpose of this study was to
review our teaching institution’s experience with splenecto-
my for hematologic disease.
Methods: Between 1996 and 2005 a total of 101 consecutive
splenectomies were performed for both benign (53) and
malignant (48) hematologic diseases by a single surgeon.
These cases were reviewed for their post-operative out-
comes, with particular attention to surgical approach (LS vs.
OS), conversions, and complications
Results: 61% of patients underwent planned LS, with a 79%
success rate. Patients with malignant disease were signifi-
cantly older (p< 0.005), had larger spleens (p< 0.007), (40
cases of splenomegaly), more likely to undergo OS (p<
0.0009, 13 attempted LS, 62% success rate), and had longer
length of stay (p< 0.02). However, there was no significant
difference in OR time, transfusion requirements, morbidity
or mortality rates between patients with benign and malig-
nant disease.
Conclusion: LS is feasible for both benign and malignant
hematologic disease. However, LS for spleens larger than 1
kg or 15 cm in greatest diameter is possible, but may not be
of significant benefit to the patient.

P402
LAPAROSCOPIC ACCESSORY SPLENECTOMY: THE IMPOR-
TANCE OF PERIOPERATIVE LOCALIZATION STUDIES,
Abdulmalik Altaf MD,Mark Sawatzky MD,Hendrik Jaap
Bonjer MD,James Ellsmere MD,Dennis Klassen MD,
Department of Surgery, Dalhousie University
Introduction: Laparoscopic splenectomy is an effective treat-
ment for most patients with Idiopathic Thrombocytopenic
Purpura (ITP). Patients in whom the response to treatment
with splenectomy is incomplete or those who develop recur-
rence of symptoms should be evaluated for the presence of
accessory spleen (AS). The effectiveness of laparoscopic
excision of accessory spleen after previous splenectomy for
ITP is not clear. We report our experience with laparoscopic
accessory splenectomy (LAS).
Methods: We reviewed five consecutive patients who under-
went LAS after initial splenectomy for ITP at a tertiary care
center from 09/04/2003 to 15/7/2007. Demographics, hemato-
logical disease, preoperative diagnostic and localization
studies, technical success and the effect on ITP in the form
of postoperative change in blood counts were examined.
Results: Five patients with recurrent ITP underwent LAS dur-
ing the study period. All had successful removal of the AS
based on final pathological exam. One patient required a
second exploration with localization after a failed attempt
without. A novel method of localization was used in 4 oper-
ations. This consisted of computed tomography-guided
injection of methylene blue at the AS site preoperatively
and/or preoperative intravenous Technetium99 labeled dam-
aged red blood cells. Intraoperatively, dye is used for visual
identification and the gamma probe is used to aid in local-
ization or to confirm the presence of the AS within the
excised specimen. We found these methods very helpful in
the intraoperative identification of AS. Four of the five



287 www.sages.org

S
A

G
E

S
2

0
0

8
SAGES 2008 Poster Abstracts
patients had sustained improvement in platelet counts after
LAS.
Conclusion: LAS after previous splenectomy is feasible and
safe. Preoperative localization methods aid in the intraoper-
ative identification of AS. Good long term treatment of ITP
is achievable.

P403
MINIMAL HOSPITAL STAY AND MORBIDITY IN THE
LAPAROSCOPIC TREATMENT OF DISTAL PANCREATIC
LESIONS, Amber L Allen MD,Jody M Johnson DO,Richard
W Schwartz MD,Raymond J Gagliardi MD, University of
Kentucky
Background: There is an increasing trend towards treating
distal pancreatic lesions with minimally invasive surgical
techniques in order to facilitate both a quicker recovery and
fewer complications. Most studies to date have shown a
median hospital stay of four to five days. Our data reveal
that distal pancreatic cystic and solid tumors can be
removed safely and effectively via laparoscopic techniques
with a median hospital stay of two days postoperatively and
a complication rate of 11%. Methods: During a time period
of twenty-two months, ten patients underwent attempted
laparoscopic resection for lesions noted by CT/MRI to be
within the body/tail of pancreas. There were three solid
masses and seven cystic lesions. Preoperative endoscopic
ultrasound and fine needle aspirate with CEA fluid levels
were performed on the cystic lesions. Results: One patient
had conversion to an open procedure due to the extent of
disease. Splenectomy was performed in seven patients.
Intentional splenectomy was performed in four of the
laparoscopic patients. Therefore, our unintended splenecto-
my rate for laparoscopic patients was 33%. Estimated blood
loss for all but two of the laparoscopic cases was <50 mL;
blood loss in the remaining cases was 200 mL and 400mL.
The open conversion case had blood loss of 700 mL. Size of
the lesion did not correlate with blood loss. The median
hospital stay was two days and an overall average of three
days (shortest: 1 day; longest: 7 days). Pathology results
were as follows: mucinous cystic neoplasm (5); neuroen-
docrine tumor (1); islet cell tumor (1), mucinous cystadeno-
carcinoma (1), pseudocyst (1) and insulinoma (1). In the nine
patients treated successfully via laparoscopy, our complica-
tion rate was 11% with one patient requiring percutaneous
drainage of a subsequent fluid collection from a pancreatic
leak which resolved without further intervention. In the
patient with open conversion, reoperation was required for
pancreatic necrosis and fluid collections. Our thirty day mor-
tality rate was zero. Conclusions: These short term data
emphasize that pancreatic tumors can be removed safely
and effectively via minimally invasive techniques with a sig-
nificantly short hospital stay and a very low incidence of
morbidity.

P404
SUBMESOCOLIC ANTERIOR APPROACH TO LAPAROSCOP-
IC LEFT ADRENALECTOMY, Emanuele Lezoche
MD,Alessandro M Paganini PhD,Mario Guerrieri
MD,Giancarlo D’Ambrosio MD,Angelo De Sanctis
MD,Giovanni Lezoche MD,Adriana Rotundo
MD,Massimiliano Rimini MD, Chirurgia Endolaparoscopica e
Tecnologie Avanzate, Department of Surgery “Paride
Stefanini”, University of Rome “La Sapienza”, Rome, Italy
INTRODUCTION: Aim of this study is to prospectively evalu-
ate the feasibility and safety of the submesocolic anterior
approach to laparoscopic left adrenalectomy. METHODS:
From January 1994 to August 2007, 297 laparoscopic
adrenalectomies were performed in 287 patients (10 bilater-
al) in our Departments. Thirty-seven patients (16 males, 21
females, mean age 55.7 years, range 26-78 years) under-
went the submesocolic approach for the following indica-
tions: pheochromocytoma in 11 patients (pts), incidentalo-
ma in 6 pts, Cushing’s adenoma in 7 pts and Conn’s adeno-
ma in 13 pts. Mean B.M.I. was 25.9 Kg/m2 (range 21.3-32.6
Kg/m2). Mean lesion diameter was 3.8 cm (range 2-6cm).
RESULTS: Mean operative time from skin incision to skin

closure was 85 min. (range 60-180 min). Intraoperative
blood pressure and cardiac rhythm were stable in every
patient. Minor morbidity occurred in 3 patients (9 %) includ-
ing fever (2) and wound infection (1). Conversion to open
surgery occurred in one patient (2.7%) with Cushing’s
Syndrome and multiple adhesions from previous upper
abdominal surgery who developed splenic bleeding requir-
ing splenectomy. Mortality was nil. CONCLUSIONS: The
submesocolic approach to laparoscopic left adrenalectomy
is feasible and safe and it may be considered a good alter-
native option to the flank or anterior approaches, particular-
ly for secreting tumors. In fact, early identification and clo-
sure of the main adrenal vein is the main advantage of the
submesocolic approach, with no prior gland manipulation
and no splenic or colonic mobilization.

P405
OUTCOMES OF ADRENALECTOMY FOR ADRENAL METAS-
TASIS - AN UNCOMMON INDICATION FOR ADRENALECTO-
MY, G Tazhibi BA,B D Matthews MD,M A Quasebarth RN,L
M Brunt MD, Washington University School of Medicine
Introduction: The role of resection of adrenal metastases
(mets) in the laparoscopic (Lap) era is controversial. The
purpose of this study was to review our results with adrena-
lectomy for mets in a series of consecutive patients.
Methods: The records of all patients who underwent
adrenalectomy for suspected adrenal metastasis at our insti-
tution from 1993-2007 were reviewed retrospectively. Lap
cases converted to open were included in outcomes for
open cases. Data are mean ± SD and statistical analysis was
by two-tailed t test.
Results: Of 300 patients who underwent adrenalectomy, 21
(7.0%) had suspected adrenal metastasis preoperatively or
on final pathology. Mean patient age was 54 ± 13 yrs (24-72
yrs) and the most common primary cancer sites were lung
(N=9) and melanoma (N=4). The side of lesion was right in 6
and left in 15. Surgical approach was open in 5 cases and
laparoscopic in 16. Two open cases were done concomitant-
ly with resection of other disease (1 primary colon cancer
and 1 duodenal melanoma met). Lap cases were converted
to open in two cases and to hand-assist in two. Mean tumor
size was 4.3 ± 2.4cm (1-9cm). Mean operative time in lap
cases was 207 ± 89 min vs 172 ± 49 open (p=NS).
Postoperative length of stay was 2.4 ± 1.9 days in Lap and 5
± 2.2 days in open cases (p<0.02). Final pathology showed
mets in 18 cases and 3 lesions were benign. Complications
occurred in 8 pts (38.1%) but were Grade II or higher in only
2 (9.5%). One pt was lost to F/U. In the remaining 17 pts
with mets, (mean F/U interval 32.9 mos, median 19.5 mos),
4 had died from tumor progression; 11 were alive but with
abdominal/visceral mets (N=5) or distant mets (N=4) or both
(N=2). Only two pts (11.8%) with mean F/U of 18 mos had
no evidence of disease.
Conclusions: In a large volume center, adrenal metastasis is
an uncommon indication for adrenalectomy. These patients
have a high rate of tumor recurrence, both intra-abdominal-
ly and at distant sites. Because of the high rate of disease
progression and overall poor prognosis, a minimally inva-
sive approach to reduce recovery time may be advanta-
geous.

P406
LAPAROSCOPIC ADRENALECTOMY FOR PHEOCHROMOCY-
TOMA....TAKE THE VEIN LAST?, Melina C Vassiliou
MD,William S Laycock MD, Dartmouth-Hitchcock Medical
Center, Lebanon, NH
Purpose: It is and always has been traditional to ligate the
adrenal vein early during excision of a pheochromocytoma.
This is done to limit catecholamine surges during intraoper-
ative manipulation of the gland, potentially causing hemo-
dynamic lability. This dogma, which originated from open
surgery, has now been applied to the laparoscopic
approach. At times, patient anatomy or size of the lesion
can make early vein dissection difficult or unsafe. The pur-
pose of this investigation is to challenge the “vein first”
technique by demonstrating the safety and efficacy of
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delayed ligation of the adrenal vein during laparoscopic
adrenalectomy for pheochromocytoma.
Methods: A retropspective review of all laparoscopic
adrenalectomies for pheochromocytoma by a single sur-
geon from 1997 to 2007 was performed. All patients had
confirmed histologic evidence of pheochromocytoma. The
procedures were all performed utilizing the same technique,
which involves division of the adrenal vein late in the proce-
dure, after the majority of the gland has been dissected free.
Patient records were reviewed for evidence of intra-opera-
tive hemodynamic variations, blood loss, length of stay and
postoperative morbidity.
Results: Please refer to Tables 1 and 2 below:

Conclusions: Delayed adrenal vein ligation during laparo-
scopic adrenalectomy for pheochromocytoma is safe and
effective. Intraoperative hemodynamic parameters are com-
parable to those reported in the literature using the
&#x93;vein first&#x94; technique. Dividing the vein late is
an alternative approach to laparoscopic excision of adrenal
pheochromocytoma and should be considered in appropri-
ate situations.

THORACOSCOPY
P407
SINGLE-PORT VIDEO ASSISTED THORACOSCOPY - EXPERI-
ENCE IN A COMMUNITY TEACHING HOSPITAL, Matthew
Campbell MD,Steven Reitz MD,Aaron Kulwicki MD,Dennis
Tishko MD,David S McCready MS, Mount Carmel Medical
Center, Columbus, Ohio
Background:
Single-port video-assisted thoracoscopic surgery (sVATS) is
an alternative to conventional three-port thoracoscopy.
Published reports in the literature have primarily consisted
of small series from university hospitals, often describing
the institution’s initial experience with the technique. Larger
published series are usually limited to a narrow range of
indications for the procedure. We report a series of sVATS
procedures for a variety of indications performed by a single
surgeon in a community teaching hospital.
Methods:
We gathered data retrospectively on 119 consecutive
patients who underwent sVATS between March 2004 and
February 2005. Data include indication, inpatient vs. outpa-
tient status, age, sex, tobacco use, length of stay, duration
of tube thoracostomy, resident participation, use of epidural
anesthesia, operative time, conversion to thoracotomy, and
mortality.
Results:
Indications for sVATS included pulmonary nodule (78), per-
sistent infiltrate (14), effusion (11), pneumothorax (9), and
empyema (7). Overall median length of stay was 2 days
(range, 0-16). Mean operative time was 58 minutes (range,
18-170). During the procedure, 17 patients required conver-
sion to thoracotomy. There was no difference in the rate of
conversion to thoracotomy when comparing inpatient and
outpatient procedures. Four patients died postoperatively
(3%), the majority of which were diagnosed with advanced
malignancy and requested palliation. Median length of stay
was shorter for outpatients vs. inpatients (2 days vs. 4) and
for pulmonary nodule vs. other indications (2 days vs. 3).
Tobacco use did not affect length of stay or duration of tube
thoracostomy. Epidural anesthesia was associated with
shortened length of stay for outpatients and for patients
with pulmonary nodule. Operative time was slightly longer
(12.5 min) when a resident performed the operation.
Conclusions:
Single-port thoracoscopy is a safe and useful procedure for

a variety of diagnostic and therapeutic indications. Length of
stay depends on indication for sVATS and inpatient vs. out-
patient status; it may be shortened by use of epidural anes-
thesia.

P408
COMPENSATORY SWEATING AFTER THOROSCOPIC SYM-
PATHECTOMY- OUTCOME STUDY, David S Edelman MD,
Baptist Hospital of South Florida
Excessive sweating is a problem that affects 0.6% of the
population. It is most prevalent in young adults. Since 1985
bilateral thoroscopic sympathectomy (ETS) has been avail-
able, being performed as an outpatient with minimal side
effects. It is 98% effective in controlling hand sweating, but
has a higher failure rate with severe compensatory sweating
(CS) when done for craniofacial hyperhidrosis.
Beginning September 2005 a prospective outcomes data-
base was begun on all ETS patients at the Center. Patients
with hand sweating had a bilateral T 3 clamping procedure.
Patients were followed at 2 weeks and at 8 weeks after sur-
gery with a questionaire about results, complications, satis-
faction and CS.
800 patients have had ETS at the Center. 55 patients were
entered into the outcomes data base. Ages ranged from 14-
48 years. There were 31 female and 24 male patients. 5 of
55 (9.1%) had incomplete follow up data. 1 patient had
recurrent hand sweating (1.8%). There were no major com-
plications. CS averaged 1.4 on a scale of 0 to 5. Of interest,
for facial hyperhidrosis (5 patients with a T 2 clamp), CS was
3.3 and recurrence was 50%.
In conclusion, ETS is a safe and effective treatment for pal-
mar hyperhidrosis with a 98% success rate and a low rate of
compensatory sweating. Performing ETS for craniofacial
hyperhidrosis is not recommended except in select patients
because of a high failure and CS rate.

P409
ROLE OF EARLY THOROCASCOPY IN THE PENETRATING
WOUNDS OF THE CHEST, Christian Massier MD,Rapheal
Chung MD,Vinay Mathavan MD,Sanjay Thekkeurumbil
MD,Naveed Ahmed MD, Huron Hospital/Cleveland Clinic
Non life-threatening penetrating wounds of the thorax(PCW)
can be treated by tube thoracostomy(TT)alone, but incom-
plete removal of clots can delay recovery and lead to the
development of empyema. We hypothesized that use of
early thoracoscopy (TS), within 48 hours, will reduce
empyema and missed diaphragmatic injuries(DI).
Method: We performed a retrospective chart review of 82
stable patients with PCW initially treated with TT alone, and
had retained clots on CXR at 48hrs or suspision of DI. 27
patients underwent early thoracoscopy with blood evacua-
tion/pleural lavage, hemostasis and foreign body removal
were accomplished when indicated. The diaphragm was
assessed for defects, and when present, a laparoscopy per-
formed to rule out abdominal injury. 55 patients had another
TT to remove clot.
Results:

TS (27) TT (55) p-value
GSW/Stab 19/8 35/18
FB Removed** 4 0
Empyema 0 5 0.16
DI-Found/Missed 11/0 9/2
LOS (days) 5.7(3-8) 9.9(5-13) <0.05
**FB-Forgien bodies. *DI- diaphragmatic injuries.
Conclusion: Early thoracoscopy provided the means to
assess and obtain hemostasis, remove clots or foreign bod-
ies and identify diaphragmatic defects for timely interven-
tion in the abdomen. Thoracoscopy did significantly impact
the length of stay by reducing time to evacuation of clot,
preventing empyema formation as well as early identifica-
tion of diaphragmatic and abdominal injuries.
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ESOPHAGEAL/GASTRIC SURGERY
P410
A NEW TECHNIQUE FOR LAPAROSCOPIC RESECTION OF
GASTRIC GIST, Ali A Warsi MD,Paul M Peyser, Royal
Cornwall NHS Trust, Truro, U.K.
Introduction- Gastric Gastrointestinal Stromal Tumours
(GISTs) has a low malignant potential and the incidence of
local involvement extremely rare. The recognised treatment
for these tumours is complete excision with clear margins.
However, laparoscopically excision of a posterior GIST
through an anterior gastrotomy, risks disruption or rupture
of the tumour.
Aims- We aim to present a new technique, devised to safely
deliver the tumour and to ensure clear resection margins
without tumour disruption or rupture, using the standard
laparoscopic disposable endobags.
Methods- Using a standard 3 or 4 port technique an anterior
gastrotomy is performed using Torsional Ultrasound (Lotus)
and guided by intra-operative endoscopy. The posterior
tumour is then identified. The ?bag? is then removed from
the endoscopic retrieval bag leaving just the retractable
metal band. This is then introduced laparoscopically
through a 10mm port and placed over the tumour via the
gastrotomy. The band is then slowly closed around the base
of the tumour. This then allows the tumour to be delivered
through the gastrotomy, without damage or rupture, so that

the tumour can be resected using the endoscopic linear cut-
ter, leaving a healthy resection margin. Data analysis was
performed using SPSS version 15, on 22 consecutive
patients with gastric GISTs that were treated laparoscopical-
ly. Statistical significance were assumed for values p<0.05.
The new technique was employed after the first 5 tumour
resections without the use of disposable laparoscopic
endobags
Results-There were 7 male (median age 69 years) and 15
females (median age 75years). 15 were seen as emergency
while 7 as elective referrals. The difference in the operating
time for the posterior tumours treated using new technique
in 11 cases vs. old technique in 5 cases (70 min. vs. 120
min.) was highly significant (p<0.002, Mann-Whitney Test).
There was one conversion to open, for a very large tumour.
There was no significant difference in the median operating
time for all anterior vs. all posterior tumour (80 min vs. 75
minutes). There were 5 non-GISTs (lipomas, shwannomas,
etc.) and 17 GISTs on histology. Based on mitotic activity
and size there were 8 benign, 7 intermediate and 2 malig-
nant GISTs. The median length of follow-up was 12 months
(3-32 months) with no local recurrence. CD117+ was con-
firmed in 15 cases, 7 of which were also positive for CD34.
Conclusion- Gastric GISTs can be safely and effectively
resected laparoscopically in majority of cases with good
outcome, without rupture or disruption with an adequate
resection margin.
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ET01
SINGLE-PORT LAPAROSCOPY IN COLORECTAL SURGERY
(ENOTES), Feza H Remzi MD,Jihad H Kaouk MD,Daniel P
Geisler MD, Department of Colorectal Surgery, Digestive
Disease Institute, Cleveland Clinic Foundation, Cleveland,
Ohio
PURPOSE: Laparoscopy has become the treatment of choice
for the majority of colorectal disorders that require an
abdominal operation. As the emphasis focuses on minimiz-
ing the technique utilized to access the pathology, natural
orifice surgery is quickly evolving. While endoscopic
approaches are being viewed with much skepticism, the
authors explored the realm of utilizing an embryologic natu-
ral orifice, the umbilicus, as sole access to the abdomen to
perform a colorectal procedure. Herein we present our initial
experience in single-port laparoscopic colorectal surgery
using the Uni-X(TM) Single Port Access Laparoscopic
System, a single port, multi-channel cannula, with specially
designed curved laparoscopic instrumentation.

METHODS: A novel approach was used to gain access to
the abdomen through a single abdominal incision via the
umbilicus - an embryologic natural orifice (eNOTES). A sin-
gle-port access device was used through a 3.5 cm umbilical
incision to perform a right hemicolectomy on a patient with
an unresectable cecal polyp and a body mass index of (BMI)
35. This new FDA registered device has a unique multi chan-
nel port system through which specially designed curved
laparoscopic instruments are deployed.Initial high ligation
of ileocolic artery was done with Ligasure device followed
by mediolateral mobilization, extraction and extracorporeal
ileocolic anastomosis. RESULTS: Total operative time was
115 minutes with a minimal blood loss. Hospital stay was 4
days. After our initial report on pig and human cadaveric
model (Geisler et al), this is the first report of this technique
being performed on a live patient with no undue sequelae.
CONCLUSIONS: This approach may allow common colorec-
tal laparoscopic procedures to be performed entirely
through the patient&#x92;s umbilicus and enable essentially
scarless abdominal surgery with potential further reduced
morbidity. Additional experience and continued investiga-
tion are warranted

ET02
BOWEL ANASTOMOSIS USING AN ALBUMIN STENT WITH
TEMPERATURE CONTROLLED CO2 LASER: IN VIVO
FEASABILITY STUDY, D Spector (1) MD,M Rabau (1) MD,T
Vasilyev (2) BA,I Vasserman (2),N Kariv (3) PhD,Y Klausner
(1) MD,A Kazir (2) PhD, Department of Surgery, Tel Aviv
Sourasky Medical Center (1), School of Physics and
Astronomy (2), and the Sackler Faculty of Medicine (3), Tel
Aviv University, Israel.
Background: Research in bowel anastomosis is aimed at
finding a technique with no foreign bodies, faster wound
healing, immediate watertight seal, reduction in abdominal
adhesions, and that is easy to perform laparoscopically. One
possible technique is laser tissue bonding, achieved by
heating the approximated edges with the addition of applied
biological soldering material (albumin) causing simultane-
ous welding and soldering. Successful laser tissue bonding
has been achieved in vitro and in vivo in many tissue types.
There are only a few published studies attempting laser
anastomosis in bowel, none demonstrating results compa-
rable to conventional techniques.
Aim: To evaluate an end-to-end colon anastomosis using an
intraluminal absorbable albumin stent in conjunction with a
temperature controlled CO2 laser.
Methods: 40 wistar rats were divided into two groups.
Following laparotomy, the descending colon was transected.
In the control group, the anastomosis was performed with a
single layer of 5-0 polyglactin continuous suture. In the laser

group, the anastomosis was performed by approximating
the bowel edges over an intraluminal albumin stent, extralu-
minal application of 47% albumin solution superficial to the
anastomosis, and lasing circumferentially along this line.
Bursting pressures (BP) were assessed on post-operative
day 0, 4, 8 and 21.
Results: In the group sacrificed immediately after anastomo-
sis (day 0), the mean anastomotic BP was significantly high-
er in the laser group than in the suture anastomoses (183±5
mmHg vs. 48±18 mmHg, P<0.01). On day 4 both laser and
suture anastomoses had low BP’s without a significant dif-
ference (76±7 mmHg vs. 128±59 mmHg, p=0.09). The
demonstrated drop in BP on day 4 is comparable to results
known in the literature. On day 8 and 21 all BP’s in both
groups were above 150 mmHg, with the laser group demon-
strating a significant advantage.
Conclusion: Laser bonding provides, in vivo, a sutureless
anastomosis that is equal in physical properties and clinical
results to a sutured anastomosis.

ET03
THE ENDOBARRIER™ SYSTEM: AN ENDOSCOPIC ALTER-
NATIVE FOR WEIGHT LOS, Dmitry Nepomnayshy
MD,Alfredo C Cordova MD,David M Brams MD,Frederick W
Heiss MD,Ann Marie Joyce MD,Stephen J Heller MD, Lahey
Clinic Medical Center
Introduction: Approximately 97 million adults in the United
States are overweight or obese. A major concern for this
population is the substantial risk of associated comorbid
conditions. Obesity is associated with an increase in all-
cause mortality and is believed to directly contribute to
300,000 deaths per year. Even though bariatric surgery can
successfully treat morbid obesity and associated comorbidi-
ties, only 1% of all eligible patients choose this option. We
are currently studying the safety and efficacy of a novel
endoscopically placed device, the GI Dynamics’
EndoBarrier™ liner, which may expand access to obesity
treatment. We describe our initial experience with this
device.
Materials and Methods: The EndoBarrier™ is a soft tube
barrier system placed endoscopically and positioned in the
duodenal bulb. It is made from an impermeable fluoropoly-
mer and blocks food from contacting the mucosa of the
duodenum and proximal jejunum for a distance of 2 feet.
While the chyme passes through the inside of the liner, the
bile and pancreatic enzymes pass outside bypassing 2 feet
of the intestine. The liner also acts as a barrier, preventing
exposure of ingested food to the duodenum, which may in
turn prevent the triggering of normal hormonal release in
the duodenum, similar to the effects of the Roux-en-Y gas-
tric bypass. As part of a multi-center single blinded safety
and efficacy trial we implanted the first device on 8/17/07.
The procedure was performed under anesthesia in the oper-
ating room with the patient in decubitus. Both endoscopic
visualization and fluoroscopy is required to confirm proper
positioning. Twelve weeks later on 11/7/07 we performed a
2nd endoscopy under anesthesia to remove the device.
Results: To date, we have implanted 3 patients with the
device. The first procedure took 63 minutes, while the 2nd
and 3rd procedure took 33 and 36 minutes respectively.
Fluoroscopy time was 19 minutes for the first procedure and
13 and 8 minutes for the 2nd and 3rd. Two patients have
had the device removed so far. The procedures took 8 and
17 minutes respectively with fluorsocopy time of 1 minute
each. Endoscopy findings at explant revealed an irritated
duodenal mucosa corresponding to the anchors that
secured the device. These findings were almost completely
resolved at follow up endoscopy 2 weeks later. Weight loss
for the 1st and 2nd patients was 26 and 11 pounds respec-
tively.
Conclusion: The EndoBarrier™ Liner System constitutes a
non-surgical alternative for treatment of morbid obesity. It is
currently undergoing initial safety and efficacy trials in the
United States. Very early results are encouraging and plans
for a pivotal trial are underway.
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ET04
A ROLE FOR NANOPARTICLES IN SURGERY, Lijun Wang
PhD,Zhigang Wang PhD,Timothy G Frank PhD, Stuart I
Brown PhD,Alfred Cuschieri MD, University of Dundee
Introduction/Objective: The future role of the surgeon may
be to ensure that nano-engineered products are delivered to
the correct anatomical location and subsequently loaded
into the cells of the target tissue by the administration of
appropriate agents, prior to an electromagnetically-mediat-
ed treatment regime. The objective of this study was to
determine the loading efficiencies and subsequent tissue
viability using a cell culture model.
Description: By engineering the desired endogenous heat-
ing properties into nanoparticles (in response to the applica-
tion of an external electromagnetic field), precisely con-
trolled and distributed heating patterns can be established
in human tissue and this effect can be utilised to exploit the
sensitivity of cancer tissue to thermally induced cell death.
The effect will be most effective and controllable if intracyto-
plasmic loading of the target tissue with nanoparticles can
first be achieved. At least the initial media delivery - and
possibly the entire treatment - may be achieved by means
of a new image-guided surgical intervention whose aim is to
ensure that systemically delivered nanoparticles are concen-
trated in the target tissue prior to electromagnetic treat-
ment. New tissue handling and imaging technologies will be
required to perform this procedure.
Results: Monolayers of human colorectal adenocarcinoma
cells (DLD1 and SW480) were cultured in the laboratory and
then dosed with Endorem (R), a preparation of superpara-
magnetic iron oxide (SPIO) nanoparticles currently approved
for use as an MRI contrast agent. Poly-L-lysine (PLL), poly-L-
ornithine (PLO) and protamine sulfate (PS) were explored as
possible transfection agents. Loading efficiency with PLL
and PLO was ~100%, whilst loading with PS (which is FDA
approved) was ~95% efficient, as demonstrated by Prussian
blue staining. Cell viability was in the range 90 - 100%.
Conclusions: This study demonstrates that intracytoplasmic
loading can be achieved by using a transfection agent to aid
the uptake of FeO nanoparticles in colorectal cancer cells.
Cell loading takes place over a period of several hours. Once
loaded, the nanoparticle medium can be used to effect
hyperthermic tumour ablation.

ET05
A NEW TRANSGASTRIC NOTES ACCESS PORT SYSTEM: A
STABLE PLATFORM FOR TRANSGASTRIC SEALED
ENDOSCOPY, Santiago Horgan MD,Ricardo Zorron
MD,Bryan Sandler MD,Garth R Jacobsen MD,John P Cullen
MD,Mark A Talamini MD, University of California San Diego
Objectives: Natural orifice transluminal endoscopic surgery
(NOTES) is an emerging therapeutic technology. Several
problems have limited development of transgastric NOTES
including operating stability, control of insufflation, and lim-
iting gastric leak. A new operating system featuring inflat-
able cuffs to anchor the port within the gastrotomy may
provide stability, reduce leak, and allow independent control
of gastric and peritoneal insufflation.
Methods: Trans-gastric NOTES procedures were performed
in an acute porcine model weighing 40 kg. Access to the
peritoneal space was created using the Apollo Transgastric
Access system. An access port with independent inflation
cuffs was introduced over a standard endoscope and posi-
tioned at a targeted transgastric location. An endoscopic
balloon was advanced to dilate the gastrotomy. The port
was advanced into the peritoneal space and cuffs were
inflated on both sides of the gastrotomy. This allowed inde-
pendent insufflation of the gastric and peritoneal space and
reduced inflation of the small bowel. No replacement of the
port was required.
Results: The mean operating time from initial insertion to
removal, was 24 min. The inflated cuffs provided both a
clear visualization of the peritoneal cavity and a stable oper-
ating platform. Secure attachment to the gastric wall was
maintained throughout the procedure. The port cuffs effec-

tively locked the port in site, allowing advance and retrac-
tion of the endoscope without dislodging the port from the
gastrotomy. While keeping the stomach deflated, and main-
taining the intraperitoneal insufflation.
Conclusions: This acute in-vivo study demonstrates the
potential this system has in maintaining a stable endoscopic
operating platform. This new access system provides rapid
access, reduces the potential for leak from the gastrotomy,
and helps control insufflation, thereby allowing for a safer
transgastric approach.

ET06
THE SAFETY AND CAPABILITY OF FECAL DIVERTING
DEVICE FOR THE SUBSTITUTION OF DEFUNCTIONING
STOMA; ANIMAL EXPERIMENT, Jaehwang Kim MD,Sang
Hun Jung, Surgery, College of Medicine Yeungnam
University
Purpose: Fecal diverting tubes, such as Colo Shield¢ç, have
been applied to patients and animals with successful
results. However, the length of time the devices have been
kept in the bowel has only been 1-2 weeks. We fabricated a
new device that can be kept in the bowel for longer periods.
This device was applied to animals to identify the safe
longest duration. Methods: This study is a prospective
observation trial to identify the safety of the long term appli-
cation of the fecal diverting device(FDD). The FDD consisted
of a silicon tube that drains the bowel contents in the proxi-
mal bowel out of the anus. The device was applied to 13
mongrel dogs(male 5; 16-25Kg, median weight; 19Kg). A
preoperative bowel preparation with a PEG solution was
performed for one day, and preoperative antibiotics was
administered 2 hours before the operation. Under general
anesthesia, a segmental resection of the colon was per-
formed using circular stapler. A dumbbell shaped FDD head
portion was located and fixed with an extrcolonic polyester
mesh band approximately 5cm above the anastomotic ring.
Feeding was started postoperatively. Stool modification was
enhanced using the PEG solution and lactulose to make the
stool loose. The experiment was completed when the device
was expelled spontaneously. The dogs were sacrificed 24
hours later. In the necropsy, the general intraabdominal find-
ings, anastomotic and the FDD fixed areas were identified
grossly and microscopically. Results: Three dogs were
excluded from the duration follow up due to unexpected
complications. The device was removed from one dog on
7th day because of a hard stool. The second dog showed
wound evisceration with multiple small bowel injury on the
8th day. The third dog bit and removed the device on the
9th postoperative day. In remaining 10 dogs, spontaneous
device removal occurred after an average of 39.5¡?24.8
(range;9-82) days. There was no mortality caused by anasto-
motic leakage. However, the necropsy showed evidence of a
sealed off abscess cavity around the anastomotic area in 3
dogs. Erosion due to the mesh band was noted in 5 dogs.
However, there was no evidence of local sepsis or any other
complications around the erosion. Conclusions: A newly
developed fecal diverting device for the substitution of a
defunctioning stoma were maintained in the animal colon
and worked for up to 82 days. Erosion occurred in 50% but
there were no other complications caused by the erosion
itself.

ET07
DEVELOPMENT OF LAPAROSCOPIC BIOLUMINESCENT
IMAGING, Philip Neff MD,Bruce Bryan MD,Randall Murphy
PhD,Marvin Slepian MD,Behrooz Dehdashti PhD, Biolume,
Inc.
The purpose of Bioluminescent Imaging, BLI, is to enhance
the visualization of anatomic structures and tissues that may
be difficult to see with current laparoscopic technology, thus
making procedures safer. The increased risk of common bile
duct injury described since the development of laparoscopic
cholecystectomy, is an example of a persistent clinical prob-
lem that will benefit from BLI. It has been demonstrated that
common bile duct injury risk is mitigated by liberal use of
cholangiography. Current cholangiography techniques using
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fluoroscopy and iodinated contrast, though effective, can be
considered cumbersome due the requirement of technician
support, equipment positioning and shielding. This has lim-
ited the routine performance of intraoperative cholangiogra-
phy. BLI is designed to replace the need for intraoperative
radiology in selected laparoscopic procedures thus promot-
ing more widespread application of operative techniques
that enhance patient safety. In nature bioluminescence is
light produced by a chemical reaction within a living organ-
ism. In BLI applications, a luciferin (the substrate coelenter-
azine) when combined with a luciferase (protein or enzyme)
in the presence of oxygen produces visible light. BioLume’s
bioluminescent proteins are cloned from various deep-sea
marine organisms, and are available for development of
biomedical applications. The novelty of BLI in laparoscopic
procedures is the fact that no target tissue to which the bio-
luminescent agent binds is required, rather the biolumines-
cent agent fills and illuminates a cavity. BLI takes advantage
of this light as it is seen by the camera itself. In the case of
operative cholangiography, this obviates the need for intra-
operative fluoroscopy. Initial studies in animal and cadaver
models demonstrate sensitive visualization of anatomic
structures, including but not limited to the biliary tree, vas-
cular structures and gastrointestinal lumens. Future direc-
tions include refinement, selection and adaptation of cam-
eras sensitive to bioluminescent light for use in laparoscopic
procedures. Visualizing the photons emitted by BLI with
increasingly sensitive cameras has multiple potential advan-
tages as compared to use of traditional radiologic tech-
niques.

ET08
ENGINEERING AND EVALUATING AN ERGONOMIC ENDO-
SCOPIC OPERATING PLATFORM WITH TRIANGULATION,
Lee L Swanstrom MD,Paul Smith PhD,Barry Weitzner
PhD,Richard Rothstein MD,Nat Soper MD,Christopher
Thompson MD,Eric Hungness MD, Legacy Health System,
Northwestern University, Brigham and Women’s Hospital,
Dartmouth Univ , Boston Scientific,Corporation
Objective: To describe the design and device characteristics
of a new operating platform for advanced endoluminal, per-
cutaneous and NOTES applications.
Methods: Using the criteria published by the NOSCAR work-
ing group on optimal multifunctional endoscopic platforms,
medical device engineers from Boston Scientific
Corporation and 4 clinical endoscopists designed an endo-
scopic platform for complex endoluminal surgery and
NOTES. Thirty-seven concept criteria were identified and
ranked. 2 different prototypes were created based on the cri-
teria. Benchtop and animal/cadaver testing led to the design
of a second generation of instrument; (the DDES (Direct
Drive Endoscopic System) - an 16 X 22 mm diameter steer-
able access tube with a 6 mm lumen for a commercially
available flexible endoscope and two 4mm lumens for
unique steerable instruments capable of 6 degrees of inde-
pendent motion and controlled by an ergonomic handle and
rail system. Inanimate/animate testing assessed the design
in order to define the utility of the device.
Results: Six clinicians performed a total of 18 benchtop
studies (manual skills, human factors analysis and mucosal
resections in explants) and 13 acute animal studies (endolu-
minal mucosal resection, full-thickness excision with suture
closure and single port cholecystectomy) using the system.
Testing documented an 80% improvement in manual skills
(dot touch test and peg transfer test) over a dual channel
endoscope. Human factors assessment showed improved
ergonomics and a decreased operative workload. The DDES
allowed the surgeon to perform all procedures without
assistants save for instrument changes. Studies document-
ed precise and rapid (mean time ex vivo= 41.3 min, In-vivo
59 min) mucosectomy. Full thickness excision and suture
closure with standard curved needles and suture techniques
were documented in 3 animals. Cholecystectomy was per-
formed using a single port or transrectal approach in 4 ani-
mals. All were completed successfully with a mean time of
64 min.

Conclusions: We report on the development and initial
results of a novel endoscopic platform, the DDES, which
incorporates many of the NOSCAR derived criteria; particu-
larly triangulation and an ergonomic independent instru-
ment control.

ET09
COMMON BILE DUCT IMAGING SYSTEM, R Berguer MD,S
Demos PhD, The University of California Davis and
Lawrence Livermore National Laboratory
We describe an infrared common bile duct imaging system
(CBDIS) that could allow real-time visualization of the com-
mon bile duct (CBD) during laparoscopic cholecystectomy
(LC). This technology could reduce or eliminate the 4,000-
7,000 intraoperative CBD injuries that occur during (LC) each
year in the U.S. with minimal impact on operating room
time, cost, and equipment.
The current prototype imaging system incorporates a laser
operating at 650 nm to provide modified illumination to the
tissues. Indocyanine green (ICG) is introduced into the tar-
get structure to provide fluorescent contrast. A fiber optic
element transports the image from the laparoscope to the
image-processing unit where the image is split to its two
components. Visible and NIR CCD cameras transmit the
images to individual monitors.
ICG was injected into a pig gallbladder (attached to the liver
and CBD). Prompt visualization and excellent delineation of
the CBD was obtained with the NIR camera. A static com-
posite image was constructed overlaying the CBD (colored
green) over the endoscopic image of the structure. The
structures can now be localized under the tissue surface.

NIR imaging of subsurface tissue structures is feasible and
simple. Challenges remain in adapting the technology for
easy use during laparoscopic surgery, eliminating the effects
of tissue light scattering in the NIR images, and combining
the NIR and visual video images in real time. NIR subsurface
imaging holds great promise for low-cost real-time surgical
navigation in minimally invasive surgery.

ET10
NUCLEOTIDE-GUIDED MESORECTAL EXCISION (NGME)
DURING TRANSANAL ENDOSCOPIC MICROSURGERY
(TEM) FOR RECTAL CANCER: PRELIMINARY STUDY,
Emanuele Lezoche MD,Alessandro M Paganini
MD,Giancarlo D’Ambrosio MD,Adriana Rotundo
MD,Giovanni Lezoche MD,Luciana Barchetti MD,Pietro Ursi
MD,Antonella Lamazza MD, Chirurgia Endolaparoscopica e
Tecnologie Avanzate, Department of Surgery “Paride
Stefanini”, University of Rome “La Sapienza”, Rome, Italy
Introduction: TEM is used for local excision of T1N0 rectal
cancer and it has been proposed to treat selected T2-T3 N0
cases after neoadjuvant radiochemotherapy. Standard TEM
usually removes few mesorectal lymphnodes immediately
adjacent to the tumor, which may leave the histopathologi-
cal N parameter undefined. This may be a criticism to the
use of TEM to treat T2-T3 patients. Aim is to evaluate the
role of NGME during TEM to increase the lymphnode har-
vest and to improve staging. Methods: From September
2005 to August 2007, 18 patients (pts) (12 males, 6 females,
mean age 69 years, range 37-87 years) underwent TEM with
NGME for rectal adenocarcinoma. Pre-treatment staging
was: T1 N0 11 pts, T2 N0 3 pts, T3 N0 1 pts, T3 N1 3 pts.
Pre-treatment median tumor size was 3 cm (range 1-8 cm).
Seven pts underwent neoadjuvant radiochemotherapy, with
tumor downsizing in all of them. At surgery, 99m-
Technetium-marked nanocolloid was injected in the peritu-
moral submucosa 45 minutes before excision. The area of
excision was explored with a transanal probe in order to
detect any residual radioactivity area, which was marked
with metal clips and excised by TEM. The procedure was
repeated until no residual radioactivity was detected. Hot
lymphnodes were processed by immuno-histochemistry to
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detect micrometastases. Results: Median tumor distance
(distal margin) from the anal verge was 5.5 cm (range 3-15
cm). Mean operative time was 92.6 min (range 50-300 min).
Median time to passage of stool was 2 days (range 1-4 days)
and median hospital stay was 5.5 days (range 2-13 days).
Morbidity included fever and pain in 2 pts each, and soiling
in 1 case. Mortality was nil. With improving experience in
radioguided surgery the mesorectal lymphnode harvest has
increased from 0 to 10. No micrometastases were observed.
Final pathology report was Tis No 1 pt, T1 N0 9 pts, T2 N0 5
pts, T3 N0 2 pts, T2 N1 1 pt. The latter patient underwent
low anterior rectal resection with total mesorectal excision
(TME), and pathological classification was N0. At mean fol-
low up of 12.8 months (range 1-24 months) 17 pts are alive
and disease-free. One patient died from unrelated causes 2
months after excision of Tis N0 rectal cancer. Conclusions:
The described technique is unique. NGME during TEM
increases the lymphnode harvest and it holds promise to
improve the accuracy of staging after TEM, although no
conclusive data can be drawn from the present study.

ET11
DIAPHRAGM PACING FOR PHRENIC NERVE DYSFUNCTION:
RESULTS IN THE FIRST IMPLANTED ACUTE TRANSVERSE
MYELITIS PATIENTS AND IDENTIFYING THE FUTURE ROLE
FOR ACUTE MANAGEMENT OF DIAPHRAGM DYSFUNC-
TION IN THE INTENSIVE CARE UNIT, Raymond Onders
MD,Saeid Khansarinia MD,Anthony Ignagni MS, University
Hospitals Case Medical Center, Cleveland; Piedmont
Hospital, Atlanta; Synapse Biomedical, Oberlin
Background: Phrenic nerve injury occurs in up to 20% of
patients undergoing cardiac or thoracic procedures. This
leads to diaphragm dysfunction and subsequent respiratory
problems of atelectasis, effusions, pneumonia and even
need for prolonged mechanical ventilation (MV).
Electromyography shows an absence of nerve conduction in
these cases, but the nerve is usually not transected, just
injured with inflammation causing the inability to transmit
impulses to the diaphragm to contract for ventilation. Acute
transverse myelitis (ATM) is a rare focal inflammatory disor-
der of the spinal cord leading to motor and sensory dys-
function. Cervical lesions can lead to MV dependence for
reasons similar to the problems acutely post-surgery. We
report the first two patients with ATM being implanted with
the diaphragm pacing stimulation (DPS) system to provide
natural negative pressure ventilation.
Methods: Two patients with acute transverse myelitis, under
IRB and FDA approval, underwent laparoscopic diaphragm
motor point mapping to identify the area where maximum
diaphragm contraction occurs when the implanted electrode
is stimulated. Electrodes were implanted and DPS condition-
ing of the diaphragm started.
Results: The first patient presented with within 3 months of
tracheostomy and MV and was implanted with DPS. Using
pressure support and DPS the patient was able to be
weaned off of MV. The second patient was on MV through a
tracheostomy for 2 years since her presentation at age 16.
She was implanted and within 2 months was able to be free
of MV through DPS use. The more interesting aspect is that
she also recovered volitional diaphragm EMG and sponta-
neous diaphragm ventilation without DPS.
Conclusion: This is the first report of DPS being successfully
used to replace mechanical ventilation in patients with ATM.
The trophic effect of DPS also helped recovery of sponta-
neous ventilation even two years after acute presentation.
The use of DPS with pressure support also decreased the
peak airway pressures by preferentially ventilating the pos-
terior lobes decreasing the likelihood of atelectasis and sub-
sequent pneumonia. These finding support the early use of
DPS for patients with acute phrenic nerve dysfunction
decreasing the significant morbidity of respiratory problems
and potentially decreasing the usual year long process of
phrenic nerve recovery.

ET12
VISUALISING ESOPHAGOGASTRIC JUNCTION FUNCTION-
AL INTEGRITY USING ENDOFLIP, Barry P McMahon
PhD,Stefan Kramer MD,Nicole D Bouvy MD,John O’Dea
PhD,Hans Gregersen PhD,Blair Jobe, Adelaide & Meath
Hospital, Dublin, Ireland
History has shown us that manometry is not a reliable
measure of EGJ integrity in reflux disease. Reseachers are
investigating the potential of distensibility as a measure for
integrity of the junction. We have developed a balloon dis-
tending probe, EndoFLIP® which can determine integrity by
measuring geometrical and pressure changes in the EGJ
before and after surgery for reflux disease. Patients with
reflux disease underwent the EndoFLIP procedure immedi-
ately before and after endoliminal plication for reflux dis-
ease using Esophyx

The figure shows the FLIP image of the geometry with the
balloon distended to 60ml in a patient with reflux disease
before and after the treatment. EndoFLIP can be used to
provide a real time functional image before, during and after
intervention to demonstrate effect on compliance.

ET13
NEW SUTURE FOR GASTRIC CLOSURE IN TRANSLUME-
NAL SURGICAL APPLICATIONS, Rogier P Voermans (1)(2)
MD,Paul Fockens (1) MD,PhD,Jeffrey Zaruby (3) DVM,
DACVS,Gregg Krehel (3) MBA,Eric Taylor (3) BS,Kenneth
Horton (3) MS,Mark van Berge Henegouwen (2) MD,PhD, (1)
Dept. Gastroenterology and Hepatology, (2) Dept. of Surgery
, Academic Medical Center, Amsterdam, the Netherlands, (3)
Surgical Devices, Covidien Ltd., North Haven, Connecticut
Introduction: Secure translumenal closure remains one of
the fundamental barriers to the clinical introduction of
NOTES™. As part of a comprehensive study to compare dif-
ferent endoscopic closure modalities a novel barbed suture
was chosen for evaluation. Key elements of the barbed
suture are the helical orientation of the unidirectional barbs,
which allows barbs to engage the tissue.
Objective: The objective of this sub study was to assess the
technical feasibility and burst strength of gastrotomy clo-
sure using a self-anchoring monofilament barbed suture
prototype that requires no knots for suture line integrity.
Technology and Method: A porcine stomach explant model
was used for this in vitro comparison study. Standardized
gastrotomies were made by dilating a full thickness stab
incision with an 18mm balloon for 60 seconds. Control gas-
trotomies were closed with #3-0 PDS suture in simple inter-
rupted stitches. Sample size was determined using a non-
inferiority design. A flexible EndoStitch™ (Covidien) was
used to close the test gastrotomies using #3-0 barbed
monofilament suture without knots. Closure security was
evaluated using a custom apparatus consisting of a pressur-
ized lower chamber and saline filled upper chamber, which
were separated by the sutured test specimens. After fixing
the test specimen in the apparatus, air was infused into the
lower chamber until air bubbles could be seen coming
through the gastrotomy, or the adjacent gastric tissue tore.
A pressure gauge and two cameras recorded the leak pres-
sure and mode of failure respectively, with data being cap-
tured in real time by computer.
Results: Use of barbed suture for gastric closures is techni-
cally feasible, and provides high burst strength closure. The
mean leak pressures for the control (n=16) and barbed clo-
sures (n=11) were 206 mmHg (SD 59) and 231mmHg (SD
71), respectively. One-tailed independent sample t-test
showed non-inferiority of the barbed suture closures in
comparison with the pre-determined gold standard.
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Conclusion: The use of knotless, barbed suture for gastroto-
my closure shows promise in addressing some of the chal-
lenges attendant to secure closure during NOTES, and
should be considered for additional MIS applications.

ET14
TRANSGASTRIC CHOLECYSTECTOMY USING A PROTO-
TYPE ENDOSCOPE WITH TWO DEFLECTING WORKING
CHANNELS IN A SURVIVAL SWINE MODEL, J Andres
Astudillo MD,Emanuel Sporn MD,Brent Miedema MD,Klaus
Thaler MD, University of Missouri-Columbia. Department of
Surgery
OBJECTIVE: To evaluate a prototype endoscope with two
deflecting working channels as an operating endoscope for
transgastric cholecystectomy. METHODS: Ten male pigs
underwent transgastric cholecystectomy using the Olympus
(XGIF-2TQ160R) dual channel endoscope with an up/down
deflecting channel to the left of the lens used for exposure
and a left/right deflecting channel located below the lens
used for dissection. After obtaining access to the peritoneal
cavity via gastrotomy the endoscope was placed in the
pelvis, retroflexed and looped near the gallbladder. A 5mm
laparoscopic trocar was placed for gallbladder retraction. An
endoscopic grasper was introduced through the left working
channel, the gallbladder was grasped and the endoscope
loop was reduced. The infundibulum was re-grasped for
appropriate exposure. The cystic duct/artery were dissected
and ligated with hemoclips. The gallbladder was dissected
off the liver bed with the hook knife and extracted through
the gastrotomy. The gastrotomy site was closed. RESULTS:
Cholecystectomy was successful in all animals. Mean resec-
tion time was 86 minutes (31-163) with a decrease over
time. Visualization of all structures was achieved and clip-
ping of the cystic duct/artery was successful in all cases.
Dissection of the gallbladder was improved with retraction
via the up/down deflecting channel. Nine of 10 animals sur-
vived without complications. Necropsy showed a healed
gallbladder bed in all animals. No signs of abscesses were
found, minimal filmy adhesions where seen in 6 animals.
One animal died from peritonitis due to a leak from the gas-
trotomy site. CONCLUSION: This prototype endoscope with
deflecting working channels allows transgastric cholecystec-
tomy. It was stable enough to be used without an overtube
and facilitated infundibulum retraction and tissue exposure
for dissection. The primary difficulty was the need to create
and then reduce looping of the endoscope to achieve a sat-
isfactory viewing position. The primary advantage of the
scope was the deflecting channels allowing simultaneous
vertical traction and horizontal dissection. This prototype
endoscope is effective and safe enough to be used in man.

ET15
EYE GAZE DRIVEN LAPAROSCOPIC CAMERA NAVIGATION
SYSTEM, Matthew J Weiner MD,S M Ali PhD,L A Reisner,B
King,A Cao,G Auner PhD,M Klein MD,Donald Weaver MD,A
K Pandya PhD, Wayne State University School of Medicine,
Wayne State University Smart Sensor and Integrated
Microsystems Department
Obtaining the ideal endoscopic view during laparoscopic
surgery frequently requires an experienced assistant with an
understanding of the surgical anatomy and steps of the pro-
cedure and is experienced working with a laparoscope. The
goal of the “camera driver” is to obtain the view that the
surgeon requires to successfully complete each sub-task of
the procedure. Usually, an assistant, or less experienced
surgeon fills the role of the “camera driver.” In the past,
robotic systems such as Aesop by Computer Motion Inc.
have allowed for voice commands from the surgeon to
serve as the navigation instructions for the robotic “camera
driver.” A similar robotic camera platform is the EndoAssist
by Prosurgics. The EndoAssist uses a head-mounted
infrared transmitter to allow for surgeon control of the cam-
era navigation by adjusting his or her head position.
In contrast to the voice commands of Aesop or the head
movement of EndoAssist, an eye-gaze controlled camera
may be more intuitive. We have developed a hardware and

software interface to automate the Aesop 3000 robotic arm.
This eye-gaze controlled device uses the movement of the
surgeon’s eyes, a natural reaction to a non-centered laparo-
scopic view, to control the robotic arm that drives the
laparoscopic camera. The eye-gaze controlled camera driver
serves as proof of concept for a future system that will allow
for adjustment of the zoom-level of the endoscopic view and
the implementation of an angled endoscope. The successful
development of an eye-gaze controlled endoscopic camera
driver would likely enable surgeons to perform many com-
plicated laparoscopic procedures without a skilled assistant
as is required today.

ET16
AIRSEAL - A MINIMALLY INVASIVE ACCESS PORT THAT
ENHANCES PATIENT SAFETY AND ENABLES NEW OPERA-
TIVE APPROACHES., David Earle MD,Daniel Jones
MD,Steven Schwaitzberg MD,Kurt Azarbarzin BS, Baystate
Medical Center, Beth Isreal Deaconess Medical Center,
Cambridge Health Alliance
Objective: Solve problems related to access port mechanical
seals that 1) pose patient safety hazards, 2) increase techni-
cal difficulties for the surgeon, 3) restrict access to a single
instrument per port, and 4) limit endolumenal and translu-
menal capabilities. Description: The ports utilize a patented
gas delivery system to create an invisible air curtain within
the port that maintains proper insufflation despite a wide
open channel. This is accomplished by directing CO2 gas
into the lumen of the port with internal nozzles that can
maintain intrabdominal pressure at an exact setting. The
system includes a re-circulating pump with filters connected
to the ports via tubing. The invisible air curtain effectively
separates the intrabdominal gas and ambient room air.
Results: For patient safety improvements, the system allows
for constant suctioning without loss of insufflation pressure
and operative exposure. This is especially important for
identification and control of bleeding. It constantly removes
smoke and filters any airborne pathogens, as well as pre-
venting high pressure spikes with abdominal wall muscle
contraction. It maintains a clear field of view by eliminating
scope smudging on the port and minimizing fogging due to
condensation from energy sources. The air seal essentially
eliminates friction between the port and instruments, maxi-
mizing the fine motor control of the instrument tip, and min-
imizing port extraction due to instrument drag. Additionally,
extracorporeal knot tying is easily accomplished with no
loss of insufflation pressure. The air seal facilitates both
specimen extraction and the introduction of prosthetics,
needles, hemostatic agents, and adhesion barriers. Access
improvements include the capability of variously sized and
shaped ports. This allows the use of multiple instruments
through a single port, thus reducing the number of ports
required. For NOTES procedures, the technology is applied
to long access ports (overtubes) to allow maintenance of
proper pneumoperitoneum and minimal friction within the
overtube. It may also be applied to endolumenal proce-
dures, overcoming the difficulties of maintaining insufflation
with the currently available equipment for transanal endo-
scopic microsurgery (TEM). Conclusions: The invisible air
seal provides advantages over a mechanical seal to two
areas. In the patient safety arena, key features include main-
tenance of a clear operative field (smoke evacuation and fil-
ter, no loss of exposure with suctioning, no scope smudg-
ing), avoidance of pressure spikes with abdominal wall mus-
cle contractions, and ease of removal of intact specimens. In
the access arena, solutions include the ability to place multi-
ple instruments through variously shaped and sized ports
that will allow entire procedures to be performed with a sin-
gle port. It will facilitate TEM, and for NOTES procedures,
will allow regulated maintenance of insufflation pressure
while decreasing friction within the overtube.
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ET17
AN IMPLANTABLE VAGAL BLOCKING SYSTEM TO TREAT
OBESITY: LAPAROSCOPIC IMPLANTATION TECHNIQUE
AND EARLY RESULTS IN A PROOF-OF-PRINCIPLE CLINICAL
STUDY, L Kow MD,C J Billington MD,M L Kendrick MD,M G
Sarr MD,M D Bierk MS,K S Tweden PhD,R R Wilson MD,J
Toouli MD, Flinders University, University of Minnesota,
Mayo Clinic, EnteroMedics Inc
BACKGROUND: An implantable system that creates inter-
mittent vagal block via electrodes placed laparoscopically on
both intra-abdominal vagal trunks is being investigated to
treat obesity. High-frequency electrical algorithms are
applied with intent to cause excess weight loss (EWL)
through: (1) inhibiting gastric accommodation to orally
ingested meals, thereby causing early fullness; and, (2)
inhibiting gastric contractions and delaying gastric empty-
ing, thereby reducing hunger between meals.
METHODS: Ten female subjects (age: 31-60 years; BMI: 33-
48) were implanted with the system using standard laparo-
scopic techniques. The electrodes were then connected to a
subcutaneously placed neuroregulator. To focus exclusively
on efficacy of the system, neither diet nor behavior manage-
ment were instituted. Follow-up visits included the safety
profile of the laparoscopic operative technique and post-
operative outcomes, as well as efficacy parameters such as
body weight, diet evaluation and a questionnaire to assess
fullness and hunger.
RESULTS: All subjects completed the trial. The vagal block-
ing electrodes were successfully placed laparoscopically in
all 10 subjects. There was a single instance of a subcuta-
neous neuroregulator pocket infection that responded readi-
ly to antibiotics. The system functioned as intended as
measured by subjects achieving a mean EWL at 6 months of
23% (p<0.001 as compared with baseline). In addition, over-
all reductions in daily caloric intake and hunger were docu-
mented, as was earlier fullness at meals.
CONCLUSIONS: Laparoscopic implantation of this vagal
blocking device is feasible. Together with an EWL >20%,
these subjects experienced earlier fullness at meals and
reduced hunger between meals resulting in reduced caloric
intake. This new therapeutic approach is now being further
evaluated in a prospective, randomized, double-blind, multi-
center clinical trial.

ET18
AUTOMATED SYSTEM FOR SURGICAL INSTRUMENT AND
SPONGE TRACKING (ASSIST)., Nilo Rivera MS,Rosemary
Mountain BS,Lia R Assumpcao MD,Allen A Williams MS,A B
Cooper PhD,Douglas L Lewis PhD,Richard C Benson
PhD,Joseph A Miragliotta PhD,Russell H Taylor PhD,Michael
R Marohn DO, ?Whiting School of Engineering, Johns
Hopkins University;?Department of Surgery, Johns Medical
Institutions, Baltimore-MD, USA;;?Applied Physics
Laboratory, Johns Hopkins University, Laurel-MD, USA
An infrequent error that occurs during surgical procedures
is the unintentional retention of an instrument or sponge
within a patient. This error can lead to inflammation,
obstruction, perforation, sepsis, and sometimes death.
Despite the safeguards that are employed within the opera-
tional room environment, approximately 1 in 1500 surgical
cases results in an object being left within a patient.
We are developing ASSIST, an Automated System for
Surgical Instrument and Sponge Tracking to increase the
safety of surgical procedures. In ASSIST, RFID (Radio
Frequency IDentification) technology is used to detect and
uniquely identify the presence of each surgical item at vari-
ous stages during surgery. The use of low frequency RFID
enables reliable detection of tags even when soaked in body
fluids, in the vicinity of metallic objects such as surgical
tools, or inside a patient’s body. A software-based compo-
nent keeps track of every item, and enables users to quickly
identify the state of the procedure through a color-coded
interface.
Our initial investigation shows that our system can reliably
account for 100% of tagged sponges during surgery. This

high level of reliability is attained by RFID verification at a
check-in station, and detecting used sponges with multiple
orthogonal antennas at a check-out kick-bucket. The meas-
ured check-in time for a 10-sponge packet is just 2 seconds,
while regular check-out time is between 1 to 5 seconds
when several sponges are thrown into the bucket at the
same time. Preliminary tests also show that we can reliably
detect missing sponges inside an in vivo porcine model.
Future endeavors aim to develop a system for detecting
every type of surgical instrument that can be retained in a
surgical procedure. Also, we plan to test our system in a
more rigorous clinical trial.

ET19
N.O.T.E.S. TRANSVAGINAL CHOLECYSTECTOMY - COM-
PARATIVE CLINICAL STUDY WITH LAPAROSCOPY, RICAR-
DO ZORRON,LUIZ DECARLI,ALCIDES BRANCO,MICHEL
GAGNER,FERNANDO LIMA,SERGIO PIONEER,ANDRE
BIGOLIN,MARCOS FILGUEIRAS, Dept of Surgery- University
Hospital Teresópolis, Rio de Janeiro, Brazil; Dept of Surgery
- Hospital Irmandade Santa Casa da Misericórdia Porto
Alegre- Brazil; Dept of Surgery - Mount Sinai Medical
Center- Miami
Objectives: Clinical applications of Transvaginal NOTES are
still limited in the literature. A preliminary comparison of the
early results of NOTES with laparoscopy may show advan-
tages and disadvantages of the methods. A prospective
non-randomized study comparing clinical applications of the
methods for non-complicated cholelithiasis is described.
Methods: IRB approval was obtained at the institution for
transvaginal NOTES clinical trials, and informed consent
was obtained. The technique of transvaginal NOTES chole-
cystectomy was clinically applied in 16 patients with symp-
tomatic cholelithiasis (Group I), and laparoscopic cholecys-
tectomy in 15 patients(GII). Transvaginal NOTES access was
obtained by direct vaginal incision, and an endoscope was
introduced in the abdominal cavity. Dissection was accom-
plished with endoscopic instruments, and limited use of
laparoscopy. Ligation of cystic duct and artery was done by
endoscopic clips, endoclips, and endo-loops. Vaginal closure
was performed using direct vision technique. Laparoscopic
patients were submitted to standard technique using four
trocars.
Results: Mean operative time for Group I was 125 min, and
97 min for Group II. Mean operative blood loss was estimat-
ed of 60ml for Group I and 25ml for group II. Mean abdomi-
nal CO2 pressure was 13mmHg for laparoscopic patients,
instead of mean 8mmHg for NOTES. Oral intake has began
on the next day for NOTES patients, which were dismissed
on the third postoperative day because of study protocol.
Postoperative analgesia was needed in only 6 NOTES
patients, and one patient claimed of vaginal discomfort.
There were no postoperative complications on both groups.
Conclusions: Tranvaginal NOTES is a feasible and safe alter-
native method for cholecystectomy, with similar results in
this preliminary clinical experience.

ET20
USE OF AUTOLOGOUS PLATELET RICH PLASMA TO HEAL
CHRONIC NON-HEALING WOUNDS: USING THE BODY TO
HEAL ITSELF, Chris Solis MD,Denny Schoch MD,Ahmed
Mahmoud MD, San Joaquin General Hospital, French Camp
California
Objective: To decrease the healing times of chronic wounds
by using autologous platelet rich plasma (Platelet Gel) or
antibiotic infused platelet rich plasma (Platelet Gel Plus) and
show that this is a better approach to wound healing than
current methods, not only by reducing healing times and
providing effective local administration of antibiotics, but
also more economical than current standards.
Methods: Using the SmartPReP®2 APC+™ collection system
from Harvest Technologies Corp. we obtained a 60-120ml
sample of the patients blood, centrifuged this to produce a
10-20ml sample of platelet rich plasma which was activated
with calcium and thrombin, then applied to the wound
either by spraying or back filling of a cavity (for infected
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wounds or those with osteomyelitis the platelet gel was
mixed with 1.2gm of Tobramycin powder). The wound was
covered with gauze or a biooclusive dressing and left alone
for 3 days before standard wound care of daily dressing
changes were started. This was repeated on a weekly basis
until the wound healed or for up to twelve weeks.
Results: To date we have treated over 150 wounds, all of
which failed to heal after at least 12 weeks using standard
methods (wet to dry dressings, wound VACs, etc.) and have
had a greater than 90% response rate with greater than 80%
of wounds completely healing. Our patient population
included diabetics, patients on steroids, and those with colo-
nized wounds.

Future: As more people develop chronic non-healing
wounds the morbidity and costs of caring for these wounds
is going to continue to rise. Despite major efforts on many
fronts there has yet to be a truly successful, cost effective
and practical method to manage chronic wounds and with
soaring healthcare costs, Platelet gel may provide a viable
option for accelerated healing, healing in those patients with
diabetes or on steroids in both the inpatient and outpatient
settings. Additionally, the use of Platelet gel intra-operative-
ly may lead to reduced incidence of surgical site infections,
faster post-operative wound healing, and improved cosmet-
ic outcomes. We believe that using one’s own body to heal
themself is the way of the future of wound management.
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ETP001 NEWLY DEVICES DURING NATURAL ORIFICE

TRANSLUMINAL ENDOSCOPIC SURGERY Nobumi
Tagaya, PhD, Mitsuru  Ishizuka, PhD, Takayuki  Kosuge,
MD, Kiyoshige  Hamada, PhD, Keiichi  Kubota, PhD,
Second Department of Surgery, Dokkyo Medical
University

ETP002 A NEW DEVICE FOR TOTALLY ENDOSCOPIC COL-
ORECTAL RESECTION LAPAROSCOPY-ASSISTED Marco
Casaccia, MD, Advanced Laparoscopy Unit - Dept.
General and Transplant Surgery

ETP003 INTRAOPERATIVE DIC COMBINED WITH DOME-
DOWN LC PREVENTS BILE DUCT INJURIES DURING
LAPAROSCOPIC CHOLECYSTECTOMY Shin-ichirou
Mori, MD, Souji  Sane, MD, Satoshi  Iino, MD, Itaru
Omoto, MD, Hiroshi  Imamura, MD, Gen  Tanabe, MD,
Takashi  Aikou, Akune Citizen Hospital

ETP004 OPTICAL TOMOGRAPHY IN THE DETECTION OF
MESENTERIC ISCHEMIA IN A PORCINE MODEL Anita K
Chiu, MD, Paul  Toubas, MD, Mark  Farber, MS, Michael
Katz, MD, Nelson  Franco, MD, Yong  Xu, PhD, Michael
Zenilman, MD, Randall  Barbour`, SUNY Downstate
Medical Center,

ETP005 EXPERIENCE WITH A NEW ENERGY SOURCE FOR
TISSUE FUSION IN PEDIATRIC PATIENTS Todd A Ponsky,
MD, Steven S Rothenberg, MD, Rocky Mountain Hospital
for Children

ETP006 DEVELOPMENT OF THE ACTIVE OVERTUBE FOR
THE ENDOSCOPIC RESECTION OF COLORECTAL
TUMORS Kazuhiko  Shinohara, MD, Gennai
Yanagisawa, MSc, School of Bionics,Tokyo University of
Technology

ETP007 ENDOSCOPIC FUNDOPLICATION WITH THE
MEDIGUS SRS ENDOSCOPICA STAPLING SYSTEM -
EARLY CLINICAL RESULTS Aviel  Roy-Shapira, MD,
Amol  Bapaye, MD, Menashe  Sonnenschein, MSc,
Elazar  Sonnenschein, PhD, D  Watson, MD, Medigus
Ltd., Omer Israel;  DM hospital, Pune, India;  Flinders U.
Adelaide Australia

ETP008 A NOVEL FLUORESCENCE ENDOSCOPE FOR
MINIMALLY INVASIVE  SURGERY Mitsuo  Kusano, PhD,
Yusuke  Tajima, PhD, Kimiyasu  Yamazaki, PhD, Mamabu
Watanabe, PhD, Daisuke  Yasuda, MD, Takeshi  Aoki,
PhD, Takashi  Kato, PhD, Masanori  Kato, BA, *Mitsuharu
Miwa, **Tsuneo  Fukuyo, Department of Surgery Showa
University Tokyo, *Hamamatsu Photonics Hamamatsu.
**SHINKO OPTICAL CO., LTD JAPAN

ETP009 TRANSVAGINAL LAPAROSCOPICALLY ASSISTED
ENDOSCOPIC CHOLECYSTECTOMY Paolo  Rossi, MD,
Walter  Bugiantella, MD, Francesco  Cantarella, MD,
Annibale  Donini, MD, General and Emergency Surgery-
University of Perugia- Italy

ETP010 A NEW CONCEPT OF TELE-NOTES UNDER OVER-
SEA REMOTE CONTROL Makoto  Hashizume, MD, Naoki
Suzuki, PhD, Patpong  Navicharerm, MD, Kazuo  Tanoue,
MD, Takashi  Maeda, MD, Shigeyuki  Suzuki, PhD,
Department of Advanced Medical Initiatives, Faculty of
Medical Sciences, Kyushu University, Jikei Medical
College, Chulalornkong Univesity, NTT communications

ETP011 IS THE RIGHT-CURVED FORCEPS ALWAYS RIGHT
TO USE WITH RIGHT HAND? - THE OPPOSITE HAN-
DLING OF NEEDLE HOLDERS FOR STRESS FREE
SUTURING - Kazunori  Uchida, MD, Manabu  Kurayoshi,
MD, Naoki  Haruta, MD, Masazumi  Okajima, MD,
Manabu  Yamamoto, MD, Takanobashi Central Hospital
Endoscopic Surgery Center

ETP012 SMART AND SLIM LAPAROSCOPIC ROBOTIC
ASSISTANT Amir  Szold, MD, Moti  Sholev, MSc,
Ibrahim  Matter, MD, Department of Surgery B, Tel Aviv
Sourasky Medical Center, Medical Smart Tools (MST)
Ltd. and Department of Surgery, Bnai Zion Medical
Center, Haifa, Israel.

ETP013 STAND-ALONE INSTRUMENTS FOR CAMERA
CLEANING AND ORGAN RETRACTION: NEW TOOLS
FOR LAPAROSCOPY, SINGLE PORT PROCEDURES AND
NOTES Amir  Szold, MD, Adrian  Paz, MD, Tel Aviv
Sourasky Medical Center, Tel Aviv, and Barzilai Medical
Center, Ashkelon, Israel

ETP014 gi-ENDOLUMENAL SUTURING: SYSTEM TO
ACHIEVE SEROSA-TO SEROSA PLICATION UNDER
DIRECT ENDOSCOPIC VISULIZATION Richard P Fleenor,
MS, William F Goslau, BA, PARESurgical, Inc..

ETP015 A NOVEL APPLICATION OF A BARRETT’S ESOPHA-
GUS ABLATIVE TECHNIQUE FOR TREATMENT OF
EARLY ESOPHAGEAL SQUAMOUS CELL CARCINOMA:
FIRST CASE REPORT OF THIS APPLICATION Roos E
Pouw, MD, Wouter L Curvers, MD, Joep J Gondrie, MD,
Carine M Sondermeijer, Fiebo J ten Kate, PhD, Jacques J
Bergman, PhD, Dept of Gastroenterology1, and
Pathology2 Academic Medical Center, Amsterdam, the
Netherlands

ETP016 A NEW TYPE OF INTRA-ABDOMINAL MESH:
ELECTRO SPUN, NANO-FIBER, DUAL-DENSITY MESH
Amir  Szold, MD, J.P. Elisha  Martinez, PhD, Tel Aviv
Sourasky Medical Center, Tel Aviv,  and Nicast Ltd.,
Israel.

ETP017 NATURAL ORIFICE TRANSLUMENAL ENDOSCOPIC
SURGERY FOR THE TREATMENT OF PANCREATIC
PSEUDOCYST Japa  Volchok, DO, Tyler  West, MD,
Michael  Disiena, DO, Robert  Fanelli, MD, Department of
Surgery University of Massachusetts Medical School at
Berkshire Medical Center

ETP018 NICKEL TITANIUM (NITINOL) DEVICE FOR SIDE-TO-
SIDE BOWEL COMPRESSION ANASTOMOSIS;
PRELIMINARY RESULTS Amir  Szold, MD, Micha  Rabau,
MD, Shlomo  Lelcuk, MD, Doron  Kopelman, MD, Tel
Aviv Sourasky Medical Center, Rabin Medical Center,
Petach-Tikva,  and Ha’emek Medical Center, Afula, Israel.

ETP019 LAPAROSCOPIC INTRAOPERATIVE
CHOLANGIOSCOPIC LASER LITHOTRIPSY FOR
DIFFICULT BILE DUCT STONES KEE Y NGIAM, MD, Pak L
Poon, MD, Anton K Cheng, MD, Alexandra Hospital

ETP020 AB PREP A SAFE AND EFFECTIVE COLON CLEANS-
ING Semaan M Abboud, MD, Cedar Tree Medical and
Surgical Center

ETP021 COLLABORATIVE INTERACTION AND
VISUALIZATION OF PATIENT IMAGE DATA IN A
VIRTUAL ENVIRONMENT Jung Leng  Foo, MS, Marisol
Martinez-Escobar, BS, Thom  Lobe, MD, Eliot  Winer,
PhD, Iowa State University, Blank Children’s Hospital

ETP022 TRANSVAGINAL NOTES APPENDECTOMY IN A
HUMAN PATIENT : A CASE REPORT Dimitrios
Tsakayannis, MD, Dimitrios  Linos, MD, Ilias  Skotiniotis,
MD, Gerorge  Kallimanis, MD, Andreas  Kiriakopoulos,
MD, Hygeia Hospital, Athens, Greece

ETP023 RPORT: A DEVICE FOR SINGLE PORT
LAPAROSCOPIC CHOLECYSTECTOMY Prashanth P Rao,
MD, Sonali  Rao, MD, Abhay  Rane, MD, Frank  Bonadio,
MSc, Pradeep  Rao, MD, Mamata Hosptal, India ; ASC,
Ireland; East Surrey Hospital, UK

ETP024 NOVEL LAPAROSCOPIC BIPOLAR
RADIOFREQUENCY ENERGY TECHNOLOGY FOR
EXPEDITED HEPATIC TUMOR ABLATION. P
Somasundar, MD, Joseph  Espat, MD, Roger Williams
Cancer Center

ETP025 TRANSRECTAL PERITONEAL ACCESS WITH
TRANSANAL ENDOSCOPIC OPERATION (TEO) DEVICE
IN A PIG MODEL Joe KM  Fan, MD, Daniel KH  Tong,
MD, WL  Law, MS, Simon  Law, MS, Department of
Surgery, The University of Hong Kong Medical Centre,
Queen Mary Hospital, HKSAR, China

ETP026 PATIENT-SPECIFIC VIRTUAL REALITY SIMULATOR
FOR COMPLEX INTERVENTIONS. Amir  Szold, MD,
Department of Surgery B, Tel Aviv Sourasky Medical
Center, Tel Aviv, and Simbionix Ltd. Lod, Israel.
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ETP027 HYBRID TRANSVAGINAL NEPHRECTOMY Alcides J

Branco Filho, MD, William  Kondo, MD, Anibal W
Branco, MD, Rafael W Noda, MD, Cruz Vermelha
Hospital

ETP028 INITIAL EXPERIENCE WITH HYBRID TRANSVAGI-
NAL CHOLECYSTECTOMY Alcides J Branco Filho, MD,
William  Kondo, MD, Anibal W Branco, MD, Rafael W
Noda, Nilton  Kawahara, Cruz Vermelha Hospital

ETP029 SIMPLIFIED LAPROSCOPIC TECHNIQUE FOR INSER-
TION OF ENTERRA SYSTEM Bhargav  Mistry, MD, Julie
Lorber, MD, Meritcare Hospital & Dept of Surgery,
University of North Dakota, Fargo, North Dakota

ETP030 BARD* COLLAMEND* IMPLANT: MECHANICAL
AND BIOLOGICAL PROPERTIES FOLLOWING IN VIVO
IMPLANTATION Jeffrey R Scott, PhD, Jenna M Fraser,
BS, Jennifer  Al-beik, DVM, Vincent  Roy, P.Eng, Paul
Termin, DVM, PhD, Devang  Shah, PhD, Davol Inc.,
Subsidiary of C.R. Bard, Inc.; DaVinci Biomedical
Research Products, Inc.; Altran Solutions, Inc.; Lincoln
Associates, Inc.

ETP031 SINGLE PORT, TRANSUMBILICAL CHOLECSYTEC-
TOMY AND INGUINAL HERNIA REPAIR: FIRST CLINICAL
REPORT OF A NEW DEVICE. Matthew  Kroh, MD, Steven
Rosenblatt, MD, Cleveland Clinic

ETP032 NEW TECHNIQUES FOR LAPAROSCOPIC HEPATEC-
TOMY: INTRALUMINAL OCCLUSION OF THE PORTAL
BRANCH BY AN ENDOSCOPIC GUIDED ENDOVENOUS
LASER ABLATION Kentaro  Yamagiwa, MD, Masatoshi
Noda, MD, Mie Prefectural Shima Hospital, Department
of Surgery, Department of Pathology

ETP033 TOOL TO CREATE PROFICIENCY-BASED SURGICAL
SIMULATION CONTENT Fiona  Slevin, Donncha  Ryan,
Derek  Cassidy, MSc, Derek  Young, Haptica Inc

ETP034 AUTOMATIC TRACKING AND ERROR-DETECTION
ON A PEG-TRANSFER TASK Derek  Cassidy, MSc,
Donncha  Ryan, Fiona  Slevin, Derek  Young, Haptica
Ltd., Dublin, Ireland

ETP035 A NEW METHOD FOR BARRETT’S MUCOSAL
EXCISION Rudolf J Stadlhuber, MD, Fumiaki  Yano, MD,
Wayne E Penka, MD, Sumeet K Mittal, MD, Richard I
Rothstein, MD, Charles J Filipi, MD, Department of
Surgery, Creighton University School of Medicine,
Omaha

ETP036 A NEW TRANSORAL GASTROPLASTY DEVICE FOR
GERD AND OBESITY Rudolf J Stadlhuber, MD, Fumiaki
Yano, MD, Sumeet K Mittal, MD, Raul J Rosenthal, MD,
Richard I Rothstein, MD, Charles J Filipi, MD,
Department of Surgery, Creighton University School of
Medicine, Omaha

ETP037 DIAGNOSTIC LAPAROSCOPIC LYMPHATIC BASIN
DISSECTION(DLLBD) AFTER ENDOSCOPIC SUBMUCOS-
AL DISSECTION(ESD) IN EARLY GASTRIC CANCER(EGC)
KIm  YJ, MD, Cho  GS, MD, Lee  MS, PhD, Cho  JY, PhD,
1Department of Surgery, 2Department of
Gastroenterology, Soonchunhyang University School of
Medicine, Seoul, Korea

ETP038 ELECTROMAGNETIC GASLESS ABDOMINAL WALL
RETRACTING MULTI-TASKING PLATFORM SYSTEM
DESIGNED FOR NOTES Gevorg  Mutafyan, MD, Eric J
DeMaria, MD, Benjamin  Yellen, PhD, Jon  Fjeld, PhD, 1.
Department of Endosurgery. 2. Department of
Mechanical Engineering and Materials Science, Pratt
School of Engineering. 3. Duke New Ventures Clinic,
Fuqua School of Business, Duke University, Durham, NC 

ETP039 COMPARISON OF RESIDUAL ABDOMINAL
WOUNDS FROM 15MM VERSASTEP™ PLUS VERSUS
COMPETITIVE NON-BLADED TROCARS Rich  Schiretz,
MS, Tia  Ferrarotti, BS, Covidien 

ETP040 USE OF MODULATED TRANSFER FUNCTION IN
OPTICAL TROCAR EVALUATION Michael  Davis, BS, Rich
Schiretz, MS, Dennis  Leiner, PhD, Covidien, Lighthouse
Imaging Corporation

ETP041 GASTRIC FUNDUS ELECTRIC STIMULATION TO
CHANGE EATING BEHAVIOR L. Ahmad, MD, B. A Zikria,
MD, A.  Adu, MD, A.  Cooper, Harlem Hospital Medical
Center, Columbia University, New York City

ETP042 ENDOSCOPIC WATER JET ABLATION OF COLUM-
NAR EPITHELIUM: PRELIMINARY RESULTS OF A NEW
TECHNIQUE FOR POSSIBLE REMOVAL OF BARRETT’S
ESOPHAGUS Matthew  Kroh, MD, Robert  Hall, MD, Alex
Smith, BS, Lisa  Yerian, MD, Bipan  Chand, MD,
Cleveland Clinic

ETP043 THE USE OF FUNCTIONAL LUMINAL IMAGING
PROBE (FLIP) AS A NEW MEANS TO QUANTIFY SURGI-
CAL TROCAR WOUNDS Barry P McMahon, PhD, Hans
Gregersen, MD, Rich  Schiretz, MS, Jingbo  Zhao, MD,
Liao  Donghua, PhD, Deidre  O’Donovan, MD, Center for
Visceral Biomechanics and Pain, Aalborg Hospital,
Aalborg, Denmark Adelaide and Meath Hospital,
Tallaght, Ireland Covidien, Surgical Devices, North
Haven, CT, USA

ETP044 SINGLE INCISION LAPAROSCOPIC CHOLECYSTEC-
TOMY. SURGERY WITHOUT VISIBLE SCAR. greco
francesco, MD, matera  daniele, MD, tacchino  roberto
maria, MD, Dept of Surgical Sciences- Policlinico A.
Gemelli- UCSC Rome - Italy

ETP045 TRANSUMBILICAL LAPAROSCOPIC NEPHRECTOMY
Alcides J Branco Filho, MD, Anibal W Branco, MD,
William  Kondo, MD, Cruz Vermelha Hospital

ETP046 PRELIMINARY EXPERIENCE WITH ENDOSCOPIC
RADIOFREQUENCY ABLATION IN THE HUMAN
COLONIC EPITHELIUM Benjamin K Poulose, MD,
Michael F McGee, MD, Joseph A Trunzo, MD, Joseph E
Willis, MD, Bridget  Ermlich, RN, Michelle
Laughinghouse, RN, Bradley  Champagne, MD, Conor P
Delaney, MD, Jeffrey M Marks, MD, University Hospitals
Case Medical Center; Cleveland, OH

ETP047 ELECTOMYOGRAPH -   AIDS TO DEFINE A NEW
CLINICAL CLASSIFICATION FOR EXTERNAL LARYN-
GEAL NERVE Ben  selvan, MS, Srinivasa  Babu, MS,
Paul  MJ, MS, Christian Medical college

ETP048 HYBRID NOTES SLEEVE GASTRECTOMY IN AN
ANIMAL MODEL Marc  Bessler, MD, Luca  Milone, MD,
Columbia University College of Physicians & Surgeons

ETP049 THE SURGICAL DIGITAL VIDEO ATLAS: BRIDGING
THE GAP IN SURGICAL EDUCATION IN DEVELOPING
COUNTRIES. Sanjiv P Haribhakti, MD, Perkins  RS, PhD,
Harshad N Soni, MS, K S Patel, MS, Haribhakti Surgical
Hospital, Ahmedabad

ETP050 UTILLIZATON OF THE AXCESSPORT IN SINGLE
PORT  ACCESS LAPAROSCOPIC CHOLECYSTECTOMY
Michael J Norton, MD, Paul G Curcillo ll, MD, Axcess
Instruments Tyler, Texas; Drexel University College of
Medicine,Dept of  Surgery

ETP051 NEW PLATFORM FOR SINGLE TROCAR ACCESS
SURGERY Marcus D Martins, MD, Djalma E Coelho, MD,
James  Skinovsky, MD, Maria Fernanda  Torres, MD,
Private Practice

ETP052 VENTRAL HERNIA MESH REPAIR WITH MAGNETIC
ASSISTANCE Jeffrey E Carter, MD, David W Grantham,
MD, Carl J Westcott, MD, Wake Forest University

ETP053 TRANSVAGINAL VENTRAL HERNIA MESH REPAIR
IN A PORCINE MODEL Kurt  Roberts (1), MD, Jeffrey
Zaruby (2) DVM, DACVS, Gregg  Krehel (2) MBA,
Kenneth  Horton (2), MS, (1)Department of Surgery, Yale
University School of Medicine, New Haven, Connecticut;
(2)Surgical Devices, Covidien Ltd., North Haven,
Connecticut

ETP054 SAFETY OF A GASTRIC RESTRICTIVE IMPLANT IN
A CANINE MODEL K Stecco, MD, D  Balbierz, BS, S
Stevens, PhD, Stecco Group, San Jose, CA; &#8298;
BaroSense, Inc., Redwood City, CA

ETP055 TRANSORAL PLICATION FORMATION AND GAS-
TRIC IMPLANT PLACEMENT IN A CANINE MODEL K
Stecco, MD, D  Balbierz, BS, S  Stevens, PhD, Stecco
Group, San Jose, CA; &#8298; BaroSense, Inc., Redwood
City, CA
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ETP056 WEB-BASED ASSESSMENT TOOL FOR VIRTUAL

REALITY SURGICAL SIMULATORS Daniel A Hashimoto,
BA, Xun  Zhou, Noel  Irias AA, Sarah  Nabel, MS, Jon
Puz MBA, Daniel  Jones, MD, Beth Israel Deaconess
Medical Center, Boston, MA

ETP057 NANOSCALE TEMPERATURE CONTROL MECHA-
NISM IN A BIPOLAR VESSEL SEALER Yale D Podnos,
MD, Peter C Ng, MD, Linda S Oleson, PhD, 1. Duke
University, Dept. of Surgery, Raleigh, NC 2. Wake
Surgical Center, Raleigh, NC 3. Clinical Research,
SurgRx, Redwood City, CA.

ETP058 A DISPOSABLE LAPAROSCOPE MANIPULATOR
USING HYDRAULIC ACTUATORS Kazuhiro  Taniguchi,
MSc, Atsushi  Nishikawa, PhD, Fumio  Miyazaki, PhD,
Takeharu  Kobayashi, BA, Kouhei  Kazuhara, MSc,
Takaharu  Ichihara, BS, Naoto  Kurashita, MSc, Mitsugu
Sekimoto, PhD, Shuji  Takiguchi, PhD, Morito  Monden,
PhD, Osaka University

ETP059 CONSTRUCTION OF A MANIPULATION-ACCESSI-
BLE VIRTUAL MODEL OF THE HUMAN STOMACH
Geoffrey P Kohn, MD, Nilesh P Ingle, MS, Martin W King,
PhD, Timothy M Farrell, MD, University of North Carolina
at Chapel Hill; North Carolina State University

ETP060 A NOVEL “NOTES” Gastric Band Rabi  Kundu, MD,
James  Ellsmere, MD, Shawn  Tsuda, MD, Amos  Cruz,
Daniel B Jones, MD, Ram  Chuttani, MD, Beth Israel
Deaconess Medical Center, Boston, MA, USA

ETP061 FLEXIBLE ELECTROSURGICAL DEVICE FOR
TRANSLUMENAL SURGICAL APPLICATIONS Jeffrey
Zaruby  DVM,DACVS, Stanislaw  Marczyk, MS, Gregg
Krehel  MBA, Stephanie  Santos, BS, Kenneth  Horton,
MS, Surgical Devices, Covidien Ltd., North Haven,
Connecticut

ETP062 PSD VERITAS® CIRCULAR BUTTRESS USE IN LOW
COLORECTAL ANASTOMOSES FOLLOWING COMBINED
MODALITY THERAPY FOR RECTAL CANCER: A PRELIMI-
NARY REPORT Howard S Kaufman, MD, Gabriel
Akopian, MD, Patrizio  Petrone, MD, Mark W Haney, MD,
Grant  Sarkisyan, MD, Adrian  Ortega, MD, Division of
Colorectal & Pelvic Floor Surgery, Department of
Surgery, USC Keck School of Medicine, Los Angeles,
California

ETP063 USE OF THE LIGASURE ADVANCETM IN LAPARO-
SCOPIC ROUX-EN-Y GASTRIC BYPASS Simon
Bergman, MD, Jason  Roland, MD, Dean  Mikami, MD,
Center for Minimally Invasive Surgery, Department of
Surgery, The Ohio State University, Columbus, OH

ETP064 DEVELOPMENT OF A REMOVABLE FOOT MOTION
CAPTURE MICROSENSOR UNIT: USEFULNESS AS A
POSITION SENSOR FOR MECHANICAL FOOT PEDALS
Takeshi  Ohdaira, MD, Hiroki  Shinoda, BA, Susumu
Yamashita, BA, Yoshikazu  Yasuda, MD, Jichi Medical
University

ETP065 USEFULNESS OF VISUAL FIELD SECUREMENT IN
NOTES BY A WIRELESS MICRO CCD CAMERA THAT IS
INSERTABLE INTRAPERITONEALLY THROUGH THE
GASTROINTESTINAL TRACT Takeshi  Ohdaira, MD,
Yoshikazu  Yasuda, MD, Jichi Medical University

ETP066 HAND ASSISTED LAPAROSCOPIC LIVER RESEC-
TION IN A 1.0 TESLA INTERVENTIONAL OPEN MRI
Sascha Santosh  Chopra, MD, Georg  Wiltberger, Ulf
Teichgraeber, MD, Sven  Schmidt, MD, Guido
Schumacher, MD, Universitätsmedizin Berlin; Charité
Campus Virchow Klinikum; Dept. General Surgery

ETP067 HIGH DEFINITION CAMERA TECHNOLOGY IS NOT
NECESSARY FOR ACQUISITION OF BASIC LAPARO-
SCOPIC SKILLS: AN OBJECTIVE ASSESSMENT USING
QUANTITATIVE MEASURES OF THE LEARNING CURVE
Gideon  Sroka, MD, Liane S Feldman, MD, Raad  Fayez,
MD, Pepa A Kaneva, MSc, Jiguo  Cao, PhD, Donna D
Stanbridge, RN, Gerald M Fried, MD, The Steinberg-
Bernstein Centre for Minimally Invasive Surgery, McGill
University, Montreal, Quebec, Canada.

ETP068 DEVELOPMENT OF A TRANSANAL HIGH-SPEED
WASHING DEVICE FOR NOTES: USEFULNESS OF A
COLON BALLOON SEALING UNIT Takeshi  Ohdaira, MD,
Yoshikazu  Yasuda, MD, Jichi Medical University

ETP069 ENDOLUMINAL SUTURED GASTROPLASTY. A NEW
DEVICE FOR THE TREATMENT OF OBESITY Stacy
Brethauer, MD, Patrick  Gatmaitan, MD, Bipan  Chand,
MD, Philip  Schauer, MD, Cleveland Clinic, Cleveland, OH

ETP070 IMPROVED ERGONOMICS IN LAPAROSCOPIC
HANDLE DESIGN Earl C Downey, MD, University of Utah

ETP071 TROCAR FOR FLEXIBLE VIDEO ENDOSCOPE WITH
VERSATILE USE:  TRANSVAGINAL, TRANSCOLONIC OR
TRANSPARIETAL (TRANSUMBILICAL OR SUPRAPUBIC)
carlos a fonseca, MD, josemberg  campos, PhD, manoel
galvao, MD, almino  ramos, MD, instituto de endo-
scopia,gastroobesocenter

ETP072 LAPAROSCOPIC CLOSURE OF PATENT PROCESSUS
VAGINALIS IN CHILDREN WITH INGUINAL HERNIA
USING A SPECIALLY DEVISED ENDONEEDLE KIT Masao
Endo, MD, Toshihko  Watanabe, MD, Miwako  Nakano,
MD, Saitama City Hospital

ETP073 A FLEXIBLE ROBOTIC ENDOSCOPE FOR IMPROVED
ACCESS AND STABILITY DURING NATURAL ORIFICE
TRANSLUMINAL ENDOSCOPIC SURGERY (NOTES).
Amir  Belson, MD, Neoguide Systems

ETP074 LAPAROSCOPIC PERMANENT SIGMOID STOMA
CREATION THROUGH THE EXTRAPERITONEAL ROUTE
Madoka  Hamada, MD, Yutaka  Nishioka, MD, Masakazu
Goto, Takao  Nishimura, MD, Yoshihito  Furukita, MD,
Yuichi  Saisaka, MD, Kimiaki  Tanaka, Kazuhide  Ozaki,
MD, Yuichi  Shibuya, Yasuo  Shima, MD, Toshio
Nakamura, MD, Yasuo  Fukui, MD, Toshikatu  Taniki, MD,
Tadashi  Horimi, MD, Kochi health sciences center

ETP075 SURGICAL CONTROL ROOM - A NEW CONCEPT
FOR DATA MANAGEMENT IN SURGICAL SERVICES
Muhammad  Asad, MD, Chandra  Hassan, MD, Nilesh
Bhoot, MD, Ajay K Shah, MD, Milton  Gumbs, MD, John
M Cosgrove, MD, Bronx Lebanon Hospital Center

ETP076 EVALUATION OF FLEXIBLE ENDOSCOPIC
INSTRUMENTATION FOR INTRA-ABDOMINAL SURGERY
IN HUMANS John N Afthinos, MD, Glenn J Forrester,
MD, Steven  Binenbaum, MD, E. John  Harvey, MD,
Grace J Kim, MD, Julio A Teixeira, MD, Division of
Minimally Invasive Surgery, St. Luke’s-Roosevelt
Hospital Center, New York, NY

ETP077 IMEDIC, AN IMMERSIVE MEDICAL ENVIRONMENT
FOR DISTRIBUTED INTERACTIVE CONSULTATION Ivan
M George, Michael J Mastrangelo, MD, Paul K Mlyniec,
BS, University of Maryland Medical School, Immersive
Medical Systems, Inc, Digital ArtForms, Inc

ETP078 SINGLE INCISION LAPAROSCOPIC
CHOLECYSTECTOMY USING FLEXIBLE ENDOSCOPY:
SALINE INFILTRATION GALLBLADDER FOSSA
DISSECTION TECHNIQUE John N Afthinos, MD, Glenn J
Forrester, MD, Steven  Binenbaum, MD, E. John  Harvey,
MD, Grace J Kim, MD, Julio A Teixeira, MD, Division of
Minimally Invasive Surgery St. Luke’s Roosevelt Hospital
Center, New York, NY

ETP079 PHARMACOKINETIC PROPERTIES OF FONDAPARIN-
UX SODIUM IN MORBIDLY OBESE VOLUNTEERS INDI-
CATE THAT A SINGLE, WEIGHT-INDEPENDENT DAILY
DOSE FOR THROMBOPROPHYLAXIS IS FEASIBLE.
Ioannis  Raftopoulos, PhD, Andrea  Cortese-Hassett,
PhD, William  Gourash, Patrick  Henne, Duane  Boyle,
Bariatric Center, Saint Francis Hospital and Medical
Center; 1Clinical Pharmacokinetics/Modeling &
Simulation, GlaxoSmithKline Pharmaceuticals

ETP080 POSTOPERATIVE PAIN MANAGEMENT WITH
CONTINUOUS INFUSION OF LOCAL ANESTHETIC
REDUCES SURGICAL SITE INFECTION RISK Jay  Singh,
MD, Alan P Dine, BS, Stephen  Cohen, MD, Harry
Liberman, MD, Piedmont Hospital, Sothern Regional
Medical Center, Kennestone Medical Center, I-Flow
Corporation
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ETP081 A VERSATILE ENDOSCOPIC SUTURING SYSTEM E

A Moran, C J Gostout, J  Bingener, P B Cotton, S S
Chung, R H Hawes, A N Kalloo, S V Kantsevoy, P J
Pasricha, Mayo Clinic-Rochester, MN; Medical University
of South Carolina-Charleston, SC; Port Moresby General
Hospital-Port Moresby, Indonesia; John Hopkins-
Baltimore, MD; University of Texas Medical Branch-
Galveston, TX.

ETP082 SINGLE UMBILICAL INCISION LAPAROSCOPIC
CHOLECYSTECTOMY Homero  Rivas, MD, Esteban
Varela, MD, Christopher  Olukoga, MD, Daniel  Scott,
MD, University of Texas Southwestern

ETP083 TRANSGASTRIC NOTES WITH DOUBLE BALLOON
SEALING OF GASTRIC ORIFICE USING MULTIBENDING
DOUBLE CHANNEL ENDOSCOPY MAKI  SUGIMOTO,
MD, HIDEKI  YASUDA, MD, KEIJI  KODA, MD, Masato
Suzuki, MD, Masato  Yamazaki, MD, Tohru  Tezuka, MD,
Chihiro  Kosugi, MD, Ryota  Higuchi, MD, Yohsuke
Yagawa, MD, Hironori  Tsuchiya, MD, Teikyo University
Chiba Medical Center

ETP084 SINGLE SUPRA-UMBILICAL INCISION
LAPAROSCOPIC ADJUSTABLE GASTRIC BAND
PLACEMENT IN A PORCINE MODEL Homero  Rivas, MD,
Esteban  Varela, MD, Christopher  Olukoga, MD, Daniel
Scott, MD, University of Texas Southwestern

ETP085 A BALLOON SYSTEM FOR CREATING A SUBMU-
COSAL WORKING SPACE E A Moran, C J Gostout, J
Bingener, P B Cotton, S S Chung, R H Hawes, A N
Kalloo, S V Kantsevoy, MD, P J Pasricha, Mayo Clinic-
Rochester, MN; Medical University of South Carolina-
Charleston, SC; Port Moresby General Hospital-Port
Moresby, Indonesia; John Hopkins-Baltimore, MD;
University of Texas Medical Branch-Galveston, TX.

ETP086 PERFORMANCE OF BASIC MANIPULATION AND
INTRA-CORPOREAL SUTURING TASKS IN A ROBOTIC
SURGICAL SYSTEM : SINGLE VS DUAL MONITOR
VIEWS Rachit D Shah, MD, Alex  Cao, Lavie  Golenberg,
Abhilash K Pandya, R. Darin  Ellis, Michael D Klein, MD,
William Beaumont Hospital, Wayne State University,
Children’s Hospital of Michigan

ETP087 NOVEL METHODS FOR GASTRIC POUCH AND
GASTROJEJUNOSTOMY FORMATION USING COMBI-
NATIONS OF FLEXIBLE ENDOSCOPES, GUIDE-WIRES,
STAPLERS AND LAPAROSCOPES IN HUMAN CADAV-
ERS O. J Wagner, MD, M. E Hagen, MD, Ph.  Morel, PhD,
F.  Pugin, MD, P.  Bucher, MD, P.  Swain, PhD, University
Hospital Geneva / Imperial College London

ETP088 BIOMECHANICAL AUGMENTATION OF THE LOWER
ESOPHAGEAL SPHINCTER USING A MAGNETIC
SPHINCTER DEVICE John C Lipham, MD, Tom R
DeMeester, MD, Robert A Ganz, MD, Daniel  Dunn, MD,
Luigi  Bonavina, MD, Greta I Saino, MD, Davide  Bona,
MD, University of Southern California, Abbott
Northwestern Hospital, University of Milano

ETP089 A NOVEL APPROACH TO PREVENTING WOUND
INFECTIONS IN LAPAROSCOPIC ROUX-EN-Y GASTRIC
BYPASS PATIENTS Andre’  Nunn, MD, Stephanie
Perdue, MPA, Harper Hospital, Forest Health Medical
Center

ETP090 INTELLIGENT CONTROL OF ROBOTIC ENDOSCOPE
Louis O Jeansonne, MD, Brent C White, MD, S. Scott
Davis, MD, Michael W Cook, MD, L. Felipe  Chavarriaga,
MD, Josh  Bailey, Jomkwun  Munnae, MS, Wayne D
Daley, PhD, Harvey  Lipkin, PhD, Gary V McMurray, MS,
John  Sweeney, MD, Edward  Lin, DO, Emory
Endosurgery Unit and Georgia Tech Research Institute

ETP091 ROBOTICALLY POSITIONED RAMAN
SPECTROSCOPY PROBE FOR CANCER RESECTION Hale
Wills, MD, Brady  King, MS, Luke  Reisner, MS, Steve
Dworzecki, MS, Rachel  Kast, MS, Alex  Cao, MS,
Abhilash  Pandya, PhD, Greg  Auner, PhD, Christopher
Steffes, MD, Madhu  Prasad, MD, Michael  Klein, MD,
Donald  Weaver, MD, Advanced Surgical Technology
Institute, Wayne State University/Detroit Medical Center,
Detroit, Michigan

ETP092 NEATSTITCH™: A NEW LAPAROSCOPIC WOUND
CLOSURE DEVICE Steven D Wexner, MD, Badma
Bashankaev, MD, Bashar  Safar, MD, Gadi  Lotan, MD,
Thom E Lobe, MD, Colorectal Department, Cleveland
Clinic Florida, USA; Pediatric Surgery Department, Asaf
Harofe Medical Center, Israel; Section of Pediatric
Surgery, University of Tennessee Health Science Center,
Memphis, TN

ETP093 FORCE ANALYSIS IN RECURRENT HERNIA: IS IT
TIME FOR A NEW MESH DESIGN? Shashanka P Ashili,
PhD, Terra C Holdeman, MD, Niral  Shah, MD, Douglas
Smith, PhD, Steve  Eubanks, MD, University of Missouri
- Columbia

ETP094 N.O.T.E.S. TRANSVAGINAL CHOLECYSTECTOMY IN
A MORBID OBESE PATIENT LUIZ  DECARLI, RICARDO
ZORRON, ALCIDES  BRANCO, FERNANDO  LIMA, SER-
GIO  PIONEER, ILIDIO  ZANIN JR, C  KOENFELDER,
ANDRE V BIGOLIN, MARCOS  TANG, MICHEL  GAGNER,
Department of Surgery – Hospital Irmandade Santa Casa
da Misericórdia Porto Alegre- BrazilDep of Surgery –
Mount Sinai Medical Center- Miami

ETP095 N.O.T.E.S. TRANSVAGINAL CHOLECYSTECTOMY –
PRELIMINARY CLINICAL EXPERIENCE LUIZ  DECARLI,
RICARDO  ZORRON, ALCIDES  BRANCO, MARCOS
TANG, FERNANDO C LIMA, SERGIO R PIONEER, J I
SANSEVERINO, RODRIGO  SEBEN, ANDRE V BIGOLIN,
MICHEL  GAGNER, Department of Surgery – Hospital
Irmandade Santa Casa da Misericórdia Porto Alegre-
Brazil; Department of Surgery – Mount Sinai Medical
Center- Miami

ETP096 N.O.T.E.S. TRANSVAGINAL CHOLECYSTECTOMY –
TECHNICAL STANDARTIZATION IN ANIMAL MODEL
LUIZ  DECARLI, FERNANDO C LIMA, RICARDO  ZOR-
RON, MARCOS  TANG, SERGIO R PIONEER, J I SANSEV-
ERINO, R  MENGER, C A BECK, A  SHULTE, ANDRE V
BIGOLIN, ILIDIO  ZANIN JR, MICHEL  GAGNER,
Department of Surgery – Hospital Irmandade Santa Casa
da Misericórdia Porto Alegre- Brazil; Department of
Surgery – Mount Sinai Medical Center- Miami

ETP097 NOTES SIGMOIDECTOMY: INITIAL EXPERIENCE ON
HUMAN CADAVERS Francois  Pugin, MD, Pascal
Bucher, MD, Monica  Hagen, MD, Nicolas  Buchs, MD,
Paul  Swain, MD, Philippe  Morel, MD, University
Hospital Geneva

ETP098 SCENARIO-BASED VIRTUAL SIMULATION
PLATFORM FOR OPEN SURGICAL PROCEDURES Janey
S Pratt, MD, Yi-Je  Lim, PhD, Tuan  Le, PhD, Neil
Tardella, MS, James  English, PhD, Massachusetts
General Hospital, Boston, MA and Energid Technologies,
Cambridge, MA

ETP099 SELF-RETAINING LAPAROSCOPIC TISSUE SPREAD-
ING INSTRUMENT Gus J Slotman, MD, Our Lady of
Lourdes Medical Center, Camden, NJ

ETP100 OPENED PICTURE OF THE COLON WITH 3D INFOR-
MATION FROM ENDOSCOPIC IMAGE- A PRELIMINARY
REPORT- Tatsuo  Igarashi, MD, Satoshi  Zenbutsu, Yukio
Naya, MD, Harufumi  Makino, MD, Research Center
forFrontier Medical Engineering, Chiba University

ETP101 RAPID CLEARANCE OF GASTROINTESTINAL
HEMORRHAGE WITH A NOVEL ENDOSCOPIC DEVICE
Harry W Simmons, DO, Jon M Baugh, BS, Nicholas T
Branscomb, BS, Doug E Lucas, BA, Suzanne N
Kersbergen, BS, Raul A Mirza, MS, Vivek  Ramakrishnan,
MS, Edward Via Virginia College of Osteopathic
Medicine

ETP102 SINGLE PORT LAPAROSCOPIC RENAL SURGERY:
INITIAL 30 CASES Jihad H Kaouk, MD, Raj K Goel, MD,
David  Canes, MD, Robert  Stein, MD, Georges-Pascal
Haber, MD, Monish  Aron, MD, Inderbir S Gill, MD, Mihir
M Desai, MD, Cleveland Clinic

ETP103 SINGLE PORT LAPAROSCOPIC PELVIC SURGERY.  A
NEW APPROACH Jihad H Kaouk, MD, Raj K Goel, MD,
George- Pascal  Haber, MD, Coutenay  Moore, MD,
Raymond R Rackley, MD, Inderbir S Gill, MD, Steven
Campbell, Cleveland Clinic  
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ETP104 PRECLINICAL AND CLINICAL DEVELOPMENT OF A

LARGE OVERTUBE (MEGACHANNEL™) FOR INTERVEN-
TIONAL PROCEDURES AT COLONOSCOPY Gerd R
Silberhumer, MD, Wayne  Noda, MD, Tudor  Birsan, MD,
Gerhard  Prager, PhD, Arnulf  Ferlitsch, MD, Devendra
Desai, PhD, Ajay  Kumar, PhD, Guduru V Rao, PhD,
Christoph  Gasche, PhD, Departments of Surgery and
Gastroenterology and Hepatology, Medical University of
Vienna, Austria; Minos Medical Inc. Irvine, CA; Hinduja
Hospital, Mumbai, India;  Indraprastha Apollo Hospital,
New Delhi, India; Asian Institute of Gastroenterology.

ETP105 COMPARATIVE ANALYSIS OF THE OPTICAL PROP-
ERTIES OF A NOVEL, VARIABLE VIEW RIGID LAPARO-
SCOPE Lora  Melman, MD, Margaret M Frisella, RN,
Kathryn  Cook, Brent D Matthews, MD, Department of
Surgery, Washington University School of Medicine, St.
Louis, Missouri

ETP106 TRANSUMBILICAL ENDOSCOPIC CHOLECYSTEC-
TOMY IN HUMANS: A FEASIBLE TECHNIQUE OF
HYBRID N.O.T.E.S R PARTHASARATHI, MD, P S RAJAN,
MD, C  PALANIVELU, P  SENDHIL NADHAN, MD, V G
MOHAN PRASAD, MD, P  PRAVEEN RAJ, MD, GEM
Hospital & Postgraduate Institute, 45-A Pankaja Mill
Road, Coimbatore 641045, INDIA

ETP107 USE OF THE G-PROX® TISSUE APPROXIMATION
DEVICE  FOR GASTROTOMY CLOSURE IN HUMAN
NOTES PROCEDURES Lee L Swanstrom, MD, Eric
Hungness, MD, Mark E Whiteford, MD, Nat J Soper, MD,
Legacy Health System , Northwestern University

ETP108 A NOVEL TECHNIQUE OF NOTES – TRANSVAGI-
NAL ENDOSCOPIC R PARTHASARATHI, MD, P S
RAJAN, MD, C  PALANIVELU, MD, V G MOHAN
PRASAD, MD, P  SENDHIL NATHAN, MD, VIJAYAN
KALYANA KUMARI, MD, M  RANGARAJAN, MD, GEM
Hospital & Postgraduate Institute, 45-A Pankaja Mill
Road, Coimbatore 641045, INDIA

ETP109 TRANSVAGINAL ENDOSCOPIC APPENDECTOMY IN
HUMANS: AN UNIQUE P SENDHIL NATHAN, MD, C
PALANIVELU, MD, P S RAJAN, MD, R  PARTHASARATHI,
MD, M  RANGARAJAN, MD, K  SENDHIL KUMAR, MD, V
G MOHAN PRASAD, MD, P  PRAVEEN RAJ, MD, GEM
Hospital & Postgraduate Institute, 45-A Pankaja Mill
Road, Coimbatore 641045, INDIA

ETP110 TRANSUMBILICAL ENDOSCOPIC APPENDECTOMY
IN HUMANS: ON THE P SENDHIL NATHAN, MD, C
PALANIVELU, MD, P S RAJAN, MD, R  PARTHASARATHI,
MD, K  SENDHIL KUMAR, MD, M  RANGARAJAN, MD, G
S MAHESH KUMAAR, MD, GEM Hospital &
Postgraduate Institute, 45-A Pankaja Mill Road,
Coimbatore 641045, INDIA

ETP111 DEPTH PERCEPTION BY MOVEMENT PARALLAX IN
LAPAROSCOPIC SURGERY: WHEN AND FOR WHOM?
Tatsuo  Igarashi, MD, Yukio  Naya, MD, Kunio
Yamaguchi, MD, Harufumi  Makino, MD, Research
Center forFrontier Medical Engineering, Chiba University

ETP112 SINGLE INCISION LAPAROSCOPIC UMBILICAL
HERNIA REPAIR Kurt E Roberts, MD, Yale School of
Medicine, Department of Surgery

ETP113 SAFETY AND FEASIBILITY OF SPYGLASS: A NEW
PERORAL SINGLE OPERATOR CHOLEDOCHOSCOPY
SYSTEM J Martinez, MD, C  Ro, MD, A  Iglesias, MD, M
LoMenzo, MD, A  Madan, MD, B  Dunkin, MD, University
of Miami, Miller School of Medicine (1), The Methodist
Hospital (2)

ETP114 TISSUE APPOSITION SYSTEM – FIRST CLINICAL
EVALUATION FOR COLONIC CLOSURE Conor P Delaney,
PhD, Vincent  Obias, MD, Bridget  Ermlich, RN, Brad
Champagne, MD, Jeffrey  Marks, MD, Amitabh  Chak,
MD, Department of Surgery, Department of
Gastroenterology, University Hospitals Case Medical
Center, Case Western Reserve University, Cleveland,
Ohio, USA

ETP115 TALON TRANSFASCIAL SUTURE DEVICE: A NEW
DEVICE FOR MESH FIXATION IN OPEN AND VENTRAL
HERNIA REPAIR. Jennifer E Keller, MD, Charles J Dolce,
MD, K C Walters, MD, William L Newcomb, MD, Jessica
J Heath, BS, Amy E Lincourt, PhD, David A Iannitti, MD,
Carolinas Medical Center

ETP116 SINGLE PORT SURGERY USING A NEW GAS-SEAL
TROCAR TECHNOLOGY S Perretta, MD, B.  Dallemagne,
MD, M.  Vix, MD, D.  Mutter, MD, J.  Leroy, MD, C.
Solano, MD, M.  Asakuma, MD, J.  Marescaux, MD,
IRCAD-EITS Institute, University Hospital of Strasbourg

ETP117 POTENTIAL OF TEM INSTRUMENTS FOR SINGLE-
PORT SURGERY Akiyoshi  Kanazawa, MD, Kan
Toriguchi, MD, Akira  Ishikawa, MD, Minoru  Ukikusa,
MD, Department of Gastroentrological Surgery, Osaka
Redcross Hospital

ETP118 HYBRID MINIMAL INVASIVE TECHNIQUE FOR
SENTINEL LYMPH NODE DISSECTION OF STOMACH IN
PORCINE MODEL Young-Joon  Lee, PhD, Department of
Surgery, Case Western Reserve University, Case Medical
Center, 11100 Euclid avenue, Cleveland, Ohio, 44106

ETP119 WHICH WORKS BEST? COMPARING VIRTUAL
REALITY AND HYBRID SURGICAL SIMULATORS Fiona
Slevin, Haptica Ltd

ETP120 CAN PARKINSONIAN MOVEMENT METRICS
APPLIED TO DAVINCI ROBOT MOTION DATA ASSESS
SURGICAL EXPERIENCE? J N Afthinos, MD, A  Burra,
MS, M J Latif, MD, M A Attiyeh, BS, X  Li, PhD, J
Fernandez, MD, S K Balaram, MD, G J Kim, MD, F Y
Bhora, MD, J A Teixeira, MD, J J McGinty, M D Tilson III,
MD, G J Todd, MD, S J Belsley, MD, Department of
Surgery St. Luke’s-Roosevelt Hospital Center, New York,
NY

ETP121 OVERCOMING MIGRATION:  A NOVEL APPROACH
TO ESOPHAGEAL STENT FIXATION Cedric S Lorenzo,
MD, Kristian  Enestvedt, MD, Kyle A Perry, MD, Michael
Owens, MD, Douglas  Shumaker, MD, Blair A Jobe, MD,
Oregon Health & Science University

ETP122 USE OF A NOVEL HYBRID LAPAROSCOPIC
ELECTROSURGICAL INSTRUMENT: THE LIGASURE
ADVANCE™ IN LAPAROSCOPIC COLON SURGERY mor-
ris e franklin, DO, guillermo r portillo, MD, Texas
Endosurgery Institute  

ETP123 PER-ORAL INTRAGASTRIC SUTURING UTILIZING
AN EXTRACORPOREAL KNOT TYING METHOD Eric M
Pauli, MD, Adrian M Ionescu, BS, Abraham  Mathew,
MD, Randy S Haluck, MD, Timothy R Shope, MD, Ann M
Rogers, MD, The Penn State Milton S. Hershey Medical
Center

ETP124 CONSUMER-BASED TECHNOLOGY FOR
DISTRIBUTION OF SURGICAL VIDEOS FOR OBJECTIVE
EVALUATION Atul K Madan, MD, Ray  Gonzalez,
Emaneule  Lo Menzo, MD, Alberto R Iglesias, MD,
Charles Y Ro, MD, Jose M Martinez, MD, Division of
Laparoendsocopic and Bariatric Surgery, University of
Miami Miller School of Medicine

ETP125 EX VIVO EVALUATION OF MICROWAVE ABLATION
SYSTEM IN BOVINE LIVER, BOVINE KIDNEY AND
TURKEY BREAST MUSCLE Srikanth  Padma (1), MD,
Jessica J Heath (2), BS, H J Norton (3), PhD, Amy E
Lincourt (4), PhD, David A Lannitti, MD, FACS(5), (1)
Fellow, Div. of HPB Surgery; (2) Research Asst., Div. of GI
and MIS Research; (3) Dir., Dept. of Biostatistics; (4)
Research Dir., Div. of GI and MIS; (5) Chief, Div. of HPB
Surgery, Carolinas Medical Center, Charlotte, NC, USA.

ETP126 NOVEL DEVICE HELPS FACILITATE ENDOSCOPE
MANIPULATION DURING COLONOSCOPY J M Martinez,
MD, E  LoMenzo, MD, A  Madan, MD, C  Ro, MD, A
Iglesias, MD, University of Miami, Miller School of
Medicine

ETP127 REAL-TIME TISSUE ELASTOGRAPHY
DEVELOPMENT FOR EVALUATION OF TISSUE IN
MULTIPLE APPLICATIONS Frank D Galeoti, Hitachi
Medical Systems America, Inc.
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ETP128 EFFECTS OF LAPAROSCOPIC LIGHTING CONDI-

TIONS ON TISSUE OPTICAL SPECTROSCOPY Lia R
Assumpcao, MD, Marcin A Balick, MS, Y S Shen, BS, Yi
Yang, MS, Russ H Taylor, PhD, Michael R Marohn, DO,
1Department of Surgery, School of Medicine,?Whiting
School of Engineering, Johns Hopkins University,
Baltimore, MD; ?University of California, Berkeley, CA

ETP129 DEVELOPMENT OF A LAPAROSCOPIC
ADJUSTABLE GASTRIC BAND TRAINING SIMULATOR
Angelo  Tortola, BS, Daniel B Jones, MD, Noel  Irias,
Venture Technologies Inc, and Section of Minimally
Invasive Surgery, Carl J. Shapael Deaconess Medical
Center, Harvard Medical School, Boston, MA

ETP130 EXPERIMENTS@FOR CLINICAL APPLICATION OF
REMOTE ROBOTIC TELE-SURGERY USING HIGH-SPEED
INTERNET CONNECTION Satoshi  Ieiri, MD, Kouzou
Konishi, MD, Kazuo  Tanoue, MD, Jumpei  Arata, PhD,
Yuichi  Fujino, PhD, Mamoru  Mitsuishi, PhD, Makoto
Hashizume, MD, Department of Advanced Medicine and
Innovative Technology, Kyushu University Hospital

ETP131 HIGH DEFINITION THERMAL AND VISUAL FACIAL
MONITORING:  A VALUABLE METRIC FOR SURGICAL
SKILL ACQUISTION? B Bass, MD, E  Silverman, BA, P
Dowdall, PhD, T  Bourlai, PhD, I  Pavlidis, PhD, B
Dunkin, MD, The Methodist Insitute for Technology,
Innovation, and Education,  The Methodist Hospital
Department of Surgery, Weill Cornell Medical College, U
of Houston

ETP132 NEW APPROACH TO PERCUTANEOUS TRANSGAS-
TRIC JEJUNOSTOMY TUBE PLACEMENT Prakash  Gatta,
MD, Jon  Thompson, MD, University of Cincinnati

ETP133 MICROLAPAROSCOPIC (ML) PLACEMENT OF
CHRONIC AMBULATORY PERITONEAL DIALYSIS (CAPD)
CATHETERS: COMPARISON TO OPEN TECHNIQUE (OT)
Todd V Brennan, BA, Edward J Yun, BA, Jack W
McAninch, BA, Stanley J Rogers, MD, San Francisco
General Hospital and University of California, San
Francisco

ETP134 DEVELOPMENT OF A PROJECTOR-BASED AUG-
MENTED REALITY TECHNIQUE FOR “SEE-THROUGH”
LAPAROSCOPIC SURGERY Hideki  Hayashi, MD, Takeshi
Koishi, BS, Suguru  Ushiki, BS, Toshiya  Naikaguchi,
PhD, Norimichi  Tsumura, PhD, Yoichi  Miyake, PhD,
Research Center for Frontier Medical Engineering, Chiba
University.

ETP135 LAPAROSCOPIC HAND ASSISTED CENTRAL PAN-
CREATECTOMY WITH PANCREATICOGASTROSTOMY
RECONSTRUCTION Iswanto  Sucandy, MD, Christopher
Pfeifer, DO, David G Sheldon, MD, GEISINGER MEDICAL
CENTER

ETP136 30 SECOND LAPAROSCOPIC PORT SITE CLOSURE
Bilal M Shafi, MD, Carlos M Mery, MD, Gabriel N
Sanchez, MS, Thomas  Krummel, MD, Department of
Surgery, Stanford University, Stanford, CA

ETP137 HIGH DIAGNOSTIC VALUE OF LAPAROSCOPIC
EXCISIONARY BIOPSY (LEB) FOR RETROPERITONEAL
PARAAORTIC TUMOR Masahide  Hatano, MD, Shigehiko
Yagi, MD, Fumiki  Kushihata, MD, Jota  Watanabe, Yo
Kojima, MD, Taiji  Toyama, MD, Kazuo  Honda, MD,
Nobuaki  Kobayashi, MD, Dept. of Organ Regulatory
Surgery, Ehime Univ.  School of Medicine

ETP138 MODIFIED ROBOTIC LIGHTWEIGHT ENDOSCOPE
(VIKY) IN HUMANS Andrew A Gumbs, MD, Fernando
Crovari, Clement  Vidal, PhD, Patrick  Henri, Brice  Gayet,
MD, Institut Mutualiste Montsouris

ETP139 NEW STRATEGY FOR INTESTINAL MALIGNANT
LYMPHOMA; LESS INVASIVE COMBINATION THERAPY
BY CONFIRMED DIAGNOSIS USING DOUBLE BALOON
INTESTINAL ENDOSCOPY AND LAPAROSCOPIC SAL-
VAGE SURGERY Shigehiko  Yagi, MD, Fumiki  Kushihata,
MD, Masahide  Hatano, MD, Jota  Watanabe, MD, Yo
Kojima, MD, Taiji  Toyama, MD, Kazuo  Honda, MD,
Nobuaki  Kobayashi, MD, Dep. of Organ Regulatory
Surgery, Ehime University School of Medicine

ETP140 CYBERKNIFE THERAPY FOR NON-RESECTABLE
TUMORS OF THE LIVER, BILIARY TREE AND PANCREAS.
Juan  Sanabria, MD, Christopher  Siegel, MD, Douglas
Einstein, Departments of Surgery and Radiation
Oncology, University Hospitals – Case Medical Center,
Case Western Reserve University, Cleveland, OH.

ETP141 “AS SMOOTH AS SILC”, SINGLE INCISION
LAPAROSCOPIC CHOLECYSTECTOMY Homero  Rivas,
MD, Esteban  Varela, MD, Christopher  Okuloga, MD,
Daniel  Scott, MD, University of Texas Souhwestern
Medical Center at Dallas

ETP142 SINGLE UMBILICAL INCISION TOTALLY
LAPAROSCOPIC HYSTERECTOMY Homero  Rivas, MD,
René  Rivas, MD, Homero  Rivas Sr., MD, University of
Texas Southwestern Medical Center at Dallas. Hospital
de la Paz, Durango, Mexico.

ETP143 AN ANATOMICALLY CORRELATED DISPLAY
SIGNIFICANTLY IMPROVES LAPAROSCOPIC
ULTRASOUND INTERPRETATION TIME Jeremy W
Cannon, MD, Kent R van Sickle, MD, James B Fisher,
MS, Warren C Couvillion, MS, Stephen P Bowers, MD,
Wilford Hall Medical Center, UT Heal Science Center at
San Antonio, Southwest Research Institute

ETP144 PANCREATIC DISSECTION WITH RADIO
FREQUENCY TECHNOLOGY Michael B Ujiki, MD, Lee
Swanstrom, MD, Ty  Diwan, MD, Paul  Hansen, MD, Mark
S Talamonti, MD, Marshall  Baker, MD, David  Bentrem,
MD, Leagacy Health System, Portland, OR; Northwestern
University Feinberg School of Medicine, Chicago, IL

ETP145 DIFFERENTIATING MONO-POLAR AND BI-POLAR
RADIO FREQUENCY (RF) ENERGIES FOR TISSUE
ABLATION Joseph  Espat, MD, Steven  Daniel, PhD, David
Morris, MD, Roger Williams Medical Center and the
University of New South Wales the St. George Hospital

ETP146 EVALUATION OF RISK FACTORS FOR SKIN BURNS
WITH PERCUTANEOUS MULTI-APPLICATOR
MICROWAVE ABLATION OF LIVER IN A PORCINE
MODEL. Srikanth  Padma (1), MD, Jessica J Heath (2),
BS, K C Walters (3), MD, H J Norton (4), PhD, Amy E
Lincourt (5), PhD, David A Iannitti, MD, FACS (6),
(1)Fellow, Div. of HPB Surgery;(2)Research Asst., Div. of
GI and MIS Research;(3)Resident, Dept. of Gen.
Surg.;(4)Dir., Dept. of Biostatistics;(5)Research Dir., Div.
of GI and MIS;(6)Chief, Div. of HPB Surg., Carolinas
Medical Center, Charlotte, NC, USA.

ETP147 DEVELOPMENT OF SENTINEL NODE NAVIGATION
SYSTEM WITH MR LYMPHOGRAPHY AND AUGMENTED
REALITY TECHNOLOGY FOR LAPAROSCOPIC GASTRIC
SURGERY Kozo  Konishi, MD, Yoshihiro  Kakeji, MD,
Masahiko  Nakamoto, PhD, Kazuo  Tanoue, MD, Satoshi
Ieiri, MD, Yoshihiko  Maehara, MD, Makoto  Hashizume,
MD, Graduate School of Medicine, Kyushu University,
Japan

ETP148 THE MULTISCOPE Pradeep K Subramanian, MD,
Surgical Advanced Trainee, Westmead Hospital, Sydney,
NSW, AUSTRALIA

ETP149 PORTLESS SURGERY?? A REALITY! Pradeep K
Subramanian, MD, Surgical Advanced Trainee,
Westmead Hospital, Sydney, NSW, AUSTRALIA

ETP150 JOINT-MOTION AND FORCE ANALYSIS FOR
OBJECTIVE ASSESSMENT OF LAPAROSCOPIC SKILLS
Dhanannjay  Deo(1), MS, Ganesh  Sankaranarayanan(1),
PhD, Suvranu  De(1), Sc. D, Daniel B Jones(2), MD, Ward
Dunnican(3), MD, Tejinder P Singh(3), MD, (1) Rensselaer
Polytechnic Institute, (2) Dept. of Surg., Beth Israel
Deaconess Med. Cntr., (3) Albany Med. College

ETP151 LAPAROSCOPIC RADIOFREQUENCY ABLATION
(LRFA) OF SYMPTOMATIC UTERINE FIBROIDS, Stanley J
Rogers MD,Marilyn S Milkman MD, University of
California, San Francisco

ETP152NOVEL TECHNIQUE FOR LAPAROSCOPIC PLACE-
MENT OF PERITONEAL DIALYSIS CATHETERS, Stanley J
Rogers MD,Edward J Yun MD,Todd V Brennan MD, San
Francisco General Hospital and University of California,
San Francisco
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ETP001
NEWLY DEVICES DURING NATURAL ORIFICE TRANSLUMI-
NAL ENDOSCOPIC SURGERY, Nobumi Tagaya PhD,Mitsuru
Ishizuka PhD,Takayuki Kosuge MD,Kiyoshige Hamada
PhD,Keiichi Kubota PhD, Second Department of Surgery,
Dokkyo Medical University
Natural orifice transluminal endoscopic surgery (NOTES) is
currently studied as a potentially less invasive alternative to
conventional laparoscopic abdominal surgery. However, the
issues associated with NOTES are still remained. They con-
sisted of intraabdominal contamination due to the opening
of stomach, treatment of unexpected adverse events, devel-
opment of much more flexible oral endoscope, introduction
of intraoperative navigation system, development of particu-
lar endoscopic instruments, more easy access to the
abdominal cavity through the stomach, secure closure of
gastric orifice, establishment of training system, and cre-
ation of guideline for performing NOTES. To resolve some
problems, we introduce an overtube with balloon and a
plastic retrieval bag to minimize an intraabdominal contami-
nation, a modified overtube and an original balloon to cre-
ate better operative field. Animal models were anesthetized
and peritoneal access with flexible endoscope was obtained
to evaluate those new devices. Although transgastric chole-
cystectomy was safely performed, the closure of gastric ori-
fice is still unsolved. At present, NOTES is possible to per-
form in the experimental study, however, the development
of particular oral endoscope and the establishment of tech-
nical procedure is essential to find this new wave. NOTES
becomes one of attractive operative fields.

ETP002
A NEW DEVICE FOR TOTALLY ENDOSCOPIC COLORECTAL
RESECTION LAPAROSCOPY-ASSISTED, Marco Casaccia MD,
Advanced Laparoscopy Unit - Dept. General and Transplant
Surgery
Background: Laparoscopic colorectal resection for malignan-
cy has proved its efficacity and safety when compared to
“open” techniques.
Even from an oncological point of view the two different
approaches have similar results.
Aim of this study is to verify the feasibility of a colorectal
resection for malignancy in a totally endoscopic way under
laparoscopic guidance, and to complete the procedure with
a lymphadenectomy following the oncological principles.
Objective of the device: On the basis of anatomical knowl-
edges, of the performances of the present circular staplers
and their potentiality, the new instrument should have the
task to simplify the procedure and to make it less invasive
when compared to conventional approaches, since an
abdominal incision is avoided.
Results: A new circular stapler was hypothetically conceived
adding a “resection” function to anastomosis. Technical fea-
tures of this instrument are the presence of two annular
inflatable elements (on the anvil and the body of the stapler)
and the capability “to store” the diseased intestinal wall
inside the instrument body by means of a vacuum force.
Conclusions: In the progression towards less invasive tech-
niques in the treatment of colorectal malignancy, this
approach seems to be the natural evolution of the process.
Under verification of the feasibility of the technique, the
potential advantages of this approach are enormous. Since
the operation is performed in a totally endoscopic way, the
opening of the intestinal lumen is avoided. As a conse-
quence, two major advantages are present: no tumor cells
“spillage”, and no risk of abdominal or wound infection by
bacterial contamination.

ETP003
INTRAOPERATIVE DIC COMBINED WITH DOME-DOWN LC
PREVENTS BILE DUCT INJURIES DURING LAPAROSCOPIC
CHOLECYSTECTOMY, Shin-ichirou Mori MD,Souji Sane
MD,Satoshi Iino MD,Itaru Omoto MD,Hiroshi Imamura
MD,Gen Tanabe MD,Takashi Aikou, Akune Citizen Hospital
OBJECTIVE: Bile duct injury is a serious surgical complica-
tion of laparoscopic cholecystectomy (LC) that can be pre-

vented using biliary tract imaging to detect the bile ducts
during surgery. In addition, dome-down LC creates a 360°
view of the gallbladder-cystic duct junction, thus reducing
the risk of anatomical misidentification. This study assessed
the feasibility and safety of intraoperative drip infusion
cholangiography (intraoperative DIC) combined with dome-
down LC. METHODS: Laparoscopic cholecystectomy pro-
ceeded in 225 patients who also underwent intraoperative
DIC. The gallbladders of 47 patients were dissected from the
gallbladder bed using a dome-down technique, because
images of the bile duct were unclear. The operations were
difficult in 15 of these patients, due to inflammation and
adhesions. RESULTS: We completed LC in all 217 patients
(mean age, 60 years). Elective conversion occurred in 8
(3.5%) patients due to poor anatomical visualization caused
by inflammation and adhesions. Sixteen gallbladders
became perforated and blood vessels were injured in two,
but no complications were associated with the extrahepatic
biliary duct. Postoperative complications developed in two
patients, consisting of bleeding in one and pulmonary
infarction in the other, but no deaths were associated with
the procedure. CONCLUSION: Intraoperative DIC combined
with dome-down LC decreases the potential for misidentifi-
cation of ductal anatomy with minimal major complications.

ETP004
OPTICAL TOMOGRAPHY IN THE DETECTION OF MESEN-
TERIC ISCHEMIA IN A PORCINE MODEL, Anita K Chiu
MD,Paul Toubas MD,Mark Farber MS,Michael Katz
MD,Nelson Franco MD,Yong Xu PhD,Michael Zenilman
MD,Randall Barbour`, SUNY Downstate Medical Center,
INTRODUCTION: Optical tomography (OT) is a laser technol-
ogy that can detect hemoglobin’s real-time absorption of
near infrared (NIR) light to functionally assess tissue. We
have developed OT that can image human extremities and
propose that it may provide a quick, noninvasive means of
detecting the onset of mesenteric ischemia. We explored a
piglet model of superior mesenteric artery (SMA) occlusion
using OT.
METHODS: Anesthetized male piglets (n=11, 5 sham),
weighing 2-4kg and fasted overnight, were scanned in a
specially designed four source:sixteen detector imaging bed
before and after SMA occlusion (30 minutes, 1 cm distal to
its origin). Bowel ischemia was confirmed by necropsy. We
used a general linear model analysis, with the expected fall
in oxyhemoglobin as the model function, to select valid
channels. Resultant oxyhemoglobin signals were normalized
with respect to baseline and averaged. F-tests for variance,
followed by appropriate t-tests, were performed.
RESULTS: The depth of detection was approximately 3 cm.
Data collection failed in three experimental animals due to
instrumentation malfunction. In response to SMA occlusion,
OT demonstrated a 72.8 % average decrease (SD:36.5%) in
oxyhemoglobin, vs. a 3.9% (SD:13.6%) decrease in controls
(p=0.033, n=3). To visualize ischemic areas, volumetric
images could also be constructed using tomographic model-
ing.
CONCLUSIONS: OT findings demonstrate measurable
changes in oxyhemoglobin levels associated with the onset
of mesenteric ischemia. These preliminary studies suggest
that OT is promising as a noninvasive means to measure
intra-abdominal hemoglobin concentration in real time, and
provide a basis for further investigation in smaller animals.

ETP005
EXPERIENCE WITH A NEW ENERGY SOURCE FOR TISSUE
FUSION IN PEDIATRIC PATIENTS, Todd A Ponsky MD,Steven
S Rothenberg MD, Rocky Mountain Hospital for Children
Introduction: Options for effective techniques for vessel and
tissue sealing in infants and children are limited because of
the size and limited intracorporeal space of many pediatric
patients. We evaluated a new energy source,The
ForceTriad™ (Tyco Health, West Windsor, NJ) Ligasure
which.delivers both monopolar and bipolar energy in a
5mm format, that allows for tissue fusion and vesslel seal-
ing and division.. This report documents our experience
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with this device
Methods: A database review was performed looking for all
cases that were performed in children using the ForceTriad
Ligasure as the main source of hemostasis and tissue
fusion. Two different handpieces were used a fine Maryland
dissector type instrument with no cutting blade, and a sealer
/ cutter, both in a 5mm format.
Results: A total of 60 cases were performed in children from
September, 2006 to September, 2007 using the ForceTriad.
The two most common cases were Nissen fundoplication
(40 cases, Weight:8.5-95kg (avg 40.7kg), OR time: (15-70min)
Avg 32min, Avg days to full feeds: 2), and lung lobectomy
(11) cases, Weight:4.6-63kg (avg 27.3kg), OR time: (60-
180min) Avg 123min, Avg hospital days: 3.1). Other proce-
dures included, excision of choledochal cyst (3), aortopexy,
closure of bronchopleural fistula, resection of a giant thymic
cyst (1), thymectomy (1), parathyroid adenoma excision (1),
total colectomy (2), and intestinal duplication resection (2).
There were no failures of vessel or tissue fusion and no
operative complications . A delayed hydropneumothorax
developed in one lung resection and spontaneously
resolved.
Conclusion: The ForceTriad provides a safe and effective
energy source in a 5mm format. As compared to previous
versions of the Ligasure there is less sticking, a quicker seal,
and no tissue fusion failures.

ETP006
DEVELOPMENT OF THE ACTIVE OVERTUBE FOR THE
ENDOSCOPIC RESECTION OF COLORECTAL TUMORS,
Kazuhiko Shinohara MD,Gennai Yanagisawa MSc, School of
Bionics,Tokyo University of Technology
Objective: Endoscopic resection of the early colorectal can-
cer is one of the great concerns in the field of endoscopic
surgery. But it requires long operation times and technical
efforts to complete the en-bloc resection. Also there are not
a little complications such as perforation and bleeding.
These problems are caused by the limitation of access route
and manipulating range in the traditional colonoscope. We
developed a prototype of novel active overtube for safe and
efficient endoscopic resection of colorectal tumors.
Description of the device: This overtube is equipped with
one channel for the flexible endocope, one active channel
for electrocautery and two auxiliary channels for the suction
or grasper. This overtube is 17mm in diameter and conven-
tional endoscopes are adaptable. This device can provide
the adequate counter-traction and multi-directional endo-
scopic view during the endoscopic resection.
Preliminary results: From preliminary experiments in a
mock-up rectum, coordinative movements of the forceps
through the channels of overtube and flexible endoscope
were confirmed. Moreover, resecting procedure in the rec-
tum can be observed from oral side of the lesion by bending
the tip of the endoscope with this overtube.
Conclusion: Feasibility and usefulness of this active over-
tube for endoscopic resection of colorectal cancer were con-
firmed in this study. Additionally, the concept of this active
overtube is applicable to endoscopic resection of early gas-
tric cancer and NOTES.

ETP007
ENDOSCOPIC FUNDOPLICATION WITH THE MEDIGUS SRS
ENDOSCOPICA STAPLING SYSTEM - EARLY CLINICAL
RESULTS, Aviel Roy-Shapira MD,Amol Bapaye MD,Menashe
Sonnenschein MSc,Elazar Sonnenschein PhD,D Watson MD,
Medigus Ltd., Omer Israel; DM hospital, Pune, India;
Flinders U. Adelaide Australia
The MediGus SRS endoscopic stapling system (SRS) is a
new device designed to create a partial fundoplication endo-
luminally. It is a flexible endoscope, which incorporates an
ultrasonic range finder and a surgical stapler. The stapler
fires a quintuplet of standard B shaped 4.8 mm titanium sta-
ples. The device staples the fundus to the esophagus, in 2-3
locations, 2-4 cm above the GE junction covering 90-200º of
the esophageal circumference. This creates a flap valve sim-
ilar to the flap valve created with a Dor-Thal fundoplication.

Methods: 13 subjects with GERD were treated with the SRS
device, and followed for up to 6 months. The main success
criterion was reduction by 50% in GERD-HRQL score at 6
weeks. Secondary criteria were reduction of PPI usage, and
reduction of % time pH < 4 in 24h pH monitoring.
Results: There were 11 men and 2 women with a mean age
of 43.3 years (23-64), all were on daily PPI, median duration
of GERD symptoms was 2.5 years. 4 subjects had two sta-
plings, covering 90-100º of the esophageal circumference. 9
subjects had 3 staplings (100-200º). Median stapling times
were 12 min (10-51) for the 1st, 15 min (8-42) for the 2nd,
and 17 min (10-35) for the 3rd. One procedure related com-
plication occurred - benign pneumoperitoneum - resolved in
48h. At 6 weeks, 12/13 (92%) reduced their GERD-HRQL
scores by 50% or more (median scores 24 (10-38) pre» 5 (1-
15) post). 12/13 subjects were off daily PPI, and 9/13 were off
all GERD meds. Median time pH<4 was reduced from 11%
(5-49) to 5.8% (1-27) (p < 0.002). 3 staplings seemed more
effective. At 6 months (4 subjects) and 3 months (4 subjects)
there was no change in symptom relief or PPI usage. None
developed dysphagia
Discussion: These results are superior to any reported so far
with endoluminal methods, and approach the reported out-
come of laparoscopic fundoplication. A larger trial with
longer follow up (underway) is needed to confirm these
results, but if they are confirmed, this single operator
method may provide a viable endoluminal solution for
GERD.

ETP008
A NOVEL FLUORESCENCE ENDOSCOPE FOR MINIMALLY
INVASIVE SURGERY, Mitsuo Kusano PhD,Yusuke Tajima
PhD,Kimiyasu Yamazaki PhD,Mamabu Watanabe
PhD,Daisuke Yasuda MD,Takeshi Aoki PhD,Takashi Kato
PhD,Masanori Kato BA,*Mitsuharu Miwa,**Tsuneo Fukuyo,
Department of Surgery Showa University Tokyo,
*Hamamatsu Photonics Hamamatsu. **SHINKO OPTICAL
CO., LTD JAPAN
INTRODUCTION: Sentinel lymph node (SLN) is defined as
the first lymph node that receives drainage from a primary
tumor. Currently, dye-guided or radio-guided imaging, or a
combination of both, has been employed for SN navigation
surgery. In our preliminary of 200 cases of breast cancer and
100@GI tract malignancies, the CCD camera system which
enables us to observe the indocyanine green (ICG) fluores-
cence imaging emitting diode showed the usefulness for the
detection not only of SLNs but also of the tumor location .
To apply for the laparoscopic or for other minimally invasive
surgery, we developed a novel fluorescence-image endo-
scope. In this study, we determined the feasibility of ICG flu-
orescence imaging using a new laparoscope system for the
intraoperative SN mapping and the tumor marking during
the laparoscopic surgery in GI cancers.
METHODS: Two ml of ICG solution (0.5%) was injected into
the submucosa around the tumor endoscopically 1-5 days
prior to the operation of patients with gastric cancer and
with colorectal cancer. Intraoperative SN mapping was per-
formed during the laparoscopic surgery using a new devel-
oped laparoscope system with Xenon lamp and charge-cou-
pled device (CCD) camera which has visible and fluores-
cence imaging functions as the detector.
RESULTS: There was no patient with complications or
adverse events after the ICG injection. By the fluorescence
laparoscope we could n clearly obtain both normal laparo-
scopic image and fluorescence image. The main tumor and
draining lymphatic vessels were visualized by the bright flu-
orescence during the laparoscopic surgery in all patients.
The lymph nodes draining ICG appeared as round spots of
clear fluorescence were considered to represent the SNs.
Even SNs not stained green in color could be easily and
clearly visualized by ICG fluorescence imaging.
CONCLUSION: Our preliminary results suggest that ICG flu-
orescence imaging using a new laparoscope system could
be a useful method that allows highly sensitive to the detec-
tion of the tumor lesion and to the imaging-guided SN map-
ping during the laparoscopic surgery in GI cancers.
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ETP009
TRANSVAGINAL LAPAROSCOPICALLY ASSISTED ENDO-
SCOPIC CHOLECYSTECTOMY, Paolo Rossi MD,Walter
Bugiantella MD,Francesco Cantarella MD,Annibale Donini
MD, General and Emergency Surgery- University of Perugia-
Italy
Natural orifice transluminal endoscopic surgery (NOTES) is
arising as a new surgical technique wich allows to access
the peritoneal cavity eliminating abdominal incision and
incision-related complication. 
from May 2007 we performed the transvaginal laparoscopi-
cally assisted cholecystectomy in tree women. Transvaginal
ultrasonography was used to exclude endometriosis or
other pelvic disease .
After pneumoperitoneum induction with Verress needle, we
place a 5 mm trocar al left flank , then we introduce the
operative endoscope throgh the posterior vaginal cul de sac
into the peritoneal cavity under laparoscopic control. The 5
mm trocar helps the endoscopic devices to dissect and clips
the structures of Calot’s triangle.
we retracted the fundus of the gallbladder by passing a 1-0
suture through the abdominl wall suspending the gallblad-
der by pulling the suture from the outside of the peritoneal
cavity, in order to obtain a better exposure of Calot’s tringle.
Once identified the cystic duct and artery, they are ensured
by laparoscopic 5 mm clips. After its dissection from the
hepatic bed the gallbladder is retrieved using specimen
retrieval bag through the vaginal incision.
The colpotomy is closed with interrupted 2/0 Vicryl stitches.
The patients were discharged at one postoperative day.
No intraoperative and postoperative complications were
observed in our three cases.

ETP010
A NEW CONCEPT OF TELE-NOTES UNDER OVERSEA
REMOTE CONTROL, Makoto Hashizume MD,Naoki Suzuki
PhD,Patpong Navicharerm MD,Kazuo Tanoue MD,Takashi
Maeda MD,Shigeyuki Suzuki PhD, Department of Advanced
Medical Initiatives, Faculty of Medical Sciences, Kyushu
University, Jikei Medical College, Chulalornkong Univesity,
NTT communications
Objective: Surgery without any skin incision might be an
attractive way of medicine for most of the patients. It is not
a future dream, but is already a real technology. A collabo-
rative medical assistance is essential in the medical practice.
However, it often happens that it is difficult to accomplish a
medical procedure because there are few medical specialists
or assistants on site. This paper is to introduce a new con-
cept of Tele-NOTES with an endoscopic surgical robot under
remote control.
Technology and Method: The newly developed endoscopic
robot has two forceps-type remote controlled manipulators
attached on both sides of the endoscope. A wire-drive
mechanism is applied to operate the manipulator. The tele-
control system consists of operation and surgery units. The
surgery unit is communicated with the operation unit by a
workstation. The console is served as two PHANToM
(SensAble Technologies Inc.) devices and a handle for the
laparoscopic forceps. Data transmission is performed under
the UDP/IP protocol between the remote places. Motor con-
trol is performed at around 1,000 Hz and the input data
obtained from the console is transmitted to the robotic
manipulations.To investigate the feasibility of the Tele-
NOTES, an experiment was planned on a soft cadaver
between Chulalongkorn University, Bangkok and Kyushu
University, Fukuoka, Japan by using the Japan Gigabit
Network (JGN2), which is an open test bed Internet environ-
ment for research and development. The surgical unit was
prepared at the former site and the operation site was pre-
pared at the latter site.
Result: The tele-NOTES was successfully performed without
any troublesome between the two countries. The procedure
was endoscopic transgastric lymph node dissection. The
network delay was about 128 ms (one way) while the video
transmission delay was about 260 ms (one way). The opera-
tor on the operation site could not only operate the lymph

node dissection by himself, but also he could assist the
endoscopic surgery on site as an instructor by using the
endoscopic robot.
Conclusion: Tele-NOTES with an endoscopic surgical robot
was feasible under remote control by using an Internet
between Thailand and Japan. It provides us both possibili-
ties of assistance for the operation on site as well as direct
operation under remote control with the new endoscopic
surgical robot. A tele-NOTES with the endoscopic surgical
robot is a new clinical concept both as a practical and edu-
cational tool.

ETP011
IS THE RIGHT-CURVED FORCEPS ALWAYS RIGHT TO USE
WITH RIGHT HAND? - THE OPPOSITE HANDLING OF NEE-
DLE HOLDERS FOR STRESS FREE SUTURING -, Kazunori
Uchida MD,Manabu Kurayoshi MD,Naoki Haruta
MD,Masazumi Okajima MD,Manabu Yamamoto MD,
Takanobashi Central Hospital Endoscopic Surgery Center
The right-curved needle holders are designed for driving
with right hand and left-curved are for the left hand. In the
matter of facts, the ratchet systems are made to fit for each
hand’s manipulations, however, is this really correct?

For the actual needle driving during the surgery, even the
right-curved forceps are often used in a rotating position as
if it was the left-curved. For example, when pulling out a
needle from the tissue, the tips of left forceps are turned up
to prevent the tissue catching. This is just as same view as
the right-curved forceps that used in right hand, however,
opened jaw of the left forceps often hides the tissue and/or
needle. To improve this stress, I would like to recommend
using 2 forceps in an opposite fashion and will show the
actual procedures.

ETP012
SMART AND SLIM LAPAROSCOPIC ROBOTIC ASSISTANT,
Amir Szold MD,Moti Sholev MSc,Ibrahim Matter MD,
Department of Surgery B, Tel Aviv Sourasky Medical Center,
Medical Smart Tools (MST) Ltd. and Department of Surgery,
Bnai Zion Medical Center, Haifa, Israel.
Objective: Laparoscopic robots have not become standard
operating room equipment for several reasons: large size,
high costs, cumbersome assembly and flawed machine-sur-
geon interface. We attempted to design a laparoscopic
robotic arm that takes less than 1 minute to assemble and
has intuitive surgeon control that does not interfere with the
operating room work flow.
Technology: We designed and developed a complete robotic
assistant system with an intuitive computer controlled guid-
ing, low-profile robotic driver and a disposable arm compo-
nent. The disposable arm is attached to a small power box
mounted on the operating room table. The arm has a track-
ing system that is capable of tracking off-the-shelf laparo-
scopic instruments and moving the arm accordingly. The
surgeon interface is based on small disposable radiofre-
quency switches that are attached to the handles of the
laparoscopic instruments. When the switch is pushed the
robotic arm moves automatically to follow the tip of the cor-
responding instrument. This results in a very intuitive con-
trol of the camera and as a result - smooth operation where-
as the surgeon’s focus does not shift away from the operat-
ing tools.
Results: A working prototype was designed and built. The
prototype was first tested in a box trainer as a robotic cam-
era holder with encouraging results. In the following animal
studies the arm was successfully used as a reliable and easy
to use camera holder and as a “third arm” for the operating
surgeon.
Conclusions: We believe that the proposed device can be
used as an effective camera holder that will allow a stable
picture and full control by the operating surgeon without
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interfering with the current operating room environment. In
addition, the proposed device may serve as a platform to a
variety of assisting instruments for different kinds of mini-
mally invasive procedure, including some outside the oper-
ating room.

ETP013
STAND-ALONE INSTRUMENTS FOR CAMERA CLEANING
AND ORGAN RETRACTION: NEW TOOLS FOR
LAPAROSCOPY, SINGLE PORT PROCEDURES AND NOTES,
Amir Szold MD,Adrian Paz MD, Tel Aviv Sourasky Medical
Center, Tel Aviv, and Barzilai Medical Center, Ashkelon,
Israel
Objective: Minimally invasive surgery (MIS) instruments
require the use of access ports to insert and manipulate. In
order to reduce the number of access ports, such as desired
in NOTES and single port laparoscopy, we tried to design
and manufacture stand-alone instruments that free the
access port after insertion.
Technology: We have designed and manufactured two cate-
gories of devices: camera cleaning tool and organ retraction
tool. The camera cleaner is an umbrella-shaped device that
anchors to the internal abdominal wall surface. It allows
multiple cleanings of the camera and is capable of cleaning
the camera from blood, fat, and fog. The retracting device is
a double anchor that is capable of atraumatic grasping of
live tissue (such as bowel or gallbladder) and anchoring it to
the internal abdominal wall surfaces. We have produced
several prototypes of both tools and tested them in an ani-
mal model.
Results: Camera cleaning device: Several configurations
were tested and an ideal one was selected. It was shown to
be easy to insert, anchor and remove, and allowed multiple
cleanings of the camera from possible materials in the
abdominal and thorax cavities.
Retracting device: Several configurations were tested. We
found a good solution for atraumatic tissue grasping that
can withstand forces that exceed the ones encountered in
surgery. Several solutions for anchoring were also tested.
Conclusions: We believe that the devices may serve differ-
ent needs in MIS, from reducing the number of trocars and
the times a scope has to be removed for cleaning in current
MIS procedures, to facilitating single port laparoscopy and
NOTES procedures. Human trials will be conducted in the
near future.

ETP014
GI-ENDOLUMENAL SUTURING: SYSTEM TO ACHIEVE
SEROSA-TO SEROSA PLICATION UNDER DIRECT ENDO-
SCOPIC VISULIZATION, Richard P Fleenor MS,William F
Goslau BA, PARESurgical, Inc..
The gi-Stitch is a single use 2.6mm flexible suturing system
inserted through the 2.8mm or larger operating channel of a
dual channel flexible endoscope. It is 510(k) cleared for
suturing in the GI tract. “Real Suturing” achieves results
approximating laparoscopic or open suturing under surgeon
control. The device was developed from a proven suturing
technology and delivery system used successfully since
1998 in thousands of advanced laparoscopic procedures.
gi-Stitch is comprised of three components attached to a
common handle for ease of use: a needle to penetrate the
tissue, a retractable hoop inside the needle which secures
the suture end to the needle and a suture spool incorporat-
ing a pre-tied locking Roeder knot. The gi-Stitch is easily
removed from the endoscope in order to place multiple
sutures during the procedure and does not require removal
of the flexible endoscope from the patient. A variety of nee-
dle configurations and suture sizes are available.
The device is loaded into the operating channel of the flexi-
ble endoscope and the scope advanced to the surgical site.
Under direct visualization and using the device handle, the
needle is advanced forward to achieve a full thickness bite
of tissue. The pretied knot is released and securely
advanced. A figure-of- eight stitch, interrupted stitch or a
mattress stitch can readily be achieved as necessary. The
second channel of the scope facilitates suture release and

capture by utilizing a grasper and is also used for scissors to
cut the suture free.
Clinical use in animals and humans indicates that the gi-
Stitch is a safe, efficacious, cost effective and simple device
that may be used for reduction of dilated gastrojejunal anas-
tomosis, endoluminal gastroplication in GERD patients,
endoscopic vertical gastroplasty, closing of gastrogastric fis-
tulas and for securing devices in the esophagus and stom-
ach.

ETP015
A NOVEL APPLICATION OF A BARRETT’s ESOPHAGUS
ABLATIVE TECHNIQUE FOR TREATMENT OF EARLY
ESOPHAGEAL SQUAMOUS CELL CARCINOMA: FIRST CASE
REPORT OF THIS APPLICATION, Roos E Pouw MD,Wouter L
Curvers MD,Joep J Gondrie MD,Carine M
Sondermeijer,Fiebo J ten Kate PhD,Jacques J Bergman PhD,
Dept of Gastroenterology1, and Pathology2 Academic
Medical Center, Amsterdam, the Netherlands
Background: Esophageal squamous cell carcinoma (ESCC)
is the 6th highest incident cancer world-wide and has a dis-
mal 5-year survival rate. Visible precursors include high-
grade intraepithelial neoplasia (HGIN) and intramucosal can-
cer, which if eradicated, could prevent formation of
advanced ESCC. Endoscopic resection (ER) can remove focal
precursors, but wide-field ER is limited by adverse events.
Radiofrequency (RF) ablation using the HALO system has
demonstrated very high effectiveness for eradicating
Barrett’s neoplasia, but has not been evaluated for squa-
mous dysplasia or early ESCC, despite the latter being a
much larger public health issue.
Methods: Case study of a 66-year old male with a 35-mm,
flat-type ESCC, with no submucosal or lymphatic invasion
on endosonography. Chromoendoscopy revealed multiple
unstained lesions (USL’s) surrounding the ESCC, consistent
with squamous dysplasia. A balloon-based electrode
(HALO360, BÂRRX Medical) was used to circumferentially
treat the diseased segment of the esophagus (2 applica-
tions, 12 J/cm2, 40 W/cm2). According to previous studies,
the maximum depth of ablation at this dose is the superfi-
cial submucosa.
Results: This outpatient procedure required 28 minutes,
using fentanyl (50 mcg) and midazolam (5 mg). Discharge
medications were esomeprazole 40 mg bid, antacid/lido-
caine slurry and liquid narcotics prn. At 2 and 4 months,
chromoendoscopy and narrow band imaging showed no
USL’s or stricture formation. Jumbo forceps biopsies
showed normal non-dysplastic squamous epithelium.
Further, genetic marker studies of the post-ablation epitheli-
um were normal.
Conclusion: ESCC and dysplasia are a global health problem
dwarfing that of esophageal adenocarcinoma and Barrett’s
esophagus. This is the first ever report of RF ablation of
early ESCC and dysplasia, which resulted in complete eradi-
cation of all abnormal tissue without adverse events, stric-
turing or patient discomfort. This suggests that this new
ablation technique warrants further study for the treatment
of widespread HGIN and flat type ESCC.

ETP016
A NEW TYPE OF INTRA-ABDOMINAL MESH: ELECTRO
SPUN, NANO-FIBER, DUAL-DENSITY MESH, Amir Szold
MD,J.P. Elisha Martinez PhD, Tel Aviv Sourasky Medical
Center, Tel Aviv, and Nicast Ltd., Israel.
Objective: It is now widely accepted that the best abdominal
wall hernia repair is achieved by placing a large mesh in a
retro-muscular position. Since the easiest technique to dis-
sect and place such a mesh is laparoscopically, several
attempts to produce a synthetic patch that can be placed in
direct contact with abdominal content were made. An ideal
mesh should show excellent tissue integration at its fascial
side, whereas its visceral side should not adhere to the
organs. Most current meshes are composed of two layers,
one composed of a commonly used material such as
polypropylene or polyester, and the second that serves as a
tissue barrier to prevent tissue adhesions. Current meshes
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do not show satisfying performances.
Technology: A new type of mesh has been designed and
produced. The mesh is made of electrospun nanofibers of
polyurethane materials. The technology enables creating a
mesh with variable densities, thus the mesh has one surface
with a very high density, preventing tissue adherence, and
another surface that has lower density and allows tissue
ingrowth and efficient anchoring to the abdominal wall. The
mesh may be produced from a variety of synthetic and bio-
materials, and with different thicknesses and shapes, includ-
ing three-dimensional shapes.
Results: Using the technology several meshes have been
produced and tested. The meshes were compared to cur-
rently available commercial meshes, in a rat model. The
new mesh has been shown to create virtually no adhesions
to intra-abdominal organs and produce good anchoring to
the abdominal wall. These findings were also demonstrated
in light and electron-beam microscopy.
Conclusions: Electrospinning of polymers allows for the pro-
duction of fibers at the nano scale: a new fabric can thus be
designed to mimic native bio-materials and membranes.
The new method described allows for enhanced properties
and performances in terms of non-adhesion or/and integra-
tion of tissues, compared to current meshes.

ETP017
NATURAL ORIFICE TRANSLUMENAL ENDOSCOPIC
SURGERY FOR THE TREATMENT OF PANCREATIC PSEUDO-
CYST, Japa Volchok DO, Tyler West MD,Michael Disiena
DO,Robert Fanelli MD, Department of Surgery University of
Massachusetts Medical School at Berkshire Medical Center
We report a novel application of NOTES to treat a large ret-
rogastric pancreatic pseudocyst.
A 57 year old woman with a history of gallstone pancreatitis
presented 5 months after complex repetetive necrosectomy
with a 9.7cm x 5.4 cm pancreatic pseudocyst associated
with pain and early satiety. The pseudocyst had been pres-
ent for three months and had increased in size. She under-
went a successful cystgastrostomy performed using a stan-
dard end-viewing gastroscope and a single 12 mm radial
expanding laparoscopic port inserted in a transgastric man-
ner. Under endoscopic visualization a 25 gauge needle was
placed through the anterior abdominal wall into the stom-
ach. This was then exchanged for a Veress needle sleeved
with a radial expanding sheath. Then a 12 mm port was
inserted through the sheath. The gastroscope was used as
the single working camera and the 12 mm transgastric port
was used as the sole operating port. Laparoscopic ultra-
sound was performed through the port to localize the
pseudocyst and identify the location of nearby blood ves-
sels. The area deemed safe for cystgastrostomy was marked
by submucosal endoscopic injection of suspended carbon
black. A harmonic scalpel was used to initiate the cystgas-
trostomy which was completed with a linear laparoscopic
stapler. A standard pull-type percutaneous gastrostomy tube
was positioned through the port site to control the gastroto-
my and allow for post operative feeding and gastric decom-
pression as needed. Access to the peritoneal cavity was not
necessary and the entire procedure was performed using
transoral and transgastric endoluminal access.
Two months postopartively her symptoms and pseudocyst
have completely resolved, the gastrostomy tube has been
removed, and the site has healed.
We describe a successful hybrid application of NOTES used
to manage a large pseudocyst of the pancreas. Our
approach, useful in institutions where endoscopic ultra-
sound is not available, promotes rapid recovery and effec-
tive therapy for complex pancreatic disease using only stan-
dard instruments.

ETP018
NICKEL TITANIUM (NITINOL) DEVICE FOR SIDE-TO-SIDE
BOWEL COMPRESSION ANASTOMOSIS; PRELIMINARY
RESULTS, Amir Szold MD,Micha Rabau MD,Shlomo Lelcuk
MD,Doron Kopelman MD, Tel Aviv Sourasky Medical Center,
Rabin Medical Center, Petach-Tikva, and Ha’emek Medical
Center, Afula, Israel.
Aim: nitinol is a Shape-memory alloy with unique physical
properties. These properties were used to design a device
for side-to-side bowel anastomosis. Following preliminary
bench tests, an animal study was undertaken to prove safety
and efficacy of the device.
Methods: The device consists of two oval-shaped synthetic
rings. The deployment instrument is composed of two arms
that house the two rings; each arm of the device is inserted
through a small incision or the open end of the desired
bowel loop, similar to other stapling instruments. When
deployed the two parts are mechanically engaged via sever-
al metallic spikes, and the two lumens are compressed
between the rings utilizing the pressure of nitinol embedded
in the device. A knife cuts a slit between the two loops to
allow initial passage of gas and fluids, and the deployment
instrument is removed. The incisions or open ends of bowel
may be closed using sutures or staplers. During 5-10 days
following the procedure the ring compresses the bowel
loops. Pressure necrosis and fibrosis that take place simulta-
neously create a healed anastomosis within that time peri-
od, and the device detaches and is expelled naturally.
Results: The device was used in 3 pigs for creation of small
bowel anastomosis. On 21 days of follow up it has been
shown to be effective and safe, including excellent healing
process of the anastomotic site by histopathology.
Conclusions: The Nitinol side-to-side compression anasto-
mosis device was found to be safe and effective in animal
studies. We are expecting to launch human trials soon.

ETP019
LAPAROSCOPIC INTRAOPERATIVE CHOLANGIOSCOPIC
LASER LITHOTRIPSY FOR DIFFICULT BILE DUCT STONES,
KEE Y NGIAM MD,Pak L Poon MD,Anton K Cheng MD,
Alexandra Hospital
When giant, impacted or hard stones in the hepatic or com-
mon bile ducts are encountered, traditional methods of
stone extraction such as Foley catheter balloon dredging,
Dormia basketry, use of mechanical lithotripters, or electro-
hydraulic lithotripsy may not be able to extract such stones
effectively or adequately without undue collateral damage
to the bile ducts. The use of contact laser in this situation
may be an effective option under these circumstances.
We describe a the use of intraoperative cholangioscopic
laser lithotripsy in three patients to manage difficult bile
duct stones encountered during laparoscopic common bile
duct exploration.
Two of the three patients had prior endoscopic retrograde
cholangiopancreatography (ERCP) and sphincterotomy.
However, bile duct stones were unable to be extracted. In all
three cases, trans-cystic intraoperative cholangiogram was
performed to determine the size and position of remnant
stones, Dredging and Dormia basketry was attempted but
were unable to dislodge the impacted stones. The use of a
20 watt Holmium: YAG solid state laser (Dornier Medtach,
Kennesaw GA) to target and fragment stones in combina-
tion with continuous saline flushing results in rapid and
effective removal of stones. Small remnant stone fragments
were able to pass easily though the ampulla of Vater from
previous ERCP established sphincterotomies or from dredg-
ing.
The advantages of using intraoperative cholangioscopic
laser lithotripsy include the accurate targeting of the contact
laser fibre, whether the stones are in the hepatic or common
bile ducts; effective stone fragmentation; and efficient
removal of the resulting stone fragments. With the reduc-
tion in size, dredging becomes less traumatic. Stone frag-
ments can also be made to go through the ampulla, thus
negating the necessity to repeated intubation of the chole-
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dochotomy site or the cystic duct. Cost and the necessity of
personnel properly credentialed to operate the laser genera-
tor can be listed as disadvantages.

ETP020
AB PREP A SAFE AND EFFECTIVE COLON CLEANSING,
Semaan M Abboud MD, Cedar Tree Medical and Surgical
Center
The AB Prep is an all tablets(12) colon cleansing made out
of three FDA approved generic medications. The mechanism
of cleansing is a combination of osmotic and stimulant laxa-
tives (K-Phos Neutral, Reglan and Bisacodyl).
The Prep is taken over two main steps, the day before the
procedure.
An IND FDA clinical trials I and II were conducted to evalu-
ate the safety and efficacy of the prep.
1-Patients’ electrolytes including Glucose, Sodium,
Potassium, Chloride, Bun, Creatinine, Co2, Calcium, Alk
Phosphotase, ALT, AST, Magnesium, and Phosphorus, EKG
with QTc were compared before and after Prep consump-
tion.
2-In addition subjective data was collected from the patients
to grade compliance, satisfaction, abdominal bloating,
abdominal pain, nausea, and vomiting, also would they rec-
ommend the prep to their family members and friends.
A total of 200 patients were evaluated in phase II: 54%
women and 46% men, with the mean age of 61, and includ-
ed patients with hypertension, diabetes, renal, cardiac, pul-
monary, liver and or seizure disorder.
Results: The prep was noted to be 99.5% effective, 89% had
excellent to good cleansing and 10.5% had fair cleansing.
There was an excellent tolerability, with 100% compliance,
100% satisfaction, 1.5% had abdominal pain, 1.5% abdomi-
nal bloating, 2% had nausea, and none had any vomiting.
The electrolytes, QTc interval and EKG remained within nor-
mal limits throughout the study with:
-No statistically significant changes noted in:
1-Creatinine 2-Sodium 3-Chloride 4-CO2 5-Calcium 6-Alk
Phos. 7-Magnesium 8-Phosphorus
-Statistically significant changes after taking the Prep were
noted in:
1-Glucose 8% decrease 2-Bun 23.6% decrease 3- Potassium
3.87% decrease 4-AST 12.6% increase 5-ALT 8.5% increase
6-QTC 2.4% increase, (on the average). The most important
finding throughout phase I and Phase II, that despite the sta-
tistical significant changes noted; all the variables studied
remained within normal limits. That safety profile was also
observed in patients with cardiac, hypertension, renal, dia-
betes, and seizure disorder.
Conclusion: Although The AB Prep is an effective colon
cleansing as the rest of the available preparation; it does
however, offer an excellent unmatched safety profile with
minimal side effects even when it is taken over two days,
with no contraindication even in patients with renal disease.

ETP021
COLLABORATIVE INTERACTION AND VISUALIZATION OF
PATIENT IMAGE DATA IN A VIRTUAL ENVIRONMENT, Jung
Leng Foo MS,Marisol Martinez-Escobar BS,Thom Lobe
MD,Eliot Winer PhD, Iowa State University, Blank Children’s
Hospital
Visualizing patient data in a virtual reality environment can
be an effective diagnostic tool. As medical imaging tech-
nologies improve, innovative applications for collaborative
interaction and visualization of medical data are needed.
The proposed software framework consists of two compo-
nents; a desktop interface and a virtual reality viewer. Both
are designed to read and display any DICOM/PACS compati-
ble image data for visualization and interaction. The desktop
interface displays medical image data as both 2D slices and
3D volumes, while the VR system projects 3D patient data in
an immersive environment. Either component can function
independently, but can also be connected as a single system
over a network connection. Users can interact with the 3D
patient data on the desktop with the same actions viewable
in the VR component in real time. Conversely, interactions

within the VR component will be updated on the desktop
interface. This is an efficient collaboration tool as it allows
multiple teams of doctors with an internet connection to
visualize and interact with the same patient data simultane-
ously. With this software, one team can be working in the
VR environment while other teams from various locations
can collaborate in the examination and discussion for diag-
nosis, surgical planning, teaching and tele-mentoring. The
desktop interface and the VR system are shown in the fig-
ure.

ETP022
TRANSVAGINAL NOTES APPENDECTOMY IN A HUMAN
PATIENT : A CASE REPORT, Dimitrios Tsakayannis
MD,Dimitrios Linos MD,Ilias Skotiniotis MD,Gerorge
Kallimanis MD,Andreas Kiriakopoulos MD, Hygeia Hospital,
Athens, Greece
Background: Natural orifice transluminal endoscopic sur-
gery (NOTES) has been proven to be technically feasible in
animal models. Many NOTES procedures in animals have
been performed via the stomach, the rectum or the vagina.
NOTES appendectomy in humans has been reported in a
limited number of patients via the transgastric route. After
working as a team in the laboratory on a porcine model, we
obtained IRB approval to perform NOTES appendectomy in
a woman via the transvaginal approach. Methods and
Clinical Case: We present our first clinical, laparoscopically
assisted, transvaginal NOTES appendectomy. The patient
was a 35 year old woman with a history of intermittent right
lower quadrant pain. Abdominal ultrasound showed thick-
ening of the appendix with no other associated pathology.
Informed consent was obtained. Surgical Technique: The
procedure was carried out by a multidisciplinary team. The
patient was placed in lithotomy position. The placement of a
5mm laparoscopic trocar was mandatory to insufflate car-
bon dioxide, to monitor the pneumoperitoneum and was
helpful for retraction of the appendix. Under direct laparo-
scopic visualization, two trocars 12mm and 5mm were
placed through the posterior vaginal wall into the peritoneal
cavity. A dual-channel upper endoscope (Olympus GIF
2T160) was inserted into the peritoneal cavity from the
12mm vaginal trocar. The appendiceal mesentery was ligat-
ed with ultrasonic scissors (Ligasure) inserted through the
5mm vaginal trocar. The base of the appendix was ligated
with endo-loops. Once the dissection was completed, the
appendix was removed from the abdomen through the vagi-
na. Operative time was 80 minutes. Both colpotomies were
closed under direct vision with absorbable sutures. Results:
The postoperative course was uneventful. The patient had
minimal postoperative pain and was discharged on the sec-
ond postoperative day. Conclusion: We have demonstrated
that hybrid transvaginal NOTES appendectomy is feasible.
Prior experience in animal models was mandatory prior to
clinical application. The advent of new endoscopic technolo-
gy will facilitate the application of this technique in the
future.

ETP023
RPORT: A DEVICE FOR SINGLE PORT LAPAROSCOPIC
CHOLECYSTECTOMY, Prashanth P Rao MD,Sonali Rao
MD,Abhay Rane MD,Frank Bonadio MSc,Pradeep Rao MD,
Mamata Hosptal, India ; ASC, Ireland; East Surrey Hospital,
UK
Since the advent of Laparoscopic Surgery in the 1980’s,
laparoscopic cholecystectomy has rapidly become the gold
standard for the treatment of symptomatic cholelithiasis.. In
the last decade, surgeons have pushed the frontiers of tech-
nology to apply the laparoscopic technique to various
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abdominal surgeries. Standard laparoscopic techniques for
cholecystectomy have consisted of the four port technique
with various modes of triangulation in the French or the
American technique. Traditionally laparoscopic ports work
on the concept of one instrument per port and this has
necessitated the use of four ports and four incisions for the
completion of the procedure. Innovative surgeons have tried
reducing the ports and have reported cholecystectomies
using three and in some cases even two ports. Recently the
pressure to perform NO SCAR surgery has culminated in the
reporting of a few cases of natural orifice surgery. There has
been no published case of transabdominal single port chole-
cystectomy using three standard laparoscopic instruments
and their modifications. The development of the R port of
Advanced Surgical Concepts has made this possible. The R
port is an innovative port that allows the ingress of three
instruments through a single port. It consists of an external
disc with 3 valves with a gel interface. The disc fits on to a
double layered plastic cylinder which acts as a port and
when deployed fits flush with the parietes like a miniature
hand port. The R Port has an insufflation valve and the plas-
tic sheath remains as a wound protector at specimen
removal. Using the single R port through the umbilicus
makes this surgery almost scarless. The umbilicus is an
embryonic natural orifice. We present a video of a single
port cholecystectomy done using the R port through the
umbilicus. We used bent instruments, the Endo-eye and
modified clip appliers to prevent the chopsticks effect of
three instruments through a single port. The presentation
depicts how the instruments were modified to make the pro-
cedures feasible and the difficulties encountered in a pilot
series of 20 cases and how they were overcome, besides
demonstrating the technique of single port surgery. Single
port laparoscopic cholecystectomy appears to be a feasible
procedure and can be done in a scarless fashion through
the umbilical cicatrix without the need for extra ports.

ETP024
NOVEL LAPAROSCOPIC BIPOLAR RADIOFREQUENCY ENER-
GY TECHNOLOGY FOR EXPEDITED HEPATIC TUMOR ABLA-
TION., P Somasundar MD,Joseph Espat MD, Roger Williams
Cancer Center
Unipolar Radiofrequency ablation (URFA) is the standard for
local tumor control for unresectable primary or metastatic
hepatic tumors. URFA is challenged by premature electrode
tip charring (“roll-off”) with inadequate tumor ablation.
Bipolar radiofrequency ablation (BRFA) employs a dual par-
allel electrode array, resulting in a directional synergistic
energy delivery area, thus potentially reducing ablation
duration and enhancing safety. The purpose of this feasibili-
ty study was to asses a laparoscopic BRFA system for abla-
tion time and safety.
Description: The laparoscopic InCircle™ (RFA Medical, Inc.
Fremont CA) is an FDA cleared BRFA device. BRFA is more
efficient than URFA with good control of heat energy trans-
fer, since energy waves travel unidirectionally between and
NOT around electrodes; with the most significant advantage
of the BRFA vs. URFA being an approximately 75% reduc-
tion in ablation time compared to URFA systems. This is
particularly useful when multiple ablations in a single
patient are required. Under laparoscopic view, after lap-
ultrasound identification (Aloka 5500 system), each of the
two BRFA electrodes are placed at the periphery of the
desired ablation area. NO saline infusion is required, the
energy is efficiently delivered into the target area; allowing
for a defined ablation. In contrast, URFA devices require
saline infusion and energy radiates outwardly until “roll-off”
impedance occurs, yielding a variable ablation zone.
Moreover, BRFA does NOT require grounding pads, elimi-
nating the risk of cutaneous burns. The InCircle device is
compatible via a connector adapter with a variety of RF gen-
erators already in use for URFA.
Preliminary results: 6 patients with 7 tumors have been
treated by Lap BRFA; 3/6 with synchronous colorectal cancer
(CRC) and hepatic metastases. 3/3 underwent same setting
laparoscopic colectomy. The others, 2/6 had laparoscopic

BRFA for metachronous CRC hepatic lesions and 1/6 for cen-
tral hepatic adenoma. All 7 tumors in 6 patients were treat-
ed with a 3.5 cm BRFA device with average single ablation
time of 5 min 10 sec(range (4min 30 sec to 7min 40sec);
there have been no abscess, biliary injuries, leaks hemor-
rhage or burn complications.
Conclusions: The InCircle BRFA is an improved and efficient
radiofrequency ablative energy source which decreases
ablation time significantly, supporting its use for combined
complex procedures. To date an acceptable safety profile
has been observed.

ETP025
TRANSRECTAL PERITONEAL ACCESS WITH TRANSANAL
ENDOSCOPIC OPERATION (TEO) DEVICE IN A PIG MODEL,
Joe KM Fan MD,Daniel KH Tong MD,WL Law MS,Simon Law
MS, Department of Surgery, The University of Hong Kong
Medical Centre, Queen Mary Hospital, HKSAR, China
BACKGROUND: Gaining peritoneal access with subsequent
safe closure of the viscera is the prerequisite for Natural
Orifice Translumenal Endoscopic Surgery (NOTES). We
explored the feasibility of Transanal Endoscopic Operation
(TEO) device to perform transrectal peritoneoscopy in a pig
model. &#8232;
METHODS: Two pigs were used for the experiment of tran-
srectal peritoneoscopy. A 40mm rectoscope was inserted via
the anus after the induction of general anesthesia.
Proctotomy was then created with diathermy and the endo-
scope was passed through the pararectal space into the
peritoneal cavity. The proctotomy was closed with
absorbable suture after completion of peritoneoscopy with
the TEO device. &#8232;
RESULTS: Completion of the procedure was achieved and
both pigs survived for 4 weeks. Necropsy revealed complete
healing of the proctotomy site with no evidence of leakage
or abscess formation. Adhesions around the colostomy site
were minimal. &#8232;
CONCLUSION: Transrectal access for NOTES with the TEO
device is safe and feasible in animal model. Potential appli-
cation in human is possible and further validated is needed.

ETP026
PATIENT-SPECIFIC VIRTUAL REALITY SIMULATOR FOR
COMPLEX INTERVENTIONS., Amir Szold MD, Department of
Surgery B, Tel Aviv Sourasky Medical Center, Tel Aviv, and
Simbionix Ltd. Lod, Israel.
Objective: Virtual reality (VR) simulators are validated plat-
forms for teaching minimally invasive procedures in various
fields. The next logical phase would be to use them in plan-
ning and training for patient-specific procedures, while
using individualized patient imaging data.
Technology: We have developed a patient-specific simula-
tion mode, currently for endovascular procedures. The sys-
tem is a VR simulation planning and hands-on practicing
tool , based on Simbionix ANGIO Mentor platform. It allows
the team to experiment with different access strategies and
choose the best approach, permits the trial and selection of
the correct tools and devices such as filter selections, stent
sizing and learning the ideal C-arm views, all based on the
actual patient data, primarily CT angiogram.
Results: The endovascular simulation mode was successful-
ly implemented using patients’ imaging data. It has been
shown in preliminary studies to shorten the procedure time,
to reduce the fluoroscopy exposure for the patient and the
team, and to decrease the use of disposables. It seems that
in addition it may offer improved patient safety.
Expectations: We are currently working on patient-specific
simulation modes for other disciplines. We expect the sys-
tem to be especially useful in complex, high risk minimally
invasive interventions in the operating room and in the
interventional radiology suites.
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ETP027
HYBRID TRANSVAGINAL NEPHRECTOMY, Alcides J Branco
Filho MD,William Kondo MD,Anibal W Branco MD,Rafael W
Noda MD, Cruz Vermelha Hospital
Objective of the study: To report one case of transvaginal
hybrid natural orifice transluminal endoscopic surgery
(NOTES) in a 23-yr-old woman with right flank pain and
recurrent urinary tract infection due to a nonfunctional right
kidney.
Description of the methods: She underwent nephrectomy
by transvaginal NOTES using the endoscope by vaginal
access and two additional 5-mm trocars in the abdomen.
Results: Total procedure time was 170 min and estimated
blood loss was 350 cc. The patient had an uneventful post-
operative course and was discharged 12 h after the proce-
dure.
Conclusions: The described technique is feasible but it
requires further development in the fields of scopes, instru-
ments, and surgical expertise. Prospective studies compar-
ing traditional open or laparoscopic surgey and this new
technique are necessary to prove its safety and benefits.

ETP028
INITIAL EXPERIENCE WITH HYBRID TRANSVAGINAL
CHOLECYSTECTOMY, Alcides J Branco Filho MD,William
Kondo MD,Anibal W Branco MD,Rafael W Noda,Nilton
Kawahara, Cruz Vermelha Hospital
Objective of the study: To report one case of transvaginal
hybrid natural orifice transluminal endoscopic surgery
(NOTES) in a 22-yr-old woman with symptomatic gallstones.
Description of the methods: She underwent cholecystecto-
my by transvaginal NOTES using the endoscope by vaginal
access and one additional 5-mm trocar in the abdomen to
retract the gallbladder. The cystic duct and artery were iso-
lated by dissection with a hook knife and a hot biopsy for-
ceps. The cystic artery and duct were clipped seperately
with 3 standard hemoclips each, and then divided. The gall-
bladder was retracted toward the fundus to expose its pos-
tero-inferior attachments and it was dissected from the liver
bed. One work channel was used to retract the infundibulum
with a grasping forceps, and another was used to dissect
the tissue plane between the gallbladder and the liver by
using a hook knife with a 40 W coagulation current. A
polypectomy snare was used to hold the gallbladder and it
was removed through the vagina.
Results: Total procedure time was 150 minutes. The patient
was given a clear liquid diet on the night of the surgery and
a regular diet the following morning. Intravenous dypirone
(1 g per 6 hours) was administered for pain relief and she
needed no supplemental analgesia. She had an uneventful
postoperative course and was discharged on the first post-
operative day, 24 hours after the procedure.
Conclusions: The described technique is feasible and can be
reproduced by any group with experience in laparoscopy
and endoscopy, as such a group has the appropriate endo-
scopic equipment. In our opinion, NOTES can provide
patients the benefit of reduced pain, faster recovery time,
and fewer scars compared to the traditional laparoscopic
alternative, but prospective studies comparing both tech-
niques must be done to confirm the safety, indications, and
real advantages of this new technique.

ETP029
SIMPLIFIED LAPROSCOPIC TECHNIQUE FOR INSERTION OF
ENTERRA SYSTEM, Bhargav Mistry MD, Julie Lorber MD,
Meritcare Hospital & Dept of Surgery, University of North
Dakota, Fargo, North Dakota
Objective:
To develop a simplified technique for laparoscopic insertion
of Enterra system. Severe gastroparesis is an incapacitating
condition, often leading to significant morbidity. It is often
resistant to all forms of medical treatment and continues to
require frequent hospitalizations, supplementary nutrition
through enteric or parental routes, and poor quality of life.

Description:
Enterra system (Medtronic, Minneapolis, USA) is a humani-
tarian use FDA approved battery powered electrical system
for the treatment of severe gastroparesis. It consists of two
electrical leads inserted extramucosal in the wall of the
stomach and connected to a generator which is placed in
the subcutaneous pocket of the abdominal wall.
Few publications have described laparoscopic insertion of
Enterra system using a four port technique. We describe a
simplfied three port (one 12 mm and two 5 mm) technique
for insertion of electrical leads. Intraoperative gastroscopy
was performed to ensure extramucosal placement. The
leads were placed 10 cm proximal to pyloric sphincter and
were 1 cm apart. The electrical generator was usually placed
in left lower abdomen.
Results:
We have performed ten such procedures in adults thus far.
Operating time on an average has been 52 minutes (average
45 to 86 minutes). No complications have been noted.
Patients with multiple prior upper abdominal surgeries were
excluded.
Conclusion:
We present a video of simplified technique for laparoscopic
insertion of Enterra system.

ETP030
BARD* COLLAMEND* IMPLANT: MECHANICAL AND BIO-
LOGICAL PROPERTIES FOLLOWING IN VIVO IMPLANTA-
TION, Jeffrey R Scott, PhD,Jenna M Fraser, BS,Jennifer Al-
beik, DVM,Vincent Roy, P.Eng,Paul Termin, DVM,
PhD,Devang Shah, PhD, Davol Inc., Subsidiary of C.R. Bard,
Inc.; DaVinci Biomedical Research Products, Inc.; Altran
Solutions, Inc.; Lincoln Associates, Inc.
Bard* CollaMend* Implant is a sterile sheet of lyophilized,
cross-linked, acellular, porcine dermal collagen and its con-
stituent elastin fibers, indicated for use in soft tissue rein-
forcement, such as the repair of hernia and chest wall
defects and/or damaged/ruptured soft tissue membranes.
The primary objective of this study was to determine the in
vivo mechanical and biological properties of Bard*
CollaMend* Implant over time. The study population con-
sisted of 40 male Sprague-Dawley rats (350-400g) that
received bilateral full-thickness muscular surgical defects to
the left and right of the midline, and were repaired with one
mechanical and one histological sample of Bard*
CollaMend* Implant. Animals were sacrificed at various
time points (2, 4, 8 and 12 weeks; n=10/group) post-implan-
tation, to assess the mechanical properties, host inflamma-
tory response and tissue ingrowth characteristics of Bard*
CollaMend* Implant over time. Gross and microscopic
pathological analysis indicated that implantation of Bard*
CollaMend* Implant led to a minimal foreign body reaction,
promoted cellular growth, and was surrounded with new
host tissue by 2 weeks post-implantation. Angiogenesis also
was observed surrounding the device by 2 weeks, with fur-
ther evidence of vascular penetration and remodeling
(through follicular channels) by 4, 8 and 12 weeks post-
implantation. Further microscopic evaluation demonstrated
a minimal host inflammatory/fibrotic response, dominated
by macrophages and new collagen deposition at the
perimeter (and through follicular channels) of the device.
Interestingly, mechanical analysis demonstrated that the
mechanical tensile strength of Bard* CollaMend* Implant at
12 weeks post-implantation was not significantly different
than non-implanted Bard* Soft Mesh (a synthetic polypropy-
lene mesh). Further evaluation also revealed a significant
reduction in the mechanical modulus (relative stiffness) of
Bard* CollaMend* Implant at 4, 8 and 12 weeks post-
implantation. Overall, data suggests that Bard* CollaMend*
Implant represents a biocompatible biologically-derived
prosthetic scaffold optimized to inhibit rapid enzymatic
degradation, support cellular growth and maintain long-
term mechanical properties in vivo. * Bard and CollaMend
are trademarks and/or registered trademarks of C.R. Bard,
Inc. or an affiliate.
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ETP031
SINGLE PORT, TRANSUMBILICAL CHOLECSYTECTOMY
AND INGUINAL HERNIA REPAIR: FIRST CLINICAL REPORT
OF A NEW DEVICE., Matthew Kroh MD,Steven Rosenblatt
MD, Cleveland Clinic
OBJECTIVE: To report the initial clinical cases of single port,
transumbilical cholecystectomy and inguinal hernia repair
using a novel operating device.
METHODS: One patient each underwent single port tran-
sumbilical cholecystectomy and trans-abdominal pre-peri-
toneal (TAPP) inguinal hernia repair using the Uni-X™
Single-Port System (Pnavel Systems, Inc.). The device was
placed through a single infra-umbilical incision in both
cases. Novel, specialized instruments, curved in the shaft for
triangulation, were used, in addition to standard laparoscop-
ic instrumentation. During cholecystectomy, a single stab
incision was made and a laparoscopic suture passer was
used for additional lateral retraction of the gallbladder.
RESULTS: Both procedures were technically successful with-
out placement of additional trocars. Operative times were 59
and 47 minutes for the cholecystectomy and inguinal hernia,
respectively. Blood loss was minimal, there were no intra-
operative complications. The patient who underwent chole-
cystectomy had a previously placed infusion pump for
chronic pain management and was kept overnight. The
patient who underwent TAPP hernia repair was discharged
the same day. Follow-up at 3 weeks post-operatively
demonstrated the patients to be without complaints.
CONCLUSIONS: Transumbilical, single port cholecystectomy
and TAPP inguinal hernia repair are technically feasible. The
first initial clinical experience of these procedures with this
approach is reported.

ETP032
NEW TECHNIQUES FOR LAPAROSCOPIC HEPATECTOMY:
INTRALUMINAL OCCLUSION OF THE PORTAL BRANCH BY
AN ENDOSCOPIC GUIDED ENDOVENOUS LASER ABLA-
TION, Kentaro Yamagiwa MD,Masatoshi Noda MD, Mie
Prefectural Shima Hospital, Department of Surgery,
Department of Pathology
Background & Aim: Advances in techniques in the transac-
tion of the liver parenchyma and vessel sealing have made
performing the laparoscopic hepatectomy feasible. Recently
endovenous laser ablation is developing as a minimally
invasive therapy for the incompetent saphenous vein. To
investigate whether or not a diode laser ablation can intralu-
minally occlude the portal venous branch with a solder this
experimental study was conducted.
Material & Methods: Extracted porcine liver (weight: 1.5-2.0
kg) was used. After the longitudinal excision of the portal
vein at the hilas a semi-liquid solder mixed with indocya-
nine green (ICG, 6.25mg/ml) and bovine albumin (50%) was
poured into the lumen of portal branches. Then a 600 micro
mm-silica fiber with special manufactured tip (disposable
type E600, Asuka Medical Co. LTD., Japan) covered with a
thin glass tube was inserted in the portal branches by a
length of 2 or 3 cm, and diode laser [wavelength: 808nm,
device: DVL-15 (Asuka Medical Co. LTD., Japan), power: 8
W, pulsating mode (interval:10 m seconds)] was ablated via
this fiber during pulling out it to the portal trunk. The orifice
of portal branches was welded by irradiation (a distance
between the fiber tip and the object: 2-3 mm) of diode laser
(same wave length and device, power: 2 W, continuous
mode) via a 600 micro mm-standard silica fiber with ICG
solder during getting the opposite sides of the orifice close
with a forceps.
Results: The laser mean ablation time during pulling out the
fiber required more than 1 minute for a firm occlusion of the
portal branches by making a solder solid like a cork of a bot-
tle, and depended on a diameter length of the orifice and
surrounding tissue. When surrounding tissues included
abundant fibrous tissue, the ablation time was shorter.
When a diameter of the orifice was more than 1 cm, the
ablation was repeated. The laser irradiation mean time for
welding of the orifices of the portal branches was shorter
than the ablation mean time.

Conclusion/Future Design: The fine endoscopic guided
intraluminal diode laser occlusion of intra-hepatic portal
branches through the mesenteric vein appear to be feasible
in assistant with a tool getting the opposite wall of the ves-
sel close intraluminally like a forceps. This technique con-
comitant with advanced devices for transaction and autolo-
gous albumin for a solder may be useful to the laparo- and
thoraco-scopic guided-anatomical resection of segments of
the liver and lung, respectively.

ETP033
TOOL TO CREATE PROFICIENCY-BASED SURGICAL SIMU-
LATION CONTENT, Fiona Slevin,Donncha Ryan,Derek
Cassidy MSc,Derek Young, Haptica Inc
Introduction
Surgical simulators have been validated for surgical train-
ing. However, simulators have inherent drawbacks: the con-
tent tends to be fixed; Tasks cannot be edited or customized
to meet local needs; existing curriculum cannot be built-in.
This has led to frustration and difficulty with integrating
simulators into the surgical training curriculum.
Method
Haptica’s ProMIS simulator can track real instruments and
objects to provide valid metrics on physical tasks. While a
suite of Laparoscopic Skills Modules is available for the
ProMIS Simulator, ProMIS has always allowed a degree of
customization by providing standard metrics on any physi-
cal task. (FLS Tasks were validated in ProMIS in this
way(1,2,3)).
But now the company has gone a stage further: a software
program (ProMIS ContentCreationTool) has been created
that enables Program Directors and researchers to create
their own Modules and Tasks. The program’s user-friendly
interface short-cuts complex engineering and software pro-
gramming. With simple button-clicks, full step-by-step
Tasks can be created, including audio and video guidance,
on-screen text and augmented reality graphical guidelines.
Standard ProMIS metrics (time, path length, economy of
movement and hand dominance) are recorded for the new
Task. The Tool also allows for editing and customization of
the ProMIS suite of Laparoscopic Skills Modules.
Results
Initial trials have been conducted with non-technical surgical
training professionals. Users have found some functions
particularly useful, including ability to:
•Edit existing ProMIS Tasks
•Record and insert instruction videos
•Insert augmented reality spheres, graphic arrows, etc, to
provide on-screen guidance to a user and to indicate errors
•Write contextual didactic supporting information, including
text and images
Conclusions
With the ProMIS ContentCreationTool, surgical training pro-
fessionals and Program Directors are no longer limited to
the content provided by simulator companies. This easy-to-
use tool overcomes at least some of the difficulties with
integration of simulation into the curriculum. It also enables
the curriculum to be constantly improved and enhanced.

ETP034
AUTOMATIC TRACKING AND ERROR-DETECTION ON A
PEG-TRANSFER TASK, Derek Cassidy MSc,Donncha Ryan,
Fiona Slevin,Derek Young, Haptica Ltd., Dublin, Ireland
Introduction
Instrument Handling is an accept Basic Laparoscopic Skill.
The standard metrics in the ProMIS Surgical Simulator (path
length and economy of movement/smoothness) have
already been validated for standard Object Positioning and
Peg Transfer tasks (including the FLS Peg Transfer Task).
However, one of the key indicators of proficiency on peg
transfer tasks is the degree to which the peg or object was
dropped - and left behind or picked up and properly placed.
ProMIS developers set out to develop automatic tracking of
the pegs and to record and report to the user if the objects
were dropped during the Task.
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Method
A successful tracking and error-detection method was devel-
oped using the Camshift (Continuously Adaptive Mean
Shift) algorithm to track the movement of the pegs during
the Task. This method uses a template image containing the
color of an object to match and detect the object in the
scene and then to track the colored object across the space.
The image from one of the tracking cameras within ProMIS
is used for this. The path of the object in the scene is record-
ed as an image [X, Y] position and this path is then analyzed
to detect if the object was dropped. A drop is detected if the
path drops below a given threshold value of Y.
Results
Testing of the Task with the new tracking and error-detection
method indicates that ProMIS can accurately detect the
movement of each colored peg during the Task. The ProMIS
metrics and error list was checked against a video playback
of the Task. ProMIS error-detection was shown to be accu-
rate, i.e. where ProMIS feedback indicated a “dropped peg”,
this was supported by video evidence - including accuracy
on the specific peg that was dropped. Similarly, where
ProMIS indicated “no dropped pegs”, this was also corrobo-
rated by the video evidence.
Conclusions
The ability to detect errors on physical tasks enhances the
already valid metrics in the ProMIS simulator. With Peg
Transfer a key task within the FLS Program, it may also (as
suggested by Ritter, et al in 2006(1)) accelerate the pace of
FLS certification by augmenting labor intensive human
observation with ProMIS metrics.
References
1 SAGES 2006 S064 Ritter et al, Concurrent Validity of
Augmented Reality Metrics applied to the Fundamentals of
Laparoscopic Surgery (FLS)

ETP035
A NEW METHOD FOR BARRETT’s MUCOSAL EXCISION,
Rudolf J Stadlhuber MD,Fumiaki Yano MD,Wayne E Penka
MD,Sumeet K Mittal MD,Richard I Rothstein MD,Charles J
Filipi MD, Department of Surgery, Creighton University
School of Medicine, Omaha
Background: One to two percent of adults in the United
States have Barrett’s esophagus (BE). The relative risk in this
group of developing esophageal adenocarcinoma appears
to be 30 to 125 times that of the general population.
Endoscopic mucosal resection (EMR) is a commonly used
therapeutic procedure for Barrett’s esophagus. We have
developed a new technique for EMR that utilizes a cold
blade. The absence of cautery allows an exact and accurate
histological analysis of the resection margins.
Methods: The mucosal resection technique used was based
on a new flexible device (SafeStitch Medical Inc.). The
instrument consists of a flexible tube with an integrated
excision capsule on the distal end. A standard small calibre
transnasal endoscope is introduced into the device for visu-
al orientation. The excision capsule is 5 cm long and is rigid.
The resection window is 2.8 cm long, 1.3 cm wide and 0.4
cm deep. A guillotine blade resects the mucosa. After visual
endoscopic identification of the metaplastic area and correct
positioning of the trough two suction channels pull the
mucosa into the capsule and vertical anchor needles fix the
tissue position. To assure the correct cutting depth and suffi-
cient hemostasis we inject a 1:200,000 Adrenaline solution
under endoscopic surveillance using a longitudinal injection
needle placed above the bottom of the trough. The injectate
further separates the muscularis mucosa from the muscu-
laris propria thus increasing the “target space”. The desired
cutting depth through the first third of the submucosa
assures complete removal of Barrett’s mucosa and submu-
cosal glands while decreasing the potential for stricture for-
mation. Mucosal excision is performed with a single proxi-
mal-to-distal pushing movement of the blade. After the
mucosectomy is complete, the device is removed from the
esophagus with the specimen remaining within the capsule.
The specimen can be easily orientated for the pathologist.
Conclusion/Expectations: Further preclinical study is under-
way to refine the device for clinical application and study.

ETP036
A NEW TRANSORAL GASTROPLASTY DEVICE FOR GERD
AND OBESITY, Rudolf J Stadlhuber MD,Fumiaki Yano MD,
Sumeet K Mittal MD,Raul J Rosenthal MD,Richard I
Rothstein MD,Charles J Filipi MD, Department of Surgery,
Creighton University School of Medicine, Omaha
Background: Gastro-esophageal-reflux-disease and morbid
obesity are significant health problems in the western world
and are associated with morbidities and increasing costs.
The common surgical therapy is either a laparoscopic or
open operation. We are developing a device that allows a
physician to create an endoscopic, full-thickness gastroplas-
ty under conscious sedation; the primary goals being effica-
cy and durability of effect by reducing the diameter of the
gastroesophageal junction (GERD) or the stomach volume
(obesity).
Methods: The gastroplasty is formed by a new dilator
shaped device (SafesStitch Medical Inc.). The instrument
consists of a flexible tube with an integrated excision and
suture capsule on the distal end. A standard small caliber
transnasal endoscope is introduced through the device for
direct observation. The rigid distal capsule measuring
5x2cm contains a guillotine excision blade, vertical anchor
needles for tissue holding and Adrenalin injection, and two
circular needles each connected to a separate suture run-
ning through the device. Four full-thickness sutures are
placed and two mucosal excisions down to the level of the
muscularis propria are used for each stage of the gastro-
plasty. After correct positioning of the device under direct
endoscopic visualization the gastric wall is pulled into the
trough with negative pressure. The two three-quarter-circle
needles are actuated to rotate 360° through the captured tis-
sue. The tissue is then injected with adrenalin-solution to
create tissue swelling for a safe cut in the correct gastric
wall layer and hemostasis. The second suture excision cycle
is performed by turning the device into the correct position
and repeating the sequence. The sutures are then tied and
cut with a flexible endoscopic device.
Conclusion: Pre-clinical work has demonstrated the feasibili-
ty of the new device and its intended procedures. Two sur-
vival canine studies are in progress and will direct further
evolution of this new device and technique.

ETP037
DIAGNOSTIC LAPAROSCOPIC LYMPHATIC BASIN DISSEC-
TION(DLLBD) AFTER ENDOSCOPIC SUBMUCOSAL DISSEC-
TION(ESD) IN EARLY GASTRIC CANCER(EGC), KIm YJ MD,
Cho GS MD,Lee MS PhD,Cho JY PhD, 1Department of
Surgery, 2Department of Gastroenterology, Soonchunhyang
University School of Medicine, Seoul, Korea
(Background) Under the influence of the technical develop-
ment of endoscopy, endoscopic resection indication of EGC
has been extended to having ulcer scars, SM1, tumor size
less than 3cm. But, in these extended indications, the risk of
lymph node metastasis is increased. So the authors per-
formed DLLBD to evaluate lymph node status in the patients
who are included in extended indications but have relatively
high risk of lymph node metastasis according to pathologic
findings.
(Patients and Methods) The objects of this study are
patients who had endoscopic resection in 2007, and whose
immunohistochemical stain findings are VEGF positive, or
high LMD, or poorly differentiated without consideration
about the depth of the tumor invasion. The operation was
performed according to the dissection plan in association
with the location of tumor. If the predicted location of tumor
is on the upper lesser curvature, #1,3,7 were dissected, and
if it is on the lower posterior wall, #3,4,5,6 were done. In
order to rule out possibilities of skipped metastasis, we per-
formed basin dissection using both blue dye and radioiso-
tope which is used in sentinel lymph node navigation sur-
gery. Under general anesthesia, we used four trocars, and to
confirm the location of the tumor, performed endoscopy
during the operation. This study was approved by IRB.
(Results) The study was performed in 4 patients. In case #1,
endoscopic pathologic finding was mucosal tumor, but
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VEGF positive. Tumor was located on the greater curvature
of lower stomach, and lymph node #4D and # 6 were dis-
sected. In case #2, it was well differentiated SM1, but VEGF
positive. Tumor location was angle of stomach and #1,3,7
were dissected. Case #3 was a tumor limited to mucosa, but
signet ring cell cancer. Tumor was located on the anterior
wall of lower stomach and #3,4,5,6 were dissected. Case #4
was SM1 tumor but high LVD and high MVD. Tumor was
located on the upper part of stomach and #1,2,3,7 was dis-
sected. Average operation time was 152 minutes, and aver-
age hospital stay was 4.5 days. In every case, there was no
lymph node metastasis. In case #2, there was gastric stasis,
but normal diet was possible, so the patient was followed
up in OPD.
(Conclusion) In EGC patients, DLLBD of various areas was
technically feasible and safe. In addition, DLLBD is a great
diagnostic tool that enables us to evaluate the lymph node
status and, eventually, helps to decide the need for extra
gastrectomy or extensive lymph node dissection.

ETP038
ELECTROMAGNETIC GASLESS ABDOMINAL WALL
RETRACTING MULTI-TASKING PLATFORM SYSTEM
DESIGNED FOR NOTES, Gevorg Mutafyan MD,Eric J
DeMaria MD,Benjamin Yellen PhD,Jon Fjeld PhD, 1.
Department of Endosurgery. 2. Department of Mechanical
Engineering and Materials Science, Pratt School of
Engineering. 3. Duke New Ventures Clinic, Fuqua School of
Business, Duke University, Durham, NC
Hypothesis: The Retractor-Platform System (RPS) will assist
performing NOTES procedures with equivalent characteris-
tics to that of the existing platforms providing surgical expo-
sure comparable to that of the currently available conven-
tional gas-insufflation techniques, while eliminating risks of
the intra-abdominal increased pressure side effects.
Description of the technology and methods: The RPS is a
plastic cylindrical interconnected tubing system that is
packed and delivered via esophagus inside the abdomen.
This container is inflated with ferromagnetic fluid from out-
side using tubing connections. As a magnetic force is
applied from outside to the anterior abdominal wall, the
RPS with ferromagnetic fluid inside the abdomen lifts the
abdominal wall, providing sturdy scaffolding platform inside
the peritoneal cavity, and adding gasless retraction. In a
human for NOTES a powerful electromagnet will be built
that will use sensors to provide feedback to a computer that
will standardize the force applied to the anterior abdominal
wall and the platform. It will translate enough power to hold
the platform firm and functional as well as to prevent
abdominal wall ischemia due to excessive pressure. The
positioned RPS will have attachments for a remote-control
camera that will be delivered separately into the abdomen
and attached to the RPS. The working instrument will be
free of the camera and that space could be used for other
purposes. Small, newly designed retractors will be delivered
in the same manner as the camera in the abdomen and will
be used to hold and lift the tissues. All will be attached to
the platform inside the abdominal cavity allowing better
exposure for the surgeon. The RPS will allow the working
instrument to rest on a specifically designed arm fixed to
the platform (delivered separately) for robust and purpose-
ful retraction inside the abdomen, important features for
manipulation in retrograde cases. Preliminary results: The
concept of electromagnetic abdominal wall retraction was
tested on a porcine model. RPS was delivered into the
abdomen via esophagus using open technique. The ferro-
magnetic fluid was delivered into the system using the tub-
ing in the esophagus. It lifted the abdominal wall with the
help of static magnets and created adequate intra-abdomi-
nal working space for surgical manipulation. The fluid then
was aspirated and the platform removed through the esoph-
agus. Conclusions: RPS is the ultimate platform for NOTES.
It provides attachment sites for a camera, and any retraction
and instrumentation necessary for the procedure delivered
via esophagus. There are no additional incisions necessary
on the abdominal wall, avoiding laparoscopic assistance. It
also serves as a gasless retractor providing similar exposure

to the CO2 conventional retraction process without the side
effects of the latter. Additional testing on animal models will
be needed to explore its full potential.

ETP039
COMPARISON OF RESIDUAL ABDOMINAL WOUNDS FROM
15MM VERSASTEP™ PLUS VERSUS COMPETITIVE NON-
BLADED TROARS, Rich Schiretz MS,Tia Ferrarotti BS,
Covidien
Introduction and Objective:
During minimally invasive bariatric surgeries such as laparo-
scopic banding, surgeons typically use 15mm bladed and/or
non-bladed trocars to facilitate entry of 15mm endoscopic
staplers and other devices. The rationale for non-bladed tro-
car technology is centered on “bladeless non-cutting” of tis-
sue and “minimally traumatic” tissue separation. There is
still, however, an axial force transmitted to the patient dur-
ing bladeless trocar insertion. In addition, some devices
include instructions to twist the trocar during insertion.
VersaStep™ Plus technology is inserted using a radially
dilating force on the surrounding tissue instead of an axial
force. The rationale for this study was to analyze the size
and character of the abdominal wall defects produced by
the 15mm VersaStep™ trocar and competitive 12mm and
15mm bladeless trocars.
Materials and Methods:
15mm Covidien VersaStep™ Plus, 12mm and 15mm Ethicon
Xcel™ and Applied Separator® trocars with stability and
threaded cannulas, respectively, were inserted per IFU in
designated subcostal regions in swine. Methods used to
measure abdominal fascial defects have been previously
reported.
Results:
Results indicate a 43% and 40% increase in mean cross sec-
tional areas (mm2) fascial defect size when comparing the
15mm Xcel™ and 15mm Separator® defects to the 15mm
VersaStep™ defects. Further, a 26% and 11% increase in
mean cross sectional areas (mm2) fascial defect size is
noted when comparing 12mm Xcel™ and 12mm
Separator® defects to the 15mm VersaStep™ defects.
Conclusion/Future Work:
Our study results indicate that 15mm VersaStep™ Plus tro-
car leaves a smaller fascial defect than competitive 12mm
and 15mm non-bladed trocars. These preliminary findings
may indicate that the VersaStep™ trocar design coupled
with a radially dilating insertion technique may produce less
overall tissue trauma versus an axial, twisting insertion
method (Xcel™ and Applied® non-bladed designs). Further
comparative studies are planned to obtain a better under-
standing of trocar-related biomechanical stresses.
Additionally, chronic defect studies will be done to better
understand post operative complications as they relate to
trocar design.

ETP040
USE OF MODULATED TRANSFER FUNCTION IN OPTICAL
TROCAR EVALUATION, Michael Davis BS,Rich Schiretz
MS,Dennis Leiner PhD, Covidien, Lighthouse Imaging
Corporation
Background: Visualized entry trocars are commonly used in
laparoscopic surgery to allow for safer entry of the primary
site. This is accomplished through a clear tip design which
allows the surgeon to place the laparoscope directly in the
obturators and visualize the different tissue layers and avoid
hitting vital anatomical structures while penetrating through
the abdominal wall,.
Intro: At present there is neither a standard test method nor
metric to compare the quality of the images that these opti-
cal obturators transmit nor any published quantitative com-
parative study. Therefore, then characterizing the resolution
of an imaging lens, it is useful to refer to the Modulation
Transfer Function (MTF).
Method: A test method was developed that simulated peri-
toneal cavity insertion conditions while maintaing a con-
stant target for measurement and reference purposes. The
three commercially available visual trocars were utilized.as
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was a control which consisted of the Covidien VisiPort,
Ethicon Xcel and Applied Seperator.
The images obtained were then analyzed and compared
with respect to resolution and contrast. Resolution was
assessed through use of the Modulation Transfer Function
(MTF). The MTF of a lens is a measurement of the len’s abili-
ty to transfer contrast at a particular resolution level from
the object to the image.
Results:

Conclusion: The Visiport optical trocar preserved the overall
contrast and resolution in superior fashion when compared
with control and competitive trocars. The clinical signifi-
cance of this finding will be determined with future studies.

ETP041
GASTRIC FUNDUS ELECTRIC STIMULATION TO CHANGE
EATING BEHAVIOR, L. Ahmad MD, B. A Zikria MD,A. Adu
MD,A. Cooper, Harlem Hospital Medical Center, Columbia
University, New York City
When morbidly obese patients gain weight even when they
have maxillo-mandibular wire fixation by drinking malted
milk shake “all day long”, we have come to believe that any
procedure for obesity can be bypassed by patients who
have not undergone behavior modification. Therefore, for
the long-term success in obesity one must emphasize
behavior modification. The purpose of our device is to
depress appetite by electric stimulation of the gastric fundus
via left (afferent-sensory) vagus, in deference to the earlier
attempts of stimulation of distal stomach by the stimulation
of (efferent-motor) right vagus nerve which have so far
proven not very effective. Blockage of the vagal stimuli by
stimulation of vagus nerves has been shown not to be the
mechanism for appetite suppression and weight loss, since
bilateral vagectomy with complete blockage of vagal stimuli
to the stomach in patients undergoing truncal vagectomy
have failed to reduce appetite or produce effective weight
loss. Methodology: Research have supported the hypothesis
that afferent vagal stimuli from the stomach via the Nucleus
Tactus Solitarius are relayed to the medial nucleus, the sati-
ety center, by the afferent vagus nerve which in turn depress
the lateral nucleus, the appetite center in the hypothalamus.
This appears to be the most feasible mechanism by which
one’s appetite is satisfied by eating to have feeling of satiety
(fullness). The normal mechanism in an empty stomach
when filled with food, fluid and air, the air rises in the stom-
ach stretching the fundic wall activating the stretch recep-
tors which send the message via left vagus to the hypothal-
amus to give the sensation of fullness to stop eating.
Preliminary Results: Leads on the fundus of the stomach
were placed laparoscopically in a chronic preparation. After
24 hr fasting, the dog was jumping across the cage at an
open beef can. But when the pacemaker was turned on and
the beef can was placed inside the cage, the animal sniffed
the beef can, turned around and walked away! Further
research is being sought to prove the validity of this hypoth-
esis. Future Directions: If this hypothesis, similar to Pavlov’s
reflex conditioning, is proven correct with further studies,
then by such a method with programmable stimulation of
fundus of the stomach according to each patient’s appetite
behavior, one may achieve eating behavior modification
with more lasting results less invasively with less cost of life
and finance.

ETP042
ENDOSCOPIC WATER JET ABLATION OF COLUMNAR
EPITHELIUM: PRELIMINARY RESULTS OF A NEW TECH-
NIQUE FOR POSSIBLE REMOVAL OF BARRETT’s ESOPHA-
GUS, Matthew Kroh MD,Robert Hall MD,Alex Smith BS,Lisa
Yerian MD,Bipan Chand MD, Cleveland Clinic
The optimal management of Barrett’s esophagus remains
controversial. We previously reported our results using a
hand-held catheter-based water jet ablation technique in ex

vivo human esophagectomy specimens. The purpose of this
study is to determine the feasibility of applying this tech-
nique endoscopically to possibly ablate Barrett’s epithelium.
We developed a high-pressure flexible catheter that can be
passed through the working port of a gastroscope that has
micro-drilled holes on one side near the tip. Under foot
pedal control and endoscopic vision, a contiguous 2 cm
water jet is delivered at pressures adjustable from 100 to
700 psi. As a model for columnar epithelium in a tubular
structure, 3 pigs underwent laparotomy and sleeve gastrec-
tomy to form a long gastric tube. Each pig underwent endo-
scopic water jet ablation. Using gross appearance and histo-
logic analysis, variable pressures and times were evaluated.
A total of 10 endoscopic ablations were performed, using
variable pressures and times. Using ablation pressures of
150-300 psi for 60-120 seconds resulted in selective ablation
of mucosa with preservation of the submucosa in all 10
specimens. This was determined by gross inspection at the
time of ablation and confirmed by histologic evaluation.
There was no embedding of epithelial cells in the muscu-
laris propria or perforation.
These preliminary data using a new endoscopic technique
show that columnar epithelium can be removed while pre-
serving the underlying submucosa in a tubularized pig
stomach. Further studies will focus on defining more pre-
cisely the pressure and duration required for optimal results
and the application of this technique in humans.

ETP043
THE USE OF FUNCTIONAL LUMINAL IMAGING PROBE
(FLIP) AS A NEW MEANS TO QUANTIFY SURGICAL TRO-
CAR WOUNDS, Barry P McMahon PhD,Hans Gregersen MD,
Rich Schiretz MS,Jingbo Zhao MD,Liao Donghua PhD,Deidre
O’Donovan MD, Center for Visceral Biomechanics and Pain,
Aalborg Hospital, Aalborg, Denmark Adelaide and Meath
Hospital, Tallaght, Ireland Covidien, Surgical Devices, North
Haven, CT, USA
Background: Abdominal wall herniation is an important clin-
ical complication and little is known about the dynamic bio-
mechanical properties of the abdominal wall after injury of
trocar removal. Functional luminal imaging probe (FLIP) can
generate a geometric profile of tissue by distending a bal-
loon catheter probe in the region of interest and generating
real time cross-sectional area (CSA) and pressure data dur-
ing a volume controlled distension..The aim of this abstract
is to report on the pre-clincal use of FLIP for assessment of
abdominal wall trocar wounds.
Methods: For this pilot study, 5 different commercially avail-
able trocars were inserted through the abdominal wall and
into the peritoneum of adult female pigs 45kg. The catheter
with the bag emptied was inserted into each trocar wound
after removing the trocar from the abdominal wall. After a
volume/saline controlled distension of the bag, FLIP was
used to generate electrical impedance measurements in
each of the wounds. These measurements were converted
into 8 CSAs 4 mm apart.for each trocar/residual wound
combination. Most narrow CSA and tension-length curves
were calculated also.
Results (not shown here)
A small CSA indicates a low degree of damage to the tissue
and the tension-length curve is a proxy of the stiffness of
the surrounding tissue. There appeared to be slight differ-
ences between trocars with respect to the most narrow CSA
and the tension-length curves (data not shown for other tro-
cars) Rigid conclusions, however, cannot yet be drawn due
to the low number of experiments in this pilot study.
Conclusion: Successful distensions and CSA measurements
were obtained for all devices. It is now possible to dynami-
cally view the defect made by a trocar in the abdominal wall
in a live animal. The technique was found to be practical
and easy to use without the requirement for elaborate set
up procedures. Larger studies are planned for further explo-
ration and validation. The method could lead to a much
improved understanding of the causes of post surgical her-
niation and lead to improved trocar designs.
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ETP044
SINGLE INCISION LAPAROSCOPIC CHOLECYSTECTOMY.
SURGERY WITHOUT VISIBLE SCAR., greco francesco
MD,matera daniele MD, tacchino roberto maria MD, Dept of
Surgical Sciences- Policlinico A. Gemelli- UCSC Rome - Italy
Laparoscopic cholecystectomy is recognized since 1992 as
the gold standard in removing gallbladder.
We propose a single incision laparoscopic (SIL) cholecystec-
tomy that is a step toward a even more less invasive surgi-
cal procedure.
A single intra-umbilical 12 mm incision was made, inverting
the umbilicus and discovering the fascia. The pneumoperi-
toneum was realized with the Versastep Verres needle
(Autosuture™ VersaStep™). A five mm trocar was then
introduced and the abdominal cavity was explored with a 5
mm, 30 degree optic. A second and a third trocar (Hunt
Cannula Trocar™ Apple Med Corporation™) were intro-
duced at the left and at the right side, near the first trocar.
Two sutures were used for suspension of the gallblabber
and to assure a good exposion of the Triangle of Chalot.
Dissection was carried out as a normal retrograde cholecis-
tectomy using an Endoshear roticulator (Autosuture™
ROTICULATOR ENDO MINI-SHEARS™) in the left trocar and
an Endograsper roticulator (Autosuture™ ROTICULATOR
ENDO GRASP™ 5 mm) in the right hand. Cistic artery and
cistic duct were separately clipped with standard 5mm clip
applier ENDO CLIP™ 5 mm Clip Applier, and then interrupt-
ed. Gallbladder was removed through the umbilical incision.
Twelve patients underwent SIL Cholecistectomy. Eight
patients had previously undergone others laparoscopy (BPD
for morbid obesity) and BMI was over 35 in 3 cases. All
interventions were uneventful. Patients resume oral diet
within 24 hour from intervention and were all discharged in
second post-operative day.
Operative time decreased considerably from the first 3-
hours SIL-cholecystectomy to about 50 minutes after the
first 5 intervention
At this time, we find that SIL cholecystectomy is feasible,
more simple and less expensive comparing with a hybrid
endoscopic/laparoscopic procedure as NOTES

ETP045
TRANSUMBILICAL LAPAROSCOPIC NEPHRECTOMY, Alcides
J Branco Filho MD,Anibal W Branco MD,William Kondo MD,
Cruz Vermelha Hospital
Objective of the study: To report one case of transumbilical
laparoscopic nephrectomy in a 32-yr-old woman with recur-
rent urinary tract infection and chronic left lumbar pain due
to a nonfunctional left kidney.
Description of the methods: She underwent nephrectomy
by transumbilical laparoscopic access using one 10mm and
two 5mm trocars placed adjacently. At the end of the proce-
dure, all incisions were joined in order to retrieve the surgi-
cal specimen.
Results: Total procedure time was 60 minutes and estimated
blood loss was 50cc. The patient had an uneventful postop-
erative course and was discharged 24 hours after the proce-
dure.
Conclusions: The described technique is feasible and has
the advantage of reducing the number of skin incisions.
Prospective studies comparing traditional open or laparo-
scopic surgey and this new technique are necessary to
prove its safety and benefits.

ETP046
PRELIMINARY EXPERIENCE WITH ENDOSCOPIC RADIOFRE-
QUENCY ABLATION IN THE HUMAN COLONIC EPITHELIUM,
Benjamin K Poulose MD,Michael F McGee MD,Joseph A
Trunzo MD,Joseph E Willis MD,Bridget Ermlich RN,Michelle
Laughinghouse RN,Bradley Champagne MD,Conor P
Delaney MD,Jeffrey M Marks MD, University Hospitals Case
Medical Center; Cleveland, OH
Background: Endoscopic planar radiofrequency ablation
(RFA) has been used successfully in treating esophageal
mucosal disease. This technology has potential application

in treating lower gastrointestinal tract pathology such as
radiation proctitis or angiodysplasia. Previous work has
helped determine optimum power and energy settings for
mucosal or submucosal ablation. We present our prelimi-
nary results of these optimized settings in patients.
Methods: Patients undergoing elective left colon or rectal
resection were enrolled under an IRB approved protocol. An
endoscopically mounted planar RFA device (HALO-90,
BARRX Medical) was advanced into the colonic segment to
be resected. Normal mucosa was ablated with 2 or 4 appli-
cations at a constant energy density of 12j/cm2 and power
of 40W. After removal of the surgical specimen, ablation
zones were sectioned, stained, and reviewed by a blinded
expert pathologist. The deepest layer with any histopatho-
logic change was recorded.
Results: Six patients underwent a total of 23 ablations.
Overall, 17 ablations (74%) penetrated deep to the submu-
cosal layer with 2 ablations (9%) extending to the serosa.
Fifty percent of ablations penetrated into the muscularis
propria when 2 applications were performed compared to
100% with 4 applications (p<0.05). Serosal changes were
only observed with 4 applications of the RFA device.
Conclusion: These results support our preliminary work in
identifying RFA treatment parameters for use in the human
colon. Two applications are sufficient to produce histologic
change in the mucosa and submucosa, while limiting deep-
er penetration. These results can be used in protocol design
evaluating this technology for treatment of lower gastroin-
testinal tract pathology.

ETP047
ELECTOMYOGRAPH - AIDS TO DEFINE A NEW CLINICAL
CLASSIFICATION FOR EXTERNAL LARYNGEAL NERVE, Ben
selvan MS,Srinivasa Babu MS,Paul MJ MS, Christian
Medical college
Background. The surgical techniques for thyroidectomy has
undergone constant evaluation .The published incidence of
external laryngeal nerve at risk in superior pole and the clas-
sification is not consistent which are due to observer varia-
tion
Methods; 30 External laryngeal nerve [EBSLN] was identi-
fied with the EMG in 15 thyroidetcomy patients. Recurrent
laryngeal nerve was identified after ligating the middle thy-
roid vein until the entry in to the crocopharynx.followed by
ligation of the Inferior and superior thyroid vessels [STV].
Two probes were placed on the cricothyroid muscle [CTM]
with a control on the sternocleidomastoid. The pulse width
was set at 50µsec. Frequency of stimulation was 4.7Hz.
Filters 10Hz - 1 KHz with duration of 10 ms were set .EBSLN
stimulated with a concentric bipolar electrode. Reeve’s
space was first dissected and if the nerve was not found,
posteromedial part of the superior pole was dissected.
Distance between entry of STV into the lobe and the nerve
was measured.
Results. Anatomical variations were typed. Action potential
was recorded with 0.1 and 0.5 mA. 19 % of the time first
visually identified fiber was not corresponding to the EMG
recording. 36% of time the nerve was not found in the space
of Reeve .The new clinical types are Type I - 2 to 4cms, Type
II - 0.5 to 2 cms ,Type III within 0.5 cms . The incidence were
Type 1 -6[20%]; Type II- 20[68%] ; Type III - 4[12%]

Conclusion. With the advent of EMG it can be concluded
that 12 % EBLN are at risk and EBSLN injury can be avoided
if STV is ligated close to gland rather than identifying as 19
% chance of visually identified structure is not the true
nerve. In one third of the patients, the EBLN was not found
in the space of Reeve. New clinical typing with EMG can
guide in better understanding of the EBLN during opera-
tions.
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ETP048
HYBRID NOTES SLEEVE GASTRECTOMY IN AN ANIMAL
MODEL, Marc Bessler MD,Luca Milone MD, Columbia
University College of Physicians & Surgeons
Sleeve gastrectomy is being increasingly used for surgical
treatment of severe obesity. Natural Orifice Translumenal
Endoscopic Surgery (NOTES) is an emerging minimally
invasive technique that holds the promise of scarless, pain
free surgery. We report on performance of three cases of
hybrid natural orifice sleeve gastrectomy in a canine model.
IACUC approval was obtained for this non-survival study.
Three 40kg dogs underwent combined laparoscopic and
transvaginal sleeve gastrectomy. For the first procedure two
5mm laparoscopic ports were used but for the second and
third case only one 5mm port placed at the umbilicus was
utilized. A transvaginal flexible endoscope and a specially
designed, long, articulating linear stapler were placed
through the posterior fornix of the vagina. For the first two
cases a flexible over tube (US Endoscopy) was placed
through the vaginal wall through a separate colpotomy and
was used for repeated introduction of the stapler. For the
third case a specifically designed rigid over tube (Covidien)
was used to insert the endoscope and the long stapler at the
same time through only one colpotomy.
Gastric division was started 6cm proximal to the pylorus
after a window was created in the gastrocolic ligament.
Retraction of the stomach was obtained using laparoscopic
instruments either through the single umbilical port or
alongside the scope transvaginally with a long articulating
grasper. Green and blue staple loads were used to divide
the stomach. A bougie was used on the last case. The
greater curve was then mobilized by division of vessels
using vascular loads on the stapler. The resected portion of
stomach was removed through the colpotomy. A gas-
troscopy was performed after the sleeve was completed to
check for bleeding or narrowing of the lumen.
All procedures were completed with operative time of
approximately 150 minutes. In one animal, endoscopy
revealed part of the fundus was still in place and it was
resected with additional stapling. No damage to adjacent
organs nor to the esophagus was found at necropsy after
the procedure. There was minor bleeding from the spleen in
one animal that was self limited.
Based on this experience, hybrid NOTES sleeve gastrectomy
may be a feasible procedure for severely obese women.
Retraction currently requires laparoscopic assistance but the
use of flexible instrumentation alongside the scope may
allow a totally NOTES approach.

ETP049
THE SURGICAL DIGITAL VIDEO ATLAS: BRIDGING THE GAP
IN SURGICAL EDUCATION IN DEVELOPING COUNTRIES.,
Sanjiv P Haribhakti MD,Perkins RS PhD,Harshad N Soni
MS,K S Patel MS, Haribhakti Surgical Hospital, Ahmedabad
Objective of the Study: The current era of minimally-inva-
sive surgery has enabled video recording of surgical proce-
dures with more ease than that of open surgical procedures.
The availability of digital high-definition 3-chip cameras and
recording devices helps us for both documentation and
training purposes. Digital editing software enables us to
produce high quality audio and video recordings of
advanced laparoscopic procedures. We have created a “DVD
Atlas of Laparoscopic G.I. Surgery,” a 6-DVD set with anima-
tions, audio narrations and subtitles, a unique learning tool
intended to reach surgeons who cannot access real-time
training due to resource and political constraints. We
hypothesize that this manifestation of emerging technology
has immense potential to disseminate surgical knowledge in
a developing world context. Methods: We at the Haribhakti
Surgical Hospital in Ahmedabad, India propose to distribute
this DVD Atlas to a surgical team at the Civil Hospital in
Karachi, Pakistan - where there are only 3 laparoscopic sur-
geons in this city of 16 million people. This institution was
chosen based on its existing infrastructure as a high-volume
tertiary referral center and surgical training program in

Karachi, as well as its geographical proximity to the parent
institution (shared border). In addition, we desire to estab-
lish long-term relationships with other surgeons within our
South Asian subcontinent who could benefit from India’s
educational resources. We will distribute a survey which
measures the satisfaction with the DVD course and per-
ceived results. The survey will be completed by all members
of the laparoscopic surgical team, including surgical nurses,
support staff, and surgical trainees. Anticipated Results:
Postgraduate surgical residents in the developing world will
gain much needed exposure to basic advanced laparoscopic
surgery skills and techniques. Financial, language, cultural
barriers will be alleviated by utilizing the expertise of sur-
geons in close geographical proximity. A virtual laparoscop-
ic training program will then be further designed that will
incorporate telemedicine and teleconferencing between the
two institutions, “virtual laparoscopic training” workshops.
Conclusion: These newer educational tools will become an
integral part of surgical education, from the student to the
practicing laparoscopic surgeon. Internet video-streaming
will eventually help to circulate educational videos across
the globe. Cross-border dissemination of knowledge encour-
ages fraternity among surgeons in developing countries.
Where political and social constraints currently complicate
peer interaction between India and Pakistan, emerging tech-
nology in the form of recorded educational material, virtual
training, and telemedicine might one day bring surgeons to
the forefront in working for peace and solidarity between
nations

ETP050
UTILLIZATON OF THE AXCESSPORT IN SINGLE PORT
ACCESS LAPAROSCOPIC CHOLECYSTECTOMY, Michael J
Norton MD,Paul G Curcillo ll MD, Axcess Instruments Tyler,
Texas; Drexel University College of Medicine,Dept of
Surgery
Objective: Single site access surgery has been successfully
performed through multiple trocars placed at a single site. A
port was designed combining 4 fixed nonparallel channels
into a stable platform to perform single port access surgery.
The prototype was designed based upon the hypothesis that
appropriately aligned fixed channels could be combined in a
port to perform laparoscopic cholecystectomy utilizing the
device mobility at the insertion site, withdrawal and
advancement of the instrumentation, articulation of
RealHand instruments and the flexible tip of the Olympus
LTF type VP laparoscope.
Methods: A nonsurvival laparoscopic cholecystectomy was
performed in a pig.
The port was placed using an open technique. A 15mm
pneumoperitoneum was established. An articulating dissec-
tor was used for the dissection and an articulating grasper
was used to retract the infundibulum. A standard 5 mm
grasper was used to elevate the fundus. A flexible tip 5mm
laparoscope was used for visualization.
Results: Placement of the port and insufflation were accom-
plished without difficulty. Short interval learning curves for
the combined instrumentation was necessary for: 1. utilizing
the port channels effectively
2. positioning of the gallbladder
3. utilizing the articulating instruments
4. utilizing the flexible tip laparoscope
Operative time, including the learning curves, was 45 min-
utes. The fixedchannels provided a stable operative field
and enhanced the relationship of the laparoscope and the
fundal retractor. Advancement and withdrawal of the instru-
ments, rotation and elevation of the port, articulation of the
instruments, and the flexibility of the laparoscope were all
utilized to adjust the operative field with progression of the
operation.
Conclusion: The AxcessPort, RealHand instruments, and the
Olympus LTF type VP laparoscope were used in combina-
tion to perform a single port laparoscopic cholecystectomy
in a pig. Appropriate angles for nonparallel fixed channels
can be predicted and built into a single port to perform
laparoscopic cholecystectomy when utilized with articulating
instruments.
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ETP051
NEW PLATFORM FOR SINGLE TROCAR ACCESS SURGERY,
Marcus D Martins MD,Djalma E Coelho MD,James
Skinovsky MD,Maria Fernanda Torres MD, Private Practice
Since Kalloo reported his first experince in natural orifice
translumenal endoscpic surgery, many researchers around
the world have been working on new technologies for this
approach.
We first published our experience in 2006 in the Brazilian
Laparoscopic Surgery Journal (Martins MVDC, et al. Rev
Bras Videocir 2006;4(2):75-77) and concluded that some bar-
riers needed to be surmounted for the development of this
new technique.
Having support of Edlo S/A, a brazilian medical device
industry, we approved a protocol at UnicenP University
(Curitiba, Brazil) to develop a single trocar access for
abdominal surgery.
This new device is a trocar with multiple channels. A flexible
optical system and flexible instruments developed for this
platform are introduced throught four individuals channels.
In the first protocol ten pigs were submitted to single trocar
access cholecystectomy without major complications.
We will present the new instruments working and the
results of this first experimental surgeries, a new minimally
invasive approach .

ETP052
VENTRAL HERNIA MESH REPAIR WITH MAGNETIC ASSIS-
TANCE, Jeffrey E Carter MD,David W Grantham MD,Carl J
Westcott MD, Wake Forest University
Introduction: Laparoscopic ventral hernia repair is a com-
mon surgery accounting for 600,000 operations per year in
the United States. Despite advances in laparoscopic surgery,
three consistent difficulties include easy sterile deployment
of large prosthetics, time spent unrolling, and difficulty sus-
pending the mesh and positioning against gravity to the
abdominal wall. In the fall 2003, a feasibility model was
pursed with the assistance of the mechanical engineering
students of Virginia Polytech Institute and State University
to design an improved mesh model. The final product con-
sisted of a polypropylene mesh with a removable spring
wire border. The mesh could be compression rolled into a
tight sleeve then deployed in a sterile sheath with push rod
to fit in a 10mm trocar. The wire incorporated mesh then
expanded once released in the abdomen, automatically
unrolling. A transcutaneous magnet was then used to posi-
tion the mesh.
Methods: The IRB-approved project consisted of evaluating
8 concepts and selecting one final concept for surgical
implantation into a porcine model. A heat-treated steel
music wire was interwoven into the periphery of a 14cm
diameter polypropylene mesh. The mesh device was rolled
yielding an 9mm diameter for insertion through a 10mm
port. Two plastic tabs positioned 180 degrees apart allowed
for expansion of the mesh and wire removal. After extensive
preoperative testing of the device, a 25kg pig was anes-
thetized and underwent placement of the above noted
device. A neodymium magnet assisted in transcutaneous
alignment of the mesh device.
Results: The mesh device fully expanded after deployment
with accurate and quick alignment along the abdominal wall
with the assistance of the magnet. There were no complica-
tions and the animal was electively slaughtered following
the case.
Conclusions: Our study suggests that wire encircled mesh
can assist in compression rolling and deployment of large
pieces of mesh in a sterile manner through a 10 mm port. In
addition, Magnetic assistance for laparoscopic mesh place-
ment is feasible but requires further investigation.

ETP053
TRANSVAGINAL VENTRAL HERNIA MESH REPAIR IN A
PORCINE MODEL, Kurt Roberts (1) MD,Jeffrey Zaruby (2)
DVM, DACVS,Gregg Krehel (2) MBA,Kenneth Horton (2) MS,
(1)Department of Surgery, Yale University School of
Medicine, New Haven, Connecticut; (2)Surgical Devices,
Covidien Ltd., North Haven, Connecticut
Introduction: Natural Orifice Translumenal Endoscopic
Surgery (NOTES) ™ can facilitate both diagnostic and thera-
peutic interventions within the abdomen. Transvaginal
access to the abdominal cavity for repairing ventral hernias
may offer advantages over traditional laparoscopic
approaches including fewer postoperative complications,
decreased pain, shortened hospital stay and better cosme-
sis.
Objective: The aims of this study were to: (1) assess the fea-
sibility of the transvaginal approach for ventral herniorrha-
phy; and (2) to demonstrate proper placement and secure
fixation of Parietex™ composite polyester mesh to the ante-
rior abdominal wall.
Technology and Method: A female 25 kg pig was used in
this study. Via an open approach, a 3 cm fascial defect was
created in the anterior abdominal wall. A flexible endoscope
was passed into the abdominal cavity through an 11 mm
colpotomy created in the lateral vaginal fornix. Conventional
laparoscopic devices were used for the entire transvaginal
procedure. The mesh was prepared extracorporeally and
introduced into the abdomen in an Endocatch™ bag to mini-
mize contamination during delivery through the vaginal
vault. The mesh was anchored in routine fashion with a 5
mm Protac™ device delivering titanium helical fasteners. At
the completion of the mesh fixation, the integrity of the
herniorrhaphy was tested by introducing a veress needle
through the abdominal wall and placing inward tension on
the mesh.
Preliminary Results: The mesh was successfully anchored in
place with one fixation suture superiorly and securely
affixed with several helical coil tacks, circumferentially.
Testing following the mesh fixation demonstrated a secure
and centered fixation.
Conclusion: Transvaginal ventral hernia repair is technically
easy to accomplish and certainly feasible. Further studies
are warranted.

ETP054
SAFETY OF A GASTRIC RESTRICTIVE IMPLANT IN A
CANINE MODEL, K Stecco MD,D Balbierz BS,S Stevens PhD,
Stecco Group, San Jose, CA; &#8298; BaroSense, Inc.,
Redwood City, CA
Objective: To demonstrate the safety and feasibility of a
novel, gastric restrictive silicone implant in a canine model.
Methods: Eighteen canines were implanted with gastric
restrictive devices via open surgery. A custom stapler
(BaroSense, Inc., Redwood City, CA) was used to create dou-
ble-layer serosal plications distal to the lower esophageal
sphincter. The stapler produced reinforced holes within each
plication in order to accommodate attachment anchors for
the restrictive implant. Implants requiring 3, 4 and 5 plica-
tions were examined (see Table). Follow up endoscopic
examinations were performed monthly until the animals
were euthanized at 12 weeks. Safety was assessed by evalu-
ating adverse events during the procedure and throughout
the post-operative period.

# Animals n=18 plic/animal tot. plic. n=75
8 5 40
5 4 20
5 3 15

Results: Each canine tolerated the procedure well and had
an unremarkable post operative course for the twelve week
follow up period. There was no evidence of esophageal or
gastric perforations, systemic infections, bleeding, vomiting
or gastric obstructions. The plications healed well with no
visual evidence of mucosal ulceration. At necropsy, 74 of the
75 plications (98%) remained intact after a 12-week follow-
up period.
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Conclusions/Expectations: Durable plications in the stom-
ach can be used as attachment points for restrictive
implants. These methods and instruments are intended to
be further developed for a completely trans-oral, endoscop-
ic, bariatric procedure for obese patients. This procedure is
reversible and adjustable, and the digestive anatomy is not
permanently altered. Therefore, nutritional deficiencies
associated with malabsorptive procedures are avoided.

ETP055
TRANSORAL PLICATION FORMATION AND GASTRIC
IMPLANT PLACEMENT IN A CANINE MODEL, K Stecco
MD,D Balbierz BS,S Stevens PhD, Stecco Group, San Jose,
CA; &#8298; BaroSense, Inc., Redwood City, CA
Objective: To demonstrate proof of concept and safety of a
trans-oral, endoscopic, restrictive implant system for place-
ment in the upper stomach in a canine model.
Methods: A customized instrumentation system (BaroSense,
Inc., Redwood City, CA) was developed to create plication
attachment points and install a gastric restrictive implant.
An endogastric tube was used to introduce and deliver all
instruments and implants. An articulating, circular, endo-
scopic stapler created double-layer serosal plications distal
to the lower esophageal sphincter. A series of graspers and
delivery guides delivered and pulled an anchoring implant
through each plication. A restrictive implant was then deliv-
ered and attached to the anchoring implants. Three restric-
tor designs, each requiring 5 plications, were examined (see
Table). Nine animals underwent a single stage (SS) trans-
oral procedure and nine animals underwent two staged (TS)
trans-oral procedures (N=18).

Implant Design SS TS An./Des. n=18
A 3 3 6
B 3 3 6
C 3 3 6

Results: The trans-oral plication formation and restrictor
placement was successful in all animals. Post operative
recovery was unremarkable. There was no evidence of
esophageal or gastric perforations, systemic infections,
bleeding, vomiting or gastric obstructions in the acute fol-
low up period (1-3 weeks). A 26 week follow up period is
underway.
Conclusions/Expectations: The trans-oral methods, instru-
mentation and implants used in this series represent proto-
types to be refined for use in a human feasibility study. The
restrictive implant is intended to simulate the reduced stom-
ach volume similar to other restrictive bariatric procedures.
The trans-oral, endoscopic restrictive implant procedure is
reversible, adjustable and offers a potential advantage over
more invasive, anatomy altering weight loss surgeries.

ETP056
WEB-BASED ASSESSMENT TOOL FOR VIRTUAL REALITY
SURGICAL SIMULATORS, Daniel A Hashimoto BA,Xun
Zhou,Noel Irias AA,Sarah Nabel MS,Jon Puz MBA,Daniel
Jones MD, Beth Israel Deaconess Medical Center, Boston,
MA
Surgical residency programs have increasingly used virtual
reality surgical simulators to train in laparoscopic and endo-
scopic surgery. Although a variety of surgical simulators are
commercially available, few options exist for the ongoing
assessment of skill performance on these simulators.
SimAssess, a web-based application currently in develop-
ment, offers an innovative solution for the assessment of
virtual reality surgical simulator performance data.
SimAssess collects and analyzes performance data from vir-
tual reality simulators, generates easy-to-read performance
reports, and displays them via a user-friendly graphical
interface. Moreover, its web-based design allows for remote
access from any computer with an internet connection.
SimAssess will offer residency programs the option of
developing customizable surgical simulation curricula.
Program directors will have the ability to selectively admin-
ister and analyze tasks and performance metrics best-suited
to their respective programs; these metrics can be weighted,
compiled, and assigned letter grades ranging from A to F.

Furthermore, SimAssess will be able to apply recommend-
ed, quantitative standards of performance based on metrics
suggested in articles published by peer-reviewed medical
journals.
SimAssess aims to be a useful tool for the evaluation of sur-
gical skills on virtual reality surgical simulators with applica-
bility beyond individual hospitals. Simulators currently only
allow for the measurement of relative performance for an
individual and are unable to give a quantitative analysis of
performance due to the lack of an accepted standard of
competency in surgical skills training. SimAssess will pro-
vide the technological foundation necessary for the estab-
lishment of a national quantitative standard of competency
in surgical simulation skills training.

ETP057
NANOSCALE TEMPERATURE CONTROL MECHANISM IN A
BIPOLAR VESSEL SEALER, Yale D Podnos MD,Peter C Ng
MD,Linda S Oleson PhD, 1. Duke University, Dept. of
Surgery, Raleigh, NC 2. Wake Surgical Center, Raleigh, NC 3.
Clinical Research, SurgRx, Redwood City, CA.
Objective of the Technology: Automatic temperature control
mechanism in a bipolar vessel sealing device to minimize
thermal injury to surrounding tissues during surgery while
providing rapid, secure vessel sealing and transection.
Description of the Technology: The EnSeal® is a bipolar
sealing device with a controlled energy delivery mechanism
that utilizes nano-scale thermostats to reach collagen denat-
uration temperatures in seconds, yet restricts temperatures
to help minimize unnecessary excess heat exposure to tis-
sues. The temperature control mechanism is calibrated to
100°C, the temperature at which targeted tissues desiccate
through volume reduction and collagen denaturation. The
temperature is maintained throughout the seal cycle in
order to create a “welded” seal without reaching charring
temperatures. Within the jaw is a positive temperature coef-
ficient (PTC) containing millions of nanometer-scale conduc-
tive particles. These particles act as discrete thermal switch-
es. As the current flows through the tissue between the
jaws, the heat generated activates the switches through a
material phase change from crystalline to amorphous, caus-
ing expansion of the PTC, increasing resistance enough to
reduce the flow of current prior to reaching potentially dam-
aging temperatures.
Preliminary Results: Confirmation of temperature control is
achieved by both thermocouple measurement between jaws
of instrument during power delivery and thermographic
(infrared) imaging. Typical thermal spread (e.g., denatured
adventitial collagen) adjacent to seal is .1mm. Collagen
denaturation occurs at 65° to 90°C (depending on other fac-
tors such as time and tissue types, in vivo vs. ex vivo tissue
samples).
Conclusions/Future Direction: This technology helps to min-
imize the potential for exposing tissues to damaging heat
levels, lateral thermal spread, char, sticking, and smoke. By
doing so, damage to adjacent tissues is minimized. These
results are corroborated by recent, independent research
showing less intra-abdominal adhesion formation using
EnSeal® when compared to other vessel sealing means.
Further studies are warranted to provide a more compre-
hensive view of the effects of this mechanism.

ETP058
A DISPOSABLE LAPAROSCOPE MANIPULATOR USING
HYDRAULIC ACTUATORS, Kazuhiro Taniguchi MSc,Atsushi
Nishikawa PhD,Fumio Miyazaki PhD,Takeharu Kobayashi
BA,Kouhei Kazuhara MSc,Takaharu Ichihara BS,Naoto
Kurashita MSc,Mitsugu Sekimoto PhD,Shuji Takiguchi
PhD,Morito Monden PhD, Osaka University
1.Objective
We have developed a laparoscope manipulator (second pro-
totype) to substitute for the human assistant in laparoscopic
surgery. The proposed manipulator is remarkably light-
weight, compact, and unobtrusive.
2.Method
The concept of this manipulator is disposability, which
implies that the manipulator needs to be manufactured
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inexpensively. The safety, quality, and cleanliness of the dis-
posable manipulator are determined by the medical device
manufacturer. This particular manipulator comprises a
Stewart-Gough platform with six degrees of freedom and
six hydraulic linear actuators; this arrangement can make a
lightweight, compact and unobtrusive laparoscope manipu-
lator. The parallel mechanism is very safe. Even if one of the
actuators cannot be controlled due to some fault, the other
actuators suppress the movement of this actuator. Our
manipulator system has three emergency stop switches: a
push-button and two foot-pedals. Moreover, the manipulator
has a shock absorber. Therefore, our manipulator is very
safe. This manipulator can hold a general laparoscope. The
laparoscope is fixed to the manipulator using a permanent
magnet. Therefore, the laparoscope can be rapidly setup
before surgery and can be easily detached from the manipu-
lator during/after surgery to clean laparoscope. In this proto-
type, the position of the laparoscope can be easily con-
trolled by using a joystick.
3.Results
In order to evaluate the applicability of our manipulator for
clinical use, an in vivo laparoscopic cholecystectomy was
performed on a pig. The entire operative procedure was
successfully and safely completed using our system. In this
experiment, the robot never obstructed the surgeon’s work,
and troublesome incidents and technical problems did not
occur.
4.Conclusions
We have developed a disposable laparoscope manipulator.
The arm part of the manipulator is lightweight (approxi-
mately 580 g), compact, be manufactured inexpensively, and
sterilized. Therefore, the manipulator can be manufactured
as a disposable item. This new concept produces the follow-
ing excellent characteristics. First, it does not obstruct the
surgeon’s operation. Second, setting the manipulator in the
medical treatment site is easy. Finally, the manipulator need
not be maintained.

ETP059
CONSTRUCTION OF A MANIPULATION-ACCESSIBLE VIR-
TUAL MODEL OF THE HUMAN STOMACH, Geoffrey P Kohn
MD,Nilesh P Ingle MS,Martin W King PhD,Timothy M Farrell
MD, University of North Carolina at Chapel Hill; North
Carolina State University
Objective: The modern gastrointestinal surgeon is adept at a
great variety of operations, for such disorders such as gas-
troesophageal reflux, morbid obesity, achalasia, neoplasms
and for hiatal hernias. It is surprising that the optimal opera-
tions supported by knowledge of the mechanisms of action,
are unknown for most of these diseases. Our objective is to
develop a three-dimensional, virtual, computerized model of
the human stomach. We will model gastric wall compliance
and shear forces, intraluminal stresses and pressures, and
the mechanical response to gastrointestinal electrical activi-
ty and motility. The mechanism of action of fundoplication
will be determined, as well as pouch wall stresses in gastro-
plasty, the extent of reflux post-cardiomyotomy and gastric
emptying in the presence of gastroenterostomy, to name
just a few areas of study. The practical applications of our
model will be investigated, with the objective being comput-
erized simulation trials of novel surgical techniques prior to
introduction into real-world practice.
Methods: We will construct a virtual model of the human
stomach, accessible to manipulation by the technique of
finite element analysis. Initial data will be obtained from
cross-sectional imaging studies of healthy human stomachs,
and by the tensile testing of operative specimens. Using
high-performance supercomputing technology, equations of
equilibrium, in conjunction with applicable physical consid-
erations such as compatibility and constitutive relations, will
be applied to each element, and a system of simultaneous
equations will be constructed. Plotting and animation of the
healthy stomach model will be performed and virtual sur-
geries will be applied to test novel ideas and techniques.
Preliminary results: Equilibrium equations, tissue tensile
data, and early diagrammatic representations of the model
will be presented.

Expectations: We expect that a 3-dimensional virtual com-
puter model of a human stomach will provide understand-
ing of the mechanisms of action of current procedures such
as fundoplication, restrictive bariatric operations and gas-
troenterostomy, and will be able to aid in the safe develop-
ment of novel gastric surgeries.

ETP060
A NOVEL “NOTES” GASTRIC BAND, Rabi Kundu MD,James
Ellsmere MD,Shawn Tsuda MD,Amos Cruz,Daniel B Jones
MD,Ram Chuttani MD, Beth Israel Deaconess Medical
Center, Boston, MA, USA
Objective: To place a restrictive gastric band via a NOTES
transgastric approach.
Methods: A novel device with an inner channel for a stan-
dard gastroscope and two working channels for “dissecting
arms” has been developed. The dissecting arms extend
from the two working channels at a fixed 2 cm distance. The
direction of the arms can be manipulated by rotating the
whole device or the dissecting arms themselves while keep-
ing the device stable. The arms themselves contain chan-
nels that take a 035” wire. The device is introduced into the
stomach. The gastroscope is advanced and retroflexed to
provide a view of the gastroesophageal junction. One work-
ing arm is rotated to contact the anterior wall of the gastric
cardia close to the lesser curve and wire cautery used to cre-
ate a gastrotomy. The arm is then passed through the gas-
trotomy. A second gastrostomy is performed with the sec-
ond arm on the anterior wall of the gastric cardia close to
the Angle of His, and both arms are rotated in the retrogas-
tric space along the crura such that their channels face each
other. A guide-wire is passed from one arm to the next and
pulled out through the mouth. Once the arms are retracted,
the guidewire encompasses the posterior-half of the proxi-
mal gastric circumference. The entire process is repeated to
encompass the anterior half of the proximal stomach
through the same gastrotomies. One set of wire-ends are
crimped such that the other end can be pulled to place a
guidewire completely around the proximal stomach. This
guide-wire is then used to place a restrictive gastric band
around the stomach. The gastrotomies can be closed and
the restrictive band anchored with the Plicator device.
Results: Non-survival swine studies have demonstrated the
technical feasibility of a restrictive gastric band via a NOTES
transgastric approach in two animals.
Conclusions: A NOTES transgastric approach to a restrictive
gastric band is feasible in an acute animal model.Further
work will mitigate the technical challenges of this proce-
dure. Fiberoptic light sources on the arm channels may facil-
itate direct visualization of the retrogastric dissection and
aid in the mating of the working arms outside of the gastric
lumen.

ETP061
FLEXIBLE ELECTROSURGICAL DEVICE FOR TRANSLUME-
NAL SURGICAL APPLICATIONS, Jeffrey Zaruby
DVM,DACVS, Stanislaw Marczyk MS,Gregg Krehel
MBA,Stephanie Santos BS,Kenneth Horton MS, Surgical
Devices, Covidien Ltd., North Haven, Connecticut
Introduction: The advancement of Natural Orifice
Translumenal Endoscopic Surgery (NOTES) ™ calls for a
new generation of surgical devices that are long, flexible,
and able to maneuver within the abdomen. A major chal-
lenge in this type of surgery is controlling intraoperative
hemorrhage, thus there is need for a device that makes
hemorrhage control possible. The electrosurgical device
described herein was designed with these requisite features,
for the purpose of sealing vessels and controlling hemor-
rhage during NOTES procedures.
Methods: The prototype uses bipolar electrosurgical sealing
technology based on the LigaSure™ Vessel Sealing and
Tissue Fusion technology. The jaws of the device contain
electrodes that deliver the necessary current to seal the ves-
sel. The working shaft of the instrument is 105cm long with
a 7mm diameter, and is capable of bending up to a 180°
angle. The distal end of the instrument is also capable of
articulating up to an angle of 90° to facilitate optimal posi-
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tioning of the jaws inside the body. Despite its angle of artic-
ulation and luminal curvature, the device reliably delivers
the necessary amount of pressure to the tissue for vessel
sealing.
Preliminary Results: The device has undergone preliminary
in vivo testing using an acute canine model. In several dif-
ferent procedures the instrument was demonstrated to be
capable of manipulating within the abdomen and able to
seal vessels successfully.
Conclusions: Through these preliminary testing efforts, it
has been recognized that there is a need for further develop-
ment and procedure-specific design of this instrument. At
this stage, it has been determined that this device could be
very useful in aiding surgeons in NOTES procedures, as it
provides a means for controlling intraoperative hemorrhage.

ETP062
PSD VERITAS® CIRCULAR BUTTRESS USE IN LOW COL-
ORECTAL ANASTOMOSES FOLLOWING COMBINED
MODALITY THERAPY FOR RECTAL CANCER: A PRELIMI-
NARY REPORT, Howard S Kaufman MD,Gabriel Akopian
MD,Patrizio Petrone MD,Mark W Haney MD,Grant Sarkisyan
MD,Adrian Ortega MD, Division of Colorectal & Pelvic Floor
Surgery, Department of Surgery, USC Keck School of
Medicine, Los Angeles, California
Introduction: Peristrips-Dry (PSD) and PSD with Veritas®
technology are bovine pericardial products which have been
used extensively to reinforce staple lines in bariatric and
thoracic surgery. The remodelable Veritas® product is
designed to not only reinforce staple lines, but also to allow
for ingrowth of normal host tissues. The aim of this pilot
study was to assess PSD Veritas® in the reinforcement of
low circular stapled colorectal anastomoses.
Methods and Procedures: Ten consecutive patients with
advanced rectal cancer who underwent neoadjuvant
chemoradiation therapy, low anterior resection with total
mesorectal excision, neorectal reservoir reconstruction, and
diverting loop ileostomy had the circular stapled anastomo-
sis buttressed with PSD Veritas®. Perioperative care was
standardized with respect to prophylactic antibiotic adminis-
tration, perioperative oxygenation, temperature control and
VTE prophylaxis. Mechanical bowel preparation consisted
only of Fleet® enemas on the morning of surgery.
Endoscopy and contrast studies were performed prior to
ileostomy reversal.
Results: Mean age was 60±14 years, and 60% of the patients
were male. Mean BMI was 26.6±7.1 kg/m2. Neorectal reser-
voir reconstruction was via colon J pouch (n=8) or coloplas-
ty (n=2). The PSD Veritas® circular buttress was easily
applied, and there were no problems encountered firing the
stapler. All anastomotic donuts were intact. One patient had
a positive leak test, and the anastomosis was reinforced
with interrupted absorbable sutures until air tight. Median
LOS was 7 days (4-10). There were no in-hospital anasto-
motic leaks diagnosed; although one patient returned on
postoperative day 21 with a presacral collection and a poste-
rior anastomotic defect. This problem was managed with
percutaneous drainage and continued fecal diversion. At a
median follow-up of 9 months, five patients have had
ileostomy reversal performed, while the remaining patients
are completing chemotherapy or awaiting ilesotomy rever-
sal. Despite fecal diversion, there have been no anastomotic
strictures seen in 5/5 patients who have had endoscopic and
contrast pouchogram performed in peparation for ileostomy
reversal.
Conclusions: PSD Veritas® circular anastomotic buttresses
were safely and easily used in the neorectal reservoir to
anal canal circular stapled anastomotic reconstruction fol-
lowing combined modality therapy for advanced rectal can-
cer.

ETP063
USE OF THE LIGASURE ADVANCETM IN LAPAROSCOPIC
ROUX-EN-Y GASTRIC BYPASS, Simon Bergman MD,Jason
Roland MD,Dean Mikami MD, Center for Minimally Invasive
Surgery, Department of Surgery, The Ohio State University,
Columbus, OH
Objective: The LigaSure AdvanceTM (Covidien, Boulder, CO)
is a recently developed five millimeter multifunctional
laparoscopic instrument that incorporates tissue and vessel
sealing with monopolar dissection capabilities. It targets
vascular fusion and dissection in advanced laparoscopic sur-
gical procedures. The objective of this study was to evaluate
the use of the AdvanceTM in laparoscopic Roux-en-Y gastric
bypass (RYGB).
Methods: From December 2007 to January 2008, ten morbid
obese patients underwent laparoscopic RYGB. The
AdvanceTM was used as the sole energy source for the cre-
ation of the enterotomies and gastrotomies, and for vessel
and omental sealing and division. The curved instrument
jaws offered LigaSure vessel sealing capabilities and the
dissecting electrode at its tip provided monopolar energy.
Settings were 15 Watts for monopolar activation and three
bars for LigaSure. The body of the instrument incorporates
the following feature controls: monopolar activation, shaft
rotation, tissue fusion activation, adjustable power, and
knife trigger.
Results: In all ten procedures, there were no intraoperative
complications related to the use of the AdvanceTM instru-
ment. The multifunctional nature of this instrument allowed
the surgeon to complete all procedures with fewer instru-
ment exchanges.
Conclusion: The LigaSure AdvanceTM is a safe and effica-
cious instrument for laparoscopic RYGB. This instrument
should be further studied in the context of advanced laparo-
scopic procedures during which the use of monopolar dis-
section and vessel sealing are necessary, specifically col-
orectal surgery and complex ventral hernia repairs.

ETP064
DEVELOPMENT OF A REMOVABLE FOOT MOTION CAP-
TURE MICROSENSOR UNIT: USEFULNESS AS A POSITION
SENSOR FOR MECHANICAL FOOT PEDALS, Takeshi Ohdaira
MD,Hiroki Shinoda BA,Susumu Yamashita BA,Yoshikazu
Yasuda MD, Jichi Medical University
Aim: In laparoscope-assisted surgery (LAS), NOTES, and
robotic surgery, it is necessary to operate a number of foot
pedals trippingly and unfailingly. We developed a microde-
vice for foot motion capture that is easily attachable to an
operation pedal of any model and that can soundly inform
the surgeon of its position. Methods: The sensor is compact
in size, not more than 5 cm in maximum length. We evaluat-
ed the usage efficiency of the device by setting it only to the
pedal for marking in a combination of numerous food ped-
als that were to be used, not by attaching the device con-
stantly to the target pedal. The range of sensing was estab-
lished to be 10 cm in radius from the sensor tip, and the
specification of the sensor was to inform the surgeon of the
approaching foot through a melodious sound. Ultrasonic
sensor, light sensor, infrared ray sensor, electromagnetic
wave sensor, and other sensors were examined as motion
capture methods. LAS was conducted in pigs to use the
device by repetitions of blind touches. Results: Infrared ray
sensor and electromagnetic wave sensor were assessed to
be appropriate for use in the operating room. We verified
that sensors of both infrared ray and electromagnetic con-
denser types can reduce the incidence of erroneous touches
through the blind touch of the foot pedal. Furthermore, the
reduced volume of sound successfully prevented acoustic
interference with the response buzzer when the food pedal
was gONh. Furthermore, surgeons manifested their impres-
sion that the device might be useful clinically because it ful-
fills the target concept marking of the required pedal with a
sound as needed. Conclusion: The removable foot pedal
microsensor unit was considered to be an effective
response device in cumbersome, diversified, mechanical
pedaling.
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ETP065
USEFULNESS OF VISUAL FIELD SECUREMENT IN NOTES
BY A WIRELESS MICRO CCD CAMERA THAT IS
INSERTABLE INTRAPERITONEALLY THROUGH THE GAS-
TROINTESTINAL TRACT, Takeshi Ohdaira MD,Yoshikazu
Yasuda MD, Jichi Medical University
Background: Currently, early cancer of the gastrointestinal
tract is treated by endoscopic mucosal resection (EMR),
endoscopic submucosal dissection (ESD), or laparoscope-
assisted surgery (LAS) involving lymph node dissection.
However, there is a pronounced gap between ESD and LAS
regarding physical burden on the patient. We ranked NOTES
(full-thickness gastrointestinal resection involving D1 radical
dissection) as a surgical procedure between ESD and LAS.
However, an endoscope is used in NOTES. Therefore, a very
limited image can be obtained as compared with a laparo-
scope. Furthermore, the image fluctuated simultaneously
with the manipulations, a stable visual field was difficult to
obtain, and we had difficulty in getting the entire image of
the manipulations. Here we developed a micro CCD camera,
that is insertable intraperitoneally through the gastrointesti-
nal tract and that is fixable to the abdominal wall, and suc-
cessfully provided NOTES with a stable visual field.
Methods: A micro CCD camera, a battery-contained inde-
pendent image teleporter that is insertable intraperitoneally
through the gastrointestinal tract. The camera has a mecha-
nism by which it is easily removable from the endoscope tip
and possesses in its forefront a mechanism by which it
grasps and hangs from the abdominal wall after entry into
the peritoneal cavity. Furthermore, the direction of the visual
field is controlled by the magnetostatic field. The maximal
feature of the camera as a device for NOTES is its antifog-
ging mechanism in the intraperitoneal cavity. The CCD unit,
that has photocatalyst and a physical wiper mechanism,
exerts its antifogging ability in the intraperitoneal cavity. A
dry box and a task for conventional LAS were used to
assess visual field securement and image stability.
Subsequently, two pigs were used to assess image stability
and the antifogging ability of the CCD camera in the
intraperitoneal cavity. Results: The dry box completely
maintained image stability. The image fluctuated in associa-
tion with the slight vibrations of the abdominal wall when
inserting the camera into the peritoneal cavity of the ani-
mals. However, the manipulations themselves of NOTES
never affected the fluctuations of the image. Regarding fog-
ging - the maximum issue of an intraperitoneally insertable
CCD camera, we successfully verified that the camera can
obtain a sufficient antifogging ability when prepared previ-
ously in such a manner to certainly fulfill setting conditions
for the photocatalyst on the CCD lens. Conclusion: We veri-
fied that a micro CCD camera, that is attachable to the
abdominal wall independently and separately from the
endoscope, could be a useful device for visual field secure-
ment in NOTES.

ETP066
HAND ASSISTED LAPAROSCOPIC LIVER RESECTION IN A
1.0 TESLA INTERVENTIONAL OPEN MRI, Sascha Santosh
Chopra MD,Georg Wiltberger,Ulf Teichgraeber MD,Sven
Schmidt MD,Guido Schumacher MD, Universitätsmedizin
Berlin; Charité Campus Virchow Klinikum; Dept. General
Surgery
Introduction:
We have evaluated a 1.0 Tesla open MR for intraoperative
real time visualisation of laparoscopic liver resection. In
order to realize minimal invasive liver resection under MRI
guidance we have developed a MR compatible endoscopic
surgery workstation consisting of a high resolution camera,
a non ferromagnetic laparoscope and a laser instrument for
tissue dissection. The preliminary results of establishing MR
guided laparoscopic liver resection using a porcine model
are presented in the following lines.
Materials and Methods:
The procedures were performed in a 1.0 Tesla open MRI
unit. During the operation the MR and the endoscopic
images were displayed on two separate monitors.

Sequencing and multiplanar positioning of the MR signal
was done by a third person in the control room. Liver dis-
section was performed with an Nd:YAG Laser. Two ports for
camera, suction and irrigation and clipping were used.
Additionally a MR compatible gel port was introduced for
intraabdominal manipulation. A left lateral liver lobe resec-
tion was performed and the pigs were sacrificed at the end
of the operation.
Results:
Hand assisted liver resection was safe and feasible reducing
the necessary port sites from three to two. Using fast imag-
ing sequences it was possible to visualize the bare fiber in
relation to hepatic vessels in approximately real time. The
additional image information was helpful for targeted clip-
ping. Different technical problems were experienced mainly
related to the strong magnetic field. These included a dis-
turbed endoscopic picture and instrument related artifacts
on the MR images. The visual tracking of the dissection
instrument in the MR image was complicated through con-
stant movement. Permanent communication with the con-
trol room and readjustment of the multiplanar image was
necessary.
Discussion and Conclusion:
Our preliminary results show, that MRI guided laparoscopic
liver resection with a Nd:YAG laser is feasible and safe. The
visualisation of the dissection instrument and the surround-
ing liver parenchyma might improve the operation safety
and accuracy. This could potentially influence intraoperative
blood loss and tumor free resection margins. The experi-
enced technological draw backs have to be minimized by
developing further innovative MRI safe and compatible
instruments.

ETP067
HIGH DEFINITION CAMERA TECHNOLOGY IS NOT NECES-
SARY FOR ACQUISITION OF BASIC LAPAROSCOPIC SKILLS:
AN OBJECTIVE ASSESSMENT USING QUANTITATIVE MEA-
SURES OF THE LEARNING CURVE, Gideon Sroka MD,Liane
S Feldman MD,Raad Fayez MD,Pepa A Kaneva MSc,Jiguo
Cao PhD,Donna D Stanbridge RN,Gerald M Fried MD, The
Steinberg-Bernstein Centre for Minimally Invasive Surgery,
McGill University, Montreal, Quebec, Canada.
Background: We have shown that expert laparoscopic simula-
tor performance is improved by the use of a High Definition
(HD) camera system . The aim of this study was to assess
whether a HD system impacts the learning curve for the
acquisition of basic laparoscopic skills in novice surgeons.
Methods: 24 medical students with no prior experience in
laparoscopic surgery were randomly assigned to perform
three tasks in the Pro-MIS simulator with either a standard
(SD) camera (Karl Storz, 720X480 pixels, 4:3 screen) or a HD
camera (Karl Storz, Image 1 full HD 1920X1080 pixels, 16:9
screen). The tasks included peg transfer, cannulation and
needle positioning. Time, instrument path length and instru-
ment smoothness were recorded for each trial; the peg
transfer task was further assessed using the FLS metrics.
The subjects repeated each task 10-13 times (mean 10.6)
until no further improvement was recorded. The slope (for
the first 5 trials), plateau (potential) and rate (number of tri-
als to 80% of potential) of the learning curves were estimat-
ed using linear regression. These values were compared
between the HD and SD groups using unpaired t test. p<0.05
was considered statistically significant.
Results: 12 students were randomized to each group.
Baseline performance was similar in the two groups. There
were no significant differences between the SD and HD
groups in the slopes, plateaus or rates of the learning
curves for time or score, path length or instrument smooth-
ness for all three tasks. 8/12 and 9/12 students in the SD and
HD groups respectively achieved a passing score for the FLS
Peg Transfer task after a mean of 6.8 and 7.6 trials.
Conclusion: We have developed an innovative methodology
to objectively assess the learning curve and have applied
this to evaluation of HD imaging, using standardized tasks.
The use of HD camera technology does not improve the
learning curve at the earliest stage of laparoscopic skills
acquisition.
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ETP068
DEVELOPMENT OF A TRANSANAL HIGH-SPEED WASHING
DEVICE FOR NOTES: USEFULNESS OF A COLON BALLOON
SEALING UNIT, Takeshi Ohdaira MD,Yoshikazu Yasuda MD,
Jichi Medical University
Background: Currently, early cancer of the gastrointestinal
tract is treated by endoscopic mucosal resection (EMR),
endoscopic submucosal dissection (ESD), or laparoscope-
assisted surgery (LAS) involving lymph node dissection.
However, there is a pronounced gap between ESD and LAS
regarding physical burden on the patient. We ranked NOTES
(full-thickness gastrointestinal resection involving D1 radical
dissection) as a surgical procedure between ESD and LAS.
However, intraperitoneal infection of gastrointestinal origin
existed as the biggest problem in NOTES. Here we devel-
oped a device to wash and sterilize at a high speed the rec-
tal route that is most difficult for bacteriological cleaning
among surgical access routes for NOTES. Device composi-
tion: The device consists of 1) a balloon device for sealing of
the buccal side of the colon and 2) port for sealing of the
anal side of the anal canal and for endoscope insertion. The
inner pressure of the balloon is controlled by the set pres-
sure of the pressure sensor, and the device has a release
valve that deflates the balloon in emergency evaluation and
immediate manners when inner pressure increases in asso-
ciation with excessive and instantaneous peristalses. The
device has a mechanism to prevent injury of the anal canal,
by which a short-type straight laparoscope is set to the pre-
viously marketed port for LAS 15 mm in diameter that is fit
for the anus. Methods: We evaluated the easiness of inser-
tion into the anal canal, performance of buccal side colon
sealing, efficiency rate of washing, and grade of washing.
Washing water was sampled in every washing (500 mL) to
assess washing, and the number of bacteria in the washing
was counted. The diluted solution (0.02%) of 10% benzalko-
nium chloride was used as the wash solution. An electro-
magnetic motor-driven device for forced water supply was
used to generate a jet of water. Results: The washing unit
was inserted into the anal canal while observing the canal
with a short-type straight laparoscope. Therefore, the scope
could be inserted very smoothly, without any injury of the
anal canal. The balloon of buccal side was fixed simultane-
ously and was not displaced from its position even follow-
ing surgical punching into the peritoneal cavity for NOTES
after completion of washing. The number of bacteria
decreased rapidly in every washing (500 mL), reaching the
count of several bacteria after 2-L washing. Conclusion: A
high-speed washing device for NOTES was considered to
allow the suppression of intraperitoneal infection when con-
ducting transanal NOTES.

ETP069
ENDOLUMINAL SUTURED GASTROPLASTY. A NEW DEVICE
FOR THE TREATMENT OF OBESITY, Stacy Brethauer
MD,Patrick Gatmaitan MD,Bipan Chand MD,Philip Schauer
MD, Cleveland Clinic, Cleveland, OH
Objective: To explore the application and advantages of a
new generation, trans-oral suturing device for performing
an endoluminal gastroplasty.
Description: The Restore Suturing System (RS2) made by
Davol Inc. (a Division of C. R. Bard) is a new generation
endoluminal suturing device designed for trans-oral gastric
tissue apposition. The disposable device is comprised of a
suction capsule placed on the distal end of a standard diag-
nostic endoscope. The esophagus is intubated once at the
beginning of a procedure (no overtube) and all suturing and
suture fastening is performed though the working channel.
Suturing is performed by positioning the suction capsule to
a desired position and aspirating tissue into the capsule
chamber. A solid needle is passed through the tissue and a
cone-shaped suture tag carrying polypropylene suture is
captured at the distal end of the capsule as the needle is
retracted. The suction capsule is then rolled off the tissue.
The suture tag and suture are then retrieved intracorporeally
by actuating the device again and suturing can continue
without removing the endoscope from the patient. After the

suture has been placed, the suturing device is removed
from the working channel. A pre-loaded suture fastening
device (plug and ring design) is placed over the free ends of
the suture and passed down the working channel into the
capsule. Tissue apposition is created by tightening the
suture and actuating the suture fastening device.
Subsequent plications are created by repeating these steps.
Results: In an acute canine model, an endoluminal gastro-
plasty along the lesser curvature of the stomach consisting
of 7 gastric plications was performed. A single gastric plica-
tion (apposing anterior wall to posterior wall) can be per-
formed in less than three minutes. An animation and actual
video of the procedure in the canine model will be present-
ed. Gastric volume restriction is demonstrated by pressure
testing the explanted stomach after the procedure.
Future: This new generation device eliminates many of the
obstacles of other endoluminal gastroplasty devices and
provides a user-friendly platform for endoscopic suturing.
This device holds promise for widespread use for gastric tis-
sue approximation procedures including treatment of obesi-
ty and potentially for NOTES applications.

ETP070
IMPROVED ERGONOMICS IN LAPAROSCOPIC HANDLE
DESIGN, Earl C Downey MD, University of Utah
Objective of the technology or device
The objective of this technology is to improve the ergonom-
ic application of force transfer in the utilization of laparo-
scopic manipulation.
Description of the technology and method of its use or
application
The current design for laparoscopic handles lacks ergonom-
ic function and is associated with chronic pain and injury. A
new paradigm has been developed that places the operators
hand in the best functional position. Two technologies were
combined in order to overcome the disadvantages of this
older paradigm. The first was the use of a pistol grip config-
uration. This design allows the hand and upper extremity to
be held in the best functional and ergonomic position while
operating. In order to utilize this technology, the scissor
technology was abandoned for a improved mechanism of
force transfer. This new technology for activation of the
functional end uses a modification of an in-line concept
which applies force transfer through a rack and pinion
mechanism. The rack and pinion allows a fine degree of
control of force application as well as motor movements.
Preliminary results if available
A prototype device has been constructed and utilized in tri-
als using a laparoscopic trainer. Subjective utilization indi-
cated improvement over the older paradigm. Objective
assessment is currently underway.
Conclusions/Future directions
This instrument handle markedly improves the ergonomics
and precision of laparoscopic manipulation. The overall
design is adapted to all additional features including rachet-
ing, reticulation, sterilization, cautery, and interchangeable
rod assembly.

ETP071
TROCAR FOR FLEXIBLE VIDEO ENDOSCOPE WITH VERSA-
TILE USE: TRANSVAGINAL, TRANSCOLONIC OR
TRANSPARIETAL (TRANSUMBILICAL OR SUPRAPUBIC), car-
los a fonseca MD,josemberg campos PhD,manoel galvao
MD,almino ramos MD, instituto de endoscopia,gastroobe-
socenter
Objective: Development of a platform that uses convention-
al endoscopes without interfering in its performance and
can be applied to several accesses such as transvaginal,
transcolonic and transparietal.
Description: The trocar is composed of three main pieces:
an external sheath with a connector for an insufflator for the
maintenance of the pneumoperitoneum , a transparent
introducer for the transposition of the abdominal wall or of
the organ wall in question, and a flexible sheath with chan-
nels to be fixed to the endoscope as a membrane for the
pneumoperitoneum’s maintenance. The external sheath also
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presents the connector of the flexible sheath for the pneu-
moperitoneum’s maintenance. The flexible sheath is firmly
fixed only on the tip of the endoscope providing a free
movement. The flexible sheath also presents working chan-
nels of variable caliber for flexible surgical instruments use
such as scissors and tweezers in a concomitant way,as
many as we need.
The trocar is used by any way, except for the transgastric, to
access the peritoneal cavity. It uses the regular flexible
endoscopes.
Preliminary results: Laboratory tests were carried out,
experimental surgery on animals and two procedures with
patients with a provisionary authorization from the ethical
comities. The trocar showed to be of easy use and of
extremely simple handling. The pneumoperitoneum was
maintained with a conventional insufflator via the trocar in a
similar way to laparoscopy. We used up to three concomi-
tant flexible surgical instruments in the various procedures,
which were a lot as, in the majority of the surgical maneu-
vers, only two were necessary. The use of an extra trocar for
working with made the colecistectomy easy, which was car-
ried out in 12 minutes on average with a porcine model.
Conclusions and future directions: The trocar was shown to
be extremely efficient and of simple handling as well as
being extremely versatile whether in the case of using the
same trocar for several accesses as well as using of you var-
ious concomitant flexible surgical instruments contributing
to the execution of surgeries. We will work with experimen-
tal models for pleuroscopy and surgery for hiperhydrosis, as
well as transvaginal tubal ligation.

ETP072
LAPAROSCOPIC CLOSURE OF PATENT PROCESSUS VAGI-
NALIS IN CHILDREN WITH INGUINAL HERNIA USING A
SPECIALLY DEVISED ENDONEEDLE KIT, Masao Endo
MD,Toshihko Watanabe MD,Miwako Nakano MD, Saitama
City Hospital
Purpose: We proposed a unique technique to achieve com-
pletely extra-peritoneal ligation of patent processus vagi-
nalis (PPV) without any skip areas, sparing the spermatic
cord and vessels, and the technique has been applied to
more than 1,500 children with minimum recurrence rates
(2/2,162 PPVs,). The key point of this technique is to usher a
suture in and out around the internal inguinal ring (IIR) per-
cutaneously under safe and precise control. We have devel-
oped several types of needle for sending and retrieving the
suture through extraperitoneal route to facilitate this proce-
dure. The purpose of this report is to introduce our most
recently devised equipments named Endoneedle kit that can
go into commercial production and its application to mini-
mally invasive laparoscopic herniorrhaphy in children.
Methods: The kit consists of a 70 mm needle covered with
16-G metal sheath (puncture needle), 18-G dull-tipped nee-
dle with a 2-0 suture inside the barrel of the needle for send-
ing the suture (suture sender), and an 18-G dull-tipped nee-
dle with a wire loop inside the barrel for retrieving the
suture (suture retriever). The puncture needle inserted per-
cutaneously is advanced along the lower half of the IIR
extraperitoneally across the cord and vessels and protruded
into the peritoneal space at the opposite side of the punc-
ture site, and the needle is withdrawn leaving the metal
sheath. A 2-0 suture is delivered into the peritoneal space
through the metal sheath by the suture sender and placed at
the site by withdrawing the sheath and suture sender.
Again, the puncture needle is advanced along the upper half
of the IIR and protruded into the peritoneal space at the site
where the previously sent suture penetrating the peri-
toneum. The suture is retrieved by the suture retriever
passed through the metal sheath of the puncture needle,
and tied up extracorporeally achieving completely extraperi-
toneal ligation of the ring.
Preliminary results: The procedures have been facilitated
more satisfactorily with the Endoneedle kit than previously
devised equipments in terms of precise control and saving
the operation time.

ETP073
A FLEXIBLE ROBOTIC ENDOSCOPE FOR IMPROVED
ACCESS AND STABILITY DURING NATURAL ORIFICE
TRANSLUMINAL ENDOSCOPIC SURGERY (NOTES)., Amir
Belson MD, Neoguide Systems
Natural orifice transluminal endoscopic surgery offers
potential improvements over current open and laparoscopic
surgery. NOTES researchers are currently challenged by the
limited ability of flexible endoscopes to provide desired
organ access, orientation, maneuverability and stability.
Various scope rigidizing mechanisms are currently being
developed in an attempt to address scope stability require-
ments for the delivery of increased forces to tissue.
Although these approaches may provide improved force
resolution, they do not address the access, maneuverability
and orientation issues faced by conventional endoscopes.
This resulting compromise may not enable NOTES to deliv-
er on its potential as a viable alternative to conventional
open and laparoscopic surgery. NeoGuide Systems is devel-
oping a robotic flexible segmented endoscope that is
designed to resolve these limitations. NeoGuide’s endo-
scope uses algorithms that enable the scope to follow the
physician’s desired path while providing stability and
maneuverability. Several bench and animal studies were
conducted to demonstrate that, upon exiting the stomach
into the pneumoperitoneum, the scope’s tip can rise
towards the abdominal wall and then look down, providing
a “bird’s eye” view from above of the peritoneal cavity. This
enables the surgeon to identify and examine anatomical
structures. Once the target organ or site is identified, the
scope can be navigated to the site under full visualization.
Once in the required proximity to the organ, the scope can
maneuver about the site to optimize visualization and tool
positioning. Because of the scope’s ability to remain stable
at any given position, tools delivered through the scope can
apply forces necessary to execute surgical tasks such as dis-
section, tissue manipulation and application of counter-trac-
tion. In addition, the optimal angle of approach can be
achieved and adjusted through the scope’s ability to hover
or actively reposition relative to the surgical field.
Prototypes of this flexible robotic endoscope are under
development. Bench and animal studies have been conduct-
ed showing the device’s ability to reach areas throughout
the abdomen such as the right and left sides of the
diaphragm, the lower esophageal sphincter and the upper
aspect of the gall bladder, maneuver with high precision in
order to deliver tools to the surgical site at the optimal
angle, and apply forces necessary to execute surgical tasks.

ETP074
LAPAROSCOPIC PERMANENT SIGMOID STOMA CREATION
THROUGH THE EXTRAPERITONEAL ROUTE, Madoka
Hamada MD,Yutaka Nishioka MD,Masakazu Goto,Takao
Nishimura MD,Yoshihito Furukita MD,Yuichi Saisaka
MD,Kimiaki Tanaka,Kazuhide Ozaki MD,Yuichi
Shibuya,Yasuo Shima MD,Toshio Nakamura MD,Yasuo
Fukui MD,Toshikatu Taniki MD,Tadashi Horimi MD, Kochi
health sciences center
Purpose: This report describes a laparoscopic technique for
permanent sigmoid stoma creation through an extraperi-
toneal approach in order to prevent parastomal hernia and
intestinal obstruction.
Operative Procedure: After extirpation of the tumor, the peri-
toneal leaf at the outer edge of the raw area is elevated and
an extraperitoneal space is created with laparoscopic for-
ceps under pneumoperitoneum as far anteriorly as possible.
The split rectus abdominus muscle, the incised anterior fas-
cia and skin are covered with a LAP PROTECTOR&#731;
mini (Hakko Medical Co., LTD, Tokyo, Japan) that is covered
with a 6.5 size elastic glove. A curved Kelly forceps is intro-
duced through the incised fingertip of the elastic glove
under pneumoperitoneum, then the space between the rec-
tus muscle and the posterior fascia of the rectus is dissected
and perforated at the lateral edge of the rectus to reach the
extraperitoneal space. The perforated tunnel is widened
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with the index finger after removal of the covered glove
without pneumoperitoneum. After creating the extraperi-
toneal space, the stump of the sigmoid colon is clamped
with Kelly forceps under pneumoperitoneum and drawn
through the tunnel to emerge in the elastic glove.
Results & Discussion: We have adapted this procedure for
12 cases of rectal cancer (10 cases for abdominoperineal
resection, 2 cases for Hartmann’s operation) since
December, 2006. Seven cases were male and 5 cases were
female. The average age was 71 years old (71-86). The aver-
age body mass index was 21.8 (19.1-27.2). We have experi-
enced no case of stoma trouble, including parastomal her-
nia in the short follow up period ( 277 [43-417] postoperative
days)
Conclusion: This technique for laparoscopic permanent sig-
moid stoma creation through the extraperitoneal route is
feasible and will improve long term outcomes for patients
who require permanent sigmoid stoma.

ETP075
SURGICAL CONTROL ROOM - A NEW CONCEPT FOR DATA
MANAGEMENT IN SURGICAL SERVICES, Muhammad Asad
MD,Chandra Hassan MD,Nilesh Bhoot MD,Ajay K Shah
MD,Milton Gumbs MD,John M Cosgrove MD, Bronx
Lebanon Hospital Center
OBJECTIVE OF THE TECHNOLOGY: To establish a control
room for monitoring of all the dynamic parameters in a
Surgical service so as the controller can effectively coordi-
nate the events and execute several administrative tasks in
an effective manner. In a surgical service large amount of
clinical and administrative information is handled everyday
by several members of various teams. This provides a per-
fect scenario where the concept of a data control room can
be successful in preempting the issues that cause delay in
the patient care. In general the current available software
and information systems to address these issues are limit-
ed. DESCRIPTION OF THE TECHNOLOGY: We describe the
basic components of a surgical data control room. The set
up includes data control system that displays the informa-
tion about the operating room status, the completion of the
preoperative workup of the patients, resident assignments,
pending emergency / floor consults and outpatient clinic.
PRELIMINARY RESULTS: We are getting very encouraging
results in the first phase of its implementation. It is now
easy to point out the areas of potential problems. The table
describes our results from Nov 2007 to January 2008. These
results are compared with results from October 2007 (before
data control room). CONCLUSION: Data control room in a
surgical service is a new concept. This can substantially
improve the performance of the OR, coordinate effectively
between various groups in the department and reduce the
work hours in spite of increased tasks by the residents. As
more data will be available in the future we may able to
draw more meaningful conclusions.

ETP076
EVALUATION OF FLEXIBLE ENDOSCOPIC INSTRUMENTA-
TION FOR INTRA-ABDOMINAL SURGERY IN HUMANS,
John N Afthinos MD,Glenn J Forrester MD,Steven
Binenbaum MD,E. John Harvey MD,Grace J Kim MD,Julio A
Teixeira MD, Division of Minimally Invasive Surgery, St.
Luke’s-Roosevelt Hospital Center, New York, NY
Background: Natural orifice translumenal endoscopic sur-
gery (NOTES) has been successfully performed in humans.
The core of the approach has been to use flexible endo-
scopes and accompanying instruments for visualization and
for operating. Our goal is to evaluate the feasibility of per-
forming intra-abdominal surgery using flexible endoscopic
instruments and visualization.
Methods: A total of 13 patients underwent 11 cholecystec-
tomies and 2 appendectomies employing a flexible endo-

scope and instrumentation from August 2007 to January
2008. The cohort consisted of 11 women and 2 men, rang-
ing in age from 19 to 67 years. All operations were per-
formed through a single periumbilical skin incision.
Results: All patients underwent their procedures without
conversion to conventional laparoscopic or open technique.
There were no immediate or late complications. The flexibil-
ity of the endoscope was of considerable utility for visualiz-
ing structures with great clarity. This clarity, however, is lim-
ited by a narrow field of view, which offers a decreased per-
spective of the overall operative field. The endoscope can be
too flexible during certain dissection maneuvers and can be
pushed away from the object of interest. The endoscopic
instruments are much more precise than their laparoscopic
counterparts but they do have drawbacks. Force translation
is imprecise from the operator to the end of the instrument
and there is less tactile feedback. Currently, standard endo-
scopes cannot triangulate instruments limiting the operator
to maneuvers along the viewing axis only. Additionally, the
current technology also mandates a 3 or more person team
working in concert in a very efficient manner.
Conclusion: Use of flexible endoscopic instrumentation in
intra-abdominal surgery in humans is certainly feasible and
has its advantages, but also has its disadvantages. The cur-
rent state of available technology necessitates laparoscopic
assistance for NOTES procedures. Our approach will serve
as a bridge to performing true NOTES procedures effective-
ly in the future.

ETP077
IMEDIC, AN IMMERSIVE MEDICAL ENVIRONMENT FOR
DISTRIBUTED INTERACTIVE CONSULTATION, Ivan M
George,Michael J Mastrangelo MD,Paul K Mlyniec BS,
University of Maryland Medical School, Immersive Medical
Systems, Inc, Digital ArtForms, Inc
INTRODUCTION: Under funding from the U.S. Army TATRC,
we are demonstrating a superior method for evaluating 3D
datasets, an immersive and distributed 3D DICOM visualiza-
tion system that uses an elegant fully-tracked two-handed
interface..
OBJECTIVE OF THE TECHNIQUE: The goal of the study is to
validate a novel, powerful, yet easy-to-relate-to user inter-
face that is natively 3D. iMedic’s Two-Handed Interface (THI)
is based on a pair of 6DOF tracked button controllers and is
easy to use, yet capable of the most ambitious of 3D naviga-
tion and manipulation tasks. THI translates naturally into
collaborative workflow because it intuitively conveys the
visual field, actions, and intent of remote users. The Phase I
system is being built as the basis for a broader virtual con-
sultation system in later phases.
DESCRIPTION OF THE METHODS: We are producing a work-
ing prototype to be validated with clinicians. Trials will be
conducted over the Internet and will consist of a series of
measurement and recognition tasks to be performed in both
a conventional 2D PACS system and the 3D iMedic system
for comparison.
PRELIMINARY RESULTS: See video for mid-project results:
http://www.digitalartforms.com/transfer/other/iMedicSmall.w
mv
CONCLUSIONS/EXPECTATIONS: The Phase I system will
functionally take the place of the PACS system, semi-auto-
matically producing 3D datasets from DICOM data through
the use of open source libraries to be incorporated into the
system. We anticipate that the system will provide superior
visual control and sufficient visual complexity to make
informed decisions about the data and that it will support
collaborative decision-making. Additionally, the Phase I sys-
tem will serve as the foundation for a broader virtual con-
sultation system in later phases with the addition of 3D
mark-up, volume visualization, and a more robust set of
data sources, including X-ray, ultrasound, CT, MRI, PET and
DICOM video and image capture.
PRESENTATION FORMAT: New Techniques (5-minute pres-
entation with video plus 5-minute discussion)
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ETP078
SINGLE INCISION LAPAROSCOPIC CHOLECYSTECTOMY
USING FLEXIBLE ENDOSCOPY: SALINE INFILTRATION
GALLBLADDER FOSSA DISSECTION TECHNIQUE, John N
Afthinos MD,Glenn J Forrester MD,Steven Binenbaum
MD,E. John Harvey MD,Grace J Kim MD,Julio A Teixeira
MD, Division of Minimally Invasive Surgery St. Luke’s
Roosevelt Hospital Center, New York, NY
Background: The introduction of natural orifice translumenal
endoscopic surgery (NOTES) has demanded the creation of
new techniques to accomplish minimally invasive proce-
dures using flexible endoscopic instruments. We evaluated
a technique similar to that employed in endoscopic mucosal
resection and applied it to the dissection of the gallbladder
from the liver bed.
Methods: Eleven patients underwent an elective, transum-
bilical single-incision cholecystectomy using a flexible endo-
scope in our institution from August 2007 to January 2008.
Approximately 20 mL of saline was strategically injected
into the gallbladder fossa with an endoscopic injection nee-
dle. After infiltration of this potential space, dissection of the
gallbladder and hilum was carried out with endoscopic
instruments and the cystic duct and artery were clipped with
a standard laparoscopic clip applier.
Results: One of the 11 patients had inadvertent perforation
of the gallbladder during dissection. The technique of infil-
trating the potential space between the gallbladder and the
liver bed leads to a significantly improved visualization of
the plane thus facilitating the dissection.
Conclusions: The technique of saline injection to develop
surgical planes is an invaluable tool in performing a chole-
cystectomy using flexible endoscopic instrumentation. The
enhancement of the potential space between the gallbladder
and the liver bed improved visualization in all of our
patients. This technique can prove valuable in dissections
and requires further experimentation to evaluate its effec-
tiveness in other applications.

ETP079
PHARMACOKINETIC PROPERTIES OF FONDAPARINUX
SODIUM IN MORBIDLY OBESE VOLUNTEERS INDICATE
THAT A SINGLE, WEIGHT-INDEPENDENT DAILY DOSE FOR
THROMBOPROPHYLAXIS IS FEASIBLE., Ioannis Raftopoulos
PhD,Andrea Cortese-Hassett PhD,William Gourash,Patrick
Henne,Duane Boyle, Bariatric Center, Saint Francis Hospital
and Medical Center; 1Clinical Pharmacokinetics/Modeling &
Simulation, GlaxoSmithKline Pharmaceuticals
BACKGROUND: Fondaparinux sodium (FS) is the first in a
new class of synthetic factor Xa inhibitors that has provided
safe and effective thromboprophylaxis after orthopedic sur-
gery. The pharmacokinetic (PK) properties of FS in the mor-
bidly obese population are not known. METHODS: This was
a prospective crossover, randomized trial with a 2 week
washout period comparing single doses of 2.5 and 5mg of
FS in ten morbidly obese volunteers. Plasma concentrations
of FS between 0-48 hours post-dose were determined using
an anti-Xa assay. The maximum concentration (Cmax), time
to reach Cmax (Tmax), time above ?Cmax (Tcmax/2), con-
centration at 24h (C24) and area under the 0-24h concentra-
tion time curve (AUC24) were calculated. Adverse safety
events (ASE) including injection site hematomas, thrombo-
cytopenia, hematocrit drop and liver enzyme elevation were
recorded. Target PK parameters were based on historical
data in healthy non-obese volunteers following a single
dose of 2.5mg. RESULTS: There were 7 females and 3 males
with a mean age, body mass index (BMI) and actual body
weight (ABW) of 43 (30-58) yrs, 51.5 (35.1-76.6) kg/m2 and
145.1 (93.2-248.3) kg, respectively. Plasma concentrations of
FS increased in a dose-proportional manner with the 5mg
dose achieving target exposures. Tmax and Tcmax/2 were
similar for both doses. Age, gender, BMI, ABW, %Fat, %total
body water, lean body mass had no effect on Cmax, C24
and AUC24. There were no ASEs. CONCLUSION: A single
5mg weight-independent daily dose of FS may emerge as a
favorable alternative of thromboprophylaxis for morbidly

obese patients undergoing bariatric, or major abdominal
surgery.
Parameter 2.5mg Dose 5mg Dose Target
Cmax(mg/L) 0.21(0.08) 0.41(0.16) 0.34
Tmax(h) 3.4(1.7) 2.9 (0.8) 2
Tcmax/2(h) 10.6(4.6) 10.2 (4.0) 11
AUC24(mg.h/L) 2.56(0.85) 4.74 (1.94) 4.3
C24(mg/L) 0.067(0.027) 0.095(0.046) 0.1

ETP080
POSTOPERATIVE PAIN MANAGEMENT WITH CONTINUOUS
INFUSION OF LOCAL ANESTHETIC REDUCES SURGICAL
SITE INFECTION RISK, Jay Singh MD, Alan P Dine
BS,Stephen Cohen MD,Harry Liberman MD, Piedmont
Hospital, Sothern Regional Medical Center, Kennestone
Medical Center, I-Flow Corporation
Objective:Surgical site infections (SSIs) occur in 2-5% of
clean extra abdominal procedures and up to 20% of intra
abdominal procedures. These infections are a major contrib-
utor to patient injury, mortality and health care costs. Both
unrelieved pain and narcotic usage have been implicated as
additional risk factors for SSIs. The study hypothesis was
that subjects receiving a continuous incisional infusion of
local anesthetic following colorectal surgery with the ON-Q
Silver Soaker to treat post surgical pain will have lower sur-
gical infection rates and reduced length of hospital stay.
Methods: We undertook a prospective, multicenter, random-
ized, open, controlled, surveillance study of 289 patients
undergoing elective colorectal surgery. Patients were ran-
domized to receive either continuous, surgical site, local
anesthetic infusion with the ON-Q® SilverSoaker (study
group) or traditional narcotic pain management (control
group) in order to compare the SSI rate associated with
each modality. Outcome measures included the presence or
absence of SSI at 30 days postoperative, hospital Length of
stay (LOS)and readmission rates due to SSI.
RESULTS:A total of 289 patients were recruited for the
study: 152 in the ON-Q SilverSoaker study group and 137 in
the control group. The incidence of SSI is presented below.
The LOS was lower in the ON-Q SilverSoaker group com-
pared to the control group (6.1 days versus 8.4 days, p =
0.0003).
Infection ONQ % Control % p
Overall 6.5 14.6 0.033
Open 9.8 12.5
Laparoscopic 0 16.7 0.02
Hand Assist 5.7 18.5 0.006
CONCLUSION: This study reveals that a continuous, surgical
site, local anesthetic infusion with ON-Q SilverSoaker is an
effective approach to further reduce the risk of SSIs and
LOS in patients undergoing elective colorectal surgery.
Further research is necessary to gain greater understanding
into mechanism associated with these results.

ETP081
A VERSATILE ENDOSCOPIC SUTURING SYSTEM, E A
Moran,C J Gostout,J Bingener,P B Cotton,S S Chung,R H
Hawes,A N Kalloo,S V Kantsevoy,P J Pasricha, Mayo Clinic-
Rochester, MN; Medical University of South Carolina-
Charleston, SC; Port Moresby General Hospital-Port
Moresby, Indonesia; John Hopkins-Baltimore, MD;
University of Texas Medical Branch-Galveston, TX.
1. Objective of the technology or device: Successful devel-
opment of advanced intralumenal and translumenal proce-
dures requires effective endoscopic suturing devices.
Current devices lack the ability to effectively and efficiently
place full thickness sutures for reliable hollow viscus clo-
sure. A prototype endoscopic suturing system for enteroto-
my closure was evaluated.
2. Description of the technology: The device specifications
include a cap with a mounted curved needle, a catheter-
based needle actuator, and a needle tip transfer device. The
catheter based needle allows for reloading of new suture
without endoscope removal. The working space within the
cap permits other catheter based applications with the
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suturing system in place. The suturing device can be used
with any commercially available endoscope, including dou-
ble channel endoscopes which permit the independent use
of a tissue retractor to facilitate precise suture placement
and full thickness closure.
3. Preliminary results: Ex-vivo isolated porcine stomachs
were used to test the device. The endoscope with the sutur-
ing system back-loaded on its tip was advanced into the
stomach. A pursestring running suture for closure of a
planned gastrotomy was created. Sutures could accurately
be placed at preset templated markings made along the
anterior gastric wall. After all sutures were completed, and
without the need for re-intubation, a central, NOTES style 18
mm needle knife balloon gastrotomy was created. The cir-
cumferentially placed running suture was cinched and the
gastrotomy closure was leak tested. This set of experiments
confirmed the capability to place a circumferential set of full
thickness running sutures during a single endoscopic intu-
bation resulting in a leak-proof, pursestring closure of a gas-
trotomy. The device worked consistently without any prob-
lems.
4. Conclusion: This novel suturing device provided accurate
placement of full thickness sutures during a single intuba-
tion allowing for adequate tissue apposition. The device
duplicates the feel and reliable function of standard flexible
endoscopic catheter devices. The catheter driven needle
actuator and needle transfer components of this system
were intuitive and endoscopically universal. This closure
device may advance translumenal therapies by offering a
secure, efficient method of hollow viscus closure.

ETP082
SINGLE UMBILICAL INCISION LAPAROSCOPIC CHOLECYS-
TECTOMY, Homero Rivas MD,Esteban Varela
MD,Christopher Olukoga MD,Daniel Scott MD, University of
Texas Southwestern
Introduction: Laparoscopic cholecystectomy (Lap chole) is
the standard technique for gallbladder removal. Lap chole is
commonly performed by a four incision approach. We pres-
ent a technique of single umbilical incision Lap chole in a
porcine model.
Methods: Five anesthetized adult swine underwent single
incision Lap Chole (SILC) through a 1.5 - 2 cm umbilical inci-
sion with a two- port (5mm) technique (Dexide, Covidien).
Pneumoperitoneum was induced with a Veress needle up to
14mmHg. A flexible 5mm camera (Endo-Eye, Olympus) was
utilized. The gallbladder was retracted with two interrupted
sutures placed in the gallbladder fundus and Hartmann’s
pouch. These sutures were internally fixated to the abdomi-
nal wall to obtain a critical view of Calot’s triangle struc-
tures. Lap chole was then performed by standard technique
with a single 5mm articulating dissector (Covidien). The cys-
tic duct and artery were divided with a 5mm clip applier.
Cholecystectomy was completed with electrocautery and
the specimen retrieved through the umbilical incision.
Results: Mean weight was 41 ± 3 kg, mean operative time
was 79 ± 37 minutes, mean estimated blood loss was 7 ± 8
cc and mean bile spillage 8 ± 7 cc. There were three gall-
bladder perforations and two cholecystectomies were subto-
tal. Specimens were removed through the umbilical inci-
sion. Autopsy did not reveal structural or gallbladder fossa
injuries.
Conclusion: SILC with a two 5mm port technique is feasible
in the porcine model; however, exposure of the critical view
proved to be the most challenging step in this operation.
Single incision Lap chole may offer clinical advantages over
conventional Lap chole. Feasibility clinical trials are warrant-
ed.

ETP083
TRANSGASTRIC NOTES WITH DOUBLE BALLOON SEALING
OF GASTRIC ORIFICE USING MULTIBENDING DOUBLE
CHANNEL ENDOSCOPY, Maki sugimoto MD,Hideki Yasuda
MD,Keiji Koda MD,Masato Suzuki MD,Masato Yamazaki
MD,Tohru Tezuka MD,Chihiro Kosugi MD,Ryota Higuchi
MD,Yohsuke Yagawa MD,Hironori Tsuchiya MD, Teikyo
University Chiba Medical Center
BACKGROUND:Transgastric perforation is a major route for
upper abdominal NOTES procedure. It contains some prob-
lems due to related complications and peritonitis. OBJEC-
TIVE:We developed novel advanced technologies specifical-
ly for NOTES to overcome the limitations of isolated trans-
gastric surgery.We describe the use of double balloons
attached to the tip of the multibending double channel
endoscope(MBDE) for sealing gastric orifice and fixing the
scope in transgastric surgery. METHODS: Transgastric peri-
toneoscopy was performed in 8 survival porcine and canine
models. A MBDE was inserted per orally under carbon diox-
ide insufflation. Endoscope-induced pneumoperitoneum
through the perfolated stomach wall was applied,the endo-
scope was advanced into the peritoneal cavity assisted per-
cutaneous guidewire and PEG. Gastric orifice was sealed
between two inflated balloons attached to the flexible part
of the MBDE. After endoscopic abdominal exploration, jeju-
nal anastomosis, and cholecystectomy, gastric wall was
closed using the clips. RESULTS: This procedure could
allowed the safe performance of a controlled gastric perfo-
ration and shorten the procedure time due to fixing avail-
able scope position without further injuring the mucosa, or
causing leakage of gastric secretion. By holding gastric ori-
fice between double balloons, the gastric juice leakage was
completely obviated and gastric injuries heal quickly due to
the good vascularization of the stomach and its thick organ
wall. No peritonitis was observed.
DISCUSSIONS: The original gastric incision usually dilated
because of the constant movement of the endoscope. The
advantage of this introduction system includes the creation
of controlled gastric perforation, which is possibly easier to
close. Blending the use of a multibending function and
attached balloon sealing might potentially overcome multi-
ple intraperitoneal limitations in NOTES, and simplifies per-
oral transgastric surgery, could be used to decrease inva-
siveness.

ETP084
SINGLE SUPRA-UMBILICAL INCISION LAPAROSCOPIC
ADJUSTABLE GASTRIC BAND PLACEMENT IN A PORCINE
MODEL, Homero Rivas MD,Esteban Varela MD,Christopher
Olukoga MD,Daniel Scott MD, University of Texas
Southwestern
Introduction: Laparoscopic adjustable gastric banding (Lap
Band) is a standard restrictive procedure performed for mor-
bid obesity worldwide. Lap Band is commonly performed by
a five incision approach. We present a technique of single
supra-umbilical incision Lap Band placement in a porcine
model.
Methods: Three anesthetized adult swine underwent single
incision Lap Band. Pneumoperitoneum was induced with a
Veress needle up to 14mmHg. Lap Band was placed through
a 6 cm transverse supra-umbilical incision where a liver
retractor, two 5mm and one 12mm ports (Dexide, Covidien)
were introduced through separate fascial defects. A flexible
5mm camera (Endo-Eye, Olympus) was utilized. One or two
stay sutures (Endostitch, Covidien) were placed at the gas-
tric fundus and/or lesser curve for retraction and exited
through the trocar site. The phreno-esophageal ligament
was divided with cautery. A retro-esophageal window was
created with a 5mm articulating dissector (Covidien). The
Lap Band was placed by pars flaccida technique and
secured with three interrupted gastro-gastric sutures.
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Results: Mean weight was 40 ± 2 kg, mean operative time
was 63 ± 18 minutes, and mean estimated blood loss was
25 ± 23 cc. There was one small splenic laceration. Autopsy
did not reveal any additional injuries. Creation of the retroe-
sophageal window proved to be the most challenging step
in this operation.
Conclusion: Single supra-umbilical incision Lap Band may
be technically challenging but seems feasible in the porcine
model. Single incision Lap Band may offer clinical advan-
tages over the conventional five port Lap Band placement.
Feasibility clinical trials are warranted.

ETP085
A BALLOON SYSTEM FOR CREATING A SUBMUCOSAL
WORKING SPACE, E A Moran,C J Gostout,J Bingener,P B
Cotton,S S Chung,R H Hawes,A N Kalloo,S V Kantsevoy
MD,P J Pasricha, Mayo Clinic-Rochester, MN; Medical
University of South Carolina-Charleston, SC; Port Moresby
General Hospital-Port Moresby, Indonesia; John Hopkins-
Baltimore, MD; University of Texas Medical Branch-
Galveston, TX.
1. Objective of the technology or device: We have previous-
ly reported a new method for both intralumenal and translu-
menal endoscopic intervention based on submucosal gas
dissection to create a free submucosal working space (sub-
mucosal endoscopy with mucosal flap’sEMF). Once created,
this space allows offset entry into the peritoneum, medi-
astinum or for resection of large areas of mucosa (submu-
cosal endoscopy with mucosal resection’sEMR). The main
disadvantage of this technique is unpredictable directional
dissection. We now report testing of a specially engineered
balloon-based system for providing access to the submu-
cosal space.
2. Description of the technology: The system consists of
three flexible catheter-based devices compatible with thera-
peutic endoscopic working channels.
3. Preliminary results: The intended areas of dissection were
marked on the anterior and posterior gastric mucosal walls
of ex-vivo isolated porcine stomachs. A two-channel video
therapeutic endoscope was advanced to the stomach.
Access to the submucosal space was obtained with a propri-
etary needle-knife catheter (catheter OD 2.5 mm). A small,
pre-entry submucosal saline bleb was created followed by a
3 mm mucosal incision into the bleb. A proprietary “tunnel-
ing” balloon catheter (balloon OD 15 mm; balloon length 90
mm) was then inserted into the submucosal space and
deployed. The created submucosal tunnel was subsequently
expanded using a high compliance proprietary ‘spacing’ bal-
loon (balloon OD 60 mm; balloon length 70 mm). The
mucosa overlying this created submucosal space was
excised, and the resultant defect measured and inspected.
The “tunneling” balloon was able to create a 15 mm x 70
mm submucosal tunnel. From a single fixed insertion posi-
tion, the ‘spacing’ balloon consistently created a 50 mm
diameter submucosal space which fully undermined the
mucosal markings. After mucosal excision, the exposed
muscular layer was free of muscle fiber traumatic separa-
tion.
4. Conclusions: A large submucosal space can be efficiently
created using newly developed “tunneling” and ‘spacing’
balloons. Compliance features of these balloons, especially
the “spacing” balloon, appear to protect against transmural
injury by maintaining the integrity of the muscularis propria.
This balloon system may offer more accurate, controlled,
targeted establishment of a submucosal working space in
lieu of poorly controlled gas dissection.

ETP086
PERFORMANCE OF BASIC MANIPULATION AND INTRA-
CORPOREAL SUTURING TASKS IN A ROBOTIC SURGICAL
SYSTEM : SINGLE VS DUAL MONITOR VIEWS, Rachit D
Shah MD,Alex Cao,Lavie Golenberg,Abhilash K Pandya,R.
Darin Ellis,Michael D Klein MD, William Beaumont Hospital,
Wayne State University, Children’s Hospital of Michigan
Background & Hypothesis: Technical advances in the appli-
cation of laparoscopic & robotic surgical systems have
improved platform usability. We hypothesized that using

two monitors instead of one would lead to faster perform-
ance with more precision and fewer errors. Study Design:
All tasks were performed using a Zeus Micro-Wrist robotic
system in a training box. One of the monitors was a stan-
dard camera, with 2 preset zoom levels (zoomed in and
zoomed out, single monitor arm). The second monitor pro-
vided a static panoramic view of the whole surgical field.
The standard camera was static at the zoomed-in level for
the dual-monitor arm of the study. We had 2 groups of par-
ticipants - 4 surgeons proficient in robotic as well as
advanced laparoscopic skills and 10 lay persons (non-sur-
geons) who were given adequate time to train and familiar-
ize themselves with the equipment. Running a 50-cm rope
was the basic task. Advanced tasks included running a
suture through predetermined points and intra-corporeal
knot tying with 3-0 silk. Trial completion times & errors, cat-
egorized into 3 groups - precision, task and orientation,
were recorded. Results: Trial completion times for all tasks,
basic & advanced in both groups were not significantly dif-
ferent. In the dual-monitor condition, non-surgeons made
fewer overall errors across all three tasks compared to the
single-monitor condition (p &#8804; 0.04). Surgeons per-
formed the suturing task in the dual-monitor condition with
fewer errors (p < 0.01). There were fewer orientation errors
in the non-surgeons group during knot-tying (p = 0.03) and
for both groups while suturing (p < 0.01) in the dual monitor
condition. Conclusions: Using 2 camera views helps sur-
geons as well as lay persons perform complex tasks with
fewer errors. These results might be due to better aware-
ness of the surgical field with regard to the location of the
instruments. This display setup has potential for use in com-
plex minimally invasive surgeries like esophagectomy and
gastric bypass.

ETP087
NOVEL METHODS FOR GASTRIC POUCH AND GASTROJE-
JUNOSTOMY FORMATION USING COMBINATIONS OF
FLEXIBLE ENDOSCOPES, GUIDE-WIRES, STAPLERS AND
LAPAROSCOPES IN HUMAN CADAVERS, O. J Wagner
MD,M. E Hagen MD,Ph. Morel PhD,F. Pugin MD,P. Bucher
MD,P. Swain PhD, University Hospital Geneva / Imperial
College London
Background: The combination of flexible endoscopes (FE)
with laparoscopes(L) to perform surgical tasks is under-
explored.
Aim: The aim of this study was to develop and test new
flexible and laparoscopic combination techniques to enable
gastric pouch formation.
Cadavers, methods and results: 7 human cadavers were
used with appropriate consent, 5 were fresh frozen, 2 were
lightly preserved (Thiel method). Flexible endoscopes were
introduced into the stomach through the mouth (PO).
Transillumination and angulation of FE was helpful for
laparoscopic identification of cardio-esophageal ligament
and retro-esophageal space. FE tip rotation assisted dissec-
tion especially at the angle of His. FE could test air-tightness
of pouch staple lines and allow selection of puncture site
position for anvil passage. Needle-knife/guidewire and snare
tip methods were studied to aid delivery of circular anvils.
Circular anvils were modified to attach guide wires and
thread was used so that the anvil could be pulled in a cau-
dad or cephalad direction through the pharynx and esopha-
gus. Guide-wires and anvils were modified to allow easy
attachment of anvils to each other. Laryngoscope/FE manip-
ulation was used to facilitate passage through cricho-
pharngeal opening with caudal and caudad tension. Reverse
introduction of anvil through small intestine was aided by
snare puncture (FEPO) of stomach, small intestine with sub-
sequent snare attachment to modified anvil (Powermed)
with subsequent cephalad traction anvil introducer. Using a
flexible endoscope passed tranvaginallly (FETV) it proved
possible to view and take down and pass through anterior
abdominal wall adhesions difficult to see at initial
laparoscopy. It was possible to dissect behind the cardio-
esophageal junction using a flexible needle knife.
Retroflexed curving of the scope (FETV) behind the stomach
at the angle of His allowed delineation of the correct plane
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for re-entry into the anterior peritoneal cavity under laparo-
scopic supervision. The FETV could pass a guide-wire
around the stomach and also act as a retractor to assist
placement of the linear stapler during pouch formation.
Linear staplers and anvils were modified for guide-wire
introduction and were passed over guide-wires to aid both
pouch formation and anastomosis. The laparoscopists and
flexible endoscopists had to learn to look at two simultane-
ous video appearances to make to most of the dual imaging
approach.
Conclusions: Novel methods for gastric pouch and gastroje-
junostomy formation using combinations of flexible endo-
scopes, guide-wires, staplers and laparoscopes in human
cadavers were tested

ETP088
BIOMECHANICAL AUGMENTATION OF THE LOWER
ESOPHAGEAL SPHINCTER USING A MAGNETIC SPHINC-
TER DEVICE, John C Lipham MD,Tom R DeMeester
MD,Robert A Ganz MD,Daniel Dunn MD,Luigi Bonavina
MD,Greta I Saino MD,Davide Bona MD, University of
Southern California, Abbott Northwestern Hospital,
University of Milano
Objective: The physiologic barrier to the reflux of gastric
juice into the esophagus is the lower esophageal sphincter
(LES) and its loss results in gastroesophageal reflux disease
(GERD). Current treatment consists of acid suppression ther-
apy or a surgical antireflux procedure. We propose a third
therapeutic approach using a Magnetic Sphincter
Augmentation Device.
Technology and Methods: The device is a miniature bracelet
comprised of a series of titanium beads with magnetic
cores. The device is placed laparoscopically around the gas-
troesophageal junction with minimal dissection and no
anatomic alteration of the cardia. The circular magnetic
attraction forces augment the defective LES while allowing
the magnets to separate during normal swallowing and
belching. The studied population consisted of 3 sympto-
matic patients with GERD, responsive to PPI, with abnormal
pH scores, a hiatal hernia <3 cm and normal esophageal
body motility. Baseline studies, upper GI and endoscopy
were repeated 3 months after laparoscopic placement of the
device.
Results: Laparoscopic placement of the device occurred
without complication in less than 30 minutes. A Normal diet
was resumed post operatively and patients were discharged
within 24 hours. Barium esophagram showed normal clear-
ance of liquid and solid boluses through the device. There
were no device migrations or erosions. Symptomatic scores
improved in all patients (27.6 to 4.6 GERD HRQL at 6 weeks).
Patients belched normally and were free of distention. Mild
dysphagia resolved in 4 weeks, pH scores improved in 2
(one still waiting testing) and normalized in 1.
Conclusion: Magnetic sphincter augmentation can be done
with minimal surgical dissection, improves reflux symp-
toms, reduces esophageal acid exposure, allows resumption
of normal diet, preserves the ability to belch, and permits
discharge within 24 hours. These initial results deserve fur-
ther evaluation.

ETP089
A NOVEL APPROACH TO PREVENTING WOUND INFEC-
TIONS IN LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS
PATIENTS, Andre’ Nunn MD,Stephanie Perdue MPA, Harper
Hospital, Forest Health Medical Center
Wound infections following laparoscopic Roux-en-Y gastric
bypass (LRYGB)surgery are a well-known and potentially
serious complication. In our practice, the left upper quadrant
trocar site through which the circular stapler is inserted is
the most often infected wound. A new barrier method for
protecting this particular wound is presented.
Methods: A wound retractor (Applied Medical®, see below)
was inserted in the lateral 15mm trocar site prior to intro-
duction of the circular stapler. Retrospective data was ana-
lyzed, comparing patient groups in which the wound retrac-
tor was utilized (n=26) and patients in which the device was

not (n=11)
Results: Wound infection rates were compared between
patients undergoing LRYGB between June and November
2007 (n=37). The wound infection rate of the left upper
quadrant trocar site was significantly decreased when utiliz-
ing the wound retractor (18% to 0%). Conclusion: Although
the number of patients in the study to date is limited, the
wound retractor has proved useful in preventing wound
infections as well as facilitated circular stapler introduction.

ETP090
INTELLIGENT CONTROL OF ROBOTIC ENDOSCOPE, Louis O
Jeansonne MD,Brent C White MD,S. Scott Davis MD,Michael
W Cook MD,L. Felipe Chavarriaga MD,Josh Bailey,Jomkwun
Munnae MS,Wayne D Daley PhD,Harvey Lipkin PhD,Gary V
McMurray MS,John Sweeney MD,Edward Lin DO, Emory
Endosurgery Unit and Georgia Tech Research Institute
OBJECTIVE: To develop an endoscope that improves navi-
gation and control, and shortens the learning curve.
DESCRIPTION AND METHODS: Our group designed and
built a prototype endoscope with several new capabilities,
including: (1) image-guided tip control with software algo-
rithms that enable lumen detection, (2) improved manual
control with a joystick and mouse, and (3) electromagnetic
sensors that generate a three-dimensional map of the shape
of the endoscope to aid in orientation, navigation, and
detection of alpha-loops. In a porcine model, 3 experienced
and 3 novice endoscopists performed colonoscopy for the
entire length of the scope using the standard endoscope
and with the various features of the prototype endoscope.
Procedure times were recorded, and all practitioners were
asked to complete the NASA-TLX, a validated workload
assessment survey rating the mental and physical demand
of each procedure.
RESULTS: Completion times for experienced endoscopists
were shorter with the standard endoscope (1.8 mins vs. 3.9
mins), but they reported lower demand scores with the pro-
tototype endoscope using joystick control (1.7 vs. 2.8).
Novice endoscopists had shorter completion times with the
prototype compared with the standard endoscope (8.1 mins
vs. 11.4 mins), and reported lower demand scores with the
prototype endoscope (4.4 vs. 7.9).
CONCLUSIONS: An intelligently-controlled endoscope has
the potential to shorten procedure time and learning curve
for novices. The added capabilities appear to improve the
ergonomics of endoscopy.

ETP091
ROBOTICALLY POSITIONED RAMAN SPECTROSCOPY
PROBE FOR CANCER RESECTION, Hale Wills MD,Brady King
MS,Luke Reisner MS,Steve Dworzecki MS,Rachel Kast
MS,Alex Cao MS,Abhilash Pandya PhD,Greg Auner
PhD,Christopher Steffes MD,Madhu Prasad MD,Michael
Klein MD,Donald Weaver MD, Advanced Surgical
Technology Institute, Wayne State University/Detroit Medical
Center, Detroit, Michigan
Objective of the technique: We describe a solution to techni-
cal difficulties in obtaining and registering Raman spec-
troscopy data in vivo. Raman spectroscopy is an optical
technique in which monochromatic light from a laser is
used to excite a tissue, generating characteristic vibrational
movement of chemical bonds. Light that is scattered in an
inelastic manner is then collected and analyzed, providing a
distinctive molecular “fingerprint” of the tissue. While this
technology is well proven in its ability to classify and char-
acterize specimens ex vivo, stable collection of reliable data
in living systems has proven to be challenging.
Description of the methods: We have employed an inverse
kinematics algorithm that facilitates precise directional posi-
tioning of a portable Raman spectroscopy probe at the tar-
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get tissue with a medical robot. This system considers and
accounts for fixed constraints such as laparoscopic ports
and target tissue surface orientation. It then collects data
under supervisory control of the operator in a systematic
manner, thereby constructing a map of diagnostic points.
Using existing software developed in our laboratory, these
diagnostic points are displayed in virtual reality (VR), aug-
mented reality (AR) on the surgeon’s video display, or within
preoperative DICOM images (CT, MRI, PET).
Preliminary results: Previously we have shown that a pas-
sively tracked end-effector enables registration and display
of diagnostic points in VR, AR, and DICOM. These results
have defined the physical limitations for the end-effector
path planner and control system described above.
Expectations: The proposed end-effector path planner and
control system will have several practical applications. It will
allow planning of preoperative port placement for both
laparoscopic and robotic operations. Since the end-effector
will be computer-controlled, the data collected will be readi-
ly mapped in 3 dimensions and integrated into VR, AR, and
DICOM views. This platform could also be easily modified to
work with ‘smart endoscopes’ for virtual biopsy and map-
ping in conditions like Barrett’s esophagus.

ETP092
NEATSTITCH™: A NEW LAPAROSCOPIC WOUND CLOSURE
DEVIC, Steven D Wexner MD,Badma Bashankaev
MD,Bashar Safar MD,Gadi Lotan MD,Thom E Lobe MD,
Colorectal Department, Cleveland Clinic Florida, USA;
Pediatric Surgery Department, Asaf Harofe Medical Center,
Israel; Section of Pediatric Surgery, University of Tennessee
Health Science Center, Memphis, TN
One of the major potential problems with the use of 10 or
12 mm ports is port site herniation. This problem can pres-
ent as early post operative bowel obstruction or as a late
cosmetic defect. While fascial closure should prevent hernia-
tion, direct visualization of the fascia in an obese individual
can be very technically challenging, time consuming, and
therefore expensive. In addition, sub optimal visualization
can potentially lead to morbidity from unrecognized injury
during suturing. In an effort to avoid these problems, a vari-
ety of port site closure devices have been created. However,
to date none of these devices have demonstrated the appro-
priate combination of safety, ease of use, and efficacy. The
NeatStitch™ device combines all of the requisite attributes
of safety, efficacy, and ease of use. This video demonstrates
rapid, safe, air tight, fascial port site closure during the first
ever clinical use of the device during our first ever use of
the clinical device. We are optimistic that routine
NeatStitch™ fascial port site closure will eliminate or at
least significantly reduce port site herniation in 10 and
12mm ports. This video demonstrates the use of the device.

ETP093
FORCE ANALYSIS IN RECURRENT HERNIA: IS IT TIME FOR
A NEW MESH DESIGN?, Shashanka P Ashili PhD,Terra C
Holdeman MD,Niral Shah MD,Douglas Smith PhD,Steve
Eubanks MD, University of Missouri - Columbia
Background: Hernia repair has been shown to have lower
recurrence rates with a tension-free technique, performed
by covering the hernia defect with a prosthetic mesh.
Laparoscopic ventral hernia repair allows for a completely
intraperitoneal underlay method, also associated with lower
recurrence than with primary repair. Despite these tech-
niques, hernia recurrence is common due to mesh bio-
incompatibility, foreign body response, shrinkage, and fixa-
tion errors. Furthermore, limited data is presently available
regarding force distribution in hernia mesh, which may be a
major contributing factor to hernia recurrence.
Methods: The objective of this study is to analyze the force
distribution in both the major and minor axes on various
types of hernia mesh. The elasticity and force distribution
induced in the abdominal wall were compared to the
respective mesh properties. Servocontrolled static test sys-
tems from Test Resources, Inc. and digital gauges were used
to compare the force distribution within the mesh. The

responses to the applied forces were analyzed in order to
compare the smallest unit of repeating patterns of different
mesh weaves.
Conclusions/Future Directions: Preliminary data suggest
that anisotropic force distribution is not accounted for in
present day hernia repair materials. Force applied to a sin-
gle point can result in an unequal distribution sufficient to
result in disruption of mesh fixation opposite to the applied
force. Inclusion of this causal parameter in subsequent
mesh product designs may greatly reduce recurrences.

ETP094
N.O.T.E.S. TRANSVAGINAL CHOLECYSTECTOMY IN A
MORBID OBESE PATIENT, LUIZ DECARLI,RICARDO ZOR-
RON,ALCIDES BRANCO,FERNANDO LIMA,SERGIO PIO-
NEER,ILIDIO ZANIN JR,C KOENFELDER,ANDRE V
BIGOLIN,MARCOS TANG,MICHEL GAGNER, Department of
Surgery - Hospital Irmandade Santa Casa da Misericórdia
Porto Alegre- BrazilDep of Surgery - Mount Sinai Medical
Center- Miami
Objectives: Transvaginal NOTES is a new diagnostic and
potentially therapeutic method of surgical endoscopy.
NOTES transvaginal method for cholecystectomy for a mor-
bid obese patient is described.
Methods: IRB approval was obtained at the institution for
transvaginal NOTES clinical trials. The technique of trans-
vaginal NOTES cholecystectomy was clinically applied in a
58yr-old female patient, with story of asymptomatic
cholelithiasis for three months, and ultrassonographic diag-
nosis of cholelithiasis. Body Mass Index was 35,8kg/m2 on
admission. Informed consent was obtained, and patient was
aware that that was still a new method with no proof of
benefit, and the possibility of conversion to laparoscopic or
open surgery. Transvaginal NOTES access was obtained by
direct vaginal incision, and a Double Channel Endoscope
(GIF-2T160) Olympus Optical was introduced in the abdomi-
nal cavity along with a laparoscopic 10mm trocar. There
were 2 umbilical punctures for use of 3mm laparoscopic
equipment. Vaginal closure was performed using knot liga-
tures by direct vision technique.
Results: Operative time was 85 min. Operative blood loss
was estimated of 35ml, mostly from vaginal access.
Abdominal CO2 pressure ranged from 8-15mmHg. The
patient recovered well postoperatively, oral intake was
began on the next day, and she was dismissed on the third
postoperative day. There was no use of postoperative anal-
gesia, and no postoperative vaginal or abdominal discom-
fort.
Conclusions: Tranvaginal NOTES is a possible feasible alter-
native method for cholecystectomy in morbid obese
women, although available technology is limited for natural
orifice surgery.

ETP095
N.O.T.E.S. TRANSVAGINAL CHOLECYSTECTOMY - PRELIMI-
NARY CLINICAL EXPERIENCE, LUIZ DECARLI,RICARDO
ZORRON,ALCIDES BRANCO,MARCOS TANG,FERNANDO C
LIMA,SERGIO R PIONEER,J I SANSEVERINO,RODRIGO
SEBEN,ANDRE V BIGOLIN,MICHEL GAGNER, Department of
Surgery - Hospital Irmandade Santa Casa da Misericórdia
Porto Alegre- Brazil; Department of Surgery - Mount Sinai
Medical Center- Miami
Objectives: Transvaginal NOTES is a new diagnostic and
potentially therapeutic method of surgical endoscopy, and
clinical experience is still limited. A preliminary experience
with NOTES transvaginal method for cholecystectomy is
described.
Methods: IRB approval was obtained at the institution for
transvaginal NOTES clinical trials. The technique of trans-
vaginal NOTES cholecystectomy was clinically applied in 5
patients with symptomatic cholelithiasis. Informed consent
was obtained. Transvaginal NOTES access was obtained
with an open posterior colpotomy after CO2 insufflation
with a Veres needle transumbilically. The Double Channel
Endoscope (GIF-2T160) Olympus Optical was introduced in
the abdominal cavity transvaginally, as well as a 10 mm tro-



www.sages.org 330

S
A

G
E

S
2

0
0

8

SAGES 2008 Emerging Technology Poster Abstracts
car in parallel, also transvaginally. There was combined
endoscopic and laparoscopic dissection. There were 2
umbilical punctures for use of 3mm laparoscopic equip-
ment. The posterior colpotomy was closed with chromic
sutures.
Results: Operative time ranged from 85-260 min. Mean
operative blood loss was estimated of 44ml, mostly from
vaginal access. Mean abdominal CO2 pressure was
13mmHg. The total abdominal incision lenghts was 2x3mm
on umbilical scar. There was also 3 of the gallbladder done
from top down because the rigid instruments from the vagi-
na limit the exposure of the gallbladder. The patients recov-
ered well postoperatively, oral intake was began on the next
day. The first four patients were dismissed on the third post-
operative day, and the last patient was dismissed on the
first postoperative day. There was need of Tramadol 50mg
in 4 patients, and one patient claimed of vaginal discomfort.
There were no postoperative complications.
Conclusions: Tranvaginal NOTES is a feasible and safe alter-
native method for cholecystectomy in this preliminary clini-
cal experience. Available technology is still limited for natu-
ral orifice surgery, however this approach strongly suggests
better cosmetic results and less pain.

ETP096
N.O.T.E.S. TRANSVAGINAL CHOLECYSTECTOMY - TECHNI-
CAL STANDARTIZATION IN ANIMAL MODEL, LUIZ DECAR-
LI,FERNANDO C LIMA,RICARDO ZORRON,MARCOS
TANG,SERGIO R PIONEER,J I SANSEVERINO,R MENGER,C
A BECK,A SHULTE,ANDRE V BIGOLIN,ILIDIO ZANIN
JR,MICHEL GAGNER, Department of Surgery - Hospital
Irmandade Santa Casa da Misericórdia Porto Alegre- Brazil;
Department of Surgery - Mount Sinai Medical Center- Miami
Objectives: Transvaginal NOTES is a new diagnostic and
potentially therapeutic method of surgical endoscopy, and
technique is limited by lack of adequate instruments. The
research team developed a technique for NOTES transvagi-
nal cholecystectomy using available endoscopic and laparo-
scopic instruments, and the method was tested in acute and
survival animal study.
Methods: The IACCUC Commitée approval was obtained at
the institution for the experiment. The technique of trans-
vaginal NOTES cholecystectomy was applied in 2 acute and
3 survival applications in a canine model of 5 female sub-
jects (12-24kg). Transvaginal NOTES access was obtained by
endoscopic vaginal incision, and a Double Channel
Endoscope (GIF-2T160) Olympus Optical was introduced in
the abdominal cavity, and available endoscopic instruments
were used. There was combined endoscopic and laparo-
scopic dissection, but no use of laparoscopic camera. There
was 1 laparoscopic puncture for use of 3mm graspers.
Vaginal extraction of the specimen was obtained using
polipectomy snare, and cystic duct was closed with endo-
scopic clips.
Results: Operative time ranged from 96-144 min. The mean
estimated operative blood loss was 30 ml. Mean abdominal
CO2 pressure was 14mmHg. The 3 survival animals recov-
ered well postoperatively, oral intake was began on the
same day, and there were no postoperative complications
after 14 days.
Conclusions: Tranvaginal NOTES is a technical possibility
using available endoscopic and 3mm laparoscopic instru-
ments, and standardization of the described technique is
suggested.

ETP097
NOTES SIGMOIDECTOMY: INITIAL EXPERIENCE ON
HUMAN CADAVERS, Francois Pugin MD,Pascal Bucher
MD,Monica Hagen MD,Nicolas Buchs MD,Paul Swain
MD,Philippe Morel MD, University Hospital Geneva
Objective: Assessment of feasibility of NOTES sigmoid
resection on human cadavers.
Methods: Initial experience included two NOTES sigmoidec-
tomy on human female cadavers. A single 15 mm transvagi-
nal access was used and placed under endoscopic control
through a 10 mm umbilical port after creation of pneu-

moperitoneum. A flexible endoscope was introduced
transanally into the descending colon for large bowel mobi-
lization. Dissection of the descending and sigmoid colon
was achieved using a double channel 10 mm endoscope
and standard laparoscopic instruments (i.e. graspers, scis-
sors and bipolar coagulation) introduced though vaginal
port under umbilical optic control. After complete dissection
and mesosigmoid transsection using a vessel sealing elec-
trocautery device, the bowel was prepared for mechanical
circular colorectal side-to-end anastomosis. Circular stapler
anvil was pulled through the distal part of the left colon with
specifically designed pulling system. The upper part of the
rectum was transsected below the rectosigmoid junction
using linear laparoscopic stapler. The anastomosis was
completed using circular stapler inserted transanally. The
sigmoid to be ressected is then cut next to the anastomosis
using linear stapler. The ressected sigmoid was retrieved
using a specimen bag trough the vagina. The anastomosis
was checked by colonoscopy.
Results: Sigmoidectomy using this approach was performed
successfully twice without the need of additional port. The
procedure times were 240 and 200 minutes. Average speci-
men length was 16 cm. In both cases the endoscopic control
of anastomosis was satisfying.
Conclusion: This approach seems to be reasonable for non-
oncologic sigmoidectomy. The feasibility in clinical setting
has to be confirmed through further experimental cases on
cadavers and animal models. However this technique has
been proved to be safe and feasible using combination
available of endoscopic and laparoscopic skills and instru-
mentation in this initial experience on human cadavers.

ETP098
SCENARIO-BASED VIRTUAL SIMULATION PLATFORM FOR
OPEN SURGICAL PROCEDURES, Janey S Pratt MD,Yi-Je
Lim PhD,Tuan Le PhD,Neil Tardella MS,James English PhD,
Massachusetts General Hospital, Boston, MA and Energid
Technologies, Cambridge, MA
Objective: This presentation describes a new simulation-
based training system for open surgery. Though computer-
ized skill trainers for open surgery have been previously
developed, none has yet been integrated into a medical cur-
riculum or official training program. In this presentation, we
discuss our research in the development of just such a plat-
form-one that is affordable and can be easily used on the
job or at home and configured over the Internet.
Description: Our training system has four components: 1) a
didactic trainer, 2) an anatomy viewer, 3) a technique trainer,
and 4) a scenario-based trainer. The didactic trainer fosters
the development of reusable learning content. An easy-to-
use authoring tool allows the instructor to add content
describing a condition or procedure in as much detail as
desired. The anatomy viewer allows trainees to see richly
detailed anatomy in a 3D graphical environment and select
anatomical features of interest for visual enhancement. The
technique trainer allows the user to select a particular tech-
nique within each procedure. Additions to the trainer of a
hand held haptic optional device could allow for simulated
practice of a specific operative technique. The scenario-
based trainer takes students through an entire simulated
procedure from start to finish, allowing multiple paths to
completion with both common and rare complications built
in. The authoring tool also allows for creation of new sce-
narios specific to the surgeon author. Decision making can
be scored to allow for direct feedback to learners about the
appropriateness of their choice in the scenario being simu-
lated.
Conclusions: Reduced training hours and fewer medical
cases being performed in residency underscore the need for
alternative learning methods. We have designed and creat-
ed a platform that balances realistic hardware interfaces
with dynamic, interactive and educational scenario genera-
tion through an easy-to-use authoring tool, allowing for sur-
geon specific simulation.
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ETP099
SELF-RETAINING LAPAROSCOPIC TISSUE SPREADING
INSTRUMENT, Gus J Slotman MD, Our Lady of Lourdes
Medical Center, Camden, NJ
INTRODUCTION: As minimally invasive abdominal opera-
tions become more technically complex, hand instruments
that enhance the surgeon’s efficiency of movement, and that
also minimize the number of access ports required will
become increasingly important. Currently available tissue
spreaders use the patient’s abdominal wall as a fulcrum, by
which the intraperitoneal action end is pushed against the
structures to be retracted, in one direction only. Thus, two
hand instruments, and two access ports, are needed when
tissues must be separated in opposite directions for opera-
tive exposure.
OBJECTIVE: To develop a self-retaining laparoscopic tissue
spreading instrument that retracts intra-abdominal struc-
tures at 180 degrees, ie. in two opposite directions, using a
single access port.
METHODS AND INSTRUMENT DESIGN: We designed a
laparoscopic hand instrument that will fit through a 10mm
access port but that, when opened inside the abdomen, at
the business end will spread tissues apart by 6cm or more,
sufficient to provide operative site exposure. The self-retain-
ing property of the instrument, similar in concept to the
standard self-retaining retractors used on the skin in open
procedures, frees two hands of the operating team from
retracting to actually operating. An articulating head, also
self-retaining in position, provides the surgeon the means of
accurately positioning the spreading arms and controlling
the tissue spreader to facilitate the surgical procedure and
minimize trauma to surrounding tissues. The extra-peri-
toneal end can be modified to fit an type of hand control:
pistol grip, screw mechanism, palm controlled, etc.
RESULTS: We constructed a prototype with a palm control
hand end and two spreading arms 10mm high and 5cm in
length. The distal head articulates 45 degrees. When fully
spread, the arms separate tissues in opposite directions
6.5cm apart. Self-retaining mechanisms hold positions of
both the spreading arms and the articulating mechanism.
We have used the prototype successfully in laparoscopic
anterior approaches to the lumbar spine. This instrument
may facilitate also minimally invasive prostate and bladder
surgery, node dissections, and other advanced procedures
where tissues must be spread at 180 degrees for proper
exposure.
CONCLUSIONS: A self-retaining tissue spreading instrument
is presented that holds intra-peritoneal structures apart in
opposite directions to aid in performing advanced laparo-
scopic surgery.

ETP100
OPENED PICTURE OF THE COLON WITH 3D INFORMATION
FROM ENDOSCOPIC IMAGE- A PRELIMINARY REPORT-,
Tatsuo Igarashi MD,Satoshi Zenbutsu,Yukio Naya
MD,Harufumi Makino MD, Research Center forFrontier
Medical Engineering, Chiba University
Objectives: Virtual colonoscopy using 3D-CT or MRI can dis-
play an opened picture of the entire colon (Hoppe H et al.
AJR, 182: 1151-8, 2004, Haker S et al. IEEE Transact Med
Image, 19: 665-70, 2000). Such a picture can show size and
location of the lesions. However, images of virtual
colonoscopy lack color information, and requires sufficient
volume of the tumor for its depiction. Since endoscopic
image includes color information with higher resolution, an
opened picture from the colonoscopic image will provide
better information than that of virtual colonoscopy. Here we
developed a new software to display an opened picture of
the endoscope with 3D information, and tested its perform-
ance. Methods: The colonoscope is slowly pulled through
the colon scanning the image of luminal surface. The soft-
ware, works in the Windows PC, is designed to extract color
and distance information between the scope and the object
from the video image, and arrange them in a virtual plane.
Thus opened 3D image of the colon is created automatically.
Video images of colonoscopy in three patients were record-

ed and processed to create the opened picture. Results: Fine
architecture of the blood vessels and 3D structure of the
folds are clearly reconstructed in the picture processed from
the video files of three patients (figure). In one patient, a
polyp and a sessile cancer can be detected with consistent
cross sectional shape. Conclusions: Automatic processing of
an opened picture of the colon from colonoscopic image is
possible. Such pictures will add objective information about
location, size, number and range of the lesions of the colon.

ETP101
RAPID CLEARANCE OF GASTROINTESTINAL HEMOR-
RHAGE WITH A NOVEL ENDOSCOPIC DEVICE, Harry W
Simmons DO,Jon M Baugh BS,Nicholas T Branscomb BS,
Doug E Lucas BA,Suzanne N Kersbergen BS,Raul A Mirza
MS,Vivek Ramakrishnan MS, Edward Via Virginia College of
Osteopathic Medicine
Visualization during endoscopic control of GI hemorrhage
continues to be a problem for endoscopists. The ability to
determine the exact source of an acute GI hemorrhage is
difficult due to blood, clots, and particulate matter. Such
procedures can be time consuming, especially with current-
ly employed methods necessitating insertion, removal, and
reinsertion of the endoscope, suction and/or evacuation
devices. These protocols include many disadvantages:
1)Evacuation of the fluid is operator dependent. 2)No stan-
dard protocol or equipment is available to streamline or
enhance the efficiency of aspiration, and most importantly,
3)Current methods have demonstrated to take up to two
hours for complete evacuation. Using REGIIS, a novel endo-
scopic device, we will demonstrate improved irrigation pres-
sure compared to current devices and will demonstrate
rapid endoscopic clearance of large amounts of blood, clots,
and particulate matter within the upper and lower GI tracts.
REGIIS will provide enhanced visualization at the site of
insult while using only a fraction of the time required by
current methods. In surgical and procedural practice, this
will allow clinicians to rapidly identify the bleeding source,
minimize trauma to the patient, reduce the volume of blood
loss, and decrease the duration of anesthesia.
REGIIS* is a cost efficient, novel endoscopic accessory
device that utilizes rapid irrigation and is equipped with a
suction device. REGIIS* bypasses the need to remove and
reinsert the endoscope and/or other evacuation devices dur-
ing procedures where irrigation and suction is required.
REGIIS was tested utilizing a swine model. Total time from
endoscopic insertion to visualization of a “bleed site”
masked by 250mL of blood, averaged seven minutes. Total
clearance of the hollow organ averaged ten minutes, forty-
five seconds. Laparoscopic monitoring of pre-, intra- and
post-endoscopic evacuation revealed no gross anatomical
damage. Laboratory serum chemistry and hematological
values were obtained pre- and post-operatively to determine
significant physiologic changes that may result during inter-
im use of REGIIS; these assays showed no change outside
normal swine reference values3, 6.
The use of REGIIS in any endoscopic procedure obfuscated
by hemorrhage will clearly result in a fast and efficient
method for diagnosing GI pathology, augmenting decreased
morbidity and mortality, and allow for a more rapid and effi-
cacious recovery for the patient.

ETP102
SINGLE PORT LAPAROSCOPIC RENAL SURGERY: INITIAL 30
CASES, Jihad H Kaouk MD,Raj K Goel MD,David Canes
MD,Robert Stein MD,Georges-Pascal Haber MD,Monish
Aron MD,Inderbir S Gill MD,Mihir M Desai MD, Cleveland
Clinic
Introduction: Single Port Laparoscopic (SPL) renal surgery is
challenging due to parallel placement of surgical ports.
However, with advances in surgical instrumentation, it is
now being revisited. NOTES (Natural Orifice Translumenal
Endoscopic Surgery) is a novel approach to scar-free sur-
gery. Alternatively, scar-free surgery can be performed via
the umbilicus. We report the initial clinical series of ablative
and reconstructive SPL procedures in urology.
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Methods: 30 patients underwent SPL procedures for various
indications through a solitary intra-umbilical incision using a
specialized multi-channel single-port device. Through an
open Hassan technique, transperitoneal access via the
umbilicus or retroperitoneal access at the tip of the 12th rib
was obtained. Data were collected prospectively into an IRB
approved database.
Results: Surgeries include renal cyst decortication (n=2),
renal wedge biopsy (n=1), cryotherapy (n=7), pyeloplasty
(n=7), nephrectomy (n=8) (simple, n=4; radical, n=1; donor,
n=3) and partial nephrectomy (n=5). Operation time (120-
360min), EBL (20-550ml), and hospital stay (1-22d). Donor
nephrectomy: median warm ischemia time=4.7min.
Complications occurred in 2 patients: corneal abrasion
(n=1), and bleeding after a partial nephrectomy requiring
angio-infarction (n=1).
Conclusions: This initial experience with urologic SPL is
encouraging. Complex reconstruction and even donor
nephrectomy procedures were successfully performed. The
umbilicus presents a versatile access platform to various
abdominal quadrants.

ETP103
SINGLE PORT LAPAROSCOPIC PELVIC SURGERY. A NEW
APPROACH, Jihad H Kaouk MD,Raj K Goel MD,George-
Pascal Haber MD,Coutenay Moore MD,Raymond R Rackley
MD,Inderbir S Gill MD,Steven Campbell, Cleveland Clinic
Introduction: The minimally invasive approach to pelvic sur-
gery has expanded significantly. With the development in
articulating surgical instruments and steerable telescopes,
operating via a single multichannel port has now been
made possible. Herein, we report the initial experience with
Single Port Laparoscopic (SPL) pelvic surgery.
Methods: Through an IRB approved database, record of all
single port laparoscopic pelvic surgery was collected
prospectively. Single port access was gained via the Uni-X™
Single Port Access (Pnavel Systems, Inc) trocar. A peri-
umbilical approach using the open Hassan technique was
utilized to gain transperitoneal access for all procedures.
The entire procedures were performed through the umbili-
cal port exclusively without insertion of any additional ports
or instruments.
Results: A total of 11 pelvic urologic surgeries were com-
pleted successfully via a single multichannel port. In total,
three radical prostatectomies, six sacrocolpopexies, and two
radical cystectomies and bilateral pelvic lymph node dissec-
tion were performed. Overall mean patients age and BMI
were 64.4 ± 13 years and 25.3 ± 2.2 kg/m2 respectively. No
complications or conversions to standard laparoscopy were
encountered during any procedures. Operative time ranged
170-360 min, and estimated blood loss was 50-275cc.
Hospital stay ranged 1.7 to 7 days. Surgical margins were
negative for all oncology cases except for 1 radical prostate-
ctomy with focally positive margins. Although follow-up at
this time is limited, there is no evidence of recurrent pro-
lapse or biochemical PSA failure.
Conclusion: We have been able to demonstrate that laparo-
scopic urological pelvic surgery through a single multichan-
nel port is feasible. Long term follow-up is needed to estab-
lish the role of SPL for pelvic malignancy but early results
are encouraging.

ETP104
PRECLINICAL AND CLINICAL DEVELOPMENT OF A LARGE
OVERTUBE (MEGACHANNEL™) FOR INTERVENTIONAL
PROCEDURES AT COLONOSCOPY, Gerd R Silberhumer MD,
Wayne Noda MD,Tudor Birsan MD,Gerhard Prager PhD,
Arnulf Ferlitsch MD,Devendra Desai PhD,Ajay Kumar PhD,
Guduru V Rao PhD,Christoph Gasche PhD, Departments of
Surgery and Gastroenterology and Hepatology, Medical
University of Vienna, Austria; Minos Medical Inc. Irvine, CA;
Hinduja Hospital, Mumbai, India; Indraprastha Apollo
Hospital, New Delhi, India; Asian Institute of
Gastroenterology.
Objective: A less-invasive endoscopic method for inverting
and removing the appendix through flexible colonoscopy
has been previously described (Silberhumer G, GIE 2008, in

print). During development and testing of this new tech-
nique a large colonoscopic overtube (Megachannel™) was
designed that may facilitate endoscopic procedures within
the right colon.
Methods: Two overtube prototype versions (22 and 25mm
outer diameter, both 100cm in length) were constructed of a
wire reinforced polyvinylchloride plastisol tube with a ther-
moplastic distal tip and a proximal hub with integrated
scope seal. A rounded introducer plug was fitted onto the
distal tip and formed a smooth solid surface between the
overtube and colonoscope to prevent any tissue entrap-
ment. This Megachannel™ was tested in pigs, human
cadavers and patients undergoing colonoscopy.
Results: For all studies, the overtube was loaded onto a
160cm lower GI endoscope (Pentax and Olympus) and intro-
duced via colonoscopic guidance. In initial cadaver experi-
ments, the 25mm overtube was difficult to pass into the
descending colon and was therefore not further evaluated.
Using the 22mm design, the cecum was reached in 4/6
cadavers (failures due to incomplete bowel prep and inabili-
ty to pass the sigmoid flexure). Pig tests demonstrated
excellent safety. The Megachannel™ was further applied in
10 patients (5 female, mean age 47a) undergoing
colonoscopy. The cecum was reached in 8/10 patients within
18min (3 to 35min), with 73cm (60 to 90cm) of the overtube
being inserted into the colon. Mild tissue bruises were
observed in 5/10 patients, mild to moderate pain was report-
ed in 3/10. In 2 patients the Megachannel assisted the
removal of multiple polyps as tissue was repeatedly
retrieved through the device.
Conclusions: A large overtube (MegachannelTM) that can be
introduced into the right colon via colonoscopy was preclini-
cally and clinically tested. This new device can be safely
placed in the cecum and is useful for in a variety of colonic
interventions that require repeated insertion and removal of
the scope such as removal of multiple or large polyps.

ETP105
COMPARATIVE ANALYSIS OF THE OPTICAL PROPERTIES
OF A NOVEL, VARIABLE VIEW RIGID LAPAROSCOPE, Lora
Melman MD,Margaret M Frisella RN,Kathryn Cook, Brent D
Matthews MD, Department of Surgery, Washington
University School of Medicine, St. Louis, Missouri
Objective: Standard rigid laparoscopes have a fixed angle of
view (0-degree, 30-degree, etc...) and deflectable tip laparo-
scopes require external deflection of the tip to alter the
viewing angle; therefore requiring additional room for
maneuverability in restricted spaces. A variable-view laparo-
scope (EndoCameleon, Karl Storz Endoscopy, Tuttlingen,
Germany) that may be attached to any standard surgical
camera and allows for a 0-degree to 120-degree viewing
angle without the need for external tip deflection is in devel-
opment. The purpose of this study is to compare the optical
properties of this variable-view prototype laparoscope to
fixed angled and a deflectable tip laparoscope.
Methods: Quantitative comparisons of optical properties (3
cm from scaled target) for standard 10 mm rigid forward
viewing (0-degree) and forward-oblique (30-degree) laparo-
scopes (Karl Storz Endoscopy, Tuttlingen, Germany), a 10
mm deflectable tip laparoscope (LTF-Type V3, Olympus,
Tokyo, Japan) and the 10 mm variable-view laparoscope
was completed on an inanimate abdominopelvic model.
Results: Measurements were performed in a neutral posi-
tion* and with active± internal or external deflection.

Field of View* Image Size* Image Range±
0-degree 4.0 cm 14.8 cm2 N/A
30-degree 3.7 cm 13.3 cm2 N/A
Flexible Tip 3.8 cm 14.1 cm2 10.8 cm
EndoCameleon 3.4 cm 11.2 cm2 12.8 cm
Conclusions: The image range of the variable-view laparo-
scope is greater than with external deflection of the deflec-
table tip laparoscope despite a reduced degree and length
field of view for the variable-view laparoscope. A qualitative
evaluation of image clarity, color reproduction, close-up and
distant view focus and image size/borders is ongoing.
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ETP106
TRANSUMBILICAL ENDOSCOPIC CHOLECYSTECTOMY IN
HUMANS: A FEASIBLE TECHNIQUE OF HYBRID N.O.T.E.S, R
PARTHASARATHI MD,P S RAJAN MD,C PALANIVELU,P
SENDHIL NADHAN MD,V G MOHAN PRASAD MD,P
PRAVEEN RAJ MD, GEM Hospital & Postgraduate Institute,
45-A Pankaja Mill Road, Coimbatore 641045, INDIA
Background: NOTES is the newest technique emerging in
the field of surgery. There are several techniques described
in the literature, though there is no standardization yet. We
describe a technique of hybrid NOTES: transumbilical endo-
scopic cholecystectomy in humans. Materials and Methods:
Six patients successfully underwent transumbilical endo-
scopic cholecystectomy. Patients with complicated disease,
obesity, pelvic inflammation (in females) and previous lower
abdominal surgeries were excluded. Results: The average
age of the patients was 29.5 years. Four out of ten patients
were converted to conventional laparoscopy due to difficult
dissection in 2 cases and uncontrollable hemorrhage in 2
cases. The mean operating time was 133.5 minutes. Only 1
dose of intravenous analgesics was administered postopera-
tively. Hospital stay was 1-2 days and the complication rate
was 16.6%. The follow-ups were scheduled at 7 days, 30
days, 90 days and 6 months. Conclusion: So far, this tran-
sumbilical approach to cholecystectomy in a human series
has not been reported. We think that this approach is an
ideal technique of hybrid NOTES, and helps to train laparo-
scopic surgeons to make the transition to pure NOTES.
Unlike the transgastric or transvaginal approaches, the
umbilical approach allows easy maneuverability of the
endoscope without the danger of sepsis associated with
translumenal approaches, in an “invisible’ umbilical scar.
The technical ease of the procedure and early outcome
seem satisfactory.

ETP107
USE OF THE G-PROX® TISSUE APPROXIMATION DEVICE
FOR GASTROTOMY CLOSURE IN HUMAN NOTES PROCE-
DURES, Lee L Swanstrom MD,Eric Hungness MD, Mark E
Whiteford MD,Nat J Soper MD, Legacy Health System ,
Northwestern University
Background: Natural Orifice Translumenal Endoscopic
Surgery (NOTES) has advanced rapidly since the initial
NOSCAR meeting in July, 2005. The first hybrid human
NOTES cholecystectomy procedures were performed in the
US in 2007. A substantial hurdle in the safe adoption of
NOTES is the ability to securely close the gastrotomy endol-
umenally.
Methods: The g-Prox Tissue Approximation Device (USGI
Medical, San Clemente, CA) is an endoscopic sewing
machine that enables deep or full-thickness suturing. It con-
sists of a 6mm grasper that infolds the gastric wall, a hollow
needle then pierces both thicknesses of the wall and
deposits a suture with a pledget on one side. The grasper is
released and a second pledget on the other end of the
suture is deployed and can be cinched at any time to
approximate the tissues. For human gastrotomy closure, the
device is inserted transorally into the stomach through the
TransPort Operating Platform before the gastrotomy is
made. A pair of suture anchors is placed on either side of
the target gastrotomy site. The anchors are not cinched,
allowing the endoscope to pass through the gastrotomy and
into the peritoneal cavity. Once the scope is retracted back
into the stomach at the conclusion of the surgery, the suture
anchor tails are used to help locate the gastrotomy in the
deflated stomach. The anchors are then cinched, bringing
the edges of the gastrotomy together. Additional anchors
are placed as needed to create a leak proof closure. An aver-
age of 4 pairs are needed to close the gastrotomy.
Methelyne blue dye is used to test the closure for leaks
under laparoscopic view using a needlescope. 4 human
NOTES choles have been performed using the G-prox sys-
tem.
Results: A laparoscope was also used in these 4 procedures
to confirm all closures were leak-tight and secure.
Additional ports were placed if needed to expedite the sur-

gery. The number of laparoscopic ports was reduced from
three in the first procedure to only one in the fourth.
Laparoscopic suture over-sewing was performed in the first
2 patients as a conservative measure. Leak proof closure
was achieved in later patients with endolumenal tissue
anchors alone. No leaks occurred and all patients recovered
uneventfully.
Conclusion: The ability to reliably close a gastrotomy
through the mouth is a key advancement in NOTES tech-
nique - and the next step towards safely performing NOTES
procedures.

ETP108
A NOVEL TECHNIQUE OF NOTES ™ TRANSVAGINAL
ENDOSCOPIC, R PARTHASARATHI MD,P S RAJAN MD,C
PALANIVELU MD,V G MOHAN PRASAD MD,P SENDHIL
NATHAN MD,VIJAYAN KALYANA KUMARI MD,M RAN-
GARAJAN MD, GEM Hospital & Postgraduate Institute, 45-A
Pankaja Mill Road, Coimbatore 641045, INDIA
Introduction: NOTES represents an emerging technology,
including under its umbrella a variety of approaches and
combinations. The transvaginal approach to endoscopic
cholecystectomy is one such technique, which we present
here as a small series. Patients and Methods: From May to
November 2007, a total of 8 patients were scheduled to
undergo transvaginal endoscopic cholecystectomy at our
institute. Two patients were excluded as they were convert-
ed to laparoscopy due to technical difficulties. Results:
Average age of the patients was 34.5 years, and mean BMI
was 27 kg/m2. The mean operating time was 148.5 minutes.
Patients were discharged on an average of 4 postoperative
days. Discussion: Ever since the first description of NOTES,
there has been no standardised technique yet. In our tech-
nique, we have used a 3-mm trocar for visualizing the entry
and exit of the endoscope, maintaining, measuring pneu-
moperitoneum, and retraction of the gall bladder fundus.
The transvaginal approach seems to be a viable alternative
to the transgastric approach for cholecystectomy, as the
transgastric approach has certain inherent problems like
leak from the gastrotomy site.

ETP109
TRANSVAGINAL ENDOSCOPIC APPENDECTOMY IN
HUMANS: AN UNIQUE, P SENDHIL NATHAN MD,C
PALANIVELU MD,P S RAJAN MD,R PARTHASARATHI MD,M
RANGARAJAN MD,K SENDHIL KUMAR MD,V G MOHAN
PRASAD MD,P PRAVEEN RAJ MD, GEM Hospital &
Postgraduate Institute, 45-A Pankaja Mill Road, Coimbatore
641045, INDIA
Background: NOTES is the newest technique emerging in
the field of surgery. There are several techniques being
described; however there is no standardization yet. We
describe the transvaginal approach for endoscopic appen-
dectomy in humans, probably the world’s first report.
Materials and Methods: Out of a total of 6 patients, a totally
endoscopic transvaginal appendectomy was successfully
performed for 1 patient. Pneumoperitoneum was achieved
via a Veress needle in the umbilicus. Routine 12-mm endo-
scope and routine instruments were used. Peritoneal access
was gained via a transvaginal approach through the posteri-
or fornix. Results: The other 5 patients were either convert-
ed to conventional laparoscopy or aided by a laparoscope.
The average age of the patients was 29.5 years. The mean
operating time was 103.5 minutes. Hospital stay was 1-2
days. The follow ups were scheduled at 7 days, 30 days, 90
days and 6 months. The vaginal wound was examined by
the gynecologist and found to have completely healed dur-
ing the first and second follow up. Discussion: So far in
humans, transgastric appendectomy and cholecystectomy,
and transvaginal cholecystectomy have been reported. A
transvaginal endoscopic appendectomy in humans has not
been reported yet. The transvaginal approach provided a
“normal’ image of the target organ, unlike the inverted
image of a transgastric approach caused by the inability to
manipulate the scope outside the mouth. The technical ease
of the procedure and early outcome seem satisfactory,
though comparative studies are needed to confirm this.
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ETP110
TRANSUMBILICAL ENDOSCOPIC APPENDECTOMY IN
HUMANS: ON THE, P SENDHIL NATHAN MD,C PALANIVELU
MD,P S RAJAN MD,R PARTHASARATHI MD,K SENDHIL
KUMAR MD,M RANGARAJAN MD,G S MAHESH KUMAAR
MD, GEM Hospital & Postgraduate Institute, 45-A Pankaja
Mill Road, Coimbatore 641045, INDIA
Background: Natural orifice translumenal endoscopic sur-
gery is the newest technique emerging in the field of sur-
gery. There are several techniques described in the litera-
ture, though there is no standardization yet. We describe a
transumbilical approach for endoscopic appendectomy in
humans. Materials and methods: Eight out of 12 patients
with uncomplicated appendicitis successfully underwent
transumbilical endoscopic appendectomy. Patients with a
mass, abscess or perforated appendix, previous lower
abdominal surgeries and conversion to laparoscopy (4
patients) were excluded. Results: The average age of the
patients was 32.5 years. The mean operating time was 95
minutes and conversion rate was 33.3%. Only 1 dose of
intravenous analgesics was administered postoperatively.
Hospital stay was 1-3 days. The follow-ups were scheduled
at 7 days, 30 days, 90 days and 8 months. Six patients com-
pleted all the follow ups, and experienced no problems.
Discussion: So far, this transumbilical approach to appen-
dectomy in humans has not been reported. We think that
this method of approach is an effective technique by itself
and an ideal ‘stepping stone’ to NOTES, and helpful to train
laparoscopic surgeons to make the transition to full-fledged
NOTES. Unlike the transgastric or transvaginal approaches,
the umbilical approach allows easy maneuverability of the
endoscope, at the cost of an umbilical scar. The technical
ease of the procedure and early outcome seem satisfactory.
This technique may be considered as a ‘precursor’ to
NOTES.

ETP111
DEPTH PERCEPTION BY MOVEMENT PARALLAX IN
LAPAROSCOPIC SURGERY: WHEN AND FOR WHOM?,
Tatsuo Igarashi MD,Yukio Naya MD,Kunio Yamaguchi
MD,Harufumi Makino MD, Research Center forFrontier
Medical Engineering, Chiba University
Background: In laparoscopic surgery, surgeon acquires 3D
information in various ways, such as tactile sensation, shad-
ow and motion of the objects, etc. We had reported depth
perception is possible by movement parallax using conven-
tional video processor and motion stabilization software
(Proceeding of SAGES 2007, pp.329). Unique feature of the
system is seamless switching between 2D and 3D vision;
when the scope stand still 2D vision is displayed, and when
scope starts to track something, 3D vision appears. We test-
ed the performance of the system addressing proper situa-
tion for adjusting 3D vision in laparoscopic surgery.
Materials and Methods: Motion stabilization software, works
on Windows PC, is kindly provided from ProTrack Ltd.).
Fifteen volunteers without any experience of medical career
had carried out two tasks using trainer box under 2D and 3D
vision. Task 1 comprised moving three pins for 6 times
under each vision, and task 2 suturing two markers with 4
mm of diameter for 3 time each. Every volunteer had 20
minutes of instruction before performing the tasks. Time
and accuracy were estimated. Results: Eleven subjects (73
%) perceived depth cue. In task 1, no difference was
observed between 2D and 3D vision. Among 12 subjects
proceeded to task 2, 6 achieved god skill enough to com-
plete suturing within 60 seconds in 2D vision. Interestingly,
three of these six subjects didn’t perceived depth cue in 3D
vision. In remaining six subjects, 3D vision contributed to
improve the time (p=0.095) and accuracy (p=0.076) of sutur-
ing task. Conclusions: 3D vision is required in some meticu-
lous tasks during laparoscopic surgery, suggesting seamless
switching of 2D and 3D vision is preferable. Those who per-
ceive depth cue are considered to be candidates for receiv-
ing benefits of the system.

ETP112
SINGLE INCISION LAPAROSCOPIC UMBILICAL HERNIA
REPAIR, Kurt E Roberts MD, Yale School of Medicine,
Department of Surgery
INTRODUCTION
Single Incision Laparoscopic Surgery describes the method
of accessing the abdominal cavity through one small skin
incision to perform surgery. Endoscopes with a working
channel or flexible instruments are usually necessary to per-
form complex surgeries using this new technique.
Here we describe the first case series of single incision
laparoscopic surgery using only one 11mm port for the
repair of umbilical hernias eliminating the need for transcu-
taneous transfascial stitches.
MATERIAL AND METHODS
Three consecutive patients with an umbilical hernia greater
than 3cm were assigned to undergo a single incision laparo-
scopic umbilical hernia repair in November 2007. One
11mm port was placed in the left upper quadrant in all
cases. A 10mm rigid endoscope with a 5mm working chan-
nel was used. A Parietex mesh, with 2 stitches at the superi-
or and inferior edge, was placed intraabdominal. The pre-
placed stitches were then sited superiorly and inferiorly of
the hernia defect to the anterior abdominal wall and tied.
Once in good position, Protack’s were placed circumferen-
tially. Additionally, two lateral mesh fixation stitches were
then placed in a similar fashion. All four mesh fixation
stitches were therefore placed and tied purely intraabdomi-
nal replacing the traditional transcutaneous transfascial
stitches.
RESULTS
Average age was 39years (range 29-46years) with an aver-
age operative time of 92min (range 85-96min). No major or
minor complications were observed. Short-term follow up
showed no hernia recurrences.
CONCLUSIONS
Our new single incision laparoscopic umbilical hernia repair
seems to be a safe and easily reproducible technique for the
repair of umbilical hernias eliminating the need for transcu-
taneous transfascial stitches. Presumable advantages
include less pain, decreased mesh infections, reduction of
possible complications from port sites and better cosmesis.
More studies are prudent to determine the exact advantages
of this new technique.

ETP113
SAFETY AND FEASIBILITY OF SPYGLASS: A NEW PERORAL
SINGLE OPERATOR CHOLEDOCHOSCOPY SYSTEM, J
Martinez MD,C Ro MD,A Iglesias MD,M LoMenzo MD,A
Madan MD,B Dunkin MD, University of Miami, Miller School
of Medicine (1), The Methodist Hospital (2)
Objective:To evaluate the safety and feasibility of single
operator choledochoscopy using the SpyGlass system.
Peroral choledochoscopy was first introduced in the 1970’s.
It requires a thin fiberoptic scope that is introduced through
the working channel of a therapeutic duodenoscope. This
system also requires two physicians to work together during
the procedure. The thin fragile scope is limited by a single
working channel, two way deflection, and high maintenance
costs. Its widespread use has not been seen secondary to
these limitations. In 2006, The SpyGlass Direct Visualization
System™ was introduced as an alternative to traditional
peroral choledochoscopy. The expected advantages of this
system are single-operator system, four-way steering capa-
bility, independent irrigation channels, diagnostic and thera-
peutic capabilities, and disposable and multi-use compo-
nents.
Description of the Methods: A retrospective review of
patients requiring choledochoscopy was performed. A surgi-
cal endoscopist performed 168 endoscopic retrograde
cholangiopancreatography at our institution in one year. Of
this group, 10 (6%) patients had indications for peroral
choledochoscopic evaluation with the SpyGlass system. The
Spyglass cases were evaluated for the ability to cannulate,
completeness of intended procedure, tolerance of the proce-
dure, and complications.
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Results: Selective cannulation of the common bile duct with
the disposable Spycope delivery catheter was accomplished
in the 10 cases (100%) attempted. Introduction of an acces-
sory device through the working channel of the Spyscope
was required in 5 cases: 3 Spybite biopsy forces and 2
Holmium 400micron laser probe. Completeness of the
intended procedure (bile duct biopsy / laser destruction of
stone) was accomplished in the 5 cases (100%). The proce-
dure was tolerated with no immediate or post procedure
complication in the 10 patients (100%). The procedure was
accomplished under IV conscious sedation in 8 patients
(80%) and 2 patients (20%) required general anesthesia sec-
ondary to their co-morbid diseases.
Conclusion: The SpyGlass system demonstrated to be a safe
and feasible alternative when choledochoscopy is required.
Advantages of this single operator system and its increased
functional characteristics need to be evaluated in larger
prospective studies.

ETP114
TISSUE APPOSITION SYSTEM - FIRST CLINICAL EVALUA-
TION FOR COLONIC CLOSURE, Conor P Delaney
PhD,Vincent Obias MD,Bridget Ermlich RN,Brad Champagne
MD,Jeffrey Marks MD,Amitabh Chak MD, Department of
Surgery, Department of Gastroenterology, University
Hospitals Case Medical Center, Case Western Reserve
University, Cleveland, Ohio, USA
Introduction: Engineering sophistication in endoscopic sur-
gery provides a growing array of novel instrumentation for
minimally-invasive surgery, sparing patients risk and pro-
tracted recovery times. The tissue apposition system (TAS)
device is a novel T-tag system for endoscopic placement of
suture(s) and approximation of soft tissue. Closure of larger
defects generated in advanced endolumenal endoscopic
procedures can be accomplished with this device. We
describe the first human use of the TAS device as part of a
feasibility study, here applied to full thickness endoscopic
colon lesion resection as a potential alternate to laparoscop-
ic colectomy.
Methods: Patients with endoscopically unresectable polyps
who would require laparoscopic colectomy are being
enrolled to a feasibility trial under an IRB-approved protocol.
Under general anesthesia, laparoscopy is performed and the
polyp site visualized. If possible, polyps will be resected, if
necessary taking part of the muscularis with endoscopic
polypectomy. Frozen section will document benign disease.
The polypectomy site will be closed using the TAS device
(Ethicon Endo-Surgery) under laparoscopic control to avoid
injury to surrounding structures.
Results: The first patient was enrolled, and the 5cm cecal
polyp partly excised under laparoscopic control. There was
penetration to subserosa. Although the polyp could not be
completely resected, the muscular defect was closed with
the TAS device. A laparoscopic right colectomy was then
performed, and the specimen examined. The muscular clo-
sure was complete. The patient was discharged uneventfully
on post-operative day two.
Conclusion: This initial human experience demonstrates that
under laparoscopic control, the TAS device can be used in
the right colon, to close muscularis. Video segments and
still photographs will be used to demonstrate the technolo-
gy and outcome.

ETP115
TALON TRANSFASCIAL SUTURE DEVICE: A NEW DEVICE
FOR MESH FIXATION IN OPEN AND VENTRAL HERNIA
REPAIR., Jennifer E Keller MD,Charles J Dolce MD,K C
Walters MD,William L Newcomb MD,Jessica J Heath
BS,Amy E Lincourt PhD,David A Iannitti MD, Carolinas
Medical Center
Objective: Laparoscopic ventral hernia repair (VHR) has
become standard of care for patients with abdominal
defects. Need for transfascial sutures for mesh fixation dur-
ing VHR is well documented. The Talon transfascial suture
device (TSD) (Talon Medical, Inc., Marshfield MA) allows
unassisted deployment of transfascial sutures, using an
intracorporeal T-bar anchor for mesh fixation.

Methods: A porcine model of open and laparoscopic VHR
utilizing lightweight polypropylene, Surgisis®, and
Composix® mesh was used to demonstrate safety and effi-
cacy. Fixation constructs included transfascial #1 polypropy-
lene sutures (PS), spiral tacks, and TSD sutures. The Talon
TSD, a handheld device that deploys transfascial sutures
without intrabdominal suture manipulation, employs a
spring-loaded cartridge pre-loaded with #1 nylon sutures
with a stainless steel T-bar on either end. A large-bore nee-
dle fixed to the device is inserted transfascially and fired,
passing a T-bar through the mesh. The T-bar anchors the
suture within the abdomen as the needle is withdrawn. The
needle is reinserted lateral to the previous point of entry
and fired again inserting the opposing T-bar through the
mesh. The suture is ejected from the device, leaving the
mid-portion of the suture in an extracorporeal loop. The
loop is cut and the suture tied fixing the mesh to the
abdominal wall without the need for intracorporeal manipu-
lation of suture or use of a suture passer. The abdominal
wall is harvested. Specimens are sectioned and fixation con-
structs are tested for max load (ML) at failure of mesh, tis-
sue, or construct using a tensiometer (Instron Mini 44,
Canton MA). Results are compared between constructs
using ANOVA.
Results: TSD sutures (n=15) withstood a higher mean ML =
46.16 N (range, 19.4 - 72.8 N, +/-15.0) compared to ST
(n=13), mean ML = 7.32 N (range, 0.2 - 33.1 N, +/- 8.59) p<
0.0001. TSD sutures also withstood greater ML than PPS
(n=13), ML =36.05 N (range, 10.5 - 104.6 N +/- 23.76)
although not statistically significant. ML resulted in 86% of
ST failure at mean ML = 7.1 N compared to 33% failure of
TSD (mean ML = 54.66 N) and 15% failure of PPS (mean ML
= 21.0N).
Conclusions: The Talon TSD is an effective method of mesh
fixation during VHR. Rapid deployment of preloaded trans-
fascial sutures negates the need for intracorporeal manipu-
lation. Max load withstood during tensile testing is similar
to that of #1 PPS and greater than standard 5mm ST. This is
a promising fixation technology for use in open and laparo-
scopic VHR.

ETP116
SINGLE PORT SURGERY USING A NEW GAS-SEAL TROCAR
TECHNOLOGY, S Perretta MD,B. Dallemagne MD,M. Vix
MD,D. Mutter MD,J. Leroy MD,C. Solano MD,M. Asakuma
MD,J. Marescaux MD, IRCAD-EITS Institute, University
Hospital of Strasbourg
Background: Single port surgery may provide a bridge
between laparoscopic and translumenal endoscopic surgery.
Current trocars however depend on a physical seal to main-
tain intraperitoneal pressure intraoperatively. Here we
assess both the feasability and safety of an advanced tech-
nology port that instead uses a gas-curtain as seal
(AirSeal™ Surgiquest) and so allows multiple instrument
passage to the peritoneum simultaneously.
Materials and Methods: The experimental port utilises vor-
tex technology and is supplied with a re-circulation and fil-
tration pump to minimize gas consumption while maintain-
ing the pneumoperitoneum. The system provides real-time
pressure sensing that assures constant pneumoperitoneal
pressure while its design also obviates any need for perop-
erative smoke evacuation or optical lens cleaning.
A preliminary evaluation was conducted in 12 mini-pigs ran-
domized to laparoscopic cholecystectomy using a 12mm
AirSeal™ trocar system or the Thermoflator* (Karl Storz,
Tuttlingen Germany). The safety of the technology was
assessed by intraoperative monitoring of body temperature,
ECG, systemic arterial blood pressures, SpO2, peak and
mean airway pressures, total amount of CO2 insufflated,
and E T CO2.
Subsequently the system was tested in 3 separate experi-
mental laparoscopic models of cholecystectomy, sleeve gas-
trectomy and sigmoidectomy (six pigs per procedure
group). Abdominal oval or round AirSeal™ ports of varying
sizes (18,21,25mm) were used to allow concurrent operation
of a 5 mm 30° optic along with two working instruments.
Standard and curved tipped instruments of different length
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and size were used to improve the ergonomics of the work-
ing space. Feasibility was measured by record of operative
time (min) and difficulties encountered during exposure, dis-
section and stapling, intraoperative complications as well as
by surgeon’s satisfaction. An exploratory laparotomy fol-
lowed to assess the quality of the operation.
Results
All operations were technically feasible and successful with-
in a mean op.time of 24, 30 and 22 min for cholecystetomy,
sleeve gastrectomy and sigmoidectomy respectively. There
was no intraoperative complication, distress or hemody-
namic instability evident in any animal at any time. All
instrument exchanges were easily performed and the trocar
system was well accepted by the surgeons.

ETP117
POTENTIAL OF TEM INSTRUMENTS FOR SINGLE-PORT
SURGERY, Akiyoshi Kanazawa MD,Kan Toriguchi MD,Akira
Ishikawa MD,Minoru Ukikusa MD, Department of
Gastroentrological Surgery, Osaka Redcross Hospital
- Objective of the technology or device-&#8232;
Transanal endoscopic microsurgery (TEM) is one of stan-
dard method for rectal tumor resection. It already has many
devices for microsurgery. We considered that TEM system
can be a device for single-port surgery.
-Description of the technology and method of its use or
application-&#8232;
We test how the system can suitable for single-port surgery
using organ tissue and training box.
-Conclusions/Future directions.-
At this time, single port surgery leaves much room for
improvement. TEM system is not for single-port surgery, but
we may find several hints in it.

ETP118
HYBRID MINIMAL INVASIVE TECHNIQUE FOR SENTINEL
LYMPH NODE DISSECTION OF STOMACH IN PORCINE
MODEL, Young-Joon Lee PhD, Department of Surgery, Case
Western Reserve University, Case Medical Center, 11100
Euclid avenue, Cleveland, Ohio, 44106
Background: Natural orifice transluminal endoscopic sur-
gery (NOTES) could lead to potential benefits in clinical
applications. However, flexible enodoscope have multiple
limitation in peritoneal cavity, which can be overcome by
combining use of both laparoscopy and flexible endoscopy.
And none have described regional lymph node dissection.
This study aimed to describe a method of transvaginal sen-
tinel lymph node dissection of stomach in a porcine model
using hybrid technique.
Methods: Lymph node dissection were performed on 40-kg
pigs under general anesthesia.
Pneumoperitoneum was created with a Hasson open tech-
nique, and a laparoscopic 10-mm port was inserted. Under
laparoscopic 2 ml of 0.63% indocyanine green solution was
injected endoscopically into the submucosal layer at four
points the gastric anterior wall. Under laparoscopic observa-
tion, vaginal access was achieved with conventional instru-
ments, and a 2-channel endoscope was inserted into the
peritoneal cavity. Under direct observation through the flexi-
ble endoscope, stained lymph nodes were dissected by
endoscopic grasping forcep, and laparoscopic dissector
through the another trocar. The sentinel lymphatic basin dis-
section was successfully done.
Result: The sentinel lymphatic basin dissection was success-
fully performed with no intraoperative complications.
Transvaginal endoscopic visualization of the stained sentinel
lymphatic basin and other intraperitoneal organs was very
good. The laparoscopic port enabled a stable pneumoperi-
toneum, good traction and countertraction. Ligation of the
perigastric vessels and dissection the lymph nodes were
achieved using commercially available devices and endo-
scopic accessories.
Conclusion : One port and transvaginal lymphatic basin dis-
section of stomach is technically feasible, because laparo-
scopic port is needed to observe the penetration of vagina
wall nly. This procedure has the potential to be an alterna-
tive to laparoscopic sentinel lymph node dissection of stom-

ach.

ETP119
WHICH WORKS BEST? COMPARING VIRTUAL REALITY AND
HYBRID SURGICAL SIMULATORS, Fiona Slevin, Haptica Ltd
Most Surgical Simulators offer similar curricula and learning
modules. Most have been validated as having face and con-
struct validity. But which one works best?
Method
Published research comparing surgical simulators was
reviewed. Each of the studies compared at least one Virtual
Reality (VR) simulator to the ProMIS mixed reality (hybrid)
simulator from Haptica Inc. Studies reviewed were: STUDY1
- COMPLEX LAPAROSCOPIC TASK PERFORMANCE ON TWO
NEW COMPUTER-BASED SKILLS TRAINING DEVICES,
Fellinger et al, SAGES 2006; STUDY2 - COMPUTER-BASED
LAPAROSCOPIC AND ROBOTIC SURGICAL SIMULATORS [ ],
Lin et al, SAGES 2007; STUDY3 - COMPARISON AND VALI-
DATION OF TWO DIFFERENT SURGICAL SKILLS SIMULA-
TORS; Hahnloser et al, SAGES 2007; STUDY4 - AUGMENT-
ED VERSUS VIRTUAL REALITY LAPAROSCOPIC SIMULA-
TION: [ ], Botden et al, World J Surg. Apr 2007; STUDY5 -
CRITERION-BASED TRAINING WITH SURGICAL SIMULA-
TORS [ ], Heinrichs et al, JSLS Sept 2007.
Results
Study1 (Fellinger 2006) compared a Suturing Task on
ProMIS and SurgicalSIM (METI). ‘Post-task survey scores for
ProMIS were significantly higher for overall realism and
thread behavior, reflection of clinical ability, and overall edu-
cational value.” Study 4 (Botden, 2007) compared ProMIS
and LapSim (Surgical-Science) for basic skills and suturing.
“ProMIS was regarded as a better simulator on all tested
features”, and was “more realistic, had better haptic feed-
back and was more useful. Study 2 (Lin, 2007) compared
Robotic Surgery Simulator (SimSurgery), ProMIS and
SurgicalSim for suturing and knot-tying. ProMIS metrics
were better at discerning predicted performance differences
between experts and nonexperts with a single task iteration.
Study 3 compared ProMIS with the Xitact LS500 and report-
ed that ProMIS was “more realistic (70% vs. 20%) and more
useful (65% vs. 36%)”. Study 5 compared basic surgical
skills in five simulators: Lap Mentor (Simbionix); LapSim;
SurgicalSIM; ProMIS and LTS2000 ISM60 (RealSim) and
asked surgeons to evaluate overall simulator effectiveness.
ProMIS had a mean effectiveness rating of 3.56 versus 3.22
and 3.11 for LapSim and SurgicalSim respectively.
LapMentor scored 3.56; the LTS200 scored 3.78.
Conclusions
In all the studies, the ProMIS mixed reality simulator out-
performed the pure virtual reality simulator(s) in terms of
effectiveness and user preference.

ETP120
CAN PARKINSONIAN MOVEMENT METRICS APPLIED TO
DAVINCI ROBOT MOTION DATA ASSESS SURGICAL EXPE-
RIENCE?, J N Afthinos MD,A Burra MS,M J Latif MD,M A
Attiyeh BS,X Li PhD,J Fernandez MD,S K Balaram MD,G J
Kim MD,F Y Bhora MD,J A Teixeira MD,J J McGinty,M D
Tilson III MD,G J Todd MD,S J Belsley MD, Department of
Surgery St. Luke’s-Roosevelt Hospital Center, New York, NY
Introduction: A reproducible quantitative measure of surgi-
cal skill is of increasing importance as the movement to
standardize surgical training evolves. Although movement
metrics are routinely used in the stroke and Parkinson’s dis-
ease literature to describe the quality of a patient’s move-
ments in an affected extremity, the difficulty of efficient and
reproducible assessment has hampered application to surgi-
cal training. The DaVinci robot is a surgical computer capa-
ble of recording 3D hand motion. The goal of our study was
to measure Parkinsonian movement metrics using the
advanced programming interface (API) of the robot and
demonstrate correlation to both surgical experience and
subjective visual grading. Methods and Procedures: The API
output data stream of the DaVinci robot was analyzed for
the performance of 4 different tasks, repeated 5 times for
each hand, by 9 different subjects. The tasks included trac-
ing a line, tracing a figure-of-eight, performing a 4-point
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reaching task and performing a bead transfer task. Three of
the subjects were certified robotic surgeons and the rest
were novices without prior experience with the robot. Five
different movement smoothness metrics, all based on jerk
(the derivative of acceleration), were calculated. A randomly
selected cohort of videos of these tasks was scored for 6
characteristics of movement by 5 blinded observers, 2 of
which were experts and the rest novices. An analysis was
performed to evaluate any correlation between the subjec-
tive video scoring and the metrics. Results: The line-tracing
task correlated best with the jerk metric (72.5% ± 0.1%), the
mini-reaching task with jerk cost/time (72.3% ± 8.5%) and
the bead transfer with the normalized jerk score (74.4% ±
3.2%). The normalized jerk score was also significantly dif-
ferent for experts and novices (1046 ± 444 vs. 2730 ± 4486, p
< 0.005). These metrics also tended to correlate more fre-
quently with the expert subjective scorings. Conclusions:
The normalized jerk score can be used to objectively differ-
entiate novice from expert movement when performing a
complicated task such as transferring beads. These metrics
are useful in the ongoing evaluation of a trainee and corre-
late well with subjective scoring. Further evaluation of these
jerk-based metrics is required to demonstrate their reliability
as markers for progression of skill during training.

ETP121
OVERCOMING MIGRATION: A NOVEL APPROACH TO
ESOPHAGEAL STENT FIXATION, Cedric S Lorenzo
MD,Kristian Enestvedt MD,Kyle A Perry MD,Michael Owens
MD,Douglas Shumaker MD,Blair A Jobe MD, Oregon Health
& Science University
OBJECTIVE: Stent migration of self expandable plastic
stents (SEPS) for benign and malignant esophageal disease
remains a problem. A 20-50% migration rate is reported in
the literature. No effective means of esophageal stent fixa-
tion has been devised. A commercially available device
designed for endoluminal anti-reflux procedures was modi-
fied to endoscopically affix SEPS in the esophagus using
transmural polypropelene H-fasteners (PHF) over a stylet.
We performed six acute studies in a swine model to assess
the feasibility of such an approach.
METHODS: The animals were placed under general endotra-
cheal anesthesia, upper endoscopy was performed, and the
location of the lower esophageal sphincter noted. SEPS
were placed in the lower third of the esophagus in 3 animals
and in the midesophagus in the other 3. The device was
passed per oral into the esophagus. Multiple PHF were
applied circumferentially at various levels across the stent.
Stylet deployment was kept to a minimum to prevent injury
to the periesophageal structures. Vigorous traction was then
applied to the stent using endoscopic forceps to qualitative-
ly assess the degree of fixation. In two animals, we attempt-
ed to endoscopically cut the fasteners then reposition and
reaffix the stent. Animals were euthanized and necropsy
performed.
RESULTS: All animals remained hemodynamically stable
throughout the procedure. Minimal intraluminal bleeding
was noted. Despite vigorous traction applied to the fastened
stent no displacement was noted. We also were successful
at removing the fasteners then repositioning and reaffixing
the stents. On necropsy, 85% of the PHF applied successfully
affixed the stent transmurally. Examination of the medi-
astinum showed no injury to the great vessels, heart, or
lungs. There was evidence of minimal trauma to the verte-
bral bodies with areas of contained hematoma.
CONCLUSIONS & FUTURE DIRECTIONS: In an acute swine
model, stent fixation using PHF without collateral damage to
periesophageal structures is feasible. This method also
shows promise as being an adjustable and a temporary
means of fixation. Future studies will include short-term and
long-term survival studies in swine as well as the incorpora-
tion of EUS technology to enhance accuracy and safety of
fastener deployment.

ETP122
USE OF A NOVEL HYBRID LAPAROSCOPIC ELECTROSURGI-
CAL INSTRUMENT: THE LIGASURE ADVANCE™ I LAPARO-

SCOPIC COLON SURGERY, morris e franklin DO, guillermo r
portillo MD, Texas Endosurgery Institute
Introduction:
The LigaSure Advance™ (Covidien Energy-Based Devices,
formerly Valleylab, Boulder, Colorado, USA) is a new 5mm
laparoscopic vessel sealer and divider with integrated
monopolar capability for energy-based dissection with ster-
ile-field power control. This multifunctional instrument tar-
gets vascular fusion and dissection in advanced laparoscop-
ic surgical procedures, potentially reducing the need for
instrument exchange, improving surgery performance.The
purpose of this study was to evaluate early clinical use of
this hybrid instrument in a series of laparoscopic colon
resections.
Methods:
From December 2007 to January 2008, a series of 6 laparo-
scopic colon resections were performed using the LigaSure
Advance with the ForceTriad™ Energy Platform. Procedures
included left colon resection, right colon resection and low
anterior resection.
The LigaSure was the sole instrument used for vessel seal-
ing/division, tissue dissection, and enterotomies creation.
Results:
The instrument was used successfully in all cases with no
device failures and no adverse events.
Having both Ligasure and monopolar capabilities in one
instrument significant reduce the surgical time, as less time
is lost changing between instruments.
Conclusions:
Preliminary results demonstrate that the LigaSure Advance
is safe and effective for hemostasis, division, and dissection
in laparoscopic colon surgery. The multifunctional nature of
the instrument and the option for sterile field power control
may result in reduced operative time and instrument
exchange. Additional clinical trials are warranted to further
explore the instrument’s use and clinical benefits.

ETP123
PER-ORAL INTRAGASTRIC SUTURING UTILIZING AN
EXTRACORPOREAL KNOT TYING METHOD, Eric M Pauli
MD,Adrian M Ionescu BS, Abraham Mathew MD,Randy S
Haluck MD,Timothy R Shope MD,Ann M Rogers MD, The
Penn State Milton S. Hershey Medical Center
Objective: The purpose of this project was to determine the
feasibility of approximating gastric tissue via endoscopically
placed sutures and an extracorporeal knot tying method.
Methods: This novel method of endoscopically deploying
sutures utilized portions of a tissue-anchoring prototype pre-
viously described. Briefly, two 18-gauge, flexible, retractable
needles (Olympus Co, Ltd, Tokyo, Japan) were passed
through the accessory channels of a dual channel endo-
scope (XGIF-2TQ160R, Olympus). The straightened needle
of a size 0, 120cm long braided polyester suture (Endostitch,
US Surgical, Norwalk, CT) was back-loaded into each of the
hollow endoscopic needles. Under endoscopic visualization,
the gastric wall was sequentially punctured by each endo-
scopic needle and the Endostitch needle was deployed into
the peritoneal cavity as a t-tag. The endoscope was with-
drawn and an extracorporeal surgeon’s knot was tied
between the sutures. With one suture strand held parallel to
the endoscope, biopsy forceps were used to pull the other
strand through one of the endoscope accessory channels.
The knot was advanced into position utilizing the endoscope
tip as a flexible knot-pushing device.
Preliminary Results: We utilized this method of suture
deployment in a swine (n=1) to successfully approximate
gastric tissue. The suture type was chosen for several rea-
sons. The size 0 suture provided a more robust stitch com-
pared to other available endoscopic suturing methods.
Polyester suture allows knots to slide and the braided com-
position allows the suture to be grasped repeatedly with for-
ceps without resultant strand breakage (unlike endoscopic
monofilament t-tag sutures). The endoscope-biopsy forceps
unit is not an efficient knot pusher, however, and the tech-
nique would benefit from a dedicated knot-pushing device.
Conclusions: Per-oral intragastric tissue approximation is
feasible utilizing 120 cm long endoscopically placed t-tag
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sutures and an extracorporeal knot tying method. Further
experimentation with the technique and the development of
a more ideal knot-pushing device are required, but we are
encouraged by our preliminary results.

ETP124
CONSUMER-BASED TECHNOLOGY FOR DISTRIBUTION OF
SURGICAL VIDEOS FOR OBJECTIVE EVALUATION, Atul K
Madan MD,Ray Gonzalez,Emaneule Lo Menzo MD,Alberto R
Iglesias MD,Charles Y Ro MD,Jose M Martinez MD, Division
of Laparoendsocopic and Bariatric Surgery, University of
Miami Miller School of Medicine
Objective of the study
Evaluating resident performance in technical skills is an
important part of any laparoscopic curriculum. The Global
Operative Assessment of Laparoscopic Skill (GOALS) is one
validated metric utilized to grade laparoscopic skills. In addi-
tion, recorded videos have been scored via GOALS. These
recorded videos correlate well with live assessment. The
issue of recorded videos is the transfer of the videos to mul-
tiple discs if more than one surgeon is assessing. To facili-
tate easier viewing of these recorded videos, we are devel-
oping novel techniques to enable surgeons to view these
videos. Our objective of this study was to determine the fea-
sibility of utilizing widespread current consumer-based tech-
nology to assist in distributing appropriate video for objec-
tive evaluation.
Description of the methods
Laparoscopic cholecystectomy in a porcine model was our
chosen procedure for this study. The videos were recorded
via a direct connection from the camera processor via an S-
video output. The S-video cable was inserted into a hub to
connect to a standard laptop computer via a USB port. A
standard video editing program (Pinnacle Studio) was uti-
lized to capture the video and record in appropriate format.
We utilized mpg4 although mpg1, mpg2, mpg4, avi, and
dvix format was available. Depending on the size of the file,
the videos could be scaled down (compressed), format
changed (via standard video editing program), or sliced into
multiple videos. Standard consumer-based programs avail-
able (such as iTunes) were utilized to convert the video into
a more appropriate format to be viewed via an iPod or other
hand held personal digital assistant (PDA). In addition, the
videos could be loaded to a social networking website
(MySpace) or a video sharing website (YouTube and Google
Video).
Preliminary Results
Videos were successfully downloaded to an iPod, a PDA,
MySpace, YouTube, and Google Video. Compression was
required for all forms. Qualitative analyses by 4 surgeons
demonstrated an appropriate quality to grade for these for-
mats. The latter three were accessed from home computers,
work computers, and iPods without difficulty.
Conclusions
Our preliminary results show promise that, utilizing con-
sumer-based technology, videos can be easily distributed to
surgeons to grade via GOALS via various methods. Easy
accessibility may help make evaluation of resident videos
less complicated.

ETP125
EX VIVO EVALUATION OF MICROWAVE ABLATION SYS-
TEM IN BOVINE LIVER, BOVINE KIDNEY AND TURKEY
BREAST MUSCLE, Srikanth Padma (1) MD,Jessica J Heath
(2) BS,H J Norton (3) PhD,Amy E Lincourt (4) PhD,David A
Lannitti, MD, FACS(5), (1) Fellow, Div. of HPB Surgery; (2)
Research Asst., Div. of GI and MIS Research; (3) Dir., Dept.
of Biostatistics; (4) Research Dir., Div. of GI and MIS; (5)
Chief, Div. of HPB Surgery, Carolinas Medical Center,
Charlotte, NC, USA.
OBJECTIVE: To evaluate the new microwave ablation sys-
tem MicroTherm X-100 (MTX-100) of BSD Medical Inc. (Salt
Lake City, UT, USA) for reproducible ablation patterns when
used in ex vivo bovine liver, bovine kidney and turkey beast
muscle. MATERIAL AND METHODS: A new microwave abla-
tion system (MTX-100) using a 915-MHz generator devel-
oped by BSD Medical Inc. was used as per their standard

test protocol with 100 Watts of power output from the
Microwave Generator and a maximum of 25 watts being
provided to the cable of each of 4 applicators. The full range
of applicator arrays employed with the test system were: 1
antenna, 2 antennae min (separation of 1.2 cm), 2 antennae
max (2 cm separation), 3 antennae min (1.6 cm separation),
3 antennae max (2.8 cm separation), 4 antennae min (1.6 cm
separation), and 4 antennae max (2.8 cm separation).
Ultrasound was used to confirm placement. Ablations were
sectioned and measurements (A: diameter; B: diameter; L:
length) of the lesions recorded. The transectional surface
area (SA) of ablation and the volume (Vol) of ablation as
well as the “mean SA (+/-) 95% Confidence Interval (CI)” and
“mean Vol of ablation (+/-) 95% CI” were calculated. ANOVA
single factor analysis was carried out. PRELIMINARY
RESULTS: Increasing the number of applicators in the arrays
used, resulted in progressively larger ablations obtained in
all the sample tissues. CONCLUSIONS / FUTURE DIRC-
TIONS: Overall, BSD MTX 100 system produced a consistent
ablations in the tested sample tissues. Further studies are
needed to clarify both the role of the system in bovine kid-
ney ablations, as well as the potential additional benefit
when used in synchronized “4-antennae array” configura-
tions. Noteworthy for its compact size, functional design
and user friendly interface, the system validates synchro-
nized and multi-channel output compared to other systems.
It will be advantageous in future to design sturdy applica-
tors with preset active tip length that do not require any
catheter manipulations.

ETP126
NOVEL DEVICE HELPS FACILITATE ENDOSCOPE MANIPU-
LATION DURING COLONOSCOPY, J M Martinez MD,E
LoMenzo MD,A Madan MD,C Ro MD, A Iglesias MD,
University of Miami, Miller School of Medicine
Objective: To evaluate the usefulness of a new device
designed to facilitate endoscope manipulation during
colonoscopy.
The EndoLok device (Syntheon, LLC. Miami, Fl) is a non-
sterile, single use device designed to facilitate scope manip-
ulation during colonoscopy. It consists of a handle with a
trigger mechanism that, when activated, couples the device
to the scope to facilitate positioning and manipulation of the
scope. The inner diameter of the EndoLok is designed to
clear the largest diameter of the endoscope when the trigger
is released. This permits the unrestricted movement of the
device along the scope.
Methods: The Endolok device was evaluated in 18 screening
colonoscopies performed by single surgical endoscopist. A
pediatric colonoscope (Olympus PCF-160al) was used in all
cases. The Endolok device was introduced into the shaft of
the scope prior to the scope being inserted into the anus.
The Endolok device was engaged in order to introduce,
withdraw or torque the scope. The Endolok device was dis-
engaged when the device needed to be moved proximally
or distally on the scope.
Results: Our findings in this early experience include: The
endoscopist right hand remained free of lubrication and
stool. Scope advancement, withdrawal and torque were eas-
ily achieved. The EndoLok provided better mechanical
advantage due to its larger diameter compared to holding
the scope with a wash towel or gauze. Targeting a biopsy
site appeared simpler when the scope required torquing.
Conclusion: The use of the Endolok device proved to be
simple with no learning curve. Noted advantages include
less hand fatigue, more controlled movement of the colono-
scope and cleaner procedures. The potential benefits of
using the device include decreased procedure time, enhance
mucosal visualization, improved completion rates, improved
ergonomics and decreased learning curve. Larger controlled
trials will be required to demonstrate the validity of these
potential benefits.

ETP127
REAL-TIME TISSUE ELASTOGRAPHY DEVELOPMENT FOR
EVALUATION OF TISSUE IN MULTIPLE APPLICATIONS,
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Frank D Galeoti, Hitachi Medical Systems America, Inc.
Objective: Evaluate the ability of freehand Real-time Tissue
Elastography with extended combined autocorrelation
method (CAM) to assess and visualize tissue elasticity’s
potential in providing additional information for disease
diagnosis.
Methods: Hitachi’s Real-time Tissue Elastography (RTE)
module uses an extended combined autocorrelation
methodology to produce a translucent color elasticity image
overlay in real time. It uses a freehand approach with light
compression of targeted tissue with an ultrasound transduc-
er, a technique which is easily integrated into the routine
ultrasound examination. The additional development of
computing power and high-performance programs expand-
ed the use and clinical assessment too anorectal, pancreas,
thyroid, prostate, liver tissue and other organs. CAM’s large
dynamic range of strain provides a stable measurement that
does not depend on compression speed and quantity.
Several elasticity scoring methods are in place with numer-
ous ongoing clinical studies correlating RTE with fine needle
aspiration, BIRADS, post surgical specimens and other cus-
tomary scoring methods.
Conclusion: Ultrasound Elastography is a simple, non-inva-
sive tool for the evaluation of tissue strain. Diagnostic
scores are acquired in almost all patients in a few minutes
and after a short learning curve.
Elastography assists conventional ultrasound in characteriz-
ing small lesions. Elastography scores cannot work alone; it
is a new descriptor (as margins, types of growth, echo tex-
ture, etc.) must always be integrated with all other ultra-
sound imaging findings.

ETP128
EFFECTS OF LAPAROSCOPIC LIGHTING CONDITIONS ON
TISSUE OPTICAL SPECTROSCOPY, Lia R Assumpcao
MD,Marcin A Balick MS,Y S Shen BS,Yi Yang MS,Russ H
Taylor PhD,Michael R Marohn DO, 1Department of Surgery,
School of Medicine,?Whiting School of Engineering, Johns
Hopkins University, Baltimore, MD; ?University of California,
Berkeley, CA
Visible light spectroscopy has been successfully used to
characterize tissue during surgical procedures; however,
when used in the laparoscopic environment, the lighting
conditions may affect these readings. We investigated the
effects of these conditions on tissue optical spectroscopy.
A fiber based visible light reflectance spectroscopy probe
was integrated into a laparoscopic Maryland instrument. It
was used to sample the walls of normal porcine liver, stom-
ach and small bowel tissue with multiple intensities of a
standard xenon laparoscopic light source (LL) (100%, 75%,
50%). All these were compared to a case with no external
light (NL) and a case with an ambient light (AL) in an open
surgical environment. A non-parametric Kruskal-Wallis test
was used to determine the difference between the spectral
absorbances under the presented conditions.
In the 500nm to 600nm range, the spectra results showed
significant influence from the additional laparoscopic light
sources. The shape and amplitude of the absorbance spec-
trum under NL, AL and 50%LL are similar, but change dra-
matically under the of 75% and 100% LL (p<0.001). In addi-
tion, the input signal often exceeded the dynamic range of
the spectrometer with increased intensity of laparoscopic
light The percentage of saturated samples for liver is
78%,74.8%, 0% for 100%, 75% and 50%LL respectively. The
small bowel and stomach samples were completely saturat-
ed at 100%LL and nearly saturated at 75%LL. An increase of
standard deviation of the samples coincided with an
increase in LL intensity indicating increased sensitivity to
motion artifacts and amplification of noise. (p<0.001).
The observed significant differences in absorbance between
the different light conditions in a laparoscopic environment
may affect spectroscopic readings for surgical use. The per-
centage of saturated samples and absorbance variations are
more prevalent in higher intensities of external light source.
Therefore adjusting the readings for these conditions is
paramount for accurate tissue spectroscopy reading during
laparoscopic surgery.

ETP129
DEVELOPMENT OF A LAPAROSCOPIC ADJUSTABLE GAS-
TRIC BAND TRAINING SIMULATOR, Angelo Tortola
BS,Daniel B Jones MD,Noel Irias, Venture Technologies Inc,
and Section of Minimally Invasive Surgery, Carl J. Shapael
Deaconess Medical Center, Harvard Medical School, Boston,
MA
The demand to perform laparoscopic adjustable gastic
banding has increased. Technical elements of the procedure
require careful consideration to be performed safely. The
Laparoscopic Gastric Banding Simulator (LSim-GB) is an
educational module which includes a mechanical torso con-
taining simulated organs and a didactic media content.
Using pre-placed ports, the simulator allows for the place-
ment of a lap-band device using the pars flaccid technique
and tactile stress sensors provide the surgeon real-time
feedback to monitor safe performance. A gastrogastric
imbrication is sutured anteriorly. The port is secured within
a silicon abdominal wall. Previous training systems for
laparoscopy such as the Fundamentals of Laparoscopic
Skills (FLS) program have been validated for improving
intraoperative laparoscopic skills. The aim is for the LSim-
GB to improve the specific technical and cognitive skills nec-
essary to safely perform the laparoscopic adjustable band-
ing procedure. The Laparoscopic Gastric Banding Simulator
will allow surgeons to practice the gastric banding proce-
dure to the level of proficiency.

ETP130
EXPERIMENTS@FOR CLINICAL APPLICATION OF REMOTE
ROBOTIC TELE-SURGERY USING HIGH-SPEED INTERNET
CONNECTION, Satoshi Ieiri MD,Kouzou Konishi MD,Kazuo
Tanoue MD,Jumpei Arata PhD,Yuichi Fujino PhD,Mamoru
Mitsuishi PhD,Makoto Hashizume MD, Department of
Advanced Medicine and Innovative Technology, Kyushu
University Hospital
Background and Purpose: In this paper, our experiments for
clinical application of remote robotic tele-surgery using sev-
eral types of internet connection were presented. We had
successfully performed remote robotic tele-surgery experi-
ments between Tokyo and Shizuoka@before (Japan domes-
tic). Next, we tried the oversea remote robotic tele-surgery
experiments between Japan and Korea and between Japan
and Thailand using this minimally invasive surgical system
made in Japan. Possibility of practical remote robotic tele-
surgery was proved using the popularized low-cost high
speed internet connection spread all over the world, not
using expensive special line.
Methods: In the oversea experiments the operation site was
located in Hangyang University and Chulalongkorn
University, and the surgery site was located in Kyushu
University .In each experiment, laparoscopic cholecystecto-
my using minimally invasive surgical system was success-
fully carried out on the live tissues. In these series of experi-
ments, 3 kind s of image transfer system were used, which
were available in widespread internet system in Japan. We
tested MPEG1 codec through ISDN between Tokyo and
Shizuoka over 150 km straight distance, DVTS (Digital Video
Transport System) through KJCN(Korea-Japan Cable
Network) between Seoul and Fukuoka over 540 km straight
distance, and normal & low latency MPEG2 codec through
JGNII (Japan Gigabit Network II) between Bangkok and
Fukuoka over 3700 km straight distance.
Results: Comparing with the past Japan domestic remotes
experiments, the image quality of view points from sur-
geons was improved in the oversea remotes experiments.
Sensible time-delay of operator was similar values, 592.5
msec between Tokyo and Shizuoka, 592.5 msec between
Seoul and Fukuoka and 532.4 msec between Bangkok and
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Fukuoka. Most of the time-delay occurs due to the image
transfer.
Conclusion: Our experimental results showed the feasibility
of remote surgery using conventional Internet infrastructure.
However, shorter time-delay and stabilized network (no time
variation of quality) are desirable for the patient’s safety and
the surgeon’s operability.

ETP131
HIGH DEFINITION THERMAL AND VISUAL FACIAL MONI-
TORING: A VALUABLE METRIC FOR SURGICAL SKILL
ACQUISTION?, B Bass MD,E Silverman BA,P Dowdall PhD,T
Bourlai PhD,I Pavlidis PhD,B Dunkin MD, The Methodist
Insitute for Technology, Innovation, and Education, The
Methodist Hospital Department of Surgery, Weill Cornell
Medical College, U of Houston
Metrics for mastery of procedural skills are rudimentary
relying on measurement of execution parameters of speed,
accuracy and dexterity for isolated tasks. We hypothesize
that the active learning process for high stakes surgical skills
is associated with intensity of concentration and effort, phe-
nomena marked by with physiological markers of stress.
Further, we hypothesize that achievement of mastery of a
new skill will be evidenced by diminution in stress. This
study uses a novel thermal and visual mapping platform to
measure stress. The objective of this project is to determine
if facial parameters of stress can be observed during surgi-
cal skills training on a partial task simulator and if skill mas-
tery correlates with changes in the facial map to reflect a
decreased level of stress. Naive surgeons will engage in
technical skills exercises of graded complexity during visual
and thermal facial mapping. Preliminary studies demon-
strate that these recordings are feasible and do not interfere
with the training environment. Future studies will define the
value of facial monitoring as a validated metric for skill mas-
tery in more challenging simulated and clinical procedural
environments. If proven effective, thermal and visual facial
mapping may serve as a surrogate measure of procedural
competence.

ETP132
NEW APPROACH TO PERCUTANEOUS TRANSGASTRIC
JEJUNOSTOMY TUBE PLACEMENT, Prakash Gatta MD,Jon
Thompson MD, University of Cincinnati
INTRODUCTION: The endoscopic approach is the most com-
mon method for placement of gastric feeding tubes today.
However a jejunostomy tube is indicated for patients with
poor gastric emptying, gastric obstruction and for trauma
patients who may require several operations during their
hospitalization. In these patients, repeated halts to tube
feeds have detrimental effects on nutritional status. Several
techniques are available for placement of a Percutaneous
Endoscopic Jejunostomy (PEJ). We present a more econom-
ical technique using easily available instruments.
Methods: A standard gastroscope is used to distend the
stomach. Using transillumination and digital marking a suit-
able site for placement of a feeding tube is chosen. The
stomach is accessed by a 14 gauge angiocath. Using the
sheath of the angiocath as a trocar, a guidewire is passed
into the stomach. Next a percutaneous dilator is used to
dilate the skin tract and gastric wall. The dilator is then
removed and a sheath is left in situ. Through the sheath a
naso-jejunal feeding tube is passed percutaneously and
grasped by an endoscopic snare. The scope is next driven
till the tube’s tip is placed at the desired location in the distal
duodenum. Finally, the stomach wall is anchored to the
abdominal wall using absorbable suture passed transfascial-
ly and transgastrically by a suture passer. The suture is then
tied over the fascia. In this manner, the procedure can be
performed very economically without the use of expensive
PEG or PEJ catheters. Furthermore the cost and radiation of
fluoroscopy is avoided.
Results: In 3 cases performed at the University of Cincinnati
there have been no postoperative complications and no
catheter related issues.
Conclusions: This method represents a simple, economical
and easily reproducible technique for the placement of a

transgastric percutaneous jejunostomy feeding tube.

ETP133
MICROLAPAROSCOPIC (ML) PLACEMENT OF CHRONIC
AMBULATORY PERITONEAL DIALYSIS (CAPD) CATHETERS:
COMPARISON TO OPEN TECHNIQUE (OT), Todd V Brennan
BA,Edward J Yun BA,Jack W McAninch BA,Stanley J Rogers
MD, San Francisco General Hospital and University of
California, San Francisco
Following CHR approval, we compared 24 consecutive
laparoscopically-placed with 24 open surgical CAPD. The
open technique for 24 patients were done using previously
describes standard procedures.
Laparoscopic technique: Following insufflation using Verres
needles, 3 mm obturators were placed, and laparoscopic
evaluations were performed using 2.7 mm zero-degree
microlaparoscopes (Model LAP 2.7-0, Circon Corporation,
Santa Barbara, CA). Five mm trocars were placed through
the skin overlying the left rectus abdominis muscle. Before
entering the peritoneum with these trocars, they were tun-
neled through the rectus muscle. Three mm (length 70 cm)
catheter guides were placed through the trocars and fed
deep into pelvis. Dialysis catheters placed over the guides
under laparoscopic vision. Skin incisions were closed with
subcuticular sutures. Neither the peritoneum nor the fascia
were closed with sutures.
Results: Patient demographics were similar between
groups. Mean operative time was 58.4 min OT vs. 47.4 for
ML groups (p=0.016). Patient hospitalization was 1.8 days
(mean) for OT vs 1.0 days for ML groups (NS). Catheters
were available, however, for use in only 2.3 days ML vs. 18.3
days in OT groups (p=0.018). Total fees were a mean of
$6700 for OT vs. $9800 for ML groups due largely to higher
institutional rather than increased professional fees. Mean
follow-up time for both OT and ML groups were 53.8 vs 21.3
months respectively. OT patients had 7 early complications
including 2 with dialysate leakage. ML patients experienced
only 2 early complications. OT patients experienced 26 late
complications, however, including 18 episodes of peritonitis,
one incisional hernia and 3 patients with significant consti-
pation. Three catheters required removal in the OT group
during longer follow-up due to recurrent infections or occlu-
sion. Only 2 late complications occurred in the ML group,
one each from peritonitis and catheter occlusion. ML
catheters were used significantly earlier then OT catheters
(7.2 days (range 2 - 13) vs. 22 days (range 13 to 26)).
Conclusion: Microlaparosopic placement of CAPD catheters
offers decreased operative time, decreased hospital stay and
decreased post-operative complications compared to OT
placement and is currently the preferred method for place-
ment at our institution. In addition, this novel technique
allows for very early usage, an issue that is of primary
importance in patients with newly diagnosed renal failure.

ETP134
DEVELOPMENT OF A PROJECTOR-BASED AUGMENTED
REALITY TECHNIQUE FOR “SEE-THROUGH” LAPAROSCOP-
IC SURGERY, Hideki Hayashi MD,Takeshi Koishi BS,Suguru
Ushiki BS,Toshiya Naikaguchi PhD,Norimichi Tsumura
PhD,Yoichi Miyake PhD, Research Center for Frontier
Medical Engineering, Chiba University.
Introduction: Ordinary laparoscopic surgery in which surgi-
cal field is monitored trough a display set apart from a
patient requires specific surgical skill, so-called “hand-eye
coordination”, and it keeps some doctors off this kind of
advanced surgical method as well as causes various kind of
troubles during surgery. If an image of surgical field correct-
ed with positional information of operator’s view point are
projected onto the patient’s body surface, it could provide
surgical environment as if it were a conventional open sur-
gery. Basic image processing technologies were assemble
to establish a “see-through” laparoscopic surgery, and its
usefulness was tested in a dry-box condition.
Methods: Precise body surface shape information was
acquired using structured light technique. Electromagnetic
tracking sensors were mounted on operator’s glasses,
laparoscopic forceps and camera, and those positional infor-
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mation was acquired. Distortion of the images projected
onto the body surface was corrected using 2-pass rendering
technique with the three-dimensional data acquired through
the system mentioned above. Stereoscopic view from the
operator was also provided with the use of synchronized
high-resolution stereo projector and stereo glasses. Images
of forceps and scope outside the field of laparoscopic view
were synthesized and depicted between port sites and pro-
jected view images. Dry-box mimics human abdomen was
made and usefulness of this system was tested.
Results: Average positional error was 1.4mm in the struc-
tured light system and 2.0mm in the electromagnetic posi-
tion tracking system. Pointing task of a target inside the box
by students showed significantly better results with this sys-
tem compared with conventional dry-box setting.
Discussion: These techniques could contribute to safer,
much easy-to-learn, and minimally stressful laparoscopic
surgery.

ETP135
LAPAROSCOPIC HAND ASSISTED CENTRAL PANCREATEC-
TOMY WITH PANCREATICOGASTROSTOMY RECONSTRUC-
TION, Iswanto Sucandy MD,Christopher Pfeifer DO,David G
Sheldon MD, GEISINGER MEDICAL CENTER
Background : Central pancreatectomy has gained popularity
over the last decade as treatment of choice for low malig-
nant potential tumor with optimal preservation of pancreatic
parenchyma. The advance of minimally invasive approach
has significantly contributed to new surgical techniques with
lower morbidity and mortality. With the purpose of improv-
ing operative outcome, we describe a novel approach of
laparoscopic central pancreatectomy as surgical treatment
for a neuroendocrine tumor of the neck of the pancreas.
This approach can be utilized as an alternative method to
previously described central pancreatectomy with Roux-en-
Y pancreticojejunostomy reconstruction.
Methods : A laparoscopic hand assisted central pancreatec-
tomy with pancreaticogastrostomy reconstruction was suc-
cessfully performed. Ligasure was used for the pancreatic
duct and parenchyma transection. The pancreticogastrosto-
my reconstruction with pancreatic duct stent placement was
performed using the hand assisted technique. As an adjunct
to prevent leak on the proximal pancreatic stump, fibrin glue
was applied after ensuring hemostasis.
Result : Permanent pathology findings showed a well differ-
entiated neuroendocrine neoplasm with negative lymphn-
odes. Operative time was 210 minutes with 250 ml blood
loss. Postoperative course was uneventful except minimal
pancreatic leak from the pancreaticogastrostomy; which was
controlled by intraoperatively placed abdominal drains.
Conclusion : Laparoscopic hand assisted central pancreatec-
tomy with pancreaticogastrostomy reconstruction is a feasi-
ble and safe procedure for centrally located tumor, in which
the need for a Roux-en-Y pancreaticojejunostomy can be
eliminated. The hand assisted technique facilitates the mini-
mally invasive approach and increase surgical feasibility in a
complex pancreatic operation.

ETP136
30 SECOND LAPAROSCOPIC PORT SITE CLOSURE, Bilal M
Shafi MD,Carlos M Mery MD,Gabriel N Sanchez MS,Thomas
Krummel MD, Department of Surgery, Stanford University,
Stanford, CA
Objective: One of the most frustrating, difficult, time-con-
suming, and sometimes unreliable parts of laparoscopic sur-
gery is closing the trocar sites, especially in obese patients.
If these sites are closed improperly or not closed, the
patients are at increased risk of port hernias (0.23% - 3.1%)
and/or bowel incarceration possibly placing the patients’ life
at risk. In rare cases, obese patients may develop a Richter’s
hernia where a diagnosis of obstruction is either missed or
delayed due to the lack of classical symptoms. The lack of
visualization, increased time and the degree of frustration
either leads the surgeon to decide not to close the port site
or to attempt a suboptimal closure. Currently there are no
devices which offer a quick and effective method for closing
trocar sites.

Technology: A novel solution has been developed to auto-
matically, safely, reliably and quickly close these port sites,
within 30 seconds using a suture closure. The device is
designed in profile so that it can be used through existing
trocars. Once inside the abdominal cavity, the device
deploys two opposing wings that slide along the fascia
sweeping away any intra-abdominal contents as the sur-
geon pulls up on the device. Once in position, two flexible
needles are deployed which couple with suture stored in the
wings, which when retracted leaves a looped suture around
the port site for the surgeon to tie down. This is a dispos-
able instrument which can be used to close multiple port
sites in a single case. A number of features have been
designed into the device to ensure the safety of the patient
and the physician and ensure a strong reliable closure.
These features also allow the device to be used without
visualization or pneumoperitoneum.
Preliminary Results: To date multiple iterations of the proto-
type have been successfully developed and tested on a
porcine animal model. Port sites were successfully closed
using a 12 mm device in four animals without any injury to
intra-abdominal contents. Currently, multiple prototypes
have been manufactured for human use.
Future Direction: IRB approval has been obtained to test the
instrument on patients undergoing laparoscopic gastric
bypass surgery. Following sterile assembly, biocompatibility
testing, and failure analysis, the instrument will be tested on
5 patients to prove safety and efficacy.

ETP137
HIGH DIAGNOSTIC VALUE OF LAPAROSCOPIC EXCISION-
ARY BIOPSY (LEB) FOR RETROPERITONEAL PARAAORTIC
TUMOR, Masahide Hatano MD,Shigehiko Yagi MD,Fumiki
Kushihata MD,Jota Watanabe,Yo Kojima MD,Taiji Toyama
MD,Kazuo Honda MD,Nobuaki Kobayashi MD, Dept. of
Organ Regulatory Surgery, Ehime Univ. School of Medicine
Purpose: To assess the diagnostic value of laparoscopic
excisionary biopsy (LEB) for retroperitoneal paraaortic
tumor, especially in confirming the image diagnosis.
Method; we present here three preliminary cases. Result;
Case 1; LEB confirmed metastatic paraaortic lymhpnode
originated from rt. ovarian carcinoma. Case2; Postoperative
state of Hepatocellular carcinoma (HCC). Although image
diagnosis including Ga sycntigram indicated malignant lym-
phoma, pathological diagnosis by LEB was the metastasis of
HCC. Case3; Post operative state of HCC, Image diagnosis
including PET-CT was malignant lymphoma, and LEB con-
firmed the histological final diagnosis. All patients could
have subsequent therapy soon after less invasive operation.
Conclusion; Minimal invasive LEB can make a contribution
high diagnostic accuracy for retroperitoneal paraaortic
tumor.

ETP138
MODIFIED ROBOTIC LIGHTWEIGHT ENDOSCOPE (VIKY) IN
HUMANS, Andrew A Gumbs MD,Fernando Crovari,Clement
Vidal PhD,Patrick Henri,Brice Gayet MD, Institut Mutualiste
Montsouris
Background: Because the surgeon holds instruments in each
hand during surgery, an assistant is needed to hold the
laparoscope during laparoscopic surgery. The added preci-
sion and steadiness of a robotically held camera enables the
performance of more complex procedures laparoscopically.
In contrast to typical laparoscope holders, the modified
lightweight robotic endoscope, the ViKY (Vision Kontrol for
EndoscopY) System is particularly compact, simple to set-up
and use and occupies no floor space.
Materials and Methods: Ease and safety of set-up was con-
firmed in animal and human models and several common
general surgical procedures were performed. Voice recogni-
tion and foot pedal command interfaces are provided.
Results: The sterilizable endoscope manipulator is sufficient-
ly small (110 mm in diameter, 1400grs) to be placed directly
on the operating room table without interfering with other
handheld instruments during minimally invasive surgery. A
small passive arm is attached to the table rail to hold the
endoscope manipulator in place just above the patient’s
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abdomen. The endoscope manipulator and its user interface
were tested and evaluated by several surgeons during a
series of minimally invasive surgical training procedures in
humans.
Conclusions: The endoscope manipulator described has
been shown to be a practical device with performance and
functionality equivalent to those of commercially available
models, yet with greatly reduced size, weight, and cost. The
novel features of the described endoscope manipulator are
that it is sufficiently small and light for the positioning
mechanism to be fixed directly on the operating room table.

ETP139
NEW STRATEGY FOR INTESTINAL MALIGNANT LYM-
PHOMA; LESS INVASIVE COMBINATION THERAPY BY CON-
FIRMED DIAGNOSIS USING DOUBLE BALOON INTESTINAL
ENDOSCOPY AND LAPAROSCOPIC SALVAGE SURGERY,
Shigehiko Yagi MD,Fumiki Kushihata MD,Masahide Hatano
MD,Jota Watanabe MD,Yo Kojima MD,Taiji Toyama
MD,Kazuo Honda MD,Nobuaki Kobayashi MD, Dep. of
Organ Regulatory Surgery, Ehime University School of
Medicine
Purpose: Diagnostic laparotomy for intestinal tumors has
been used to obtain biopsy samples. We would like to sug-
gest that the efficacy of a new combinational strategy using
preoperative double-balloon intestinal endoscopy (DBE) and
less invasive laparoscopic salvage surgery (LSS). Methods:
We present here a typical case of new strategy. A 72-year-
old man with an intra-abdominal huge mass 88mm in diam-
eter was admitted to our unit. Due to disadvantage of inva-
sive diagnostic laparotomy, diagnostic DBE revealed a full
circumferential ulceration of jejunum and B cell lymphoma
was confirmed. Following R-CHOP regimen of four sessions
successfully resulted in a remarkable tumor reduction, but
the stricture of jejunum remained. He underwent laparo-
scopic-assisted jejunostomy. Pathological findings disclosed
no residual variable lymphoma cells and resulted in no addi-
tional chemotherapy. Result: This new strategy leads us to
more accurate and less invasive strategy to intestinal
tumors especially in malignant lymphoma. Conclusion: A
shift in the diagnostic algorithm was noticed in the combi-
nation strategy with DBE and SLS now taking the lead.

ETP140
CYBERKNIFE THERAPY FOR NON-RESECTABLE TUMORS
OF THE LIVER, BILIARY TREE AND PANCREAS., Juan
Sanabria MD,Christopher Siegel MD,Douglas Einstein,
Departments of Surgery and Radiation Oncology, University
Hospitals - Case Medical Center, Case Western Reserve
University, Cleveland, OH.
More than 120,000 individuals are diagnosed with tumors of
the liver, biliary tree and pancreas every year in USA. Less
than 20% of those lesions are amenable to definitive surgi-
cal management due to advance local disease or other med-
ical condition that prohibit major surgery. Alternative thera-
py modalities have been developed, i.e. TACE, RFA with lim-
ited response and no significant impact on patient survival.
Gamma radiation has been shown to be very effective in the
treatment of brain tumors with more than 60% response
rates. Nevertheless, this form of therapy has been limited, in
abdominal neoplasms, due to the implicit tumor movement
that occurs during the respiratory cycle. The development of
a tracking system of endoscopically/laparoscopically placed
fiducials has provided a technique for locking on the neo-
plasm by a computer controlled Robotic arm that delivered
gamma radiation (Cyberknife). The purpose of the present
study is to describe the preliminary results of 10 patients
with non-resectable tumors of the liver, biliary tree and pan-
creas treated by Cyberknife. Radiation plans were devel-
oped, reviewed and implemented by a multidisciplinary
team conformed by radiation oncologist, hepatobiliary sur-
geons, oncologist and physicist. 8 males and 2 females with
the diagnoses of Cholangiocarcinoma (n=5), metastatic ade-
nocarcinoma from colon (n=2), Hepatocellular carcinoma
(n=2) and neuroendocrine tumor (n=1) underwent an aver-
age of 3 sessions with a delivery of 12,500+3,000rads
(Mean+STDV) per session to previously defined target

areas. Mean age of the patients were 82+7 years, with all of
them having an ASA 3 risk for surgery. Patients had been
followed up for 60+45 days with 100% survival rate. 80% of
tumors had a response as judged by a decrease in size on
two imaging modalities. Stabilization of the disease was
observed in 20% of the patients. No major side effects,
requiring admission to the hospital, have been observed.
Cyberknife therapy is a new promising form of therapy for
hepato-biliary and pancreatic neoplasms. Further studies are
needed to define its role as primary and/or adjuvant form of
therapy.

ETP141
“AS SMOOTH AS SILC”, SINGLE INCISION LAPAROSCOPIC
CHOLECYSTECTOMY, Homero Rivas MD,Esteban Varela
MD,Christopher Okuloga MD,Daniel Scott MD, University of
Texas Souhwestern Medical Center at Dallas
Introduction: Laparoscopic cholecystectomy (LC) is the stan-
dard technique for gallbladder removal. LC is commonly
performed via a four-incision approach. We have previously
demonstrated that single incision LC is feasible in a porcine
model. This video presents our human technique of single
umbilical incision LC.
Methods: A 28 year-old woman with chronic abdominal pain
and gallbladder disease underwent single incision
Laparoscopic Cholecystectomy (SILC) through a 2cm umbili-
cal incision. Pneumoperitoneum was obtained using a direct
transumbilical approach and a small profile 5mm trocar
(Dexide, Covidien). A second 5mm trocar was placed
through the same incision but separate fascial defects. A
flexible-tip 5mm endoscope (Endo-Eye, Olympus) was uti-
lized. The gallbladder was then suspended and retracted in
a cephalad and lateral fashion, by two interrupted sutures
placed in the gallbladder fundus and Hartmann’s pouch,
with a conventional needle driver and extracorporeal knots.
The fundus suture was internally fixated to the abdominal
wall, while the other suture was connected to the abdominal
wall through a pulley-system which allowed a more dynam-
ic retraction. This allowed critical view of Calot’s-triangle
structures. Laparoscopic cholecystectomy was then per-
formed by standard technique with a single 5mm articulat-
ing dissector (Covidien). The cystic duct and artery were
divided with a straight 5mm clip applier. Cholecystectomy
was completed with a hook-tip monopolar electrocautery
and the specimen retrieved through the umbilical incision
by joining the 2 fascial defects.
Results: The patient tolerated the operation quite well.
Operative time was 80 minutes, mean estimated blood loss
was less than 5cc, and there was no bile leak. The specimen
was removed through the umbilical incision. The patient
was managed in outpatient basis and she required only oral
non-narcotics for minor pain. The patient expressed having
had excellent aesthetical and functional results.
Conclusion: Single Incision Laparoscopic Cholecystectomy
is feasible and safe in humans. Exposure to critical struc-
tures is as good as in conventional LC. Single Incision
Laparoscopic Cholecystectomy may offer clinical advan-
tages over a conventional laparoscopic approach, and intu-
itively it seems safer and more likely to be accepted than
Natural Orifice Transluminal Endoscopic Surgery (NOTES).
Clinical trials are warranted.

ETP142
SINGLE UMBILICAL INCISION TOTALLY LAPAROSCOPIC
HYSTERECTOMY, Homero Rivas MD,René Rivas
MD,Homero Rivas Sr. MD, University of Texas Southwestern
Medical Center at Dallas. Hospital de la Paz, Durango,
Mexico.
Introduction: Totally laparoscopic hysterectomy requires
several ports to be performed and it is certainly the most
desirable technique for a total hysterectomy. The main
author has previously demonstrated that single incision
Laparoscopic Surgery is feasible in porcine and human
models. In this video we present our human technique of
single umbilical incision totally laparoscopic hysterectomy.
Methods: A 35year-old woman with chronic dysfunctional
uterine bleeding underwent single incision totally laparo-
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scopic hysterectomy through a 2.5cm umbilical incision.
Pneumoperitoneum was obtained using a direct transumbil-
ical approach and a small profile 5mm trocar (Dexide,
Covidien). Two additional 5mm trocars were placed through
the same incision but separate fascial defects. A 30-degree
5mm angled endoscope (Storz) was utilized. Also a trans-
vaginal uterine mobilizer (Colpotomizer, Cooper) was used.
A roticulating dissector/grasper (Covidien) was used for lat-
eral retraction. This allowed adequate visualization of critical
structures. The round ligaments, uterine arteries and lateral
segments were divided with a straight bipolar instrument
(Storz). Then the vaginal cuff was divided with a straight
hook-tip monopolar cautery. The specimen was then pushed
out through the vaginal opening. The vaginal cuff was
closed with interrupted sutures placed with a conventional
needle driver and extracorporeal knots. At the end the fas-
cial defects were joined and closed all at once.
Results: The patient tolerated the operation quite well.
Operative time was 210 minutes, mean estimated blood loss
was less than 50cc. The patient’s hospital stay was just
23hrs and she required only oral non-narcotics for minor
pain. The patient expressed having had excellent aesthetical
and functional results.
Conclusion: Single umbilical incision totally laparoscopic
hysterectomy is feasible and safe in humans. Exposure to
critical structures is as good as in conventional total laparo-
scopic hysterectomy, and with almost same instrumenta-
tion. Single umbilical incision totally laparoscopic hysterec-
tomy may offer clinical advantages over a conventional
laparoscopic approach. Clinical trials are warranted.

ETP143
AN ANATOMICALLY CORRELATED DISPLAY SIGNIFICANTLY
IMPROVES LAPAROSCOPIC ULTRASOUND INTERPRETA-
TION TIME, Jeremy W Cannon MD, Kent R van Sickle
MD,James B Fisher MS,Warren C Couvillion MS,Stephen P
Bowers MD, Wilford Hall Medical Center, UT Heal Science
Center at San Antonio, Southwest Research Institute
Introduction: Laparoscopic ultrasound (LUS) has not
achieved widespread use due to difficulties with user orien-
tation and image interpretation. We hypothesize that an
anatomically correlated display will improve LUS user orien-
tation and the efficiency of image interpretation.
Methods: We developed a correlated display system (CORR)
which projects the LUS image within the endoscopic field of
view. In a pilot study, subjects (n=7) viewed CORR and con-
ventional (CONV) LUS video clips of an LUS survey of a tis-
sue model and were tested on basic anatomic orientation:
mass localization (LOC), mass/vessel relationship (M/V),
mass/cyst relationship (M/C), and vessel orientation (VES).
Accuracy and time were recorded, and subjects completed a
post-test survey.
Results: For M/C, there was a trend towards improved accu-
racy (CONV=29% vs. CORR=71%, p=ns) with an overall accu-
racy of 54% vs 61% for all tests. Completion time (sec)
improved significantly using the CORR display for LOC (59s
vs. 38s, p=0.02), M/C (66s vs. 38s, p=0.01), and VES (74s vs.
34s, p=0.01). On a 5-point scale, users felt the CORR display
facilitated orientation (4.4), accuracy (4.1), and efficiency
(4.4) of LUS interpretation which represents a superior view-
ing modality (4.6).
Conclusion: An anatomically oriented correlated display
improves efficiency of LUS interpretation without compro-
mising accuracy, and survey results indicate a strong user
preference for this display. This LUS image display merits
further testing to validate its clinical utility.

ETP144
PANCREATIC DISSECTION WITH RADIO FREQUENCY TECH-
NOLOGY, Michael B Ujiki MD,Lee Swanstrom MD,Ty Diwan
MD,Paul Hansen MD,Mark S Talamonti MD,Marshall Baker
MD,David Bentrem MD, Leagacy Health System, Portland,
OR; Northwestern University Feinberg School of Medicine,
Chicago, IL
Laparoscopic pancreatic surgery has evolved into a feasible
and safe method for resection of benign and malignant
tumors, yet pancreatic leaks remain a problem. New mini-

mally invasive technology is needed to lower pancreatic
leak rates. The laparoscopic Habib4x is a handheld surgical
device that can be used to assist in laparoscopic pancreatic
resection by employing radio frequency energy to obtain
coagulant dessication of the resection margins. The method
of action is coagulative necrosis by means of ionic agitation.
It is used to develop a plane of coagulated tissue along the
intended line of transection. The tissue can subsequently be
divided with a conventional laparoscopic scissors through
the treated zone. Bleeding is minimal when used on vessels
less than 5mm. Access into the abdominal cavity is achieved
though a 10mm port. The device is easy to handle and fits
into the RITA 1500x generator. To date, five patients have
undergone laparoscopic distal pancreatectomy using the
Habib4x with an average of 60cc estimated blood loss, oper-
ative times all less than 180 minutes, no complications, and
no pancreatic leaks. The Habib4x is a promising new tech-
nology for laparoscopic pancreatic resections.

ETP145
DIFFERENTIATING MONO-POLAR AND BI-POLAR RADIO
FREQUENCY (RF) ENERGIES FOR TISSUE ABLATION,
Joseph Espat MD, Steven Daniel PhD,David Morris MD,
Roger Williams Medical Center and the University of New
South Wales the St. George Hospital
Differentiating Mono-Polar and Bi-Polar Radio Frequency
(RF) Energies for Tissue Ablation, Joseph Espat, Steven
Daniel, David Morris, Roger Williams Medical Center and
the University of New South Wales, The St. George Hospital
Despite the wide use of mono-polar and bi-polar RF energy
for tissue ablation, misconceptions and misinformation per-
sist as to their optimal clinical application.
Purpose: to define and differentiate mono polar (MP) and
bipolar (BP) RF energy. Both MP and BP energy generate
heat by ionic agitation. However the unique differences of
their configuration has a dramatic impact on the perform-
ance and ultimate effect. Mono Polar energy streams from
the source outwardly in all directions and is subject to the
inverse square law causing geometric reduction in the ener-
gy density. This reduction creates an inherent susceptibility
to negative effects including that of heat sinks. The energy
delivery in the design presented “throws forward” and
fades behind the source. This line of sight energy delivery
with BP RF streams energy between two points and concen-
trates energy delivered to the area between the probes.
Understanding the varied methods of energy delivery facili-
tates effective selection, use, and application of novel tech-
nologies.
A large volume of literature and data has accumulated and
continues to accrue concerning energy means of tissue
ablation. Mono Polar, although technically easier to imple-
ment, suffers from a wide range of issues centered around
current density and a high dependency on thermal conduc-
tion. Bi Polar devices are more technologically challenging,
but when implemented correctly provide a preferred current
density and reduce dependency on thermal conduction.
These differences have been shown to provide dramatic
reductions in the amount of time required for energy trans-
fer and, in the case of RF ablation, reduction or elimination
of the so called “heat sink” effect.
No one solution fits all problems. Only through a good
understanding of each type of energy along with their
unique advantages, disadvantages and limitation can the
appropriate selection and use be made.

ETP146
EVALUATION OF RISK FACTORS FOR SKIN BURNS WITH
PERCUTANEOUS MULTI-APPLICATOR MICROWAVE ABLA-
TION OF LIVER IN A PORCINE MODEL., Srikanth Padma (1)
MD,Jessica J Heath (2) BS,K C Walters (3) MD,H J Norton (4)
PhD,Amy E Lincourt (5) PhD,David A Iannitti, MD, FACS (6),
(1)Fellow, Div. of HPB Surgery;(2)Research Asst., Div. of GI
and MIS Research;(3)Resident, Dept. of Gen. Surg.;(4)Dir.,
Dept. of Biostatistics;(5)Research Dir., Div. of GI and
MIS;(6)Chief, Div. of HPB Surg., Carolinas Medical Center,
Charlotte, NC, USA.
OBJECTIVE: To evaluate the independent variables in the risk



www.sages.org 344

S
A

G
E

S
2

0
0

8

SAGES 2008 Emerging Technology Poster Abstracts
of skin burns during percutaneous multi-applicator
microwave ablation of liver in porcine animal model. MATE-
RIAL AND METHODS: We used a total of 3 pigs, and ablated
an explanted bovine liver instead of the native porcine liver,
placed after a midline laparotomy. 3 cooling tip antennae
were placed percutaneously through the abdominal wall into
the bovine liver and serial ablations of the bovine liver were
carried out with 45 watts of power at a frequency of 915 MHz
for 10 minutes. The variables in this study are the inter-appli-
cator distance (“S”) and the distance between the active tip
of the antenna and the parietal peritoneum (“D”). The differ-
ent settings for “S” were 5, 10 and 15, and those for “D”
were 5, 10, 20 and 30 mm. Temperatures of skin, peritoneum
and irrigating water were recorded. If any peri-antenna skin
burns are observed, then the area of the burn was excised
for biopsy. PRELIMINARY RESULTS: Out of 41 ablations per-
formed, 29 resulted in immediate skin burns; there were four
cases of erythema only at the end of the ablation, of which 3
showed histologic skin burns. 9 ablations did not result in
skin burns. The highest skin temperature generated without
the skin burn was 50.2 degree(C). The only safe settings for
liver ablation with out the risk of skin burn were the “D” of
30 mm along with the “S” of 15 mm.
CONCLUSIONS / FUTURE DIRCTIONS: This study has estab-
lished clearly that the risk of peri-antenna skin burns is relat-
ed to skin temperatures generated with the modality. The
skin temperatures above 50.2 degree(C) were associated
with skin burns. The only settings without the risk of skin
burns, are a depth of insertion of 30 mm along with a sepa-
ration of 15 mm between the antennae. Further studies with
the use of single and two antennae are probably warranted
in future.

ETP147
DEVELOPMENT OF SENTINEL NODE NAVIGATION SYSTEM
WITH MR LYMPHOGRAPHY AND AUGMENTED REALITY
TECHNOLOGY FOR LAPAROSCOPIC GASTRIC SURGERY,
Kozo Konishi MD,Yoshihiro Kakeji MD,Masahiko Nakamoto
PhD,Kazuo Tanoue MD,Satoshi Ieiri MD,Yoshihiko Maehara
MD,Makoto Hashizume MD, Graduate School of Medicine,
Kyushu University, Japan
Background. Sentinel lymph node (SN) navigation surgery
is introduced to gastric surgery for minimalization of thera-
peutic invasiveness. Although laparoscopic surgery is also
applied to gastric surgery, laparoscopic SN navigation sur-
gery has not been established..
Purpose. The goal of this study is to evaluate experimentally
and clinically the feasibility of a newly developed technique
of endoscopic magnetic resonance (MR) lymphography with
endoscopic submucosal injection of superparamagnetic iron
oxide (SPIO) for gastric sentinel lymph node (SLN) mapping
and laparoscopic biopsy.
Methods. @ The complete system consists of an endoscope
with three dimensional sensory system, 0.3T open MRI, and
a workstation with a volume rendering accelerator. SPIO
(ferucarbotan) served as the lymph node tracer. Two swine
are used for this study. Each received 0.5 mL of SPIO, which
were injected around the antrum of the stomach.
Intraoperative MR lymphography was performed before and
at 5, 10, 15, 20, 30, 60 minutes after injection with 0.3T open
MRI detector. Clinically, 2 patients with early gastric cancer
(preoperative imaging stage: cT1, cN0) underwent MR lym-
phography in a similar fashion after peritumoral injection.
Results. MR lymphography in T2FSE could detect a sentinel
lymph node with its decreased signal intensity 20 minutes
after injection of SPIO. No additional nodes were detected at
60 minutes after injection. AR visualization, which superim-
posed the segmented and rendered SN images on captured
laparoscopic live images was achieved.The sentinel lymph
nodes were successfully detected laparoscopically with AR
visualization. All detected sentinel nodes were noted to be
stained brown at the time of dissection.
Conclusion. Laparoscopic sentinel node navigation with MR
lymphography is a useful technique for the detection of sen-
tinel lymph node. This method provides excellent visualiza-
tion of SN, minimally invasive, and can be performed intra-

operatively. Developed system has the potential clinical
applicability for laparoscopic gastric SLN mapping and
laparoscopic biopsy examination, but will require a large
study to determine its accuracy and usefulness.

ETP148
THE MULTISCOPE, Pradeep K Subramanian MD, Surgical
Advanced Trainee, Westmead Hospital, Sydney, NSW, AUS-
TRALIA
In the emerging era of laparoscopic surgery many open sur-
gical operations are giving way to the laparoscopes there is
a much felt need to improvise techniques involved in
laparoscopic surgery to enable this new art in surgery to be
versatile and user friendly.
Today many of the steps in laparoscopic surgery is per-
formed with scopes with a single defined function. The
drawbacks of a single function scope are 1. Surgeon factors:
surgeon fatigue, distraction away from the surgical field
every time a scope is changed, increased time under anaes-
thesia, slow response time in the event of a emergency and
increased work load on the nursing staff 2. Patient factors:
Longer time under anaesthesia, increased risk of complica-
tions. 3.Technical factors: increased gas leak, decreased
maneuverability and hence greater chances of conversion
and steeper learning curve for trainees.
The Instrument: The basis of the multiscope is to put
together 2-4 minscopes as required by the surgeon in a sin-
gle parent scope and can be flicked into operation by an
external controller. The external hand held controller will act
as a common manipulator for the miniscopes. Its mechani-
cal dynamics will be somewhat similar to that used in a
multi refill ball point pen. It will have an operator end, an
instrument end which are both detachable and a shaft which
can scope in and out to adjust the length of the scope. It is
electronically controlled at the operator end The instrument
end will act as an irrigation port when the miniscopes are
not in functioning mode. The porous circumference of the
instrument tip will act as a sump suction.
In summary when developed it will be a multipurpose
instrument with the added advantage of suction irrigation
incorporated and which alter its length by scoping in and
out. Future applications could include scoketing of a simul-
taneous dissector and clipper on the existing scope intraab-
dominally.

ETP149
PORTLESS SURGERY… A REALITY!, Pradeep K
Subramanian MD, Surgical Advanced Trainee, Westmead
Hospital, Sydney, NSW, AUSTRALIA
Laparoscopic surgery today is extending its tentacles into
surgical subspecialities which were previously unviable for
minimally invasive approach. Hence the demand for improv-
ing its versatility and the need for innovations to make this
possible. The transabdominal placement of ports which is
presently the standard approach for placement of trocars has
its known limitations namely limited number of ports, inabili-
ty to change port location to reach locations not intended in
the first place and inability to reach remote locations.
Portless laparoscopic Surgical approach is a novel yet to be
explored modality which can increase the versatility of
laparoscpic surgery both diagnostic and therapeutic inter-
ventions in the future.
How it works… Daughter scopes are introduced through the
parent port and fixed to the peritoneal surface using electro-
magnetic socketing device (ESD) placed on the abdominal
surface. Since the ventral abdominal wall is not traversed,
the daughter port and its extraabdominial counterpart can
be moved to any desired location. Daughter scopes can be
put to functioning mode by a electronic controller sitting on
the ESD which then can control the daughter ports using
remote control. The daughter scopes can be elongated or
shortened by telescoping in or out of their shaft.The exter-
nal controller coud then use robotic simulation to the oper-
ate the scopes.
Potentially this technique could enable surgeons to reach
difficult sites intabdominally where conventional ports can-
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not. Initially this approach could be used in diagnostic stag-
ing of visceral cancers and as a adjunct port in assisting
complex laparoscopic surgeries where frequent port change
is desirable.

ETP150
JOINT-MOTION AND FORCE ANALYSIS FOR OBJECTIVE
ASSESSMENT OF LAPAROSCOPIC SKILLS, Dhanannjay
Deo(1) MS,Ganesh Sankaranarayanan(1) PhD,Suvranu
De(1), Sc. D,Daniel B Jones(2) MD,Ward Dunnican(3)
MD,Tejinder P Singh(3) MD, (1) Rensselaer Polytechnic
Institute, (2) Dept. of Surg., Beth Israel Deaconess Med.
Cntr., (3) Albany Med. College
OBJECTIVE: The objective of this research was to develop a
wearable glove-based tracking and force measurement sys-
tem to enable real time collection and analysis of force data
and joint motion during the performance of laparoscopic
tasks for objective assessment of surgical skill and dynamic
feedback.
DESCRIPTION OF METHODS : Each of two noDNA X-IST™
data gloves (one for each hand) were equipped with Flock of
Birds ™ position and orientation sensors from Ascension
Technologies. Each data glove is capable of sensing pres-
sure applied at the fingertips (5 pressure sensors) and bend
motions of the finger joints (19 sensors). The Flock of Birds
TM measures 3 position variables of the hand (or laparo-
scopic tool) and 3 orientation angles. A bimanual task was
performed to pick an object from a pegboard with graspers
using the right hand, transfer it to the left hand and place it
onto an empty peg. The transfer was repeated for 6 objects
and then the task was repeated in reverse sequence to
transfer them back to their original pegs. The data was col-
lected for both the hands independently at about 200 Hertz
for data glove sensors and at 100 Hz for Flock of Birds TM.
Each experiment was video taped, with a tap motion at the
beginning of task for synchronization of data and video
streams. The experiment was performed on 4 experts (chief
surgical resident level) and 12 residents with no previous
experience with laparoscopic instruments. Each untrained
resident was allowed one minute to familiarize with the
instruments after preliminary instructions. 
RESULTS: The data streams were analyzed quantitatively
and qualitatively for comparison between expert and novice
surgeons, right (more dexterous) and left hands and with
the associated video. As expected, the signature patterns
observed for expert surgeons and the novices were found to
be qualitatively very different. Mistake performed (clearly
seen in the video) could be easily correlated to the anom-
alies of the data streams. The economy of motion and
simultaneous use of both hands (economy of time) could be
quantitatively characterized for both experts and novices. 
CONCLUSION: A novel system for objective analysis and
assessment of laparoscopic skills is presented.
Simultaneous analysis of video, tool motion and joint
motion as well as comparison of motion patterns of expert
and novice surgeons provide guidelines for improvement.

ETP151
LAPAROSCOPIC RADIOFREQUENCY ABLATION (LRFA) OF
SYMPTOMATIC UTERINE FIBROIDS, Stanley J Rogers
MD,Marilyn S Milkman MD, University of California, San
Francisco
Standard therapy for symptomatic uterine fibroids (UF) con-
sists primarily of open (OM) or laparoscopic myomectomy
(LM) or uterine artery embolization (UAE). We describe the
largest yet reported series of patients with UF treated using
radiofrequency energy for in-situ ablation (LRFA) or ablate-
and-resect myomectomy (LARM) for pedunculated fibroids.
Patient Data and Methods: From May 2005 to January 2008,
we treated 49 patients with UF using LRFA and LARM. All
procedures were done under general anesthesia using
laparoscopic ultrasound assistance employing
Angiodynamics radiofrequency thermal ablation catheters.
Mean age (SD) was 45 + 5.05 years. Patients were from varied
ethnic backgrounds: 5 Asian/Pacific Islanders, 29 Caucasians,
8 African-Americans and 7 others. Thirty-nine patients were

treated with LRFA alone while 6 were treated with both LRFA
and LARM and 4 were treated with LARM alone.
Results: LRFA techniques were used primarily for intramural
fibroids while LARM was used for pedunculated uterine
fibroids. Forty-four patients presented with primarily bulk
symptoms (pain - 13, fullness or pressure sensation - 12, uri-
nary urgency or frequency - 9, constipation / bowel habit
abnormalities - 5, dyspareunia - 4) and 5 patients had menor-
rhagia as their primary presenting symptom. 24 of patients
had a combination of symptoms, primarily related to fibroid
bulk. All patients were treated during a single treatment ses-
sion. No intraoperative or post-operative complications
occurred. 136 individual lesions were treated by laparoscopic
RF ablation techniques (mean 3.4 lesions per patient, range 1
to 6). The largest lesion mean diameter per patient was 3.5
+1.7 cms (range 1.4 to 10 cms); while the aggregate fibroid
mean diameter per patient was 5.8+3.6 cms (range 1.4 to 16
cms). Our mean operative time in 49 patients was 1.8 hours
(range 1.4 ? 3.2). The vast majority of patients were dis-
charged home on the day of surgery; 6 patients required an
overnight stay. On ultrasound examination at 6 months, sixty-
five percent had over 50% shrinkage of fibroid size with 15%
having over 60% shrinkage. Forty-four patients (90%) had sig-
nificant symptomatic improvement (>90% resolution) at 6
months with a vast majority of symptomatic improvement
being noted at the 2 week clinic visit.
Conclusion: LRFA and LARM are substantial additions to our
armamentarium for UF treatment. Fibroid softening is likely
responsible for a notable early symptomatic improvement.

ETP152
NOVEL TECHNIQUE FOR LAPAROSCOPIC PLACEMENT OF
PERITONEAL DIALYSIS CATHETERS, Stanley J Rogers
MD,Edward J Yun MD,Todd V Brennan MD, San Francisco
General Hospital and University of California, San Francisco
Purpose: Placement of peritoneal dialysis catheters has tra-
ditionally been performed in open surgical fashion. Newer
methods of laparoscopic placement have resulted in 5-fold
fewer infections, 10-fold fewer exit site leaks, and signifi-
cantly improved catheter longevity. These techniques usual-
ly employ one of two approaches: a minilaparoscopic tech-
nique (ML) ? (disadvantage: no ability to take down adhe-
sions or perform other maneuvers during catheter place-
ment) or a standard laparoscopic (SL) technique (disadvan-
tage: requires fascial closure). We developed a “hybrid”
approach whereby a ML technique is combined with a larg-
er (5 mm) second trocar. In this case, there is no need to
close the fascia, because the dialysis catheter is placed pre-
cisely though the 5mm trocar site, minimizing the risk of tro-
car site herniation, decreasing the leak rate, and allowing for
same day dialysis. Technique: Via a supraumbilical
approach, initial laparoscopic evaluation of the peritoneum
is performed using a 2.7 mm zero-degree microlaparoscope.
A 5mm trocar is placed through the skin overlying the rec-
tus abdominis muscle, and is tunneled through the muscle
wall. A 3.0mm catheter guide is placed through the 5mm
trocar, and the dialysis catheter is placed over the guide
under laparoscopic vision. After removal of the guide and
laparoscope, both skin incisions are closed with a subcuticu-
lar suture. Exchange of peritoneal dialysate is performed in
the operating room prior to awakening the patient to ensure
proper function of the catheter. Conclusions: Current meth-
ods of laparoscopic placement of peritoneal dialysis
catheters utilize either large-bore ports which require fascial
closure, or minilaparoscopes through which lysis of adhe-
sions or other maneuvers cannot be performed. We
describe a novel means of catheter placement using a com-
bined approach: the catheter itself is placed in the 5mm tro-
car site and tunneled along the rectus abdominis muscle in
order to minimize exit site leak. This allows all the benefits
of large-bore laparoscopy (ability to take down adhesions,
etc.) without the need for fascial closure after the operation.
This technique allow for immediate use of catheter for
patients with newly diagnosed renal failure.
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3-D TECHNICAL SERVICES #218
255 Industrial Drive
Franklin, OH 45005
Tel: 937- 746-2901 Fax: 937-746-5071
Website: www.3-DMED

Practice:The key to excellence and learning through sim-
ulation. 3-Dmed surgical training aids, a division of 3-D
Technical Services, has been involved with product devel-
opment for over 35 years.The 3-Dmed trainer was the
first to provide the complete system of video, monitor
and surgical work area, which combines real time func-
tion with portability. 3-Dmed dedicates its design expert-
ise into developing new training tools for surgeons to
improve patient care.

ADOLOR CORPORATION #534
700 Pennsylvania Drive
Exton, PA 19341
Tel: 484-595-1500 Fax: 484-595-1520
Website: www.adolor.com

Adolor and GlaxoSmithKline are working together to
advance the understanding of post-operative ileus (POI).

AESCULAP INC. #310
3773 Corporate Parkway
Center Valley, PA 18034
Tel: 800-282-9000 Fax: 610-791-6888
Website: www.aesculapusa.com

Aesculap offers a wide variety of laparoscopic instru-
ments that improve surgical performance and enhance
patient care during minimally invasive surgery.The portfo-
lio of products includes a comprehensive range of
reusable, reposable, and single-use instruments, ligation
devices, endoscopes, and trocars.

ALLERGAN #521
2525 Dupont Drive
Irvine, CA 92612
Tel: 714-246-4500 Fax: 714-246-6987
Website: www.allergan.com

Allergan presents the new LAP-BAND AP® System, designed
to extend the proven performance of the LAP-BAND®
System. Stop by our booth to learn more about the LAP-
BAND AP® System and 360° Omniform™ technology.

ALOKA ULTRASOUND #604
10 Fairfield Boulevard
Wallingford, CT 06942
Tel: 203-269-5088,
Toll Free: 800-872-5652 Fax: 203-269-6075
Website: www.aloka.com

Aloka Ultrasound features surgical ultrasound systems that
offer exceptional image quality and unmatched clinical
versatility. Our extensive array of transducers allows for
imaging during many surgical procedures both open and
laparoscopic.They also provide the superior resolution
required for hepatic tissue and vessel evaluation as well as
for ultrasound guidance of ablative procedures.

AMERICAN COLLEGE 
OF SURGEONS #112
BARIATRIC SURGERY CENTER NETWORK (ACS BSCN) 
ACCREDITATION PROGRAM
633 N. Saint Clair St.
Chicago, IL 60611
Tel: 312-202-5443 Fax: 312-202-5011

The American College of Surgeons continues its dedica-
tion to quality improvement through the Bariatric Surgery
Center Network Accreditation Program which fosters
high-quality surgical care for bariatric surgery patients.
Please visit booth 112 for information about standards,
program processes, and enrollment.

ANGIODYNAMICS, INC. #328
603 Queensbury Avenue
Queensbury, New York 12804
Tel: 518-798-1215 Fax: 518-798-1360
Website: www.angiodynamics.com

AngioDynamics® is a leading provider of innovative med-
ical devices used by interventional radiologists, surgeons,
and other physicians for the minimally invasive treatment
of cancer and peripheral vascular disease.AngioDynamics’
diverse product line includes radiofrequency ablation sys-
tems, vascular access products, angiographic products and
accessories, dialysis products, angioplasty products,
drainage products, thrombolytic products, embolization
products and venous products.

ARAGON SURGICAL, INC  #1026
1810 Embarcadero Road, Suite B
Palo Alto, CA 94303
Tel: 650-543-3100 Fax: 650-318-1857
Website: www.aragonsurgical.com.

The Aragon SurgicalLapCap™ is the first PCAD™
(Pneumoperitoneum Creation Assist Device), a new cate-
gory of laparoscopic enabling products which benefit sur-
geons and patients.With the LapCap, blind Veress needle
passage is safe, simple, rapid, and predictable.View a video
of the FDA-cleared LapCap and learn more at our website.

ATRIUM MEDICAL CORPORATION #1025
5 Wentworth Drive 
Hudson, NH 03051 
Tel: 603-880-1433 Fax: 603-880-4545 
Website: www.atriummed.com

Atrium’s new C-QUR™ Mesh product technology com-
bine our industry-leading lightweight ProLite Ultra™
polypropylene surgical mesh with a proprietary, highly
purified Omega 3 fatty acid bio-absorbable coating. Pre-
clinical studies demonstrate a minimization of peritoneal
tissue attachment, including a significant reduction in for-
eign body reaction and inflammation, resulting in a well
healed, reinforced repair.
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AUTOMATED MEDICAL PRODUCTS#216
P.O. Box 2508
Edison, NJ 08818
Tel: 732-602-7717 Fax: 732-602-7706
Website: www.ironintern.com

Automated Medical Products Corp offers the Iron Intern®
Available for use in laparoscopic and open surgery.The
Iron Intern® Stieber Rib Grip Kit provides superior expo-
sure in the abdomen and serves liver transplants. Find
out more about these products at www.ironintern.com.

BARIATRIC TIMES/ 
MATRIX MEDICAL # 1109
COMMUNICATIONS 
4975 West Chester Pike, Suite 201
P.O. Box 445
Edgemont, PA 19028-0445
Tel: 610-325-9905 Fax: 610-325-9906 
Website: www.bariatrictimes.com

Please stop by Booth #1109 to pick up the recent issue of
Bariatric Times and information regarding discounts on
our educational textbooks, including the recently pub-
lished Weight Loss Surgery:A Multidisciplinary Approach
edited by Drs. Raul Rosenthal and Dan Jones.

BARIATRIX NUTRITION CORP. #1130
40 Allen Road
South Burlington,VT 
Tel: 800-468-3438 Fax: 800-468-9306
Website: www.bariatrix.com 

In business since 1978, Bariatrix has earned a reputation
for innovation and quality in development of nutritional
foods.Today, as a leader in the dietary healthcare field
Bariatrix is quickly becoming the company of choice for
protein rich food products, complimented by outstanding
medical and nutritional support services.

BÂRRX MEDICAL, INC. #1105
540 Oakmead Parkway 
Sunnyvale, CA
Tel: 408-328-7312 Fax: 408.328.7395
Website: www.barrx.com

BÂRRX Medical, Inc. develops solutions for treating
Barrett’s esophagus. The FDA approved HALO360 and
HALO90 Systems are based on patented technology that
carefully control the amount of ablative energy delivered
to effectively remove the diseased tissue.

B-K MEDICAL SYSTEMS, INC. #629
250 Andover Street
Wilmington, MA  01887
Tel: 800-876-7226 Fax: 978-988-1478
Website: www.bkmed.com

B-K Medical has been a market leader in surgical ultra-
sound for over 30 years. We provide cutting edge technol-
ogy, superior image quality, the highest standard in sterili-
zation options, HIPPA compliant, ease-of-use, as well as a
dedicated and highly trained staff.

BOSTON SCIENTIFIC #235
100 Boston Scientific Way
Marlboro, MA  01752
Tel: 800-876-9960 Fax: 508-683-5071
Website: http://www.bostonscientific.com/home.bsci

The long standing commitment by Boston Scientific to
advancing the field of endoscopy is reflected in a broad
spectrum of diagnostic and therapeutic devices for dis-
ease states throughout the GI tract. We are committed to
innovation and the development of devices and systems
that support our customers’ goals for less invasive, more
efficient procedures that contribute to better patient out-
comes. Collaboration and clinical support are also at the
core of how we develop and deliver new technologies.
We strive to offer our customers the breadth and depth of
choices they need, ongoing enhancement of our products
based on physician and nurse feedback, and superb on-
site customer support and in-service training.

BUFFALO FILTER #1013
595 Commerce Drive
Buffalo, NY 14228
Tel: 800-343-2324 Fax: 716-835-3414
Website: www.buffalofilter.com

Buffalo Filter® is a medical device manufacturer with a
primary focus on manufacturing and engineering prod-
ucts for the evacuation and filtration of hazardous smoke
plume generated during laser/electrosurgical procedures.
Products include: surgical smoke evacuators, ULPA/ HEPA
replacement filters.

CALMOSEPTINE #705
16602 Burke Lane
Huntington Beach, CA  92647
Tel: 714-840-3405 Fax: 714-840-9810
Website: www.calmoseptineointment.com

Calmoseptine® Ointment is a multi-purpose moisture bar-
rier that protects and helps heal skin irritations from
moisture, such as urinary and fecal incontinence.
Calmoseptine® Ointment temporarily relieves discomfort
and itching. Free samples at our booth!
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CAMBRIDGE ENDO #1213
119 Herbert St
Framingham, MA 01702
Tel: 508-405-0790 Fax: 508-405-0134
Website: www.cambridgeendo.com

Autonomy™ Laparo-Angle™ technology gives surgeons
complete wrist-like maneuverability in a hand-held device
providing unprecedented control. Cambridge Endo instru-
ments are fully controlled with one hand enabling
reduced/single port surgery. Consider the possibilities.
Autonomy™ Laparo-Angle™ Instrumentation.

CARDINAL HEALTH, INC. #211
5175 South Royal Atlanta Drive
Tucker, GA  30084
Tel: 800-843-8600
Website: www.cardinalhealth.com/vmueller

Cardinal Health features V. Mueller® and Snowden-
Pencer® instrumentation including a full line of laparo-
scopic instruments, with reusable, take-apart and dispos-
able product solutions. With emphasis on ergonomic and
reposable instrument designs, the Diamond-Line® II,
Diamond-Touch® and Diamond-Flex® instrument lines
uniquely address the individual needs of the advanced
laparoscopic surgeon. Our integrated approach to instru-
mentation, Full Circle Instrumentation™ means that we
are your source for the people, selection, craftsmanship
and solutions that encompass all of your needs.

CINÉ-MED, INC. #139
127 Main Street North
Woodbury, CT 06798
Tel: 203-263-0006 Fax: 203-263-4839
Website: www.cine-med.com

Ciné-Med partners with SAGES to produce and distribute
the SAGES video library, including SAGES Grand Rounds,
Postgraduate Courses and the SAGES Pearls series. Stop by
booth #139 for more information and to view samples of
these videos and more.

CLEVELAND CLINIC #119
17325 Euclid Avenue
Cleveland, OH 44112
Tel: 216-738-4715 Fax: 216-274-9300
Website: www.clevelandclinic.org

Cleveland Clinic Lorain Family Health and Surgery Center
is seeking a Board Certified general surgeon to join a
thriving two-person practice. Potential candidates for this
tremendous opportunity must be interested in all facets
of general surgery and willing to take on the needs of a
growing practice.

COMPVIEW MEDICAL #228
10035 SW Arctic Drive
Beaverton, OR 97005
Tel: 800-448-8439 Fax: 503-601-5565
Website: www.compviewmedical.com

CompView Medical delivers minimally invasive surgery
capabilities for OR’s, procedure rooms and medical train-
ing.The NuBOOM®System from CompView Medical cre-
ates a high definition Digital OR in 2 days, minimizing OR
downtime, reducing capital costs and improving produc-
tivity and safety.

CONMED LINVATEC #217
11311 Concept Boulevard 
Largo, FL 33773-4908 
Tel: 727-392-6464
Website: www.conmed.com

ConMed Corporation offers its customers one of the med-
ical industry’s most diverse selection of innovative, state-of-
the-art devices and systems for the orthopedic, endoscopic,
laparoscopic, gastroenterology and general surgery markets.

COOK MEDICAL #605
750 Daniels Way
Bloomington, IN 47404
Tel: 800-457-4500 Fax: 800-554-8335
Website: www.cookmedical.com.

Cook Medical was the first company to introduce inter-
ventional devices in the United States.Today, the company
participates in all global markets, integrating device
design, biopharma, gene and cell therapy and biotech to
enhance patient safety and improve clinical outcomes.
Cook won the prestigious Medical Device Manufacturer
of the Year for 2006 from Medical Device and Diagnostic
Industry magazine.

COOPER SURGICAL #1126
95 Corporate Drive
Trumbull, CT 06611
Tel: 203-601-5200 Fax: 203-601-4741
Website: www.coopersurgical.com

Cooper Surgical is the leading provider of medical devices
and procedure oriented solutions that result in improved
health care delivery to women regardless of clinical set-
ting.The company targets products that aid clinicians in
the management and treatment of the broad spectrum of
women’s health care issues that occur throughout her
life.
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COVIDIEN #511
150 Glover Avenue
Norwalk, CT  06850
Tel: 203-845-1928 Fax: 203-845-1776
Website: www.covidien.com 

Covidien is a leading global healthcare company that cre-
ates innovative solutions for better patient outcomes and
delivers value through clinical leadership and excellence.
Covidien manufactures a range of industry-leading prod-
ucts in five segments including Surgical and Energy-based
Devices.

CROSPON LTD #1029
Galway Business Park
Dangan, Galway - Ireland
Tel: +353-91-519880 Fax: +353-91-519889
Web: www.endoflip.com

EndoFLIP® (Endoscopic Functional Lumen Imaging
Probe) offers a novel approach for directly assessing the
competence of the lower esophageal sphincter and gas-
troesophageal junction. EndoFLIP® is intended to be used
both for diagnosis of gastro-esophageal reflux disease
(GERD), and for assessment and assistance before, during,
and after fundoplication surgery.

DAVOL INC. #704
100 Sockanossett Crossroad 
Cranston, RI 02920 
Tel: 800-556-6756 Fax: 401-946-5379 
Website: www.davol.com 

Davol, the market leader in hernia repair, offers a broad
range of unique synthetic and biologic implants for
laparoscopic and open approaches.Additionally,The
Salute® II Disposable Fixation System provides control-
lable and secure prosthetic fixation with strong suture-
like Q-rings and the Permasorb® Disposable Fixation
System provides secure mesh fixation with fully
absorbable constructs. Davol is also the provider of the
EndoCinch™ Suturing System: a flexible endoscopic
device to place suture in the soft tissue of the GI tract.

DELLTA TECH #126
Weena 87
3013CH Rotterdam - The Netherlands
Tel: +31(0)10 412 80 14 Fax: +31(0)84 730 11 17 
E-mail: info@simendo.eu
Website: www.simendo.eu

DelltaTech is the producer of the SIMENDO®
Laparoscopy Training Simulator.The SIMENDO is excel-
lent for the resident surgeon to train and improve their
basic skills for endoscopy.The SIMENDO is a complete
and affordable trainer used by many hospitals and med-
ical companies worldwide.

ELSEVIER #1104
600 John F. Kennedy Blvd., Suite 1800
Philadelphia, PA 19103
Tel: 215-239-3491 Fax: 215-239-3494 
Website: www.us.elsevierhealth.com

Elsevier is the leading international publisher of medical
journals, books and electronic products. Journals on dis-
play include Techniques in Gastrointestinal Endoscopy,
Gastroenterology, Gastrointestinal Endoscopy, and
Gastroenterology Clinics of North America. Stop by to
browse our newest books, and view the latest issues of
the journals.

ENCISION INC. #631
6797 Winchester Circle 
Boulder, CO 80301 
Tel: 303-444-2600 Fax: 303-339-2693 
Website: www.encision.com 

Encision’s ACTIVE ELECTRODE MONITORING technology
continuously monitors laparoscopic instruments during
minimally invasive surgery. AEM® prevents stray electro-
surgical burns and ensures patient safety.

ETHICON ENDO-SURGERY #713
4545 Creek Road
Cincinnati, OH 45292
Tele: 800-USE-ENDO Fax: 513-337-3304
Website: www.ethiconendo.com

Ethicon Endo-Surgery, Inc. develops and markets advanced
medical devices for minimally invasive and open surgical
procedures.The company focuses on procedure-enabling
devices for the interventional diagnosis and treatment of
conditions in general and bariatric surgery, as well as gas-
trointestinal health, plastic surgery, orthopedics, gynecolo-
gy, and surgical oncology.

ETHICON PRODUCTS #828
P.O. Box 151, Route 22 West
Somerville, NJ 44125
Tel: 800-516-0932
Fax: 752-873-8014
Website: www.ethicon.com



www.sages.org 352

S
A
G
E
S
2
0
0
8

SAGES 2008 Exhibitors
EXEMPLO MEDICAL, LLC #1219
720 Brooker Creek Boulevard, Suite 200 
Oldsmar, FL 34677 
Tel: 813-343-5680 
Fax: 813-343-5687 
Website: www.exemplomedical.com 

Exemplo Medical, an industry leader in Outcome and
Disease Management Systems, delivers robust, highly 
flexible specialty software used by Bariatric Medicine pro-
fessionals to record and access information and outcomes
related to patients and procedures. Our eMD for Bariatrics
(MDB) solution offers care providers the opportunity to
collect standardized clinical and procedural data, review
and analyze results and shape program goals based on
outcomes. Complimenting MDB’s clinical functionality are
modules that increase practice efficiencies and patient
communication.The software’s flexibility enables cus-
tomers to tailor the application to include additional 
elements unique to their program and/or practice.

FUJINON INC. #234
10 High Point Drive
Wayne, New Jersey 07470
Tel: 800-385-4666 Fax: 973-633-8818 

www.fujinonendoscopy.com

Fujinon, a member of the FujiFilm family of companies,
provides cutting-edge technology while improving pro-
ductivity. Our 4400 Fully Digital Endoscopy System
offers High Definition Endoscopy (HDe™), Multi-Band
Imaging™ (FICE™), Super CCD technology and our signa-
ture Double Balloon Endoscopy (DBE®) enteroscopes
and colonoscopes .

GENERAL SURGERY NEWS #425
545 West 45th Street, 8th Floor
New York, NY 10036
Tel: 212-957-5300 Fax: 212-957-7230 
Website: www.generalsurgerynews.com

General Surgery News is a monthly newspaper designed
to keep general surgeons abreast of the latest develop-
ments in the field.The publication features extensive
meeting coverage, analysis of journal articles, educational
reviews, and information on new drugs and products.

GENZYME BIOSURGERY #222
55 Cambridge Parkway
Cambridge, MA 02142 USA
Tel: 617-494-8484 Fax: 617-494.6561
Website: www.genzymebiosurgery.com

Genzyme Biosurgery is the leader for adhesion prevention
following abdominopelvic surgery. Seprafilm®Adhesion
Barrier is a bioresorbable, site-specific barrier that sepa-
rates adhesiogenic tissue surfaces during the critical 7-day
period of peritoneal healing. Sepramesh®IP
Bioresorbable Coating/Permanent Mesh is indicated for
the reconstruction of soft tissue deficiencies, such as for
the repair of hernias.

GI DYNAMICS #734
One McGuire Road
Lexington, MA 02421
Tel: 617-924-7354 Fax: 617-923-0698
Website: www.gidynamics.com

GI Dynamics, founded in 2003, is developing the
EndoBarrier(tm) Gastrointestinal Liner, a novel endoscop-
ic technology for treating Obesity and Type 2 Diabetes.
GI Dynamics is led by an experienced management team
and a scientific advisory board comprised of international-
ly recognized leaders in bariatric surgery, endoscopy, obe-
sity medicine, and endocrinology, and medical weight
loss.The company’s first technology, the EndoBarrier(tm)
gastrointestinal liner, is being studied in clinical trials for
the treatment of obesity and type 2 diabetes in the U.S.,
Europe, and South America. GI Dynamics plans to initiate
a Pivotal Study in the U.S. in Q4 2008 or Q1 2009.

W. L. GORE & ASSOCIATES, INC. #1017
Medical Products Division
P.O. Box 2400
Flagstaff,Arizona 86003-2400
Tel: 800-437-8181 Fax: 800-742-5315
Website: www.goremedical.com

The Gore Medical Products Division has provided cre-
ative therapeutic solutions to complex medical problems
for three decades. During that time, more than 23 million
innovative Gore Medical Devices have been implanted,
saving and improving the quality of lives worldwide.The
extensive Gore Medical family of products includes vascu-
lar grafts, endovascular and interventional devices, surgical
meshes for hernia repair and sutures for use in vascular,
cardiac and general surgery.

GYRUS ACMI #1113
136 Turnpike Road 
Southborough, MA 01772 
Tel: 508-804-2600 Fax: 508-804-2624 
Website: www.gyrusacmi.com

Gyrus ACMI brings unique See and Treat solutions to the
advanced surgeon for laparoscopic and open procedures.
We provide a broad, differentiated product offering
including PK Technology—the best in class surgical tissue
management system and state of the art visualization
products.

HAPTICA INC #528
101 Federal Street, Suite 1900
Boston, MA, 02110
Tel: 617-342-7270 Fax: 617-342-7080
Website: www.haptica.com

Haptica’s award-winning ProMIS surgical simulator is the
best validated Simulator for laparoscopic skills. ProMIS’
‘mixed reality’ approach has been shown to be better
than VR and preferred by users. Haptica also develops cus-
tom simulation solutions to accelerate uptake of new sur-
gical devices.
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HCA PHYSICIAN RECRUITMENT #731
3 Maryland Farms, Suite 150
Brentwood,TN 37027
Tel: 866-889-0203
Website: www.PracticeWithUs.com

Physician Opportunities with HCA. HCA owns and oper-
ates 170 healthcare facilities in 20 states with opportuni-
ties coast to coast. We are committed to the care and
improvement of human life. We strive to deliver high
quality, cost effective healthcare that meets the needs of
the communities we serve.

HITACHI MEDICAL SYSTEMS 
AMERICA, INC. #239
1959 Summit Commerce Park
Twinsburg, OH  44087
Tel: 800-800-3106 Fax: 330-425-1410
www.hitachimed.com 

Hitachi breakthrough technology for ultrasound includes
Real-time Tissue Elastography for multiple applications.
High resolution surgical transducers provide the detail
surgeons expect, while Hitachi’s intuitive user interface
combined with on-site applications training and support
make transitioning to new technology rewarding.

HRA RESEARCH #1028
400 Lanidex Plaza
Parsippany, N J 07054
Tel: 973-240-1200 Fax: 973-463-1888
Web site: www.hraresearch.com

Our team of experienced interviewers will be distributing
carefully developed questionnaires. We’ll be gathering the
answers to vital marketing and clinical questions- answers
that can affect the introduction of new products or the
continuation of existing healthcare products and services.

I-FLOW CORPORATION #104
20202 Windrow Drive
Lake Forest, CA  92630
Tel: 800-448-3569 Fax: 949-206-2600
Website: www.iflow.com

Product Displayed: ON-Q® PainBuster®, a post-surgical
pain pump. ON-Q is labeled to significantly reduce pain
better than narcotics and to significantly reduce narcotics
intake after surgery. ON-Q was upheld as a best practice
for post-surgical pain relief and its widespread use was
encouraged as part of an independent study published in
the prestigious Journal of American College of Surgeons.

IMMERSION MEDICAL #125
55 West Watkins Mill Road
Gaithersburg, MD 20878
Tel: 240-813-6300 Fax: 301-984-2104
Website: www.ImmersionMedical.com

Immersion Medical is Perfecting the Practice™ of
Physicians. Using revolutionary TouchSense® Technology
(Haptics) the virtual reality simulators provide technical
and cognitive competence in conducting medical and sur-
gical procedures. Product lines: Laparoscopic, Endoscopic,
Endovascular, Intravenous, and Gynecological.

INNOVAMED #1208
9891 Irvine Center Drive #200
Irvine, CA 92618
Tel: 949-681-3620
Website: www.innovamed-us.com

Innovamed will be displaying the Laprostop designed to
avoid trocar insertion injuries which can occur during
laparoscopic procedures. Further, when secured to the
abdominal wall, the Laprostop will prevent the periopera-
tive clumsiness of trocars falling out, then needing to be
replaced; loss of pneumoperitoneum, etc.The resulting
orderly procedure provides savings of both time and
money to the OR team.

INTEGRA - JARIT SURGICAL 
INSTRUMENTS #708
311 Enterprise Drive
Plainsboro, NJ 08536
Tel: 800-431-1123 Fax: 609-799-3297
Website: www.jarit.com

Integra Life Sciences JARIT Instruments offers compre-
hensive lines of high quality, reusable, innovative surgical
instruments. JARIT… The Instrument People is a leader in
laparoscopic surgical instruments and general instrumen-
tation. Some examples include the Appel Needle Holder,
P.E.E.R“ Retractor, Hunter Bowel Grasper, and Lobe Spleen
Extractor.

INTUITIVE SURGICAL, INC. #1020
1266 Kifer Rd, Building 101 
Sunnyvale, CA 94086 
Tel: 408-523-2100 Fax: 408-523-1390 
Website: www.intuitivesurgical.com 

Intuitive Surgical, Inc. is the global technology leader in
robotic-assisted, minimally invasive surgery.The
Company’s da Vinci® Surgical System enables general 
surgeons to offer a new, minimally invasive approach to
patients.
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KARL STORZ ENDOSCOPY-
AMERICA, INC. #904
600 Corporate Pointe
Culver City, CA 90230
Tel: 310-338-8100 Fax: 310-410-5527
Website: www.karlstorz.com & www.karlstorz-hd-
endoscopy.com

KARL STORZ Endoscopy-America, Inc., an international
leader in endoscopy technologies, designs, manufactures
and markets products that emphasize visionary design,
precision craftsmanship and clinical effectiveness. Our
products include the latest endoscopes, instruments, imag-
ing systems and other technologies for most surgical spe-
cialties.

LEXION MEDICAL #1011
5000 Township Parkway
St. Paul MN 55110
Tel: 651-635-0000 Fax: 651- 635-0090
Website: www.lexionmedical.com

LEXION Medical, a leader of innovative medical technolo-
gies improving patient safety, offers the Insuflow®
Laparoscopic Gas Conditioning Systems and the
PneuVIEW® Laparoscopic Smoke Elimination System.

LIFECELL #1129
1 Millennium Way
Branchburg, NJ 08876
Tel: 908-947-1100 Fax: 908-947-1200 
Website: www.lifecell.com

LifeCell develops and markets advanced biological prod-
ucts used in surgical procedures. LifeCell’s patented tech-
nology and processing produces AlloDerm®, a fully intact
regenerative human tissue matrix that provides a complete
template for the regeneration of normal human tissue.

LIMBS & THINGS, INC. #1230
PO Box 15669
Savannah, GA 31416
Tel: 866-GOLIMBS Fax: 912-629-0358 
Website: www.GOLIMBS.com

Limbs & Things, Inc. supplies training and demonstration
materials for healthcare professionals, incorporating syn-
thetic soft tissue models and multimedia training systems
designed for clinical simulation centers, clinical skills
training, and corporations servicing the healthcare industry.

LIPPINCOTT, WILLIAMS 
& WILKINS #231
530 Walnut Street
Philadelphia, PA 19107
Tel: 800-638-3030
Website: www.lww.com

Lippincott Williams & Wilkins is a unit of Wolters Kluwer
Health, offering specialized publications and software for
physicians, nurses, students and specialized clinicians.

Visit our booth to find new and current textbooks and
journals in general surgery and an exciting second edition
of the Master Techniques text!

LOCUMTENENS.COM #1125
3650 Mansell Road, Suite 300
Alpharetta, GA 30022
Tel: 800-562-8663. Fax: 770-643-5797
Website: www.locumtenens.com

LocumTenens.com is a temporary-physician recruiting
agency serving Physicians and CRNAs looking for job
opportunities, and healthcare facilities looking to solve
employment shortages. Our full-service agency offers a
free Internet job board at www.LocumTenens.com.
Contact a recruiter today.

MARKET ACCESS PARTNERS #1005
3236 Meadowview Road
Evergreen, CO 80439
Tel: 303-526-1900 Fax: 303-526-7920 
www.marketaccesspartners.com

Market Access Partners provides market research consult-
ing to the medical device and pharmaceutical industries.
We use innovative qualitative and quantitative methodolo-
gies to research opinions of physicians, nurses and
patients. We offer a management-oriented approach to
product development and marketing.

MARY ANN LIEBERT, INC.,
PUBLISHERS #707
140 Huguenot Street
New Rochelle, NY 10801
Tel: 914-740-2100 Fax: 914-740-2101
Website: www.liebertpub.com

Mary Ann Liebert, Inc., publishes authoritative peer-
reviewed journals in new and promising areas of science
and biomedical research including Journal of
Laparoendoscopic & Advanced Surgical Technique. The
Journal includes new technologies and techniques in sur-
gical subspecialties. Complimentary copies available at
booth.
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MAST BIOSURGERY #729
6749 Top Gun St., Suite 108 
San Diego, CA 92121
Phone: 858-550-8050 Fax: 858-550-8060
Website: www.mastbiosurgery.com

The SurgiWrap Bioresorbable Protective Sheet is designed
to protect and reinforce soft tissues & minimize soft tis-
sue attachments (STAs), FDA cleared for both open and
laparoscopic procedures. MAST Biosurgery is a leader in
the design, development, and production of bioresorbable
polymer implants, and emerging technologies for use in a
variety of surgical applications.

MATSUSHITA ELECTRIC 
WORKS LTD. #229
New Product Technologies Development 
1048 Kadoma 
Osaka 571-8686, Japan
Tel: 81-6-6908-8152 Fax: 81-6-6909-2850
Website: www.mew.co.jp

Matsushita Electric Works Ltd introduces a 3-dimensional
dome-shaped display system for stereoscopic endoscope.
Using the in-built, patent-pending, distortion correction
algorithm, the system achieves excellent depth perception
by which the accuracy of a difficult endoscopic proce-
dure could be improved.

METI® - MEDICAL EDUCATION 
TECHNOLOGIES, INC. #804
6000 Fruitville Road
Sarasota, FL  34232
Tel: 866-233-METI (6384)
Website: www.meti.com

At SAGES this year, METI will showcase the SurgicalSIM®
along with the revolutionary new wireless patient simula-
tor, iStan™. Also come see the SurgicalSIM® LTS – a self-
contained system for testing and training basic skills for
laparoscopic surgery. Stop by our learning center to dis-
cover how METI’s SurgicalSIM® products can be revolu-
tionary tools for learning!  

MEDICAPTURE INC. #336
580 W Germantown Pike
Plymouth Meeting PA 18976
Tel: 610-238-0701
Website: www.medicapture.com

MediCapture Inc. designs and manufactures affordable
medical image capture solutions.The Company’s patent-
pending technology records digital video and images from
any device that has standard video outputs. MediCapture
also offers medical image capture solutions to OEMs and
integrators.

MEDIFLEX SURGICAL PRODUCTS #334
250 Gibbs Road
Islandia, NY 11749
Tel: 631-582-8440;
Toll-Free: 800-879-7575 Fax: 631-582-8487
Website: www.mediflex.com

Since 1974 MEDIFLEX has been the leading company for
the innovation of

state-of-the art laparoscopic holding and positioning arms
including the Mediflex FlexArm™ and StrongArm™
devices. Visit with our booth to discover how these
devices can help to make laparoscopic surgery less stress-
ful and more cost efficient for you.

MEDSURG SPECIALTY 
DEVICES, INC. #205
633 Village Lane North
Mandeville, LA 70471
Tel: 800-423-5244 Fax: 800-744-3725
Website: www.medsurg.com

MedSurg Specialty Devices, Inc. (MSD) is a Subsidiary of
Itochu International Incorporated. MSD is comprised of
three specialty distribution companies, Life Systems
Healthcare, Inc., Flanagan Instruments, Inc., and Products
for Surgery Inc., as well as a network of distributor affili-
ates throughout the USA.

MEDTRONIC, INC. #505
710 Medtronic Parkway
Minneapolis, MN  55432-5604  USA
Tel: 763-514-4000 Fax: 763-514-4879
Website: www.medtronic.com

Medtronic is the global leader in medical technology –
alleviating pain, restoring health and extending life for
millions of people around the world. Medtronic’s U-
CLIP™? Device simplifies suturing by eliminating knot-
tying and suture management in open, robotic and laparo-
scopic procedures.

MERCK & COMPANY, INC. #220
351 N. Sumneytown Pike
North Wales, PA 19454
Tel: 267-305-8069 Fax: 267-305-1266
Website: www.merck.com

We invite you to visit our exhibit featuring INVANZ®
(Ertapenem Sodium). Inquiries about our professional,
informational, and educational services are welcomed.
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MICROLINE PENTAX #927
800 Cummings Center, Suite 157X
Beverly, MA  01915
Tel: 978-922-9810 Fax: 978-922-9209
Website: www.microlinepentax.com 

Microline Pentax manufacturer of “modular” surgical
devices brings together the best – intuitive, ergonomically
designed handles for superior tactile feedback and maneu-
verability; full range of tips - unsurpassed in precision, reli-
ability and performance.Additionally, ligation family: M/L-
10 (reusable) and Visu-Loc (fully disposable).

MICROMEDICS #325
1270 Eagan Industrial Road
St. Paul, MN 55121-1385 
Tel: 800-624-5662
Website: www.micromedics.com

FibriJet® Biomaterials Applicators allow controlled appli-
cation of single or dual component biomaterials; six
syringe sizes and various tip designs facilitate the precise
placement of biomaterials (including thrombin, platelet
gel and tissue sealants) for general, gastrointestinal, endo-
scopic and minimally invasive surgery.

MINISTRY HEALTH CARE #424
900 Illinois Avenue
Stevens Point,WI  54481
Tel: 715-346-5619 Fax: 715-342-7910 
Website: www.ministryhealth.org

Wisconsin: Ministry Medical Group is offering a reward-
ing General Surgery position.

A great opportunity to practice basic bread and butter
general surgery with no cardiovascular procedures. Join
an established practice with a built-in referral base.

MINNESOTA MEDICAL 
DEVELOPMENT, INC. #224
14305 21st Avenue North, Suite 100
Plymouth, MN. 55447
Tel: 763-354-7100 Fax: 763-354-7101
Website: www.2mdinc.com

MMDI will present our innovative Rebound HRD (hernia
repair device) that was developed with the objective of
improving upon existing technologies used to repair her-
nias.The Rebound HRD has been cleared by the FDA and
was recognized by the SLS as one of the product innova-
tions of the year.

NASHVILLE SURGICAL 
INSTRUMENTS #408
2005 Kumar Lane
Springfield,TN   37172
Tel: 615-382-4996 Fax: 615-382-4199
Website: www.NashvilleSurg.com

Nashville Surgical Instruments offers a method of lapro-
scopic cholangiography without cystic duct cannulation.
The Kumar clamp applies over the lower part of body of
gallbladder. The catheter carries a 9 ga. Needle to punc-
ture Hartmann’s Pouch for dye injection.

NDO SURGICAL, INC #829
125 High Street, #7 
Mansfield, MA 02048
Tel: 508-337-8881 Fax: 508-337-8882
Website: www.ndosurgical.com 

NDO Surgical, Inc. (NDO) is a leader in flexible endoscop-
ic surgical technologies that enable surgical procedures
through the body’s natural openings.The company’s first
product, the Plicator®, treats gastroesophageal reflux dis-
ease (GERD), a debilitating condition that affects 15M
Americans. Using proven endoscopic surgery techniques,
the Plicator creates a full-thickness serosa-to-serosa appo-
sition of the anterior gastric cardia via tissue retraction
and deployment ofpledgeted sutures.The Plicator is also
the leading gastric closure device for Natural Orifice
Translumenal Endoscopic Surgery (NOTES) research pro-
cedures.

NDS SURGICAL IMAGING #111
5750 Hellyer Avenue
San Jose, CA 95138
Tel: 408-776-0085 Fax: 408-754-4220
Website: www.ndssi.com

NDS Surgical Imaging has delivered advanced visualization
solutions that have revolutionized surgical and diagnostic
imaging applications, globally, for over a decade. NDS’ fully
customizable options are based on visualization technolo-
gies that enable Imaging Informatics and offer exceptional
value to the growing minimally invasive surgical community.

NEATSTITCH, LTD. #1110
1 Haadas Street
Or Aqiva 30600
Israel
Phone: 011-972-4-6262878 Fax: 011-972-4-6262877
Website: www.neatstitch.com

NeatStitch’s product (“NeatClose”) is a quick, efficient and
safe laparoscopic port closure device. NeatClose consists
of a reusable handle and a disposable cartridge with a
prepackaged suture. NeatClose is safe (no exposed nee-
dles), fast (port closure is achieved in less than ten/10 sec-
onds), simple (the surgeon loads a cartridge and presses a
button) and effective (sutures are evenly placed each and
every time).



357 www.sages.org

S
A
G
E
S
2
0
0
8

SAGES 2008 Exhibitors
NEW WAVE SURGICAL CORP. #1127
97-45 Queens Blvd. Suite 616
Rego Park , NY 11374
Tel: 866-346-8883 Fax: 866-586-6793
Website: www.newwavesurgical.com

New Wave Surgical is a medical device company specializ-
ing in laparoscopy and endoscopy. Our featured device is
D-HELP®, a multifunction laparoscopic device that
warms, defogs, white-balances, cleans, and protects the
laparopscope during the procedure.

NITI SURGICAL SOLUTIONS #1031
4 Hatzoran St.
Netanya 42506, Israel
Tel: +972 9 8650610 Fax: +972 9 8350127
Website: www.nitisurgical.com 

NiTi Surgical Solutions has developed a breakthrough
implementation of compression anastomosis, utilizing
Nitinol-based elements to enable natural reconnection of
the intestine by pressing together the ends of resected tis-
sue.The company is commercializing a family of dispos-
able tissue closure devices.

NOVARE SURGICAL SYSTEMS #634
10440 Bubb Road, Suite A
Cupertino, CA   95014
Tel: 877-668-2730 Fax: 408 –873-3168
Website: www.novaresurgical.com

Novare develops, manufactures and markets RealHand®
High Dexterity instruments for minimally invasive surgery.
Offering 7 degrees of freedom of movement, the greater
dexterity and control achieved with RealHand is leading
the way in advanced laparoscopy and emerging minimally
invasive therapies such as Single Port surgery and NOTES.

NOVUS INSURANCE COMPANY #1128
USI Insurance Service
1000 Adams Avenue
Trooper, PA 19403
Tel: (800) 220-2929 Fax: (610) 537-4883
Website: www.novusrrg.com

Novus provides professional liability insurance to bariatric
surgeons nationwide. Created with the assistance of
bariatric surgeons, Novus understands the true risks asso-
ciated with bariatric surgery. Novus provides insureds
with the risk management and loss control tools needed
to minimize their risk. The American Society for Metabolic
and Bariatric Surgery has endorsed Novus as a provider of
professional liability insurance for its members.

OBESITYHELP, INC. #1229
8001 Irvine Center Drive Suite 1270 
Irvine, CA. 92618 
Tel: 866-957-4636
Website: www.obesityhelp.com

ObesityHelp offers resources for patients, and those seek-
ing weight loss solutions for the morbidly obese.We have
an active community that communicates online through
our web site at www.obesityhelp.com and through a reg-
ular program of conferences and workshops conducted
around the country.

OCEANIA PROPERTIES #1124
598 Chester 
Mount-Royal, Quebec 
Canada H3R1W9
Tel: 514-952-0776 
Website: www.oceaniaproperties.com 

Developers of prestigious gated communities on the
island of Exuma, Bahamas, FOR PROFIT OR PLEASURE.

OLYMPUS SURGICAL AMERICA #910
One Corporate Drive
Orangeburg, NY 10962
Tel: 800-548-5515 Fax: 800-833-1482
Website: www.olympussurgical.com

Olympus Surgical America is an Opto-Digital Technology
Leader that provides knowledge and solutions that enable
healthcare professionals to achieve excellent clinical and
financial outcomes across the continuum of care, while
establishing new imaging performance standards in surgi-
cal endoscopy.

PAJUNK MEDICAL SYSTEMS #114
5126 South Royal Atlanta Drive
Tucker, GA 20084
Tel: 770-493-6832  
Toll Free: 1-888-9-PAJUNK Fax: 770-934-3384
Website: www.pajunk-usa.com

As a successful German manufacturer of innovative med-
ical products with a subsidiary in metro Atlanta, Pajunk
Medical Systems provides Endoscopic Instruments
(including reusable and disposable Trocar Systems, scis-
sors with disposable tips, clamps and electrocautery
instruments) and regional anesthesia products.

PALL MEDICAL #1108
2200 Northern Boulevard
East Hills, NY 11548
Tel: 516-484-5400
Website: www.pall.com

The Pall Laparoshield TM  Smoke Filter removes the par-
ticulates, bacteria, viruses, viable cells, harmful chemicals
and odor generated via surgical smoke, resulting in a con-
tinually unobstructed field of view and minimizing risk to
patients and staff.
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PARÉ SURGICAL INC. #404
7332 S.Alton Way, Suite H
Centennial, CO 80112
Tel: 303-689-0187 Fax: 303-689-0579
Website: www.PareSurgical.com

PARE Surgical is the world leader of innovative suturing
devices for use in advanced minimally invasive surgery.
The Quik-Stitch® Suturing System provides RealSuturing,
for laparoscopic procedures.The gi-Stitch, Flexible
Endoscopic Suturing System, provides for suturing in flex-
ible endoscope procedures.

PHYSICIANS ENDOSCOPY #1106
1456 Ferry Road, Suite 305
Doylestown, PA 18901
Tel: 215-589-9020 Fax: 215-589-9030
Website: www.endocenters.com

Physicians Endoscopy, L.L.C. is a healthcare services com-
pany that was formed in July 1998. PE specializes in the
development and management of freestanding ambulato-
ry surgery centers (“ASCs”) in partnership with practicing
physicians.

POWER MEDICAL 
INTERVENTIONS, INC. #335
2021 Cabot Blvd.West
Langhorne, PA  19047
Tel: 1-866-POWERMED (1-866-769-3763), Press Option 3
Fax: 267-775-8144
Website: www.pmi2.com

Power Medical Interventions® (PMI) is leading the devel-
opment and commercialization of Intelligent Surgical
Instruments™ for bariatric, cardiothoracic, colorectal and
general surgical applications, which enable less invasive
surgical techniques to benefit surgeons, patients, hospitals
and healthcare networks, including minimizing medical
waste.

PROTHERA, INC. #1205
10439 Double R Blvd.
Reno, NV 89521
Tel: 775-850-8800
Toll-Free: 888-488-2488 Fax: 775-850-8810
Website: www.protherabariatrics.com 

ProThera®Bariatrics is a nutritional management system
that helps surgeons manage long-term follow-up care of
bariatric surgery patients.This easy-to-administer program
provides patient educational tools, addresses pre- and
post-surgery nutrient needs with targeted nutraceuticals,
and generates reports of patient-direct orders.

PROXY BIOMEDICAL LIMITED #1221
Coilleach, Spiddal 
Galway, Ireland
Tel: +353 91 896900 Fax: +353 91 896901
Website: www.proxybiomedical.com

Proxy Biomedical Limited is a leading innovator in the
development of next generation medical products using
proprietary biomaterials technology.The company is
involved in the research, development, and manufacturing
of medical devices used in surgery, tissue engineering, and
pharmacology. Advanced surgical mesh implants and sur-
gical instrumentation produced with state-of-the-art mate-
rials and processes will be one display.

RG MEDICAL USA / 
MAHE INTERNATIONAL, INC. #423
468 Craighead Street
Nashville,TN  37204
Tel: 615-269-7256 Fax: 615-269-4605
Website: www.rgmedical.com

RG Medical USA, Inc. specializes in a wide variety of
equipment, instruments and ancillary products for
Arthroscopy, Bronchoscopy, Cystoscopy, Hysteroscopy,
Laparoscopy, Laryngoscopy, Resectoscopy, and Sinuscopy.
The product line includes rigid and flexible endoscopes,
video systems, surgical instruments and disposables.

RICHARD WOLF MEDICAL #406
INSTRUMENTS CORPORATION & #504 
353 Corporate Woods Parkway
Vernon Hills, IL 60061
Tel: 847-913-1113 Fax: 847-913-6959
Website: www.richardwolfusa.com

RWMIC manufactures and distributes laparoscopic and
thoracoscopic instruments and scopes, insufflators, and a
complete line of instruments and optics designed specifi-
cally for bariatric and colorectal surgery. RWMIC also
offers the only stereoscope on the market, designed
specifically, for TEM.

SALIX PHARMACEUTICALS, INC. #730
1700 Perimeter Park Drive
Morrisville, NC 27560
Tel: 919-862-1000 Fax: 919-862-1095
Website: www.salix.com

Salix Pharmaceuticals, Inc. follows a competitive strategy
of in-licensing late-stage pharmaceutical products to treat
GI diseases. The Salix portfolio includes COLAZAL®,
XIFAXAN®, OsmoPrep™, MOVIPREP®,AZASAN®,ANU-
SOL-HC®, PROCTOCORT®, PEPCID® Oral Suspension,
and DIURIL® Oral Suspension. Exceptional customer
service, a dedicated specialty sales force, and quality prod-
ucts underscore Salix’s commitment to the gastroenterolo-
gy community.
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SANDHILL SCIENTIFIC #709
9150 Commerce Center Circle # 500
Highlands Ranch, CO 8012
Tel: 800-468-4556 Fax: 303-470-2975
Website: www.sandhillsci.com 

Sandhill Scientific, a world leader in GI diagnostics for 25
years, provides Total Reflux Monitoring to help quantify
acid and non-acid reflux activity and produce comprehen-
sive symptom association data with the introduction of
the ZepHr System with (Z) technology.

SIERRA SCIENTIFIC 
INSTRUMENTS, INC. #1211
5757 W. Century Blvd. Suite 660 
Los Angeles, CA 90045 
Tel: 866-641-8492 Fax: 310-872-5558 
Website: www.SierraInst.com 

Sierra Scientific Instruments, Inc. produces the ManoScan
360™ High-Resolution Manometry system.A complete
esophageal manometry study takes 10 minutes, dramati-
cally reduces patient discomfort, nurse and physician time
commitments and costs/revenue ratios. Over 35,000 pro-
cedures have been performed worldwide! The ManoScan
360AR™ is also available for anorectal manometry stud-
ies. SSI also produces the AccuTrac pH-Z™ combined
Impedance & pH reflux monitoring systems and supplies.

SIMBIONIX CORP. #429
11000 Cedar Avenue, Suite 210
Cleveland, OH 44106
Tel: 216-229-2040 Fax: 216-229-2070
Website: www.simbionix.com

Simbionix is a global leader in medical simulation and
education technologies. Simbionix LAP Mentor™ and GI
Mentor™ provide advanced simulation experience of
complete MIS procedures. Simbionix is currently devel-
oping SAGES’ Fundamentals of Endoscopic Surgery (FES)
Training and Assessment Program.

SIMULAB CORPORATION #309
1600 West Armory Way
Seattle,WA 98119
Tel: 206-297-1260 Fax: 253-681-7667
Website: www.simulab.com

Simulab is committed to providing medical simulators and
trainers; device demonstration models; and implant repli-
cas to the medical education community. Simulab has
become a market leader, developing realistic and afford-
able simulators for a wide array of educational needs.

SIRTEX MEDICAL INC. #1204
16 Upton Drive, #2-4
Wilmington, MA 01887
Tel: 888-474-7839 X 723 Fax: 978-229-9585
Website: www.sirtex.com

Sirtex Medical provides SIR-Spheres microspheres for the
treatment of unresectable mestastic liver tumors from pri-
mary colorectal cancer. SIR-Spheres microspheres are bio-
compatible resin microspheres loaded with Yttrium 90
that are infused via the hepatic artery using a femoral
catheter.

SONY ELECTRONICS #1119
1 Sony Drive
Park Ridge, NJ 07656
Tel: 201-930-6363
Website: www.sony.com/medical

Sony Electronics is a leading provider of innovative med-
ical imaging products designed for use in a wide range of
applications as stand-alone hardware or for incorporation
into

integrated systems. Medical imaging offerings include
cameras, printers, recorders and medical grade monitors.

SPRINGER #305
233 Spring Street
New York, NY 10013
Tel: 212-460-1500 Fax: 201-348-4505
Website: www.springer.com

Springer is one of the most renowned scientific publish-
ers worldwide. In Surgery, Springer offers an increasing
number of cutting-edge titles written by highly qualified
experts.Visit our booth and browse books and journals
on the newest developments in Surgery.

STARION INSTRUMENTS #507
775 Palomar Avenue
Sunnyvale, CA 94085
Tel: 408-522-5200 Fax: 408-522-5201
Website: www.starioninstruments.com

Starion Instruments develops advanced surgical devices
that enhance performance and improve patient outcomes
by employing focused heat and pressure to seal and
divide tissue. Known for their effectiveness, reliability and
versatility, Starion’s products are used worldwide for
numerous endoscopic procedures.

STRYKER ENDOSCOPY #313
5900 Optical Court
San Jose, CA 95138
Tel: 1-800-435-0220 Fax: 408-754-2531
Website: www.stryker.com

Stryker Corporation is one of the world’s leading medical
technology companies with a significant presence in
other medical specialties.
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SURGICAL PRODUCTS #1009
100 Enterprise Drive, Ste. 600
Rockaway, NJ  07866
Tel: 973-920-7138 Fax: 973-920-7542
Website: www.surgicalproductsmag.com

Surgical Products, a monthly product news magazine, is
the leading source of new product information for 60,000
surgeons and other medical and purchasing professionals
in hospitals and surgi-centers across the country. Surgical
Products is available in both a hard copy and a digital edi-
tion.

SURGICAL SCIENCE #530
Haraldsgatan 5 
SE 41314 Gothenburg 
Sweden
Tel: +46 31 741 6560 Fax: +46 31 741 6579 
Website: www.surgical-science.com

Surgical Science develops high-quality tools for the
Assessment,Training and Certification of medical profes-
sionals. Our laparoscopic simulator, LapSim® has training
modules for Basic Skills, Cholecystectomy, Gynecology
and Anastomosis, all with support for force feedback.
LapSim® has been validated through a number of scientif-
ic studies.

SURGIQUEST, INC. #1112
12 Cascade Boulevard, Suite 2B
Orange, CT  06477
Tel: 203-799-2400 Fax: 203-799-2401
Website: www.surgiquest.com

SurgiQuest, Inc., develops manufactures and markets
enabling access technology for Laparoscopy, SinglePort
Surgery, Endoluminal Surgery and N.O.T.E.S.AnchorPort™
trocars and the AirSeal™ system are changing the way
MIS is performed.

SURGRX, INC. #223
101 Saginaw Drive
Redwood City, CA 94063
Tel: 877-7-SURGRX Fax: 650-482-2473
Website: www.surgrx.com

The EnSeal™ 3mm and 5mm Temperature Controlled
instruments provide a secure seal of vessels, up to 7mm.
EnSeal is the first to incorporate TAPtronic technology
“Trigger Activated Power.” Vessels are sealed quickly with-
out smoke, char, and with minimal thermal damage to
adjacent tissue.

SUTURTEK INCORPORATED #1217
51 Middlesex Street
North Chelmsford, MA 01863
Tel: 978-251-8088
Fax: 978-251-8585
Website: www.suturtek.com

SuturTek Endo360° Minimally Invasive Suturing Devices.
Gold Standard intracorporeal continuous and interrupted
suturing. Simple, intuitive knot-tying. Standard curved nee-
dles. Standard suture types and sizes. Full-thickness bites
into flat planes of tissue.Articulation and roticulation.

SYNAPSE BIOMEDICAL INC. #129
300 Artino Street
Oberlin, OH 44074
Tel: 440-774-2488 Fax: 440-774-2572
Website: www.synapsebiomedical.com

Synapse Biomedical Inc., a neurostimulation company,
markets the NeuRx Diaphragm Pacing System (DPS)™.
The system is designed for laparoscopic implantation to
address respiratory insufficiency or chronic ventilator
dependency in high spinal cord injury and ALS (Lou
Gehrig’s disease) patients.

SYNOVIS SURGICAL INNOVATIONS #105
2575 University Avenue W
St. Paul, MN 55114
Tel: 800-255-4018 Fax: 651-642-9018
Website: www.synovissurgical.com

Synovis Surgical Innovations, a division of Synovis Life
Technologies, Inc., will feature Veritas® Collagen Matrix, a
remodelable biomaterial, for soft tissue repairs. Synovis
will also display Peri-Strips Dry® with Veritas® Collagen
Matrix, its remodelable circular and linear staple line rein-
forcement, for gastric, small bowel and mesentery applica-
tions.

TELEFLEX MEDICAL #329
2917 Weck Drive
Durham, NC 27709
Tel: 919-544-8000 Fax: 919-433-4989
www.teleflexmedical.com

Teleflex Medical is a global organization dedicated to sup-
porting healthcare providers with a broad range of med-
ical solutions.With a history of providing quality prod-
ucts, our brands have a reputation for excellence that
spans nearly two hundred years. Our products include:
sutures, ligation, chest drains, surgical instrumentation,
wound closure systems, and minimally invasive cardiac
surgery products; anesthesiology, respiratory, and urology
care.We combine technology and product innovation to
extend the use of catheterization for the diagnosis and
treatment of critically ill patents.Teleflex Medical markets
Arrow, Rusch, and Hudson RCI healthcare supplies, as well
as Deknatel, KMedic, Pilling, and Weck surgical instru-
ments and medical devices.
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THE 11TH WORLD CONGRESS 
OF ENDOSCOPIC SURGERY #110
Congress Secretariat, c/o Japan Convention Services, Inc.,
Daido Seimei Kasumigaseki Bldg., 1-4-2 Kasumigaseki,
Chiyoda-ku
Tokyo 100-0013, Japan
Tel: +81-3-3508-1214 Fax: +81-3-3508-1302

Website: www.wces2008.com

The 11th World Congress will take place in Yokohama,
Japan, in September 2008. Please visit the website for
more information.

THE JOINT COMMISSION #108
One Renaissance Blvd
Oakbrook Terrace, IL  60181
Tel: 630-792-5286
Website: www.jointcommission.org/OBS

The Joint Commission, the nation’s leader in health facili-
ty accreditation, offers Ambulatory Surgery and Office-
Based Surgery accreditation programs that can help
endoscopy practices reduce their risk profile and build
community confidence in their ability to provide safe,
high quality care.

THOMPSON SURGICAL 
INSTRUMENTS, INC #323
10170 E Cherry Bend Rd.
Traverse City, MI 49684
Tel: 231-922-0177 
231-922-0174
Website: www.Thompsonsurgical.com

Visit Thompson Surgical’s booth to see the latest innova-
tions of the Thompson Retractor System. Our innovations
make our Laparoscopic Instrument holders and Flexible
Scope Holder quicker and more versatile for you!
Surgeons have depended on Thompson Surgical
Instruments for easy exposure for years, and the best is
now better.

TISSUE SCIENCE LABORATORIES #529
1 Tech Drive, Suite 330
Andover, MA 01810
Tel: 800-394-0417 Fax: 978-722-1640
Website: www.tissuescience.com

Tissue Science Laboratories, Inc. provides Permacol®
Collagen Implant, a “ready-to-use” biologic implant that
retains its natural structural integrity, when utilized for
open and laparoscopic abdominal wall and hernia repair.
Please visit us at Booth #529.

USGI MEDICAL #338
1140 Calle Cordillera
San Clemente, CA 92673
Tel: 369-3890
Website: www.usgimedical.co

VEREFI TECHNOLOGIES, INC. #422
246 South Market Street
Elizabethtown, PA 17022
Tel: 717-367-2724 Fax: 717-367-2724
Website: www.verefi.com

Verefi’s products include EndoTower™ (camera naviga-
tion), RapidFire/SmartTutor,(basic MIS skills with real-time
adjustments for optimal learning), Head2Head, (competi-
tive and collaborative training in basic laparoscopic
skills), and LapFAST, (laparoscopic suturing) all work on
the new Verefi Realistic Interface. These reliable, cost
effective, educationally validated trainers have integrated
curriculum and scoring systems and focus on skills for
proficient performance of surgical procedures.

WYETH PHARMACEUTICALS #117
500 Arcola Rd.
Collegeville, PA  19426 
Tel: 484-865-3365 Fax: 484-865-4310
www.wyeth.com

Wyeth Pharmaceuticals, a division of Wyeth (NYSE:WYE),
has leading products in the areas of women’s health care,
infectious disease, gastrointestinal health, central nervous
system, inflammation, transplantation, hemophilia, oncolo-
gy, vaccines and nutritional products.
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See you next year 

in Phoenix, AZ!

April 22 - 25, 2009
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