MR ADAM SKIDMORE                               
MBBS, FRACS
Upper Gastrointestinal and General Surgeon

Patient’s Name:   (  AFFIX PATIENT LABEL)

CONSENT FORM FOR OESOPHAGECTOMY

This is a consent form for an operation called transthoracicl or Ivor Lewis oesophagectomy.  You have a condition called oesophageal cancer or high grade dysplasia of the oesophagus and, as such, I have recommended that you undergo oesophagectomy.  I will have explained to you that the operation involves significant risk.  However, I will have also explained to you that the only chance of curing oesophageal cancer is through surgery.  We will have gone through the various scenarios together in our consultations.

Overview of Surgery
The operation itself will involve an operation that takes approximately 4-6 hours.  It will involve two separate incisions which will be in the abdomen and the right side of the chest.  The aim of the operation will be to remove your cancer as well as the lymph nodes around the oesophagus.  We will also remove the top part of the stomach.  We will use the remainder of your stomach as your new oesophagus and will pull that into the chest and join it to the oesophagus that is left behind.  

After the operation is completed, in general we would wake you up and take the breathing tube out.  The breathing tube will be one that enables us to collapse the right lung while we operate in the right chest cavity.  Once the breathing tube is successfully removed and you have been moved to the Intensive Care Unit, I will then phone your family.  Sometimes we cannot remove the breathing tube safely and it needs to be replaced with a tube which can ventilate both your lungs and this will stay in for a period that will be determined by the ICU doctors.  In general, my anaesthetist will discuss with you the role of an epidural which will be put in prior to you going to sleep.  The epidural is important in managing your pain post-operatively.  Sometimes it is inappropriate to use epidural anaesthesia and this will be discussed with you by the anaesthetist.  There will be other options available.  You will not be in pain in the post-operative period.  

You will wake up with multiple tubes.  There will be a tube coming from the nose which is important to keep the new oesophagus free of any bile or gastric juice.  There will be a number of drain tubes placed in the front part of the abdomen.  There will also be one in the right side of the chest.  These drains are removed as they decrease in volume and as I am happy with your progress.  There will also be a tube called a feeding jejunostomy which is a soft rubber tube which has been placed into your small bowel at the time of the operation.  This will be used to feed you post-operatively.  You will not be able to eat or drink for a period of approximately five days.  At this point in time, you will have an X-ray called a gastrografin swallow and if this shows there is no evidence of any problem with the join between the oesophagus and the stomach, I will allow you to start on oral fluids.  Your diet will progress slowly after that.  The feeding jejunostomy tube does stay in for six weeks and is usually removed simply in the rooms by cutting the suture that anchors it to the skin and removing it.  This does not hurt.  

In addition to this, you will have a urinary catheter which will be used to measure how much urine you are producing and to make sure your kidneys have a good blood supply.  

As mentioned earlier, you will wake up in the Intensive Care Unit.  You will be monitored very closely for the first day.  In general, most patients are transferred to the ward the following day.  You will be asked to participate in a physiotherapy  programme and  this  is  very important for your chest.    In  addition to this, the nursing  staff  on  4 Central at Cabrini Hospital are very experienced in managing patients after oesophagectomy.

2.

The specific risks of oesophagectomy are as follows:

Bleeding

Bleeding can be minor, resulting in the need for a blood transfusion.  If this is the case, it is a simple matter of taking some blood and organizing for you to have blood through a drip.  Bleeding may be more significant and, in this scenario, can result in you becoming very sick.  There are major blood vessels around the oesophagus and if there was a major problem, this may result in death.  Fortunately, the risk of death with this operation is low.  In general, I would say the majority of patients do have a blood transfusion at some time during their stay and that is for a variety of reasons which include the fact that you may or may not have had chemotherapy and therefore your bone marrow is not functioning properly.  

Anastomic Leak
The other significant risk is anastomotic leak which is when the join between the oesophagus and the stomach that I have performed comes apart.  It rarely ever comes fully apart.  Leaks would result in leakage of gastric content into the chest.  This can cause infections.  A leak is a significant complication and if it occurs early, will result in return to the operating theatre.  If it occurs later in your post-operative recovery, then it may just be a matter of treating you with antibiotics and limiting your oral intake.  Sometimes we find leaks present at the time you have your gastrografin swallow and, if this is the case and you are well, I would just wait another week before repeating the swallow but keep you nil orally. These leaks generally settle spontaneously.  The quoted risk of anastomotic leak is approximately 10%.

Other risks associated with this procedure include pneumonia and fluid collection in the lung.  It is not unusual for patients to get a low grade pneumonia and this is generally treatable with physiotherapy and antibiotics.  We will watch you very carefully for signs of infection which will include performing daily blood tests and, at times, chest X-rays and checking your urine.

We try and prevent deep vein thrombosis or pulmonary embolus clots (clots in the calf which can travel to the lung) using a drug called Clexane.  This is injected into your abdominal wall during your stay in hospital.  We also use stockings to promote blood flow and, at the time of surgery, we will use compression stockings to keep the blood flowing.  As you have cancer, you are at higher risk of developing a deep vein thrombosis and we are vigilant in watching for this.  Pulmonary embolus or a clot in the lung can be fatal.  Hence, prevention is better than cure.

As I have mentioned in this consent form, this is a difficult operation which takes some recovery.  Once you are discharged from the acute hospital, you will be transferred to a rehabilitation hospital.  It is very important you do this.  You will have dietary restrictions placed on you and often it takes six months before you are able to tolerate solid food properly without symptoms of reflux and bloating.  It is normal for patients to have postural reflux, i.e. reflux when lying flat, and I will start you in tablets whilst you are in hospital to try and prevent this.  In addition to this, it is common that you will not have much of an appetite and that you will not be able to eat as much as you could previously.  This will improve but does take some time.  In rare circumstances, you may never be able to eat as well as you could before and may require feeding through your jejunostomy tube for a prolonged period.

I will give you a series of information sheets regarding oesophagectomy and I encourage you to read these prior to signing this form.  
Signed …………………………………………………………………… Date …………………………………….
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