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President’s Message wvir simon Paterson-Brown

| would like to
thank all those
involved in
making our
recent  Annual

Scientific meeting

in Nottingham so
successful, and in particular lan
Beckingham, our  Honorary
Secretary and the Specialty
Managers Sheila Hodgson and
Harriet Innes. We had a very high
number of abstracts submitted
and the standard of presentation
was universally high. The lectures
from our invited speakers: Prof
Steven Strasberg (St Louis), Prof
Phil Schauer (Cleveland), Prof
Ronnie Poon (Hong Kong), Prof
Bruce Campbell (representing
NICE) and Mr John Black
(PRCSEng) were all very well
received. The  Trainees
particularly enjoyed getting to
meet Professors Strasberg and
Schauer during the Training Day.

Council 2009

President: Mr Simon Paterson-Brown
President Elect: Mr Graeme Poston

Honorary Secretary: Mr lan Beckingham
Honorary Treasurer: Mr Nick Hayes

Chair of Clinical Services: Mr Richard Charnley
Chair of Audit: Mr David Berry
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Regional Representatives:
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N Maynard (Oxford & Wessex) Mr S Dexter (North & Yorkshire)

We also were fortunate to have
received excellent support from
our colleagues in Industry and
now have four Platinum Partners:
Biocompatibles, Covidien, Ethicon
Endo-surgery and Merck Serono.

The Annual General Meeting
raised several questions regarding
the document which AUGIS has
been asked to put together in
relation to Surgeon volumes and
outcome in Upper Gl cancer
resectional surgery. We are
grateful to Richard Charnley, Chair
of the Clinical Services Committee
and his two sub-committees (HPB
and OQG) for the large amount of
work that has already gone into
this document and, after heated
debate, it was concluded that
further work needs to be done
before AUGIS can agree any
recommendations. This work is
ongoing.

The BOMSS 2010 Inaugural
Annual Scientific Meeting is taking
place on 22nd January 2010 and
The Status of Bariatric Surgery in
the UK Meeting will be held in the
RCS England, on the preceding
day and will be of interest to many
AUGIS members and further
information can be obtained from
http://www.british-obesity-
surgery.org/2010conference/

After much hard work it was
excellent to hear in Nottingham
that both the bariatric and HPB
databases are up and running and
recruitment is gaining pace. This
now means that AUGIS is
involved in major data collection in
all three major areas of Upper Gl
Surgery (OG, HPB and bariatric
surgery). The database for the
microwave ablation of liver
tumours was also launched at the
AUGIS Meeting in Nottingham.
Continued overleaf....
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The importance of both local and
national data collection for both
individual surgeons and units
undertaking major upper Gl
surgery cannot be overestimated
with re-validation around the
corner.

| am very sorry to have to inform
the membership that Sheila
Hodgson, one of our two Specialty
Managers has decided to retire
and we are currently advertising
for her replacement. Sheila has

been absolutely superb since her
appointment in February 2008 in
helping to organise the AUGIS
office and stream line the
numerous activities in which we
are involved. We shall miss her
greatly and on behalf of all the
members | would like to thank her
for all she has done for us in the
past and wish her well in the
future. In the meantime | remain
grateful to all the Council and
those other members for all the
extra work they put in to help

AUGIS in the many areas in
which we are involved. At the
present time these include issues
around training, re-certification,
service delivery, NICE guidelines,
specialisation and the exciting
prospect of a UK Digestive
Societies week in 2012. Our
newly upgraded website will
provide up to date information on
all these, and other, topics as they
develop.

Simon Paterson-Brown, President —
October 2009

Message from BOMSS Secretary

Mr Alberic Fiennes

Since the last Newsletter several
important developments have
taken place within the Society.
The decisions to change the
name to BOMSS (to incorporate
the notion of metabolic surgery)
and the creation of an Associate
Member category (to conform to
the AUGIS constitution) were
formally ratified at our AGM in
May.

The National Bariatric Surgery
Registry has now been up and
running since January, with over
3500 cases now entered.
The Data Committee hold
regular meetings, working to
maximise professional confidence
in - and thus support for - the
Registry. | would cordially
encourage any bariatric surgeons
who are not yet contributing their
cases to do so. An ID and logon
can be obtained from
chloe.ibrahim@e-dendrite.com.
The registry is not yet perfect and
your feedback on data structure
or data entry issues will be
very much  welcome by

marcusreddy@doctors.org.uk.
For  general issues  you
feel the Committee should
consider please email
jtreglohan@asgbi.org.uk.

At the Nottingham meeting
presentations by Professor Phil
Schauer from the Cleveland Clinic
were a highlight and BOMSS is
grateful to AUGIS and its partners
for making his visit possible.

To supplement the excellent
bariatric sessions provided at
AUGIS meetings, BOMSS will be
holding its first Annual Scientific
Meeting in January. This is a
completely new departure for the
Society. Its principal ethos is to
foster a sense of inclusiveness,
participation and self-confidence
in a national bariatric surgery
community that has made
enormous strides over the past
decade. Accordingly the bulk of
the Plenary Session (Friday 22nd
January) will be given over to
peer-reviewed submitted papers,
rather than to invited speeches.

We do however hope to be
hearing from a Celebrity Patient
and from the BBC'’s chief medical
correspondent, Matthew Hill.
Members and non-members are
equally warmly welcome and
encouraged to submit papers.
Registrants for the conference
who are not members may join
BOMSS with a 50% discount on
the first year’s membership fee.
For full details and registration
visit the meeting website at
www.british-obesity-
surgery.org/2010conference.
BOMSS recently participated in
the submission made by ASGBI
to the Academy of Royal Colleges
in relation to the GMC’s
Recertification agenda, securing
the presence of Bariatric Surgery
in this process. From the same
perspective we hope to work ever
more closely with Specialised
Commissioning  Groups and
associated bodies — always with
the aim of improving the
professional contribution to NHS
service developments.

There will be elections for 2
Council vacancies before the end
of the year and the Society will be
rolling a draft set of practice
standards (adapting IFSO
guidance to current UK needs) for
consultation with the membership
on the same timescale.

Finally it is with sadness that we
note the departure of Sheila
Hodgson from the AUGIS office,
where she will thus no longer be
looking after our administration.
Sheila did an enormous amount to
strengthen  our  operational
framework and it is an honour to

express the Society’s gratitude
to her. Her excellent work
has been ably taken
over by Suzanne Hopwood
(shopwood@asgbi.org.uk)

Alberic Fiennes

Report of the Honorary Treasurer
Mr Nick Hayes

One of the key responsibilities a
charity’s trustees have is to
preside over the prudent
management of its financial
security. The main strategy
practiced by AUGIS since its
establishment has been based on
a short-term investment plan
which has produced a steady, but
modest income. As the resulting
profits were felt to be less than
spectacular, a comprehensive
review of our options was
undertaken in April 2008. After
careful consideration by Council,
AUGIS decided to continue with
its familiar practice, opting for
safety first. It is now one year
since Lehman Brothers filed for
bankruptcy and the world banking
crisis that followed resulted in a
huge loss of reserves by private
and corporate investors alike.
Whilst our Association’s
investment income has
diminished over the last year,
these global events have not
affected our reserves.

AUGIS can and will continue
therefore to support the various
projects proposed in previous
newsletters and look for new and

imaginative ways to support the
practice and science of Upper Gl
Surgery.

Elsewhere in this Newsletter you
will read David Berry’s
comprehensive review of the
AUGIS-sponsored audit projects
in HPB, Oesophago-Gastric
Cancer and Bariatric surgery.
Whilst these projects have
benefitted from industry
sponsorship and funding from
other sources, they would not
have been possible without our
own input in terms of both
manpower and financial
resources. The future success of
these ventures will be best
reflected by how completely the
surgical community engages with
the audit process and registers its
patients. | would encourage you
all to contribute where possible to
these import databases, and
encourage colleagues to follow
suit.

This Newsletter launches the call
for applications to the 2009-2010
round of Travelling Fellowships.
The original commitment from
AUGIS in 2007 was for a five-year

programme and so we are now
approaching mid-term.
Successful  applicants  have
published accounts of their travel
experiences in this and in
previous newsletters and vyet
more are to be found on the
AUGIS website. | am sure many of
you will be inspired to broaden
your clinical horizons and we in
Council are looking forward to
seeing some excellent
applications later this year.

| am sure all of you who were able
to attend the Scientific Meeting in
Nottingham would agree that
AUGIS has once more produced
a successful combination of an
excellent programme and an
enjoyable social environment. We
know the delegates were
stimulated by the meeting and,
with any luck, we will soon find
out if the stimulation spread to the
Association’s finances as well! Of
course, before the dust has quite
settled on the Nottingham
meeting, Council are already
planning and budgeting for the
Meeting in Oxford 2010.

Best wishes to all.
Nick Hayes
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Professor John Primrose
Chair, Education and Training Committee.

Report from the Education and
Training Commiittee

This is my first report as Chair of
the Education and Training
committee having take over the
role from Rowan Parks. It is
written from the perspective of a
year in the role and having
demitted from being the Director
of Education at ASGBI in May. ltis
also written from the perspective

of the Annual Meeting in
Nottingham having just
concluded.

The Annual Meeting goes from
strength to strength. The meeting
had an excellent venue and the
local organisation was predictably
outstanding. The training day on
the Wednesday had a different but
highly successful format which
was very popular with trainees.
The meeting proper on Thursday
and Friday had record
attendances, including many
international attendees who were
not on the Faculty. Another record
was the number of abstracts
submitted: 245 in total of which
202 were presented. | am grateful
to all the Committee, Executive
and Council members who
participated in the major task of
abstract marking. As in previous
years the plenary session for the
BJS prize was of a very high
standard and the winner and
runner up of an internationally
competitive quality. Although we

were let down by the last minute
withdrawal of a major speaker the
lectures and symposia with the
combination of national and
international faculty were
universally excellent. Plans for the
2010 meeting in Oxford are
already far advanced. There will
be some changes in format for the
next meeting. We plan to have a
bariatric parallel session on the
Friday to run alongside the OG
and HPB sessions. Video
presentations are becoming an
increasingly important component
of all surgical meeting and this will
have a separate part of the
programme and a separate
submission. The Affiliates session
is going to be reformatted to
include more relevant and invited
Faculty.

AUGIS will continue to be an
integral part of the ASGBI
International Surgical Congress.
The move to have more generic
and cross society symposia has
been popular and plans for 2010
are currently being developed. In
addition in 2012 a UK “Digestive
Disease Week” is being planned
and AUGIS will be a full participant
along with almost all medical and
surgical gastroenterology
societies. This meeting will be
held in June 2012 in the ICC in
Birmingham and in this year will

replace the annual meeting. This
will allow economies of scale and
have the resources to invite a large
and prestigious international
faculty. If as expected this
meeting is a success it will be run
regularly, initially triennially.

As AUGIS develops | anticipate
developing a programme of
educational activities throughout
the year. The highly successful
ALPS HPB meeting is becoming
incorporated in AUGIS and other
smaller meeting are probably
needed to ensure the society
caters for those who, due to
service commitments, cannot
attend the Annual meeting at the
same time as colleagues. |
envisage that the remit of AUGIS
is to provide specialty specific
educational events and to work
with ASGBI on areas of more
generic surgical interest.

Training remains an issue in all of
surgery and describing the
problems is beyond the scope of
this report. In upper Gl surgery the
National Fellowship Scheme has
not been successful, and this is
entirely due to its inflexibility. It is
important that the society
attempts to coordinate and
facilitate fellowship schemes.
These will become essential for
any trainee wishing to practice in

Report from the Education and Training
Committee continued

upper Gl cancer or bariatric
surgery. The Committee has also
worked this year with Bill Allum,
the SAC Curriculum Lead to
redesign the upper Gl surgery
curriculum. We have also
produced an application (along
with coloproctology) to have
Upper Gl Surgery regarded as a
sub-specialty of general surgery.
At present consideration of this is

deferred by PMETB.

This past year has allowed time for
reflection on the role of the
Committee. One additional area
which needs attention is research.
Many senior members of the
Association are Chief Investigators
of many NCRI and other major
studies. However recruitment to
such studies is usually
problematic. It is important that

the appreciation of the need for
clinical research is embraced by
the entire membership.
Promotion of research should
become a routine part of the
Societies activities and the
Education and Training Committee
will evolve to include this in its
activities.

Professor John Primrose

Trainee Representative Report
Ms Natasha Henley

The recent training day and
Barrett’s Club dinner has caused
a resurgence of interest in the
Barrett’s Club. The training day
was a resounding success,
enjoyed by trainees and faculty
alike. The Annual Dinner,
sponsored by Covidien was of
course a highlight and allowed the
trainees to get together in a
relaxed environment. Our local
organiser John Hammond
ensured both the training day and
the dinner ran smoothly and | am
grateful for his hard work. There
was much talk over dinner of
taking the Barrett’s Club forward
and | hope we can harness this
enthusiasm. We hoping to
arrange a weekend meeting for
trainees separate from the annual

AUGIS meeting, the male
members have suggested it be
centred around a sporting event,
but | can assure you it will be
gender neutral.

The EWTD has dominated
discussion at ASIiT council
meetings. Please take five
minutes to complete the ASIT
survey on how your training has
been affected by the EWTD. The
results of this survey will be fed
back to the government and the
NHS employers. We need large
numbers of respondents so we
can get a proper idea of what is
happening nationally and to give
us a stronger voice. The survey
can be found on the ASIT website
(www.asit.org).

As this newsletter is going to
press work has begun on the
trainee micro site. If anyone has
anything they would like to
contribute - interesting cases,
exam tips, consultant interview
tips etc they would be gratefully
received. | hope it will provide
a forum to share our collective
experience. Finally, if you
have anything you want me to
bring up at AUGIS council
meetings or at ASIT council
meetings please get in touch
(nhenley@doctors.org.uk).

Natasha Henley
nhenley@doctors.org.uk
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Mr Richard Charnley

Report from the Chair of the Clinical
Services Committee

ASSOCIATION OF
SURGEONS

UPPER GlI

CLINICAL SERVICES COMMITTEE

Since the last newsletter there has
been no further news on
recertification of specialists and it
is still understood that
recertification will not be
introduced until 2011. Most of the
work of the Clinical Services
Committee over recent months
has been to respond to a
Department of Health request to
issue guidelines on minimum
surgeon volumes related to
guidelines for ‘in-reach surgery’.

Representatives of the
Department of Health (Cancer
Action Team) made a request to
AUGIS to make
recommendations regarding ‘in-
reach surgery’ for major upper
gastrointestinal surgery (OG and
HPB). This relates to surgery
where surgeons come into the
Trust to operate. The proposal
suggested the specialty should
also have guidance on safe
surgeon volumes for all surgeons
undertaking major cancer
procedures. This was also
strongly supported by the NHS
Medical Director. The issue has
also been under consideration by

other subspecialty associations.
Over the last few months
members of the Clinical Services
Committee assisted by other
members of Council have
undertaken a detailed literature
review with the assistance of the
Clinical Effectiveness Unit of the
Royal College of Surgeons of
England to carefully look at the
evidence for setting a minimum
surgeon volume in hepato-
pancreato-biliary surgery and
oesophago-gastric surgery. The
evidence was reviewed in detail
by two groups of 5-6 members of
Council. The evidence on
institutional volume is absolutely
clear from European and North
American studies. Resection
rates, mortality rates and also
long term survival improve with
the increasing volumes of activity
seen in larger centres. Setting a
minimum surgeon volume is not
so straightforward. Although it is
likely that surgeon volumes
equate with outcomes there are
only a few studies which have
addressed this issue. What we do
know is that very small numbers
are dangerous.

AUGIS is absolutely committed to
the 10G population guidance of 1-
2 million for an oesophago-gastric

team and 2-4 million for a HPB
team. As indicated in the
Guidance, the upper range of
populations is preferable. Within
teams, surgeons should be
working closely together, sharing
cases and ensuring all members
of the team are developing in their
experience of major cancer
resections. In-reach surgeons
should be fully integrated into the
team in all respects of
assessment, surgery and
postoperative care. Regarding
setting a minimum surgeon
volume, it is the opinion of Council
that this is inevitable and if we do
not make a recommendation then
it will be forced upon us. This is
still being considered and advice
is being taken. Members will be
informed as soon as further
information is available.

If AUGIS members have any
issues which they wish to discuss
with  the Clinical Services
Committee  please  contact
Richard Charnley, (Newcastle
upon Tyne, Chairman), Alberic
Fiennes, (London, BOMSS),
Shaun Preston, (Guildford, OG) or
lan Tait, (Dundee, HPB).

Richard Charnley
Chairman, Clinical Services Committee

Report from the Chair of the Audit
Commiittee

Mr David Berry

UPDATE FROM AUDIT COMMITTEE
FOR NEWSLETTER SEPTEMBER 2009

| am delighted to report significant
progress from the Audit committee
over the past nine months and
would take the opportunity to
thank Richard Hardwick, the
previous Audit Chair, for all of his
hard work.

The HPB databases are now
launched, the OG audit continues
and is now generating some
interesting data and the Bariatric
audit is established. None of these
projects would be possible without
a huge input of time and effort
from many contributors and |
would like to thank everyone who
has given freely of their time.

HPB Audit

The AUGIS HPB Cancer
Resection database was
launched at the Annual
Meeting in Nottingham

(http://nww.hpbaudit.nhs.uk). This
project has proved to be
demanding and has required
considerable effort and time by all
concerned. | am grateful for the
support and input offered by
Professor John Buckels and Mr
lain Cameron.

The audit is web-based and we
have appointed a coordinator (Jill
Cooke in Leicester -
(iill.cooke@uhl-tr.nhs.uk) to ensure
accurate and complete data
collection. The data will be
collected on nhs.net which is
secure but there is an additional
facility (on the international server —
see below) to collect data if access
to nhs.net is not available. The
server is based in Leicester and a
trial of data collection and retrieval
has been successfully performed.
The database was presented in the
Friday HPB session at the Annual
Meeting where there was
discussion regarding the collection
of data and details were given as
how to access the database (along
with details of a ‘Quick-start’ pack
that had been developed) and how
to obtain user names and
passwords. | would encourage
everyone to access the database
and enter details of their cancer
resections. | anticipate that the
database will expand to include all
HPB patients (given appropriate
funding and support) but at
present collecting  accurate
resection data will represent a
major step forward and will
become an essential part of
revalidation.

In addition | can report the launch
of the International Ablation
database coordinated by AUGIS.
Fenella Welsh has been
instrumental in establishing this
project and she along with Merv
Rees secured a generous
Educational Grant from an industry
sponsor to pay for this
development. This database is
housed on its own server and
allows international  access
creating the great added
advantage of allowing access for
all clinicians who wish to enter
HPB or Ablation data but who do
not have access to nhs.net. Details
of access are available from Jill
Cooke (jill.cooke@uhl-tr.nhs.uk).

To date the HPB resection
database has been funded by
AUGIS, however, alternative
funding sources are being
investigated to ensure the long
term success of this development.

Oesophago Gastric Audit

David Hewin steps down as the
OG Representative and | would
like to thank David for all his help
and support during his tenure.

Tom Palser and Richard Hardwick
remain central to the OG audit and
have kindly provided the following
synopsis.
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Report from the Chair of the Audit
Committee continued

The 2nd Annual Report of the
National Oesophago-Gastric
Cancer Audit was published on
30th September and is available to
download from the AUGIS website
(www.augis.org). It contains data
on the diagnostic and treatment
planning process of over 11,500
patients diagnosed between
October 2007 and March 2009,
and surgical outcomes data on
~2000 patients diagnosed in the
year October 2007 — September
2008. This represents a surgical
case ascertainment of ~73%
which is very encouraging for the
first year of an audit.

Highlights of the report include:

e The 30-day mortality rate
for  oesophagectomy  and
gastrectomy was 3.2 per cent (95
per cent Cl 2.3 to 4.5) and 4.2 per
cent (95 per cent Cl 2.9 to 6.0),
respectively and the in-hospital
mortality was 5.0 per cent (95 per
cent Cl 3.8 to 6.4) and 6.9 per
cent (95 per cent Cl 5.2 to0 9.0).

e Minimally invasive
oesophagectomy patients had
fewer respiratory complications
than those having surgery by the
open route. There were no other
significant differences between
the two approaches in terms
of  peri-operative  mortality,
complications, length of stay or
lymph node yield

e 95 per cent of oesophagectomies
and 72 per cent of gastrectomies

yielded the minimum number of
lymph nodes required for TNM
histopathological staging.

¢ 80% of patients with stage Il or llI
adenocarcinoma of the
oesophagus or GOJ were
planned to undergo neoadjuvant
chemotherapy. However, for
stomach cancer patients, the
proportion was only 55 per cent.

The last date of diagnosis for
patients in the Audit was 30th
June. However, we still need
people to enter the treatment and
outcomes data for all these
patients. In, particular we need
people to concentrate on
outcomes and items such as ASA
grade, performance status and
lung function tests which will be
essential for risk adjusting the
comparative data. We will be
using the HES database to
correlate case ascertainment and
mortality data but it is essential
that all centres submit complete
outcomes data if their outcomes
are to be recorded accurately.

The future shape of this audit is still
uncertain. The newly formed
National Cancer Intelligence
Network (NCIN) is working on how
much quality data can be gathered
using existing capture systems
and this work will inform how
much extra data will need to be
collected to monitor treatment
outcomes. A discussion document
will be circulated soon for AUGIS

members to comment on before
detailed proposals are drawn up.

It has taken a lot of hard work from
people all over the country to
make the Audit a success but we
now have meaningful data we can
start to use to improve our practice
and patient care. This is a long
process and one in which we are
stil only at the beginning.
Monitoring surgical outcomes is
something that is essential for
improving care and one which we
cannot avoid even if we should
wish to. Please continue to enter
your treatment data in order to
ensure that the process is as
beneficial as possible and that we
as clinicians are able to continue to
lead the process. Thank you to
everyone for all their hard work.

National Bariatric Surgery Registry

The NBSR continues to go from
strength to strength. Bariatric
surgery is becoming more
commonplace, and progressively
better funded through NHS
commissioning, Thanks to NICE
guidance and subsequent
commissioning guidelines, all
NHS units performing bariatric
surgery are required to submit
data to the national database.

The NSBR was initially set up by
ALSGBI and Dendrite and
subsequently progressed to a
tripartite venture between the
three relevant societies ALSGBI,
AUGIS and BOMSS who are
equally represented on the

Report from the Chair of the Audit
Committee continued

database steering committee.

In order to support the
commissioning requirement for
submission of data, the database
has been rolled out and is
available, free at the point of entry,
for submission of data by
members of the three societies.
In addition to NHS work, surgeons
performing bariatric surgery in
private units are encouraged to
submit data, particularly in the
light of impending revalidation.
The value of data submission for
clinical governance has been
emphasised in a letter from the
steering group to all private
hospitals performing bariatrics,
and will hopefully become a
requirement for many surgeons
operating in the private sector.
Since going live in January 2009
the NBSR has data submissions
on more than 3500 patients.
Although  the  dataset s
comprehensive, review and
adjustments to the dataset will still
be possible after the first year of
submissions. The steering group
will be analysing the data
alongside Dendrite in order to
fine-tune the dataset. Comments
and opinions will be valuable
in this process and should
be addressed to Marcus
Reddy, who is collating them
(marcusreddy @doctors.org.uk).
The database will also introduce
comment boxes, so that feedback
can be given during data entry
during this phase. In addition
there will be a series of roadshows

coming your way over the next
few months to deal with data
submission. We welcome your
input!

Look forward to the first report,
due to be published in 2010.

Please make sure your data is
represented. If you haven’t yet
logged on and obtained your
password then go to
www.nbsr.org.uKk.

Mr David Berry
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LAP-BAND™ Jabel
extension marks
major milestone

for treatment

of obese
diabetics

The LAP-BAND™ has become

the first bariatric device in Europe to carry a label
for its effect on type 2 diabetes in obese patients
as a result of surgically induced weight loss

Date of preparation: August 2008 UK/0646/200%b
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WHICH IS THE BEST FREQUENCY
FOR MICROWAVE ABLATION?

915MHz OR 245GHz

ACCULIS 2.45 GHz MICROWAVE TISSUE ABLATION
LARGE, FAST, SIMPLE, PREDICTABLE

Specialists in Microwave Ablation

A{]Eulis www.acculis.com
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: Duet TRS™ J

The world’s first reload
with fully integrated
tissue reinforcement

Sleek design of Biosyn™
transparent material on
each cartridge and anvil

Biosyn™
anchoring
sutures

because we know there are more
than just staples on the line

Covidien. Proud Platinum Sponsors of AUGIS 20009.

For further information about Duet TRS™ and other advanced
surgical solutions contact your local Covidien representative or
email surgicalenquiries@covidien.com

E.J coviDEN www.covidien.com

positive results for life”

COVIDIEN and COVIDIEN with Logo are trademarks of Covidien AG. © 2009 Covidien AG or its affiliates. All rights reserved.



Affiliate Message

Ms Dawn Elliot

Firstly can | say a huge thank you
to all of you involved in this year’s
Meeting held in Nottingham. The
Meeting itself was a great
success and the Affiliate Session
saw some inspiring presentations
and posters encompassing a
wide range of UGI disease
management. Congratulations
and thanks to those who
presented.

2009 has seen a number of
development in which the
Affiliates have been involved. In
June | was delighted to attend a
reception at 11 Downing Street
hosted by the BSG (British
Society of Gastroenterology).
The event aimed to demonstrate
three areas of development to
ministers including the new IBD
guidelines (endorsed by Carrie
Grant - celebrity singing coach
who herself suffers from Crohn’s
disease), the ‘out of hours
bleeding’ issue and alternative
ways of managing Gl cancers
including PDT (photo dynamic

therapy). This also gave the
opportunity to discuss our
awareness campaign with

Charles Dawson from the

Department of health who has
pledged to help push the
campaign forward in 2010.

Another area in which many of us
have been involved is the
National Oesophago-Gastric
Cancer Audit. This has been a
huge piece of work for which
those involved should be
congratulated. The draft report,
discussed at conference,
identified one of the main
recommendations of the audit
which is the importance of
highlighting public awareness of
both cancers. Conference also
heard feedback from the North of
England experience of the
awareness campaign including
audit of referrals to GP practices
and endoscopy services during
the months before and after the
campaign. These results and
recommendations have led to
AUGIS Council voicing their
support for next year’s campaign
which will be highlighted on the
website in the near future (please
get in touch with me by email if
you need further information
about the 2010 campaign).

| have thoroughly enjoyed the last
three years as Affiliate member
on AUGIS Council but it is now
time to step down and invite new
blood in to the post. The Affiliate
membership has expanded
greatly since 2006 and the fact
that we now have our own
session with the conference and
are leading the first awareness
campaign for UGI cancers in the
country is testament to your
enthusiasm and dedication.

| am delighted to hand over to
Jane Tallett who | am sure will
(with your help) take the Affiliate
section on to greater things.
Please give Jane all your support.

And finally; although | will be
around over the next 12 months
to support Jane, | would like to
take this opportunity to thank
those who have supported and
encouraged me during my time
with AUGIS (including Council
members past and present), it
has been a fantastic experience
working with all of you.

Best wishes
Dawn

Introduction from Miss Jane Tallett,
New Affiliate Representative

Dear Affiliate Member

I am delighted to have this
opportunity to introduce myself as
the second Affiliate
Representative on the AUGIS
Council.

Firstly, | would like to thank all of
you who voted for me and giving
me this chance to work with the
Council for the next four years.

For those of you who do not know
me, | have been working as a
nurse specialist in cancer care for
the last 10 years. | am currently
employed as an UGI cancer nurse
specialist at the Norfolk and
Norwich  University  Hospital
Foundation Trust. | set up the
nurse specialist service 5 years
ago and was fortunate to be
joined 18 months ago by an
additional nurse specialist. Prior
to this | worked as a
colorectal/stoma care nurse
specialist for 6 years at a District
General Hospital.

The last 3 years has seen a
significant increase in affiliate
membership to AUGIS, which is a
credit to Dawn Elliot, who has
undoubtedly worked hard to set
up the affiliate group. Dawn will
continue to work with me over the
next year in the development of
projects that she has been closely
involved in, particularly the
national awareness campaign for
oesophageal and gastric cancer.

My initial focus as the affiliate
representative is to gain your
feedback on how you, as a
member wish to develop the
affiliate group. As affiliates we
have a great opportunity within
the forum of AUGIS to work
together to share practice and
inform service provision in the
fields of bariatric care and UGI
disease. In order to do this and
promote our influence, | need your
feedback, in particular, on the
structure and content of the
affiliate session within the annual
AUGIS conference along with
your ideas for future
projects/developments.

By now you should have received
my email with a feedback form
attached. If you haven’t done so
already, | would appreciate it if
you could complete it and fax it
back to me by 30th October 2009.

Please contact me if you wish to
discuss any issues or share your
views with me. | look forward to
hearing from you and seeing you
next September in Oxford at the
AUGIS Annual Scientific Meeting.

Regards
Jane

Jane Tallett, MSc, BSc (Hons), RN
Upper Gastrointestinal Cancer Nurse
Specialist

Gastroenterology Day Unit, Level 2

Norfolk and Norwich University NHS
Trust

Colney Lane, Norwich, Norfolk,NR4
7UY

Direct line: 01603 288845

Via Switchboard: 01603 286286
(bleep 0867)
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The 13th Annual Scientific Meeting

of AUGIS

Nottingham

The 13th AUGIS Annual Scientific
Meeting was held in Nottingham
in September. The Scientific
Programme gave delegates the
chance to hear an array of
fascinating talks, many from
speakers  with  international
reputations.

Nurse affiliates were much in
evidence at the Meeting and the
vital role they play in multi-
disciplinary teams was
highlighted by several speakers
and during their own parallel
session on the first afternoon.

The meeting was preceded by a
well-attended teaching day for
trainees which delivered a unique
hands on training experience with
liver  resection, bile  duct
exploration, chest trauma,
ultrasound and emergency skills
simulator sessions — and that was
just the morning session! In the
afternoon there were 6 small
tutorial groups with the AUGIS
council and international speakers
offering teaching on all aspects of
Upper Gl surgery. There was a
unanimous vote that this was the
best training experience they had
experienced anywhere and hoped
that it will become a regular
feature. The Consultants
involved were also enthused with
the days activities.

The Scientific Programme opened
with a lively morning’s discussion

debating the boundaries between
general and specialist upper Gl

surgery.

Professor James Garden spoke
on The management of gall
stones and said that although
many operations are carried out
by general surgeons he would
favour a specialist for difficult

cases. He concluded by saying: “I
can’t say if a specialist or
generalist surgeon is the best
person to undertake a
cholecystectomy but | am
absolutely sure  that an
‘occasionalist’ isn’'t the best
person.”

Mr Mike Rhodes then spoke on
Anti-reflux surgery and discussed
laparascopic fundoplication in
light of the ‘specialaist or
generalist’ debate. He pointed
that that as well as the many
success stories, there is a high
rate of recurrent problems from
this type of surgery, plus some
side effects.

Consultant surgeon Ms Sally
Norton gave a talk on
Laparascopic gastric bands, and
said: “We are facing an epidemic.
There is a huge demand from
people for operations to control
their weight. Gastric banding is
increasingly seen as the only way
to help weight reduction in the
morbidly obese.”

Norton pointed out that obese
patients don’t just present for
weight-loss surgery but can be
found across the health services -
for example, requiring knee
operations, hip replacements, C-
sections and other routine
procedures.

She called for national leadership,
the forging of international links, a
supply of good training materials
and rigorous auditing.

Mr Simon Paterson-Brown then
spoke on The advantages of
emergency Gl surgical sub-
specialisation and started by
saying: “We have spent a lot of
time in the past 10 -20 years on
training to ensure that most
surgeons ‘fit’ into a specialist
category.”

He added that this can mean that
some people feel uncomfortable
working on emergencies but also
that in many cases emergency
patients are often transferred to
specialist units for treatment. He
went on to say that he was also
concerned about the possibility of
‘consultant de-skilling’ if someone
specialised in one small area for
many years.

Finally, Mr John Black, President,
Royal College of Surgeons,
England gave The view from the
top. He said: “From my point of
view, | would describe most
delegates at this Meeting as
general surgeons with an interest
in upper Gl surgery.”

He concluded the debate by
coming down in favour of upper
Gl surgeons being seen as
generalists rather than specialists.
The second session of the day

started with the BJS Invited
Lecture, given by Dr Steven
Strasberg, Professor of HPB
Surgery, Washington University St
Louis on Avoiding bile duct injury
during laparoscopic
cholecystectomy.

Dr Strasberg gave a fascinating
talk about injuries caused during
surgery due to surgeons mis-
identifying the cystic duct and he
also made recommendations to
help people avoid such pitfalls.

Professor Strasberg stressed that
preventing injury was better than
curing one and said surgeons
should feel happy to stop a
procedure in which they are
unsure.

Professor Ronnie Poon, Professor
of HPB Surgery, University of
Hong Kong,

spoke on Advances in the
management of liver cancer . He
gave a detailed and fascinating
account of recent advances in the
treatment of liver cancers,
drawing on his experience and
surveys and trials conducted in
Hong Kong and further afield.

He described the current curative
and palliative treatment options
and said that surveys showed that
surgery can be the best option
even for people with large
tumours and that improved

techniques and growing expertise
would see this trend continue.

Recent developments mentioned
by Prof Poon include new
laparascopic tools and treatments
and he said that transplants were
also considered a good option.

He concluded by saying that peri-
operative outcomes and the long-
term survival has improved in
recent years but there is still some
way to go. For the future,
molecular targeted therapies may
prove effective.

Session 3 focused on the
Introduction of New Techniques
with talks from Mr Paul Barham
on Minimally invasive oesophago-
gastric surgery, Mr Neil Pearce on
Minimally invasive liver resections
and Mr Richard Welbourn on
Gastric banding / bypass.

Professor Bruce Campbell then
spoke on Guidance from NICE
explaining how new procedures
are taken through the process of
testing and recommendation.

For the final session of the day, Dr
Phil Schauer, Professor of
Surgery, Cleveland Clinic Lerner
College of Medicine gave a talk
on The rise of metabolic surgery.
He described his clinic and
defined metabolic  surgery,
pointing out that cases are rising.
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The 13th Annual Scientific Meeting

of AUGIS

Nottingham continued

He said: “Traditionally surgeons
didn’t have any involvement in
these diseases until somebody
has a heart attack or needs a limb
amputated. Now we are involved
from the point of diagnosis. Pills
and shots haven’t worked.”

Prof Schauer looked at the
various surgical approaches and
concluded that young surgeons
should consider this area as one
in which there are good career
opportunities.

In the well-attended parallel
Affiliates session Dawn Elliot
(Affiliate representative on the
AUGIS Council) opened the
session and chaired. Speakers
included Claire Sedgewick, NS at
Royal Victoria Infirmary,
Newcastle, spoke about Raising
public awareness of oesophageal
and gastric cancer and Tom
Palser gave an update on the OG
Cancer Audit. Several interesting
papers were presented to the
session on topics ranging from
laparascopic adjustable gastric
banding to small bowel
obstruction caused by a tumour
and stomach  torsion In
pregnancy.

An evening reception was held at
Nottingham Castle with a mini-
beer festival and excellent live

music from Souled. Views across
the Trent valley were enjoyed in
untypically sunny weather. The
Annual dinner featured local
produce including Venison,
Summer pudding and Local
cheeses .

The second day’s parallel,
specialist sessions during the
morning on OG/BOMSS and
HPB, proved very useful for
delegates keen to increase their
knowledge of specialist areas.
These sessions also saw the
launch of new OG/Bariatric and
HPB databases.

In the OG / BOMSS room talks
were given by Profession Michael
Griffin on the Regional
oesophago-gastric  awareness
week, Mr Nick Maynard on
Results and Expectations from
open radical gastrectomy and Dr
Phil Schauer, from the Cleveland
Clinic spoke again, this time on
Bariatric Surgery: Salvaging the
failed gastric bypass - what next?
In the Parallel Session on HPB, Dr
Steven Strasberg from
Washington University spoke
again on PET-CT and colorectal
liver mestastasis, Professor Max
Malago discussed Surgery for
hilar cholangiocarcinoma and
Professor John Neoptolemos
gave a talk on Advances in
chemotherapy for HPB cancer.

For the afternoon session, Dr Phil
Schauer from the Cleveland Clinic
gave a talk entitled The operating
room of the future. He highlighted
changes over the past decade
and discussed recent innovations
- such as the ‘intelligent operating
room’ which allows for two-way
communication and  voice-
activated controls.

In terms of the evolution of
surgery Prof Schauer said that he
believed the next driver for
innovation would come through
endoscopic bariatric surgery.

Professor Hugh Barr gave the final
talk of the Meeting on Rapid
endoscopic identification and
destruction of degenerating
Barrett’'s mucosal neoplasia,
describing the prevalence of
Barratt’s Oesophagus, screening
techniques and the challenge
faced by physicians in deciding at
which point to intervene. ‘Early
detection induces dread, later
detection means death’ he said.

Prof Barr pointed out that
screening would show warning
signs in about 60% of the over-
60s but that work to identify which
were the ‘bad cells’ passing
through the pores and evolving
into cancer was still progressing.

Mrs Helen Riley, Website Editor

REPORTS ON THE AUGIS TRAVELLING
FELLOWSHIPS 2009

Report: Visit to The Peoples Liberation Army Hospital, Beijing

Mr lan Beckingham

As the plane approached Beijing
the enormity of the city began to
unfurl in front of me. Driving the
20 miles from the airport re-
enforced the image with a near
constant surrounding of faceless
high rise  apartments to
accommodate the 20 million
population. As we approached
the Central Business District the
buildings became more
impressive in design projecting
the new image of power and
progress that China  so
desperately seeks to promote to
the world.

| had arranged to visit Professor
Jia-Hong Dong, Head of the
Hepatobiliary Unit at Chinas
leading hospital, The Peoples
Liberation Army Hospital. Prof
Jia-Hong Dong is Chinas most
well know HPB surgeon and
President of the Chinese HPB
Society (a society with over a
thousand members). The size of
the hospital and his unit was
unimaginable in the West. The
hospital itself has over 4000 beds
not including two adjacent sister
hospitals (catchily called Hospital
306 and 309 - harking back to the
old days of Maoist anonymity)
which each have a further 1000
beds. Professor Dong is head of
the Five HB units in the PDA
hospitall Together they have 160

beds, 12 Consultants and 5
operating theatres. These
facilities were virtually exclusively
used for tertiary referral HPB
work. Of the 80 major procedures
performed each month there
would be an average of 40 liver
resections (95% for HCC), 10
Whipples procedures for
pancreatic adenocarcinoma or
low bile duct cholangiocarcinoma,
and 20 complex bile duct
procedures for intrahepatic
cholelithiasis or bile duct injuries
from other hospitals (60 major
injuries per year). On Wednesday
mornings the Professorial grand
round would visit each unit in turn
and discuss the complex cases
and complications. There were
two weekly case conferences
attended by the entire team with
complete radiological,

pathological and intra-operative
photography for every patient
presented by the junior team
attended by

members and

Professor Dong - Head of Department

Consultants from smaller units.
Meetings were conducted in
English for my benefit.

Lecturing Beijing’s HPB Surgeons

My expectations of a slightly run
down and archaic hospital could
not have been further from the
truth. The PLA hospital is a
military hospital and as such
looks after the nation’s military
elite and also the political elite. It
has been completely rebuilt within
the last two years and the wards
have are highly computerised and
immaculate. My thoughts of
western superiority in this level
were equally misplaced. Whilst
this hospital is not typical for
Beijing let alone the rest of China
it ranks with the best in the world
for its experience and volume but
also with its technology. During
my visit there were major
hepatectomies for HCC and Hilar
Cholangicarcionma, a particularly
impressive retrocaval mesothelial
tumour resection with partial caval
excision and reconstruction, a
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living related seg II/1ll transplant to
a 6/12 old girl with biliary atresia,
a living related right hepatectomy
in a man with fulminant hepatic
failure, two major bile duct
reconstructions (for lap chole
injury) and several cases of
complex intra-hepatic stone
disease. The  operating
equipment for open procedures is
that used in the UK/USA and of
the highest quality. The use of
disposables and staplers is
minimal. There is no national
health system in China and, as
one of the trainees explained to
me, using a single staple gun
firing is equivalent to 3 months
worth of wages for the average
patient. The open surgery | saw,
hailed back to an era of strict rules
and meticulous attention to detail:
multi  layer closures and
anastamosis all with interrupted
sutures, dabbing betadine on the
ends of bowel, multiple ties on
vessels etc. Careful anatomical
dissection with minimal blood
loss was beautifully performed.
True segmental liver resections
were performed following pre-
operative injection of methylene
blue into the segmental artery.
More frequently however non-
anatmoical segmental resections
were performed for HCC’s in
cirrhotic patients. Laparoscopic
Surgery is not so well developed
possibly for the cost reasons -
hospital stay savings would not
begin to recoup the costs of
disposable equipment. We
enjoyed a number of formal
meetings  with the whole
department and colleagues from

6/12 girl d.1 post-living donor liver
transplant

Chinese edition of BMJ

other hospitals in Beijing and
further a field. My presentations
on laparoscopic topics were well
received particularly on
Laparoscopic Liver Resections en
Bile duct exploration which before
my arrival Professor Dong had
asked if | would like to see a
cadaveric liver transplant on the
Wednesday. Unusual | thought to
be so confident of a cadaveric
donation on a particular day. Not
so in China! Capital punishment
is still practised in China (although
it is decreasing) and prisoners are
offered the “opportunity” to

donate their organs after their
death. It was only a few years
ago that prisoners were given the
option to refuse to donate — prior
to that consent was assumed! At
a pre-arranged time the retrieval
team arrive and the donor
executed (either by lethal injection
or still frequently by shooting) and
the organs retrieved — results are
very good with short ischemic
times with donors coming mainly
from healthy young males. We
debated the ethics of this and the
changing face of China as it
moves inexorably into Western
Capitalism. Chinese society
views the life of at least 3 organ
recipients per death-row donor as
an entirely acceptable use of what
would otherwise be wasted.
Interestingly with the non-
automatic use of organs and
diminishing use of the death
penalty the number of available
livers has falling by 40%. The
recent introduction of brain stem
death and the use of more typical
donors (ventilated ITU patients)
has not filled the gap and as in the
West living related donors are
increasingly used. A typical

procedure is charged at around
£8000.

In an era in the NHS where | feel |
increasingly spend more time
dealing with waiting times,
internal cross-billing and HRG
codes than patient contact it was
nice to return to a system which
places Surgeons back where
many of us long to be — managing
the patient and operating. The
ward cleanliness and on the ward
facilities far surpassed those of
our own hospitals both at a basic
cleanliness and design level and a
technology level- from a basic
recognition that simple things
done well prevent major problems
to flat screen computer notice
boards and records. How many
of us have seen the cleaners
stripped out of the wards and
non-clinical areas and
management wonder why there is
an inexorable rise in the incidence
of resistant infections, whilst we
continue to wait for the NHS
computer system to be delivered?
The trainees not constrained by
EWTD rulings or trying to maintain
their band 3 payments were
knowledgeable and available as
their Consultant trainers were and
continued to learn by
apprenticeship and experience.
The training is long but the
pyramidal hierarchy dictates that
only the best will rise to the level
of super-specialist in a unit of this
nature. Salaries for a consultant
are around £10,000 per annum
but come with perks in the military
with an apartment and access to
one of the hospitals’ 40 chauffeur
driven cars. Trainees earn around
half this and work 80 hours a
week typically. Comparison to the
UK is difficult but apartment rental

"TRAVEL FELLOWSHIPS

would be around 20% of salary in
a Beijing suburb near the hospital
and most trainees would not have
a car. The average national wage
would be less than £1 per week
outside of a major city. There is
no national health service and all
patients must pay for treatment or
go without.

Small group tutorials

Ward rounds

Autumn in Beijing is a great time
to visit. Few tourists and pleasant
temperature and sunny skies -
when visible. Beijing is no longer
the home of 10 million bicycles —
but is the home of 3 million cars
based on pollution designs 0-15
years old. Many days were spent
in a haze of smog with visibility of
less than 1000m. Don’t even
contemplate driving (perhaps that
is the reason that foreign nationals

are not permitted to drive in
China) - crossing the road is a
near death experience. Zebra
crossings seem to serve as sites
to maximise then number of
people drivers can hit in one go!
Traffic signals seem to be almost
entirely optional and people
wander down the roads between
the lines of traffic with optimistic
confidence. Having said that we
saw only one

Scorpions — not a problem

crashed car and the millions of
taxis were free from dents and
scrapes. Politically and culturally
so disparate from our own
experience there is an underlying
understanding and harmony that
somehow allows the system in
this huge metropolis to work.

Not so wild about the offal in this
though!
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Eating was as exciting as the
surgery — the concept of having “a
Chinese” is as naive as the
concept of having a “European”
meal - Beijingese, Jiang Su (Prof
Dongs’ home province), Sichuan,
Mongolian hotpots, Yunan, Xian,
Korean barbeque, Zhonghanhai (a
fantastic experience of Maoist
China complete with red army
uniforms and Maos Limousine
and armchair) and the street
foods (I can recommend the fried
Scorpions). After a while | must
confess that | did have a certain
craving for striated muscle rather
than the diverse assortment of
other Mesenchymal tissue on
offer- it seems that honoured
guest status inspires the most
obscure anatomical parts to be
brought out. The Chinese custom
of every member of the party
individually downing a glass of
60% proof Chinese “wine” with
their host also takes its toll but
does make eating the offal easier!

The hospitality and friendship
shown to me was exceptional - |
was driven by chauffeur to and
from my hotel, formal meetings
arranged with several

Great Wall of China - the steep bit!

departmental heads and was
entertained by Professors and
Consultants from the PLA and
neighbouring hospitals as well as
the many Chinese visitors to this
National centre of excellence.
The post-Mao china has changed
radically and post-Olympics the
pace of change is quickening.
There is no doubt that | was
experiencing the exception rather
than the rule in terms of Chinese
hospitals, but with the current
pace of change and the

increasing reforms the trend is for
the rest of the country to rise up
to this level over time. There is
much to be learned from a trip to
china - not only surgically but also
culturally and socially. | hope that
they can survive the transition to
modern surgical practice without
dropping what many of us would
feel are essential components of
that practice - the freedom to
operate in a manor focused
primarily for the benefit of the
patient, with a professional
attitude to working hours and pay
and of control of our surgical units
by clinicians.

TRAVEL FELLOWSHIPS

Visit to the RCSEng and Basingstoke

Hospital, UK

Mr. E.P WELEDJI FRCS

| wish to thank AUGIS for giving
me the travel fellowship of £ 2000.
I am a General and Gastro-
intestinal Surgeon working in a
referral hospital (I’Hépital General
Douala) and a charitable christian
clinic (Holy Family Foundation) in
Cameroon, West Africa.

| am also a pioneer lecturer of the
new medical School of the
University of Buea, Cameroon,
and Head of the Health Division of
the University.

Consultation at Holy Family Clinic in
Limbe.

Anatomy teaching at medical school of
University of Buea.

Surgery at I'héiptal Generale Douala.

Anatomy demonstration to 1st year
medical students.

Cameroon is a bilingual (English
and French speaking) nation in
the Gulf of Guinea, West Africa. It
has a population of about 16
million with a predominantly
growing youth population. It is
predominantly agricultural
benefiting from the volcanic-rich
soil of Mount Cameroon.

Mount Cameroon with Banana
plantation at forefront.

A primary school at the base of Mt
Cameroon Cameroon.

Mount Cameroon (4070m) is the
2nd highest mountain in Africa. It
rises from the sea (Atlantic Ocean)
and extends across the South
West Region of the Country.
Cameroon is called “Africa in
miniature” as geographically it
begins with a coastal equatorial
belt of tropical rain forest that
gradually transcends northwards
into a savannah (grass-land) belt
with game parks and then into the
semi-arid desert area of the North
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as it approaches Chad and the
Sahara.

Limbe town by the Atlantic Ocean at
the Gulf of Guinea, West Africa.

The uptake of Western medicine
in Africa as a whole is still low
because of the predominance of
native doctors, traditional cultures
and medicines and, secondly the
presence of fewer western-
trained medical doctors in relation
to the population and fewer
medical Schools.

Public Health talk to the South West
Chiefs.

To improve the uptake and impact
of western Medicine, the World
Health Organisation has recently
encouraged and supported the
Cameroon Government in
opening at least four new Medical
schools to add to the only medical
school based in the capital

Yaounde that produce only 80
doctors a year.

As a surgeon my interest is in
Gastrointestinal Surgery and
Surgical Oncology. Working in a
referral (tertiary) hospital warrants
me to have current knowledge on
the management of cancers. One
of our short comings in our
medical practice in Cameroon is
the lack of national guidelines in
the management of cancers.
Doctors are trained from all over
the world and return with different
orientations. Because of my
interest in Gastrointestinal
Surgery and Surgical Oncology, |
used the Travel Fellowship to
firstly attend the 2nd
Hepatocellular carcinoma UK
GROUP (HUG) meeting at the Ark
Conference Centre, Basingstoke.
Hepatocellular cancer (HCC) is
the commonest solid-type cancer
in the world especially in the
tropics including Cameroon

because of the endemicity of
Hepatitis B. The HUG meeting
was therefore extremely relevant
to me.

Coffee break at HUG meeting, Arc
centre Basingstoke

In the meeting we discussed the
UK guidelines for screening and

diagnosis, for intervention in HCC,
the indication for transplant and
non-surgical management. The
guidelines are evidence-based
and utilised the network
involvement in HCC trials. The
greatly improved systemic and
loco regional treatment was worth
learning about. My intention is to
hold meetings amongst my
medical colleagues in Cameroon
and see how we could apply the
UK guidelines to our disorganised
system.

The HUG meeting was suitably
followed by observation of liver
resections performed by Mr. Merv
Rees at the North Hampshire
hospital Basingstoke on the 23rd,
25th and 27th March.

Observing liver resections performed
by Mr. Merv Rees at Basingstoke

| appreciated how simple
knowledge of the segmental
anatomy of the liver is crucial to
safe resections of liver tumours
with minimal blood loss and
morbidity. | also appreciate how
important the anaesthetist is in
major liver surgery. By using
pharmacological manipulations to
reduce central venous pressure,
blood loss is minimised and blood
transfusion is hardly required.

TRAVEL FELLOWSHIPS

The liver resection observations
were importantly interrupted on
24th March so as to observe and
participate in the cadaveric
dissection day of the Oesophago-
Gastric Cancer Surgery course at
the Royal College of Surgeons
England. The course convenor
was the gentle and polite Mr.

Richard Hardwick of the
Addenbrooke’s Hospital,
Cambridge.

Cadaveric demonstration and
dissection in the oesophago-gastric
cancer surgery course RCS England.

Demonstration by Prof D. Alderson,
upper gastrointestinal surgeon

| finally had the opportunity of
being shown in a step by step
manner how to carry out a D2
oesophagectomy and extended

D2 gastrectomy for cancers and,
to realise where we have always
gone wrong. This was
accompanied by excellent DVDs
of live operations.

On 27th March | attended the
11th Bill Owen Oesophago-
Gastric Symposium ‘Meet the
experts’ at the RCS England
where again national and
international experts revealed
their wonderful anastomotic
techniques and, Mr Abrie Botha
led two interesting and interactive
case conferences with an
important theme on the diagnosis
and management of
complications of oesophago-
gastric surgery.

It was indeed a busy but
interesting week. Everything

flowed. | was fortunately lodged
at the Lincoln inn Fields residence
of the RCS England and this
facilitated my attendance to these
meetings and workshops.

At residence of Royal College of
Surgeons, Lincoln’s Inn Fields.

| also had the opportunity of
visiting the Hunterian museum at
the RCS where | purchased

Harold Ellis’ signed copy of his
‘Cambridge illustrated history of
Surgery’.

| also received from AUGIS the
DVD on the mock trial of a ‘Bile
duct injury’ case which | used for
an exciting ‘Medical negligence
forum’ | organised for Doctors and
Lawyers in Limbe Cameroon on
18 April 2009. | look forward to
attending the AUGIS annual
general and scientific meeting at
Nottingham in September this
year.

Thank you AUGIS.
Mr. E.P WELEDJI FRCS

22 AUGIS News Autumn 2009

23 AUGIS News Autumn 2009




—_chelon.

ENDOPATH® STAPLER

“GOLD

CARTRIDGE
OPTIMISED FOR GASTRIC TISSUE

BARIATRIC
BRILLIA

THE GOLD STANDARD
FOR BARIATRIC SURGERY

FOR MORE INFORMATION, OR TO ARRANGE AN EVALUATION
PLEASE EMAIL: STAPLING@ITS.JNJ.COM

ETHICON ENDO-SURGERY
El gegwmﬁnageewm‘m company

BARIATRIC-DGE

Ethicon Endo-Surgery, a division of Johnson & Johnson Medical Ltd
Pinewood Campus, Nine Mile Ride, Wokingham, Berkshire RG40 3EW

TRANSFORMING
PATIENT CARE
THROUGH

INNOVATION™

RBITUXY

CETUXIMAB

allored therapy for mCRC*

ERBITUX is recommended by NICE for first-line treatment of mCRC
within the licensed indication in combination with FOLFOX* or FOLFIRI™,
only in patients who meet all of the following criteria:

e Primary tumour has been resected or is potentially operable

® The metastatic disease is confined to the liver and is unresectable

e Patient is fit enough to undergo resection of the primary tumour, and
metastases if they become resectable after treatment with ERBITUX*

FOLFOX only:
16% of ERBITUX used is rebated by manufacturer on a per patient basis.

FOLFIRI only:
Recommended only when oxaliplatin is contra-indicated or not tolerated.

Special note: Patients should receive treatment with ERBITUX for no
more than 16 weeks. The patient should then be assessed for resection
of liver metastases.

Patients treated with ERBITUX for metastatic colore ancer confined to the liver should only be managed by
multidisciplinary teams that include highly specialised liver surgical services.

FOLFOX: 5-Fluorouracil, folinic acid and oxaliplatin

FOLFIRI: 5-Fluorouracil, folinic acid and irinotecan

Merck Serono Oncology | Combination is key

ERBITUX is indicated for the treatment of patients with epidermal

growth factor receptor (EGFR)-expressing, KRAS wild-type mCRC?

- in combination with chemotherapy

- as a single agent in patients who have failed oxaliplatin- and
irinotecan-based the and who are intolerant to irinotecan

Prescribing Information (UK and ROI)
Erbitux 5 mg/ml solution for infusion cetuximab. Presentation: Glass
vial containing 20 ml or 100 ml of cetuximab solution for infusion
I: 100 mg or 500 mg cetuximab
. Use: Treatment of Epidermal Growth Factor Receptor-
ng, KRAS wild-type metastatic colorectal cancer (mCRC) in
or as a single agent in patients
aliplatin- and irinotecan-based therapy and who
notecan. Treatment of squamous cell cancer of
tion therapy
ly advanced disease or in combination with platinum-based
chemotherapy for recurrent and/or metastatic disease. Dosage and
administration: Administer Erbitux once a week. Adults: Initial
dose: 400 mg/m? infused over 120 min. Subsequent doses: 250 mg/
m” infused over 60 min. Elderly: No dose adjustment required, but
experience limited in patients older than 75 years. Children: Safety
and efficacy have not been established. Administration must be
ised by a ph an experienced in antineoplastic medicinal
s. Administer intravenously with infusion pump, gravity
ringe pump using a separate infusion line. Do not exceed
an infusion rate of 10 mg/min. Premedicate first infusion with an
antihistamine and a corticosteroid. Premedication recommended
for all subsequent infusions. Flush line with sterile 0. NaCl at
end of infusion. Closely monitor patient throughout infusion and
for at least 1 hour afterwards. Resuscitation equipment must be
available. mC Refer to product information for concomitantly
used chemotherapeutic agents for dosage. Administer Erbitux first
and do not administer concomitantly used chemotherapeutic agents
ea than 1 hour after end of Erbitux infusion. Continue treatment
until disease progression. Locally advanced SCCHN: Start Erbitux one
week before radiation therapy and continue treatment until the end

Adverse events should be reported. Reporting forms and information can be found
at www.yellowcard.gov.uk. In the Republic of Ireland information can be found at
www.imb.ie. Adverse events should also be reported to Merck Serono Limited -
Tel: +44 (0)20 8818 7373 or email: medinfo.uk@merckserono.net.

ERBITUX" is a trademark of ImClone LLC used under licence by

Merck KGaA, Darmstadt, Germany.
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of the radiation therapy period. Recurrent/metastatic SCCHN: Use in
combination with platinum-based chemotherapy followed by Erbitux
as maintenance therapy until disease progression. Do not administer
chemotherapy earlier than 1 hour after the end of Erbitux infusion.
Contraindications: Severe (grade 3 or 4 NCI-CTC) hypersensitivity
to cetuximab. Consider contraindications to concomitantly used
chemotherapeut gents or radiation therapy. Precautions and
warnings: Decrease infusion rate if mild or moderate infusion-
related reaction c and use lower rate in all subsequent infusions.
Warn patients of possible delayed-onset infusion-related reactions.
Discontinue infusion immediately and permanently in the event of
a severe infusion-relate action - emergency treatment may be
Closely monitor patients with reduced performance status
iopulmonary di Discontinue Erbitux if

interstitial lung S diagnosed. Interrupt treatment if patient
experiences a severe skin reaction grade 3 NCI-CTC). Only resume
if reaction resolves to grade 2. With second or third instances of
severe skin reactions, resume at lower dose (200 mg/m? then
150 mg/m?). A fourth occurrence of severe skin reaction, or failure
to resolve to grade 2 during interruption, necessitates permanent
discontinuation of Erbitux. Determine serum electrolyte levels prior
to, and periodically during, cetuximab treatment and replete as
appropriate. In combination with platinum-based chemotherapy,
severe leukopenia or neutropenia may occur leading to infectious
h as febrile neutropenia, pneumon nd sepsis.

Careful mon ng is recommended in such patients, particularly in
those who experience skin lesions, mucositis or diarrhoea. Only use in
pregnancy if potential benefit justifies potential risk to foetus. Breast
feeding is not recommended during Erbitux treatment or for up to
2 months after last infusion. Undesirable effects: Very common:
skin reactions (acne-like rash; pruritus; dry skin; desquamation;
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Visit to the Cancer Institute Hospital, Tokyo,

Japan
Mr Dan Titcomb

The Japanese Foundation for
Cancer Research was founded in
1908 and was the first institute in
Japan to specialise in the
treatment of malignant disease.
The original Cancer Institute
Hospital was established in 1934.
The new Cancer Institute Hospital
(CIH) was opened in March 2005
and is located in Ariake, Tokyo
Bay. It was designed and built to
house the most advanced
facilities and equipment for the
ongoing treatment of cancer
patients and | arrived during the
cherry blossom season in April
2009.

The CIH is located on a futuristic
island in Tokyo Bay, connected to
the mainland by a driverless
monorail and the Rainbow Bridge.
Here, within the Department of
Upper Gl Surgery, 550 resections
for gastric cancer are carried out
every year. Approximately 300 of
these are carried out
laparoscopically.

| had arranged to visit the unit
under the tutelage of Dr Takeshi
Sano, Head of the Upper GI
Directorate, after his recent move
from the NCC to the CIH. My aim
was to study their techniques for
laparoscopic gastric resections.
The unit consists of 5 practising
staff surgeons; Dr Yamaguci

(Head of the Department of
Gastroenterology), Dr Sano, Dr
Ohyama, Dr Hiki and Dr Fukunaga
(the last 2 being the protagonists
of laparoscopic surgery).

The working day for the interns
and residents starts at 7am with
rounds, followed by 8 am
Departmental meetings almost
every day. Monday morning
meetings with the endoscopists
allowed for review of difficult
gastric cancer cases whilst on
Tuesday and Thursday mornings,
the whole Gl department met for
review of each patient that was to
be operated on that week. The
CIH is a completely paperless
institute, everything is
computerised. This allows full
review in the meeting of the
patients’ history, endoscopic
findings, pathology and radiology
with the residents projecting all
the images onto a screen whilst
presenting.

14 operating theatres run
throughout the week, with gastric
resections both morning and
afternoon every day. At present,
laparoscopic resection can only
be undertaken for T1 or very early
T2 disease. The most common
operations are Laparoscopic
Assisted Distal Gastrectomy
(LADG) or Pylorus Preserving

Gastrectomy (LAPPG). Concern
from senior surgeons about
oncological validity and difficulties
with laparoscopic bursectomy
prevent resections for advanced
disease at present. A large RCT is
being planned to compare
outcomes in laparoscopic and
open surgery and the results of
the now  closed splenic
preservation trial are eagerly
awaited.

Whilst visiting the CIH | was
fortunate to participate in an
enormous range of gastric
resections, from localised gastric
GIST operations to laparoscopic
assisted pancreas preserving total
gastrectomy with splenectomy.
My thanks must go out to all at
the CIH who made my stay so
enjoyable and educational. From
the newest intern and the senior
residents, to the Medical Director
| was made to feel welcome and
the hospitality shown to me was
generous in the extreme.

My thanks must also go to
Ethicon Endo Surgery and AUGIS
for granting me a 2009 Travelling
Fellowship. My time at the CIH in
Tokyo was an experience that will
enhance every aspect of my
future practice.

The Cancer Institute Hospital

the Division of Gl Surgery and the
author

Dr Hiki and team in theatre

Visit to the National Cancer Centre (NCC) in

Tokyo

Mr Graeme Couper

My application for an AUGIS
travelling fellowship was with the
intention to visit Dr Takeshi Sano
at the National Cancer Centre
(NCCQC) in Tokyo to gain further
experience in the technique of
laparoscopic gastrectomy having
started to perform them in our
own unit in Edinburgh in 2007.
During the period of organisation,
which included several
unwelcome delays, Dr Sano
announced his move from the
NCC to the Cancer Institute
Hospital (CIH) in Tokyo. The CIH
currently performs 500 gastric
resections per year and has
spearheaded the development of
the laparoscopic technique, the
unit now having performed over
800 laparoscopic resections for
cancer. This provided a unique
opportunity to observe both open
and laparoscopic gastric

resections in a high volume unit.
During my 2-week visit | attended
16 resections. Eight were
laparoscopic assisted
gastrectomies (LAG). (7
laparoscopic  assisted distal
gastrectomies, 1 laparoscopic
assisted total gastrectomy) and 8
open resections (2 D2 subtotal, 1
D2 total, 1 pylorus preserving D2
subtotal, 1 completion and 3
palliative gastrectomies). | was
fortunate to assist at 4 cases.
There are many aspects of gastric
cancer that differ greatly from the
UK situation and these have
undoubtedly aided the
development of the laparoscopic
technique in Japan.

It was rare for a patient to have a
BMI of greater than 25. The
patient I performed an
oesophagectomy on in the UK the

week before the trip had a BMI of
41! There is little doubt that an
operation of any type, either open
or laparoscopic is much more
difficult in an obese patient and
this will, | feel, limit the number of
patients suitable for LAG in the
UK.

Another is the stage of disease at
the time of presentation.
Approximately 60% of patients
have T1 or T2 lesions. The current
policy of the CIH is to offer LAG to
those patients who have
incomplete endoscopic mucosal
resection (EMR) or endoscopic
submucosal dissection (ESD) or
who are unsuitable for
endoscopic treatment. Patients
who have more advanced disease
on staging investigations, those
who have received pre-operative
chemotherapy or those
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undergoing palliative resection are
treated with open resection. The
tumours are endoscopically
clipped pre operatively to allow
identification of lesions prior to
division of the stomach.

There are other aspects of patient
care that surprised me. Patients
are admitted 2 days pre op to
allow a full clerking and
familiarisation with the ward and
staff. No DVT prophylaxis is used
as the rate of DVT is extremely
low in Japanese patients. All
patients for a laparoscopic
resection arrive in theatre with a
Betadine soaked swab placed
over the umbilicus for 24 hours to
reduce wound infection rates. NG
tubes are removed at the end of
surgery in theatre. The differences
are endless and fascinating.

It is difficult to know how LAG will
develop in the UK. The
introduction of D2 gastrectomy
was based on a lead from the
Japanese surgeons and | expect
the UK surgeons to again follow
the direction of the world experts
in moving towards a minimally
inavasive approach where
appropriate. | would have thought
the group of patients to potentially
gain the most benefit would be
those requiring palliative resection
where an early return to a good
quality of life is one of the most
important considerations.

| would like to thank Dr Sano, Dr
Yamaguchi, Dr Hiki, Dr Fukunaga
and Dr Ohyama for their
hospitality during my visit and the
AUGIS committee for agreeing to
postpone the trip until May 20089.

JAG - What’s it all about?

Mr James Manson

In common, | suspect, with many
surgeons, both consultants and
trainees, | have been uncertain
and somewhat confused
regarding the role and function of
JAG over the last couple of years,
in particular how it’s remit appears
to have altered. 1 think it is also
fair to say that there has been a
degree of suspicion and even,
perhaps, antipathy towards JAG
on the part of surgeons - the
institution being viewed by many
as a physician’s tool, essentially a
creation of the British Society of
Gastroenterology  (which, in
reality, it is not). Earlier this year |
was appointed as AUGIS
representative on the national
JAG committee and have just
attended my second meeting.
This piece is an attempt to inform
the AUGIS membership about
JAG’s influence on endoscopy
practice in the UK and what it
means for us.

JAG is the acronym universally
used for the “Joint Advisory
Group on Gl endoscopy”, formed
in 1994 at the request of all the
Royal Colleges (Physicians,
Surgeons, Radiologists and
General Practitioners) in response
to widespread concerns over
endoscopy  training.”Training”
originally encompassed
standards for trainees to reach,
standards of training that they

should expect as well as
standards for training courses.
JAG produced its first guidance in
1999 and regularly thereafter. At
this time units were encouraged
to register if they wished to train,
and this became almost universal.
By 2004 standards were more
specific, log-books and early
DOPS were in use and required if
a trainee wished to apply for a
certificate of = competence.
Crucially all this was entirely
voluntary.

In 2006 the JAG committee itself
felt there were sufficient reasons
to recommend an extension of its
remit to the constituent bodies
(now including specialist societies
such as AUGIS, ACP, BSG as well
as RCN) because they believed
high quality training could only be
delivered in high quality units,
because of a need to agree
consistent standards for
independent practitioners to
satisfy the regulatory bodies
(GMC and now NMC - Nursing
and Midwifery Council) and a
request by the Bowel Cancer
Screening Programme to quality
assure screening units and
subsequently individual
endoscopists. | believe this
change in remit, of which many
surgeons are very probably
unaware, is at the core of much of
the misunderstanding and

misapprehension about JAG.
Hence JAG has now, formally,
divided its activities into three
separate areas.

Firstly, and perhaps most simply,
is the accreditation of individual
units which is ongoing. This does
not only involve National Health
Service units but has now been
extended to independent
hospitals and independent
treatment centres. It is worth
mentioning that a central tenet of
accreditation (at least of NHS
facilities) is the existence of
meaningful training lists.

Secondly, we have standard
setting in, and supervision of, the
training of all endoscopists
intending to become independent
practitioners. Every trainee will
have their online portfolio which
will consist of, for instance,
training activity, completed DOPS,
procedure log, courses attended
and summative assessments.
JAG would be automatically
notified through this e-portfolio of
a trainee ready for sign-off, would
review the evidence and then
issue a certificate if appropriate.
In addition to this there is a
modular online e-learning
curriculum for endoscopy; the
early modules have been
launched with the remainder due
by March 2010. A huge amount
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of work has gone into this project
which is designed to support
trainee endoscopists at all levels.
It is envisaged that at some stage
there may be a summative
assessment that forms part of this
e-learning curriculum. That is to
say it may become mandatory,
and many members of the JAG
committee are in favour of this.

Finallyy, and perhaps most
controversially, the third area of
JAG activity involves quality
assurance of those already
involved in independent
endoscopy practice. This,
inevitably, will take place in
parallel and probably in
association  with  the re-
certification and re-licensing
which we are all going to have to
undertake in relation to our global
surgical activity. As we all know
this sounds fine until you actually
attempt to assess independent
endoscopic practitioners - it is
extraordinarily difficult to come up
with robust, meaningful and
reproducible standards that can
be both reliably measured and
adhered to.

JAG is aware that it has a problem
with how it is perceived and this
particularly resides with surgeons.
As AUGIS representative | have
tried very hard in the two
meetings attended to represent
the viewpoint of upper Gl
surgeons and in particular upper

Gl surgeons in training. | hear
from many that they have
difficulty in accessing endoscopy
training, particularly training in
advanced endoscopy, because in
some Trusts the endoscopy
activity is, essentially, entirely
controlled by physicians. To the
credit of the body it is very clear
to me that JAG’s wish is to treat
all trainees in endoscopy the
same, be they physicians,
surgeons, radiologists or even
nurses (I have to admit to, on an
entirely personal basis, significant
reservations regarding the
concept of nurse endoscopists.
JAG, in contrast, seems to have
embraced the idea with some
enthusiasm - this is a matter for
another day). There are several
Trusts in the UK where an overall
endoscopy trainer has been
appointed and this individual
supervises the training of all
trainees whatever flavour they
happen to be. ltis, in all honesty,
clear to me that the JAG central
body has no interest whatever in
excluding surgeons from training.
Indeed, if a particular surgical
trainee is having difficulty in
accessing endoscopy training
he/she is perfectly entitled to
enlist the help of JAG with this
problem.

We are perhaps a little too keen to

blame JAG for perceived
injustices in the
organisation/provision of

endoscopy services and, in
particular, training but | think that,
on occasion, we need to look at
ourselves. Some of the problems
experienced by our trainees are
due to upper Gl surgeons giving
up endoscopy, a course of action
which | have to say | find
inexplicable. We (or at least some
of us) need to become accredited
endoscopy trainers and take the
lead in training locally.

Together with surgical colleagues
on the JAG committee | have
made the point that surgeons are
‘different’. While essentially the
only practical procedure that
gastroenterology trainees have to
concern themselves with is
endoscopy, for surgeons it is one
of many, and moreover it will
almost certainly not be one of the
most technically demanding. As
such, in practice, the training
requirements and standards for
surgeons and physicians may
have to be somewhat different —
particularly in relation to number
of procedures, which, | am
pleased to report, seems to be
receding in importance as a
marker of competence. Indeed,
JAG changed the number of
procedures required of a trainee

from “mandatory” to
“recommended” in direct
response to representations from
surgeons - they do listen!

Another major difference between
surgeons and physicians in

training, which physicians are not
always entirely happy to have
pointed out, is that we have an
exit exam. It seems to me that, for
G-I  surgeons  wishing to
undertake endoscopy, a
certificate of competence for the
appropriate procedures will be a
prerequisite for anyone wishing to
present themselves for
examination.

Although few if any AUGIS
members will have been directly
involved, the recently introduced
Bowel Cancer Screening
Programme required a ‘driving
test’ for individuals undertaking
screening colonoscopy. Although
| have access to no hard data,
there is a clear impression that
surgeons have done well in this

assessment. | am sure we would
like to think that this is because
surgeons have high levels of
manual  dexterity/visuo-spatial
appreciation, but it is probably
just as important that we are used
to performing physical tasks
under some pressure. The
message is that surgeons have
nothing to fear from the
application of standards in
endoscopy, we will do well.

Although it is called the “Joint
Advisory Group” there are many
who think that JAG will soon
become a regulatory body. JAG is
here and, whatever you may feel,
it is not going away. | would
advise all my upper Gl colleagues,
indeed all surgical colleagues who
undertake endoscopy, to pay

Trent Region Report

Mr Andrew Wyman - Trent Regional Representative

close attention to the activities of
JAG and what JAG requires of
them and, from the perspective of
trainees, how JAG can very
possibly help them. Nobody can
seriously doubt that, just as in
interventional surgery, there is
huge variability in endoscopy
practice across the UK. Surely it
is reasonable for the responsible
body to do everything it possibly
can to improve the overall
provision of endoscopy services
to the population we serve.

James Manson

Welsh Representative on AUGIS
Council

AUGIS Representative on JAG
National Committee

All the units within the Trent region
are now I0G compliant. The most
significant development within the
region has been the recent
establishment of the East
Midlands Cancer Network. This
large network combines the
Nottingham/Derby network with
that of
Leicestershire/Northamptonshire/
Rutland. The first NSSG meeting
for the East Midlands HPB group

will be in October this year.

The AUGIS HPB audit is now
ready to go live. The
development of the server for this
has been overseen by Dave Berry
and it will be housed by Leicester
University.

HPB services within North Trent
(Sheffield) are about to undergo
review along with those in the
Yorkshire Region in an attempt to

reconfigure the delivery of HPB
services across these two
adjacent networks.

The AUGIS Annual Scientific
Meeting was held in Nottingham
in September and was a great
success. Feedback from the
Training Day was very positive.
Many thanks to lan Beckingham
who was the Local Organiser.
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Mr Nick Maynard Local Organiser

AUGIS Annual Scientific Meeting
Oxford 9th and 10th September 2010

We are delighted to welcome
AUGIS to Oxford in September
2010 for the Annual Scientific
Meeting. The meeting will be held
in the beautiful old Examination
Schools of the University, built in
1882, which are located in the
High Street at the heart of Oxford.
The Conference Reception and
Dinner will be held in the Great
Hall of Christ Church College,
probably the most beautiful of all
the Oxford Colleges - Harry
Potter fans will recognise the
Great Hall as the location for
filming of Hogwarts Dining Hall!
There will be ample
accommodation available at
Christ Church and at various
hotels throughout Oxford, all of
which is within easy walking
distance of the Examination
Schools. Oxford is full of great
restaurants and pubs, and we
have secured an extension to the
bar at Christ Church on the night
of the dinner until the early hours
of the morning! Parking is not
easy in Oxford, but there is an
excellent train and bus service to
the city.

John Primrose and his Committee
are well on the way to producing
an impressive list of National and
International Speakers, and of
course the Training Day, now a
constant and increasingly popular

feature of the AUGIS Annual
Meeting, will precede the
meeting.

We are confident that Oxford
2010 will maintain the incredibly
high standards set by previous

meetings, so please put the dates
in your diary now, and we look
forward to welcoming you to
Oxford next September.

Mr Nick Maynard
Local Organiser

Restore strength and function.

The Biodesign Hiatal Hernia Graft provides complete remodelling to restore
the crura’s strength and function. Biodesign communicates with the body,
signaling surrounding tissue to grow across the scaffold. And unlike
synthetics, Biodesign isn’t prone to erosion of the oesophagus.

Contact your Cook Medical representative or visit www.cookmedical.com

to learn more.
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Cook Medical-Making lasting hernia repair possible.
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AUGIS
ALPS 2010

Alpine Liver & Pancreatic Surgery Meeting
27th — 31st January 2010

Preliminary Announcement

International Guest Speaker
Professor Yuji Nimura, Nagoya

Hotel Carlo Magno (www.hotelcarlomagno.com)
Madonna di Campiglio (www.campiglio.com), ltaly

www.alpshpbmeeting.soton.ac.uk

Bursaries

ALPS Meeting Organising Committee is pleased to announce the provision of bursaries to cover part costs
of the attendance at ALPS 2010. Five bursaries of £200 are available. The awards are open to all trainees.
Bursaries will be awarded on a competitive basis and based on the submission of an abstract. Please see
website for more details www.alpshpbmeeting.soton.ac.uk.

Organising committee:
John Primrose Moh’d Abu Hilal David Sherlock
Merv Rees James Garden Elise Patey

For more information, please contact:
Elise Patey, ALPS 2010,

University Surgical Unit,

F Level Centre Block,

Southampton General Hospital,
Southampton SO16 6YD

Tel: +44 (0)23 8079 6144

Fax: +44 (0)23 8079 4020

Email: alps@soton.ac.uk
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The 2010 AUGIS Travel Fellowships are now open for application. All members will
be sent an application form and further forms are available from the AUGIS office or
downloadable from the website at www.augis.org

Awards on Offer:

Awards up to £2,000 (up to 10 awards)

Criteria:

All applicants must submit the application form attached covering in full the following criteria:
. Detailed plan and purpose of travel / visit.

. Acquisition of skills and experience not available within own unit.

. Proposed costs.

. Trainees will require a letter of support from their own unit to support their visit.

Applications to observe / study in other units are favoured but applicants who are to present at /or attend
overseas meetings will also be considered. Awards are intended to help support short term visits (typically
<6 weeks) and are not intended to support surgeons going to funded long term posts.

Application:

All application forms will be assessed by the AUGIS Executive Committee.

Successful applicants will be notified by Friday 30th January 2010 and will be reimbursed once the proposed
trip has taken place and relevant receipts produced.

Application forms are downloadable from the AUGIS website or directly from the AUGIS office.

Conditions of Award:

All applicants successfully awarded a grant must produce a comprehensive report including photographs
which will be featured in the AUGIS newsletter and be put on the website. Production of this report is
essential to the award being paid.

Deadline for applications:

17.00hrs on Friday 13th November 2009.

Mr lan Beckingham
Honorary Secretary
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Patients with HCC receiving PRECISION TACE™ with DC Bead®,
experience less toxicity with improved response, compared to
those receiving conventional chemoembolisation'?3
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DC Bead patients with more advanced disease showed a significant
improvement in response (p<0.05) without a compromise in safety.
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o 269-280. 3 Llovet, J.M., Real, Montana X, et al. Arterial ic treatment in patients with carcinoma: a . .
I E R U M 0 randomised controlled trial. lancet 2002; 359:1734-1739. 4 Oral Presentation Prof J Lammer CIRSE 2008 Copenhagen 15th Sept. 5 ‘Prof R Lencioni Oral Presentation ASCO GI 2009, ( O Bl O C O mp atlble S
We keep life flowing San Francisco’. 6 PRECISION V CRO Final Study Report. DC Bead, LC Bead, PRECISION Bead, PARAGON Bead and PRECISION TACE are trademarks of Biocompatibles UK Ltd.

DC Bead® is not currently available for sale or distribution in the USA. EC09-021/1 © 2009 Biocompatibles UK Ltd.
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confirmation form

PLEASE COMPLETE ALL SECTIONS USING BLOCK CAPITALS

Dear Member

Title
To ensure that we maintain an
accurate database and are able First Name
to keep you informed of
Association news, please fill out Surname

the form, including all relevant
contact details, together with
TELEPHONE NUMBERS and
E-MAIL ADDRESSES. Date of Birth

Unique membership
number (if known)

In order for members to access
the professional’s area of the
website we will need up to date PLEASE INDICATE ADDRESS PREFERRED FOR CORRESPONDENCE

information and an e-mail

leese HOME ADDRESS
PLEASE RETURN FORM TO:
Harriet Innes/ Sheila Hodgson
Specialty Managers
AUGIS |
The Royal College of Surgeons Te Fax
35-43 Lincoln’s Inn Fields )
London WC2A 3PE Email
or Fax 020 430 9235
HOSPITAL ADDRESS
Thank you.
Tel Fax

Email



