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The Role of Surgeon in the Perioperative Management

of Neurological Diseases§

El papel del cirujano en el manejo perioperatorio de enfermedades
neurológicas

Neurological diseases are not uncommon, exhibiting a

lifetime prevalence of 6% in the general population being

even higher among elderly. The trend of the most common

neurological disorders (cerebrovascular disease, Parkinson,

dementia, epilepsy) for presentation at older ages, the

increasing need of elderly for surgery (of any type) and the

demographic aging of the population result in higher rates of

neurological cases among patients undergoing surgery,

especially the elderly.1–3

Perioperative management of neurological patients is a

clinical challenge, demanding the active participation of

several medical experts for better handling of the multiple

specific and complex medical issues accompanying surgery in

patients with known neurological disease. The appropriate

adjustment of the neurological treatment (before, during and

after surgery), the selection of the optimal anesthetic

technique and regimens, the need for additional or specific

preoperative tests, consultations or interventions, are only

some of those issues.2–4 Moreover, the frequent presence of

various comorbidities and the multisystem and multiorgan

involvement characterizing particular neurological disorders

such as Parkinson and neuromuscular diseases, necessitate a

multidisciplinary approach in their handling.5–8

Table 1 – Surgeon’s Participation in the Multidisciplinary
Perioperative Management of Neurological Patients.

Medical issue Involved expertsa

Schedule of operation Surgeon, neurologist

Preoperative preparation Surgeon, neurologist other

experts (cardiologist,

pulmonologist, physician)

Selection of surgical technique Surgeon

Selection of anesthetic technique

and regimens

Surgeon, anesthesiologist,

neurologist

Postoperative reinitiation of oral

neurological treatment

Surgeon, neurologist

Avoidance of particular common

medication worsening

neurological disease or

interacting with the treatment

Surgeon, neurologist,

anesthesiologist

Removal of drains and catheters Surgeon

Physical therapy Surgeon, physical therapist,

other experts

(e.g. pulmonologist)

a Depending on the particular case and the presence of specific

problems (related to the neurological disease), involvement of

additional experts (besides those mentioned below) such as

geriatrician or phychiatrist may be necessary.

§ Please cite this article as: Papagiorgis P. El papel del cirujano en el manejo perioperatorio de enfermedades neurológicas. Cir Esp.
2017;95:408–410.
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Literature publications on the issue have mostly focused on

the role of anesthesiologist and neurologist in the periopera-

tive management of neurological patients, frequently over-

looking the role of surgeon.1–3,6,7,9 However, surgeon has a

central and crucial position in this process, not limited to the

performance of the operation and the handling of particular

surgical complications (e.g. bleeding, wound infections). The

main medical issues requiring surgeon’s participation are

listed in Table 1 and analyzed in the following paragraphs.

Preoperatively, for elected surgery, surgeon determines the

optimal time of operation in cooperation with the neurologist

and the other experts involved in the preoperative assessment

of the patient, providing the necessary time interval for

stabilization and improvement (if feasible) of the neurological

disorder, or the completion of neurological assessment and

investigation (for recently diagnosed cases). Other medical

issues attributable either to the surgical problem or to existing

comorbidities should be revealed and appropriately regulated

before surgery: Anemia, malnutrition, fluid and electrolyte or

metabolic abnormalities, hypertension, presence of active or

subclinical infections (respiratory, urinary, etc.) not only

increase the general perioperative risk and the rate of

complications, but may also worsen, rekindle or even

predispose to particular neurological conditions (neuromus-

cular disease, epilepsy, stroke). Also, prophylactic antibiotics

(if required) should be compatible with the administered

neurological medications.1–3,6,7

The critical decision for continuation or withdrawal of the

antiplatelet or anticoagulant agents in stroke patients under-

going surgery should be based on a multidisciplinary patient

evaluation (surgical, neurological, cardiological), considering

both the risk of bleeding and that of perioperative stroke. The

former is limited for minor procedures (dental, ophthalmo-

logic, colonoscopies), whereas the latter is associated with

advanced age, cardiac and cerebrovascular disease and

cardiac and major vascular surgery. Therefore, decision

should be individualized.2–4,9

Another important issue is the selection of minimally

invading surgical techniques (laparoscopic, robotic, thoracos-

copic, etc.) which is clearly a surgeon’s decision – based on the

existing indication for the particular case. The subsequent

reduction of surgical stress, inflammatory reaction, pain,

blood loss and transfusion need and other risk factors related

to the extent of the operation may prevent the exacerbation of

neurological disorders, such as multiple sclerosis and myast-

henia Gravis, which is potentially triggered by the aforementio-

ned factors.1,2,6,7 It may also minimize the risk of perioperative

cognitive dysfunction which is strongly associated with the

extent of surgery, patient age and preexisting mental distur-

bances (i.e. dementia).1–3,10 A combination of separate less

invading techniques is preferable in some cases, e.g. choledo-

cholithiasis, treated with endoscopic sphincterotomy followed

(at second time) by laparoscopic cholecystectomy.

Moreover, surgeon interferes in the selection of the method

of anesthesia (general, local, regional), in cooperation with the

anesthesiologist and the neurologist. Apparently, the exis-

tence of respiratory and cardiovascular disorders (due to the

neurological disease or to comorbidities) renders preferable

regional or local anesthesia (especially for minor surgery).

However, certain local anesthetics or upper extremity blo-

ckade could worsen myasthenia Gravis, whereas the presence

of neurological motor symptoms (tremor and dyskinesia) in

Parkinson may hamper the execution of surgery.3,7,8

Postoperatively, the surgeon determines the appropriate

time of reinitiation of oral intake of neurological medications

(depending on the type of surgery), which is an essential

component of patient management. In addition, the decision

for removal of drains and folley catheters (facilitating patient

mobilization and recovery) belongs to the surgeon. However,

handling of these issues could be hampered by the presence of

dysphagia, paralytic ileus and urinary retention–not uncom-

mon complications in particular neurological disorders

(Parkinson, multiple sclerosis). Surgeon, should also order

physical therapy (for respiratory and/or motor problems) to

prevent complications and assist recovery.2,3,6–8

Close cooperation between surgeon, anesthesiologist and

neurologist is required regarding the administration of

common analgesics (i.e. opioids), antiemetic agents (e.g.

metoclopramide), benzodiazepines and barbiturates poten-

tially presenting serious interactions with the neurological

medications (e.g. the interaction between meperidine and

monoaminoxidase inhibitors in Parkinson) or worsening

neurological symptoms. Therefore, all these common agents

should be avoided or cautiously used.2,3,7,8,10

In conclusion, surgeon has a key role in the perioperative

management of neurological patients, actively and essentially

participating in the most critical treatment decisions and

coordinating the other experts involved in this process.
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Hepatobronchial Fistula: A Rare Complication of Liver

Abscess§

Fı́stula hepatobronquial: una rara complicación de un absceso
hepático

Hepatobronchial fistulae (HBF) are rare entities. They are

defined as abnormal communications of a sector of liver

parenchyma with a sector of the bronchial tree through a

diaphragmatic pathway. First described by Peacock in 1850 in a

patient with a hepatic hydatid cyst and hydatid vomica, its

frequency has decreased, mainly due to the use of antibiotics

in the presence of hepatic abscesses and the surgical

treatment of hepatic and pulmonary hydatid cysts.1

HBF may be congenital or acquired. Acquired HBF (80%) is

mainly caused by hepatic hydatid cysts that migrate toward

the pleural cavity through the diaphragm. The other 20% are

due to hepatic abscesses (amebic or pyogenic), lithiasis of the

biliary tract and, less frequently, as a result of surgery or liver

trauma.2,3

Bronchobiliary fistulae (BBF) are those in which part of the

biliary tract communicates with the bronchial tree, thereby

perpetuating the pathway.4 In these cases, the diagnosis is

made more easily because the patient has a productive cough

with biliary sputum (which characteristically stains the teeth

yellow) in association with fever and leukocytosis.

HBF that do not communicate with the bile duct, which are

generally secondary to hepatic abscesses, are rarer. They do

not present the characteristic bilioptysis, but instead purulent

bronchorrhea, fed by the hepatic abscess. HBF usually appear

in the context of a florid infection, with fever and leukocytosis,

abdominal pain in the right hypochondrium and occasionally

pleuritic pain and cough. They may present dyspnea of

varying magnitudes and jaundice in some cases.5

The diagnosis is complemented with radiography and

computed tomography (CT) studies. Therapeutic approaches

range from conservative to minimally invasive to radical

surgery (thoracic or thoracoabdominal), with diverse results.6

Below, we present a case of HBF that was diagnosed and

resolved by our department.

The patient is a 70-year-old man who underwent urgent

surgery for acute cholecystitis. Surgery was initiated with a

laparoscopic approach, which had to be converted to open

surgery due to technical difficulties given the intense

inflammatory process. There were no intraoperative inci-

dents, patient progress was good, and antibiotic treatment

was followed for 7 days.

The patient was re-hospitalized 40 days later with cough,

abundant purulent bronchorrhea that was brown in color, and

fever. Laboratory tests showed: 17 000 leukocytes/mm3, proth-

rombin time 53% and hemoglobin 9.2 mg/dL. Chest radiograph

showed evidence of inhomogeneous occupation of the right

lung base. The patient presented respiratory insufficiency

secondary to severe pneumonia; he was admitted to the ICU

and thoracic and abdominal CT scans were ordered. The CT

scans showed a heterogeneous collection in the hepatic dome

(segments 7 and 8) that was 11–12 cm in diameter and

compatible with abscess, a focal right basal consolidation

and a moderate amount of pleural fluid (Fig. 1).

Treatment with ciprofloxacin and intravenous metronida-

zole was initiated empirically. We performed ultrasound-

guided percutaneous puncture of the hepatic abscess, placing

a 12 Fr Dawson Müller-type drain tube and obtaining 300–

400 mL of brownish pus with the same characteristics as the

patient’s bronchorrhea. We observed that lavage of the

abscess caused cough, which, together with the patient’s

surgical history and imaging studies, led us to the diagnosis of

hepatobronchial fistula. The evidence of contrast material in

the airway after instillation through the hepatic drain tube

supported our diagnosis (Fig. 2). A pleural drainage tube was
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