MR ADAM SKIDMORE                               
MBBS, FRACS
Upper Gastrointestinal and General Surgeon

Patient’s Name:   (AFFIX PATIENT LABEL)

CONSENT FORM FOR PARTIAL AND TOTAL GASTRECTOMY

You have been advised that you should have an operation called a gastrectomy.   This means that either part of the stomach or all of the stomach will need to be removed.  The stomach is not an essential organ and you can live without all of the stomach.   The stomach, of course, is responsible as a reservoir for food and is part of the digestive process.  In particular it helps digest protein and also helps in the digestion and absorption of vitamin B12.  Iron absorption is also a part of the stomach’s role.   Without the stomach you can successfully digest protein and eventually eat relatively normal meals, however, you will need supplementation of vitamin B12.

DETAILS OF SURGERY

Whether it be a total or a partial gastrectomy, it is likely that your food intake will be reduced for a period of time.  What we generally recommend is that people can have six small meals a day to compensate for the fact that they do not have as much storage room for food without their stomach.  In general what I would do is reconstruct a stomach out of small bowel.   This small bowel forms an excellent replacement for the stomach and will eventually stretch to enable you to eat relatively good amounts of food.  Most people can eat good quality food postoperatively including steak, chicken and vegetables.   

SPECIFIC RISKS

Obviously this is quite a big operation.  Being a big operation, it is generally done at a bigger hospital that may involve an intensive care unit admission.  If this operation is to be done for cancer, it will be done through an open cut.  Generally the cut is an up and down cut in the middle of the abdomen.  The cut will be as long as it needs to be in order to safely perform the operation.  In general the cut will not progress below the belly button or umbilicus.   During the procedure, we have to divide attachments of the stomach to other structures including the spleen.  Therefore there is the risk of splenectomy.   The spleen is an organ, although not necessary, is important in fighting certain bacterial infections.  These infections can be vaccinated against.  If I think the spleen is at particularly high risk of being removed, I will recommend that the patient receives preoperative vaccination.    

During the procedure we can encounter bleeding and often blood transfusion is necessary.  Before the operation you will have a blood test in which we will find out what your blood group is and have blood available for transfusion.   Blood loss can be intra operatively but can also occur post operatively.   If we 
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think that you are bleeding post operatively, I would recommend that we return to the operating theatre to reopen the wound and try and identify the site of bleeding.  Sometimes this is not possible and what we have to do is use packs inside the abdomen to slow the bleeding down and return to theatre the following day.  This is very unusual.  

Once the operation is done, you will find that you wake up with a tube in the nose.  This is a nasogastric tube.  This can be a little uncomfortable and give you a slight sore throat.  There are lozenges that you can have which will help with this.  In general you will be able to suck on ice and small amounts of fluid.  There will usually be a drain tube coming from the front part of the abdominal wall.  This is not painful and will drain, what looks like, light red coloured fluid.  You may also have a feeding jejunostomy which is a tube that enters the small bowel directly.  This can be used to feed you post operatively.    In addition to this, you will find you have a urinary catheter which is a tube that goes into the bladder and measures your urine output.  This is very important in managing your post operative fluids.    In some situations, we will not wake you up following the procedure and you will have the breathing tube still in and be sent to intensive care where the breathing tube will be removed at a convenient time.  Again this is very unusual.

Once the operation has been performed, we watch you very carefully.   We watch carefully for bleeding post operatively.   Please refer to earlier notes regarding bleeding.

The other significant complication that we watch for is anastomotic leak.  Anastomosis is the join between two organs.  In this case, it will be either stomach to small bowel or oesophagus to small bowel.  What we are looking for are signs of infection or signs that you are not progressing as quickly as we would like.  This can often mean that there is leakage from the join.  This is a significant complication and will either require reoperation if found early or potentially intravenous antibiotics and possible radiological drainage of any collections of pus.   With gastrectomy, this complication is very unusual, however, if it occurs we need to act quickly to shorten your hospital stay and stop you from getting any sicker.

Other complications that can follow big operations such as this include chest infections, deep vein thrombosis or clots in the leg and urinary tract infections.   

In general most people spend 7 to 14 days in hospital after such a big operation.  You will obviously require dietary advice post operatively and this will be started whilst you are in hospital.  A dietitian will visit you.  We will keep a close eye on you particularly in the first three to six months as obviously there is a period of adaptation whilst your body gets used to the new set up of either small stomach or small bowel becoming your new stomach.   I recommend you visit my website seaviewsurgeon.com.au and also visit the associated websites on my web page.

If you are happy to proceed with the operation please sign below.
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