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POZIV NA SURADNJU

Stovane kolegice i kolege. kao §to Vam je poznato, Hrvatsko kirursko drustvo od stvaranja neovisne i samostalne drzave Hr-
vatske nema svog stale§kog ¢asopisa. Predugo, vise od 10-ak godina, trajao je nas dogovor za pokretanje ¢asopisa. Nedostarak
Casopisa osjecali smo svi, posebice mladi kolege. ACTA CHIRURGICA CROATICA - ACC tiska sve radove koji predstavljaju
znaCajan doprinos bilo kojoj kirurskoj disciplini, ukljuéujuci i eksperimentalne radove. U prvome redu ACC ima cilj tiskati
sve bitne novosti iz kirur§ke znanosti i prakse. ali isto tako ima otvorene stranice svim ¢lanovima Udruzenja za objavljivanje
svojih rezultata na podrudju teorijskih istrazivanja i1z klinicke prakse.
Molim autore da radove pisu u skladu § medunarodnim pravilima izrade znanstvenih i struénih radova i1 da radovi odgovaraju
etiékim principima klinickog i eksperimentalnog istrazivanja. Prednost u tiskanju imatl ée originalni radovi i prospektivne
studije. Posebno mjesto ustupit cemo prikazu novih kirurskih tehnika.
Glavni i odgovorni urednjk i Uredivacki odbor sa zahvalno§éu ¢e od svih €lanova Drustva primati sve sugestije koje vode
podizanju kvalitete Casopisa.
Molimo ¢lanove Udruzenja da redovno podmiruju svoje obveze prema Dru§tvu, u prvom redu ¢lanarigu, ¢ime postaju redovni
pretplatitici na ACC.
1 na kraju, pozivam sve kolegice i kolege na aktivnu suradnju s kvalitetnim prilozima. Sve to u cilju stalnog usavriavanja nage
kirurgije, a na dobrobjt zdravlja naih bolesnika.
Glavni | odgovorni uredntk
Brof. dr. sc. Anie Petricevic
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UPUTE AUTORIMA

Acta Chirurgica Croatica (ACC), sluzbeno je glasjlo
Hrvatskog kirur§kog drustva, (HKD). Izlazi dva puta
godisnje, a po potrebi i e§ée. U njemu se objavljuju
uvodnici, struéni i znanstveni radovi, pregledi, prikazi
bolesnika, lijekova i metoda, preliminarna znanstvena
i struépa priopéenja, osvrii, pisma urednicu, prikazi
knjiga, referati iz literature i drugi prilozi iz kirurgije
i srodnih podruéja. Uvjet za objavijivanje je da prilozi
nisu u istom obliku objavljeni u drugim Casopisima ili
knjigama.

ACC obavjestava i o djelatnostima HKD-a, a u ¢aso-
pisu se mogu objaviti i druge obavijesti od struénog i
znanstvenog znacaja (obavijesti o tecajevima, kongresi-
ma, sastancima, kao i osvrt na dogadanja).

Svi prilozi mogu se pisati na engleskom ili hrvatskom
jeziku. Clanci koji se pisu na hrvatskom jeziku moraju
imati naslov i saZetak na engleskom jeziku, kao i obrat-
no. Tekstovi, slike i svi ostali tiskani i objavljeni mate-
rijali mogu se slobodno preuzimati (reproducirati), uz
napomenu: “Preuzeto iz Acte Chirurgicae Croaticae”.
Za prijedloge, zamjerke i sve kontakte s Urednistvom
uputno je koristit e-mail! Clanci se ne salju e-mailom,
nego na nacin koji je detaljno opisan u uputi autorima.

UPUTA AUTORIMA

(preuzeto 1 presradeno iz Lijeénickog vjesnika i Croati-
an Medical Journala)

Uputa autorima u skladu je s tekstom - International

Committee of Medical Journal Editors. Unifrom requ-

irements for manuscripts submitted to biomedical jour-

nais. N Engl J Med 1997; 33: 309-15.

1. TEKST CLANKA

Citav rad, ukljuéujuéi sve priloge, treba poslati u tripli-
katu (uz original, drugi primjerci slika i tablica mogu
biti fotokopije). Rad mora biti tipkan dvostrukim pro-
redom, na jednoj stranj lista, tako da na jednoj stranici
bude najvise 30 redaka, pri ralunalnom ispisu velici-
nom slova 11 tocaka ili s razmjerno manjim brojem
redaka po stranici, ako su veéa slova. S obje strane
teksta valja ostaviti bijeli rub Sirok najmanja 2,5 cm.
Pregledi, strucni i znanstveni radovi trebali bi imati do
15 stranica teksta, a prikazi bolesnika, lijekova i me-
toda, preliminarna priopéenja te osvrti do 8 stranica.
Svaki dio ¢lanka treba zapoceti na novoj stranici. Sve
stranice trebaju biti oznacene brojevima, poéevsi s na-
slovnom stranicom, Broj stranice treba biti v donjem
desnom kutu. Sve osobe navedene kao autori rada mo-
raju znac¢ajno pridontjeti planiranju i izradi rada, anali-

zi ilj interpretaciji rezultata, odnosno da su sudjelovali
u pisanju i ispravljanju rada te da se slazu s krajnjom
inacicom teksla.

Radovi moraju imati ovaj sadrzaj:

1.1. Naslovna stranica treba imati naslov na hrvatskom
i engleskom jeziku. Naslov bi trebao biti informativan.
Ispod naslova treba navesti imena i prezimena autora.
Ispod toga treba navesti ustanove u kojima autori rade
i naziv ustanova u kojima je rad napravljen. Ako autori
ne rade v istoj ustanovi, pored imena autora teba staviti
broj u superscriptu, a pod istim brojem na odgovaraju-
¢ern mjestu treba navesti ime ustanove. Zatim slijedi
adresa i e-mail adresa autora kojem se urednistvo ¢aso-
pisa moZe obraéati i od kojeg ée se modi trazili separati,
a koja se kasnije objavljuje u ¢lanku. Na dnu stranice
trebaju autori predloZiti skraceni naslov ¢lanka do 40
slova koji ¢e se kao tekudi naslov tiskati na stranicama
na kojima ¢ée rad biti objavljen.

1.2. Sazetak ne bi smio biti duzi od 150 rije¢i. Mora sa-
drZavati sve bitne ¢injenice iznesene u radu: svrhu rada,
metodu, bitne rezultate s brojCanim podacima, osnovne
zakljucke. U naceiu bi trebao imati najmanje Cetici dije-
la: Cilj: jasno iznesen cilj i namjeru radi koje je clanak
napisan; Metode: kratko i jasno navedeni osnovni po-
stupci, bolesnici ili eksperimentalne Zivotinje, metode
promatranja; Rezultati: samo navesti osnove dobivene
rezultate; Zakljucak: jasno, kratko i jednostavno samo
navesti zakljucke ispitivanja.

1.3. Sazetak na engleskom jeziku sadrZi i naslov ¢lanka
na engleskom jeziku. Nepravedne ili lose provedene sa
etke uredniStvo ce dati na popravak ili prijevod lektoru
engleskog jezika na autorov trosak. Mogu se, dakle, sla-
ti i neprevedeni sazeci.

1.4. Kljuéne rijeci pigu se ispod teksta hrvatskog, odno-
sno engleskog saZetka. Trebalo bi napisati 6-10 kljuénih
rokeco Ipke si botne za brzu indetifikaciju i klasifikaci-
ju rada. a u pravilu treba kao Ljune rijeci rabiti glavne
natuknice (MeSH) od Index Medicusa.

1.5. Uvod je kratak i jasan prikaz biti problema i svrhe
istrazivanja. Kratko se spominju radovi kojt su u izrav-
noj vezi s problemom §to ga prikazuje clanak, odno-
sono sadas$nje spoznaje. Pri kraju uvoda kratko treba
opisati cilj lanka.

1.6. Metode primjenjene u radu prikazuju se na naéin
da se Citatelju omoguéi ponavljanje opisanog istraZiva-
nja. Metode poznate iz literatuce opisuju se okvirno,
a navodi se izvornj literaturni podatak. Lijekovi se



navode generickim imenom. Uredaje kojima se radilo
treba navesti, navodeci u zagradi nazjv i adresu proi-
zvodaca, Koristene statisticke metode treba objasniti
dovoljno detaljno da bi Citatelj mogao i1z originalnih
rezultata izraunati navedene vjerojatnosti. Treba jasno
navesti planiranu populaciju istraZivanja, kriterije za
ukjjuéivanje 1 iskljucivanje iz studije, planjirane skupi-
ne | podskupine i drugo. Za pokuse na ljudima treba
navesti jesu li provedeni v skladu s etickim naéelima i
Deklaracijom iz Helsinkija iz 1975. godine i pjezinim
izmjenama iz 1983. godine. Takoder treba navesti je i
i koji eticki odbor dao pristanak za provodenje pokusa.
U radu se ne smiju navoditi imena, incijali ili mati¢ni
brojevi bolesnika. Potrebno je navesti krilerije izbora
odnosno iskljuivanje bolesnika iz pokusne skupine,
kao 1 detalje randomizacije. Treba navesti kako je posti-
gnuta jednostruka odnospo dvostruka sliepoca pokusa,
komplikacije liieGenje i broj bolesnika izgubljenih iz
pracenja. U preglednim Clancima treba objasniti kako
su podaci pronalaZeni. birani 1 sintetizirani. To treba
ukratko navesti u sazetku.

1.7. Rezultate treba jasno i precizno prikazati. Znacaj-
nost rezultata potrebno je siatisti€ki obraditi. Treba se
sluziti SI jedinicama.

(.8. Rasprava i zakljuéci. Svrha rasprave jest tumacenje
rezultata i njihova usporedba s poslojecim znaéajnijim
spoznajama na tom podrugju jz ega mogu proizadéj ja-
sni zakljuéci.

1.9. Zadnja stranica treba biti potpisana od prvog auto-
ra. Na ovoj stranici Lreba navesti zahvalu (ako je ima)
onima koji su na bilo koji nain pomogli izradu rada
(novEano, lijekovima, kemikalijama j/ili opremom). Na-
dalje. treba navesti da (i je i koji dio &lanka i u kojem
obliku veé prikazan i/ili objevljen. Potrebno je navesti
financijske i druge interese autora koji bi mogli dovesti
do sukoba interesa. Naposlijetku, treba napisati izjavu
da su svj autori ¢lanka procitali i s njim se sloZili, da
svi ispunjavaju uvjete da budu autori i da svaki od njih
vjeruje da je ¢lanak rezuliat poStenog rada i da se sloZio
s kona¢nom inadgicom ¢lanka. Ukoliko autor Zeli, moZe
navesti mi§ljenje o kojoj se vesti clanka radi, a mozZe
predloziti i moguce recenzente.

2. TABLICE I SLIKE

Rad treba popratiti razumnim brojem slika i tablica, a
ireba priloziti samo reprezentativne ilustracije koje do-
kumentiraju rad.

2.1. Tablice. Svaka se tablica piSe na posebnom listu
papira, mora imati svoj redni broj koji je povezuje s tek-
stom i naslov koji je objasnjava, Tablice treba oznaditi
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arapskim brojevima. Nasjov i tablice trebaju biti samoo-
bjasnjavajuéi, a vrijednosti u tabljci trebale bi se kretati
od 0-999, uz odgovarajuée zajednicke brojéane vrijed-
nosti u odgovarajuéem redu ili stupcu.

2.2. Slike. Grafovi. crteZi, fotografije i slino oznacava-
ju se kao slike. Svaka slika takoder ima svoj redni broj
prema redoslijedu kojim se pojavljuje u tekstu. Opisti
slika - legende - tipkaju se na posebnom listu papira,
takoder prema svom rednom broju. Naslov slike treba
biti objadnjavajuci. U opisu slike treba navesti sve skra-
c¢enice i oznake koje se na slici pojavijuju. Ako se slika
sastoji od vise dijelova, treba oznaciti slovima (npr. [A.
1B...). PrilaZu se crno-bijele slike na sjajnom papiru. Na
poledini slike treba nalijepiti naljepuicu s brojem slike,
imenom prvog autora i oznakom vrha slike. Preporu-
¢uje se bitna mjesta na slikama oznaditi strelicama. Na
mikroskopskim fotografijama mora postojati mjerilo.
Bolesnici sa slika ne smiju biti prepoznatljivi ili je vz
slike potrebno doslaviti pismeni pristanak bolesnika,
odnosno roditelja ili skrbnika za malodobnike, za nji-
hovo objavljivanje.

Crtezi se mogu izradili tuSem na bijelom ili paus papiru
ili otisnutj na racunalnom §tampacu. U prvom slucaju
treba priloZiti orignale. Ako se crteZi izraduju na ra-
¢unalju, moraju biti otisnuti na laserskom ili tintanom
pisacu (Ink-Jet) grafickim tehnikama visoke rezoluciie.
Siova i znakovi moraju biti jasni, jednake jacine, pro-
porcija koje ée smanjivanjem u tisku dopustati da sva-
ki podatak ostane dovoljno jasan. Reprodukcije slika i
Labiica iz drugih izvora potrebno je popratiti pisanom
dozvolom njihova izdavaca i autora.

3. POPIS LITERATURE

Literatura se navodi rednim brojem, prema redoslijedu
citiranja u tekstu (prva referenca nosi broj 1). Ako rad
ima Sest ili manje autora, {reba ih navesti sve, a ako ih
je sedam ili vide, treba navesti prva tri i dodati: i sur.
Literatura se citira ovako:

Clanak u casopisu

Golubi¢ D, Rapi¢ D, Breitenfeld V. Neka klinicka, dija-
gnostiCka i terapijska zapazanja o humanoj trilrinelozi.
Liye¢ Viesn 198S; 107:11-4.

Zajednicki autor

The Royal Marsden Hospital Bone-Marrow Transplan-
tation Team. Failure of syngeneic bonemarrow graft wi-
thout preconditioning in post-hepatitis marrow aplasia.
Lancet 1977;2:242-4.

Bez autora

Coffee drinking and cancer of the pancreas (editorial).
Br Med J 1981;283:628.



ACTA CHIRURGICA CROATICA

Suplement Cusopisa

Lundstrom 1, Nylander C. An electrosiatic approcach
to membrane bound receptors. Period Bio 1983;85 su-
ppl 2:53-60.

Casopis oznacen brojem

Seaman WB. The case of the pancreatic pseudosyst.
Hosp Pract 1981 Sep; 16:24-5.

Knjige i monografije

Autor(i) pojedinci

Eisen HN. Immonulogy: an in troduction to molecular
and cellular principles of the immune response, 5. izd.
New York: Harper and Row; 1974, str. 406.

Urednik

Dausset J, Celombani J, ur.Histocompatiblility testing
1972. Copenhagen; Munksgaard; 1973, str. 12-8.
Poglayije u knyizi

Weinstein L. Swartz MN. Pathogenic properties of in-
vading microorganisms. U: Sodeman WA jr, Sodeman

WA, ur. Pathogenic physiology: mechanisms of disase.
Philadeophia: WB Saunders; 1974, str. 457-75.

Zboruik radova

DuPont B. Bone marrow transplantation in sever com-
bined immoundeficiency with an unrelated MLC com-
patible donor. UWhite HJ, Smith R, ur.Proceedings of
the third annual meeting of the International Society
for Experimental Haematology. Houston: [nt ernational
Society for Experimental Haematology; 1974, str. 44-6.
Monografija u sevifi

Hunninghake GW, Gedak JE, Szapiel SV, i sur. The hu-
man alveolar macrophage. U: Harris CC ur, Cultured
human cells and tissues in biomedicial research. New
York: Academic Press; 1980, str. 54-6. (Stoner GD.
ur.Methods and respectives in cell biology: vol 1),
Publikacije agencija, drustava, itd.

Ranofsky AL. Surgjcal opreations in short-stay hospi-
tals: Upited States - 1975. Hyattsville, Maryland: Nati-
onal Centre for Health Statistics; 1978. DHEW Publi-
cation no: (PHS) 78-1785. (Vital and health statistics;
series 13; no 34:).

Disertacifa (li magisterij

Cairns RB. Infrared spectroscopic studies of solid oxy-
gen (disertacija). Berkley, California: University of Ca-
lifornia: 1969, str. 156.

Drugi élanci

Novinski clanak

Martinovié¢ S, Dnevno boluje sto tisu¢a zaposlenih.
Vjesnik 1985 Feb 19; 5 (col.1). Clancj iz magazina (pe-

riodiénih ¢asopisa) Wallis C, Chlamydia: the silent epi-
demic. Time 1985 Feb 4; 33. Casopise treba prikazivali
kraticom koju upotrebljava Index Medicus.

Clanci u elektronskom obliku

Morse SS.Faclors in the emergence of infectious di-
seases. Emerg Infect Dis (serial online) 1995 Jan-Mar
(cilted 1996 Jun 3); I(1): (24 screens). Available [rom
URL: http://www.cdec.gov/ncidod/EID/eid.hm.
Publikacije objavijene u elektronskom obliku

CDI, clinical dermatology illustrated (monograph on
CD-ROM), Reeves JRT, Maibach H. C;EA Multimedia
Group, producers. 2nd ed. Version 2.0 San Diego (CA):
C:EA; 1995.

Racunalski programi

Hemoedynamics I11: the ups and dowas of hemodynami-
cs (program za racunalo). Computerized Educational
Systems: 1993. Reporting Radomized Controlled Trials.
Prispjele radove Uredni¢ki odbor pregledava i Salje
dvojici recenzenata anonimno. Ukoliko je potrebno,
Urednicki odbor moZe odmah clanak vratiti autoru
na doradu. Nakon recenzije, ako recenzent prediaze
izmjene ili dopune, kopija recenzije, bez imena recen-
zenta, dostavlja se autoru radi njegove konacéne odluke i
ispravka teksta., Urednistvo ne mora radove objavljivati
onixn redom kojim pristuZu. lzneseni stavovi prestavlja-
ju misljenje autora.

Rukopisi se ne vracaju.

Elektronsko primanje élanaka nakon pritivacanja

Clanci se na $alju e-mailom! Nakon §to je rad prihva-
éen, poirebno ga je poslati Uredni§tvu na 3,5 inch dis-
keti 1li CD-u, IBM kompatibilno. Preferira se MS-Word
for Windows. Tekst, tablice 1 slike treba poslati u od-
vojenim dokumentima. Svi dijelovi Clanaka moraju v
potpunosti odgovatati prihvacenoj inacici. Treba izbje-
¢i komplicirano formatranje i ne koristiti bold, italic ili
podcrtavati tekst, a ne koristiti niti footnotes ili end-no-
tes. Ukoliko bude potrebno. uredniStvo moze od autora
traziti da ¢lanak v elektornskom obliju uredi na odgo-
vorajuci nacéin. Skenirane slike trebale bi biti u TIFF
Formatu, rezolucije 300 dpi. [ drugi vobiéajeni formati
su prihvatljivi. Dokumente u elektrnoskom obliku treba
imenovati autorovim prezimenom. Disketa ili CD treba
biti oznalen naljepnicom ili odgovarajucim flomaste-
rom i sadrZavati prezime autora, popis dokumenata i
program koji je koristen. Uz konaénu inaéicu rada u
elektronskom obliku uvijek treba poslati i primjerak oti-
Snul na papiru.
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ORGANIZATION OF THE MANUSCRIPT

Manuscripts should meet the general requirements
agreed upon by the International Committee of the
Medical Journal Editors. known as the Vancouver Sy-
stem. Croatianspeaking authors may consult extensi-
ve in Croatian. Tupe the whole manuscript double-
spaced.

First (Title) Page

The first page should carry: (a) the arlicle title; (b)
full names (first names, middlenarne initials, if appli-
cable), and last names of all authors; (¢) names of the
department(s) and institution(s) to which the work
should be attributed; (d) a short running head of
not more than 40 characters (count letters and spa-
ces) placed at the foot of the page and identified. If
authors belong 1o several different institutions, su-
perscript digits should be used to relaie the authors’
names to respective institutions. ldentical number(s)
in superscript should follow the authors’ names and
precede the institutions names. The name and ipsti-
tutions of the first author (and other authors of the
same institution) should not bear any number.

Second Page

The second page should contain the Abstract and six
to ten key words. In selecting key words, the authors
should strictly refer to the Medical Subject Headings
(MeSH) list of the Index Medicus.z

Other Pages

Each manuscript section should begin on a separate
page. in the following sequence: title page, abstract
and key words. text, acknowledgments, references, ta-
bles {cach table complete with title and footnotes on a
separate page), Ngure legends, and the last page.

Last Page
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used in the paper (if necessary); (b) the ame and ma-
iling address of the correspondding author, accompa-
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source(s) of research support in the form of graats,
equipment, drugs or all of these, (d) (optional) sug-
gestions for the referees of the paper, with the com-
plele mailing address, e-mail address, phone and fax
numbers.

TEXT ORGANIZATION AND STYLE

Title

The title is the most important summary of a scienti-
fic article. We prefers expressive titles to neutral ones.
The title should also include information on the scope
of investigation, e.g.. the type of study (clinical, experi-
mental, epidemiological), number of patients, average
follow-up time, etc. If animal or cadaver experiments
are reporled, the title should carry this information.

Abstract

Abstract should be structured of not more than 250
words. The abstract should include (at leasl) four
beadings: Aum. Slate explicitly and specifically the
purpose of the study. Methods. Concisely and sy-
stematically list the basic proceddures, selection of
study subjects or laboratory animals, methods of
observation and analysis. Avoid listing of common
or irrelevant methods: enable the reader to fathom
the essence of your procedure(s) and methods. Re-
sults. List your basic results without any introducti-
on. Only essential statistical significances should be
added in brackets. Conclusion. List your conclusions
in a short, clear and simple manner. State only those
conclusions that stem directly from the results shown
in the paper. Rather than summarizing the data, con-
clude from them.

Introduction

The Introduction section should include the a priori
hypothesis and specific protocol objectives. The aut-
hor should briefly introduce the problem, particular-
ly emphasizing the level of knowledge about the pro-
blem at the beginning of the investigation. Conlinue
logically, and [inish the section with a short descrip-
tion of the aim of the study. The Introduction section
should generally nol exceed one typewritten page.

Patients/Material and Methods

This section need not be brief. Use of subheadings is
advised. For clinical (rials define: (a) planned study
population, including controls; (b) inclusion and exc-
lusion criteria; (¢) planned subgroup analyses; (d)
prognostic factors that may affect study results; (e)
outcome measures and minimum difference(s) to
be considered clinically important; (f) planned trea-
tment interventions; (g) method of assignment of su-
bject to treatments (e.g., randomization method, blin-
ding or masking procedure, matching criteria); (h)
planned sample size and power calculations; (i) rules
for stopping the study; and (}) methods of statistical
analysis in suflicient detail to permit replication. [tis
important Lo specify exactly how to patients were se-
lected. The patients should be sharacterized i detail,
$0 as to avoid confusion about uncontrolied variables.
Give the reasons for a given patient’s exclusion from
the follow-up, and analyse whether or not he/she was
sa representative of the primary series. A follow-up
close to 100 percent is required in most studies. Fo-
llow-up time should generally not be less than 2 years.
Give the exact dates of the study. Control group(s)
should be described as precisely as experimental gro-
ups. In clinical trials, subjects should be randomly
assigned to control and experimental groups. Except
for the parameters studied, the experimental and con-
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trol groups should not differ in any parameters that
may influence the results. For animals, the species,
sex, age, breed, and physiologic condition should be
given. Names of chemicals and devices used should
be followed by the information on the manufacturer
(name, city, and country) set in parentheses. Give ge-
neric names for the drugs and chemicals, followed by
their commercial names in brackets.

Statistics

List the tests used for statistical analyses. Relate each
test to a particular data analysis. This should be repe-
ated in the Results section. Tables should ot conlain
only statistical test results. Statistical significances
should be shown along with the data jn the text. as
well as in tables and figures. Provide exact p-values,
with three decimal places.

Results

A clinical study as conducted should include: (4) inclu-
sive dates of accrual of study population: (b) sample
size achieved; (¢) how many subjects were excluded
or withdrew, and the reasons; (d) demographic and
clinical characteristics of the study population, in-
cluding controls: and (e) how the study as conducted
deviated from the study as planned, and the reasons
(c.g., compliance). Study findings should include: (a)
estimates of treatment effects, stated as somparisons
among treatment group (¢.g., differences in risks, ra-
tes or means of outcorge measures, as well as exact
p-values; (b) measures of precision for outcome mea-
sures and for estimates of treatment effects (confiden-
ce intervals, standard errors); {¢) summary data and
appropiate descriptive statistics; (d) complications of
treatment; and (e) repository where original data can
be obtained (e.g.. principal investigator). Key rules
for writing the Reuits sectjon are: (a) the text should
be understandable without referring to the respective
tables and figures, and vice versa; (b) however, the
text should not simply repeat the data dontained in
the tables and figures; and (c) the text and data in
tables and figures should be related to the statements
in the text by means of reference marks. Thus, it is
recommendable to describe the majn findings in the
text,and refer the reader to the tables and figures, im-
plying that details are shown there. Information on
significance and other statistical data should prefera-
bly be given in the tables and figures.

Discussion

The discussion section should include interpretation
of study findings, and results considered in the con-
text of results in other trials reported in the literature.
This section has three main functions: (a) assessment
of the results for their validity with respect to the hy-
pothesis, relevance of methods, and significance of
differences observed; (b) discussion of relevant litera-
ture providing evidence or counterevidence for cour

findings; and (c) assessment of the significance of the
conclusions for the application in further research.

Tables

Tabies should bear Arabic numerals. Each table sho-
uid be printed on a separate sheet of paper. Each ta-
ble should be seif-explanatory, with an adequate title
(clearly suggesting the contents), and logical presen-
tatjon of data. Each column heading for numerical
data should include the unit of measurement applied
to all the data under the heading. Choose suitable
S] units, so that the values given in the table should
fall within the range 0-999. Large numbers can be
expressed in smaller units with appropriate column
headings (or (ootnotes).

Figures

Diagrams, line drawings and photographs should be
referred to as figures. They should be numbered in
sequence with Arabic numerals. Legends to figures
should be listed on a separate sheet. in the consecu-
tive order. The legend of a figure should conlain the
folowing information: (a) the word “Figure”, followed
by its respective number; (b) figure title; (¢) all the
necessary explanations of symbols and findings, wri-
tten continuously: (d) statistics. To mark the figures,
use a labe) paste on its back, indicating the number
of the figure, the title of the paper, the name of the
first author, and the top of the figure. [f a figure has
several parts (e.g., A, B, C), this should be indicated
in the figure rather than on the label. Several figures
related to the same patient, e.g., radiographs taken at
different limes, should be labeled Figure [ A, B, C,
etc. rather than Figures [, 2, 3. Symbols should be
sonsistent throughout a series of figures. Use simple
symbols, like closed and open circles, traingies and
squares. Different types of connecting lines can be
used. The meanings of symbols and lines should be
defined in the legend. The axes should be equal in
lentgth so as to make the diagrams square. They sho-
uld normally be thinner than curve lines. Each axis
should be labeled with a description of the variable
it represents. Only the first letter of the [irst word
should be capitalized. The labeling should be parallel
with the respective axis. All units should be expre-
ssed in Sl units and parenthesized. Make liberal use
of scale markings, directed outwards. Axes should
not extend beyond the last numeral, and should never
be terminated by arrows. Choose units so that the
values expressed may fall within the range between
0 and 999. All the values on a given axis should have
the same number of decimals. If an axis is labeled
in percentages, this should be indicated. Percentage
figures are not allowed when the {otal number of the
sample is fewer than 100. 1{an axis is not continuous,
this must be indicated by a clearly marked interrupti-
on. Figures should be drawn professionally, and sub-
mitted as sharp, glossy black-and-white photographs
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necessary. Do not shade the background. Radiograp-
hs should be cropped so as to present only what is
essenmial. It is rarely necessary to show normal radio-
graphs, even for the purpose of comparison. Frontal
and lateral projeclions should be of the same scale
and density, and corresponding details (e.g., joint spa-
ce) should be at the same level. The prints should be
twice the format intended for publication. Publicati-
on of color tllustrations is to be paid by the author.
Original transparencies should be submitted, as well
as three sets of color prints in the suggested format
for printing. Color illustrations caunot be printed
black-and-white.
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HEPATIC HYDATIDOSIS
SURGICAL AND ENDOSCOPIC TREATMENT

Constantine E. Vagianos, M.D., Charalambos Spyropoulos, M.D., Konstantinos Vagenas, M.D.
Department of Surgery, Rion University Hospital, Patras, Greece

Running Head: Conservative surgical techniques present excellent results in treating hepatic hy-
datidosis, successfully complemented by endoscopy in facing postoperative complications, mainly
related to biliary leaks.

ABSTRACT

Aim: Cystic Hepatic hydatidosis, caused by the tape-worm Echinococcus granulosus, is an ancient disease, endemic in sheep
rearing areas. Despite improvement in medical treatment, it remains a surgical disease for the good risk patient and may
represent a complicated and challenging problem in liver surgery. However, controversy still exists regarding the appropriate
surgical technique.

Methods: We present 200 patients. sulfering from cystic hepatic hydatidosis. we operated on consecutively from 1983 to 2001,
applying (he same operative principles consisting in wide capsectomy and drainage. This surgical technique is described in
details.

Results: There was mortality of 0.5 % and postoperative complications of 14 %, most of them related 1o bile leaks. Endoscopy
was seleclively performed in bile fistulas, considering (he volume and duration of biliary drainage. Thev all healed and no
re-operation was required. There was recurrence in 11 of the 115 patients (10% of the total) who were subjected (o follow up,
ranging (vom 4 (o 20 years.

Conclusion: Drainage operations, when properly pecfornied, present excellent results regarding total extirpation of the parasite
with few postoperative complications and few late recurrences, not requicing more aggressive surgical approaches. Endoscopy

may be successfully applied (or treating long lasting biliary fistulas.
Reywords: Heputic Hydatidosis, Echinococcus grantlosus, Drainage Operations, Bile Fistulas, Endoscopy, Recurrence

INTRODUCTION

Hydatidosis or echinococcosis is a parasitic disease
known since the antiquity, when “livers full of water”
were mentioned by Hippocrates [“hydor™ / 6dwp, mean-
ing water in Greek]. The disease is scattered through-
out the world, its cystic form been endemic in areas
where sheep is raised, including the Mediterranean ba-
sin, Australia. South America, Far East, Middle East
and Eastern Europe'. Despite significant reduction of
hepatic hydatidosis in Greece, due to an official cam-
paign against this zoonosis over the last 20 years?, the
disease is still present, either in the form of recurrences
or new complicated cases, and may pose challenging
surgical problems.

The infection is mainly caused by the tape-worm Echi-
nocaccus granulosus and less commonly by Echinococ-
cus multilocularis. The latter confined to the northern
hemisphere, represents less than 5 % of total echinococ-

cal disease and practically does not exist in the Mediter-
ranean area. It is characterized by a different infection
pattern’, and presents a more virulent and aggressive
form of echinococcosis, resulting in liver invasion by
multiple cysts, being much more difficult to cure’.

Echinococcal disease is cyclozoonotic and the para-
site has a biphasic life cycle, first described in 1862 by
Leuckhard and Heubner?®, requiring two hosts or car-
riers to complete its development. The intermediate
carrier, sheep, camel, goat or roan is infected by swal-
lowing ova released by at the feces of the main carrier
mainly dog. These eggs are dissolved by the pancreatic
enzymes and release a small six-hooklet embryo, which
enters the portal circulation and carried by the blood-
stream reaches the hiver where it lodges at the hepatic
capillarjes. There it matures and creates a small slowly
growing cyst, the hydatid cyst, containing a waterlike
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fluid. and remaining asymptomatic for long time.
The soft. elastic wall of the cyst is called endocyst and
consists of an outer chitinous

acellular layer (I to 2 mm), called laminared mem-
brane and an inner transtucent layer. called germinal
membrane, 15um thick, nucleated and able to create
the outer laminated membrane for protection. This
germinal membrane also proliferates ta form scolices
and secretes hydatid (luid towards the inner part of
the cyst. In addition to scolices and under conditions
of stress the germinal membrane produces daughter
cysts that later become fertile and also produoce sco-
lices. The hydatid Muid may reach high pressure, oc-
casionally approaching 300 mm of water. Through
comipression of the adjacent liver tissue by the ex-
panding cyst, as well as inflammatory and immuno-
logjcal reaction, a thick, vascular capsule is formed.
surrounding the endocyst, called pericyst, of particu-
lar significance for the surgical treatment. The cysts
are mainly located in the liver (70-75%), almost three
fourths of them in (he right lobe, and the lungs (20-
25%). while quite uncommonly. localion to almost
any solid organ and even bones has been reported®.
Diagnosis of hepatic hydatidosis is today almost ex-
clusively based on the findings of modern imaging
techniques such as Ultrasonography and Computed
Tomography. When Lhese are interpreted by expe-
rienced radiologists significant information can be
obtained regarding the nature of a cystic hepatic le-
sion, its exact locatjon. relation 1o other organs and
structures and morphological characteristics’”. In
doublful cases where differential diagnosis from sim-
ple liver cysts, polycystic disease or cystic neoplasms
remains difficult, immunodiagnostic tests, such as
the Casoni’s intradermal, wdirect hemagglutination.
ELISA or complement fixalion tests might be of as-
sistance, despite their high percentage of false nega-
tive and false positive results, ranging overall from 10
to 40%%°

At the lime, surgery remains the treatment of choice
in hepatic hydatidosis for the good risk patient, aim-
ing at removing totally the parasite and treating the
remaining cavity, avoiding bile leaks, responsible for
most immediate postoperative complications.
Prevention of the dire consequences of disease recur-
rences, either locally in the liver or the periloneum,
by applying meticulous surgical technique as well as
administering complementary medical treatment, are
among the prerequisites of surgery for hepatic hydati-
dosis. The ajm of this paper is to present and describe
a type of "aggressjve” drainage operation for the surgi-
cal treatment of the disease. which has been success-
fully applied at our institution over Lhe last 20 years.
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MATERIALS AND METHODS

Between January 1985 and December 2001, 200 consec-
utive patients suffering from hepatic hydatidosjs were
treated surgically at the Department of Surgery of Rion
University Hospital. in Patras. Details about the patients
and the characteristics of the cysts are presented in Ta-
ble 1. Twenty-four o these patients (12%) had previously
undergone one or more operations for hepatic disease.
[n all we applied the same type of “aggressive” drainage
operation, further described in details.

Table L. Characteristics of patients and cysts
Patients Characteristics

Men / Women 837 117
Age (Years) 16 - 85 (median 61)
Former Surgery 24 (12%)

Cyst Characteristics
Cyst Diametre (cm)

5 - 25 (median 10)

Monolocular/multilocular 2271178
Right/left/bilateral lobe 147 /30 /23
[nfected cysts 72 (36%)

The commonest presenting symptom was upper abdom-
inal pain (82%), followed by fever. Twenty-four patients
(12%) gave a history of jaundice, 9 (4.5%) of allergic
reactions, while in 23 (11.5%) the disease being asymp-
tomatic was djscovered incidentally. The diagnosis in
all patients was based almost exclusively on Computed
Tomography and Ultrasonography. while Casoni skin
test and antiechinoccal antibodies., measured by an
enzyme-linked immunosorbent assay. were applied in
doubtful cases (25 and 30 cases respectively).

Surgical technique:

An extended right subcostal incision is employed, in-
cluding upper vertical and left subcostal extension when
technical difficulties are encountered. The liver is fully
mobilized by dividing hepatic ligaments and the cyst is
totally exposed. The incision and 1he peritoneal cavity
are carefully isolated with compresses soaked in scoli-
cocidal hypertonic saline solution (15% NaCt) in order
to avoid peritoneal contamination (Figure 1). During
the whole procedure special care is also taken (o avoid
peritoneal spillage of hydatid fluid, which may result
in immediate anaphylactic reaction and later perito-
neal recurrence. The cyst is initially punctured with a
specidl Y-shaped tru-cut and hydatid {luid is removed
in order to reduce intracystic pressure (Figure 2). An
opening on the surface of the cyst is made; daughter
cysts and hydatid fluid are further removed. The cyst
is finally completely deroofed by performing the widest
possible capsectomy and the cavity edges are oversewn
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Figure I- Isolation of the surgical field with
soaked in hypertonic saline

compresses

Figure 2: Evacuation of the cyst content results in reduc-
tion of intracystic pressure.

with an interlocking braided suture of either polygly-
colic acid (Dexon) or polyglactin 910 (Vicryl), in or-
der to avoid bleeding and bile leaks. If cholelithiasis
coexists, if the gall bladder is located near the cyst
or in the presence of cystobiliary communications,
a cholecystectomy is added, and a cholangiogram
through the cystic duct will show the presence of duct
pathology (small daughter cysts, hydatid debris and
uncommonly stones). In such cases bile duct will be
explored. Cysiobiliary communications are identified
by infusing normal saline through the cystic duct after
performing Pringle maneuver and obstructing ithe pe-
ripheral common bile duct with an atraumatic clamp.
Backflow of the saline will reveal these communica-
tions which are then sutured with 3/0 Dexon or Vicryl
(Figure 3). The inner surface of the residual cavity
is carefully searched by inspection and Ultrasounds
for identification of small satellite cysts, which ate
simply drained through the cavity wall (Figure 4). In
cases of complicaled, multilocular cysts, the possibil-
ity that satellite cysts exjst in the liver parenchyma is
extremely high, thus lotraoperative ultrasonography,
either trans-hepatic or through the remaining cavity is
used, in order to reveal their presence Omentoplasty

Iz

Figure 3: ldentification and treatment of cystobiliary com-
munication.

a) A catheter is inserted in the cystic duct and after perform-
ing Pringle maneuver, normal saline is injected with pressure
b) The cystobiliary communication is easily identified in
the residual cavity by the back flow of the injected saline
¢) The communication is obliterated by suturing it with 3/0
absorbable suture
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Figure 4: Drained sateliite cyst. The cyst (arrow) afier been
identified bv using intraoperative uftrasounds, is druined
through the pericyst of the remaining cavity

is not added as routine. but only according to the sur-
geon’s preference.

The cavily is drained with one or two negative-pressuce,
closed system drainage systems (Jackson - Pratt bulb
drain, Cardinal Health Medical Products, Ohio, USA).
often temporarily anchored at the desired position of
the remaining cavity by 3/0 Vicryl or Dexon suture.
We administered anthelminthic drugs (imidazole com-
pounds) two weeks preoperatively, in an effort to steri-
lize the cyst fluid and three months postoperatively.
even if there has been no obvious intraoperative spill-
age of hydatid (luid. At the beginning of our series we
administered mebendazole (50 mg/kg of body weight)
while nowadays exclusively albendazole (10 mg/kg of
body weight).

Diagnosis of postoperative bile fistulas was based in
clinical examination, laboratory findings and imag-
ing rechnigues. After the establishment of the fistula
and (he verification of complete exlernal drainage of
bile. based mainly in ultrasonography. all patients were
subjected to conservative and supportive treatment,
depending largely on the amount of bile excreted and
the duration of the fistula. As routine, we treated en-
doscopically high output fistulas (> 300 ml bile/day)
of more than one week duration without signs of re-
duction, as well as low output (istulas (< 300 ml bile/
day} of more than three weeks duration without signs
of reduction. An endoscopic retrograde cholangiopan-
creatography was performed in order to reveal and treat
the reason for increased intrabjliary pressure, but even
if no such existed, endoscopic sphincierotomy, with or
without insertion of a stent or a nasobiliary catheter un-
der low suction (10-15 cm H,0), immediately reduced
the amount of bile excreted and tieiped the fistula heal
in very short lime.
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Follow-up of the patients was based in Ultrasonogra-
phy and Computed Tomography. six months after the
operation and every {wo years thereafler in the asymp-
tomatic patient. Recurrence was defined as hydatid
discase discovered in the liver by uitrasonography and
verified by computed tomography. Computerized tom-
ography was also necessary {or the verification of peri-
loneal recurrence.

RESULTS

A significant reduction in the number of patients with
hepatic hydatidosis treated al our Department was noled
since 1985. Postoperative hospital stay was also short-
ened over time, mainly due to increased surgical experi-
ence and optlimized treatment of complications. Several
diagnostic imaging techniques and blood tests were eval-
vated. It was clearly shown that Computed Tomography
and Ullrasonography were very effective in giving Lhe
correct diagnosis (sensitivity 96% and 93% respectively).
Cholecystectomy was performed in 79 patients (40% of
the (ola)) and bile duct disease was found in 24 (12%). In
al) these 24 cases the common bile duct was explored.
it was cleared from small daughter cysts, hydatid de-
bris or uncommonly biliary stones and was drained by
a T-tube. Omentoplasty was arbitrarily performed in 41
cases (20% of the wotal).

Mortality and morbidity rates are shown in Table 2.
There was mortality ol one patient (0.5%). an 81 year old
man who died on the fourth postoperative day due to a
cerebrovascular accident. Twenty-seven of the patients
{14%) suffered from immediate postoperative complica-

Table 2. Postoperative complications

Complications No mber Percentage
of Palients (%)
Bile Jeak - related 20 10
- Biloma / Abscess 3 1.5
- Bile peritonitis 2 ]
- Bronchobiliary fistula ] 0.5
- Biliodermal fistulas 14 7
Intraoperative Aphylactic Shock 2 1
Pneumonia 3 1.5
Postoperative Hemorrhage 1 0.5
Hear( Infarct | 0.5
Death 1 0.5

tions. twenty ol them (10% of the tolal) related exclu-
sively to bile leaks. Three patients developed subdia-
phragmalic abscesses, due 1o malfunction of Lne suction
drain. Two of them were drained percutaneousiy and
one surgically. Two developed biliary peritonitis and had
Lo be reoperated on the first postoperative day. In one
this was due to an accessory bile duct at the gall bladder
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bed and the other to ineffective drainage of cystobiliary
communication. Fifteen patients developed bihary fistu-
las, one of them bronchobiliary. Of these [islulas nine,
(60% of all) healed by expectant management, most of
them at an outpatient basis. They required an average of
30 days vuntil the drain was removed. The remaining six
(40% of all fistulas) inctuding the bronchobiliary fistula,
were subjected to ERCP as previously described. They
all healed within two weeks and the drain was removed
shortly after (Figure 5).This also meant that 18% of the
low and 100% of the high output fistulas required some
kind of endoscopic intervention.

Figure 5: Treatment of a biliary fistula by placing a naso-
biliary catheter.

a) Before treatment. Obviously there is massive leak of bile
in the remaining cavity

b) Fifieen days afier treatment, the jeak has been com-
pletely stopped

Table 3 shows that there has been no significant benefit
regarding hospital stay and postoperative morbidity by
the addition of an omentoplasty in the procedure.

We managed to have a complete follow up ranging from
four 1o twenly years in 115 patients (58% of the total).
There were recurrences in 11 patients (10% of those
subjected to sufficient follow up). Seven of these were
in the liver and four peritoneal.

Table 3. The effect of omentoplasty on postoperative
hospitalization time and incidence of biliary complica-
tions (*NS = Non Significant)

No omentoplasty Omentoplasty

o (159 patients) (41 patients)
Hospitalization Days

Mean £ SD [1.6+9.6 12.8 478
Median (range) 9 (3-94) 11 (4-40) *NS
Biliary complications 17 3 *NS
Fistula 14 1 *NS

Biloma { abscess 2 I *NS

Bile peritonitis 1 1 *NS

DISCUSSION

Hepatic hydatidosis presents worldwide distribution,
being more common in sheep-rearing rural areas with
sub-optimal hygienic conditions, where close proxim-
ity of living between intermediate (man, sheep. cat-
tle etc) and definitive carriers (mainly dog) helps the
maintenance of the parasite’s life cycle. At the moment
surgery remaing the preferred treatment for the good
risk patient, and although reports of experts have been
published of successful laparoscopic approaches in
selected cases of hepatic hydatidosis'®!!, open laparot-
omy is still the approach of choice. Alternative, less
invasive technigues like percutaneous drainage of
the cysts followed by injection of sclerosing agents
or hypertonic saline have also been recently re-
ported with good results'>'?. However, the dire
consequences of peritoneal dissemination, namely
aphylaxis and peritoneal recurrence, as well as the
often presence of multi-septated cysts containing
thick fluid, resulting in insufficient evacuation of
the cyst content, render physicians skeptic and un-
willing to widely apply this new treatment policy.

Numerous surgical approaches have been applied for
the effective extirpation of the parasite, while there is
still controversy regarding the best™. They are grossly
divided into “radical” and “conservative™ surgical pro-
cedures. Radical called operations attempl (0 remove
the cyst totally, en block with the pericyst, which is
the outer adventitial layer, formed by the compressed
and fibrotic liver. They include pericystectomies and
hepatectomies'®. Conservative operations attempt to
neutralize the parasite and evacuate the contents of
the cyst without removal of the pericyst't.

Despite unnecessary loss of hepatic parenchyma, it
has been claimed that radical operations in experi-
enced hands reduce bile leaks, shorten hospital stay
and reduce recurrence, mainly by removing the so
called “exogenous” or satellite daughter cysts, respon-
sible for local recurrence'’.

[t is the authors’ opinion that radical surgery for the
treatment of hepatic hydatid cysts is over-treatment for
a benign liver disease. A significant amount of hepatic
parenchyma is unnecessarily removed, particularly in
hepatic resections, while pericystectomies for central-
ly located cysts, adhering to major vessels are far to be
considered as safe surgery.

The alternative method of performing partial pericys-
tectomy, has the advantage of avoiding intraperitoneal
spillage by removing an intact cyst*”. Resections are
reserved only for penduculated or small peripheral
cysts. “Conservative” drainage surgery, when properly
performed, is considered as the method of choice for
treating large hepatic hydatid cysts'®.



The role of omentoplasty in surgical treatment of
hepalic hydatidosis remains controversiat®?. In our
series, there was no significant advantage regarding
hospital stay and posloperative morbidity, by adding
omentoplasty in the proposed procedure. Consequent-
ly this technique is nowadays considered only optional
in surgery for hepatic hydatidosis at our Department.

Major complications of surgery include hemorrhage
and the leak of bile from the communications between
this cavity and the biliary tree. Cystobiliary commu-
nications are quite common while the incidence of in-
trabiliacy rupture ol cysts has been reported to reach
25 %M. Afler drainage. a pressure gradient facilitates
bile flow through these communications towards the
cavity rather (han to the duodenum?. This bile leak
represents the main source ol immediate postoperative
complications. If not properly drained, it may resull in
formatjon of abscesses in the residual cavity or pas-
sage 1o the peritoneum and bile peritonitis. If drained
elfectively outwards, an external biliary fistula will de-
velop and this is the commonest complication.

It seems that by using closed system negative pressure
drains, we achieve better results in terms of draining
all fluid outwards, avoiding at the same time external
contamination of the residual cavity, a common and
mostly feared complication in the past'®. There are
hardly apy indications for open surgery nowadays for
the treatment of external biliary fistulas. Endoscopic
intervention with sphincterotomy, biliary stenting,
dilatation of strictures or nasobiliary drainage in per-
sistent fistulas has eliminated the need for the com-
plex reoperations of the past**. Even when formation
of bronchobiliary fistulas takes place. a complication
associated with high rate of morbidity and mortality.
extremely difficult lo manage, the insertion of an en-
doprothesis and the following reduction of the intra-
biliary pressure has shown excellent results, reducing
the odds for surgical intervention®*,

Recurrence of the disease, either in the peritoneal
cavity or locally in the liver, represents a significant
complication of surgery for hepatic hydatidosis often
requiring hazardous reoperations® #. This is caused
either by infraoperative spillage of hydatid fluid in the
peritoneal cavity or by incomplete removal of the cyst
or cysts. Almost 30% of patients with operative dis-
semination are expected to develop secondary peri-
toneal echinococcosis?’, while belween 5 and 10%
of all operated patients are expected to develop post-
operative recurrence®. The problem of satellite cysts
has been addressed by Magistcelli et al®* and their
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incidence has been reported to reach 29.5%*°. They
are vesiculations of daughter cysts beyond the pericyst
layer, not identifiable at the opecation. These cysts as
well as small “occult” liver cysts, not detectable during
the procedure seem to be responsible for local, hepatic
recurrence. Low recorrence rates have been reporied
after pericystectomy in severai series’®" and many
authors consider drainage operalions associated with
higher recurrence'® '*. However, rates of less than 6%
have been reported with carefully performed drainage
operations'”. Careful preoperative evaluation of the
patient’s CT-scans by experienced radiologists allows
the exact location of all the primary cysts, including
the satellite cysts. Operative Ultrasound also seems to
be very helpful in detecting these small sarel)ite cysts,
particularly when performed through the remaining
cavity**. We consider operative Ultrasound absolutely
necessary in cysts highly suspicious for harboring sat-
ellite cysts, such as multilocular, infected or multiple
liver cysts.

Initial conservative treatment of asymptomatic recur-
rent small cysts seems to be effective™. On the other
hand, symptomatic or exceptionally large peritoneal
cysts should be treated surgically before complica-
tions develop. and surgery in such cases has to be
repeated several times vntil permanent eradication is
achieved®. Total cystectomy, whenever possible repre-
sents the treatment of choice for peritoneal cysts, ex-
cept when they are lirmly attached to intraperitoneal
viscerd, when drainage and wide deroofing is safer and
equally effective’.

Radical treaiment of disseminated peritoneal echi-
nococcosis is not possible. In such cases, only large,
symptomatic cysts should be surgically removed, an-
thelminthics should be administered continuously and
the patient should remain under closed follow-up. This
therapy seems (o be effective in keeping the disease
asymplomatic for protonged periods?>:

Cystic hepatic hydatidosis is a world wide disease, most-
ly found in areas with hospitals sub-optimally equipped,
and doctors not particularly experienced in major he-
patic surgery. It is of greal impoctance to propose a safe
operation such as the one described, offering equally
good results as major resections, with significantly less
mortality and morbidity. The application of endoscopic
techniques, for prevention or treatment of unavoidable
complications, offers additional safely and eliminates
the need of the major and complex operations of the
past, even in more specialized centres, with significant
experience in extended liver surgery®.
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LAPAROSCOPIC SLEEVE GASTRECTOMY FOR MORBID OBESITY - CASE REPORT

Tihomir Grgi¢, MD, Tomislav Kuli§, MD, Dinko Vidovi¢, MD, Dora Anzulovié¢, MD,
Miroslav Bekavac - Beslin, MD, PhD

ABSTRACT

Morbid obesity is a major epidemjological and economic problem around the world. In Croatia 25% of men and 24% of women
are obese, with BMI higher than 30 kg/m?.

Since the introduction of minimally invasive approaches jin barjatric surgery, sleeve gastrectomy is performed Japaroscopically.
Laparoscopic sleeve gastrectomy is often perfocmed as the first step in the treatment of morbid obesity. In super-obese
individuals this procedure is often combined with biliopancreatic diversion.

A 47-year-old female patient with BML of 65 kg/m?2 was hospitalized in our department. As associated morbidities she had
arterial hypertension, depression and anaemia. Before the hospitalization the patient attempted many times {o lose weight with
conservative methods, but with no success. Because of her super-obesity we decided to perform laparoscopic sleeve gasirec-
tomy. The patient was released eight days after the surgery. Her BMJ wag 59 kg/m?2 and EWL was 11.9 %.

Two months after the surgery the patient has BMI 57 kg/m2 and EWL at 16.5 %.

Keywords: bariatric surgery, body mass index, morbid obesity, laparoscopic sleeve gastrectomy, bilivpancreatic diversion

SAZETAK

Diljem svijeta patoloska je pretilost znadajan epidemioloski i ekonomski problem. 25% musSkaraca i 24% Zena u Hrvatskoj
pretili su, s indeksom tjelesne mase > 30 kg/ m2. S razvojem laparoskopske kirurgije od nedavno se i resekcija Zeluca u obliku
rukava izvodi laparoskopski, a u tijeku su i brojna istraZivanja i objavljeni su élanci o uéinkovitosti te metode. Cesto se izvodi
kao prvi korak u lije€enju patoloske pretilosti, u kombinaciji s biliopankreasnom diverzijom.

Na naSem odjefu lije¢ili smo pacijenticu s indeksom (jelesne mase 65 kg / m2 te pridruzepim bolestima. Prije hospitalizacije
bolesnica je neuspjedno konzervativnim metodama poku§ala smanjiti prekomjecnu tjelesnu tezinu. Zbog njezina visoka indeksa
tielesne mase odlucili smo se prvi puta u nasoj ustanovi uéiniti laparoskopsku resekciju Zetuca u obliku rukava. Bolesnicu smo
otpustili kuéi sa BMI 59 kg / m2 i EWL 11.9%. Dva mjeseca nakon operacije bolesnica je imala BMT 57 kg / m21 EWL 16.5 %.
Kljuéne rijeci: parijatrijska kirurgija, indeks tielesne mase, morbidna pretilost, laparoskopska resekcija u obliki rukava, biliopan-
kreaticno skretanje

INTRODUCTION

Obesity has become one of the most widespread health Table 1. Bariatric procedures

problems in the world and is responsible for causing Restrictive procedures - adjustable gastric banding
many diseases, such as diabetes and high blood pres- - vertical banded gastroplasty
sure. In 2004 the prVa.lenC@ Of Obﬁsity in the US is esti- - gleeve gastrcctomy

mateq a.t 32 per cent of the adul.t population, that is over Malabsorptive procedures - biliopancreatic diversion
60 million people (1). In Croatia the prevalence of obe- and duodenal switch

sity in 2005 was 25% of men and 24% of women (2). - long limb Roux-en-Y
We can §1v1dc barl.atrlc proccdun.es into: restrictive, ma- gaslric bypass
labsorptive, combined, non-restrictive and non-malab-
sorptive (Table |).

Surgeons who are experienced in bariatries often prefer duodenal switch

a less invasive first stage operation, like sleeve gastrec- - sleeve gastrectomy with BPD

tomy (SQG), for super-obese patients (3). and antroileal anastomosis (9)

Non-restrictive - non- - gastric pacing
malabsorptive procedures

Combined procedures - Roux-en-Y gastric bypass
- sleeve gastrectomy with

Department of Surgery, University Hospital “Sisters of Charity”, Vinogradska 29, 10 000 Zagreb, Croatia
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CASE REPORT

Here we present a case of a 47-year-old woman with BMI
of 65 kg/m2, (the patient js 160 cm in height and 164 kg
in weight). She is suffering from arterial hypertension,
depression and anaemia without other comorbidities.
She tried Lo lose weight with conservative methods sev-
eral (imes, but with no success.

Before the surgery she was examined by an endocrinol-
ogist and a psychologist. A complete preoperative as-
sessment was carried out (ECG, fu}l blood count, blood
clotting tests, blood glucose, chest X-ray, liver and kid-
ney function tests).

We decided to perform laparoscopic sleeve gastrectomy
because of her super-obesity (Figure 1) (4). This was
the first time that this procedure was performed in our

hospital.

J

/

Fslecve
jgastrectomy

;-;-.;-(
N —

Figure 1. Sleeve gastrectomy

OPERATIVE TECHNIQUE AND FOLLOW- UP

After introducing general endotracheal anaesthesia
we placed a Foley catheter, and then we scrubbed and
draped the abdomen. A Veress needle was placed in the
left subcostal region to insuflate gas (CO?) in the abdo-
men in order to reach an intraabdominal pressure of 14
mm Hg. Using a [2-mm Visa port we placed an optical
instrument into the abdomen, in medial line, about live
centimetres above the umbilicus.

We placed the other two 12-mm troacars (for the liver
retractor and the endo GIA stapler) and two working
S-mm troacars. After greater curvature was cleared
of vessels (5) (7 cm proximal from pylorus to gastroe-
sophaegal junction) the stomach was resected by serial

21

ACTA CHIRURGICA CROATICA

aplication with the endo GlA stapler using a nasogas-
tric tube as a stent.

The cut line was secured with continuous endosuturing.
With the application of methylene blue we determined
that the cut line was intact (5).

On the second postoperative day the patient underwent
an upper gastrointestinal X-ray series with water solu-
ble contrast (gastrographin), which showed no signs of
leakage and obstruction. The nasogastric tube was re-
moved and a liquid diet was introduced.

There were no complications during the postoperative
period, and the patient was realeased on the eighth day
after the surgery. Her BMI was 59 kg / m? (151 kg) and
EWL was at 11.9%.

Two months after the surgery the patient had BMI of 57
kg/ m? (146 kg) and EWL at 16.5%.

DISCUSSION

Indications for the surgical treatment of morbid obesity
are BMI higher than 40 kg/ m2 or BMI higher than 35
kg/ m? with comorbidities (6).

For the treatment of super-obese patients (BM1> 50 kg/
m?) (table 2) we can perform restrictive, malabsorptive
or combined procedures.

Table 2. Classification of adults according to BMI

BMI value Considered
<185 Underweight
18.5-25 Normal weight
25.0-30 Overweight
>30 Obese

>35 Severe Obesity
>40 Morbid Obesity
>50 Super obese

Sleeve gastrectomy is a restrictive procedure, which re-
duces stomach capdcity by 70 - 90% (7). It can be a
stand-alone procedure or it can be combined with bjl-
iopancreatic diversion and the duodenal switch (8). In
super-obese patients with high operative risk LSG is
the first step operation and the bridge to other bariatric
procedures (biliopancreatic diversion, duodenal switch
ot antroileal anastomosis) (8, 9).

We used to perform laparoscopic adjustable gastric
banding (LABG) (9 - 15) as a restrictive procedure,
and this is our first case of laparoscopic sleeve gast-
rectomy (LSG) as a stand-alone procedure. Tt has also
been proved that serum levels of ghrelin (peptide hun-
ger hormone, which is produced in stomach fundus) are
significantly decreased after LSG (16, 17). This contrib-
utes to reducing hunger in obese patients and decreases
body weight (18).
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After SG expected decrease of BMI in one year time is
25 kg/m? and of EWL 57%. After 3 years, expected BMI
decrease is 27.5 kg/m? and EWL decrease is 66% (19).
[n case we are not given the expected decrease of BMI,
body weight and EWL after LSG, we can pecform bil-
jopancreatic diversion with duodenal switch.

LITERATURE:

1. National Health and Nutrition Examination Sur-
vey (NHANES) 2003-2004. Available al: http://www.cdc.
gov/nchs/products/pubs/puBPD/hestats/obese03_04/
over wght_adult_03.htm. Accessed July 16, 2006

2. WHO Global InfoBase Online. Available
at: http://www.who.int/ncd_surveillance/infobase/
web/InfoBasePolicyMaker/  CountryProfiles/Quick-
Compare.aspx?DM=&Countries=191&Year=2005
&sfl=cd.0701&Sex=all& AgeGroup=30-100. Accessed
July 16, 2006

3. Milone, Luca; Strong, Vivian, Gagner. Michel
LSG is superior to Endoscopic Intragastric Ballon
as a first stage Procedure for Super -Obese Patients
(BMI > 50), Obesity Surgery, Vol.15, Number 3,
May2005,pp.612-617(6)

4. Buchwald H. A barjatric surgery algorithm. Obe-
sity Surgery. 2002;12:733-746.

5. Rabkin RA, Rabkin JM, Metcalf B, Lazo M,
Rosst M, Lehmanbecker LB.Laparoscopic technique
for performing duodenal switch with gastric seduction.
Obes Surg. 2003 Apr;13(2):263-8

6. Guidelines for laparoscopic and open surgical
treatment of morbid obesity. American Society for Bar-
iatric Surgery and Society of American Gastrointesti-
nal Endoscopic Surgeons. Obes Surg.2000;10;378-379

7. Catheline JR, Cohen R, Khochtali I, Bihan H,
Reach G, Benamouzig R, Benichou J. Treatment of su-
per obese morbid obesity by sleeve Gastrectomy. Presse
Med 2006; 35: 383-7

8. Hamoui, Nahid; Antone, Gary J.; Kaufman,
Howard S.; Crookes, Peter IF.Sleeve Gastrectomy in
High - Risk Patjent. Obes Surg. Vol 16, Number 11, No-
vember 2006, pp. 1445 - 1449(5)

9. Kulid T, Glavan E, Skorjanec S, Ledinsky M,
Bekavac - Beslin M. Biliopancreatic diversion with
sleeve gastreclomy and antroileal anastomosis - Case
report. Acta Clin Croat 2007;

10. Franjic BD, Puljiz Z, Grgic T, Matejcic A, Beka-
vac-Beslin M. Laparoscopic surgery in the treatment of
morbid obesijty: first experiences with the Swedish ad-
justable gastric band at “Sestre milosrdnice” university
hospital (in Croatian]. Acta Chir Croat 2004; 1:9-13

11. Bekavac-Beslin M. Croatian experience in bar-
iatric surgery. 8. kongres endoskopske kirurgije Sloveni-
je; 2005 May 8-10; Portoroz

Laparoscopic sleeve gastrectomy may be the ideal pro-
cedure for patients with BMI higher than $3 kg/ m?, for
treating patients with comorbidities and high operative
risks, and may stand as an alternative method for adjust-
able gastric banding in patients with a lower BMI (20).

[2. Novinscak T, Dolovski Z, Matkovic K. Franjic
BD, Glavan E, Bekavac-Beslin M. Rani rezultati nove
operacijske tehpike u lije€enju morbidne pretilosti [in
Croatian]. 6. kongres hrvatskog drudtva za digestivnu
kirurgiju; 2005 May 18-2); Opatija; p. 94

13. Bekavac-Beslin M. Uéenje, uvodienje metode,
uspjesi i komplikacije LAP-Bandinga [in Croatian]. 2.
Hrvatski kongres o debljini s medunarodnim sudjelova-
njem; 2006 April 7- 9;0patija; p. 33

14. Novinséak T, Franji¢ BD, Glavan E, Bekavac
- Beslin M. Early Results of Recently Introduced Lap-
aroscopic Adjustable Gastric Banding Procedure for
Morbid Obesity in Croatia. JSLS (2007)10:000- 000

15. Bekavac - Beslin M, Franji¢ BD, Zjagi¢ - Rot-
kvi¢ V, Mirkovi¢ M, Kosuta D, Majerovic M, Kor8ié¢ M,
Ledinsky M. Bariatric Surgery in Croatia, | [th World
Congress of the international Federation for the Sur
gery of Obesity, 20th International Symposium on Obe-
sity Surgery, Sydney, Australia, Wednesday, August 30
-Saturday, September 2, 2006. PI123.

16. Colidis EV. Koliakos GG, Baltzopoulos VG, lo-
annidis KN, Yovos JG, Papavramidis ST. Serum ghre-
Jin, leptin and adiponectin before and after weight loss;
comparjson of tree Methods of treatment - a prospec-
tive study. Obes Surg. 2006; 16: 1425 - 32.

17. Tassone, F. ; Broglio. F. ; Giannoti, L. ; Arvat,
E. ; Ghigo, E. ; Maccario, M. Ghrelin and Other Gas-
trointestinal Peptides Involved in the Control of Food
Intake. Mini Reviews in Medicinal Chemistry, Vol 7,
Number 1, January 2007, pp. 47 - 53 (7)

18. Ghrelin stimulates hunger and gastric emptying,
but this effect does not appear to be mediated through
growth hormone (GH). Inpharma, Vol 1, Number 1560,
2006-10-21, pp. 19-19 (1)

19. Himpens, Jaques; Dapri, Giovanni; Cadiere,
Guy Bernard A Prospective Randomized Study Be-
tween Laparoscopic Gastric Banding and Laparoscop-
ic Isolated Sleeve Gastrectomy: Results after 1 and 3
Years, Obes Surg. Volume 16, Number 11, November
2006, pp. 1450-1456(7)

20. Baltasar, Aniceto, Serra, Carlos; Perez,
Nieves; Bou, Rafael; Bengochea, Marcelo; Ferri,
Lirios:Laparoscopic Sleeve Gastrectomy : A Multi-pus-
pose Bariatric Operation Obes Surg. Volume 15, Num-
ber 8, September 2005, pp. 1124-1128(5)



ACTA CHIRURGICA CROATICA

Prikaz slucaja
Case report
Acta Chirurg Croat 2008; 5:23-26

PRIKAZ SLUCAJA: ILEUS TANKOG CRIJEVA UZROKOVAN FITOBEZOAROM

Damir Kraljevi¢, Kanito Bilan, Zdravko Perko, Nenad Karanovic¢*

SAZETAK

U ovom radu prikazujemo shucaj bolesnika sa dvostrukim fitobezoarom koji nije imao prethodne operacije probavnog sustava.
Bolesnik se javio na hiini kirurski prijam zbog bolova u trbuhu i povraéanja. Od dijagnostickih pretraga papravljen je RTG
snimak nativnog abdomena i CT abdomena nakon éega je uslijedila operacija tijekom koje su se pronasla i odstranila dva
filobezoara (Zeluca i ifeuma). 1z anamestickih podataka i analize grade fitobezoara doznali smo da je uzrok fitobezoara kon-
rumiranje plodova stabla obicnog kopriviéa (Celtis australis). Poslijeoperacijski oporavak je prosao bez komplikacija.

SUMMARY

In this case report we present a patient with double phytobezoar who hasn’t have any abdominal operations before. He repor-
ted 10 Emergency surgical department becavse of stomach pain and vomit. After plain abdominal x-ray and abdominal CT
scan we preformed operation and removed two phytobezoars (in stomach and ileum). From data collected [rom patient and
by analysis of phytobezoar we found out that the cause of phytobezoar was ingestion of fruit of tree called Celtis australis.
Postoperative course was uneventful.

UvOD

Bezoari su nakupine neprobavljenog materijala u pro- Terapija fitobezoara je raznolika. Ovisi o veli¢ini i loka-
bavnom sustavu. Naziv bezoar potjece od perzijske lizaciji bezoara, ali i 0 moguénostima zdravstvene usta-
rijeéi ,padzahr §to u prijevodu znadi ,izbaciti otrov*, nove. Poku$ani su razli€iti naéini lije¢enja od promjena

U davna veemena, neprobavljeni sadrzaj Zeluca ovaca u prehrani, prokinetickih lijekova, ispiranja Zeluca, en-
i antilopa se mrvio i uzimao kao sredstvo za lijecenje Zimatske razgradnje (papain i celulaza) (5), endoskop-

nekih bolest] i otrovanja (1,2). skog odstranjenja do razgradnje bezoara Coca-Colom
Postoje tri vrste bezoara: trihobezoar (sastavljen od dla- (6, 7). Niti jedna metoda se nije pokazala apsolutno
ka), fitobezoar (sastavljen od neprobavljivih dijelova voéa uspjesnom. Kirursko lijeCenje rezervirano je za kompli-
{ povréa) i mijeSani tip. U mediteranskim zemljama i ze- kacije (perforacija, opstrukcija) te za intestinalne obli-
mljama dalekog istoka, gdje je prehrana svjezim vocem i ke bezoara (8).

povréem uobicajena, ucéestala je pojava fitobezoara.
Najccsce‘.su Iol.gallzuam u z§luCL1. MogL‘1>b1t1 l}Zl‘Olfon“l PRIKAZ SLUCAJA
opstrukcijskog ileusa tankog i debelog crijeva. Zelu¢ani

bezoari se javljaju kod bolesnika sa §eéernom bolestite ~ Ovo je prikaz slucaja bolesnika u dobi od 73 godine koji

bolesnika sa neuropatijom i misiénom distrofijom (3),  se zbog bolova u trbuhu, mucnine i povracanja javio
kao kasna komplikacija operacija na zelucu ali i kod na hitni kirurski prijam. Tegobe, u dosta biazem obliku
zdravih osoba. traju, dva tjedna pred prijem no u posljednja dva dana
Dijagnostika bezoara je unaprijedena koristenjem CT-a. povraéanje je ucestalo, a bolovi intenzivniji. Stolicu je
U dijagnostici ileusa tankog crijeva CT moze prikazati imao redovito. Nije imao povi§enu tjelesnu temperatu-
mjestio i razinu opstrukcije te esto 1 uzrok iste. Pa- ru. Inace nije znacajnije bolovao te vodi aktivan Zivot i
tognomonican radioloski znak fitobezoara je kratka, bavi se manjim poljodjelskim radovima.

ovalna, intraluminalna masa nehomogene grade loka-  Prilikom dolaska bolesnik je dobrog opéeg stanja, nor-
lizirana na mjestu prijelaza dilatirane u kolabiranu vi- malno uhranjen, prsni ko§ normalno sveden, auskulta-
jugu crijeva (4). cyjski uredan Sum disanja, trbuh mekane stjenke iznad

Klinika za kirurgiju, KBC Splir
*Odjel za anesteziologijiu | intenzivno lijecenje, KBC Split
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razine prsnog kosa, difuzno blaZze bolan na palpaciju
bez znakova nadraZaja peritoneuma. Peristaltika nesto
zivahnija. Mjesta kilnih otvora slobodna. Digitorektal-
no nalaz uredan, na vrhu prsta trag normokolorirane
stolice.

Na RTG snimku nativnog abodmena prikazano je ne-
koliko manjih aerolikvidnih nivoa u srediSnjem dijelu
trbuha bez znacajnije distenzije vijuga crijeva. Labora-
torijaska analiza krvi pokazala umjerenu leukocitozu
(L 12.1 G/L), blagu hipenatrijemiju (132 mmol/L) i hi-
pokloremiju (32 mmol/L).

Bolesnik je primjen na Kliniku nakon postavljanja na-
zogastri¢ne sonde i zapocinjanja parenteralne prehrane.
Stanje bolesnika se postupno pogorsavalo te je kasnije,
istoga dana napravljen kontrolni RTG snima nativnog
abodmena koji je sada pokazao vise §irih aerolikvidnih
nivoa v gornjim dijelovima tcbuha uz distenziju vijuga
tankog crijeva (Slika 1). Na postavljenu nazogastri¢nu
sondu se pojavio enleralni sadrzaj.

Slika 1. RTG snimak naiivnog abdomena u stojecem Stavu
na kojem se vide aerolikvidni nivoi (strelice) i distendirana
vijuga tankog crijeva u gornjem desnom kvadrantu abod-
mend (zviezdica).

Odmah smo napravili MSCT abdomena koji je pokazao
dilataciju Zeluca, duodenuma i jejunatnih vijuga ispu-
njenih tekuc¢im sadrzajem uz rubno rasporedene mjehu-
rice plina sto odgovara nalazu ilensa tankog crijeva. Na
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skenovima u razini donjeg pola lijevog bubrega sprijeda
vidi se konglomerat vijuga jejunuma nakon kojeg se na-
stavlja kolabirana vijuga tankog crijeva (Slika 2).

‘ Konraskly i
" Arteeal
|

Slika 2. MSCT abdomena sa peroralnim kontrastom koji
pokazyje dilatirane vijuge tankog crijeva do wmijesta op-

strukcije (zaokruzeno) nekon cega su vijuge kolabirane.

Na osnovu ovih kliniékih i radioloskih znakova posta-
vili smo indikaciju za bitnom operacijom pod radnom
dijagnozom opstrukcijskog ileusa.

Pristupili smo gornjom medijalnom laparotomijom i
prikazali distendirane vijuge jejunuma sve do mjesta
prelaska jejunuma v ileum gdje smo u lumenu crijeva
napipali tvrdu masu koju nismo mogli izgurati prema
cekumu. Napravili smo enterotomiju 1 iz crijeva izva-
dili tvrdu masu pronjera 6 cm u Kojoj smo na presjeku
vocili neprobavljene sjemenke biljaka. (Slika 3) Eksplo-
rirali smo cijelu trbusnu Supljinu te smo napipali sliénu
promjenu u Zelucu i odstranili je kroz malu inciziju na
prednjoj stjenci Zeluca (Slika 4).

Slika 3. Intraoperacijska slika koja pokazuje usiveno mje-
sto enterotomije (prazna strelica) odakle je izvaden jedan

Sitobezoar i izbolenje na stijenci Zeluca u kojem se nalazi

vedi fitobezoar (puna strelica).

Poslijeoperacijsko razdoblje je proslo bez komplikaci-
je Le je bolesnik otpusdten sedmog poslijeoperacijskog



slika vadenja fitobezoara kroz

Slika 4. Intraoperacijska
inciziju na stifenci Zeluca.

dana. Nakonadno smo sazpali da bolesnik u dvoriStu
ima stabla obiénog kopriviéa (Celtis australis) te da re-
dovito jede njihove plodove.

To stablo je rasprostranjeno u svim mediteranskim zemlja-
ma, a domovina joj je istoéna Furopa, sjeverna Afrika i za-
padna Azija. Stablo naraste do 25 metara visine i pripada
porodici brijestova. U narodu naSih primorskih krajeva
to slablo nosi sljedece nazive: koprivi¢, kostel, koscela,

Ly

Stika 5. Plodovi stabla Celtis ausiralis koji su wzrokovali fitobezoar u ovog bolesnika.
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fafarinka, fanfaringola i fafarikula. Istarski Talijani zovu
ga lodogno, a u susjednoj Italiji - bagolaro, spaccasassi i
arcidiavolo. Plod je okrugla, oko 1 cm velika koStunica
s mesnatim ovojem koji je u poéetku zZuékast, a kasnije
tamnoljubicast. sladak i jestiv; visi na oko 2 cm dugaékoj
stapci, a kostica je okruglasta, tamno mreZzasta (Slika 5).

ZAKLJUCAK

Bezoari su nakupine neprobavljenog matecijala u pro-
bavnom sustavu. Postoje tri vrste bezoara: trihcbezoar
(sastavljen od dlaka), fitobezoar (sastavljen od nepro-
bavljivih dijelova voca i povrca) i mijesani Lip. U medi-
teranskim zemfjama i zemljama dalekog istoka, gdje je
prehrana svjeZim voéem i povréem uobiéajena, udesta-
la je pojava fitobezoara.

Mogu biti uzrokom opstrukcijskog ileusa tankog i debe-
log crijeva. Zeluéani bezoarj se javljaju kod bolesnika sa
Se¢ernom bolesti te bolesnika sa neuropatijom i misic-
nom distrofijom (3), kao kasna komplikacija operacija
na Zelucu ali i kod zdravih osoba.

Simptomi su povezani sa razinom na kojoj je doslo do
opstrukcije probavne cijevi, a to€na dijagnoza se po-
stavlja nakon endoskopske pretrage ili za vrijeme opera-
cijskog zahvata. Dijagnostika bezoara je unaprijedena
koristenjem CT-a.
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BOUVERETOV SINDROM SA DVOSTRUKOM FISTULOM - PRIKAZ SLUCAJA

Stojanovié Ivica, Wokaunn Mario, Varela C. Diego, Sofa Ilija, Dalmatin Luko, Margaritoni Marko

SAZETAK

U radu smo prikazali sluCaj starice primljene u bitnoj sluzbi sa upornim povracanjem i popratnom melenom. Zbog klinickih
simptoma visokog ileusa, nakon kratke predoperativne pripreme, bolesnicu smo podvrgli hitnom operativaom zahvatu prli-
kom kojeg smo naisli na dva konkrementa, od kojih jedan v duodenumu kao uzrok ileusa. U literaturi se takav sluéaj opisnje
kao Bouveretov sindrom i spada u rijetke slucajeve ileusa. Uz to smo, kao popratni nalaz imali i Mirizzijev sindrom. Zahvat
smo dovrsili na opisani na€in. Bolesnica je zahvat dobro ponijela. Postoperativni tijek uredan. Bolesnica napustjla bolnicu u
dobrom opéem stanju.

U zakljucku navodimo kako kod starijih osoba sa znakovima visokog ileusa svakako treba misliti i na Bouveretov sindrom te
obzirom na najéesée poznu dob, pokusati ileus razrijestiti endoskopskim odstranjenjem konkrementa. Ukoliko to nije moguée.,
mora se pristupiti klasi¢nom kirur§kom zahvatu.

Kiinéne rijeci: Heus, Bouveretoy sindrom, biliodigestivna fistula

SUMMARY

In the study we have shown an example of an elderly woman who was admitted to the ER suffering constant vomiting and
accompanying melena. Due to the clinical symploms of high gallslone ileus and following a short preoperative procedure the
patient was submitled 10 an urgent surgery during which we found two concretions, one of which was in the duodenum and was
ihe cause of ileus. In literature such case is described as Bouvert’s syndrome and it is a rare case of ileus. Additionally as a concu-
rrent medical reporl we also had a Mirizzi’s syndrome. We proceeded with the surgery and finalized it as described. The patient
successfully underwent the surgery. The postoperative progress NAD. The patient was discharged in generally good condition.
In the conclusion we state that in the case of elderly people with sjgns of high ileus Bouvert’s syndorm must be taken into con-
sideration, and considering in most cases old age one should try Lo deal with ileus by removing a concretion using endoscopic
procedure. If that is impossibie than a traditional surgery is required.

Keywords: fleus, Bouvert's syndrom, biliodigestive fistule

UvoD

U ovom radu prikazali smo relativno rijedak slucaj Nakon krace predoperativae pripreme, u opéoj anestezi-
bolesnika sa visokim ileusom uzrokovanim Zucnim  ji desnim subkostalnim rezom ude se u trbusnu Supljinu.

konkrementima (sindrom Bouveret). Kod bolesnika je,  Verificira se tumorozna &vrsta tvorba sraslog duodenuma
tijgkom operativnog zahvata nadena dvostruka bilio- i Zu¢njaka. Prepariranjem se oslobode dvije fistule duo-
digestivna fistula a kako na slican slu¢aj nismo naiSli ~ denuma i zu¢njaka, a potom se izvadi veéi konkrement
unama dostupnoj literaturi, oducili smo ga prikazati. iz zZucnjaka i uradi parcijaina resekcija koleciste posto su
Buduéi da nismo ocekivali intraoperacijski nalaz gdje  koledokus i infudibulum koleciste u &vrstom bloku uz ra-
smo uz dvostruku biliodigestivau fistuJu i konkre- zvoj Mirizzieva sindroma. Manji, aboralni komunikacij-

mentom uzrokovani visoki ileus, naisli i na Mirizzijev ski otvor na duodenumu se prebije, a u vedi se stavi Folyev
sindrom, morali smo tijekom zahvata improvizirati i kateter i opskrbi se sve prileze¢im omentumum. Uradi se

donijeti odluku kako problem rijesiti. dezimpakcija kamena u pilorusu, napravi gastrotomija

5 kroz koju se isti izvadi | GEA sa E-E anastomozom.
PRIKAZ SLUCAJA Postave se dva drena: subhepataino i u podruéje ana-
Bolesnica K. T. stara 85 godina, primljena je u hitnoj sluzbi stomoze. Bolesnica zahvat dobro podnese; peti dan se
poradi upornog povracanja i melene. Endoskopski se veri- izvadi dren uz anastomozu, Savovi odsirane deveti dan,
ficira impaktirani konkrement u bulbusu duodenuma koji a subhepatalni dren dvanaestj dan. Dren jz duodenuma
se ne uspije ekstrahjrati. Ultrazvucénom pretragom vidi se izvadi nakon mjesec dana od operacije. Aktivnost
se veti konkrement u zuénjaku, koledokus se ne prikaze. duodenalne fistule prestane pelog dana.

Kirurski odjel, Odsjek abdominalne kirurgije
Opca bolnica Dubrovnik
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N Zraku Zutnim
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Solitarni kankrement u -
Zuénjaku

Dvostruka kolecisto-
duodenalna fistula

Graficki prikaz intraoperacijskog nalaza Bouverelovog
sindroma kod prikazanog slucaja

RASPRAVA

Relativno je rijeltka pojava mehanicke opstrukcije
gostrointestinalnog sustava uzrokovana Zuénim kon-
krementom. Svega 1-2% sveukupnih opstrukcija tan-
kog crijeva odnose se na one izazvane Zunim kon-
krementom. U nekoliko serija sve bolesnice su bile
Zene, prosjecne dobi 64 godine, uz mortalitet manji
od 10%. (1)

Visoki ileus uzrokovan konkrementom u duodenu-
mu {Bouveretov sindrom), posljedica je naslale bi-
lio-digestivne fistule. Sama po sebi asimptomaticna,
bilio- digestivna (istula pobuduje pazZnju ili surmnnju
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na razvoj tek u sluéaju ascendentne infekcije Zuénih
putova iz probavnog sustava (posliediéni razvoj ko-
langitisa) ili prolaskom veéeg konkrementa u duode-
num (posljedi¢ni razvoj visokog ileusa- “gastric outlet
obstruction). (2)

Premda se pod Bouveretovim sindromom podra-
zumjeva visoki ileus uzrokovan konkrementom u
duodenumu, u praksi je ipak daleko ¢eSée ukljeste-
nje zuénog konkrementa u terminalnom ileumu ili
ispred valvule Bauchini. Radioloski ili sonografski
tipiéni znakovi: dilarirane vijuge tankog crijeva sa
aerolikvidnim razinama. prisutnost plina u Zuénim
kanalima i dokaz prisustva konkrementa u podruéju
duodenuma, vz klini¢ku sliku visokog ileusa potvr
duju dijagnozu Bouveretovog sindroma. (3) U litera-
turi su opisane razlicite varijante sindroma pa ¢ak i
pridruzeni karcinom zucnjaka, o cemu svakako treba
voditi racuna kada se naide na ovaj rijedak oblik ile-
usa u praksi. (4) Kada se kirurg susretne, neocekiva-
no, za vrijeme operativinog zahvala u hitnoj sluzbi, sa
ovakvim nalazom, mora dogijeti u kratkom vremenu
optimalnu odluku vodeéi raéuna o dobi bolesnika,
0 njegovom opéem stanju kao 1 o ko- morbiditetu i
prisustvu drugih bolesti i patolo§kih stanja (u naSem
sluCaju pridruzeni Mirizzijev sindrom). (5)

U tretmanu bolesnika svakako se daje prednost endo-
skopskim moguénastima odstranjenja konkremenia,
endolitotripsiji pa ¢ak i uporabi YAG lasera za fra-
gmentiranje konkrementa.

Naravno, najjednostavniji na¢in za odstranjenje ve-
ceg konkrementa jest otvoreni kirurdki pristup. (6)

ZAKLJUCAK

Svaki bolesnik u hitnom prijemu sa klinickim zna-
kovima visokog ileusa, dijagnosti¢kim pokazateljima
prisutnog zraka u zuénim vodovima {(pativni abdo-
men u stojeéem stavu i ultrazvuéni pregled abdome-
na), vz dokazani konkrement u projekciji duodenuma
mora pobudili sumnju na prisustvo biliodigestivne
fistale i vjerojaini razvoj Bouveretovog sindroma.
Kirurg mora voditi racuna o opéem stanju 1 dobi bo-
lesnika prije odJuke o upuslanju u operativni zahvat.
Gastroskopski nacin odstranjenja konkrementa ko-
jim bi se razrijesio ileus. ukoliko bi bio izvediv, svaka-
ko je povoljniji za bolesnika. Otvoreni kinirski zahvat
jest stapdard za odstranjenje vecih konkremenata i
rjeSavanje ileusa. (7, 8)
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LIJECENJE RUPTURE AHILOVE TETIVE: OTVORENA ILI PERKUTANA METODA

TREATMENT OF RUPTURED ACHILLES TENDON: OPEN OR PERCUTANEOS
PROCEDURE

Cukelj F!, Pivalica D?, Bandalovi¢ A', KneZevi¢ I', Franki¢ G', Pavi¢ A!, Boschi V', Luksié B!

SAZETAK

Cilj: Cilj rada je usporediti otvorenu j perkutanu (minimalno invazivnu) kirursku tehniku kod ruptura Ahilove tetive u smislu
uspjesnosti oporavka kod aktivnib sportasa i rekreativaca. Metode: Prospektiviio smo pratili 48 sportasa s rupturom Ahilove
tetive. Starosna dob iznosila je izmedu 25 i 40 godina (AS 34.83 +/- SD 4.65). Otvorenom metodom smo operirali 24 sportasa,
a 24 perkutanom. Ovi operacijski zabvati uradeni su izmedu 1998. i 2005. godine. Svi operirani bolesnicj testirani su godinu
dana nakon operacijskog zahvata.

Rezultati: Usporedba rezultata uradenih perkutanom i otvorenom metodom radena je na kompjuteriziranom izokinetickom
dinamometru. Dobiveni rezultati upucuju da su bolesnici operirani perkutanom metodom imali u prosieku 20% bolje rezultate
od bolesnika operiramh otvorenom metodom godinu dana nakon operacijskog zahvata.

Rasprava i zakljuéci: Perkutana metoda (ehnicki je mnogo lakSe izvediva nego otvorena metoda kod rupture Ahilove tetive.
Vrijjeme provedeno u bolnici 14.5 puta je kraée nego kod otvorene metode (perkutana metoda-raspon 0.5-2 dana. AS 0.79 +/-
SD 0.36; otvorena metoda-taspon 10-24 dana, AS 11.46 +/- SD 2.70; p<0.00). Komplikacija u smislu infekcija kod zatvorene
metode nije bilo dok je kod otvorene metode kod | pacijenta doslo do poslijeoperacijske infekcije (4.2% bolesnika). Povratak
sporiskim aktivnostima u prosjeku je dva puta brZi nego kod otvorene metode. Mislienja smo da je kod operacijskog lijecenja
rupture Ahilove tetive metoda izbora perkutana metoda.

Kljuéne rijeci: ruprura Ahilove letive, otvorena meloda, perkutana metoda, kompjuterizirana izokineticka dinamomatrija

SUMMARY

Purpose: The aim of this study was to compare open and percutaneos surgical procedure in treatment of ruptured Achilles
tendon in terms of efficiency in athletes (professional and amateur)

Methods: Our work included 48 professional or amateur athletes with rupture of tendo Achillis. Age of athletes was betwen
25 and 40 years (AVERAGE 34.83 +/- STDEV 4.65). 24 athletes were operated with open procedure and 24 with percutaneos
method. Period in which those procedures were made was beetwen 1998 and 2005. All operated patients were tested one year
after the surgical procedure. Results: Presentation and comparison beetwen open and percutaneos method were made on
isokinetic dynamometer, The group operated with percutaneos method had 20% better results then those who were operated
with open procedure.

Discussion and Conclusion: Percutaneos method is technicaly more easjer than open method. Time spent in hospital is 14.5
times shorter with peccutaneus procedure (percutaneus procedure-range 0.5-2 days, AVERAGE 0.79 +/- STDEV 0.36; open
procedure-range 10-24 days, AVERAGE 11.46 +/- STDEV 2.70; p<0.00). Return to sport activities is twice [aster then in group
who were treated with open procedure. We had no postoperatiye infections or reruptured Achilles tendon in group treated with
percutaneus procedure. [n group treated with open procedure we had one patient with postoperative infection (4.2%). In our
opinjon the best method jn surgical treatment of Achilles tendon rupture is percutaneos method.

Keywordls: Achiiles lendon ruptire, open method, percutaneus method, computerised isokinetic dynamometer

UVOD
Ahilova tetiva najsnazpija je tetiva u Covjeéjem tijelu su brojne teorije o nastanku rupture Ahilove tetive.
(s1.1) (1).Rupture Ahilove tetive (sl.2) najéesée zahva- Lagergen i Lindholm smatrali su da do ruptura dolazi

¢aju populaciju srednjih godina, dok su kod sportasa zbog relativne hipovaskularizacije Ahilove tetive koju
i rekreativaca moguéa i kod populacije mladih i od 25 su dokazivali anglografskim studijama, te da je predi-
godina (2-6). U proteklih tridesetak godina postojale lekcijsko mjesto nastajanja izmedu 2 i 6 cm od insercije

"KBC Spin, Klinika za kirurgiju, Odjel traumatologije
2 KBC Splir, Odjel za fizikalnu medicinu i rehabifitaciju
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SLL Anatomski prikaz normaine Ahilove tetive

S1.2. Shematski prikaz rupture Ahilove tetive

letive za kalkaneus (7). Studije Parrya iz 1978.godine
isle su za dokazivanjem nastajanja ruptura Ahilove (e-
tive zbog ponavljanih mikrotrauma koje su dovodile do
kronicnih osie¢enja Ahilove tetive §to je u konaénici
imalo za posljedicu rupturu Ahilove tetive (2). Zasluge
za rupturu Ahilove tetive pripisivale su se i raznim in-
Intnzickim i ekstrinzickim faktorima rizika. [pak, 2005.
godine, u radu Mokonea i suradnika dokazano je da je
razlog nastajanja rupture Ahilove tetive genska greska.
Naime na kromosomu 9932-q34 alela mapiran je kod
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za Tenascin C, bjelancevinu koja je najodgovornija za
samu reparaciju kolagenskih vlakana unutar Ahilove te-
tive i koja na taj nacin sudjelujc v nasiajanju kroni¢nih
ozljeda koje za posljedicu imaju rupturu Ahilove tetive.
Ukoliko nema aberacija na tom kromosomskom alelu
vjerojatnost nastajanja kroni¢nib promjena i ruptura
je znacajno manja (8-10). Dijagnoza nastajanja rupture
Ahilove tetive postavlja se na osnovi anamneze i kli-
nickog pregleda, te u novije doba i vltrazvuénog nalaza
(11-13). Prilikom rupture Ahilove tetive bolesnik osjeti
snaznu bol, koju opisuje kao udarac kamenom u po-
druéju tetive, nakon Cega slijedi djelomic¢an ili potpun
gubitak plantarne (leksije. Kod klinickog pregleda kat-
kad je moguca aklivna fleksija stopala, ali ne i hod .
stajanje na prstima. Pri klinickom pregledu obavezno
koristimo i Thompsonov test koji se izvodi na nacin
da rukama uradimo kompresiju v predjelu m.tricepsa
surae u njegovoj distalnoj trecint, odnosno v predjelu
misiéno tetivne veze izmedu Ahilove tetive i m.tricepsa
surae. Pri tome izostanak plantarne fleksije stopala
siguran je znak rupture Ahilove tetive. Prema nasem
misljenju, kao i prema misljenju veéine autora kojj su
se bavili ovom problematikom, bolji rezultati postiZu se
kirur§kim nacinom lijecenja (2-6,14). Postoje dva naci-
na kirurskog lijeCenja rupture Ahilove tetive: otvorena i
perkutana (zatvorena) kirurska metoda.

METODE

Kirur$ke metode: U nasem radu koristili smo dvije
operacijske tehnike u lijeCenju rupture Ahilove tetive.
Kod otvorene metode sluzili smo se Lindholmovom
tehnikom (15), a kod perkutane korislili smo Ma-Gri-
fith metodu (16). Tako se radilo 0 akulnim ozljedama u
testiranja su ukljuéeni pacijenti koji se profesionalno ili
amaterski bave sportom u dobi do 40 godina starosti.
Lindholmova otvorena tehnika operacije Ahilove tetive
(s1.3.) izvodi se zakrivljenim rezom od sredine lista do
klakaneusa. Incidira se duboka fascija i prikaze ruptura
tetive. Rubovi rupture se debridiraju, a krajevi se pri-
blize U ili pojedinaénim Savovima Cvrstim neresorptiv-
nim koncem.

Odvoje se dvije trake proksimalne tetive i aponeuro-
ze gastroknemijusa [-2 em Sirine, 7-8 cin duZine Cijt
se kraj nalazi oko 3 cm od rupture te se zarotiraju za
180° tako da im glatka vanjska povrsina prilijeZe na
potkozna tkivo.

Svaka od ovijh traka usije sa distalnom okrajinom teti-
ve, Le se usiju medusobno kako bi u potpunosti prekrili
mjesto rupture. Rana se zatvara pazedi da se mjesto re-
paracije prekrijje ovojnicom tetive (2,15).
Poslijeoperacijski tretman sastoji se U no§enju longete u

uklanjane Savova, te longeta u plantarnoj fleksiji jo§ 2
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dhohn metodom

tjedna. bez oslanjanja na stopalo. Tijekom naredna 4
yjedna nastavlja se sa longetom u nentralnom polozaju i
postupnim opterecenjem noge tako da na kraju 8 tjedna
oceknjemo potpuni oslonac na stopalo. Nakon skidanja
longete, nastavlja se sa f1zikalnom terapijom uz nosenje
ortoze jos 4 {jedna. Potpuna rehabilitacija i povratak
sportskim aktivnostima dogodila bi se 6-12 mjeseci na-
kon operacije (S1.4),

SI. 4. Poslijeoperacijski oZiljak pucijenta operiranog otvo-
renom meindom po Lindholmu

Perkutanu i)i Ma-Griffith metodu uglavnom smo radili
v lokdlnoj anesteziji sa 1%-tnom otopinom Lidocaina.
Na ovaj nacin kontroliramo lateralnu inciziju zbog opa-
snosti ozljede n.suralisa. Operacijsko polje priprema se
na isti naéin kao i za otvorenu metodu.

Ispalpira se defekt tetive te se urade dvije incizije na
svakoj strani tetive, 2.5 ¢m od kraja defekta. Peanom se
odvoji ovojnica tetive od potkoZnog tkiva, te se monofi-
lamentinim spororesorbiraju¢im koncem ili neresorptiv-
nim koncem 0-0 ili 1-0 na ravnoj igli prode kroz tetivu
od lateralno prema medijalno. Zatim se kroz svaku od
ovil incizija ravnom iglom prode kroz tetivi krizno te
se izade distalno od mijesta rupture,

Ova se mjesta izlaska proSire skalpeloni. a laleralni se
kraj konca uhvati na zakrivljenu iglu te se njime ude
kroz lateralnu inciziju da bi se iziSlo na otprilike polovi-
ci distalnog kraja tetive. To se mjesto prosiri skalpelom.
Tada se peanom oslobodi ovojnica (etive od potkoznog
tkiva da bj se konac ponovno na ravnoj igli provukao na
medijalnu stranu kroz tetivu.

To se myesto prosiri skalpelom, a konac se prebaci na
zakrivijenu iglu da bi preko distalne medijalne incizije
izasao kroz srednju medijainu inciziju, i tada sc¢ zalegao
i vezao u ¢vor sa drugim krajem konca, priblizavajuci
krajeve rupurirane tetive. KoZa se Sije ako je potrebno
te se postavi prevoj (2,16). (s1.5)

Poslijeoperacijski tretman te¢e tako da se odmah nakon
operacijskog zahvata nogu imobilizira u 20 slupnjeva

SL 5. Shemaiski prikaz metode po Ma-Griffithu



plantarne fleksije tijekom dva tjedna. Nakon dva tjedna
noga tj.gornji nozni zglob se imobilizira pod kutem od
90 stupnjeva jos dva tjedna, a nakon toga se imobilizaci-
ja skida te zapoénemo s pasivnim razgibavanjem u vodi
gornjeg noznog zgloba, uz dozvoljen puzajuéi hod bez
oslonca na prste i ekscentriénih pokreta te sa vjezba-
ma izometrije,te kontrolirane elektrostimulacije misiéa
operirane noge. Takva terapija bi se provodila od 3 do 5
tjedana, a nakon 7-9 tjedana zapoéinjemo s normalnim
hodom te vjezbama propriocepcije i snage (17).

Nakon 4-6 mjeseci pacijent (sporta$ profesionalac ili
amater) bi se vracao sportu.(sl.6.)

SI. 6. Pacijent operiran perkutanom mnetodom po Ma-
Griffithu

Statisticke melode: Rezultati istraZivanja izraZeni su
kao aritmeti¢ke sredine (AS) +/- standardna devijacija
(SD). Znacajnost razlike u broju dana provedenih u bol-
nici perkutanom i otvorenom metlodom analizirana je
Studentovim T-testom. Razlika je smatrana statistiéki
7naéajnom na razini znacajnosti od 0.05 (p<0.05). Za
fzracun je koriSten program SPSS 13.0 for Windows.

REZULTATI

U istrazivanju je ukupno sudjelovalo 48 bolesnika. (Ta-
blica 1.)

Tablica [. Podaci o bolesnicima obuhvacenim radom

broj muskarci  Zene prosjedna slarost
pacijenata/-ica u godinama
zatvorena
metoda 24 22 2 34.17+/-4.9
otvorena
metoda 24 21 3 35.5+/-4.39
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Otvorenom metodom ukupno su operirana 24 bolesnika.
Raspon godina bio je od 25 do 40. (AS 35.5 +/- SD 4.39).
Operiran je 21 muski bolesnik i tri Zene. (Tablica 1.)

LeZanje u bolnici kod otvorene metode lijeéenja iznosilo
je od 10 do 24 dana. (AS 11.46 +/- SD 2.70). (Tablica 2.)
Kod jednog pacijenta dogodila se komplikacija u smislu
posljjeoperacijske infekcije rane (4.2%). (Tablica 2.)

Tablica 2. Rezultati rada

prosjeCni dani  postoperativne
bolni¢kog leZzanja  komplikacije
zatvorena
metoda 0,79+/-0.36 0 (0%)
otvorena 11,46+/-2.70
metoda p<0.00 1 (4.2%)

Perkutanom metodom operirano je takoder 24 bolesni-
ka. ( raspon 25-40 godina, AS 34.17 +/- SD 4.90). Ope-
rirano je 22 muskaraca i 2 Zene. (Tablica 1.)

Veéina pacijenata je operirana u lokalnoj anesteziji tako
da su ti pacijenti uglavhom napustali bolnicu odmah
nakon operacijskog zahvata. Najkraée zadrZavanje u
bolnici kod lijeenih ovom metodom iznosilo je 2 sata,
a najduZe 36 sati. ( AS 0.79 +/- SD 0.36). Kod perkutane
metode poslijeoperacijskih komplikacija u smislu infek-
cije (0%) ili rerupture nije bilo. (Tablica 2.)

[z dobivenih rezultata zakljucili smo da je vrijeme pro-
vedeno u bolnici 14.5 puta krace kod bolesnika operira-
nih perkutanom metodom. (p<0.00)

Sva testirapnja uradili smo minimom nakon godinu
dana od operacijskog zahvala. Testiranja su provedena
na kompjuteriziranom izokinetickom uredaju marke
Cybex. (s1.7)
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S1. 7. Dijagramski prikaz rezultata dobivenih na kompju-
teriziranom izokinetickom dinamometru
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Testirali smo plantarne i dorzalne fleksore obje noge
u standardiziranom dvobrzinskom testu od 30°/sec i
120%sec. Dobivene rezultate u relativnim. vrijednosti-
ma ovisnim za dob, spol i tjelesnu masu usporedivali
smo s normama za dob spol i tjelesnu masu, a jednako
tako komparirali smo dobivene rezultate ozlijedene i
neozlijedene noge. Nakon provedenih testova uvidjeli
smo da dobiveni rezultati mjereni na kompjuterizira-
nom izokinetiCkom dinamometru pokazuju za 20%
bolji rezultat kod perkutane metode u odnosu na otvo-
renu metodu,

RASPRAVA 1 ZAKLJUCCI

U sedmogodis$njem periodu od 1998. do 2005. godi-
ne operirali smo ukupno 48 sportasa ¢ija se starosna
dob kretala izmedu 25 i 40 godina. Radilo se o akut-
nim ozljedama Ahilove tetive a svi testirani pacijenti
operirani su u prvih Sest satj od ozljede. Svi operijra-
ni bolesnici aktivno se bave sportom i to amaterski
ili profesionaluo. Polovinu operiranih tretirali smo
otvorenom metodom po Lindholmu, a drugu polovi-
nu perkutanom metodom po Ma-Griffithu.

Obzirom na dosadasnja saznanja te pisanje u litera-
turi smatralo se da je metoda izbora naroéito kod
akiivnih sportasa (amateri i profesionalci) otvorena
metoda. Mi smo u nasem radu pokus$ali dokazati
prednosti perkutane metode, kod populacije pacije-
nata, kao $to su aktivni sportasi, kod kojih se do sad
uvijek primjenjivala otvorena metoda lijecenja ruptu-
re Ahilove tetive.

Obzirom na danasnja saznanja o etiologiji nastanka
rupture Ahilove tetive koja je napisana v radovima
Mokonea (9,10} jo§ smo viSe uvjerenja da je perkuta-
na metoda lijecenja ruptura Ahilove tetive, metoda
izbora.

Perkutapa metoda znatno je lakse izvediva v odno-
su na otvorenu metodu u smislu tehnicke i kirurdke
zahtjevnosti. Sami intraoperacijski, kao i poslijeope-
racijski rizici znatno su manji kod perkutane metode
narocito kad se primjenjuje lokalna infiltrativna ane-
stezija. Potrebno je naglasiti vaZnost rada u Jokalnoj
infiltrativnoj anesteziji zbog mogucnosti kontrole te
prevencije ozljede n. suralisa.

Broj dana lezanja u bolnici signifikantno je manji u
odnosu na otvorenu melodu lijecenja. (Tablica 2.)
Naime, bolesnik je vec sat do dva nakon uradene ope-
racije i postavljanja imobilizacije spreman za odlazak
iz bolnice. Osim toga znatno ranije se zapocinje s fi-
zikalnom terapijom u smislu vjezbi izometrije te elek-
trostimulacije misi¢a operirane potkoljenice. Poslije-
operacijjski oZiljak je neznatan u odnosu na otvorenu
metodu §to vierojatno i ima utjecaja na znatno bolje
funkcionalne rezultate u odnosu na otvorenu meto-
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du ljjecenja. Sami sportski rezultati koji su bolesnici
imal{ u odnosu na vrijeme prije ozljede puno su blizi
kod bolesnika operiranih perkutanom metodom u
odnosu na one operirane otvorenom metodom.
Otvorena metoda lijeCenja zahtjeva obaveznu hos-
pitalizaciju, obazrivu poslijeoperacijsku njegu rane
kao i jednokratnu antibiotsku prijeoperacijsku profi-
laksu. Infekcija rane u predjelu Ahilove tetive znaci
gotovo pravu katastrofu narocito kad je u pitanju ak-
tivni sportas, koji se k tome jo$ i profesionalno bavi
sportom. U nasem radu imali smo jednog bolesnika
lijeGenog otvorenom metodom kod kojeg je doslo do
poslijeoperacijske infekcije rane (4.2%). To je znatno
produzilo lije¢enje i boravak bolesnika u bolnici (24
dana). Bolesnik nakon toga nikad vi§e nije dosao ni
blizu sportskih rezultata koje je ostvarivao prije rup-
ture Ahilove tetive.

Rehabilitacija kod bolesnika koji su lijeceni perku-
tanom metodom bila je dvostruko brza nego kod
bolesnika koji lijeéeni otvorenom metodom. Svakod-
nevnim aktivnostima bolesnici koji su se lijecili per-
kutanom metodom vradali su se nakon 2,5-3 mjese-
ca, a sportskim aktivnostima od 4-6 mjeseci nakon
operacijskog zahvata. Za naglasiti je da je u literaturi
opisan rizik od moguce rerupture Ahilove tetive kod
perkutane metode. Kod aktivnih sportada koje smo
ovom metodom poceli lijeéiti jo§ 1998. godine do da-
nas nismo imali slucajeve rerupture Ahilove tetjve.
Bolesnicima operiranim otvorenom metodom treba-
lo je gotovo za trecinu vise vremena za povratak sva-
kodnevnim i sportskim aktivnostima.

Funkcionalna testiranja na kompjuteriziranom izoki-
netickom dinamometru provodili smo minimum go-
dinu dana nakon operacijskog postupka. Za naglasiti
je da su se sva testiranja provodila nakon potpuno
provedene fizikalne terapije j povralka na sportski
teren. Testiranja su provodena dvobrzinskim standar-
dnim testiranjem za plantarne i dorzalne (leksore sto-
pala obije noge. Nakon §to smo proveli testiranja dos-
Ji smo do zakljucka da je perkutana metoda dala za
20% bolje rezultate u odnosu na otvorenu metodu.
Misljenja smo da je perkutana metoda najmanje rizic-
na metoda i najbolja funkcionalna metoda lijecenja
cuptura Ahilove tetive kod sportasa. Obzirom da su
sportadi znatno zahtjevniji u smislu funkcionalnosti
operirane tetive od ostale populacije mislimo da se
ta metoda moZe primijeniti i na nesportaSe te da je
perkutana metoda lijeGenja rupture Ahilove tetive
metoda izbora.



LITERATURA

1. JKrmpoti¢-Nemanic. Anatomija. JUMENA;
1982, str. 242-243

2. STerry Canale. Campbells Operative Orthopae-
dics. Mosby; 2003, str. 2457-2467

3. Robert R.Simon, Scott C.Sherman. Emergency
Orthopaedics. McGraw-Hill; 2005, str. 387-388

4. Piero Volpi. Football Traumatology. Springer;
2006, str. 153-183

5. Maffuli N. Current concepts review: rupture of
the Achillis Tendon. JBJS Am; 1999, 81A:1019-1036

6. Mandelbaum BR, Myerson MS, Forster R. Achi-
lles tendon ruptuce. IBJS Am; 1995, 23:392-395

7. Lagergren C, Lindholm A. Vascular distribution
in the Achilles tendon: an angiographic and microangi-
ographic study. Acta Chir Scand; 1958-1959, 16:49]

8. Ian D Young, Eli Hatchwell. Genetic for Orthe-
pedic Surgeon. Remedica; 2002, str. 126-128

9. Mokone G.G. Thymine Dinucleotide Repeat Pol-
ymorphism Within the Tenascin-C Gene is Associated
With Achilles Tendon Injuries. AJSM; 20085, 33:1016

10. Mokone G.G. The COLSAI gene and Achilles
tendon patology. Scand J Med Sci Sports; 2006, 16:19

35

ACTA CHIRURGICA CROATICA

11. Ronald McRae. Clinical Orthopaedic Examina-
tion. Churchill-Livingstone; 2004, str. 258-259

12. Klaus Buckup. Clinical Test for the Musculo-
skeletal System. Thieme; 2004, str. 23{-232

13. A.L.Baert, M.Knauth, K.Sartor. Imaging of
Orthopaedic Sports Injuries. Springer; 2007, str. 6]1-73,
321-337, 351-377

14. Wapner K. Achilles tendon rupture and poste-
rior heel pain. Operative tretman of the foot and ankle.
Stamford, Aplleton-Lange;1999, str. 369-387

15. Lindholm A. A new method of operation in su-
beutaneus rupture of the Achilles tendon. Acta Chir
Scand; 1959,117:26

16. Ma GWC, Griffith TG. Percutaneos repair of
the acute closed ruptured Achilles tendon. Clin Ort-
hop; 1977, 128:247

17. Mandelbaum BR, Myerson MS, Forster R. Ac-
hilles tendon rupture: a new method of repair, early rao-
ge of motion, rehabilitation. Am J Sports Med; 1995,



ACTA CHIRURGICA CROATICA

Acta Chirurg Croat 2008; 5:36-42

Izvorni rad
Original puper

NAS PRISTUP LIJECENJU ZGLOBNIH PRIJELOMA BEDRENE KOSTI

Kojic N, Lojpur J, Beki¢ M. Selmani R, Cetina P, Margaritoni M.

SAZETAK:

Obzirom na napredak suvremene kirurske teinike te pojave novih implantata, otvaraju se razli¢ite moguénosti lijeéenja ove
vrste ozljeda. Cilj je jednostavnom i sted{jivom (cost-effective) operativnom tehnikom ostvariti pouzdano ozdravljene te rani
povratak funkcije okrajina i bolesnika. Nepromisljeno provodenje ETC protokola kod monotraume visoke energije krije v sebi
uzroke pogubnih komplikacija. Po)itrauma i trauma visoke energije svojim urusavajuéim djelovanjem na ekstremitet 1 oreani-
zam u cijelosti zahtijevaju prilagodbu ETC protokola nasim posebnostima.

Kljuéne rijeéi: prijelom natkoljenice; LTC; DCO.

UVOD:

Neophodno je postaviti standardizirani i pouzdan po-
stupak koji ce istovremeno ukljucjvati sustav koji se
moze lako prilagoditi i osobilostima kako samog bole-
snika, tako i traume.

Danas se u svakodnevnoj klinickoj praksi postavija 5
pitanja vezanih uz pristup i lije€enje prijeloma bedsene
kosti:

1. Radi li s¢ 0 monotraumi ili politraumij ?

2. Je lj u pitanju trauma izazvana djelovanjem visokom
ili niskom energijom ?

3. Osobitosti same frakture (fracture personality)?

4. Kada operirati (timing)?

5. Vrsta implantata?

Ozljede ekstremiteta naZalost ¢esto ukljucuju i ozljede
drugih organskih suslava-politraumu. Stoga su postav-
lieni 1 odredeni prioriteti u kirur§kom lije¢enju ovih
ozljeda:

- sacuvati Zivol

- saCuvati okrajinu

- saCuvati zglobove

- povratiti funkciju

Prijelomi nastaju kao posljedica djelovanja direktne ili
indirektne sile. Djelovanjem sile niske energije nastaje
indirek(na trauma koja sadrzi i manje dislociranih fra-
gmenata, veéu ozljedu mekih tkiva te su ovi prijelomi
¢esée olvorenog tipa.

Vrijerne u kojem planiramo izvesti operativni zahvat (ti-
ming) ovisi o opéem stanju bolesnika. Nikakav opera-
tivni zahvata se ne bi trebao planirati do stabiliziranja
opceg stanja bolesnika. Izuzetak Cine ozljede vaskular-
nog sustava te otvoreni prijelomi. Tako je za izravnu
otvorenu redukciju preporu¢eno vrijeme od 6 sati (1)

¢ime se nastoji preduhitriti nastanak edema. Kada je
pak ve¢ doslo do nastanka edema, onda je bolje prije-
lom privremeno stabilizirati i pricekati 7-10 dana do
povlalenja edema.

Nekada se smatralo da rano kirursko lijecenje prijelo-
ma dugih kosti nakon multiple traume nije preporuclj-
vo, jer politraumatizirani bolesnik nema dovoljnu fzi-
olodku rezecvu za 1akav produljeni zahvat. Uvodenjem
pak standardiziranih, definitivnih kirur§kih protokola
vodenih konceplom ranog potpunog zbrinjavanja (ear-
ly total care-ETC) 80-tih godina dvadesctog stoljeca
nekadaSnje stanoviste se promijenilo (2). Medutim, uvi-
djelo se da svi ovakvi bolesnici nece imati koristi od
ovog pristupa. Naime, opsezan operativni zahvat kod
bolesnika v ranoj fazi oporavka od multiple traume ce
imati suprotan uéinak. Ovdje spadaju bolesnici sa zna-
¢ajnim ozljedama toraksa, abdomena i glave te oni sa
visokim injury severity score (I1SS).

Kao odgovor se 90-tih godina dvadesetog stoljeca javlja
koncept Damage Control Orthopedics (DCO). DCO
pristup odlikuju primarna, brza, privremena stabilizaci-
ja prijeloma. Definitivni sekundacni zahvat slijedi kada
se prevlada akutna faza sustavnog oporavka (3).

Vrste implantata koji se danas primjenjuju u stabiliza-
ciji prijeloma natkoljenice su: hibridni vanjski fiksator
ili standardni vanjski fiksator; dinamicko-kompresivna
(DC) ploéica; usidreni cavao; dinamiéko-kompresivna
ploéica ogranienog kontakta (L155-Less [nvasive Sta-
bilisation system).

Vanjski fiksalor je opée prihvaéena tehnika u lijecenju
teskih kominucijskih prijeloma s (raumom mekih tkiva
(3.4). Komplikacije ove tehnike lijeéenja su pin-tract
infekcija te odgodeno cijeljenje prijeloma pa protivnici

Kirurski Odjel - Odsjek za traumatologiju - Opca botnica Dubrovnik - Dubrovinik, Hrvatska.
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Stika 11 2. DCO - trauma visoke kineticke energije

37



ACTA CHIRURGICA CROATICA

Slika 6 i 7. Fiksacija hibridom - osteosinteza LCP - om

ove ideje daju prednost primjeni drugih tehnika osteo-
sinteze kao §to su LISS ili primarna osteosinteza usi-
drenim Cavlom (5, 6).

I dok je primjena intarmedulanog zaklju¢avanja prepo-
rucljiva za lijeCenje kominutivnih { otvorenih prijeloma
dijafiza dugih kosti (7), vanjski fiksator se prelerira kod
metafizarnih prijeloma, inficiranih i neinficiranih ne-
sraslih prijeloma {non-union), fraktura s velikim defek-
tima te fraktura s odgodenim cijeljenjem prijeloma (8).
Intramedularna osteosinteza usidrenim cavlom je me-
toda izbora u lijecenju prijeloma dijafize femura. Manje
se oftecuju meka tkiva, manji je gubitak krvi a pri tome
se ostvaruje dostatna stabilnost za cijelienje loma.

Iako je poznata dobit od ranc fiksacije prijeloma, i dalje
ostaje upitan pravi «liming» za operativni zahvat. S jed-
ne strane postoji rizik od operativnog stresa te dobitka
ostvarenog ranom fiksacijjom prijeloma s druge strane.
Komplikacije koje nastaju prilikom operativnog zahva-
ta jesu: masna embolija; tromboembolija; ARDS; kom-
partment sindrom; infekcija; pseudeartroza; posttrau-
matska artroza.

BOLESNICI I METODE:

U vremenskom razdoblju od srpnja 2003. do srpnja
2007. godine autori su uspjeino lijecili 8 bolesnika s
periartikularnim prijelomom distalnog femura.




Stika 8 i 9. Fiksacija hibridnim vanjskim fikatorom

Svi prijelomi su po AO klasifikaciji bili C2 1 C3 tip.
Sedam bolesnika je imalo otvoreni prijelom.

U nasoj studiji upotrijebili smo Tenxor-Triax (Stryker)
hibridni vanjski fiksator uz kanulirane vijke za inicijal-
no stabiliziranje prijeloma te eventualnu konverziju u
LCP-T1 osteosintezy (MIPO tehnikom).

REZULTATI:

U 4 bolesnika smo uéinili konverziju v internu fiksaciju
plo¢icama i vijcima nakon inicijainog razdobija stabili-
zacije prijeloma radi neudobnosti bolesnika te uocenog
odgodenog cijeljenja.

Kod svih ostalih bolesnika lijecenje hibridnim fiksa-
torom je bila jedina uporabljena metoda do cijelienja
loma.

U nas3oj seriji bolesnika nismo zapazili nijednu kompli-
kaciju kae $to su odgodeno cijeljenje, pseudoartroza ili
sekundarna dislokacija fragmenata kosti.

Nije bilo ni komplikacija vezanih uz primjenu fiksatora
te lokalne ili generalizirane infekcije.

RASPRAVA:

Na temelju naseg osobnog iskustva, a takoder i suvre-
menih stajali§ta moZemo govoriti o «zlatnom trijasus u
lijecenju prijeloma natkoljenice:

- najbolji tim

- najbolji mogudi implantat

- najbolje vrijeme

39

ACTA CHIRURGICA CROATICA

Usperedbom incidencije infekcije nakon Damage Con-
trol Orthopaedics (DCO) i primarnog intramedular-
nog usidravanja éavala (IMN) kod bolesnika koji su
imali komplicirani prijelom dijafize femura te multi-
ple ozljede, Harwood i sur. nisu nasli razliku(!3). Oni
nisu nasli kontraindikaciju za primjenu DCO pristu-
pa za te8ko ozlijedene bolesnike s prijelomom femura.
Pin-tract infekcija je nastajala ¢esée kod bolesnika ko-
jima je vanjski fiksator drZzan duZe od 2 tjedna.

Brzo i definitivno operativno zbrinjavanje svih prijelo-
ma predstavlja optimalou terapiju u lijeéenju bolesni-
ka s multiplim ozljedama. Od ranih 70-tih godina 20.
stolje¢a koncept ranog potpunog zbrinjavanja (Early
Tota) Care ((ETC) unutar 24 sata od nastanka ozljede
je prevladavao zahvaljuju¢i pogodnosti rane fiksacije
prijeloma, §to je dobro potkrijepijeno u nekim studija-
ma (9,10). Intramedularno sidrenje se smatralo tehni-
kom izbora u fiksaciji prijeloma dugih kosti.
Medulim, danasnji stav u lijeéenju ranom fiksacijom
prijeloma u podgrupi bolesnika s multiplim ozljeda-
ma se od tada promijenio. DCO pristup u zadnjem
desetljeéu 20-tog stolie¢a do danas obuhvaéa privre-
menu stabilizaciju prijeloma te sekundarno konverzi-
ju u intramedularno sidrenje kod riziénih bolesnika
s ozljedom drugih organskih sustava. Neki bolesnici,
osobito oni s pralecom ozljedom glave i toraksa mogu
ostvariti bolji oporavak, ako se femoralno sidrenje
odgodi 2-3 dana dok se ove ozljede stabiliziraju (L1,
12,16).
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Osteosinteza LCP - om

Stika 101 11,

Neki autori ukazuju na povisen rizik od nastanka AR-
DS-a kao posljedicu kombiniranog u¢inka multiple tra-
ume, traume prsi§ta i ranog intramedularnog sidrenja.
Dodatni problem predstavlja i oteZano prepoznavanje
kontuzije pluc¢a u prva 24 sata nakon ozljede.

Pape HC i suradnici (14,15) su usporedivali razdoblja
od 1981. do 1989. (ETC) godine, 1990. do 1992. (INT)
te od 1993. do 2000 (DCO). Promjena u protokolu li-
jeCenja u korist primjene vanjske fiksacije te uvodenje
neboranog L odnosu na borani éavao do tada nije bila
povezana uz porast poslotka lokalnih komplikacija
(pin-tract infekeipn, odgodeno cijeljenje kosti, nesraslo
cijeljenje). Pape (14,15.18) je opazio visoku incidenciju
ARDS-a kod bolesnika sa ozljedom prsista i rane in-
tramedularne fiksacije prijelom femura. U skupini bole-
snika s ujednacenom teZinom ozljede prsidta, ali odgo-
denem fiksacijem prijeloma lemura, incidencija ARDS
je bila niska. On pretposlavlja da kombinacija multiple
ozljede prsidta [ rane borane intramedulacne fiksacije
predstavlja poviseni rizik ARDS-a.

Medu drugim uzrocima unaprijedenog opceg rezultata
lijeGenja u DCO pristupu spadaju i brzi transport bo-
lesnika do bolnice, promjene od boranog na neborano
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sidrenje te poja¢ana budnost prema ozljedama toraksa
i abdomena (17) .

Pluéna emboljja se Cesto vezuje uz intramedularnu
osteosintezu fenra, osobilo ako se radi o boranom si-
drenju (18).

ZAKLJUCAK:

U nasoj studiji se vanjski hibridni fiksator pokazao kao
sigurna i svestrana tehnika u lijecenju peri i intraartiku-
larnih prijeloma.

U nekoliko proteklih godina primjena hibridnog fik-
satora v lijeenju peri i intraartikularnih prijeloma jos
ostaje objektom rasprava. Nasa je ideja bila pronadi si-
gurnu tehniku vanjske fiksacjje u lije¢enju komplicira-
nih perii intraartikularnih prijeloma.

U bolesnika s visestrukim ozljedama. jedan od primar-
nih ciljeva lijeCenja je brza stabilizacija ozljeda ekstremi-
teta. Intramedularna osteosinteza usidrenim cavlom je
tehnika izbora kod dijafizarnih lomova dugih kostiju.
Primjeri u literature ukazuju na koristan uéinak rane
operalivne fiksacije prijeloma. Brza stabilizacija pri-
jeloma dugih kosti u bolesnika s multiplim ozljedama
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PRI AT

Shika 121 13. DCO

ostaje zlatni standardom pristupa lijeenju traume. dugotrajnom zahvatu, pra¢enom vecim gubitkom krvii
Svakako je vazno upamtiti da fiksacija prijeloma moze produZenom anestezijom, koji rezultiraju hipolenzijom
za bolesnika s multiplim ozljedama predstavljati se- ili hipolermijom. Upravo takovi prijelomi jesu C2 i C3

kundarnu otezavajuéu okoinost, osobito ako je rije¢ o lomovi gdje dugotrajni i ekstenzivni zahvat na samom
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zglobnom dijelu loma moZe imati pogubni u¢inak na
bolesnika.

OdMka o tajmingu i vrsti fiksacije prijeloma bi se treba-
la zasnivati na fiziolo§kim principima. BriZljivo plani-
ranje i definiranje prioriteta se razlikuje kod razli€itih
bolesnika bolesnika.

Stoga zakljuéno moZemo reéi da politrauma i trauma
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ORGANIZATION AND WORK OF THE WAR HOSPITAL IN TOMISLAVGRAD
DURING THE WAR IN BOSNIA AND HERZEGOVINA FROM 1992 TO 1995

Rado Zic MD Ph.D.!, Mate Skegro MD?, Davor Mitar MD?, Andrija Gudelj MD?

ABSTRACT

The work of the War Hospital in Tomislavgrad during (he war in Bosnia and Herzegovina from 1992 to 19985 is described. The
War Hospital in Tornislavgrad was one of the [irst medical institutions organized in Bosnia and Herzegovina, with the intention
of providing surgical treatment and care (o sotdiers, local civilians, and refugees who found shelter in this part of the country.
It was located on the main communication route connecting Bosnia and Herzegovina and the south part of Croatia. During
the four-year period 23,191 examinations, of which 8,341 were first-time examinations, and 1,547 surgical operations were per-
formed. The War hospital provided a high level of surgical and anesthesiologic service in an area where none existed before the
war. All patients were treated regardless of their nationality or religion, thus mitigating the consequences of the war.

Key words: war hospital, field surgery, Bosnia & Herzegovina

INTRODUCTION

Al the beginning of [992-1995 war in Bosnia and Her-
zegovina (BH), the Serbian forces had enormous ma-
terial and logistic advantages over the Moslems and
Croats. Since the War in Slovenia in 1991, the Yugo-
slav Federal Army (YFA), which was completely under
Serbian control, had taken control and fortified most
of the strategic Jocations in Bosnia and Herzegovina.
The Moslems and Croats were not prepared for war.
They had no preorganised defenses and no profession-
al military experience, medical included. The Serbian
aggression caused extensive devastation of the country
and heavy losses of the civilian population (1.2). The
Croats in BH organized their defense through the Cro-
atian Defense Council (CDC). Among other things,
the CDC organized the system of medical care, includ-
ing war hospitals, in all parts of BH that it defended.
Most of these hospitals were supported by medical in-
stitutions in Croatia and numerous donations from all
over the world.

The War Hospital in Tomislavgrad was one of the first
medical institutions in BH organized before the actual
beginning of the War. With the beginning of Serbjan
aggression in Croatia in 1991, it was clear that war was
imminent in Bosnia and Herzegovina too. In June of
1991, the preparations for developing a medical system
that could function during war were under way in the
Tomislavgrad region. Organization of a medical system
in peace is a complex problem and war imposes even
greater logistic and material demands. A decision was

reached that local personnel and logistics would be
used to organize basic medical units at the battle front
and its close vicinity and for transport, while war hos-
pitals would be organized in a few strategically impor-
tant areas with the help from medical institutions and
volunteers from Croatia. Patients cequiring specialist
medical care and rehabilitation would be transported
to medical institutions in Croatia for further treatment.
Physicians and other medical personal of the future
war hospital were sent to the University Hospitals in
Split and Zagreb in Croatia for education.
Community medicine, hygiene, and epidemiological
services were also organized relying on the existing
facilities, equipment, and personal, with the help and
advice of the similar institutions in Croatia.

[n March of 1992 a symposium on the organization of
military medical services and treatment of war wounds
was held in Grude (Herzegovina). This symposium is
counsidered the beginning of the Croat military medical
system in Bosnia and Herzegovina. By this time the
War Hospital in Tomislavgrad was already functional.

THE WAR AND BATTLEFIELD

The actual war operations of the YFA and Serbian
paramilitary forces started in BH with the destruction
of the Croatian village of Ravno in East Herzegovina
on September 2,1991. The next major attack was in the
beginning of April 1992, in the area of the .own and

! Depariment of Surgery, “Dubrava” University Hospital Zagreb, Zagreb, Croatia
* Depariment of Surgery, "Rebro” University Hospital Zagreb, Zagreb, Croatia
! Tomistavgrad Health Care Center, Tomislavgrad, Bosnia and Herzegovina
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plateau of Kupres located about 40 km to the north
of Tomislavgrad. Despite a determined defense by
the CDC forces, the front was moved to the Cincar
Mountain in the northwest, the village of Suica in
the north, and mountain Radusa in the north-north-
east, only 18 km from Tomislavgrad. The front line
covered by the Tomislavgrad War Hospital in was 80
-100 km long and overlapped with the area covered
by the Ljvno Civilian Hospital and Sturba War Hos-
pital (3) in the west and Rama War Hospital in the
east (4). The most intense fighting took place during
April and May 1992, with the enemy engaging tanks,
heavy artillery, including multiple rocket launchers,
and aviation. By the second half of May, the Serbian
offensive on the Kupres and Livno (ronts was neu-
tralized and the front was stabilized. Until the spring
of 1995, when the operations for the liberation of this
parl of the country were undertaken by the joined
action of the Croatian and Moslem forces, artillery
shelling, soiping rifle fire and Jow intensity fighting
remained the only constant activity on this front.
[n 1993, when the war between the Croatian and
Moslem forces started and the Moslems occupied
Bugojno and Uskoplje, thus encircling the Croatian
population in Central Bosnia, the War Hospital in
Tomislavgrad also covered this new and unexpected

front (Figure 1).
\QN GARY
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FIGURE !. THE MAP OF BOSNIA AND HERZEGOVINA AND CROATIA. THE AREA

COVERED BY THE TOMISLAYGRAD WAR HOSPITAL IS MARKED BY SHADING.

THE HOSPITAL AND EQUIPMENT

The war hospital was located in the new part of the
Tomislavgrad Medical Center. It had direct access
from the parking space. The entrance went through

the ward (o the admission and triage area. The admis-
sion and triage area had three examination tables with
good lighting and all equipment necessary for the pci-
mary examination and resuscitation. On the left was
an area designated for plaster immobilization, which
communicated with two storage rooms and bathrooms
for personnel. The X-ray room and a dark chamber for
film storage and development were in continuity with
the admission area. To the right of this chamber was
the intensive care unit with two beds. The two operat-
ing rooms separated by a prep room were to the right
of the admission area. The sterilization room was in
the old part of the Medical Center. The ward had 30
beds, Jocated on two floors. The laboratory was on
the ground floor, to the lefl of the entrance. The hos-
pital had power generators Jocaled behind the build-
ing. Most of the facilities were shared with the other
services of the Medical Center, which continued their
normal work.

THE PERSONNEL

The personnel were recruited from the employees of
the Tomislavgrad Medical Center, volunteers from
Croatia, and refugees from the occupied parts of Bos-
nja and Herzegovina. As mentioned before, a number
of medical professionals were sent to Split and Zagreb
for training prior to the actual fighting. Since their
number was not sufficient for the requirements of the
War Hospital, volunteer mobile surgical teams, con-
sisting of a surgeon, surgery resident, anesthesjologist,
two theater nurses, a ward nurse, and anesthetist from
different parts of Croatia worked in the War Hospital
from April 1992 to December 1995 in two to four week
rotations. Four Italian anesthesiology teams consisting
of an anesthesiologist and two anesthetists came to
help in 1994.

MEDICAL SUPPLIES

Medical supplies came from various sources: commer-
cial suppliers, donations from Croats living abroad,
international humanitarian organizations, or were cap-
tured from the enemy.

ORGANIZATION OF THE MILITARY
MEDICAL SERVICES

Mountainous terrain dictated the organization of
a2 number of front line medical units that were or-
ganized by and subordinated 1o the CDC Medical
Headquarters. The number of units changed depend-
ing on the situation on the battlefield. Each unit had
one medical doctor and two medical technicians or



nurses. A number of soldiers were also educated in
advanced first aid and reanimation and they served
as emergency medical aids 1o the medical units on
the front line. Each unit had infusions, analgesics,
reanimation sets, instruments for urgent haemosta-
sis, and bandages and was about thirty to forty min-
utes of transportation time to the Tomislavgrad War
Hospital.

TRANSPORTATION

The wounded soldiers were evacuated from the front
line by fellow soldiers. Medical technicians with cars
or armored vehicles transported them to the front
line medical stations were the wounded received
first aid and life saving treatment. About 200 km of
dirt roads were made for this and other purposes on
the Tomislavgrad, Livno, Uskoplje, and Jablanica
battlefields. From the front line medjcal stations the
wounded were evacuated by cars, ambulances, or he-
licopters to the Tomislavgrad War Hospital. The heli-
copter lending pad was about | km from the hospital.
Often the surgical operations started within one hour
after the injury.

TRIAGE

The arrival of the wounded was usually announced
by radio communication from the front line medi-
cal stations. The civilian causalities usually came in
unannounced. The patients were taken to the admis-
sion and triage area where they were examined by
a surgeon or/and an anesthesiologist. The patients’
general statns and hemostasis were checked and
resuscitation performed if necessary. Laboratory
tests and diagnostic procedures were performed as
needed. The patients with head injuries that needed
neurosurgical care were stabilized and transported to
Split as quickly as possible. The most heavily wound-
ed were treated first. The lightly wounded waited for
treatment in the admittance room or in the wards.
They received anti-tetanus prophylaxis, infusions or
transfusions of blood, and antibiotic prophylaxis,
and more extensive diagnostic procedures were per-
formed if necessary.

PATIENTS

From April 1 1992 {0 December 31 1995, medical ser-
vices were provided in the Tomislavgrad War Hospi-
tal for 8,34) newly examined patients: 861 with war
wounds, 2,701 with injuries not related to war and
4,779 with other surgical diseases. Besides that, 14,850
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control examinations were performed during the same
period (Tables 1 and 2).

Table 1. The number of newly examined patients and
the number of control examinations in the Tomislav-
grad war hospital from april 1992 to december 1995.

YEAR 1992% 1993 1994 1995 TOTAL
NEW

EXAMINATIONS 1,309 2747 2,068 2,217 8,341

CONTROL

EXAMINATIONS 1,692 4,407 4,549 4,202 14,850
TOTAL 3,001 7,154 6,617 6,419 23,191

* period from April 1 811992 to December 31 st 1992

Table 2. The number of newly examined patients per
year according to the reason of seeking medical treat-
ment in the Tomislavgrad war hospital from april 1992
to december 1995.

YEAR 1992*% 1993 1994 1995 TOTAL
WAR WOUNDS 311 388 100 62 861
NON WAR

RELATED

INJURTES 463 856 685 697 2,701
OTHER

REASONS 535 1503 1283 1458 4,779
TOTAL 1,309 2,747 2,068 2,217 §,341

* period from April 1 st 1992 to December 31 st1992.

The patients were members of the CDC forces, civil-
ians refugees, UN personnel, and others, including
captured enemy (Serbian and Moslem) soldiers (Table
3). Of the total number 1,438 were children (Table 3).

Table 3. The pumber of newly examined patients in
each population group according to the reason of seek-
ing medical treatment the Tomislavgrad war hospital
from april 1992 to december 1995.

NON

WAR WAR OTHER TOTAL

WOUNDS RELATED REASONS
CDC SOILDERS 790 1,077 1,426 3,293
CIVILIANS 51 1,085 2417 3,553
CHILDREN 14 503 921 1,438
UN 0 30 13 43
OTHERS 6 6 2 14
TOTAL 861 2,701 4,779 8,341
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PATIENT TREATMENT

In the front line medical station, the patients recejved
crystalloid solutions or/and dextran 70, and 10 mg of
morphine IM or some similar analgesic. Hemostasis
was performed with a compressive bandage or rarely
using a tourniquet. Airways were checked and, if nec-
essary, respiration was maintained using an oropharin-
geal airway and ambu-balloon. In a few cases emergen-
cy airway was operatively created by crickoidotomy.
After the patient arrived to the War Hospital, at least
two veins were cannulated with 12G-needle catheters
or/and a central venous line was secured and infusions
were continued. Blood was taken for blood group de-
termination, cross matching, and basic blood tests. If
necessary, blood transfusion was started immediately
after the blood group determination and cross match-
ing were completed. In a few patients in haemorrhagic
shock, when there was no time for blood group deter-
mination and cross matching, 0 negative blood was
given immediately upon arcival. Tetanus toxoid 0.5
ml SC was admipistered in all cases, as well as 250
or 300 units of human anti-tetanus gamma globulin,
depending on the severity of the injury. Prophylactic
antimicrobial therapy with peuicillin 4x5 M units, gen-
tamycin Smg/kg, divided into two daily doses, and met-
ronidazol 3x500 mg IV was started as soon as possible.
The Croatian Ministry of Health recommended this
combination of antibjotics, after the Falkland Islands
campaign experience (4,5). Necessary diagnostic pro-
cedures were undertaken only if they did not endanger
the patient. The patients were taken into the operating
theater as soon as possible. Spinal, regional block, or
local anesthesia were used as much as possible so that
two operations could be performed at the same time if
necessary.

The primary treatment of war wounds started with
copious irrigation with physiological saline and hy-
drogen peroxide. Necrectomy was followed by he-
mostasis, blood vessel reconstruction, and exter-
nal fixation as necessary The elution was repeated,
drains were placed, the wound was left open, covered
with Betadine (polyvinyliodid-pyrrolidone) and ban-
daged. The dressing was changed two times a day and
secondary sutures or split thickness skin grafts were
placed in 3-8 days time. Early tendon repair and re-
construction in hand injuries was performed 3-5 days
after the wounding. Larger defects needing soft tissue
coverage were reconstructed with local or pedicled
fasciocutaneous of miocutaneous flaps. If more com-
plex reconstruction was needed, such as free tissue
transfer, the patients were evacuated to medical insti-
tutions in Croatia. The number and types of opera-
tions performed under local and general anesthesia
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are shown in Figure 2 and Table 4. Amputations were
performed on extremities with traumatic amputa-
tions only. Three below knee, one above knee, and
one forearm amputation were needed (Table 4). Frac-
tures were stabilized using external fixators (Zagreb
1 and 2, Rohr)(8). Major blood vessels were repaired
or reconstructed with saphenous vein grafts. Only
eight thoracotomies were performed because the ma-
jority of chest injuries -36 were treated by thoracic
drainage. Exploratory laparotomy was performed for
penetrating injuries of the abdomen. Blunt trauma of
the abdomen as a reason for laparotomy was more
common in patients sustaining injuries in motor ve-
hicle accidents than in those who were wounded in
the war (Table 4). Splenectomies were performed in 6
patients with blunt trauma sustained in motor vehicle
accidents, in one patient who fell from the roof while
fixing the damage done by an artillery shell, and in
a patient who sustained a ganshot wound of the left
lower chest with penetration into the abdominal cav-
ity. Sutures of the liver or liver resections were per-
formed in four patients with blunt trauma and three
patients with penetrating injuries caused by bullets or
shrapnel. The patients needing prolonged intensive
care after the operation were transported to the Split
University Hospital as soon as their condition was
stable enoughb for transport. The patients who needed
prolonged recovery and secondary operations were
also sent to the University Hospitals in Split or Za-
greb. The others were hospitalized in the War Hos-
pital for periods of [-30 days and then sent home for
rehabilitation or to their units.

Table 4. The number and type of operations performed
under general anesthesia in the Tomislavgrad war hos-
pital from april 1992 io december 1993.

WAR NON WAR

SURGERY WOUNDS RELATED
INJURIES TOTAL

ABDOMINAL 9 190 199
THORACIC & 0 8
VASCULAR 7 1 8
PLASTIC AND
RECONSTRUCTIVE 27 30 57
TRAUMA AND
ORTHOPEDIC 12 0 12
WOUND
MANAGEMENT 152 4 156
AMPUTATIONS 5 9 14
CESAREAN SECTION 0 25 25
OTHER 4 94 98
TOTAL 224 353 577




The patients who sustained injuries jn accidents relat-
ed to motor vehicle, work, or everyday activities were
treated according to the type and severity of the injury.
Some needed only an examination and reassurance
while others underwent major operations (splenecto-
my, liver resection, pancreaticoduodenectomy-Whipple
procedure, major blood vessel reconstruction, external
fixation) or were transported to Split (intracranial inju-
ry, bone trauma that needed internal fixation) after the
necessary resuctitation, intubation, and immobilization
were performed. Civilian surgical problems included
emergencies such as acute appendicitis, acute cholecys-
titis, peptic ulcer perforations, hernia incarcerations,
bowel obstruction, ischemic or diabetic gangrene and
elective procedures for gallbladder stones, hernias, and
tumors (Table 4.) These elective operations were per-
formed during periods without military activity.
During the four year period, 1,254 children were born
in the Tomislavgrad Medical Center of whom 25 by ce-
sarean section, which was performed by a gynecologist
and surgeons in the Tomislavgrad War Hospital (Table
4). Other obstetric (circlage) and gynecologic (conisa-
tion, hysterectomy, ovarian tumor, and cyst resections)
procedures were also performed when the situation
allowed. None of the patients died in the hospital or
during transport from the hospital to the University
Hospital in Split.

DISCUSSION

The War Hospital in Tomislavgrad provided medical
services in the period from 1992 to 1995 to the soldiers
fighting on the Kupres, Jablanica (Slatina, Doljani,
Gracac) and Uskoplje (Gornji Vakuf) fronts. It also
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provided surgical treatment and care for the population
of the Tomislavgrad, Kupres, Rama, Posusje, and Usko-
plje regions and for the numerous refugees from the
town of Jajce (12,000) and Central Bosnia (Bugojno,
Travnik). 1t was one of the first medical institutions in
BH organized before the actual beginning of the Ser-
bian aggression. It provided medical services in a pe-
riod when other medical facilities ceased to function or
were inaccessible to the population living in this area.
It was located on the main communication connecting
the south part of Croatia with Bosnia and Herzegovina
on the road Split-Tomislavgrad-Central Bosnia-Sara-
jevo (Figure 1). These were the main reasons for the
large number of examinations (23,191) and operations
(1,547) performed in the War Hospital.

The local population with little or no military expe-
rience defended the front lines covered by the War
Hospital in Tomislavgrad. Those who volunteered to
defend the country reported to the CDC headquarters
and received arms and uniforms but rarely passed any
training before being engaged in combat. This and
the overwhelming superiority of the Yugoslav Federal
Army and Serbjan paramilitaries in heavy weapons
contributed to the larger number of wounded soldiers
in 1992 and 1993 compared to 1995 when offensive ac-
tions were undertaken by the combined Croatjian-Mos-
lem forces to liberate parts of the country occupied by
the Serbian forces in the period from 1992-19953. In
contrast to most war-affected parts of Croatia (9-12),
in this part of Bosnia and Herzegovina civilians sus-
taining war wounds made up a relatively small portion
of treated patients. This is due to the fact that Serbian
aggression was expected in the part of BH populated by

Figure 2. The number of operations performed in the Tomislavgrad war hospital under local anestesia Jrom april 1992

10 december 1995.
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Croats and the civilians were evacuated in time. Most
of the civilian victims were caused by artillery attacks
aimed specifically at civilian targets in reprisal for Ser-
bian losses on the battlefield or came from areas where
the fighting was between Moslems and Croats. The
advantages of advanced surgery as close as possible
1o the fighting zone have been documented previously
(13-15). Our results show that even complex injuries
involving major blood vessels and internal organs can
be treated successfully if the patient arrives on time.
The number of amputations in our patients was only
2.2% of patients with serious injuries or 0.6% of all pa-
tients with war wounds. This number js significantly
lower than the usual battlefield casualty statistics from
conflicts prior to 1990 (14,16). This is probably do to
the early operative treatment and new developments
in the field of vascular and plastic surgery (17). The
nearby war hospital in Sturba (3) had similar organi-
zatiop and equipment while covering a similar battle
zone during a five month period in 1992. Although the
number of war wounds in this time period is similar
we had more civilian patients with injuries not related
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to the war or with other surgically amendable diseases
then the predominantly military oriented Sturba War
Hospital. The Tomislavgrad War Hospital was able to
perform effectively because of its thorough and timely
preparation and because it had the support of the lo-
cal commanity, medical institutions and individuals
in Croatia, Croats living abroad, and international
humanitarian organizations. The equipment, medical
supplies aad well trained and motivated medical pro-
fessionals made it possible to provide a high level of
surgical and anesthesiologic service in an area where
none existed before the war, to all victims regardless of
their nationality or religion. thus mitigating the conse-
quences of the war in this area.
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Pregledni ¢lanak
Review

KOZMETSKO UVECANJE DOJKI IMPLANTATIMA I POVECANI RIZIK

SAMOUBOJSTVA
Petricevi¢ T', Juriéi¢ J?, Krni¢ D?, Rogulji¢ L?

SAZETAK

U oekoliko posljednjih godina objavljeno je nekoliko velikih epidemiolo§kih studija koje ukazuju na povecéani rizik samou-
bojstva kod Zena kojima je radeno uvecanje dojki. Najéesée se to pripisuje prijeoperacijskim psihijatrijskim tegobama ovih
zena. To je jedina skupina osaba kojima je radena estetska operacija s dokazanim uveéanjem rizika samoubojsiva. Stoga je
potrebna paZljiva prijeoperacijska procjena kako bi se prepoznalo one Zene koje imaju povijest psinijatrijskog lijecenja. ili
kod kojih kirurg sumnja na te tegobe kako bi im se pomoglo psihijatrijskism postupcima. jer kozmetska operacija sigurno

nece rijesiti njihov osnovni problem.

Kljuéne rijeci: uvecanje dojki, implantari, samoubojstvo

0Od kada je . 1981. godine. Goin objavio monografiju o
psiholoskim posljedicama estetskih kirurskih zahvata,
objavljene su brojne studije 0 emocionalnim problemi-
ma prije i poslije kozmetskih zahvata.(1) Posljednjih
nekoliko godina objavljeno je nekoliko velikih epide-
mioloskih studija koje ukazuju na zanalajno poveca-
nje rizika samoubojstva od 2-3 puta u poredbi s opcom
populacijom kod Zena kojima je radeno uvecanje dojki
implantatima. Rad je pregiedni prikaz najcitiranijih
studija na engleskom jeziku nadenih pretrazivanjem
Medline-a.

Cook i sur. su usporedivali osobine skupinu Zena kod
kojih je radeno uveéavanje dojki implantatima i sku-
pinu bez kozmetskih zahvata. (2) Rezultati studije
pokazuoju da Zene kod kojih je radeno uveéanje dojki
konzumiraju vise alkohola, u mladoj dobi imaju prvu
trudnodu i prvi porod, &esce prekidaju trudnocy, Ce-
§¢e koriste oralne konlraceptive, imaju vise spolnih
partnera tijekom zivota i rijede imaju prekomjernu (je-
lesnu teZinu., (2) Autori zakljuduju kako bi ove razlike
u buduéim studijama mogle pomoci u razjasnjavanju
nekih dugotrajnih zdravstvenih posljedica kod Zena
koje imaju kozmetsko uvecanje dojki.2

Brinton i sur. analiziraju 12 144 Zene s implantatom
dojkii3 614 Zena s drugim estetskim zahvatima kroz §
godina. Nalaze povecéani rizik samoubojstva i smrti u
prometnim nezgodama u skupini Zena s implantatom
dojki. (3)

Jacobsen i sur. su analizirali 27161 Zenu s implantai-
ma dojki u poredbi s 7071 Zenom kod kojih je radena
redukcija dojki i 1736 Zepa s drugim estetskim zahva-
tima u danskoj u razdoblju od 1973-1995. (4) Takoder
su identificirali prijeoperacijske psihijatrijske pore-

mecaje u sve tri skupine iz podataka u nacionalnom
registru koji ima podatke o svim hospitalizacijama u
psihijatrijskim ustanovama od 1969. 4 Zene kod ko-
jih su postavljani implantati imale su znacajno vecu
prevalenciju psihijatrijske hospitalizacije. (4) Ukupni
mortalitet Zena s implaptatima je bio veci ut usporedbi
s op¢om populacijom i to zbog samoubojstava i bole-
sti povezanih s pusSenjem. (4) Autori zakljuCuju da je
povecani rizik samoubojstva kod Zena s implantatima
dojke uzrokovan povec¢anom prevalencijom psihijatrij-
skih poremeéaja u ovoj skupini, te preporuuju pazljiv
prijeoperacijski psihologki probir medu Zenama koje
traze uveéanje dojki. (4)

Koot i sur. su pratili 3521 Zenu s imptantatima dojki
u Svedskoj u razdoblju od 1965-1993 i nasli 50% veci
mortalitet u usporedbi s opéom populacijom. (5) Po-
veéana smrinost je prvenstveno zbog samoubojstava i
malignih bolesti povezanih s pu§enjem. (5) Poveéani
rizik samoubaojstva je vjerojatno odraz vece prevalen-
cije psihijatrijskih poremecaja nego izravne povezano-
sti s esletskim zahvatom. (5)

McLaughlin i sur, navode kako se zene koje zele koz-
metsko uvecanje dojki Zivotnim stilom (pusenje. kon-
zumacija alkohola, spolni Zivot) razlikuju od Zena
koje Zele druge vrste kozmetskih zahvata. (6) Kako
je uvecanje dojki jedina kozmeticka procedura kod
koje postoji snaina epidemioloska povezanost sa sa-
moubojstvom preporu€uju pazljive prijeoperacijske
psibijatrijske konzultacije kod Zena koje Zele uvecanje
dojki. (6)

Sarwer analizira 7 epidemioloskih studija o poveca-
nom riziku samoubojstva kod Zena s implantatima
dojki do sada objavljenih i preporucuje da Zene koje

! Klinika za psihijatriju, Klinicka holnica eSestre milosrdnicey, Zagreb, Hrvalska
* Ktinika za kirurgiju, Klinicki bolnicki centar «Split, Split, Hrvatska
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imaju povijest psihijatrijskih tegoba ili ako plastic¢ni
kirurg posumnja na psihijatrijske tegobe trebaju biti
psibologki evaluirane prijeoperacijski. (7)

Pukkala i sur. su analizirali 2166 Zena s implantatom
dojki v razdoblju od 1970-2000. u Finskoj. (8) U us-
poredbi s opéom populacijom nalaze samo znacajmo
uvedani rizik samoubojstva. (8)

Sarwer se analizom epidemioloskih studija slaZe u po-
vecanom riziku samoubojstva kod Zena s uveéanjem
dojki, ali ne nalazi sigurnih podataka o razlici u riziku
samoubojstva izmedu njih i Zena s drugim estetskim
zahvatima, te preporucuje prijeoperacijsku psihijatrij-
sku obradu samo kod Zena s prijasnjim psihijatrijskim
problemima. (9)

Lipworth nalazi trostruko povec¢anu smrtnost medu
Zenama s implantatima dojke uzrokovanu samoboj-
stvima, ovisnostima i prometnim nezgodama. (10)
Poveéani rizik samoubojstva nije znacajno uvec¢an do
10 godina poslije zahvata. I on pretpostavlja znacajne
psihijatrijske probleme medu ovim Zenama. (10)
Gotovo sve studije nalaze znacajno vvecanje rizika sa-
moubojstva kod Zena kojima je radeno kozmetsko uve-
¢anje dojki implantatima i to 2-3 puta v poredbi s op-
¢om populacijom. Takoder veéina studija nalazi kako
jedan dio ovih Zena Cesce ima neki od psihijatrijskih
problema, razlikuju se Zivotnim stilom u odnosu na
Zene podvrgnute drugim estetskim zahvatima. Neke
od studija preporucuju prijeoperacijsku psihijatrijsku
obradu svih Zena koje Zele uvedanje dojki, dok dru-
ge preporucuju obradu samo onih koje imaju povijest
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psihijatrijskih tegoba ili kada kirurg posumaja na psi-
hijatrijske probleme. Nema sigurnih dokaza o uzroc-
nim povezanostima Zivotnog stila, samog operacijskog
zahvata, poslijeoperacijskih komplikacija s pove¢anim
rizikom samoubojstva. Vecina autora sugerira daije
epidemioloske studije u evaluaciji razloga i nwzroéno -
posljedi¢nih veza psihijjatrijskih tegoba, operacijskog
zahvata i povecanog rizika samoubojstva.

Sve znacajne studije su radene u Skandinavskim ze-
mljama i Sjeverncj Americi koje imaju sli¢ne soctolos-
ke 1 kulturne oscbitosti. Posebno su temeljite studije o
Skandinavskim zemljama koje dugo imaju pouzdane
registre bolesti i uzroka smrii na drZavnoj razini, dok
je u SAD-u zbog pravnih razloge teze do¢i do poda-
taka.

Bilo bi zanimljivo vidjeli studije iz zemalja s drugaci-
Jim kulturnim i socioloSkim osobitostima ( katolicke
zemlje, zemlje istoka itd ) i vidjeti utjecu li takve okol-
nosti na razlike u riziku samoubojstva.

U Hrvatskoj nema objavljenih podataka o broju zahva-
ta i njihovoj povezanosti s rizikom samoubojstva. Ali,
Za pretpostaviti je kako i kod nas Zene kojima je ura-
deno poveéanje dojki imaju vedi rizik samoubojstva u
poredbi s Zenama kojima su radeni drugi estetski za-
hvati. Stoga bi bilo uputno da kirurg paZljivo procijeni
svaku Zenu koja Zeli uvecanje dojki i u sluéaju sumnje
u psihijatrijske tegobe ili prijasnje psihijatrijsko lijece-
nje uputi na psihijatrijsku obradu. Uvecanje dojki u toj
skupini Zena zasigurno nece rijesiti njihove ozbilinije
probleme.
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RE, McLaughlin JK. Excess mortality from suicide and
other external causes of death among women with cosmet-
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LIJECENJE KOLOREKTALNOG KARCINOMA NA KIRURSKOM ODJELU
OB VINKOVCI U RAZDOBLJU OD 1996. - 2005.GODINE

dr. Marija Svagelj, mr.sc.dr. Mirjana Petrovié-Lukacevi¢, dr. Mirjana StaZic,

dr. Antonija Puzel, dr. Luka Kuruc

Kolorekialni karcinom je naj¢e3éi tumor probavnog
trakta u Republici Hrvatskoj i jedan je od tri naj¢eséa si-
jela karcinoma (nakon karcinoma pluca i dojke). Prema
posljednje obradenim podacima HZZJZ za 2004. godi-
nu kolorektalni kaccinom je kod muskaraca po ucesta-
losti na drugom mjestu (nakon karcinoma respiratornog
sustava) dok je u Zenskoj populaciji na treem mjestu
(nakon karcinoma dojke i reproduktivnih organa).

U ovom radu je prikazano lijecenje kolorektalnog kar-
cinoma na kirurskom odjelu Opée bolnice Vinkovei u
desetogodiSnjem razdoblju od 1996. do 2005. godine. U
navedenom razdoblju operirano je 398 bolesnika, 216
ili 54,2% su bili muskarci, a 182 ili 45,8% su bile Zene,
Vise od 90% bolesnika bilo je starije od 40 godina. Pro-
sje€na Zivotna dob operiranth muskarca je bila 66 go-
dina, a Zena 69 godina (grafikon br. 1). Raspon starosti
operiranib je od 28 do 95 godina.

Raspodj la prosjedne dobi operkranih pospol

dob
8 5 8 8

o

1996, 1997, 1998. 1599, 2000. 2001. 2002 2008. 204. 2005.
godina

Grafikon br.]

Broj operativnih zahvata u navedenom razdoblju poka-
zuje vzlazni trend (grafikon br. 2).
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Grafikon br.2

Analiza anatomskog sijela kolorektalnog karcinoma po-
kazuje kako je najveca ucestalost Le zloéudne novotvori-
ne u podrucju rektuma, zatim sigme, cekuma, a ostala
sijela su znaino rijede zastupljena. (grafikon br. 3)
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Grafikon br.3

U desetogodi$njem razdoblju operirano je 398 bolesni-
ka, a uéinjeno je ukupno 550 operativnih zahvata. 16
operalivinih zahvata je ucinjeno u dva akta, to jest Har-
tmannova precedura sa odstranjenjem tumora i kreira-
njem proksimalne terminalne kolostome, te naknadna
rekonstrukcija kontinuiteta koiona. Jedna operacjja uéi-
njena je u tri akta, dekompresijska kolostoma, zatim re-
sekcija tumora i anastomoza, te zalvaranje kolostome.
Najveci broj operacija uéinjen je na rektumu i sigmi
(tablica br. 1). Ucinjeno je 99 resekcija rekiosigmoida
po Dixonu, 75 amputacija rektuma po Quenu-Milesu,
55 Hartmannovih operacija s odstranjenjem tumora, te
nesto manji broj drugih vrsta operativnih zahvata.

Vrste operativnih zahvata

Eksplorativna lapacotomija 7
Anus praeter 23
Desna hemikolektomija 52

Resekcija kolon transverzuma 4

Lijeva hemikolektomija 17
Subtotalna kolektomija 24
Resekcija cektosigmoida - Dixon 99
Hartmannova operacija s odstranjenjem tumora 55
Ampulacija rektuma - Quenu-Miles 75
Resekcija sigme 25
lleotransverzoanastomoza 9
Subtotalna kolektomija s ileostomijom 2
Transanalna ekscizija tumora 6

Tablica br. 1

Kirurski odjel s iraumatologijom OB Vinkovei
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Od 398 operiranih bolesnika, kod njih 88 i 22% doslo
je do komplikacija. Kod muskaraca komplikacije su se
pojavljivale dvostruko ¢e$ce nego kod Zena (grafikon
br. 4)

Raspodjeta kom plikacijapo spolu

31%

EAmuskarcl 61
Ofene 27

88%

Grafikon br.4
Od ukupno 550 operativnih zahvata, 134 (24,4%) su
ucinjena u svrhu
rjeSavanja komplikacija. Najéei¢e rane komplikacije
bile su krvarenje, dehiscijencija anastomoze i disrupeija
laparotomijske rane, a kasne ileus i stenoza anus prete-
ra (tablice br. 21 br. 3).

Tleus je intraoperacijski naden u 22 6% bolesnika, meta-
staze u 20,6%, te peritonitis u 5%.

Analiziraju¢i klinicki status bolesnika nalazimo da
je Getvrtina bolesnika u trenutku operativnog zahvata
imala klinicku sliku akutnog abdomena (ileus ili i pe-
ritonitis), te je operirana po hitnoj proceduri, odnosno
¢ak je petina bolesnika bila u stadiju uznapredovalog
karcinoma (T3, T4, N1, N2 i M1).

Bolesnici su bili loseg opceg stanja, najcesée s anemi-
jom, hipoproteinemijom, pothranjenoscéu, a nekiis pre-
tilod¢éu. Radilo se veéinom o bolesnicima starije Zivot-
ne dobi koji su imali 1 odredeni komorbiditet, odnosno
dijabetes, kardiovaskularne bolesti i sl.

ASA skor kod takvih bolesnika bio je visi, a s ttm u
svezi je i pojava veceg broja postoperativnih komlika-
cija.

Kirurski postupci pri komplikacijama prikazani su u
tablici br. 4, te je razvidno kako su najéesci: korekcija
anus pretera, eksplorativna relaparotomija i razrjesenje
priraslica kod ileusa.

Rane komplikacije*

Kirurski postupci pri komplikacijama

Krvarenje 1L (8%) Eksplorativna relaparotomija 24
Dehijscijencija anastomoze 17 (13%) Anus praeter 9
Disrupcija laparotomijske rane 14 (10%) Hartmannova operacija 7
Submerzija anus praetera 9 (7%) Relaparotomija sa zaustavljanjem krvarenja 11
Paraliticki ileus i Korekcija anus praetera 33
Hematoperitoneum 1 Reresekcija kod recidiva na anastomozi 5
Gangrena anus praetera 2 Redukcija tumorskih masa 12
Gangrena bataljka rektuma Resutura anastomoze - kod parcijalne dehisc. 5
(nakon resekcije po Dixonu) 1 Reanastomoza
* ukupni broj komplikacija 134 - kod 88 bolesnika Tleostomija 2
] RazrjeSenje priraslica - kod ileusa 14
Tablica br. 2 .. .
Amputacija rektuma - Quenu-Miles 5
Kasne komplikacije* Splenektomija 1
Tieus 21 (16%) Evakuacija gnojnog sadrzaja i drenaza 2
Stenoza anus praetera 20 (15%) Plastika trbusne stijenke - kod postoperativne kile |
Pozitivan resekcijski rub 1 Tablica br. 4
Absces 4
Prolaps anus praetera 1 Prikazani rezultati ukazuju na potrebu stalnog usavrsa-
s poseronais 1 b el ek oo o
Recidiv tumora 29 (21%)

* ukupni broj kemplikacija 134 - kod 88 bolesnika

Tablica br. 3
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1Z PROSLOSTI NASE MEDICINE

PRIM. DR. ANTUN GOTTLIEB (1880-1967)
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Prigodom 95-godisnjica prve resekcije Zeluca u Bjelovaru

Darko Kosdéak

U povijesti bjelovarske bolnice znacajna je licnost pri-
marijus dr. Antun Gottlieb. Uz njegovu liCnost vezana
je prva uspjesna resekcija Zzeluca po metodi Billroth 11
1913. godine v Bjelovaru i prva takva operacija u Hrvat-
skoj. Osim toga. potaknuo je za izgradnju nove bolnic-
ke zgrade s kirur§kim odjelima.( slika 1)

Gottlieb se rodic 21. studenog
[880 . godine u Vukovaru. Na-
slijedio je ljubav i viestinu za ki-
rurgiju od svog oca dr. Alberta
Gottlieba, koji je bio znameniti
lije¢nik, kirurg i opstetriéar u
Vukovaru.

Studij medicine apsolvirao je
1904. godine v Bedu. a zatim
je zapoceo kirurSku karijeru u
Wiener Krankenhaus kod tada
vrlo poznatog kirurga profeso-
ta Schnitzlera.

Poslije godinu dana nastavlja
radom u kirurgiji kod dr. Dra-
gutina Schwarca, Sefa kirurskog odjela u Bolnici milo-
srdne brace v Zagrebu gdje je stekao izvrsno znanje i
vjestinu.

Stika 1.
Prim. dr. Antun Goutlieh
(1880)-1967)

[912. imenovan je primarnim lijeCnikom i ravnateljem
javne Zupanijske bolnice u Bjelovaru gdie vodi Kirurgki
odjel i znatno ga unapreduje. Ova je bolnica sagrade-
na 1845. (» LANDES SPITAL DER K. K. VVARAS-
DIRNER MILITAER GRENZE ERBAUT 1845»), i
uz neke nadogradnje i adaptacije i danas je u funkciji.
(1,2)

Gottlieb je 1913. godine uredio je na prvom Kkatu te bol-
nice operacijsku dvoranu i u njoj izveoy prvi na Bal-
kanu uspjeinu resekciju Zeluca po originalnoj metodi
Billroth 1I. Asistirao mu je tada$nji pomocéni lijeénik
dr. [van Dobrovic.

Gottlieb je nagovorio tadasnjeg Zupana Bjelovarsko-kri-
Zevacke zupanjje Dedovica da se godine zapocéne zidati
nova bolnicka zgrada za potrebe kirurgije. Gradena je
po projektu ing. Ignaca Fischera koji je projektirao i
Kliniku za Zenske bolesti i porodaje u Petrovoj ulici u

Zagrebu, pa su zgrade sliCne. Zidanje zaustavlja poce-
tak rata i Goltliebov odlazak u vojsku godine. Po dola-
sku kirurga dr. Nikole Karlica 1917. godine radovi se
nastavljaju 1 zgrada se dovriava 1924. godine. Tada je
to bila najmodernija bolnicka zgrada u sjeverozapadnoj
Hrvatskoj. (slika 2,3)

Stikka 2. Billroth II- Originalna metoda resekcije Zeluca
[913. godine primijenio je dr. Antun Gottlieh

VAR, Zupanijsia Boinlca.

Sliku 3.
Zgrada na slici desno nu kojoj je ucinjena prva resekcija
Zeluca u Hrvatskoj 1913. godine Zgrada na slici lijevo -
kirurgija koju je zapoceo graditi prim. dr. Antun Gotilieb-
1913. god., u dovrsena je 1924. godine.

Djefatnost za kirurgiju, Opca bolnica Bjelovar
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Gottlieb je 1914. 1 19]5. kao kirurg na ratistu, a zatim se
vraéa u Zagreb, gdje postaje predstojnik kirurskog odje-
Ja u Zakladnoj bolnici na Trgu bana Jelaéiéa. Vodio ga
je vrlo uspjesno sve do 1930., kada je umirovljen. Nje-
govo je razdoblje vazno za razvoj nase kirurgije, jer je
Gottlieb uveo mnoge operacije koje se do tada nisu jo§
radile u Zagrebu. Osim ve¢ spomenute prve resekcije
Zeluca u Bjelovaru (1913), 1918 je resecirac po prvi puta
u Zagrebu grkljan zbog raka s olorinolaringologom dr.
Zecom, a ]919. na kirur§kom odjelu izvriio torako-
plastiku. Bio je vjest operater, izvrsian dijagnosti¢ar
i pedagog, a operacije je radio savrienom mirnocom.
(3.4, 5)

Iz Gotiliebove Skole izaSli su mnogi tada poznati kirur-
zi $§irom cijele Hrvatske: prof. dc. Ante Medanié, prof.
dr. Brano Oberhofer, prof. dr. Bozidar Lavrié, prim dr.
Janko Sanjek, prim. Dr. Branko Vitaus, prim. dr. Sime
Novose] i dr.

Qd 1940 dr. Gottlieb radi u svom privatnom sanatoriju,
a 1945, imenovan je Sefom kirurikog odjela nove Za-
kladne bolnice na Rebru. Kad su klinike preseljene na
Rebro preuzima 1946. vodstvo kirurskog odjela. Bolni-
ce sestara milosrdnica u Zagrebu, gdje ostaje do 1952.
kada je umirovljen.

Gottlieb bio je dobar poznavalac kirurske vjesline,
izvanredan ucitelj i nadasve skreman ¢ovjek. Godisnje
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odmore provodio je na drugim klinikama kako bi se
upoznao s novostima u medicini i ste¢eno znanje pre-
nio u svoju sredinu. Kao dobar psiholog sluZio se me-
dicinskom logikom, impresionirajuci svoje suradnike i
bolesnike mirnim ponasanjem i rasudivanjem. Bio je
vrlo ponosan pa ga je vrijedao nalin rada nekih poje-
dinaca na Medicinskom fakultetu koji dugi niz godina
nisu prihvatili njegovu ponudenu suradnju u odgoju
mladih medicinara.

Titela profesora Medicinskog fakulteta su mu ponudilj
u povodu 70-godidnjice Zivota, §to je on odbio s obrazlo-
Zenjem da je sada za tu Cast veé previse star.
Gottlieb je jedan od posljednjth nasih opéih kirurga koji
se u svim domenarma tadasnje kirurgije mogao jednako
dobro spalaziti. Shvaéajuci da razvoj kirurgije trazi uze
specijalizacije, Limski rad i suradnju s drogim medicin-
skim specjjalistima, ipak je postavijanju indikacija za
kirur§ke zahvate trazio misljenje drugih specijalista,
laboratorijske nalaze i endoskopske preglede.

S obzirom na ulogu koju je imao u razvoju kicucgije ne
samo u bjelovarskoj bolnjci, nego i u Hrvatskoj, moze-
mo ga svrstati u red osnivaca moderne digestivne ki-
rurgije.

Uniro je u Zagrebu 1967. godine u 87 godini Zivota, a
jedna ulica u gradu zagrebackoj éetvrti Vrapée nosi ime
dr. Antuna Gottlieba .

4. Mjeseéna skupstina Zbora lijeCnika 22. veljaée
1918. Prikaz preparata Zeluca dobiven sekcijom. Op.
resect. Billroth I1, prim. dr. A. Gottlieb. Lijeé. vjesn,,
1918;40:139-140.

5. Karli¢ N, Nesto iz proslosti bjelovarske bolnice.
Predavanje-strojopis, 1954, Gradski muzej Bjelovar
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Ivo Bada i Gabriele Amend.: LAPAROSKOPSK A KOLOREKTALNA KIRURGIJA

Laparoskopische Kolorektale Chirugie
Prof. dr. sc. Zdravko Perko

Cak i nakon vise od petnaest godine od prve laparo-
skopske resekcije debelog crijeva, laparoskopska kolo-
rektalna kirurgija je jo§ uvijek novije podrugje kirur-
gije. a kod malignih bolesti je jo§ uvijek kontroverzna.
Danas imamo ¢itav niz randomiziranih studija, iz ko-
jih se s velikom sigurno$éu mogu izvesti stanovil za-
kljuéci. Laparoskopska kolorektalna kirurgija bolja je
od otverene radi manja potro$nja analgetika, manjeg
oStecenja respiracijske funkcije, brZze uspostave crijev-
ne funkcije. Bolesnici mogu brze poceti s peroralnom
prehranom, uz uglavnom kradu hospitaliziraju radi
manjeg broja komplikacija i lakSeg poslijeoperacijskog
tijeka kod ovih bolesnika. Naposijetku, smrtnost na-
kon laparoskopskih operacija J ukupno prezivijenje je
usporedivo s rezultatima kod otvorenih operacija.

Ipak, do dana$njih dana takav nacin operacijskog lije-
cenja bolesti debelog i zavrénog crijeva nije jo§ sasvim
zazivio. Takve operacije jo§ uvijek su relativno rijetke
v odnosu na vkupan broj svih operacija debelog i za-
vrinog crijeva. Jedan od razloga je svakako i tehnicka
zahtjevnost ovakvih operacija uz dugu krivulju uce-
nja. Za edukaciju iz podrucja laparoskopske kolorek-
talne kirurgije, uz odgovarajuce teéajeve i vjeZzbe na
modelima j asistencijama tijekom operacija, svakako
je potrebna i odgovarajucéa literatura. S druge strane,
nije lako napraviti knjigu ili udzbenik koji ¢e opisiva-
ti i objasnjavatj laparoskopske koloreklaine operacije,
pogotovo zalo jer operacije nisu sasvim standardizi-
rane. Laparoskopska kirurgija se velikim dijelom uci
gledajuéi same operacije ili izabrane snimke ili video
isjecke operacija. Sreéom, u danasnje vrijeme, kirurske
knjige nisu i ne mogu biti suhoparne s puno tekstual-
nog opisivanja operacijskih tehnika i ponekom slikom,
a kakve smo navikli imati u pro§losti. Danas moderne
kirurske knjige moraju biti multimedijalne, s relativno
malo teksta i s puno detalja, slika i video snimaka, koji
opisuju operaciju, pristup i ostale vazne detalje za uce-
nje ali i za sigurno izvodenje operacijskog zahvata.

Upravo takva je i knjiga «Laparoskopska kolorektalna
kirurgija» (Laparoskopische Kolorektale Chirugie),
autora Ive Bace i Gabriele Amend. 1z ove knjige upra-
vo izvire prebogato iskustvo prol. Baée u ovoj grani
kirurgije. Prof. Baca jedan je od europskih doajena u
laparoskopskoj kolorektalnoj kirurgiji, s velikim bro-
jem izvrenih operacijja i s brojnim objavljenim rado-
vima i kongresnim priopéenjima. Educirao je brojne

55

kicurge u Europi, Njemackoj i Hrvatskoj, koji se da-
nas bave laparoskopskom kolorektalnom kirurgijom.
Upravo je i njegova zasluga snazan razvoj laparoskop-
ske kolorektalne kirurgije kojemu upravo svjedo¢imo
u Hrvatskoj.

Knjiga je izdana u tiskanom obliku, s popratnim CD-
om. lzdavaé je Pabst Science Publishers, Lengerich,
Njemacka. Knjiga ima 348 stranica i podijeljena je u
3 dijela - tematske cjeline, a koja su podijeljena v po-
glavija,

U prvom, uvodnom dijefu - osnovama, razraduju se
osnovni pojmovi o laparoskopskoj kirurgiji, tehnickim
detalfima opreme i instrumenata i osnove operacijske
tehnike. U razjaSnjavanju osnovnih pojmova v laparo-
skopskoj kirurgiji razjasnjene su nedoumice, predno-
sti 1 nedoslaci ove vrste kirurgije. razradene najvaznije
¢injenice ~ studije na osnovi EBM, uz osvrt na oce-
kivanja u buducénosti. U poglavlju o tehni¢kim uvje-
tima za izvodenje ovih operacija opisani su potrebni
instrumenti i oprema, uz brojne tehnicke detalje, opise
njihovih prednosti j nedostataka. U dijelu o osnovama
operacijske tehnike prikazani su osnovni polozaji ope-
racijskog tima, poloZaja troakara i bolesnika u ovisno-
sti 0 anatomskim odnosima i potrebe za ekspozicijom
pojedinih dijelova debelog crijeva i rektuma. Takoder
su opisani i objasnjeni osnovni kirurski pojmovi poput
retrakcije, disekcije. resekcije, kao i mogucée komplika-
cije tijekom vrienja operacija.

U drugom dijelu knjige razradene su benigne i mali-
gne bolesti debelog i zavr§nog crijeva. Razjasnjene su
terapijske strategije, prijeoperacijska obrada (e princi-
pi operacijskog lije¢enja. Kod benignih bolesti opisani
su divertikulitis, Crohn-ova bolest, ulcecozni kolitis i
funkcionalni poremecaji. Nadalje, opisane su neoplaz-
me - adenomi (polipi, displazije i T1 karcinom) te pre-
kanceroze (polipoze, uznapredovale upalne bolesti -
ulcerozni kolitis). U dijelu koji opisuje maligne bolesti
dan je opéi uvod o karcinomima debelog { zavrinog
ctijeva u svjetlu laparoskopske kirurgije, a potom i kla-
sifikacija, principi dijagnostike i strategija lijecenja.
Naposljetku, u trecem dijelu - tematskoj cjelini detalj-
no je opisana operacijska tehnika. Operacijske tehni-
ke optsane su po dijelovima crijeva. odnosno odvojeno
su opisane i u detalje razradene operacijske tehnike
apendektomije, ileocekalne resekcije, desne - poprec-
ne - sigmalne i lijeve resekcije kolona / hemikolekto-
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mije, te naposljetku cesekcije zavrinog debelog crijeva
1 amputacije rektuma, Operacijske tehnike su opisane
s puno prakti¢nih detalja, od rasporeda v operacijskoj
dvorani i poloZaja troakara do tehnickih deialja i tri-
kova same operacije.

Na kraju knjige naveden je bogat popis literature, s ¢ak
280 referenci.

CD je sastavni dio knjige. U njemu se nalazi Citavi
tekstualni dio i vise od 300 slika v boji. Sastavni djo
CD-a su i 84 video isjecka (s preko 2.5 sati video ma-
terijala) koji su logi¢no poredani i detaljno prikazuju
poiedine dijelove operacije, od samog poloZaja i uvo-
denja troakara do zavrsetka zahvata. Tipke za naviga-
ciju omogucuju lagano i logi¢no pretraZivanje sadrzaja
i koridlenje CD-a.

Kao zaklju¢ak, moze se reci da laparoskopska kolo-
rektalna kirurgija jos uvijek ne zauzima jednakovri-
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jedno mijesto kao otvorena kirurgija kolona i rektu-
ma. Ova vrsta zahvata joS uvijek je u nekom obliku
razvojna. Tesko je re¢i koliko ¢e u buduénosti laparo-
skopske operacije kolona i rektuma imati udjela. Da-
nas je njihova zastupljenost relativno mala. Razlog
tome nije vise manjak ili nedostatnost randomijzira-
nih studija u smisku nedovoljne istrazenosti kakvoce
laparoskopskih zahvata. Razloge prije treba traziti u
zahtjevnosti i dugotrajnosti operacijskog zahvata, du-
goj krivulji vcenja, skupoj opremi i instrumentima,
vecoj cijeni samog zabvata i sl. Za oCekivati je da ce
u buduénosli ove operacije vjerojatno biti vise zastu-
pljene, a 1 da ée kirurzi biti viéniji i bolje obuceni za
ovakve napredne zahvate endoskopske kirurgije. U
tome ¢e im zasigurno pomoci i ova izvrsna knjiga s
CD-om. a koja ima i vrlo pristupacnu cijenu (www.
pabst-publishers.de).
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IN MEMORIAM
(24. rujna 1915. - 5. veljace 2008.)
Prof. dr. sc. Linbomir Kraljevic, dr. med.

Skrtim zimskim suncem oba-
sjanim Splitom se v jutarojim
satima brzo pronijela tuzZna
vijest dana, da je iznenadnom
smréu zauvijek oliSao dobar,
otvoren, skroman i prijateljski
nastrojen ¢oviek.

Dana 5. veljage 2008. g. premi-
nuo je Prof. dr. sc. Ljubomir
Kraljevi¢ (redoviti prof. i prof.
emeritus). a 6. veljace 2008. g.
tiho, kako je i volio zivjeti, uz
isprac¢aj obitelji i najblizih pri-
jatelja sahranjen na gradskom
groblju Lovrinac u Splitu,
Roden je u Pakracu 24, rujna
[915. godine. Osnovno obra-
zovanje ) klasi¢nu gimnaziju
zavrsio je u Splitu, a Medicin-
ski fakultet 1940, g. u Zagre-
bu. Slijede¢i put svojeg oca
Alearda Kraljevica, lijeénika
i veslata VK "Gusar”, uélanio se u isti klub sa 7 go-
dina starosti i kao kormilar osmerca osvojio zlato na
prvenstvu Europe u Beogradu 1932. g. kojeg je imao
¢ast otvoriti upravo njegov otac.

Od 1941-1942. g. specijalizira opéu kirurgiju u Opéoj
bolnici Split gdje pomaze NOP, (e odrzava teCajeve za
bolnikare i bolnicarke, koji potom odiaze u NOB. U
rujnu 1943, g. pristupa NOB-u kao Sef kirurske ¢kipe §i-
bensko-trogirskog odreda, a potom XX udarne divizije.
Krajem rata postaje pomocnik naéelnika saniteta Sani-
tetskog odjela IV armije u Ljubljani, da bi 1947.g. nasta-
vio zapocCetu specijalizaciju iz kirurgije na kisur§kom
odjelu Vojne bolnice u Ljubljani, te 1952. g. polaze spe-
cijalistiki ispit iz kirurgije na Vojno-medicinskoj aka-
demiji v Beogradu. Nakon ispita ostaje raditi u VM A
na duZnosti lijeénka torakalne Kkirurgije i nadelnika
Qdsjeka eksperimentalne kirurgije sve do (958. g. kada
dolazi u Split i preuzima duZnost nacelnika kirurskog
odjela Vojne bolnice u Splitu kojeg je uspjesno vodio do
odlaska u mirovinu 1981. g.

Kao vrlo uspjeSan kirurg svoje znanje obogatio je usavr-
Savanjern u SAD 1954, g. i 1955 g. te 1965. u Engleskoj.

Tijekom rada, kao istaknuti kirurg, sa posebnim zani-
manjem iz podruéja torakalne kirurgije i kirurgije dojke,
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znacajnu pozornost poklonio
je eksperimentalnoj kirurgiji,
onkologijl, te znastvenoistra-
Zivackom i nastavnom radu.

Doktorsku disertaciju “Prilog
proucavanju primarne kirar
$ke obrade strijelnih rana na-
nesenih projektilima iz ruénog
vatrenog oruzja velike i male
pocetne brzine” obranio je na
VMA u Beogradu 1974. g., a
habilitacijski rad “Rezultati
cksperimentainih ispitivanja i
klini¢ke primjene dakronskih
(mersilene) mrezica” na Medi-
cinskom fakultetu Sveucilista
u Zagrebu 1976. g.

Na VMA u Beogradu 1960. g.
izabran je za docenta, 1966. g.
za izvanrednog profesora te
1974. g. postaje redoviti profe-
sor kirurgije.

Kao honorani profesor Vise stomatoloske $kole u Splitu
izabran je 1962. godine, a redoviti profesor na Medicin-
skom fakultetu Sveuéili§ta u Zagrebu izabran je 1976.
godine,

Ukupno je objavio 280 znanstvenoistrazivackijh, kli-
nickih, stru¢no-organizacijskih radova u dornac¢im i
stranim medicinskim &asopisima. Uredio je 12 knjiga
i zbornika, te 7 eleborata. Svoju nevjerojatnu svestra-
nost, neumornost, humanost i umnost, medicinsko zna-
nje na razlicitim poljima medicine obznanio je u rado-
vima {65 povijest medicine, 38 organizacija kirurske i
zdravstvene djelatnosti i 30 politraumatizam, 24 ekspe-
rimentalna kirurgija, 19 kirurgija srca { krvnih Zila, 11
kirurgija tumora, hitna medicinska pomoé¢, 10 socijalni
i ekonomski polozaj kirurga, 9 medicinska edukacija, 8
ranjavanje projektilima i primjena mersilena u kirurgiji,
te ostali radovi).

Kao istaknuti profesor kirurgije bjo je predavac na do-
diplomskom i poslijediplomskom studiju Medicinskog
fakulteta u Zagrebu, i jedan od najzasluznijih zagovor-
nika i osnivaa medicinskog studija i fakulteta u Splitu.
Postoje njegovi prvi zapisi o potrebi postojanja Medi-
cinskog fakulteta-studija v Splitu za koji se nesebicno
zalagao sa nekolicinom svojih kolega i prijatelja. Sudje-
lujuéi u nastavi skole Narodnog zdravlja “Andrija Stam-
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par” odgojio je generacije hjeCnika, specijalista opce
medicine, Skolske medicine, medicine rada i urgentne
medicine.

B1o je Clan brojnih domacih i inozemnih udruga: HLZ,
Akademije medicinskih znanosti RH, Drusva kirurga
Jugoslavije, Hrvatskog kirurskog druitva. New York
Academy of Sciences, CICD.

Bio je dopredsjednik HLZ. dugogodisnji predsjednik i
dopredsjednik Lige za borbu protiv raka u Splitu.
Dobitnik je brojnih nagrada: nagrada Grada Splita za
zivotno djelo 1977. g., nagrada, “dr Marjja Schlesinger”,
1985. g., “Zlatni skalpel” 1988.¢., "Human Rights in
Medicine” 1984. g. Zacasni je ¢lan HLZ i Akademije
medicinskih znanosti Hrvaiske od 1988. 2., od 1988. g.
¢lan j¢ New York Academy of Sciences. Na dan “Dies
Academicus” Sveudili§ta u Splitu 2001. g. dodjeljuje mu
se poCasno zvanje i titula "Professor Emeritus”. Nosijac
je brojnih ratnih i mirnodopskih odlikovanja. Preko dva

desetlje¢a predsjednik je i potpredsjednik Lige za borbu
protiv raka u Splitu, te je nosilac brojnih diploma i pri-
znanja Lige. Otigao je u mirovinu L. sijeCnja ]1981. g.

Profesor Kraljevi¢ je bio nevjerojaino skroman, sve-
stran, neumoran, umar, nadasve uzoran lijeénik, spe-
cijalist kirurg, ucitelj, znanstvenik i istrazivaé, ¢ovjek,
humanist, promotor borbe protiv malignih bolesti i za-
govornik socijalne medicine.

Ostat ¢e u srcima i sjec¢anju kolega, prijatelja, pacije-
nata, suboraca, studenata, generacija lijeénika, gradana
njegovog volienog Splita, Zupanijje splitsko-dalmatin-
ske, Dalmacije i RH. Neka mu je vjeéna slava i hvala.

Pocivao u miru.

Prof. dr. sc. Nikica DruZijanic
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IN MEMORIAM

(4. listopada 1938. - 11. kolovoza 2007.)
Prim. dv. sc. Frane Vinko Golem, dr. med.

Prim. dr. sc. Frane Vinko
Golem je roden 4. listopa-
da 1938. g. u Bisku u op¢i-
ni Teil].

Bio je ozenjen i otac dvoje
djece. Na Medicinskom
fakultetu  Sveuéili§ta u
Zagrebu je diplomirao
1964. godine. Od 1966.
do 1969 jec boravio City
ol Hope. Pasadena, Cali-
[ornia u SAD-u baveci se
istrazivackim radom, a od
1969-1974. Je bio lijeénik
na specijalizaciju u Me-
dicinskom centru Cako-
vec. Specijalistic¢ki ispit iz
opée kirurgije je polozio
1974. ¢ Od tada pa do
2004. g. radi na Klinici za
kirurgiju KBC-a Zagreb,
adje je osnivac i procelnik
Zavoda za endokrinolos-
ku kirurgiju. a potom i
procelnik zavoda za abdo-
minalnu i endokrinolosku
kirurgiju. Znanstveni ma-
gisterij je obranio [980.
godine. a doktorirao je na
Medicinskom fakultetu Sveuéilista u Zageebu 1985. g.

Postaje zastupnik u prvom sazivu Sabora Republike
Hrvatske 1990. godine. Iste je godine i gradski sekrelar
sckretarijata za zdravstvo i socijalnu skrb grada Zagre-
ba. Iste godine je postao 1 prvi Ministar vanjskih poslo-
va Republike Hrvatske, §to ostaje do 1991. Ministar je u
Vladi Republike Hrvatske i opunomoceni predstavnik
u Washingtonu od 1991-1992. Osnivac je Ureda Repu-
blike Hrvatske.

Prim. dr. sc. Frane Vinko Golem je je dobitnik brojnih
odlikovanja i priznanja za strucni doprinos i politicki

rad: Spomenica Domovin-
skog rata, Spomenica Do-
movinske zahvalnosti, red
Danice Hrvatske s likom
Katarine Zrinske, Red
Hryatskog trolista. Prizna-
njc «Ladislav Rakovacs
HLZ-a. Priznanje «Zlatnj
skalpel» Hrvatskog kirur
§kog drustva i pocasni je
gradanin Los Angelesa.
California , SAD.

Frane Vinko Golem je
bio ¢lan brojnih struénih
adruzenja. a od 19%4.
2002. je Predsjednik Hr-
vatskog kirurskog drudtva.
Autor je brojnih znanstve-
nih i stru¢nih radova 1 su-
dionik brojnih domacih i
svjetskih kongresa. te or-
ganizator I, I[ i 1§} Hrvat-
skog kirurskog kongresa s
medunarodnim sudjelova-
njem. Tijekom svoje kirur-
ske kdrijere se usavriavao
u Milanu i na UCLA u
Los Angelesu.

Prim. dr. s¢. Frane Vinko
Golem je bio vrstan kirurg, omiljen medu kolegama i
bolesnicima. Bio je i vrstan ucitel] brojnim kirurzima
tijekom specijalizacije i oni ce ga pamtiti kao strpljivog i
dobronamjernog mentora. Bio je veliki hrvatski domo-
liub 1 od poéetka je aktivno sudjelovao v stvaranju sa-
mostalne Hrvatske. Svima nama koji smo ga poznavali
i radili s njjm ée neizmijerno nedostajati.

Doc. dr. sc. Bozidar Zupancic
Predsjednik Hrvatskog kirurskog drusiva





