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Abstract

The timing of the decision for operation in Crohn’s dis-
ease is based on an evaluation of the several factors
such as the failure of medical treatment, complica-
tions due to the Crohn’s disease or to the farmacologi-
cal therapy, development of dysplasia or cancer and
growth retardation. A complete evaluation of these
factors should result in operation timed to the patient’s
best advantage, achieving maximal relief of symptoms
with improvement of quality of life. Given the complex-
ity and heterogeneity of the disease and the different
options for treatment, is difficult to systematize when
the optimal moment for the surgery is arrived. A very
important factor in the management of Crohn’s disease
is the multidisciplinary approach and the patient pref-
erence should be a significant factor in determining
the choice of therapy. The surgery should be consid-
ered such another option in the sequential treatment
of Crohn’s disease. We have analyzed the factors that
are involved in the decision taking of the surgical treat-
ment regarding to the experience and the published
literature. When did the medical therapy fail? when
is the appropriate moment to operate on the patient?
Or which complications of Crohn’s disease need a sur-
gery? These are some of the questions we will try to
answer.
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INTRODUCTION

Over fifty years ago, the introduction of corticosteroids
in management of active inflammatory bowel disease
meant a radical shift in patient management, both from
the medical and the surgical standpoints!'"’. Steroids
brought about a drop in mortality rates and reduced
the need of surgery in flare-ups”. Some forty years
later another outstanding leap forward took place in
terms of patient management with the introduction of
biological therapies™. However, despite these advances,
it is estimated that approximately 80% of patients with
Crohn’s disesase (CD) will require surgery at some
point during their lifetime, especially when the disease
is located in the ileocecal region™. In general, the
indication for surgery in CD depends on a number
of factors-complications, clinical course, relapse and
location. Broadly speaking we could say that surgery is
timely in any of the following situations: (a) failure of
medical treatment, (b) onset of specific complications
related to the disease or to pharmacological treatment, (c)
dysplasia or cancer and (d) stagnated or retarded growth
in children. In some cases it is fairly straightforward
to decide when is the best time for surgery- free
perforation or abdominal fistula, for instance. However,
CD invariably poses a genuine challenge to the team
treating the patient. The broad clinical heterogeneity
of the disease, the vatious complications that arise and
evolutionary possibilities are all so diverse that it is
hard to generalise or adopt a systematic approach when
it comes to determining when to operate. Each case
should be assessed individually and that is why it is vital
to have multidisciplinary teams involved in decision-
making together with patients. With these teams it is
still possible to improve outcomes', because all the
physicians involved have common goals in mind, namely
to avoid diagnostic delays, to establish the ideal moment
for surgery, to attain the best possible pre-operative
conditions and to optimise medical-surgical outcomes;
given that this is a chronic disease affecting young
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Figure 1 Suggested steps in active (left boxes) and inactive (right box) Crohn’s
disease. 6-MP: 6 Mercaptopurine. AZA: Azathioprine.

patients, medical-surgical management is crucial.

Recent advances in biological therapies have allowed
substantial clinical improvements and better monitor-
ing of patients-especially in fistulizing perianal disease-
reducing hospitalizations, number of operations and
prolonging the time that elapses between diagnosis and
surgery'’. Colombel ¢z a/” and Marchal ez a/* suggest
that these drugs do not increase post-operative compli-
cations in patients with CD, although the same cannot
be said in the case of proctocolectomy in ulcerative coli-
tis where the risk of post-op complications is far higher
if Infliximab is administered™”. So, further studies are
required to determine the risk of post-operative compli-
cations when these drugs are used to treat CD. On the
other hand, although a recent meta-analysis of anti-TNF
versus placebo did not demonstrate that there is a higher
tisk of death, tumours or severe infections' ", one must
not forget that biological therapy is not innocuous. The
risks/benefits should always be weighed up, bearing in
mind that the goal of pharmacological treatment is not
to avoid surgery but rather to improve quality of life. If
the latter cannot be achieved then surgery will have to be
considered as the next step in treatment (Figure 1).

More than half of patients with CD present with af-
fected terminal ileum, with or without extension to the
proximal colon, and around 90% will require surgery at
some point in their lifetime. Far less frequent-around
10% of all CD patients-are cases presenting with af-
fected proximal areas of the small intestine and the duo-
denum whereas location in the colon and/or anorectum
oscillates around 30%"*"Y. In these other regions-i.e. not
the terminal ileum-the probability of patients requiring
surgery is estimated at 60%. According to the classical
study by Farmer ¢ a/'” and the more recent review by
Bernell ez a/" overall it is estimated that 74% of patients
will require initial surgery within the first 13 years from
onset of the disease and that around 50% of relapses
will require further surgery within the first 10 years of
follow-up after the first operation.

Medical treatment failure and/or patients’ impaired
quality of life are ultimately the reasons leading to surgi-
cal treatment. But what do we mean by medical treat-
ment failure? When precisely is it best to conduct sur-
gery? In the face of which complications is it necessary
to operate? What other reasons may lead us to decide to
opt for surgery? Or, when is quality of life so severely
impaired that surgery is called for? These questions re-
main mooted points in many cases. Answers to these

Severe
pharmacological
complications

Failure of
medical
treatment

Corticosteroid
dependence

Persistent symptoms
or worsening

Crohn's
disease
complications

Figure 2 Clinical situations when medical treatment has failed and there is
indication for surgery.

questions will depend on the consensus and protocols
of multi-disciplinary teams, but patients must always be
informed and involved in decision-making;

WHAT DO WE MEAN BY MEDICAL
TREATMENT FAILURE?

Once the disease becomes medically untreatable it
is necessary to resort to surgery. Failure of medical
treatment or “untreatability” of CD is hard to define!™!
and the concept does not bear the same meaning for all
physicians or patients. We may consider four scenarios in
which surgery is indicated (Figure 2).

(a) Persistence or worsening of symptoms despite
correct treatment. In many cases, recognising medical
treatment failure on these grounds requires experience and
the right clinical judgement. In addition, there are times
when it is necessary to consider each patient’s individual
circumstances since if partial clinical improvement
occurs, residual symptoms may or may not be tolerated
by patients, in which case subjectivity is a primary factor
in deciding to operate. Although biological therapy has
meant a remarkable step forward in management of
situations involving patients refractory to corticosteroids
with mild to severe flare-ups, it is crucial to define
response times in order to determine the optimal time for
surgery in these particular clinical cases. Non-response
to induction with Infliximab or Adalimumab should be
considered as therapeutic failure.

(b) Onset of unacceptable drug-related complications
and there is no other efficacious medical alternative.
This occurs especially with steroids which may trigger
severe adverse effects-aseptic femoral necrosis, cataracts,
compression-related fractures, ez. In rarer cases the same
applies with azathioprine or 6-mercaptopurine which
may produce medullar aplasia. With the introduction of
biological agents, the chances of septic complications
or reactivation of latent infections (tuberculosis, viral
hepatitis, ez) are high, so extreme caution is necessary'”.
As to the presence of abdominal or perirectal septic
foci these must always be drained before administering
Infliximab otherwise severe sepsis may occur",

(c) In cases of steroid-dependence. These drugs
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are used to tackle acute crises and not for maintenance
purposes; so if after remission of flare-ups the drugs
cannot be discontinued after two successive attempts
over a six month period, or after three attempts over one
yeart, the case should be considered as untreatable as a
result of steroid-dependence. One of the two existing
population-based studies included 173 patients with CD,
of which 74 (43%) required treatment with steroids and
21 (28%) of these presented with steroid-dependence
after a year''. This roughly represents 12% of all
patients with CD and the results are similar to those of
an eatlier trial"”. In children, CD is more aggressive and
these percentages are higher-more than 60% require
steroids and 16% of the total number of patients are
steroid—dependentm.

(d) Onset of complications associated to the disease
that compromise patient’s quality of life.

WHEN IS THE OPTIMAL TIME FOR
SURGERY?

There is a good deal of controversy surrounding
the issue. Those advocating early surgery argue that
if medical treatment does not achieve substantial
improvement there is no reason to await the onset of
a serious, potentially life-threatening complication, or
to increase surgery-related risk. Along these lines, one
particular study adopted an active surgical approach
in 136 patients with mean follow-up of 16.6 years
concluding that morbidity and mortality are lower
when following this approach, with good functional
outcomes and complete remission of symptornsm].
Another retrospective study with 74 patients who had
undergone various first and subsequent operations for
CD between 1975 and 2000 showed that the number of
operations increased every S—year[w] period, suggesting
that the threshold to establish an indication for surgery
has dropped with the passing of time (years) in that
particular setting. On the other hand, authors critical of
early surgery argue that since relapse and re-operation
rates are high, the chances of short bowel syndrome
are very low. From our point of view, this argument
does not hold because since small resections and
strictureplasties are being conducted this syndrome is
highly unlikely to occur. In an attempt to identify the
factors that increase the probability of surgery in the
early stages of CD, Sands ez a/”” reached the conclusion
that the following have a significant impact: smoking,
affection of the small intestine only, nausea and vomiting
or abdominal pain as the main form of presentation,
neutrophilia and use of steroids within the fist six
months after diagnosis. In addition, the authors note that
the percentage of eartly interventions is high (20%) and
suggest that treatment with rapid action drugs should be
initiated in order to change the disease’s natural course
hence reducing the number of patients requiring surgery.
Contrarily, the same authors conclude that when only the
colon is affected, blood in faeces, the use of 5-ASA and
lymphocytosis are linked to later interventions, although
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the only independent factor turned out to be affection
of the colon alone. More recently, Morimoto ez al*"
noted that the only independent risk factors determining
whether a patient should be operated are gender (female),
and that the disease is located exclusively in the ileum.
So, the presence or absence of one or more of the
factors described may help us decide how eatly surgery
should be conducted.

On the other hand, the use of drugs that may
potentially increase the risk of surgery-related
complications should not be an obstacle to surgery if
this becomes necessary at some point. In this regard
there are few publications addressing steroid-related risk
in postoperative CD complications although experience
suggests that prolonged preoperative use is an adverse
factor in itself. Two recent articles agree in pointing
out that there is a higher risk of dehiscences and septic
complications if these are administered pre-operatively

22,23
251 Howevert, the same

over motre than three months
authors note that there are other more significant factors
that come into play in the onset of post-op septic
complications, as is the case with malnourished patients.
Regarding treatment with Infliximab, as discussed
above, it is highly likely that it has no role in CD post-
op Complications[v’g] although further studies are needed.
The use of other immunosuppressants does not
influence surgery-related complications either!”.

On the basis of what has been discussed so far, in
order to determine the best time for surgery we should
assess the severity and type of symptoms, failure of
medical treatment, the onset of adverse effects and
surgical risk/benefit. All this together will enable
gastroenterologists, surgeons and patients to agree
on optimal time for surgery with a view to ensuring
that the operation will resolve symptoms with no or
minimal disadvantages for patients (Table 1). To assess
the importance of patients’ views in decision-making
we note the study by Scott and Hughes"™ in which
they interviewed 70 patients who underwent ileocolic
resection to ascertain when surgery should have taken
place-carlier, later, or at the time it was conducted. None
of the patients declared preference for a later operation,
and 77% would have preferred earlier surgery, with
a median of at least 12 mo sooner. Almost 100% of
interviewees sald that the main reason for wanting to
bring surgery forward was severity of their symptoms.
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Identifying the best time for surgery is not always an
casy task. To be as sensible as possible, we should always
remember that it is as inappropriate to indicate surgery
before having resorted to all the drugs available-selected
on the basis of clinical status-as unnecessarily delaying
surgery until the onset of a serious complication.

IN THE FACE OF WHICH COMPLICATIO-
NS IS SURGERY REQUIRED?

One of the features of CD is that it may give rise to a
number of complications throughout its clinical course
(Table 2) that may require surgery.

Intestinal obstruction: This is the most frequent
indication for surgery when CD is located in the
ileocecal area. This may also occur when CD is located
in the jejunoileal area with one or multiple stenoses
and, in these cases it may progress with greater
severity and a higher probability of large resections®”,
Approximately 25% of all CD operated patients have
undergone surgery due to intestinal obstruction”
commonly further interventions are required following
a number of sub-occlusion flare-ups, although urgent
operations are the exception. If occlusion occurs as
a result of inflammatory events with edema in the
intestinal wall and there is some tesponse to crisis and
maintenance medical therapy then there will be no need
for surgery. However, if obstruction is due to fibrosis
or reactive scarring changes, an operation is called for
once absence of activity has been confirmed. In general
terms obstruction is never complete, and responds
to conservative treatment with gastric decompression
and therapy with fluids and steroids, so surgery can be
scheduled in the best possible conditions. In chronic
situations, which should be avoided, a large prestenotic
dilation of the intestine will appear, palpable as an
abdominal tumour, which can cause severe nutrition-
related problems.

Although there is no rule of thumb, we may affirm
that surgery is indicated when two sub-occlusion

and

flare-ups occur over a period of one year, requiring
hospitalisation, or if the steroid treatment prescribed
after a crisis cannot be discontinued at three months,
or if dosages higher than 15 mg of Prednisone/day ate
required in the period three to six months following the
occlusive crisis™. Delaying surgery in this particular case
will lead to patient decline and further complications
such as perforation, with an increase in surgery-related
morbidity and mortality. In certain cases-single stenosis
not larger than 8 cm in length, especially following post-
op relapses-if the area is accessible with an endoscope,
surgery can be replaced by endoscopic dilation either
alone or associated with local steroid infiltration™””.

Abdominal abscess: Abdominal abscess is characterised
by the presence of an inflammatory “mass” that always
originates in micro-perforations of the intestinal wall;
the mass may be an abscess, phlegmon or a combination

Complication Treatment

Acute intestinal obstruction Conservative

Recurrent intestinal
obstruction

Elective surgery

Abdominal abscess Percutaneous drainage
Total recovery: medical therapy
No improvement: urgent surgery

Improvement: elective surgery

Abdominal fistula Enteroenteric
Asymptomatic: conservative
Symptomatic: elective surgery
Enterourologic o enterogynecologic
Elective surgery
Enterocutaneous
Improve nutritional status and
elective surgery

Free perforation or Urgent surgery
massive bleeding
Severe acute colitis Medical therapy

No response in 3-5 d: urgent surgery
Obvious improvement: medical therapy

Toxic megacolon Complication of acute colitis: urgent
surgery
Debut: medical therapy
No response in 1-3 days: urgent
surgery

Response: elective surgery

Individual treatment and
interdisciplinary approach

Perianal disease

Surgery
Failure medical therapy
Symptomatic lesions
Complications

of both. Excluding perianal disease, this complication
is almost exclusive to the ileocecal region. More than a
quarter of patients with ileocecal CD need to undergo
sutgery for this reason. Of these abscesses or phlegmons,
40% are associated with fistulae. In general terms, these
are septic patients whose initial treatment, as well as broad
spectrum anti-biotherapy and anaerobicides, involved
CT or ultrasound-guided percutaneous drainage which
allows improving patients’ clinical status. The success
rate of drainage exceeds 90% and avoids short-term
surgery in 50% of patientsm], whereas those who will
ultimately need to undergo an operation will only require
single-stage elective surgery, under far more favourable
conditions™". If even despite drainage, septic status
shows no improvement, urgent surgery should be
considered. Likewise, surgery is indicated in the event
of multiple abscesses for which radiological drainage is
not feasible. Normally when an inflammatory “mass” is
detected through palpation, it means that the disease has
attained such degree of severity that it is very unlikely to
respond to medical treatment. Some authors have even
reported initial improvement after percutaneous drainage
of an abscess in small series of patients, but even so,
sutgery becomes necessary sooner or later™.

Abdominal fistulae: Occur in their majority when CD

www.wjgnet.com
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is located in the ileocecal region. They may be internal,
between neighbouring organs-the most frequent-
ot external, towards any cutaneous abdominal area-
these are almost always post-operative. In the case of a
spontaneous enterocutaneous fistula, or one that occurs
following abscess drainage, there is consensus in so far
that surgery is indicated because closure does not occur
spontaneously”", although some authors report good
results in isolated cases with the use of Infliximab". In
the event of malnutrition and sepsis these have to be
addressed before the operation since surgery on a fistula
of this kind is not an urgent matter. If the fistula is
post-operative it must be managed like that of a normal
patient. If it occurs prematurely, within the first seven
days post-op, in all likelihood it will require surgery;
however, if it occurs at a later date but within sixty days
one should adopt an expectant approach to treatment,-
with enteral or parenteral nutrition-because they do
tend to close provided there is no associated obstructive
process. A special situation we have had to deal with
sometimes, involves CD patients with long course of
the disease, presenting with multiple enterocutaneous
fistulae and with variable nutritional status, complexity
of fistulae, degree of sepsis and food tolerance. In
these cases, the decision whether to operate or not has
to be assessed individually, on the basis of the factors
mentioned.

Internal or enteroenteric fistulae are the most
frequent, and alone they are not an indication for
surgery, except if they exclude a large segment of the
intestine and they are symptomatic, as in ileosigmoid or
PO T ess frequent are fistulae in the

vagina, bladder, urethra and ureter; here the indication is
[38)

gastrocolic fistulae
scheduled surgery as the definitive solution

Free perforation: May occur both in the case of CD
in the small intestine or CD in the colon, although it
is often associated with toxic colitis or megacolon[’w}.
Incidence is low, oscillating between 1%-3%. In this
situation, petitonitis occurs, requiring resuscitation and
urgent surgery. Some authors have described rupture of
an abscess in the abdominal cavity, and obviously this

would also require urgent surgery'".

Massive bleeding: Occurs in 1%-13% of patients
with CD. The first measure is to determine the site
where haemorrhaging originates, iz examination
such as endoscopy, arteriography ese. The first option
is conservative treatment, although probabilities of
surgery exceed 60% as shown by the scant series of
patients published in the literature!™*. If the bleeding
can be stopped it is quite possible that further bleeding
will occur, in which case surgery is recommended!*”.
Ideally, it should be possible to ascertain the site of
haemorrhaging perioperatively in order to avoid massive
resections in this type of patient. To this aim, some
authors have used selective arteriography injecting
methylene blue tincture to highlight the bleeding

intestinal segrnent[44].
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Severe acute colitis: Here treatment criteria are
similar to those for severe acute flare-ups in ulcerative
colitis. Active treatment is required with intravenous
fluids, thromboembolic prophylaxis, steroids and
broad spectrum antibiotics, and considering sequential
introduction of Infliximab in the event of steroid-
resistance ™. Urgent surgery will be conducted in
the event of worsening of status in the 24-h period
following treatment or within five days if there is
no clear recovery[%]. Joint monitoring-by physicians
and surgeons-and the approach outlined above will
significantly reduce surgery-related mortality. By analogy
with ulcerative colitis, we can affirm that predictive
factors for surgery in the severe acute case should be
identical to those in CD. Along these lines, Travis e/ al*"
noted that the presence of gas in three or more loops
of the small intestine, and more than eight motions or
stools daily, or a PCR above 45 mg/L predicts poor
response to medical treatment, whereas Lindgren ef a/*"
conclude that persistently high body temperature, rectal
bleeding or diarrhoea and elevated PCR increases the
probability that surgery will be required. The presence
of these factors should alert us to the need to conduct
stricter surveillance.

Toxic megacolon: Occurs in 4%-6% of all patients with
CD in the colon and although it can be controlled initially
with medical treatment, in almost all cases delayed surgery
should be considered since half of patients will present
with a new megacolon flare-up and the other half will
be pootly controlled. It occurs more frequently in the
case of severe acute flare-up in extensive colitis; in this
case, urgent surgery is indicated™. Tt is rarer as a debut
manifestation and if this were the case, intensive medical
treatment similar to that applicable to a severe flare-up
should be initiated, but if there is no clear improvement,
surgery should be indicated after 24-48 h. Immediate
action-which reduces mortality rates to 2%-8%""-will
prevent the onset of multiple organ dysfunction syndrome
and perforation, which yields high mortality rates-close to
40%.

Perianal Crohn’s disease: This is sometimes a complex
problem which is hard to manage. Treatment must
always be designed on a case-by-case basis and symptoms
and complications should be treated surgically”™'. Here
the major problems are perianal fistulac and sepsis. In
the event of perianal abscess, urgent surgical drainage is
always the approach to take. In an attempt to summarise
such a complex problem, if the rectum presents no
activity or is healthy and the fistulac are straightforward,
scheduled fistulotomy is indicated; if they are complex
medical treatment is preferable and rarely scheduled
surgery for an advanced flap. If the rectum is diseased or
there is genuine perianal sepsis, seton drainage appears
to be the method favoured by most authors”", All
septic foci should be drained and drainage seton sutures
should be placed along with treatment using Infliximab,

since results are better than with Infliximab alone®”.
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In very severe cases that fail to respond to medical
treatment, a relatively urgent ileostomy will be needed, in
an attempt to control sepsis. Normally, if the rectum is
affected and sepsis cannot be controlled, a proctectomy
will be required[54].

WHAT OTHER REASONS MAY LEAD US
TO OPT FOR SURGERY?

Dysplasia and cancer. Carcinoma-related risk in
colon CD, with long course of the disease, seems to
be similar to that associated to ulcerative colitis. A
recent meta-analysis suggests that the relative risk of
cancer in colon CD is equal to 45 so a monitoring
programme including colonoscopy and biopsies will
be beneficial a priori. The same criteria as in ulcerative
colitis apply regarding monitoring and indication for
prophylactic colectomy. So, surgery is indicated in the
event of multi-focal low degree dysplasia, or high degree
dysplasia confirmed by two different pathologists®™.
As with ulcerative colitis, the efficacy of monitoring
programmes is controversial®. If CD is located in
the ileum the risk of cancer is no higher than that of
the normal populationfss]. Under special circumstances
risk appears to increase significantly, as is the case of
patients diagnosed with CD before the age of 30 and
with affected regions of the colon-here the relative
risk is 20°¥. Once the carcinoma is established it may
be difficult to determine why it triggers the symptoms
that may be confounded with the disease, especially
if it located in the ileum. Once diagnosed, surgery is
called for following the same oncological principles
that apply to any kind of neoplastic tumour. At any
event, a significant percentage of cancers are found
intraoperatively or during histological examination of
the surgical specimenm

Retarded or stagnated growth occurs as a result
of the complex interaction between nutritional status,
inflammation, severity of the disease and genotype™. In
addition, if treatment is based on the continued use of
steroids, bone epiphysis will close prematurely. So pootly
controlled CD, or that which requires steroid treatment,
should be operated on as soon as possible, and in all
cases before puberty.

WHEN IS QUALITY OF LIFE SO
SEVERELY IMPAIRED THAT SURGERY IS
NEEDED?

This question is extremely difficult to address given that
no studies have come up with an answer. In addition,
the evolution of CD with flare-ups, remissions, and
exacerbations means that quality of life (QL) will vary
over time. However, measuring QL is a useful tool to
gain insight into response to pharmacological treatment,
impact of the disease, assessment of healthcare services,
contribution of surgical treatment, ez. One of the aims
of treatment-whether medical or surgical-is to improve

QL of CD patients. A plethora of factors impact QL,
such as the fear of relapse, the fear of not enjoying
good health and being unable to work, the impact of
the disease on body image, infertility, e¢/e. Moreover,
determining when QL is so severely affected that surgery
has be resorted to is also difficult to establish given
that each patient may have very different perceptions
in terms of how his or her own QL has altered. An
organisational change is needed, with the introduction
of health education programmes for patients®”,
and dedicated units should be set up to provide
comprehensive assistance!". This would improve
the quality of healthcare assistance, while optimising
healthcare resources'®. According to the study
conducted by Casellas e /", QL improves in a similar
manner both if CD remission is attained vz medical
or surgical treatment, so it may be concluded that the
important issue is to achieve remission, regardless of the
method of choice.

In some situations, QL is severely affected. For
instance, when CD is diffusely located in the small
intestine, or when-regardless of location-it leads to
nutritional problems or growth impairment, its impact
on patients’ social life is so great that surgery will have
to be considered®*”. In general terms, the factors that
patients rank highest as life-limiting factors are: number
of motions or stools, appetite and dietary options, sleep,
depending on others, mental health and psychosexual
morbidity. To assess and measure these factors, a QL
questionnaire, specifically designed for inflammatory
bowel disease, is used™. The score obtained is closely
linked to flare-ups of the disease, so that during
remission phases patients refer maximum scores-similar
to scores during phases when the disease is under
control-whereas greater or lesser activity alters scores,
worsening QL proportionally to the magnitude of the
flare-up™.

CD and ulcerative colitis should not be assessed on
the basis of clinical criteria alone. We should use a QL
questionnaire to understand patients’ genuine status of
wellbeing. All factors-both clinical and QL related-taken
together will help us decide whether to continue with
medical treatment or to indicate surgery.

CONCLUSION

Deciding whether to operate on a patient with CD may
be relatively easy although in a variety of cases it can be
a difficult call. In these complex cases, an organization
based on multi-disciplinary teams, while also bearing
in mind patients’ opinions, plays an extremely relevant
role in order to attain the best possible outcomes. The
goal of all those involved is to achieve better quality
of life for patients. Hence, surgery should be secen as
another treatment option and not as an approach to
avoid at all costs. Deciding when is the best time for
surgery will essentially depend on a number of factors
such as medical “untreatability”, symptom severity,
types of complications, drug-related adverse effects and
adequate risk/benefit assessment of surgery at a given
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point in time. An overall view of clinical status along

with analysis of each of these factors from an integral
standpoint will enable us to adopt the most appropriate
decision.
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