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出國報告

大腸直腸外科疾患治療　
服務機關：台中榮民總醫院

姓名職稱：主治醫師 蔣鋒帆

派赴國家：美國佛羅里達克里夫蘭臨床醫學中心
出國期間：98.10.1~99.9.30

報告日期：99.11.30
摘要    
　　本院向來為國內大腸直腸外科的領導地位, 尤其以腹腔鏡微創手術, 更是近十年來在亞洲或世界上屬於頂尖的機構,但在大腸直腸與肛門生理學方面, 則缺乏完整的儀器與臨床證據的累積. 對於國內人口老化後日益增多的生理功能疾病, 與本院宗旨照顧榮民的需要, 學習與建立先進歐美國家全方位醫療、研究模式與肛門生理功能學, 是刻不容緩的事務.  在爭取到Cleveland Clinic臨床研究醫師的一年職缺, 可直接參與手術、門診、與研究的進行後, 在民國98年10月1日抵達佛羅里達州的邁阿密機場, 開始了一年的體驗與學習之旅. 
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目的
    本院向來為國內大腸直腸外科的領導地位, 尤其以腹腔鏡微創手術, 更是近十年來在亞洲或世界上屬於頂尖的機構, 常獲邀參加手術示範與經驗分享. 但在大腸直腸與肛門生理學方面, 則缺乏完整的儀器與臨床證據的累積. 對於國內人口老化後日益增多的生理功能疾病, 與本院宗旨照顧榮民的需要, 學習與建立先進歐美國家全方位醫療、研究模式與肛門生理功能學, 是刻不容緩的事務.  

過程
    在與美國頂尖一流的大腸直腸外科與肛門生理學專家, 也是克里夫蘭臨床醫學中心的教學主席, 直腸外科主任Dr. Steven D. Wexner聯繫後, 爭取到臨床研究醫師的一年職缺, 可直接參與手術、門診、與研究的進行. 在民國98年10月1日抵達佛羅里達州的邁阿密機場, 開始了一年的體驗與學習之旅.
   克里夫蘭臨床醫學中心向來是全美大腸直腸外科的訓練處, 每年也有10~12名由世界各國各地的研究醫師遠處來觀摩學習, 他們的訓練制度已經非常上軌道而行之有年. 包括有專門負責一切外國醫師相關事務的專員, 在我們到美國之前已向洲衛生處醫療部門申請了可接觸病患的證照, 前一個禮拜的職前訓練則包括了各方面的課程. 其中包含

1. 研究醫師計畫申請必須的IRB訓練

2. 統計學的訓練課程. 

3. 各部門主任的面談, 尤其是與研究相關的科別則非常熱心地留下聯絡方式與正在進行的研究介紹.

4. 院區介紹, 研究室、開刀房與門診門禁卡的設定

5. 社會安全碼的申請與身家調查

6. 全身健康檢查

7. 傳呼機的發放與使用方式說明

    而暫居美國各項生活的必需, 則在同事與邁阿密大學同學會的幫忙下順利完成租屋、買車、考駕照、買家具等的安置作業. 我住在距離醫院18英里的地方, 但因為主要是經過高速公路, 所以不致耗費太多時間在通車上. 上班時間與訓練課程列於下, 值班則是平均每四個禮拜值班一周

Monday  6:30am病房查房
         7:30am~8:30am 核心課程教學
         10:00~11:00am Small bowel transit time test

         12:00pm~1:30pm (a)研究團隊會議

                        (b)IBD 討論會

         1:30pm~5:00pm  (a)Dr. Wexner 門診與協助

                        (b) 論文研究進度報告與外院專家指導座談

         5:00pm~7:00pm 雜誌研讀 國家執照考前複習與死亡併發症討論會    
Tuesday  6:30am病房查房
          9:00~ (a) 手術室協助與觀摩

                (b) 肛門壓力檢定檢查(值班時負責)

1:30pm~3:00pm 大直腸與肛門生理學報告與討論會(值班時負責報告, 由Dr Sands comments)
Wednesday  6:30am病房查房
           9:00~ (a) 手術室協助與觀摩
                (b) 肛門壓力檢定檢查(值班時負責)
           12:00pm 放射影像討論會

           1:00pm~5:00pm 排便攝影檢查(值班時負責)
Thursday  6:30am病房查房
          8:30am~12:00pm Dr. Wexner 門診與協助
Friday    6:10am 全美各center 聯合視訊會議(每個月初舉行)

7:30am病房查房
         9:00~ 手術室協助與觀摩
另外每個月邀請各地專家學者(大多是雜誌主編或審委)參與星期一的論文
討論指導, 晚上則聚餐聯誼. 對於他們的治學態度與學識風範, 獲益良多. 
研究的主題與投稿目標, 是以Disease of colon and rectum, Colorectal disease為主. 在四月舉行的SAGES與五月的ASCRS則是測試水溫的前哨站, 觀看學會對於這方面topic 的興趣. 若無則會投稿英國的學會. 研究時間則是插會議與手術空檔, 與同事和 Dr. Wexner進行討論. 國外做研究必須的Institute Review Board則非常上軌道, 申請效率很高, 常在14天內就得到回覆與同意函. 在這個制度下已主導完成三個研究計畫, 協助完成兩個計畫. (見附錄)
    美國目前為新舊保險制度的交接期, Cleveland Clinic Florida 為大家心目中的好醫院, 但也是貴族醫院, 保險公司常以與他簽約作為廣告之一, 患者為全美功能疾病的轉介中心, 也有來自國外的患者. 在門診診療的背後, 他有一群堅強廣大的醫療行政人員負責輸入資料與處置方式, 同時主動告知病患報告的追蹤,與檢驗結果, 以提高滿意度與連接制度的運作. 國外的病患則有國際中心負責住宿安排與檢查時間的調整. 轉診的病患會在第一時間由Dr. Wexner 以口訴方式錄音, 再由秘書轉換成正式書信感謝與告知轉診醫師診斷和目前治療方式. 通常一診為14至18人.
    Cleveland Clinic Florida 每年在二月舉行的全美直腸外科論壇, 則是全球知名, 在會議與教職員晚宴中我遇到的Professor Marvin L. Corman 教科書主編與近代直腸癌TME切除方式的倡導人Professor Herald, 很榮幸能和他們當面請益, 大師風采令人難忘. 
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 在這個制度中可以學習到很完整的臨床與研究工作的整合, 先進國家知名中心的實際運作情況, 又可以參與病人的開刀協助, 門診問診和資料的收集, 各項生理檢查的實際負責, 真有令人在一年的孤單與刻簡的海外生活中, 有不虛此行的感覺.

心得
    一個全球知名的研究中心, 需要有好的制度與足夠的人力與經費, 才能成為完善的楷模. 雖然在美國金融風暴經費的壓力下, Cleveland Clinic Florida 還是維持了很好的水準, 值得我們借鏡. 我們手術技巧其實不輸CCF,  但大直腸肛門生理學的功能檢查與治療, 手術的多樣性, 研究經費和時間的投入, 則有顯著的差異.  
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建議事項
1. 建立大直腸肛門生理學檢測與治療中心
i. 恢復放射科排便攝影與本科肛門壓力檢測, 小腸transit time呼氣檢查,

應有技術專人負責. 腸胃科大夫對此項也有共同需求.

ii. 與神經內科商議增加肛門EMG生理肌電檢測, 與Biofeedback生理回饋治療

iii. 可開立特別門診, 號召病患, 提供服務, 由大直腸外科, 腸胃科, 神經內科共同為病患服務.
2. 與國際接軌, 聯合各領域專家互相交流, 共同合作

i. 定期視訊會議與資訊分享, 藉由互利共享的團隊合作, 達到創新與革新的腦力激盪機會, 給病患帶來福祉.
ii. 邀請專家學者主持研究討論會議, 指導與經驗分享.

3. 研究小組的建立, 在本科架構下, 針對論文發表與研究的進行, 能有橫向聯絡與紀錄監督的指定專人, 定時召開會議溝通與互相幫忙, 達到團隊合作的最大效能.
附錄 
Impact of obesity on surgical outcomes following neoadjuvant therapy for rectal cancer  
Feng Fan Chiang, Jian-hua Ding, Rafal Barczak, Art Hiranyakas, Eric Weiss, Steven Wexner

Purpose: Resection of low rectal cancer is technically demanding. Both obesity and radiotherapy increase the complexity of the procedure. The impact of obesity on perioperative outcomes in patients who underwent neoadjuvant therapy is unclear. 

Methods: From 02/07 to 05/10, all patients with a BMI >= 30 kg/m2 who underwent elective curative resection for rectal cancer after neoadjuvant radiotherapy were evaluated. Patients’ demographics, comorbidities, operative outcomes, and pathological findings were compared between obese (BMI> 30kg/m2) and non obese (BMI< 30kg/m2) patients.  

Results: 203 patients (123 males) of a mean age of 59 years were included in the study. 51 were obese and 152 non- obese (mean BMI 34.8 and 24.3, respectively; p .0001). The obese patients had a higher morbidity of diabetes (23.5% vs. 7.3%, p=0.004), cardiac disease (64.7% vs. 34.2%, p<0.0001) and ASA III scores (37.3% vs. 24.7%, p=0.039).  The longer operative time (257.2±88.6 vs. 225.6±74.6 min, p=0.010), greater intraoperative blood loss (4.46.±407.5 vs. 340.13±399 ml, p=0.003), higher incidence of abdominal wound infection (23.5% vs. 5.9%, p= 0.001), and straight vs pouch coloanal anastomosis (46.9% vs. 71.6%, p=0.019) were significantly greater in the obese group. However, there were no differences between groups in type of surgical procedure, percentage of laparoscopic surgery, conversion to open, mortality, tumor staging, or tumor regression grade.  The length of stay, rates of complication, re-operation and re-admission, were also similar between the two groups. 
Conclusions: Resection in obese patients following neoadjuvant therapy was associated with increased technical difficulties reflected in longer operative times, greater intraoperative blood loss, higher incidence of postoperative wound infection and construction of straight coloanal anastomosis instead of a colonic reservoir.

“Phantom Rectum following Abdomino-perineal resection for rectal cancer” Why include it in the pre-operative consent?

Feng Fan Chiang MD, Cesar Reategui MD, Lester Rosen, Danna Sands, Juan Nogueras, Eric Weiss, Steven Wexner

Background. 

Following Abdominal-Perineal resection (APR) for rectal cancer, the sensation that the rectum is present or functioning is called Phantom Rectum. Although this condition has been described, early or long term morbidity is not well documented in published studies, and as a result, pre-operative informed consent may not include the risk and consequences of this morbidity. Additionally, the increasing use of pre-operative radiation and/or postoperative flaps for the perineal defect may have some effect on this syndrome. 

Aim. 

Our aim was to assess the incidence and sequelae of Phantom Rectum after APR for rectal cancer and to describe the nature of this phenomenon.

Materials & Methods. 

Patients who underwent curative APR for rectal cancer between 1/1/2004 to 12/31/2008 were identified in our prospective maintained data base. Demographic and surgical parameters were collected. Patients were contacted by phone and asked about types of symptoms, onset, frequency, aggravating or relieving factor, and alteration in life style.

Results.

From 1/1/2004 to 12/31/2008 eighty patients were recorded at our hospital as having undergone curative APR for low rectal cancer. Thirty patients died, 3 declined to answer, 1 had hearing impairment, 1 had a stroke, 1 had impaired cognizance and 8 left follow up. Finally 36 patients (19 males and 17 females) were included in the study. Twenty three patients (63.9%) admitted to have symptoms of phantom rectum. Age, gender, BMI, follow up period, surgical approach, reconstruction with flap and radiotherapy were not statistically significant between the two groups. The most common symptom reported was the desire to defecate in 60.9%, followed by the sensation of feces the rectum in 52.2% and the sensation of passing gas in 47.8%. In 57% of the patients symptoms of phantom rectum started early (<3 months). Fifty six percent of patients described symptoms as unchanged throughout time, whereas 35% described it as gradually decreasing or disappeared and 9% reported it as to be getting worse. With regard to frequency 52% of patients reported having symptoms at least once a month, compared to 26 and 22% who admit to have symptoms at least once a day and once a week respectively. 

Conclusion.  

Phantom rectum sensations are experienced in two thirds of patients who undergo APR. Radiation therapy and flap reconstruction had no effect on the incidence or severity of symptoms. Thirteen percent of the patients may experience quality of life issues. Therefore the possibility of phantom rectum should be included in the pre-operative informed consent in patients undergoing Abdomino-perineal resection.
· Short term outcome of patients with compromised renal function underwent colorectal surgery
Feng Fan Chiang, Jian-hua Ding , Lester Rosen, Dana Sands, Juan Nogueras, Eric Weiss, Steven Wexner

Cleveland Clinic Florida
Background
Patients on renal replacement therapy are reported to have high complication rate after abdominal surgery. Even in elective surgery, the overall mortality rate is 6 to 10 percent and the morbidity rate is 12 to 15 percent. These are believed to be a result of uremia and immunosuppression. But for the patients received abdominal or colorectal surgery with compromised renal function, there is few report or study in the past 20 years.
Purpose
To evaluate the short term outcome of the patients with compromised renal function who had underwent colorectal surgery.
Methods
A prospectively collected database was reviewed to identify patients who underwent elective, curative intended colorectal surgery with compromised renal function (CCR<60 ml/min) at the Cleveland Clinic Florida from July 2001 to July 2009. Patients with emergent or urgent operations, having metastatic malignancies, under hemodialysis or post renal transplantation were excluded from this study. For the control group, 1:1 case control patients with similar condition or operation but without compromised renal function were included. Each surgical procedure was studied as a separate entity. The parameters were analyzed including demographic data, coexisting disease and drug history, surgical risk score, operative details, complications, necessary for post-operative dialysis, readmission and mortality.

Results

One hundred and thirty-six patients were analyzed in this study. In the study group, the parameters of 47 males and 21 females were compared to the comparative group. There was no difference between two groups in age, gender, malignancy, laparoscopic approach, seprafilm used, complexity or type of surgery and the history of CAD, DM, coumadin used. The study group had higher rate of re-operation (13.2% vs. 1.5%, p=0.021), post-operative acute renal failure (20.0% vs. 4.4%, p=0.014) and re-admission due to ileus (13.2% vs. 1.5%, p=0.021). The length of stay is also tend to be longer (11.21±12.95 vs. 7.16 ±3.84, p=0.058). But the operation time, estimated blood loss, post-operative hemodialysis, bleeding or infection, surgical mortality or long term overall survival were similar between two groups. 
Conclusions
The patients with compromised renal function who had undergone colorectal surgery reveal higher rate of complications but the rate of overall mortality, hemodialysis were similar. When most of them can be managed and were reversible, the operations can be done with cautions. 
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