
Page 87

conferenceseries.com

Volume 7, Issue 3 (Suppl)J Gastrointest Dig Syst, an open access journal

ISSN: 2161-069X
Gastro 2017

June 12-13, 2017 

June 12-13, 2017     Rome, Italy

11th Global 
Gastroenterologists Meeting

J Gastrointest Dig Syst 2017, 7:3(Suppl)
DOI: 10.4172/2161-069X-C1-050

Microwave ablation of large HCCs by simultaneous multiple antennae insertion: Long term follow-up
Luciano Tarantino
A. Tortora Cancer Hospital, Italy

Background & Aim: We report long term results of microwave (MW) ablation with simultaneous insertion of multiple antennae for 
large hepatocellular carcinoma (HCC).

Methods: Between October 2008 and September 2013, 36 cirrhotic with a single HCC nodule >3 cm (range: 3.2-7.0 cm; mean: 4.4 
cm) underwent MW ablation in a single session by simultaneous insertion of multiple 13-gauge-MW-antenna (Viva-Wave, Covidien, 
USA). All patients underwent intra operative evaluation of efficacy with contrast enhanced ultrasound (CEUS). Residual viable 
tumor at CEUS was treated in the same session by reinsertion of 2-3 MW antennae in the tumor. Efficacy of ablation was definitely 
assessed with three-phase computed tomography (CT) after one month. After treatment, scheduled follow-up entailed US every three 
months and CT every 12 months.

Results: 10 and 18 patients were treated with a single insertion of two and three synchronous antennae, respectively. Eight patients were 
treated with two insertions of three antennae in the same session. Intraoperative CEUS showed residual tumor in 12 patients. Nine 
out of these patients underwent an additional insertion of two antennae and three patients of three antennae. Intraoperative CEUS 
at the end of the procedure showed complete necrosis in all patients. One month-CT showed complete necrosis in 33/36 patients. A 
severe hemoperitoneum, treated with blood transfusion, occurred in one patient after treatment. No major complication occurred 
in the other patients. Follow-up ranged from 18 to 78 months (mean: 42 months). During follow-up, local recurrence occurred in 
seven patients within 3 to 12 months (mean: six months). Recurrences in other liver segments occurred in 35/36 patients within 6 
to 24 months (mean: 15 months). Extrahepatic metastases from HCC were observed in one patient 24 months after treatment. 16 
patients died within 18-60 months (mean: 36 months) for tumor progression in 11 cases, decompensation of cirrhosis in four cases, 
hemorrhagic stroke in one case, respectively. 20 patients were alive at 18-78 months follow-up (mean: 42 months). 

Conclusions: Ablation of large HCC by simultaneous insertion of multiple MW antennae is a safe and effective treatment and can 
result in long survival of patients.
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Malignant bowel obstruction: The modern approach of colorectal surgeon
Pavlenko A N, Pavlov R V and Krestianinov S S
Saint-Petersburg State University, Russia

Colorectal cancer is one of the most common malignancies in developed countries. Malignant large bowel obstruction occurs in 
up to 20% of patients with colorectal cancer and carries an appreciable morbidity and mortality. Malignant bowel obstruction is 

one of the severe complications associated with colorectal cancer. Treatments target both the resolution of obstruction and symptom 
management. Malignant large bowel obstruction most often is caused by primary or recurrent adenocarcinoma of the colon. In 
addition, extrinsic compression of the colon with resultant obstruction may occur as the result of pelvic malignancies. Non-operative 
interventional strategies to palliate luminal obstruction are achieved using endoscopic and interventional radiologic techniques. 
Colonic stents potentially offer effective palliation for patients with bowel obstruction attributable to incurable malignancy, and a 
‘‘bridge to surgery’’ for those in whom emergency surgery would necessitate a stoma. The aim of stenting with self-expandable metal 
stents (SEMS) in an obstructed colon is to transform an emergency surgical case into an elective surgery case and restore bowel transit, 
thus reducing morbidity, mortality, and the need for an enterostomy. The surgical solution can decide between simple enterostomy 
and bowel resection based on their experience, the patient’s clinical condition, and intraoperative findings. Bowel resection could 
be performed using Hartmann’s procedure, on table irrigation, and primary anastomosis or subtotal colectomy compliance with 
oncological principles. We have a difficult question, what to do with bowel perforation as diagnosed by clinical exploration and 
complementary studies, associated conditions contraindicating general anaesthesia and or hemodynamic instability.

andrewpavlenko@yandex.ru




