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1. General Philosophy

The Editors

“Surgeons are internists who operate…”

“Wisdom comes alone through suffering” (Aeschylus , Agamemnon).

At this moment--just as you pick up this book and begin to browse through its pages there are many thousands of surgeons around the world facing a patient with an abdominal catastrophe.  The platform on which such an encounter occurs differs from place to place -- be it a modern emergency department in London, a shabby casualty room in the Bronx, or a doctor’s tent in the African bush-- but the scene itself is amazingly uniform.  It is always the same you confronting a patient, he --in pain, suffering and anxious. And you are anxious as well - anxious about the diagnosis, concerned about which is the best management, troubled about your own abilities to do what is correct.  We are in the 21st century --but this universal scenario is not original.  It is as old as surgery itself.  You are perhaps too young to note how little things have changed over the years.  Yes, your hospital may be in the forefront of modern medicine, its emergency room has standby, state-of-the-art spiral CT and MRI machines, but, practically, nothing has changed; it is the patient and you (often with the entire “system” against you) -- you who are bound to provide a correct management plan and execute it.  

The “best” management of an abdominal emergency

It is useful to compare the emergency abdominal surgeon to an infantry officer (Figure 1-1).  Away from the limelight and glory  which surrounds cardiac or neurological surgeons, emergency abdominal surgery resembles the infantry more than the airforce.  A war cannot be won by remote control with cruise missiles but with infantry on the ground.  To achieve the final victory someone has to agonize, sweat, bleed, and wet his hands in human secretions and excreta.  Likewise, technological gimmicks have a limited place in emergency abdominal surgery, which is the domain of the surgeon’s brain and hands.  Some readers may object to this military metaphor but the truth of the matter is that with the infantry, emergency abdominal surgery shares a few simple rules – accumulated in the trenches and during offensives-- rules that are the key to victory and survival.  Such a code of battle echoes the “best” management of abdominal emergencies.

	
	Infantry
	Emergency abdominal surgery

	Rule 1
	Destroy your enemy before he destroys you
	Save lives 

	Rule 2
	Spare your own men
	Reduce morbidity

	Rule 3
	Save ammunition
	Use resources rationally

	Rule 4
	Know you enemy
	Estimate severity of disease 

	Rule 5
	Know your men
	Understand the risk-benefit ratio of your therapy

	Rule 6
	Attack at “soft” points
	Tailor your management to the disease and the patient 

	Rule 7
	Do not call for airforce support in a hand-to-hand battle
	Do not adopt useless gimmicks-use your mind and hands

	Rule 8
	Conduct the battle from the front line–not from the rear
	Do not take and accept decisions over the phone 

	Rule 9
	Take advice from the generals but the decision is yours.
	Procure and use consultation from “other specialties” selectively 

	Rule 10
	Avoid friendly fire
	Reduce iatrogenesis

	Rule 11
	Maintain high morale among your troops
	Be proud in providing the “best” management


From your previous or current surgical mentors you know that there are many ways to skin a cat and different clinical pathways to arrive at a similar outcome.  However, only one of the diverse pathways is the “correct one”-thus- the “best”! To be considered as such the ”preferred pathway” has to save life and decrease morbidity in the most efficient way.  Look at this example: you can manage perforated acute appendicitis using two different pathways--both leading to an eventual recovery and both considered absolutely appropriate.

	Pathway 1
	Pathway 2

	Young male -right lower quadrant peritonitis
	Young male -right lower quadrant peritonitis

	***
	CT scan

	***
	Attempted laparoscopic appendectomy

	
	Conversion to open appendectomy

	Appendectomy for gangrenous appendicitis--3 hours after admission
	Appendectomy for gangrenous appendicitis-24 hours after admission

	Primary closure of the wound
	Wound left open

	24 hours of postoperative antibiotics
	Five days of postoperative antibiotics

	***
	Secondary closure of wound

	Discharge home on the third postoperative day
	Discharge home on the seventh postoperative day


Both above pathways are OK, right?  Yes, but pathway 1 clearly is the “best” one: safer, faster and cheaper.

Today many options exist to do almost anything.  Just by clicking open MEDLINE you are overwhelmed with papers that can prove and justify almost anything you elect to do, with people practicing surgical acrobatics for the mere sake of doing so.  Data and theory are everywhere--the sources are numerous but what you really need is wisdom to enable you to apply correctly the knowledge you already have and constantly gather.

General Philosophy (Figure 1-2)
“There is nothing new in the story…”  Winston Churchill said, “want of foresight, unwillingness to act when action would be simple and effective, lack of clear thinking, confusion of counsel until the emergency comes, until self preservation strikes its jarring gong…”.  How true is this Churchillian wisdom when applied to emergency surgery.  How often do we forget old – written in stone --principles while re-inventing the wheel?  

The “best” management in each section of this book is based on the following elements:  

· Old-established principles (don’t re-invent the wheel)

· Modern-scientific understanding of inflammation and infection

· Evidence based surgery (see below). 

· Personal experience

The inflamed patient (figure 1-3)

Think about your patient as being INFLAMED by myriad inflammatory mediators, generated by the primary disease process, be it inflammatory, infectious or traumatic.  Those local (e.g. peritonitis) and systemic inflammatory response syndromes (SIRS) are the ones that lead to organ dysfunction or failure, and the eventual demise of your patient.  The greater the inflammation, the sicker the patient, and the higher will be the expected mortality and morbidity.  Think also that anything you do to halt your patient’s inflammation may in fact contribute to it--adding wood to the inflammatory fire.  Excessive surgery, inappropriately performed, and too late, just adds nails to your patient’s coffin.  And SIRS is antagonized by CARS (compensatory anti-inflammatory syndrome), mediated by anti-inflammatory cytokines, which in turn promotes the immune suppression and infections, which are so common after major operation and severe trauma.  The philosophy of treatment that we propose maintains that in order effectively to cure or minimize the inflammatory processes, and the anti-inflammatory response, management should be accurately tailored to the individual patient’s disease.  The punishment should fit the crime-- it is useless to fire indiscriminately in all directions!

Evidence

A few words about what we mean when we talk about “ evidence”. 

	Evidence level
	Description

	I
	A scientifically sound RCT* 

	II
	RCT with methodological “problems”

	III
	Non-randomized concurrent cohort comparison

	IV
	Non-randomized historical cohort comparison

	V
	A case series without controls 

	
	To the above “official” classification we wish to add another three categories frequently used by surgeons around the world

	VI
	“In my personal series of X patients (never published) there were no complications”

	VII
	“I remember that case...”

	VIII
	“This is the way I do it and it is the best”


* RCT- randomized controlled trial

Note that level V studies form the main bulk of surgical literature dealing with abdominal emergencies, whereas level VI-VII evidence is the main form of evidence used by surgeons in general (think about your departmental meetings…), and level VIII may remind you of your Chairman!  You should educate yourself to think in terms of levels of evidence and resist local dogmas.  We believe that support for much of what we write here is available in the published literature, but we choose not to cite it here because it is not that kind of book.  For those who are interested the relevant supporting evidence can usually be found readily by accessing Medline or your favorite Internet search engine.  Advice on how you might go about this is contained in chapter 52 but when high-level evidence is not available-- we have to use an individual approach and common sense --and that is much of what this book is about.

You can get away with a lot…but not always.  Most patients treated according to the above mentioned pathway #2 will do well, but a few will not.  The following pages will help you to develop your own judgment-- pointing to the correct pathway in any situation.  This is obviously not a Bible but it is based on a thorough knowledge of the literature and a vast personal experience.  So wherever you are -- in India, Norway, Chile, Canada or Palestine, and whatever your resources  -- the approach to emergency abdominal surgery is the same. So come and join us--to save lives, decrease morbidity, do it “correctly”—and attain glory!  

“The glory of surgeons is like that of actors, which lasts only for their own lifetime and can no longer be appreciated once they have passed away. Actors and surgeons . . . are all heroes of the moment.” (--Honore de Balzac, 1799 – 1850)
“The operation is a silent confession to the surgeon’s inadequacy.”  (--John Hunter, 1728-1793)

Legends

Figure 1-1

“Think as an infantry soldier…”

Figure 1-2

“General philosophy…”
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Figure 1-3.  The inflamed surgical patient.

SIRS: systemic inflammatory response syndrome.

CARS: compensatory anti-inflammatory syndrome

[Read the classic by the late Roger Bone: “Sir Isaac Newton, sepsis, SIRS, and CARS”.  Crit Care Med 1996;24:1125-8.]

