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ABSTRACT

Introduction: Bariatric surgery is becoming an increasingly popular treatment in
obese patients producing long-term and considerable changes in body weight.
Nowadays laparoscopic sleeve gastrectomy (LSG) is considered to be a stand-alone
bariatric procedure with increasing indication and major advantages. The authors
present a University Hospital experience with this technique, evaluating at three and
six months the reduction of excessive body weight while reversing obesity related
comorbidities such as, insulin-resistance, hypertension and dyslipidemia.

Methods: The authors retrospectively analyzed the records of the first consecutive
119 patients, submitted to LSG between May 2010 and June 2013. The aim was to
analyze baseline demographics, comorbidities, operative outcomes, complications and
weight loss.

Results: A total of 93 female and 26 male patients underwent LSG over the study
period. There was no mortality. Overall complications rate occurred in 4,2% of the
patients. Mean body mass index (BMI) declined considerably from the initial
44 8kg/m2 to 37.8kg/m?2, and 34.6kg/m2, at three and six months. Mean percentage
of excess weight loss (%EWL) gradually increased from 36.3% at three months to
51.3% at six months. At six months follow-up, studied comorbidities (hypertension,
dyslipidemia and insulin-resistance) as well as the number of prescribed medications
were all significantly reduced.

Conclusion: Results from our study indicate LSG to be safe and efficient as a stand-
alone bariatric procedure. At six months follow-up, sustained weight loss and
reduction in the associated comorbidities were detected. Whether these good results
will be maintained will require prolonged follow-up with special attention to

unwanted regained weight.



RESUMO

Introdugao: A cirurgia bariétrica tornou-se ao longo do tempo numa das técnicas
de eleicdo para o tratamento da obesidade com resultados considerdveis na
diminui¢do sustentada do peso corporal. Atualmente, a gastrectomia laparoscopica
em manga (LSG) ¢ um procedimento Uinico com indica¢des crescentes € com
inumeras vantagens. Neste trabalho sdo apresentados os resultados desta técnica
num hospital universitario com a avaliacdo aos trés e aos seis meses da reducao do
excesso de peso e reversdao das principais comorbilidades relacionadas tais como
insulino-resisténcia, hipertensao arterial e dislipidemia.

Métodos: Foram analisados, retrospetivamente os registos hospitalares dos
primeiros 119 doentes sujeitos a LSG entre maio de 2010 e junho de 2013. O
objetivo visou numa analise dos dados demograficos, comorbilidades, resultados
cirargicos, complicagdes e perda de peso.

Resultados: No total, 93 mulheres € 26 homens foram submetidos a LSG durante
o periodo do estudo. Nao existiu mortalidade. Complica¢des ocorreram em 4,2%
dos doentes. O indice de massa corporal (BMI) médio diminuiu
consideravelmente do inicial 44,8kg/m2 para 37,8kg/m2 apds trés meses e para
34,6kg/m2 apds seis meses. A percentagem do excesso de peso perdido (%EWL)
gradualmente aumentou de 36,3% aos trés meses para 51,3% aos seis meses. Aos
seis meses de seguimento, as comorbilidades estudadas (hipertensdo arterial,
dislipidemia e insulino-resisténcia) bem como o numero de medicamentos
prescritos foram todos significativamente reduzidos.

Conclusio: Os resultados deste estudo mostram que a LSG ¢ uma técnica
eficiente como procedimento baridtrico unico. Aos seis meses de seguimento, a

perda de peso sustentada e a reducdo nas comorbilidades associadas foram



demonstradas. Apesar destes bons resultados, um periodo de seguimento mais

alargado sera necessario com especial aten¢do ao ganho de peso indesejado.
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INTRODUCTION

Obesity is a condition of abnormal or excessive fat accumulation in adipose
tissue that may affect health adversely. The prevalence of obesity (BMI>30) is rapidly
increasing worldwide and is now considered a global epidemic disorder (1). Portugal
is no exception with 14,2% of obese adults and 39,4% being overweight (BMI>25)
(2). Bariatric surgery is becoming an increasingly popular treatment in obese patients
producing considerable and long-term changes in body weight (3). There are several
bariatric procedures. Laparoscopic gastric bypass (LGB) and laparoscopic adjustable
gastric banding (LAGB) are two of the most tested surgical methods with proven
results (4). In Laparoscopic sleeve gastrectomy (LSG) the fundus and the greater
curvature of the stomach are excised, fashioning the lesser curvature into a tube. This
is more than a restrictive technique because it removes the majority of ghrelin-
producing cells, thereby reducing the levels of hunger-regulating hormone ghrelin
and, hence, appetite (5). Stomach size is reduced by about 80% (6) but the pylorus is
preserved and therefore dumping is prevented (3, 7). Initially, this technique was
attempted as a first-step procedure for high-risk patients aiming for drastic weight loss
in order to optimize subsequent surgical interventions (8). When used as a first-step
procedure it was followed by both, biliopancreatic diversion and duodenal switch or
Roux-en-Y gastric bypass, in grossly obese patients (7). Nowadays LSG is considered
a stand-alone bariatric procedure with increasing indications (9) and some major
advantages: efficiency, no risk of diaphragmatic hernia, absence of an intestinal
anastomosis, normal intestinal absorption, no implantation of a foreign body, in

addition, to being the preferred option in extremely obese patients (8).



In this paper the authors present their experience with the first 119 consecutive
patients undergoing LSG from May 2010 till June 2013. The main objective was to
evaluate whether the team succeeded in reducing excessive body weight whilst
reversing obesity related comorbidities in patients such as insulin resistance,
hypertension and dyslipidemia. Secondly, the authors also aimed to assess whether or

not the complications rate was as low as those described in the literature (8, 10).

MATERIAL AND METHODS

Patient Selection

Patients with, either a BMI>40kg/m’ or >35kg/m” and associated comorbidity,
were accepted for the University Hospital Bariatric Surgery Program. Suitable
candidates were enrolled and evaluated by a dedicated multidisciplinary bariatric
team. Following detailed discussion and counseling regarding the available suitable
techniques a final decision was reached and informed consent was obtained.
Exclusion criteria included patients with hiatal hernia, or with functional impairments
of the lower esophageal sphincter, psychiatric disorders or with any known addiction
to either drugs or alcohol.

This study, upon institutional review board approval in December 2013, was
conducted to review the files of the first 119 consecutive patients undergoing LSG as
a single-stage procedure for the treatment of morbid obesity, between May 2010 and
June 2013. Patient’s follow-up, according to clinical protocol, was scheduled at one,

three and six months post operation, with laboratory evaluation every 6 months.



Complications and reoperations were recorded for all patients. Follow-up data after 8

of January 2014 has not been included in this study.

Surgical Technique

All members of the team had previous experience of bariatric and laparoscopic
techniques. Surgeries were performed under general anesthesia. Lying the patient
supine, the surgeon was positioned between the patient’s legs while the assistant
occupied the left side. Laparoscopies were performed using five trocars.
Pneumoperitoneum was induced using a veress needle and maintained at a pressure of
16 mmHg. Access to the abdominal cavity is gained using a 12mm port placed
approximately 20cm bellow the xiphisternum in the left paramedian line. Further
ports are placed in a radial arc - one 12 mm port at right upper quadrant, one 12mm
port at the left upper quadrant and one 5 mm port in the left flank. One Smm port was
placed immediately bellow the xiphisternum for liver retraction. The dissection was
from 6 cm proximal to the pylorus up to the angle of His. A 44-Fr Bougie tube was
used to avoid stenosis and dysphagia. The green staple load (4.1/60mm) was used for
the first 3 staple firings, followed by gold staple loads (3.8/60mm) to complete the
sleeve. The entire staple line was inspected for bleeding. In order to reinforce the
staple line, single staples were applied in bleeding zones. As standard, patients
reintroduce oral diet 3-days after surgery and were kept for a minimal of 5-days

hospital stay.



Data analysis

Pre-operative data was available in all 119 patients; however, follow-up data
was only available on 112 and 110 patients at three and six months, respectively,
either due to defaulting or because the six months post operation had not yet elapsed.
Collected data included age and gender, weight, BMI, comorbidities (hypertension,
dyslipidemia, insulin-resistance and obstructive sleep apnea - OSA) and number of
prescribed medications previous to surgery. Intra-operative data included surgery
duration, mortality, complications and reversal to laparotomy. Post operation length
of stay, mortality and immediate complications were collected. At three and six
months, weight and BMI were determined and, in addition, at six months, the pre-
defined comorbidities, excluding OSA, as well as medications prescribed, were also

recorded.

Definitions

Ideal body weight was assumed up to the highest limit of normal, considering
24kg/m* BMI to be the upper limit, for any given height. Excess weight loss (EWL) is

calculated with the following formula:

Initial Excess Weight (IEW) = Initial Weight — Ideal Weight
Total Weight Loss (TWL) = Initial Weight — Actual Weight

Percentage of Excess Weight Lost (%EWL) = TWL/IEW x 100



For ease of calculations all values entered or calculated have been rounded off
to, either the next or the same figure, depending whether the digit after the decimal

was >0.5 or <0.5.

Statistical analysis

Results are expressed as mean. Statistical analysis were preformed using
IBM® SPSS® Statistics 21.0 software program. Student t-test was used to compare
quantitative variables. The McNemar test and the Wilcoxon signed-rank test were
used for nonparametric variables as appropriate. The Spearman test and Kendall test
were used to correlate ordinal nonparametric variables. A P value of .05 or less was

considered statistically significant.

RESULTS

Preoperative results

A total of 119 patients (93 female, 26 male) underwent LSG over the study
period. One patient due to technical difficulties required conversion to laparotomy
(0.8%).

As it can be appreciated from results presented in table 1, with the exception
of significant differences in weight (p=0,026) and in OSA (p=0,01) there were no
other differences between men and women, regarding other comorbidities, as well as

number of prescribed medications before surgery.



Male (n=26)

Female (n=93)

Total

Avg. Age-years (range)

43 8y (22-65y)

44,7y (22-65y)

44,5y (22-65y)

Avg. Weight(range)

139,3kg (104-198kg)

112,6kg (80-190kg)

118,5kg (80-198kg)

BMI—Kg/mz(range)

45 9kg/m’ (35,12-67,22)

44,59kg/m” (32,9-74,2)

44,89kg/m’ (32,87-74,22)

Hypertension-n (%)

14 (53,8%)

48 (51,6%)

62 (52,1%)

Dyslipidemia-n (%)

14 (53,8%)

54 (58%)

68 (57,1%)

Insulin resistance-n (%)

10 (38,4%)

33(35,4%)

43 (36,1%)

OSA-n (%)

9 (34,6%)

16 (17,2%)

25 (21%)

Mean Prescribed-Med

3,23 (0-12)

3,45 (0-13)

3,4 (0-13)

Table 1 — pre-operative data and demographics

More detailed analysis of the considered morbidities revealed that although

twenty six (21,8%) of the patients had none of the comorbidities, 29 (24,4%) patients

had one, 34 (28,6%) had two, 19 (16%) had three and 11 patients (9,2%) had the all

four comorbidities included in this study and a strong correlation (p=0.01) was found

between the pre-existing morbid status and the number of medications being taken

(graphic 1).
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Graphic 1 — Number of comorbidities before surgery (Insulin resistance,

dyslipidemia, hypertension and OSA) versus the number of medications.

Intraoperative results

Mean operating time was 85 minutes (range, 25-220 minutes). There was no
mortality. There was one spleen injury during laparoscopy treated conservatively

(0,8%). None of the patients required blood transfusions.

Postoperative results

Mean hospital stay was 6 days (range, 4 -24 days) with only one readmission
in the first 30 days after surgery (0.8%). No mortality was registered. Complications
were kept to a minimum: two patients had persistent fever needing antibiotics (1,7%)
and two patients presented with persisting vomiting (1,7%). Pancreatitis, as a more
serious complication, only observed in one single patient (0,8%). There was no

mortality in this series.
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Evaluation at three and six months follow-up

Throughout both periods, none of the patients put on weight. The overall
weight loss, for the whole population, 6 months post surgery was 27.1kgs (range 9 —
55.4 kg), although men remained significantly heavier during the study period
(110.4kg versus 86.6kg, p=0.02). Mean % EWL gradually increased from 36.3% at
three months to 51.3% at six months (p<0.001). Neither, TWL nor %EWL showed
any significant differences between men or women (p=0.696 versus p=0.623
respectively), at 6 months follow-up.

Mean BMI declined considerably from the initial 44.8 kg/m?2 (range 32,9-74,2
kg/m2) to 37.8 kg/m2, p <0.001 (range 29,2-60,5 kg/m2) and 34.6 kg/m2, p<0.001
(range 25,6 to 54,5 kg/m2) at three and six months, respectively and, similarly to
%EWL the reduction in BMI was equally achieved in both men and women, without
any significant differences (p=0.129). (Graphic 2)

From data shown in table 3 it can be seen that at six months follow-up
comorbidities, from hypertension to dyslipidemia to insulin resistance as well as the

prescribed medications were all significantly reduced.
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Male

Female

Total

% Excess Weight
Loss 3M

36,5% (6 =13,9)

36,2%(c =12.3)

36,3% (0 =12,8)

Total Weight Loss
M

23,2 kg (6 =7,8)

18 kg (6 =7,5)

19,1 kg (o =7,8)

% Excess Weight
Loss 6M

47,8% (0 =14,3)

52,3% (0 =15,2)

51,3% (0 =15,2)

Total Weight Loss
6M

31,1 kg (0 =9,6)

26,1 kg (6 =9,5)

27,1 kg (0 =9,5)

Table 2: % Excess Weight Loss and Total Weight Loss at 3 months and 6 months

after the surgery.

50,07

Mean (Kg/m2)

Male

Gender

[ BMI - before surgery
B BMI - 3 months after
Ml BMI - 6 months after

Female

Graphic 2 — BMI before surgery, 3 months and 6 months after surgery by gender.
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Before Surgery

6 months after

Number of patients with

Surgery comorbidity solved
Insulin resistance 43 (36,1%) 20 (18,3%) 23 patients
p<0.001
Hypertension 62 (52,1%) 41 (37,6%) 21 patients
p<0.001
Dyslipidemia 68 (57,1%) 51 (46,8%) 17 patients
p<0.007
Number of 3,4 (6=3,1) 2,75 (6=2,99) Not applicable
medication p<0.001

Table 3 - Comorbidities and prescribed medications before and six months after

surgery

Hair loss was found in 13 (11.9%) of all patients, 12 (92,3%) being women

(p=0.005) at six months follow-up.

DISCUSSION

Bariatric surgery has been shown to be more effective than medical treatment

for morbid obesity, with consistent weight loss and resolution of obesity-related

comorbidities (11). Minimally invasive approaches have been shown to drastically

reduce postoperative morbidity with shorter hospital stay, reduced blood loss and

fewer complications (12). LSG is gaining popularity worldwide as a bariatric

procedure (13). LSG compared to Laparoscopic Roux-en-Y gastric bypass

(LRYGBP) appears to have several advantages, namely: inducing a greater excess

weight loss at six months and to be followed by a marked reduction in fasting ghrelin

levels with a significant release suppression in response to a meal in comparison with

14




LRYGBP. Appetite decreases with both techniques but to a greater extent after LSG
(14).

Results from this series indicate LSG to be safe and efficient as a stand-alone
bariatric procedure. There was just one intra-operative complication - one case of
spleen injury (0,8%). Complications, during hospital stay, were reduced to a minimal
with only one patient developing an acute pancreatitis (0,8%) and a couple of
incidental events: two patients with persistent fever (1,7%) and two patients with
repeated vomiting (1,7%). There were no cases of significant bleeding requiring any
blood transfusions in contrast to other serie (6) or the need to be re-operated (15).

In an updated statement the American Society for Metabolic and Bariatric
Surgery (ASMBS) Clinical Issues Committee quotes, for large single-center series
(n>100)), an overall complication rate of <15% and a mortality rate of 0.19%. (10)
This study, with no mortality and 2.5% of intra-operative complications, is well
within this expected goal.

The efficacy of LSG as a stand-alone weight loss operation was expressed
across all BMI ranges (32,82-74,22kg/m”) equally, for both, males and female
patients. The percentage of excess weight loss of 36,2% at three months increasing to
51,3% six months after surgery, besides being within the expected range (13), is also
another feature of success.

We found that LSG also resulted in statistically significant improvement in
obesity-related comorbidities in as little as six months following surgery. A relevant
number of patients with hypertension, insulin resistance and dyslipidemia saw
improvements in their conditions and in a significantly statistical number of cases, a
full remission was observed. Some studies have shown that these remissions and

improvements are still more expressive at two years and further more at 5 years post
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surgery (16, 17). Contradictory, other studies noted a post-LSG renewed weight gain
after two years (17) one at three years (18) and another after five years from surgery
(16). These later observations have been similarly reported in other purely restrictive
bariatric surgical procedures. In these particular procedures there are some plausible
explanations for the regained weight. It has been suggested that the sleeved stomach
might distend over time leading the patient to eat more without satiety and some
patients might even present “neo-fundus” formation” (18). Another study postulates
the complex neurohormonal changes following SG as a possible reason for the weight
regain (19). Whatever the case, there is a need to reinforce the importance of
environmental changes, from regular physical activity to the implementation of a
healthier nutritional lifestyle starting straight from the beginning of the process. This
will improve the results and avoid weight regain years after (16).

On another important issue, the authors found that the overall number of
medications being prescribed before surgery was significantly reduced at the six
months follow up, reflecting a major impact on individual as well as public health
budgets, although we excluded vitamin supplements from this analysis.

Similar to other studies (20, 21) we found that 11,9% of patients, almost all of
them women (12 out of 13, p=0,005) developed hair loss at follow-up. It has been
reported as a consequence of all different types of bariatric procedures, LSG being no
exception (20, 21). Several mechanisms have been postulated as possible
explanations, from excessive telogen effluviun to all sorts of nutrient deficits,
including zinc, selenium, biotin, iron, etc, either directly or indirectly as intermediate
mediators (22, 23). Whatever the complexity of the underlying causes and the
controversial response to treatment, hair loss remains an obscure and troublesome

side effect.
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In this series the mean operating time was 85 minutes (range, 25-220
minutes). It is similar or lesser than that of others centers with overlapping
experiences (15, 24) although a center with considerable more cases report a mean
operation time of 47 minutes after some 400 surgeries (25). Mean hospital stay was 6
days (range 4-24 days) similar to another center (15) but other series claim a in-
patient stay of 4 days or less (24-26). This experience should prompt to reevaluate the
protocol in order to minimize hospital related risks and costs.

After six months following surgery there was no need to reoperate but it is, of
course, too early to evaluate this need. Literature mentions that 6,8% of all patients
with LSG will eventually need reoperations. According to other published results
reoperating can increase up to 25%, either due to insufficient weight loss or regained
weight (4). It can be argued that these discrepant results might be due to patients
selection and excluding criteria, to individual series, to surgical techniques and
surgical skills, to patient compliance and so forth, and that might well be. However, it
must be emphasized that the overall commitment of all of those concerned, from the
bariatric team to patients and their relatives, are of paramount importance and the
road to success.

This study has several limitations. It is retrospective and non-randomized.
Quality of life, vitamin and iron deficiencies were not assessed. Long-term follow up
is needed to better assess the risk-benefit ratio and the real impact in the life of the
patients. Continuous follow-up is mandatory in the future to detect early weight
regain, and sustained improvement of the comorbidities (including OSA), to monitor
patient’s compliance to diet and to evaluate whether nutritional program is being well

managed.
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CONCLUSION

Laparoscopic Sleeve Gastrectomy is an innovative procedure for the
management of obesity as a stand-alone bariatric technique. This study confirmed
LSG to be an efficient procedure without mortality and with minor complications. At
six months follow-up, sustained weight loss and reduction in the associated
comorbidities were observed. Whether these good results will be maintained will
require prolonged follow-up with special attention to unwanted regained weight and
relapse of the comorbidities. Over and above, particular care needs to be observed,
regarding the possibility of nutritional deficits that may or may not be induced by the
procedure. Nevertheless, besides the bariatric team itself, the personal motivation of
each individual patient is of paramount importance to the success of the bariatric

surgery, an involvement that cannot be ignored and that must be strongly emphasized.

Conflict of interest disclosure: The authors declare that they have no conflict of interest.
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Informacgao e Instrugées aos Autores

(Authors willing to send papers for publication can find these Information and Instructions in

english at Revista Portuguesa de Cirurgia’s website: http://spcir.com/revista)

A Revista Portuguesa de Cirurgia é o orgao oficial da Sociedade Portuguesa de Cirurgia.

E uma revista cientifica, de periodicidade trimestral, que tem por objectivo a promogéo cientifica
da Cirurgia em geral e da Portuguesa em particular, através da divulgagédo de trabalhos que

tenham esse propdsito.

A sua politica editorial rege-se pelos valores éticos, deontologicos e cientificos da pratica,
educacéo e investigagao em Cirurgia, de acordo com os critérios internacionais definidos pelo
International Comittee of Medical Journal Editors para uniformizagdo dos manuscritos para
publicagdo em revistas biomédicas e também segue os critérios de autoria propostos no British
Medical Journal e as linhas gerais COPE relativas as boas praticas de publicagdo.A Revista
Portuguesa de Cirurgia segue as Normas Internacionais para uniformizacdo dos manuscritos
para publicagcdoem revistas biomédicas conforme foram definidas pelo Comité Internacional de
Editores de Revistas Médicas, o também chamado The Vancouver style (Uniform Requirements
for manuscripts submitted to Biomedical Journals: writing and editing for Biomedical publication,
em www.icmje.org), e também segue os critérios de autoria propostos no British Medical Journal
(BMJ 1994; 308: 39-41) e as linhas gerais COPE relativas as boas praticas de publicagdo

(www.publicationethics.org.uk).

Os autores sao aconselhados a consultarem todas normas para que haja conformidade com as
regras e para que todos os manuscritos submetidos para publicacédo sejam preparados de

acordo com os referidos Requisitos.

Todos os textos publicados sdo de autoria conhecida. A Revista compromete-se a respeitar
todas as afirmacgdes produzidas em discurso directo, procurando quando seja necessario edita-

las, por razdo de espago, manter todo o seu sentido.

A Revista Portuguesa de Cirurgia compromete-se a respeitar e reproduzir todos e quaisquer
resultados que sejam obtidos em trabalhos apresentados desde que cumpram os critérios de
publicagdo. Todas as fotografias de pessoas e produtos que sejam publicados serdo, salvo
quando indicado em contrario, de producgao prépria. Em relagdo a imagens de produgao externa
todas as autorizacbes deverdo ser obtidas antes da publicagdo, sendo a obtencdo dessas


http://spcir.com/
http://www.icmje.org/
http://www.publicationethics.org.uk/

autorizagbes da responsabilidade do(s) autor(es).

Publica artigos originais, de revisdo, casos clinicos, editoriais, artigos de opinido, cartas ao
Editor, notas prévias, controvérsias, passos técnicos, recomendagdes, colectaneas de imagens,
informagdes varias e outros tipos de trabalhos desde que relacionados com quaisquer dos temas
que respeitam ao exercicio da cirurgia geral, seja sob a forma basica, avangada, tedrica ou

aplicada.

Os trabalhos para publicagdo poderdao ser escritos em Portugués, Inglés, Francés ou

Espanhol.

O resultados de estudos multicéntricos devem ser apresentados, em relagao a autoria, sob o
nome do grupo de estudo organizador primario. Os Editores seguem os métodos de
reconhecimento de contribui¢des para trabalhos publicados (Lancet 1995; 345: 668). Os Editores
entendem que todos os autores que tenham uma associagdo periférica com o trabalho devem
apenas ser mencionados como tal (BJS - 2000; 87: 1284-1286).

Para além da estrutura mencionada nos Requisitos Uniformes, o resumo do trabalho deve ter no
minimo duas versdées (em portugués e em inglés) para além da da lingua original. As palavras
chave devem ser num maximo de 5, seguindo a terminologia MeSH (Medical Subject Headings

do Index Medicus — www.nlm.nih.gov/mesh/meshhome.html).

Os trabalhos de investigagao devem respeitar as regras internacionais sobre investigacao clinica
(Declaragédo de Helsinquia da Associagdo Médica Mundial) e sobre a investigacdo animal (da
Sociedade Americana de Fisiologia) e os estudos aleatorizados devem seguir as regras
CONSORT.

Os artigos publicados ficardo da inteira propriedade da revista, ndo podendo ser
reproduzidos, em parte ou no todo, sem a autorizagao dos editores. A responsabilidade das
afirmacgoes feitas nos trabalhos cabe inteiramente aos autores.

Trabalhos submetidos para publicagédo ou ja publicados noutra Revista, ndo sdo, em geral,
aceites para publicagdo, chocando-se com as regras internacionais e desta Revista. No
entanto, podem ser considerados para apreciacédo pelos revisores artigos que se sigam a
apresentagcdo de um relatério preliminar, completando-o. Trabalhos apresentados num
qualquer encontro cientifico, desde que nado publicados na integra na respectiva acta,

também serdo aceites.
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A publicacdo multipla, em geral ndo aceitavel, pode ter justificacdo desde que cumpridas

certas condigoes, para além das mencionadas nos Requisitos Uniformes:

Ter a publicagdo traduzida para uma segunda lingua diferente da da publicagdo
original;

Existir i informagédo completa e total para os Editores de ambas as Revistas e a sua
concordancia;

A segunda publicagéo ter um intervalo minimo de 1 més;

Ter as adaptagcbes necessarias (e ndo uma simples tradugéo) para os leitores a que
se destina a 22 publicagao;

Ter conclusdes absolutamente idénticas, com os mesmos dados e interpretagoes;
Informacgao clara aos leitores de que se trata de uma segunda publicagdo e onde foi

feita a primeira publicagao..

Todos os devem apresentar um titulo, um resumo e as palavras chaves na lingua original

do artigo e em inglés, caso ndo seja a original que sdo da responsabilidade do autor(s). ,

Os nomes dos autores devem sempre seguir a seguinte ordem:

ultimo nome,

primeiro nome,

inicial do nome do meio.
(Carvalho, José M.)

Entende-se como ultimo nome o nome profissional escolhido pelo autor e que deve ser o

utilizado em geral. Por razdes de indexagdo, se o nome profissional for composto, por

exemplo: Silva Carvalho, devera ser colocado um hifen (Silva-Carvalho) para ser aceite

como tal nos Indexadores.

Apresentacao Inicial de Manuscrito

Devem ser enviadas pelos Autores aos Editores:

1) Uma carta de pedido de publicagdo, assinada por todos os autores. Essa carta deve
indicar qual a secgdo onde os autores entendem que mais se enquadre a publicacéo e
as razdes porque entendem que ai deve ser integrado, bem como a indicagdo da
originalidade do trabalho (ou ndo, consoante o seu tipo); deve também indicar se algum
abstract do trabalho foi ou ndo publicado (agradece-se que se juntem todas as
referéncias apropriadas). Deve ser também referido se ha algum interesse potencial,

actual, pessoal, politico ou financeiro relacionado com o material, informagéo ou técnicas



descritas no trabalho. Deve ser incluido o(s) nome(s) de patrocinador(es) de qualquer
parte do contetdo do trabalho, bem como o(s) numero(s) de referéncia de eventual(ais)
bolsa(s).

2) Um acordo de transferéncia de Direito de Propriedade, com a(s) assinatura(s)
original(ais); sem este documento, nao sera possivel aceitar a submissao do trabalho.

3) Cartas de Autorizagdo (se necessarias) — é de responsabilidade do(s) autor(es) a
obtencdo de autorizagdo escrita para reprodugdo (sob qualquer forma, incluindo
electrénica) de material para publicagcdo. Deve constar da informacéao fornecida, o nome
e contactos (morada, mail e telefone) do autor responsavel pela correspondéncia.

NOTA: Os modelos acima referidos estdo disponiveis no site da revista

Estes elementos devem ser enviados sob forma electronica — digitalizados para

secretariado.revista@spcir.com

Apresentacao Electronica da versao para avaliagao e publicagao

A copia electrénica do manuscrito deve ser enviada ao Editor-Chefe, em ficheiro Word. Deve ser
mencionado o titulo do trabalho, o nome do autor e 0 nome da Revista, e enviado para

secretariado.revista@spcir.com

Cada imagem deve ser enviada como um ficheiro separado, de preferéncia em formato JPEG.
As legendas das figuras e das tabelas devem ser colocadas no fim do manuscrito com a
correspondente relagao legenda/imagem. Também devera ser indicado o local pretendido de

insergcao da imagem ou tabela no corpo do texto;

Categorias e Tipos de Trabalhos

a) Editoriais

Serdo solicitados pelos Editores. Relacionar-se-d0 com temas de actualidade e com temas
importantes publicados nesse numero da Revista. Nao deverao exceder 1800 palavras.

b) e c) Artigos de Opinido e de Revisado

Os Artigos de Opinido serdo, preferencialmente, artigos de reflexdo sobre educacdo médica,
ética e deontologia médicas.

Os Artigos de Revisdo constituirdo monografias sobre temas actuais, avancos recentes,
conceitos em evolugéo rapida e novas tecnologias.

Os Editores encorajam a apresentacao de artigos de revisdo ou meta-andlises sobre tépicos de
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interesse. Os trabalhos enviados e que ndo tenham sido solicitados aos seus autores seréo
submetidas a revisdo externa pelo Corpo Editorial antes de serem aceites, reservando os
Editores o direito de modificar o estilo e extensao dos textos para publicacao.

Estes artigos ndo deverao exceder, respectivamente as 5400 e as 6300 palavras.

Os Editores poderao solicitar directamente Artigos de Opinido e de Revisdo que deverao focar
tépicos de interesse corrente.

d) Artigos Originais

Sao artigos inéditos referentes a trabalhos de investigagdo, casuistica ou que, a propésito de
casos clinicos, tenham pesquisa sobre causas, mecanismos, diagnostico, evolugao, prognostico,
tratamento ou prevengéo de doengas. O texto ndo podera exceder as 6300 palavras.

e) Controvérsias

Sao trabalhos elaborados a convite dos Editores. Relacionar-se-do com temas em que n&o haja
consensos e em que haja posicbes opostas ou marcadamente diferentes quanto ao seu
manuseamento. Serao sempre pedidos 2 pontos de vista, defendendo opinides opostas. O texto
de cada um dos autores ndo devera exceder as 3600 palavras. Esta sec¢do podera ser
complementada por um comentario editorial e receberemos comentarios de leitores, sobre o
assunto, no “Forum de Controvérsias” que sera publicado nos dois nimeros seguintes. Havera
um limite de 4 paginas da Revista para este Forum, pelo que os comentarios enviados poderao
ter de ser editados.

f) Casos Clinicos

Sao relatos de Casos, de preferéncia raros, didacticos ou que constituam formas pouco usuais

de apresentagdo. Ndo deverdo exceder as 1800 palavras, duas ilustragdes e cinco referéncias

bibliograficas

g) Nota Prévia

Sao comunicagdes breves, pequenos trabalhos de investigagdo, casuistica ou observagdes

clinicas originais, ou descricdo de inovagbes técnicas em que se pretenda realgar alguns

elementos especificos, como associagbes clinicas, resultados preliminares apontando as

tendéncias importantes, relatérios de efeitos adversos ou outras associagdes relevantes.

Apresentadas de maneira breve, ndo deverao exceder as 1500 palavras, trés ilustracdes e cinco

referéncias bibliograficas.

h) Cartas ao Editor

O seu envio é fortemente estimulado pelos Editores.

Devem conter exclusivamente comentarios cientificos ou reflexao critica relacionados com
artigos publicados na Revista nos ultimos 4 numeros. S&o limitadas a 900 palavras, um
quadrof/figura e seis referéncias bibliograficas. Os Editores reservam-se o direito de publicagao,
bem como de a editar para melhor insergdo no espago disponivel. Aos autores dos artigos, que

tenham sido objecto de carta ou cartas aos editores, sera dado o direito de resposta em moldes



idénticos.

i) Imagens para Cirurgides

Esta seccdo do destina-se a publicagdo de imagens (clinicas, radioldgicas., histolégicas,
cirurgicas) relacionadas com casos cirurgicos. O nimero maximo de figuras e quadros sera de 5.
As imagens deverao ser de muito boa qualidade técnica e de valor didactico. O texto que podera
acompanhar as imagens devera ser limitado a 300 palavras.

j) Outros tipos de Artigos

Ainda ha, dentro dos tipos de artigos a publicar pela Revista, outras areas como “Histéria e
Carreiras”, “Selected Readings” e os “Cadernos Especiais”, podendo os Editores decidir incluir
outros temas e areas. De modo geral os textos para estas areas de publicacdo séo feitas por
convite dos Editores podendo, contudo, aceitar-se propostas de envio. A Revista Portuguesa de
Cirurgia tem também acordos com outras publicagées congéneres para publicagdo cruzada, com
a respectiva referéncia, de artigos que sejam considerados de interesse pelos respectivos
Editores; os autores devem tomar atengdo a que essa publicagao cruzada fica automaticamente

autorizada ao publicarem na Revista Portuguesa de Cirurgia.

Estrutura dos Trabalhos

Todos os trabalhos enviados devem seguir estrutura cientifica habitual com Introdugéo, Material
e Métodos, Resultados, Discussdo e Conclusbes a que se seguira a listagem de Referéncias
Bibliograficas, de acordo com os diversos tipos de trabalhos.No caso de o trabalho se basear em
material como questionarios ou inquéritos, os mesmos devem ser incluidos e todo o material

usado na metodologia deve estar validado.

Os Artigos de Opinido e de Revisdo também deverao ter resumo e palavras-chave.

Revisao e Analise dos Trabalhos

Todos os artigos enviados para publicagdo, serdo submetidos a revisdo cientifica prévia por

revisores que serao pares profissionais.

Os artigos realizados a convite dos Editores ndo serdo sujeitos a revisdo por editores

devendo, no entanto cumprir as normas de publicagdo da Revista.

O parecer dos revisores levara a que os artigos submetidos sejam:
o Aceites sem modificagoes;

e Aceites apds corregcbes ou alteragcdes sugeridas pelos revisores ou pelo Conselho



Editorial e aceites e efectuadas pelos autores;
e Recusados.
Copias dos trabalhos enviados com o pedido de publicagao serao enviadas, de forma andénima, a
3 revisores, que se manterdao também anodnimos, escolhidos pelo Editor Cientifico e que
receberdo os artigos sob a forma de “informagao confidencial”’, sendo, na medida do possivel,
“apagadas” electronicamente do texto referéncias que possam identificar os autores do trabalho,
ndo alterando o sentido do mesmo. Somente os trabalhos que cumpram todas as regras
editoriais serdo considerados para revisdo. Todos os trabalhos que ndo cumpram as regras
serdo devolvidos aos autores com indicagao da(s) omissao(0es). A apreciagado dos trabalhos é
feita segundo regras idénticas para todos e dentro de prazos claramente estipulados. O autor
responsavel pelos contactos sera notificado da decisdo dos Editores. Somente serdo aceites
para publicagdo os trabalhos que cumpram os critérios mencionados, seja inicialmente, por
aceitacdo dos Revisores, seja apds a introdugdo das eventuais modificagdes propostas (os
autores dispdoem de um prazo de 6 semanas para estas alteragdes). Caso estas

modificagdes ndo sejam aceites o trabalho ndo sera aceite para publicagéo.

O quadro de Revisores esta estabelecido pelos Editores, por sugestdo do Editor-Chefe e do
Editor Cientifico sendo constituido pelos membros do Conselho Cientifico e, sempre que
justificado por cirurgides portugueses com dedicacao e experiéncia reconhecida na area principal

do trabalho em questéao.

Direitos de Propriedade do Artigo (Copyright)

Para permitir ao editor a disseminagéo do trabalho do(s) autor(es) na sua maxima extensao, o(s)
autor(es) devera(ao) assinar uma Declaragcdo de Cedéncia dos Direitos de Propriedade
(Copyright). O acordo de transferéncia, (Transfer Agreement), transfere a propriedade do artigo

do(s) autor(es) para a Sociedade Portuguesa de Cirurgia.

Se o artigo contiver extractos (incluindo ilustragdes) de, ou for baseado no todo ou em parte em
outros trabalhos com copyright (incluindo, para evitar duvidas, material de fontes online ou de
intranet), o(s) autor(es) tem(ém) de obter, dos proprietarios dos respectivos copyrights,
autorizagéo escrita para reproducdo desses extractos do(s) artigo(s) em todos os territorios e
edicdes e em todos os meios de expressido e linguas. Todas os formularios de autorizacéo

devem ser fornecidos aos editores quando da entrega do artigo.



Outra informacgao

Seré enviado, ao autor de contacto indicado, um ficheiro .pdf, com a cépia exacta do artigo, na
forma final em que foi aceite para publicacdo, bem como um exemplar da Revista em que o

artigo foi publicado=



