










Mr N V Jayanthi
East & Far East

Having started as a
Consultant Surgeon at
Broomfield Hospital in
February 2012 I have
been keen to develop
advanced minimal
access techniques for
oesophago-gastric
resections. As such I
was fortunate to visit
the units of Professor

Ichiro Uyama at Fujitha Health University, Japan
and Professor Palanivelu at GEM Hospital,
Coimbatore, India as part of the David Dunn
Travelling Fellowship.

Japan
First stop in Japan was at National Cancer Centre
(NCC), Tokyo. This institute is a solemn institution
at the centre of numerous clinical trials for gastric
cancer. Vast majority of the surgery is open.
During this week, I attended three gastrectomies,
one open & shut case (peritoneal metastasis) and

one oesophagectomy. I was introduced to
Professors Katai, Fukagawa & Morita and able to
attend their Friday morning MDT (conducted in
English). I intended to make most of my Japan rail
card and travel on the famed Shinkansens (high
speed trains) aided by very useful advice from
Professor Morita for my travels to North Japan. 

I travelled to Fujita University in the second
week, spending 2 weeks with Professor Uyama’s
unit. His contemporaries at the NCC regard
Professor Uyama as the ‘Emperor’ of laparoscopic
gastrectomies. 

The atmosphere and hierarchical nature at
Fujita was a total polar opposite to that I saw at
the NCC. There appeared to be a lot of banter
between colleagues and also between different
levels of hierarchy. Despite all this, it was obvious
that Professor Uyama was highly revered by the
whole department. The department seemed to be
a buzz with activity, excitement and pride. In the
next two weeks, I observed 5 total & 3 sub-total
gastrecomies (all laparoscopic) and one robotic
total gastrectomy. Professor Uyama has
developed a great laparoscopic technique for both
D2 dissection as well as a linear stapled
oesophago-jejunal anastomosis. The technique is
very standardised; a junior registrar would be
performing a total gastrectomy. The Professor was

approachable, open to questions and very willing
to teach and discuss. He took time to go through
the differences in the port placements between
laparoscopic and robotic gastrecomies. He even
hosted dinner after a marathon 7hr robotic
gastrectomy and before leaving in the early hours
of the following morning to travel to the USA. 

I found the attitude and approach of the
Japanese surgeons unique & interesting. They are
skilful, patient, systematic and meticulous. There is
never a race against time and yet they have an
uncanny ability to combine humility with
confidence. They are very dogmatic, yet at the same
time pragmatic. Despite their regimented approach,
there always seems to be room for innovation.
The two Japanese words that describe their
attributes are ‘kata’ and ‘gambatte’. The former
means ‘method’ and the later means ‘fight on’.

India
My next leg of the fellowship took me to
Coimbatore in Southern India where I visited
Professor Palanivelu at GEM Hospital. He is one of
the most renowned laparoscopic surgeons in
India. He attracts politicians and celebrities to his
hospital. During my visit, one of the state’s cabinet
ministers had a laparoscopic cholecystectomy.

GEM hospital is set up to do minimal access
operations for every conceivable GI pathology.
For the length of my visit of 2 weeks, there wasn’t
a single open operation. 

Details of each operation are religiously
recorded into a database. Every operation is
recorded and edited pretty much straight after by
the fully staffed on site audio-visual department.
Not surprisingly, Professor Palanivelu has published

widely. He started to perform totally Minimal
Access Oesophagectomy in 1997, almost 2 decades
ago and published a series 130 cases in 2006.
A thoracoscopic approach is now the established
standard technique in their unit. They haven’t had
to open a chest for a number of years. So much so
that the hospital doesn’t even keep a rib retractor!

The technique of resection has changed over
the years. A 3-stage Mc Keown type resection was
common in the past. With increasing incidence of
lower oesophageal & OG junction tumours, 2-
stage Ivor-Lewis resection with intra-thoracic
anastomosis is now the commonest operation.
Thoracoscopic part of the operation was initially
performed in the prone position. Now it is done
in a left lateral semi-prone position. Professor
Palanivelu performs a linear stapled or hand sewn
oesophago-gastric anastomosis. He prefers the
latter and does it with PDS suture. The posterior
layer is interrupted and the anterior layer is closed
with a continuous suture. 

I had the opportunity to have a number of
discussions with Professor Palanivelu. While GEM
hospital attracts a number of rich and famous
patients, the vast majority of the patients still come
from the neighbouring villages. Professor Palanivelu
developed the minimal access technique, after
failing to convince the farmers and manual
labourers to have laparotomy & thoracotomy for
oesophagectomies. Lack of social support system
means that these patients need to return to their
jobs at the earliest, with minimal loss of function.
Hailing from India, I totally understand this issue. 

‘Necessity, mother of innovation’ has been the
principle of so many things that come of out India. 

I have had the most amazing experience visiting
the busiest hospitals in Japan & India headed by
world-renowned surgeons. I am ever so grateful to
ALSGBI for awarding this coveted fellowship to me
and Ethicon for sponsoring this fellowship. 

Legend for the photos: All the photos are self
explanatory apart from the Photo no. 5:
Brihadeeswarar Temple, 66m tall, completed in
1010 AD.

Mr N V Jayanthi
Winner of the David Dunn Travelling
Scholarship 2013

2013 David Dunn Travelling Scholarship



2014 B. Braun Aesculap Travelling Scholarship

Mr Baljit Singh

Firstly, I would like to extend my thanks to B. Braun Aesculap and ALSGBI for
enabling this Travelling Scholarship to take place. The Scholarship allowed
me time to spend at the Department of Colorectal Surgery, Florida Hospital,
Orlando with Colorectal Surgeon, Dr Sam Atallah. The purpose of the visit
was to learn the technique of trans-anal TME (TaTME) from a centre with a
large experience in this procedure and also how to transfer this expertise to
my own NHS hospital.

The colorectal department in Orlando Hospital comprised five colorectal
surgeons, general surgery residents, two colorectal fellows and a research
fellow. The main hospital is based in the centre of Orlando with several
smaller hospitals scattered in the peripheral areas of Orlando. Whilst major
colorectal resections were undertaken at the Florida Hospital, clinics,
endoscopy and day cases were undertaken in the smaller hospitals. 

Much of the Florida Hospital has been recently built with state of the art
technology from plush interiors to well-equipped theatre suites. This is all
helped by the fact that the hospital was initially founded in 1908 by a small
group of Seventh Day Adventists in Orlando to bring health care to the
community. This religious theme runs through the hospital with impressive
artwork and decor. To add a touch of the modern world and the fact that
the hospital is in Orlando there was plenty of on-going building work for
separate women’s and children’s hospitals both funded in part by a donation
from the Disney organisation. Some of the views from the main hospital were
very impressive looking onto a picturesque lake.

The colorectal team were very welcoming and extremely friendly.
Dr Atallah has published widely on TaTME and his colleague Dr Matt Albert
has a huge experience with TAMIS surgery. With Dr Atallah I attended his
outpatient clinics which saw a wide range of colorectal problems from
haemorrhoids, fistula and anal fissures. It was interesting to see a different
perspective in the management of these conditions. In line with many US

hospitals medical records were all electronic. 
As I was focussed on gaining experience regarding the TaTME procedure

Dr Atallah had an extensive library of unedited videos which we spent
several hours going through. They illustrated detailed steps for TaTME from
case selection, to patient setup and the surgical procedure. I also saw videos
regarding future developments for TaTME from the robotic platform
(DaVinci Sp Single port), a cadaveric procedure demonstrating the
transvaginal route for undertaking a hysterectomy and image guided real
time navigation for TaTME. 

Dr Atallah was very open during the visit and I had plenty of opportunity
to discuss TaTME. I was also introduced to the main theatre sister to appreciate
how best to organise the theatre staff and equipment when undertaking TaTME.

I saw several surgical cases during my stay. These included several
laparoscopic resections and the TAMIS platform to repair a recto-urethral
fistula. I also saw a wide range of new technologies including the Lifecell Spy
Imaging platform to check perfusion of the proximal colon prior to
anastomosis and the Surgiquest Airseal CO2 insufflator. The latter was key
to maintaining a near perfect seal for the TaTME.

Dr Atallah had also arranged for a live TaTME case. This took place in
the Innovation Suite, which as its name suggests, was an impressive
operating theatre. It was also designed to bring in three intraoperative
MRI scanners if required. 

The live TaTME case I saw was a 50 year old female with a low rectal
cancer post chemoradiotherapy. The patient set up and equipment was
similar to that found in most laparoscopic theatres. The abdominal phase of
the procedure was undertaken by the first team including complete splenic
flexure mobilisation. The abdominal team performed a limited rectal
dissection only entering the TME plane posteriorly. Thereafter Dr Alberts and
a second team began the transanal phase. This involved using the Applied
TAMIS port. The steps were very clear and views were excellent. During the
procedure it was possible to ask questions. As the abdominal dissection
proceeded to the mid rectum the transanal operator was guided by the
abdominal operator from above to ensure an accurate plane of dissection. In
an experienced unit like this the whole procedure took three and half hours. 

A TAMIS course was also run during my visit which again involved live
operating and a didactic lecture session.

This was an excellent opportunity to spend time with a well established
colorectal surgeon with extensive experience with TaTME. I am very grateful
to B. Braun and ALSGBI. This has allowed me to introduce the technique of
TaTME into my own hospital. 

Mr Baljit Singh
Consultant Colorectal Surgeon and Honorary Senior Lecturer University
Hospitals Leicester 
Winner of the B. Braun Aesculap Travelling Scholarship 2014



2015 B. Braun Aesculap Travelling Scholarship

Mr Khaleel R Fareed

I was awarded the B Braun Aesculap travelling fellowship in November 2015
enabling me to visit the world-renowned Karolinska Institute in Stockholm,
Sweden. Subsequently I attended the Congress of the European Society for
Diseases of the Esophagus held in Stockholm. 

Healthcare in Sweden is largely tax-funded; a system that ensures
everyone has equal access to healthcare services. The responsibility for health
and medical care in Sweden is shared by the central government, county
councils and municipalities. 

I was especially impressed by the systematic organisation of the hospital.
The Karolinska University hospital is set in a beautiful location a few miles
away from the city and has very strong research collaborations with the
Karolinska Institute. The Karolinska University Hospital has 1,600 beds and

admits over 100,000 patients each year. 
The Karolinska University Hospital is the largest university hospital in

Sweden and a national referral centre for specialised care. The Upper GI
Surgery unit is led by Associate Professor Magnus Nilsson and comprises
three other consultant surgeons, two Specialist Registrars, a Senior Japanese
Surgical Fellow and a team of more junior trainees. 

Having developed an interest in laparoscopic Upper GI surgery and
minimally invasive cancer surgery during my training, exposure within a high
volume specialised centre observing a new method of performing minimally
invasive oesophagectomy (MIO) was invaluable. 

My decision to visit Karolinska followed a presentation delivered by
Dr Ioannis Rouvelas (Senior Consultant Upper GI Surgeon) at a local meeting
in Chelmsford. Dr Rouvelas described his unit’s experience of performing MIO
using a linear stapled anastomosis in the thorax in the prone position. I was
keen to observe this technique and grateful to be invited by Dr Rouvelas and
his team to visit the unit for a week. 

I observed the 2-phase MIO whereby the laparoscopic procedure was
performed with the patient in the supine French position. The conduit was
created in the abdomen but not completely divided from the specimen. 
A 2-cm long proximal ‘bridge’ remained undivided, acting as an anchor to the

specimen, in order to facilitate the pull-up of the specimen into the chest
during the thoracoscopic phase. The thoracoscopic procedure is performed in
the prone position. The side-to-side anastomosis was fashioned using a linear
stapler. All patients followed an enhanced recovery program. The patients
spent the first three days in HDU and were then transferred to the ward.
Patients were allowed sloppy diet on post op day 6 and solid food on day 8. 

The Upper GI cancer unit in Karolinska performs up to a hundred
oesophago-gastric cancer resections (approximately 50-60 MIOs) a year.
Operating sessions occur on Mondays, Tuesdays and Thursdays. Wednesday
comprises an outpatients’ clinic and an interventional endoscopy list.
Friday is dedicated to MDT and for ensuring loose ends are tied prior to the
weekend. The Upper GI unit assesses and treats oesophago-gastric and
hepato-pancreatobiliary cancers and complex benign upper GI diseases. It
does not perform primary Bariatric surgery but on occasions deals with
complex post-operative problems. One of the most enlightening observations
was the professionalism within the team, meticulous attention to detail and
a thorough, systematic approach when operating. I hope to use such lessons
and examples to benefit my own practice in future. 

I was able to attend the Congress of the European Society for Diseases of
the Esophagus. This had a unique scientific program with international
experts in the field of both Upper GI cancer and complex benign disease.
Dr Rouvelas and his team demonstrated live surgery of MIO which enabled
me to gain from their teaching adding to my prior experience and knowledge.

Following my visit, short term outcomes of this technique have been
published for 46 consecutive patients with distal oesophageal or gastro-
oesophageal junction cancer.(1) This is the first report of an intrathoracic linear
stapled anastomosis in the prone position in a Western population. 

There is also a close twinning fellowship program between the National
Cancer Institute in Tokyo, Japan and a senior trainee surgeon spends up to
two years in Karolinska. I appreciated the warm welcome I received when
attending this unit and can understand why it is attractive for foreign
surgeons to visit. 

Mr Khaleel R Fareed
Winner of the B Braun Aesculap Travelling Scholarship 2015
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side-to-side esophagogastrostomy by use of linear stapler- a simplified
technique facilitating a minimally invasive Ivor-Lewis operation. Langenbecks
Arch Surg (2016) 401: 315-322.
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2015 B. Braun Aesculap Travelling Scholarship

Mr Steve Hornby

In 2015, kindly sponsored by ALSGBI
and the B. Braun Aesculap Travelling
Scholarship, I completed a one year
fellowship in Laparoscopic UGI and
Bariatric Surgery at Austin Health in
North East Melbourne. Established in
1882, Austin Health has 980 beds
over four sites in the suburb of
Heidelberg. The organisation has an
operating budget of $700 million and
is affiliated to eight separate
universities-it is the largest surgical
training centre in Victoria. 

The UGI Department (SURG 3)
offer a full range of benign,
malignant and bariatric UGI services
and acts as a tertiary referral centre.
The Austin offers care to a widely
diverse population and frequently
encounters unusual and complex
problems and I had the pleasure of
managing a fair number of
‘Austinomas’ in my time there.

I was supervised by Ahmad Aly,
the Head of Upper GI Surgery at the
Austin and the current President Elect
of the Obesity Surgical Society of
Australia and New Zealand (OSSANZ).
Ahmad himself has completed
advanced UGI fellowships in both
Adelaide and Sheffield, UK. The Upper

GI team consists of six consultants,
2 fellows, 2 registrars, 4 interns, 2
dieticians, a nurse liaison, a specialist
ward sister and a research nurse. 

A typical working week for the
Fellow at the Austin would include;
two full day and one half day
operating lists, two endoscopy list,
two clinics, one MDT meeting, one
morbidity and mortality meeting,
one pathology meeting and two
consultant ward rounds. If that
seems like a lot, it is because it is!

Operating lists are split over two
sites. Oesophagogastric, pancreatic
resection and revisional bariatric
work is performed at the Austin
Main Hospital with Day case and
short stay work such as primary
bariatrics, hernias and gallbladders
are performed at the Repatriation
hospital nearby. The bulk of my work
was cancer resection and revisional
bariatrics and managing the
emergency service. 

Over the year I trained in some
innovative laparo-endoscopic
techniques where procedures such
as excision of luminal GISTs,
endoscopic mucosal resections
and reversal of vertical band

Figure 1: Members of the Austin Health UGI and Bariatric Surgery Team (Surg III).

Figure 2: ANUM (Associate Nurse Unit Manager) Amanda Kerton and I
waiting for our oesophageal stent.



gastroplasties were performed using an endoscope with the camera and
operative port passing directly into the stomach. So called ‘Transgastric’
techniques offer a minimally invasive option to tackle issues that would
otherwise require a large gastrostomy. Operating within the stomach is
particularly effective when lesions lie at the proximal and distal extremes
and allows for a high degree of accuracy when working near the gastro-
oesophageal junction.

As the Upper GI Fellow I was non-resident first on call for General Surgery
at least one night a week and approximately one in four weekends. Pre FRACS
registrars are not allowed to operate independently without a Fellow or
Consultant in the near vicinity. For problems of a specialist oesophagogastric
or bariatric nature I was the first point of call around the clock. This is as part
of an incredibly supportive consultant team but it makes for a busy out of
hours practice.

Additional responsibilities I took on included a very active role in the cancer
MDT, the supervision and training of the junior members of the medical team,
chairing and delivering formal teaching seminars, providing educations
sessions for the nursing staff and short listing and interviewing for other
Fellowship positions. Each year the Fellows are expected to produce an audit
of the department’s activity over the previous year and produce an in depth
review of one of the department’s key services.

The Austin provided a very reasonable study budget and during the year I
was able to complete a mini visiting fellowship in advanced upper GI surgery
at the Prince of Wales Hospital, Hong Kong with Professor Phillip Chiu.

The Fellow’s salary is augmented by 2 regular operating lists assisting
two of the department’s consultants at the neighbouring private hospital. I
found these lists very helpful as I saw them as an opportunity to attend a
regular masterclass in a low stress environment. How much one gets to do
surgically at these lists is largely down to the individual consultant but they
provided an excellent chance to get to know my supervisors and were
enormously informative about practicing surgery outside of the public

hospital setting.
According to the Economist Intelligence Unit global “liveability” study,

Melbourne is the number one city to live in on the planet. In the study
Melbourne scores a 97.5 out of a possible 100 and my wife and I can certainly
attest to this being entirely fair.

Melbourne is a vibrant, warm and exciting city that made us feel welcome
from the moment we landed. The culinary and live sports are second to none.
Whilst the city is sprawling there is a very tangible sense of community
wherever you go and we felt safe everywhere we went. We lived in the
bohemian suburb of Fitzroy, which is 12 minutes tram ride from the central
business district and 12 minutes drive from the Austin Hospital. Tripadvisor
lists there being 207 restaurants in Fitzroy alone and the newly gentrified area
is steeped in the rich history of the city. It is a crazy little village within a city
and we filled our free time with arts and music and some of the most amazing
food we have ever tasted. And the coffee, don’t start me on the coffee.

The countryside surrounding the city that we visited including the 
Yarra Valley and Wilson’s Promontory are some of the most spectacular and
rich in wildlife that you could hope for.

Melbourne is a long way from home and whilst getting there and setting
up a life is one of the biggest challenges we have faced as a family, it turned
out to be one of the most joyful and rewarding years of our lives.

There are lessons that I learned and pitfalls that I faced and I would advise
anyone entering into an Australian Fellowship to go and sit down with
someone who has done one recently. A particularly excellent resource is the
Association of Surgeons in Training Guide to Australian Fellowships authored
by Will Hawkins, a document I would have been lost without.

The role of the ‘Australian Fellow’ is much closer to that of a junior
consultant than a senior registrar. At the Austin you are very much treated
as a colleague by the consultants and there is
an initially imperceptible but retrospectively
obvious, withdrawal of active supervision as the
year goes on. I got the impression that my
colleagues at the Austin took great pride in
providing a very specialised ‘finishing school’,
which I certainly found totally invaluable in
bridging the gap from Registrar to Consultant.

Mr Steve Hornby
Winner of the B. Braun Aesculap Travelling
Scholarship 2015

Figure 3: A view of a retroflexed endoscope viewing the site of a GIST
excised from close to the gastro-oesophageal junction

Figure 4: My wife Clare and I enjoying a wine tour in the stunning 
Yarra Valley.



2015 B. Braun Aesculap Travelling Scholarship

Mr Akinfemi Akingboye
My experience at the Colorectal Surgery Division of The Mayo Medical Centre
Rochester, Minnesota

I am a Specialty Surgical trainee at Cambridge
Deanery, presently working in Luton & Dunstable
University Hospital. I was awarded the B. Braun
Aesculap Travelling Scholarship, which afforded
me the rare privilege of visiting the world
renowned Colorectal surgery division of 
the Mayo Clinic, Rochester, Minnesota, with the
aim of learning advanced techniques in
minimally invasive surgery with particular
interest in learning recent advances in Robotic
assisted surgery and its applications in Colorectal
Surgery. My first day at the Mayo Clinic
commenced with a very well organised full
induction, which is the same routine induction
rigor used for fellows and resident trainees. There
were 2 other visiting fellows from outside the
United States of America; one in clinical
psychiatry and the other was in HBP surgery. 

The colorectal division had 9 consultant staff;
5 were robotically trained and the others were
laparoscopic colorectal surgeons. Each of the
consultants had an assigned intern and resident
trainee and in addition there were four colorectal
fellows in the unit. Four fully functional operating
rooms were dedicated for colorectal surgery daily.
In addition, there was a separate purposely built
colorectal operating room with full facilities for
intraoperative radiotherapy. There were two
robotic assisted operating rooms shared amongst
the urologists, gynaecologists and the colorectal
surgeons. On average, there were about 50
colorectal cases per week. The Colorectal Surgery
division is a world renowned centre for treating
complex Colorectal disease and the unit has an
outstanding track record in the treatment of
recurrent rectal cancer, with special emphasis on
the use of intraoperative radiotherapy and it is one
of the main proponents for the use of intra-
operative radiotherapy. 

The unit deals with very complex colorectal
cases. I was involved with 3 cases of complete
pelvic exenturation with formation of
ileoconduit/ colon-conduit. This means that
these complex cases were done as open surgery,
but I soon discovered that there is a niche for
Robotic surgery application for complex cases.
Besides the complex colorectal work, the unit has
a close affiliation with the gastroenterology
department, which further generates referral of
IBD cases. The management of very complex
perianal fistula follows the same principles as

treating sepsis (using seton-faecal diversion if
appropriate, and advancement flaps when
indicated). The unit also has facilities for
endoanal resection of early stages anorectal
tumour (TAMIS), which is heavily supported with
the provision of frozen sections by the
pathologist. It is worth mentioning that frozen
section is a cradle project of the Mayo Clinic. 

Robotic surgery has been around in Mayo
Clinic over the last 15 years. The robotic system
has been recently upgraded to the da Vinci xi (4th
generation robotic system) which allows the
interactive arm to be adaptive to different
positioning on the patient with a high definition
3D camera and has been routinely used for
dissection in rectal cancer and proctectomy in
ulcerative colitis patients. The main operative
advantage of the da Vinci xi robotic assisted
system in rectal/pelvic work is the high definition
visual 3D images which allows for preservation
of pelvic nerves, precise tissue handling and
dissection, giving an added advantage in ultralow
rectal cancer and has been shown to improve
circumferential and distal margin sections. It has
historically been very challenging to adapt the
system for total colectomy but I was privileged
to observe the first case of panproctocolectomy
done with the robotic system during my stay. 

Robotic surgery has been integrated into the
training of the residents and the fellows at the
Mayo Colorectal division, and the unit has a dry
laboratory for robotic simulation. I took
advantage of this program during my visit. The
training was organised by the representative from
the Intuitive Surgical company the manufacturer

Mayo Clinic at Night and photograph at the Mayo Clinic 

Standard laparoscopic set-up and the da vinci forceps 



of the da Vinci xi system and the certified surgical
assistant nurse who assisted in the first ever
robotic surgery that was carried out in Mayo
Medical Centre. The session included the
principles of operating the da Vinci system, the
principle of targeting, safe insertion of the ports,
controlling the arm and changing the instruments
and providing effective assisting during surgery. 

The next stage of the training was learning to
operate from the surgeon’s console with the endo-
wrist instrument. The simulator has inbuilt modules
such as targeting, visual co-ordination and surgical
exercises such as ergonometric ma-noeuvres,
suturing, knotting and cauterizing to control
bleeding. Each module graduates in complexity as
the trainee progresses with each task. 

Furthermore each trainee has an individualised
identification number which allows for storage of
the trainee’s performance on the system.
Each module is broken into stages to reflect areas
of progress and challenges. This provides the
trainee with a performance monitoring system
which helps to reduce the learning curve. I had
free access to the dry lab, aside the training
course, and most of my spare time was spent
completing all the modules on the simulator. 

The collaboration between clinicians and the
other medical expertise in Mayo Clinic is all
funnelled into providing a stress less experience
at the gigantic ultra-modern facility which
otherwise, many external observers may find
daunting and intimidating. The integration of
care was evident by the way cross referrals
between specialists worked and how patients’
clinic appointments were synced. For example,
some of the patients in colorectal clinic that
required inputs from either urologists,
gastroenterologists, oncologists, anaesthesiologists,
and or plastic surgeons were seen in other
concurrently running clinics. This provided a
holistic health care delivery package. Another
example that readily comes to mind was the
promptness with which the pathologists provided
immediate reports from frozen section during
colorectal resection to facilitate accuracy of
resection margins. 

The surgical resident teaching sessions held
every Monday morning at 7:00am, two of which
I attended, was taught by consultant staff from
other departments. The topics were the role of
radiation oncology in colorectal cancer and the
role of endoscopic transanal resection of rectal
tumours respectively. Surgical residents in the
final year of their training had opportunities to
present interesting cases seen during their
posting at a grand round moderated by three to
four consultant staff. The trainees critiqued the
clinical management of the patients backed with
current clinical evidence. This also served as a
means to prepare the trainees for their
membership examinations. 

The Mayo Clinic model of care is predicated

on the highest standards of clinical practice as
established by the rich heritage of the Mayo
brothers. The Mayo Clinic logo of three
interlocking shields symbolizes Mayo’s
commitment to excellent and interdependence
in the three areas of Research, Medical Education
and Clinical Practice. 

In conclusion, despite the high volume of work,
the trainees still enjoyed one to one mentoring.
There were excellent research opportunities, and
each trainee had a project they were actively
involved with. The topical issue in the unit was the
insurgence of surgical site infection in colorectal
surgery. As a result of this, the unit reverted to
mechanical bowel cleansing with dulcolax,
metronidazole and neomycin. Consequently, there
is an on-going randomised controlled trial to
investigate this change in clinical practice. 

I end with a quote from Dr W J Mayo. “It is a
great thing to make scientific discoveries of rare
value, but it is even greater to be willing to share
these discoveries to encourage other workers in the
same field of scientific research”. 

On this note, I would like to extend my sincere
appreciation to the Association of Laparoscopic

Surgeons of Great Britain and Ireland and 
B. Braun Aesculap for sponsoring my visit to
Mayo Clinic. Finally, I would like to thank
Professor DW Larson and the colorectal surgery
division for the opportunity. I would also like to
thank Dr Kellie Mathis, who provided continued
mentorship when Professor DW Larson was
unavoidably absent due to other non- clinical
commitments. 

Mr Akinfemi Akingboye
Winner of the B. Braun Aesculap Travelling
Scholarship 2015

Surgeon Operating from the da vinci Si Console



2015 David Dunn Travelling Scholarship

Mr Vincent Kah Hyme Wong

It was 8 am on a sunny April Monday, I was standing at the lobby of Seoul
National University Hospital (SNUH) jetlagged, but excited, I was waiting to
meet Dr Yun-Suhk Suh from the Gastric Cancer Centre in SNUH. Led by
Professor Han-Kwan Yang, this impressive unit typically performs over 1,000
gastrectomies every year, 60% of which are performed laparoscopically. I had
arranged to spend a few days with the unit as part of my travel fellowship.

On introduction, speaking with an American accent, Professor Han-Kwan
Yang is warm, welcoming and effusive. Whilst showing me around the
theatres he advises me that there were to be two laparoscopic assisted distal
gastrectomy (LADG) and an open gastrectomy that day. By the time I have
changed into scrubs and found my way to theatre, 1 of the 2 LADG cases
was already ongoing.

In contrast with my experience in the UK, the operating surgeon in SNUH
was standing on the patient’s right while the assisting surgeon was on the
patient’s left. The camera operator (expertly controlled by the theatre
assistant) was standing between the patient’s legs. The first part of LADG
involved mobilizing the greater curve of the stomach, isolating and dividing
the left gastro-epiploic vessels and isolating the right gastro-epiploic vessels.
From a trainee perspective, it was interesting to note that the first part was
performed independently by the surgical fellows which is equivalent to
surgical registrars in the UK. Professor Yang would then continue the
operation; dividing the right gastro-epiploic vessels and performing D1+
lymphadenectomy followed by a mini-laparotomy for the distal gastrectomy
and a Bilroth 1 anastomosis using a circular stapler. The resected specimen
is then handed out to the junior surgeons for dissection of lymph node
stations (Fig 1). An LADG will typically take between 1½ – 2 hrs to complete.

Over the course of my brief few days in SNUH, I observed 6 cases of
laparoscopic assisted distal gastrectomies (LADG) and an open D2
gastrectomy which was abandoned due to peritoneal metastases.
As majority of gastric cancer cases in Korea are diagnosed early, they do
not routinely perform omentectomy or D2 lymphadenectomy. Rather, there
is a move to tailor the operation to the location and stage of the gastric

cancer to preserve organ function. 
In addition, Professor Yang and his team has a robotic surgery list every

Wednesday. Using the da Vinci surgical system, they normally have a robotic
assisted distal gastrectomy (RADG) on the list. It was indeed an eye opener
and an experience for me to treasure (Fig 2). Unlike open or even laparoscopic
surgery, robotic surgery felt very much like a 3D video game at times with
the ability to change and select which instrument to control. It is an exciting
frontier for Upper GI surgery and if given the opportunity, something which
I would like to explore. However, the prohibitive cost of da Vinci surgical
system and the instruments may be difficult to justify in this current austere
NHS climate.

Following my brief time in SNUH, I attended the Korean International
Gastric Week Congress. Held in the beautiful Jeju island, the 3-day congress
was attended primarily by surgeons from Japan, Korea, China and South-East
Asia (Fig 3). The congress was focused on the latest advances and research in
gastric cancer; including ongoing multi-centre trials such as sentinel lymph
node biopsy for gastric cancer (SENORITA) and the recently concluded
REGATTA trial for advanced gastric cancer with single metastases.
An illuminating talk from the congress which I will certainly remember was
by renowned Dr Hitoshi Katai on his experience on managing gastric cancer.

Moving on from Korea, I then spent the bulk of my fellowship in the Cancer
Institute Hospital in Tokyo. Headed by Professor Takeshi Sano, they typically
performed 14-16 gastrectomies and 2-4 oesophagectomies each week. On
my first day there, I was pleasantly surprised to find out that there was another
UK observer starting at the same time. Mr Bijendra Patel, an Upper GI
consultant from Barts Cancer Institute, who was spending several weeks there
as well. It was an ideal arrangement as during our time there, we would often
discuss our management approach for individual cases and different surgical
techniques while observing the operations. MDTs are held every Wednesday
morning at 7.30 am. Conducted mainly in Japanese, the MDTs are not strictly
speaking multi-disciplinary as the meetings are attended primarily by surgeons
with the junior surgeons presenting the cases and the radiological findings. 

Figure 1: Dissected peri-gastric tissue placed according to the lymph node stations



During my two weeks with the Cancer Institute Hospital, I observed 3
oesophagectomies and 8 gastrectomies including laparoscopic assisted
proximal gastrectomy, laparoscopic total gastrectomy and open total
gastrectomy with D2 lymphadenectomy. For oesophagectomy, they would
normally perform a 3 stage thoracoscopically assisted oesophagectomy.
It was fascinating to see the surgeons meticulously dissecting out the
oesophagus and taking care to identify and preserve the recurrent laryngeal
nerves. The anatomical knowledge of Japanese surgeons is impressive as they
seem to know the name for every single minute blood vessel.

Whilst the Japanese tend to be formal and hierarchical one particular
gastric surgeon rather stood out - Dr Naoki Hiki, he is one of the senior gastric
surgeons, who likes to have his music playing in theatre and has friendly
banter with his juniors and ourselves whilst operating. He is a keen teacher
as well; patiently explaining to us about the ‘Double flap technique’ to
prevent reflux following proximal gastrectomy - an interesting technique
which requires careful dissection of the anterior stomach wall and according
to Dr Hiki, has a good outcome in preventing reflux.

The highlight of my fellowship with the Cancer Institute Hospital has to
be when Professor Sano gave a masterclass in open D2 total gastrectomy.
It was a joy to behold his deftness in D2 lymphadenectomy with an ultrasonic
scalpel, the confidence in the vascular anatomy around the stomach and the
efficiency of his surgical craft.

To culminate it all, Mr Patel and myself were treated by Professor Sano to
a lovely meal in a French restaurant near Tokyo station. Situated on the 35th
floor, the restaurant has an amazing view of the Tokyo skyline. The food and
wine were superb too; so much so that I brought my wife to the restaurant
the next day. 

My fellowship in Seoul and Tokyo has been an amazing exposure to a
different surgical culture, attitude and management of oesophago-gastric
malignancies compared with the UK. The disease burden, disease type and
patient demographics may be different, but the culture of excellence and
the refined surgical craft which I witnessed in Seoul and Tokyo are the
areas which I seek to emulate in my surgical career. For that, I am truly
indebted to ALSGBI and Johnson & Johnson for providing me the travel
fellowship grant. 

Mr Vincent Kah Hyme Wong
Winner of the David Dunn Travelling Fellowship 2015

Figure 2: (a) Robotic assisted distal gastrectomy. (b) Myself with Professor
Yang in the da Vinci Robotic Theatre. 

Figure 3: Professor Han-Kwang Yang, Professor Jimmy So and myself in the Korean International Gastric Cancer Week Congress



Ms Nienke Warnaar

I was awarded the Travelling Fellowship
in November 2016 enabling me to visit
Professor Luigi Boni in Milan, Italy.
Fluorescence or image guided surgery
has gained more and more popularity
over the recent years and Luigi Boni has
been one of the leaders in this field. The
week before my planned visit in June
2017 I also attended the EAES meeting
in Frankfurt where I participated in the
ICG Masterclass. Once in Milan, I hit the
ground running..

The "Ca' Granda Ospedale Maggiore
Policlinico" Foundation in Milan,
traditionally known as the Policlinico of
Milan, is one of the oldest hospitals in
Italy, founded in 1456. Today it is a
modern hospital with 1000 beds located
in the heart of the fabulous city 
of Milan. Ever since 2010 Policlinico 
has been under major development
with impressive renovation works
throughout the hospital grounds.
The surgical department is nearly
finished and includes completely new
integrated operating theatres.

The abdominal and emergency
surgical department consists of 25
consultants and 6 specialty registrars.
With 38 inpatient beds, they perform
1300 surgical procedures a year
including 250 colonic resections and
around 300 cholecystectomies. ICG is
used in every single one of those
procedures. I joined Professor Luigi Boni

in theatres for 2 weeks, together with a
colorectal fellow from the Philippines
and a consultant colleague from
Palermo.

It was interesting to see that
Professor Boni was present in all or at
least part of every case despite being
lead of the abdominal and emergency
surgical department and in charge of
the renovation of the surgical unit.
He not only trains his juniors in
laparoscopic surgery but often his
consultant colleagues as well. As ICG
is used as standard, every member of
the team is well informed and involved
when it comes to this technique.
It’s beneficial value was well
demonstrated during intraoperative
findings in many cases and in particular,
a case involving a cholecysto-duodenal
fistula.

I would like to thank Luigi and his
team for their hospitality, the city of
Milan for looking after me and also
extend my sincere appreciation to the
Association of Laparoscopic Surgeons of
Great Britain and Ireland and B. Braun
Aesculap for sponsoring my fantastic
visit. This has inspired me to use ICG
regularly and has provided clarity in
some difficult situations already!

Ms Nienke Warnaar
Winner of the B Braun Aesculap
Travelling Fellowship 2016

2016 B. Braun Aesculap Travelling Scholarship



Mr James Horwood

In 2016 I was fortunate enough to be awarded the B Braun Travelling
Scholarship via the Association of Laparoscopic Surgeons (ALSGBI). However,
as a result of the arrival of our first child, I had to postpone my travelling
plans until 2019!

As a result of a busy professional and personal life, in recent years, I had
only been able to attend conferences in the UK – but with the help of the
ALSGBI scholarship I decided time had come to visit the US and attend the
2019 American Society of Colon and Rectal Surgeons in Cleveland, Ohio. 

In addition, with the assistance one of our recent Registrars currently
undertaking a fellowship at the Mayo Clinic (Rochester, Minnesota) I was able
to arrange a short visit to one of the leading surgical centres in the world.

After a long journey via Amsterdam and Minneapolis, I finally arrived in
Cleveland, Ohio. Cleveland is located in the Mid West, on the shores of Lake
Erie. Most notable as the home of the ‘Cleveland Indians’ baseball team and
the location of the “Rock and Roll Hall of Fame’.

In true American style, the conference opened with breakfast sessions
starting at 0600. During the course of the conference, the sessions were
divided by subspecialty interest. Among particularly well attended sessions
were Modern Management of Diverticular Disease, which resulted in a call
for centres to be involved in an RCT reviewing the use of antibiotics in
uncomplicated diverticulitis (to add to the recently published ESCP trials) and

a session on the management of locally recurrent rectal carcinoma.
Alternative sessions included ‘Managing Stress and Burnout’ and ‘New
Technologies’ – where innovators were invited to pitch their inventions to
the assembled audience.  The social program included an evening at the Rock
and Roll Hall of Fame. 

Following the conclusion of the meeting, I flew back to Rochester,
Minnesota and began a two day visit to the Mayo Clinic. Following a tour of
the outstanding facilities (including the art work) I was privileged enough to
be invited to attend the colorectal ‘tumour board” (MDT equivalent) – and
enjoyed listening to the decision making process around complex recurrent
tumours with para aortic lymph node disease, perforated rectal tumours and
patients with locally advanced synchronous tumours. The use of ‘Total
neoadjuvant therapy’ was a new concept and one to consider at my local
MDT. Next came observing a robotic abdominoperineal resection and a
robotic low anterior resection with a coloanal anastomosis. I was intrigued
to observe the smooth docking of the robot by the surgical team and the use
of highly experienced ‘surgical nurse practioners’ who would assist the
fellows. It was very interesting to accompany the operating surgeon to the
pathology labs with the specimens to assist the pathologists with immediate
‘cut up’ of the specimen.

It was a privilege to spend a social evening with the colorectal surgeons
from the Mayo and excellent to catch up with our previous Registrar who
was clearly having an excellent time on fellowship which will put him in a
highly competitive position for consultant posts in the near future. I would
like to extend my appreciation to the colorectal team at the Mayo clinic for
kindly hosting my visit and also to the Association for awarding me the
scholarship and allowing me to visit the US and have such a rich experience. 

Mr James Horwood
Winner of the B Braun Aesculap Travelling Scholarship 2016

2016 B. Braun Aesculap Travelling Scholarship



Mr Andrew Healey

I was awarded the ALSGBI David Dunn Travelling
Scholarship in November 2016, which allowed
me to visit the renowned liver resectional unit
under Professor Luca Aldrighetti, in Milan. 

Following his kind offer of a placement within
his unit we met at the inaugural European
Guidelines Meeting on Laparoscopic Liver
Surgery. Professor Aldrighetti’s expertise and
experience in the field of laparoscopic liver surgery
is well recognized. Furthermore, as a past President
of the Italian Group of Minimally Invasive Liver
Surgery (IGoMILS) and Coordinator of the Italian
Registry of Laparoscopic Liver Resections, he is
significantly involved in surgical training and was
an ideal mentor for my fellowship.

In Italy healthcare is provided to all citizens and
residents by a mixed public-private system. The
public part is the national health service, Servizio
Sanitario Nazionale (SSN), which is organized under
the Ministry of Health and is administered on a
regional basis. San Raffaele Hospital was originally
founded as a private hospital by Don Luigi Maria
Verze, a spiritual Milanese entrepreneur, who also
established a medical school in 1998. It is a
remarkably imposing combined hospital and
university campus, linked to the main city metro by
a monorail, with an on-site hotel, shopping centre
and, as I later found out, an aging zoo! Verze
sought a place for reflection and well-being for
both patients and students and features such as
the zoo and sculpted grounds and fountains are
typical of the man’s vision for the hospital. The
trustees running San Raffaele went into liquidation
in 2011 and Verze died later that year but his legacy
lives on and the trainees would regularly speak of
how they enjoyed such an open and accessible
campus combined with state-of-the art facilities.

Having developed an interest in laparoscopic

liver resection and minimally invasive cancer
investigation, diagnosis and surgery during my
training, exposure within a high-volume
specialised centre performing 80% of liver
resections laparoscopically was invaluable.
My decision to visit was based partly on my own
training experience that laparoscopic major
hepatectomy was not yet common practice,
although it was also driven by the fact that I
wanted more intensive exposure and experience
of laparoscopic resections to develop my practice
as a consultant. 

On arrival, my occupational health clearance
initially proved a challenge when I was unable to
explain in Italian the UK policy of BCG
immunisation and my subsequent weakly positive
tuberculin test. This was resolved when Professor
Aldrighetti liaised with the team specialist
infectious disease physician, who administered the
correct screening test and I was subsequently
allowed into theatre. 

Even before attending the operating room, it
was clear that the Chirurgia Epatobiliare team was
very tight. The hospital supports this in different
ways. Firstly, all HPB patients are located on one
ward; it is exceptionally rare for a patient to be
‘boarded out’. With the exception of Professor
Aldrighetti, the 6 team consultants share an open
plan office at the end of the HPB ward and there
is a waiting room and office for meeting relatives
next door. The hospital also supports the team’s
ethos with initiatives such as asking each specialist
team to design a logo for their overalls to wear
outside theatre when in ‘scrubs’. These have proven
popular with patients as they can clearly identify
team members on the ward round. This is even
more impressive when you see the full repertoire
of designs in the canteen at mealtimes.

Ospedale San Raffaele

Ospedale San Raffaele

2016 David Dunn Travelling Scholarship

Anaesthetic team top



The surgical team held a daily team brief before
distributing clinical commitments according to the
difficulty of the operative cases, ward issues and
outpatient commitments. The most challenging
cases for resection were discussed at a fortnightly
MDT (held on alternate weeks with the pancreatic
surgical team) and, for example, those requiring
detailed hilar imaging and preoperative staging
underwent echo-endosonography). Professor
Aldrighetti was particularly supportive of my prior
echo-endosonography training and I was
encouraged to follow operative patients to the HPB
EUS unit during pre-operative work up. Again, this
was particularly rewarding as many of the patients

with hilar pathology would often have biliary stents
in situ and observing the staging by Prof
Arcidiacono’s team with the artifact of in situ stents
was an added educational experience.

When I first observed a major right
hepatectomy what struck me the most was the
well-established team roles, regimented
reproducible set-up in theatre (1 theatre, located
immediately above the HPB ward and consultant
offices, with 5 days per week operating).
Furthermore, the quality of the equipment was
impressive. I had never seen such a large 4K
monitor; it felt like I was standing in the middle of
the transection plane. 

The laparoscopic procedure was performed
with the patient in the supine ‘French position’.
The San Raffaele HPB Surgical team perform 25
right hepatectomies per year. I was particularly
keen to observe the 3 approaches to hepatocaval
confluence during laparoscopic right
hepatectomy as described by Professor
Aldrighetti in his Surgical Endoscopy paper in
2017. In the picture you can see the laparoscopic
CUSA (left-hand) and Thunderbeat (right-hand).
This careful selection of the best transection
device, combined with excellent visibility and
resolution of the monitors, all helped to minimize
blood loss and was impressive to observe.

Overall, my time at San Raffaele was an
invaluable educational experience and one that
would not have been possible without the
ALSGBI travelling fellowship funding. I made a
great number of new friends during my time at
the San Raffaele, such as new contemporaries
Dot.ssa Federica Cipriani and Dot.ssa Francesca
Ratti, with whom I hope to collaborate in the
future. Importantly, I have an expert mentor in
Professor Aldrighetti who has kindly offered to
host me, should I be visiting Milan in the future.
During my time in Milan I was appointed to a UK
Consultant HPB post and I am sure the
experience acquired during my fellowship played
a significant part in achieving this. I hope that
my time at the San Raffaele will help to continue
to foster relations that will benefit more trainees
(both Italian and British) and help to establish my
own advanced laparoscopic resectional practice. 

Mr Andrew Healey
Winner of the David Dunn Travelling
Scholarship 2016

Theatre set-up

Theatre laparoscopic monitor 4K image quality is outstandingEchoendosonography




