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Department of Surgical Gastroenterology
Standard:Operating Procedure foriAchalasia cardia

[ Achalasia cardia }

l

[ Evaluation with Barium swallow/ UGI endoscopy ]

l
l l

[ Low surgical risk ] [ High surgical risks ]
[ Laparoscopic Myotomy +Fundoplication ] [ Medical Management

l
e )

l

Pneumatic dilation/

Esophagectomy
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Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.

Department of Surgical Gastroenterology

Standard Operating Procedure for-Acute Pancreatitis

Acute Pancreatitis

v
USG/Serum Amylase/CECT
v

General: Pain relief; Fluid

resuscitation; Nutrition ——>» | Non Gallstone Pancreatitis

Antibiotics (Controversial)

(Enteral preferred); l

Local Complications

v

Gall stone pancreatitis

/

.

/ \ Peripancreatic fluid collection

Pancreatic Necrosis

Mild Severe with cholestasis

'

Infected necrosis

Conservative management / l

Conservative ERCP +Stone
extraction
Delayed
l Intervention
(>4 weeks)
Laparoscopic cholecystectomy / l
Step-Down Step-Up
approach approach

4

¢

Jawaharlal Institute of Postgraduate Medical Educatio¥ & Research, P Percutaneous/

Open necrosectomy with:

1)Closed packing 2)Open packing 3)Continuous closed
postoperative lavage 4)Programmed open necrosectomy

Endoscopic/Laparoscopic
Drainage with
necrosectomy

If no improvement l

|

Percutaneous Radiological Drainage of residual

Open Surgical Drainage with
Necrosectomy

collections




Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.
Department of Surgical Gastroenterology
Standard Operating Procedure for Benign Biliary Stricture (BBS)

Benign Biliary Stricture (BBS)

!

Clinical Features: Jaundice, Recurrent cholangitis,
Portal Hypertension

y

KCompIete Blood Count, Liver Function Tests, Kidney \
Function Tests, Ultrasound abdomen (USG) Magnetic
Resonance Pancreatography (MRCP), Contrast Enhanced
Computed Tomography (CECT) in cases of suspected
atrophy hypertrophy complex and malignancy

)

Ve
)

A 4
&
<

A 4 ¢

[ Modified Bismuth Classification of BBS ] [ Liver Transplantation ]

Y

.
P

A 4

[ Tvpes I,I. A ] [ Typesle, V& V ]

. . Atrophy- Hypertrophy Complex
Roux- En Y Hepaticojejunostomy with uate Medical Education & R{ 6.
. portance under the Ministry of Health & Family Welfare, Governr¢3nt of India.

Hepp- Couinaud approach ‘ i

Absent ] [ Present ]
< v
Drain all atrophic wl Preop biliary !
i A stenting
ducts during surgery J Liver resection if

stricture extends into
subsegmental ducts




Department of Surgical Gastroenterology
Standard Operating Procedure for Benign Gastric Outlet Obstruction

[ Benign Gastric Outlet Obstruction (GOO) }

Stomach decompression W

and wash J
A\ 4
v Malnourished
Upper Gl Endoscopy and antral /Nutritionally
biopsy depleted
A 4 A 4
Anti H pylori H. pylori } l
treatment Parenteral
nutrition

No improvement
After conservative
Treatment

v

Laparoscopic/open Truncal W

vagotomy and Gastrojejunostomy J:

v

Endoscopic balloon
dilation
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Department of Surgical Gastroenterology
Standard Operating Procedure for Carcinoma Colon

Carcinoma Colon

Obstructed

Emergency surgery

Resectable (metastatic/
non metastatic)

Unresectable
(metastatic/ non
metastatic)

A 4

Resection 2 adjuvant
chemotherapy

Stoma/ bypass

Non obstructed

Carcinoembryonic antigen (CEA), Complete blood
count, Liver & kidnev function tests, Colonoscopv

Contrast enhanced CT abdomen & pelvis;

Metastatic Non metastatic

l

Resectable
metastasis

Surger
Unresectable gery

v

| '
l Adjuvant

Staged resection/
combined resection

chemotherapy

Palliative

chemotherapy

}

Adjuvant
chemotherapy




SGE, JIPMER, India
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Department of Surgical Gastroenterology
Standard Operating'Procedure for'Carcinoma Esophagus

[ Esophageal cancer ]

[ Most common presentation - Dysphagia }

Evaluatlion

UGI endoscopy and biopsy, USG abdomen and CECT neck, thorax and abdomen }

N

Carcinoma middle and Carcinoma upper third
lower third esophagus and (Within 4 cms of
within 5 cms of GE junction ) cri(fopharvnx)
v
Severe dysphagia (grade Ill- VI) [ Definitive chemo radiation }
b 1 g 7y
Feeding jejunostomy
Fit patient Unfit patient
Y

[ Neoadjuvant chemoradiation 1

Reassessment with CECT scan

|




CT1-3/NO0-1, MO T4, N2-3,MZ

[ Esophagectomy }




Jawaharlal Institute of Postgraduate Medical Education & Research, Puducherry — 605006.

Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.

Department of Surgical Gastroenterology
Standard Operating Procedure for Carcinoma Rectum

Carcinoma Rectum

Obstructed Non- obstructed

Sigmoid colostomy

A\ 4
CECT abdomen & MRI
pelvis, CXR, CEA

Contrast enhanced CT

abdomen & MRI pelvis, Metastatic
CXR, Carcinoembryonic
Early cancer/ lymph Lymph nodes +/
i node negative on locally advanced
Neoadjuvant imaging
chemoradiotherapy
Y .
v S Neoadjuvant
Surgery urgery chemoradiotherapy
\ 4
Resectable Unresectable
Surgery
A \ 4
Neoadjuvant Palliative
chemotherapy chemotherapy

A 4

Surgery for primary & metastasis: combined or staged
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Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.

Department of Surgical Gastroenterology
Standard Operating Procedure for Carcinoma Stomach

[ Carcinoma Stomach ]

A 4

[ Upper Gl endoscopy/ CECT abdomen and pelvis ]

/ \

[ No metastasis ] [ Metastasis ]

A 4

Symptomatic-
Bleeding/obstruction

A 4

[ Asymptomatic ]

v A 4

Palliative Palliative CT

Resection/bypass

Site |
\ 4 A 4 A 4
GE junction and the Body and fundus Antrum and pylorus:
Cardia
A\ 4 Y A 4
Proximal Gastrectomy Total Gastrectomy Distal Gastrectomy
with partial

esophagectomy
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Department of Surgical Gastroenterology
Standard Operating Procedure for CBD Stones

Choledocholithiasis +Cholelithiasis

Jaundice,cholangitis

Evaluation by USG/MRCP

T

/

Open Surgery

v

Laparoscopic
cholecystectomy
+l0OC/LUS

v

Multiple stones/Dilated CBD/impacted
ampullary stones/ampullary stenosis

e v

!

ERC/ES

Choledochoduodenostomy

O

Debililated or elderly patient

Laparoscopic cholecystectomy

'

Follow up

CBDE: Common Bile Duct Exploration; ERC:Endoscopic re

CBDE/T Tube Multiple (>8) or
Transcystic CBDE large
(>1cm)stones;
l stones in CHD
Retained ¢
stones Laparoscopic
l choledochotomy and
CBDE
Remove via
T-Tube l

Failure/Retained stones

P

e

Postoperative ERC/ES

Open CBDE

:End

Sphincterotomy; CHD: Common Hepatic Duct; I0C: Intraoperative cholangiography; LUS: Laparoscopic

Ultrasound
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Department of

Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.

Surgical Gastroenterology

Standard Operating Procedure for Chronic Pancreatitis

Established Chronic Pancreatitis

¥

Trail of conservative

avoidance & enzyme replacement therapy

therapy, analgesics, alcohol

v

Persistent symptoms

A 4

Differentiate duct morphology by
USG abdomen or CECT abdomen

v

Additional symptoms / Complications

¥

¥

+

v

Small duct disease

v

Large duct disease

Only tail involved

v

- More aggressive pain
management
- lzbicki procedure

\ 4

\ 4

- Duct drainage
procedure mostly
Frey’s procedure

- Distal
pancreatectomy +/-
splenectomy

\ 4

\ 4

v A 4

Pseudoaneurysm —
CT angiogram

!

Massive Gl bleed -
angioembolization
followed by Surgery

!

Bowel rest, parenteral

Symptomatic Bile duct stricture Pancreatic head mass —
pseudocyst — LFT, MRCP Pancreatic protocol CT
Cystogastrostomy Roux-en-Y Malignancy / suspicious of
/ cystojejunostomy Hepaticojejunostomy malignancy / head
usually with added with Frey’s dominant disease -
duct drainage procedure Pancreatoduodenectomy
\ 4
A\ 4 v l
Persistent pain Portal Pancreatic ascites
even after Surgery hvpertension and pleural effusion
| '
Pain management, Endoscopic duct
celiac plexus block drainage preferable

nutrition and octreotide




Jawaharlal Institute of Postgraduate Medical Education & Research, Puducherry — 605006.

Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.

Department of Surgical Gastroenterology
Standard Operating Procedure for Corrosive Injury-Esophagus

[ Corrosive Injury Esophagus }

\ 4

A 4 \ 4 A 4

[ Early admission (48-72hrs) ) Delayed admission [ Late admission (> 3 weeks) }
g (72hrs- 3 weeks) l
A 4 <
Early Endoscopy v Endoscopy
l g No endoscopy- and dilation
FJ- if severe
I ! dysphagia
Mild lesions Severe lesions
Endoscopy +/-
l l dilation every
3 weeks v
Discharge and Feeding
follow up jejunostomy l l

[ Successful ] [Unsuccessful]

Endoscopy +/- e ' N
dilation every Fn ”oscopy | -Feedlng
3 weeks ollow up jejunostomy |
A 4
~
Esophageal
bypass
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Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.

Department of Surgical Gastroenterology

Standard Operating Procedure for Crohn’s Disease

Crohn’s disease

A 4

Mild to moderate

A

\ 4

Moderate to severe

A

Medical management [e.g.
Budesonide/ 5-aminosaliclic
acid (5-ASA) and its derivatives]

A 4

Systemic steroids +/_
azathioprine, 6-
mercaptopurine (6MP)

No remission

Remission

Maintenance
5-ASA/
observation

\ 4

Relapse

A

v

obstruction, abscess,

Complications:

perforation

A 4

Surgery

Remission

A

azathioprine, 6-MP,
methotrexate, 5-

Maintenance

Relapse

No remission

\ 4

ASA

Newer biological agents/
surgery

Y

Anti TNF alpha +/_
Azathioprine/ 6-MP

Remission

A

A

Relapse

Maintain on Anti TNF
alpha, azathioprine/
6-MP
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Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.
Department of Surgical Gastroenterology
Standard Operating Procedure for Esophageal Perforation

[ Signs and symptoms of esophageal perforation ]

Contrast esophagography /chest X ray
and CECT

;

Contained perforation ] [ Uncontained perforation ]
\ o No
Broad spectrum antibiotics :
and parenteral nutrition mprovement
<24 hrs
-
v
[ Cervical ] [ Thoracic ] [ Abdominal ]
| ] |
'
[ Drainage J Evaluation of perforation ]
\ 4 A\ 4 A\ 4
[ Surgical repair tolerable ] [ Surgical repair Intolerable ] [ Malignancy ]
|
¥
L
[ Primary repair ]

T [ Controlled fistula ] [Exclusion and diversion] [ Resection ]
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Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.

Department of Surgical Gastroenterology
Standard Operating Procedure for Gastro Esophageal Reflux Disease

Atypical GERD symptoms <

GERD symptoms

A

Esophagogastroduodenoscopy (EGD), Barium

swallow +/- Reflux Scintigraphy study

A 4

Typical GERD symptoms

Symptoms

A 4

Life style modification

A

persist

\ 4

Associated with
dysphagia /chest
pain

A 4

A

No esophagitis
or reflux

Manometry + / -
esophageal motility
scintigraphy studies

A 4

24 Hr—pH
monitoring

\ 4

Associated motility
disorders, then treat
accordingly

A 4

GERD complications
like Barrett’s
esophagus, peptic
stricture

A 4

No GERD

GERD present

A 4

A A

& trail of Proton
pump inhibitors (PPls)
+/- Prokinetics

\ 4

Symptoms resolve

l

Continue life style

modification and
taper PPIs

If symptoms recur - EGD,
Barium swallow +/-

Reflux Scintigraphy study

Seek alternate
diagnosis

Antireflux surgery + / -
Hiatus hernia repair

Maintenance therapy
with PPIs

y

Option of antireflux

surgery considered even if

medical management is

successful (quality of life

considerations, lifelong
medication, expense of
medications etc.)

A
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Department of Surgical Gastroenterology
Standard Operating Procedure for Gastro Intestinal Stomal Tumour (GIST)

GIST

v

v

!

Primary GIST,

Primary GIST,

Primary GIST,

y

Recurrent GIST

Resectable Unresectable Metastatic
v
v v Imatinib therapy
v Biopsy Biopsy
Surgery v v
Neoadjuvant Imatinib therapy
Imatinib therapy
A\ 4 A 4
Low risk of Moderate to high v
recurrence or risk of recurrence Responsive Progressive
metastases or metastases
(<3 cm and (>3 cmor>5
<5 mitoses/ hpf) mitoses/ hpf) Reimaging
l l v
Surveillance Imatinib therapy Imatinib +/_ Sunitinib
Surgery
\ 4 A 4
Resectable Unresectable
v v
Surgery Imatinib therapy

Imatinib therapy
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Department of Surgical Gastroenterology
Standard OperatingProcedure for lleocecal Tuberculosis

Ileocecal Tuberculosis

»
P »

Obstructed Non- obstructed
A\ 4
X ray abdomen, CXR, CXR; Sputum AFB &
baseline blood culture

investigations,

resuscitate

v
AFB Negative

Sputum
AFB/culture- +ve

A 4

Emergency surgery: v
Resection anastomosis/ CECT abdomen
stoma with oral and

rectal contrast

IC thickening
\ 4
Yes
No
] L
Colonoscopy Diagnostic
& biopsy : Laparoscopy
Negative & biopsy
A\ 4

Anti tubercular

treatment <
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Department of Surgical Gastroenterology
Standard Operating Procedure for Lower Gl bleed

Acute lower Gl bleed

Rule out low anorectal disorders

by DRE and proctoscopy

Rule out upper Gl bleed by
esophagogastroduodenoscopy

A 4

Intermittent or mild to
moderate persistent bleed

A 4

Persistent or severe acute
bleeding

\4

Assess severity &
Resuscitate

v

|
v

Stable

Unstable

'

Colonoscopy

Source not identified, _

l

Emergency surgery

continued bleeding

A 4

Tagged RBC scan

'

Positive

Negative

A 4

A 4

\4 \ 4
Source Source not
identified identified

l ‘,

Treat lesion Serial clamping or

accordingly Intraoperative

enteroscopy and

identification of
lesion — treat
accordingly

Angiography and
embolization or

surgery

Repeat Colonoscopy,
small bowel studies &
CECT abdomen
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Department of Surgical Gastroenterology
Standard Operating Procedure for Liver Abscess

Suspected liver abscess

/ USG abdomen
Ruptured

e Free peritoneal rupture
e Peritonitis Contained rupture

l

e Per cutaneous drainage
(PCD)/ percutaneous needle
aspiration (PNA) of the
abscess

e PCD of collection if not
communicating with abscess

\ 4

Surgery
e Laparoscopy
e laparotomy

Pyogenic liver abscess (PLA) likely
e When secondary biliary causes
identified
e Recent biliary intervention
e Multiple small abscesses
e Negative amoebic serology
e Positive culture

T~

Un-ruptured

l

Start empirical antibiotics against gram
negative and anti amoebic drugs (eg-
third generation cephalosporins +
Metronidazole or ampicillin +
aminoglche + Metronidazole)

Amoebic liver abscess (ALA) likely

e Single large abscess

e Recent history of diarrhea/
Dysentery (within 6 months)

e Stool for ova cyst positive

e Nested PCR for E. Histolytica
DNA positive in stools/ saliva/
pus aspirate (if done)

e Positive amoebic serology
(poor positive predictive value
in India)




PLA

A 4

Indeterminate
etiology

Early drainage of abscess

e PNA if multiple small
abscesses <5 cm in size

e PCD if abscess > 10 cm

e For abscess 5- 10 cm both can
be used with more likelihood
of multiple procedures with
PNA

e |dentify secondary causes-
additional investigations as
indicated™

ALA

A 4

Continue anti amoebic drugs

Improvement

Y

e Culture based antibiotics for 2-
3 weeks

e Treat secondary causes if
present

A

A 4

Metronidazole for 2 weeks
Luminal amoebicide (eg
diloxanide furoate) for 10 days

A 4

Inability to positively identify
any of the two types

e Continue empirical
antibiotics and anti amoebic
drugs for 2 weeks followed
by luminal amoebicides

No improvement in 3-4
days

e Impending rupture (<
1mm overlying liver
parenchyma)

e Subcapsular/ contained
rupture

e Secondary bacterial
infection suspected

e > 10 cm size especially

in left lobe

\ 4

Abscess drainage

e PNAif small abscess <
5cm in size

e PCD if abscess > 10 cm

e Forabscess 5- 10 cm
both can be used

*-eg. CECT abdomen may be
indicated for suspected biliary
tumors/ hydatid/ secondary
abdominal causes; MRCP for biliary
stones/ strictures
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Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.
Department of Surgical Gastroenterology
Standard Operating Procedure for Liver space occupying lesion (SOL)

SOP-Liver SOL

'

Complete Blood Count, Liver Function Tests, Kidney Function Tests,
Serum .Alphafetoprotein, Upper Gastro intestinal endoscopy,
Ultrasound abdomen, Triple phase Computed Tomogram abdomen

- v

\ 4 Y Y
Typical features of Hepatocellular Atypical features on imaging Typical features of Non HCC
Carcinoma (HCC) on imaging percutaneous biopsy tumor on imaging

L . g
Ll
A 4

[ Follow HCC Protocol ] [ Follow Non HCC Protocol ]

[ HCC Protocol ]

A 4

[ Features of chronic liver disease }

+ | -
Present Absent
" | -

L
3 , v
Ll

FLR <30% FLR>30%
v

CPT score <
8 and FLR>
80%

CPT score >8
or S. Bilirubin

>2 mg% or
FLR< 80%

Can Tolerate
Major surgery

»
»

Good performance
o8
status
v Yes
v

' R
v I [ Lesions size ] v

Absent [ Resection ]

A

<sem
Transarterial Chemo v

embolisation [Supportive therapy ]

Radiofrequency

Ablation(RFA)
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Department of Surgical Gastroenterology
Standard Operating Procedure for Liver SOL — Non HCC

[ Non- HCC Protocol ]

A !

! T Y
Asymptomatic Symptomatic Intrahepatic Metastasis in
benign lesions benign and liver

cholangiocarc

premalignant

-inoma
lesions

Chest XRay,
Serum.CEA

A

\ 4

Observe

A

\ 4

Liver only mets with resectable primary
colorectal ca and genitourinary malignancy

v
Surgery for primary malignancy
and 5 FU based Chemotherapy

\ 4

for colorectal ca e
| Unresectable colorectal

primary or other
primary site with liver

metastasis
\

y A 4

Fit for major

surgery

A 4

Performance status

q o ;
?

Resectlon Good Poor
\4

A 4

Palliative Supportive therapy
chemotherapy
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Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.

Department of Surgical Gastroenterology
Standard Operating Procedure for Liver Trauma

Liver trauma

A

Initial resuscitation
Grouping and cross matching

Associated injuries requiring surgery
(eg. Hollow viscus perforation)

[Operating room ]<
abdoméh

Isolated liver injury|

No contrast blush

Contrast blysh present

/Conservative management \

e ICU care

e 6 hourly hemoglobin estimation

e Heart rate and blood pressure monitoring

e Watch for compartment syndrome/ peritonitis

! Watch for sepsis /

Successful

A 4

[Clinical deteriorationL Unsuccessful f Angioembolisation ]
)N L
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Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.

Department.of Surgical-Gastroenterology

Standard.Operating Procedure for Morbid.Obesity

BMI >40 kg/m2 or BMI >35 kg/m2 with an associated medical comorbidity worsened by obesity

l

e Ambulating patient

e Failed dietary therapy
e Psychiatrically stable without alcohol dependence or illegal drug use
e Knowledgeable about the operation and its sequelae

e  Motivated individual

e Prader-Willi syndrome ruled out
e Age group (> 18yrs & <65 yrs)

e Renal function.

e Diabetes control

e Cardiovascular evaluation

e Musculoskeletal conditions

e Pulmonary assessment - obstructive sleep apnoea, reactive asthma, pickwickian syndrome

e Clinical examination for umbilical or ventral hernias
e USG abdomen to R/O cholelithiasis
e UGIE to R/O GERD, Barrett’s & Hiatal hernia

l

MALABSORPTIVE PROCEDURE

1) Biliopancreatic diversion
2) Duodenal switch

A 4

BMI > 50 (Super

l

A

RESTRICTIVE PROCEDURE

1) Sleeve gastrectomy
2) Rouxen Y gastric byepass
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Institution of National Importance under the Ministry of Health & Family Welfare, Government of India.

Department of Surgical Gastroenterology
Standard-Operating Procedurefor Portal Hypertension

Portal hypertension
|

l

Complete Blood Count, Liver Function Tests, Kidney

Function Tests, Upper Gl Endoscopy, Ultrasound

abdomen, Doppler Ultrasound portal axis

[ Portal cavernoma ]

y

A 4

Present

A 4

A 4

Ahsent

[ Extrahepatic Portal Vein Obstruction (EHPVO) ]

\ 4
ﬁomputed Tomogram (CT)\

portovenogram if portal
venous anatomy not clear
or Portomesenteric
venous thrombosis
suspected or

pseudoaneurysms in the
portomesenteric
circulation or if Rex shunt

[ Chronic Liver Disease (CLD), Noncirrhotic Portal Fibrosis (NCPF) ]

!

Moderated to massive

splenomegaly

v

»
>

v
[ Absent ]

v

[ Present ]

f

v

Ifvarices,en

Symptoms of

is planned / Patient on chronic _ doscopic
endoscopic therapy hypersplenism therapy for
for varices and no Varices variceal
Splenectomy eradication
and intra/ op
portal pressure
v R
g >
«—— | [fportal pressure> ( If portal pressure <12
v 12 em H20 _ cm H20, Observe
Y v v — N
Left portal vein > Diffuse splanchnic ) Compatible splenic Sple.znlc vein not
3 mm in EHPVO venous thrombosis vein anatomy :\I:/T\I/Iable blit lpat(.ant
3 ) 7 or p'or alvein )
Rex shunt fastroe_?or?hageal W frcl)ximal o W ( Interposition mesocaval or W
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Department of Surgical Gastroenterology
Standard Operating Procedure for Rectal Prolapse

Rectal Prolapse

!

Clinical Features: mass protruding per anum, mucus discharge per

anum, difficulty in evacuation of stool, History of constipation, history of

l

Complete Blood Count, Liver Function Tests, Kidney

prolonged/ difficult labour

Function Tests, Examination in squatting position,

\ 4

[ History of constipation ]

A
l v

Laparoscopic anterior

[ Laparoscopic mesh rectopexy ] resection and mesh

rectopexy
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Institution of National Importance under the Ministry of Health & Family Welfare, Government of
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Department-of Surgical Gastroenterology
Standard Operative Procedure for Malignant hilar obstruction

Malignant hilar obstruction

|

Assess for resectability using

Triple phase CT abdomen or
MRI with MRCP abdomen

|
! }

Rescetable disease Unrescetable disease
Assess indications for biliary drainage — Palliative biliary drainage

cholangitis, severe malnutrition, Total bilirubin
> 10mg/dl and prolonged jaundice > 4 weeks
irrespective of bilirubin level

N
Yes °
! v
ERCP and stenting if hilar confluence is patent, R Assess future liver
PTBD if hilar confluence is not patent i remnant

1 1

Adequate > 40 % Inadequate <40 %

Portal vein embolization

N

Surgical resection
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Institution of National Importance, under the Ministry of Health & Family Welfare,Government of India.

Department of ‘Surgical Gastroenterology
Standard Operative Procedure for Malignant lower end obstruction

Malignant lower end
obstruction — periampullary

and pancreatic head

A\ 4

Assess indications for biliary drainage
— cholangitis, severe malnutrition and
Total bilirubin > 15mg/dI

Yes No
Dual phase CECT (Pancreatic protocol) Side viewing endoscopy +/- biopsy
or MRI with MRCP for accurate staging followed by cross sectional imaging
followed by ERCP & stenting with CECT or MRl abdomen
\ 4 \ 4 \ 4
Metastatic disease Rescetable disease Locally advanced disease
\ 4 \ 4 v
Palliative therapy - Pancreatoduodenectomy Neoadjuvant
metallic biliary stenting or ‘ chemotherapy therapy
triple bypass i and reassess with
T imaging
If unresectable disease If resectable disease <

3
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Department of Surgical Gastroenterology
Standard Operating Procedure for Surgical(Obstructive Jaundice

Painless progressive jaundice
Associated with anorexia/weight loss

Short duration of symptoms

No Yes

v \ 4

Suspect benign cause Suspect malignant

\ 4 \ 4
Initial investigation: liver function test and ultrasound abdomen

- To confirm obstructive nature of jaundice, to identify etiology (benign

or malignant), if malignant - level of obstruction (lower end or hilar) and

stage the disease

A 4 \ 4 \ 4

Choledocholithiasis Malignant lower end Malignant hilar

obstruction and no obstruction

evidence of metastasis

\ 4

ERCP & stone extraction Follow treatment Follow treatment
followed by laparoscopic algorithm for lower end algorithm for malignant
/ open cholecystectomy obstruction hilar obstruction

Or

laparoscopic / open
cholecystectomy with
CBD exploration
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Standard Operating Procedure for Ulcerative Colitis

Ulcerative colitis

\ 4 \ 4 A 4 v
Proctitis Mild to moderate Moderate to Complications
severity severe _
perforation,
massive
hemorrhage or
toxic
Left sided Extensive megacolon
A 4
v
Oral 5- ASA
Aminosaliclic acid
. . \ 4
(ASA) suppositories .
Urgent surgery: total abdominal
/
Response colectomy and end ileostomy
es ] .
¥ - ileal pouch anal anastomosis

b/ 4 \ (IPAA) at later stage
yes

Rectal 5-ASA
. / NO

maintenance

Oral 5- ASA

maintenance

Oral steroids

l Surgery: Total
proctocolectomy and ileal

Response pouch anal anastomosis

N

Yes NO

i

_ ) Refractoriness/ dependence/
Taper steroids, Cyclosporine or . ,
" s i flixirab toxicity to medical therapy or
consider oral 5- inflixima g
carcinoma/ DALM

ASA




