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Dear Colleagues, 

During the last few months, we have received very positive feedback orally and in writing about the Forefront of Medicine newsletter. These reactions contributed to our feeling that we are operating in the proper niche – with an edition that fills the gap between formal scientific literature and popular scientific information. 
Our aim is to present accomplishments and innovative medical approaches to a target audience of physicians in the community. We welcome comments and suggestions. The gap between doctors in the community and in the hospital has increasingly narrowed to become a continuum or full circle of treatment. Various information systems are becoming integrated through computers that back up the continuity of treatment. 

In the field of preparation for emergencies, the community has taken an increasingly important role. Aside from the severe wave of terror attacks that we have suffered, the health system had to prepare for possible repercussions from the war in Iraq. Even in those preparations, we worked together to ensure the population's health. Now that the war is over and Israel was not involved, we aim to channel our energies to the advance of health in a more peaceful age.

Yours,

Prof. Shmuel Shapira

Deputy director-general, Hadassah Medical Organization. 

EECP – Enhanced External Counter Pulsation                              
Dr. Dan Admon, Cardiology Institute, Hadassah University Hospital in Jerusalem's Ein Kerem

Despite the improvement in medications and the great advances in treating patients with angina, there remain many patients with severe angina that doesn't respond to drugs and who are not suited to coronary revascularization – not by coronary artery  bypass graft (CABG) and not via percutaneous transluminal coronary angioplasty (PTCA). 
These are usually patients with diffuse coronary disease, often with a history of numerous risk factors; some of them have already undergone previous angioplasty or bypass, but their coronary anatomy is not suited to yet another procedure. 

Hadassah recently introduced a new treatment technique for patients with severe angina, called Enhanced External Counter Pulsation (EECP), it has been applied successfully in 10 patients, who have shown encouraging results. 

EECP is a non-invasive and non-traumatic treatment that can significantly reduce the symptoms of angina by improving perfusion of the ischemic areas in the heart. 

Objective tests for cardiac perfusion assessment with a thallium scan showed a continued reduction in the number and size of reversible filling defects after EECP treatment. 

Many recent studies show that treatment EECP produces significant and ongoing improvement in the various indices for angina, such as a significant reduction in the frequency of angina events; reduction in the taking of nitroglycerine tablets; increased capability of exertion; extension of exertion time until the appearance of the drop of the ST segment in an exertion test; and an improvement in the quality of life. 

Recently, the US Food and Drug Administration approved the use of EECP for patients suffering from cardiac insufficiency with or without angina. This followed controlled studies that showed a significant improvement in the level of functioning and quality of life in ischemic patients treated with this technique. 

Treatment Technique
EECP is based on the idea of diastolic counter pulsation on which the intra-aortic balloon pump is founded. This pump was developed in the 1960s and based on the introduction of a catheter into the aorta descending via the artery in the groin. A long balloon that inflates during diastole is attached to the catheter; it empties during systole, and as a result, increases the coronary blood flow and reduces the heart's workload.  The development of the non-invasive external counter pulsation technique by using pneumatic sleeves that inflate and empty in synchronization with heart activity made it possible to use this successful technique also on patients with stable angina. EECP can be performed on an ambulatory basis and is based on serial inflation and evacuation of the pressured sleeves, which envelop the thighs and hips of the patient. The inflation and deflation of the sleeves is timed with the heart activity with help from a small computer that decodes the electrocardiography. During diastole, the sleeve inflates in succession from the thighs in the proximal direction; this brings about an increased retrograde flow in the aorta and a rise in diastole pressure. As a result, the perfusion pressure in the coronary arteries increases. 
Pressure on blood vessels in the legs during diastole also causes an increase in the   venous and,  as a result, an increase in cardiac output. 

At the same time, a rapid and simultaneous evacuation of the sleeves at the beginning of the systole brings about a significant reduction in peripheral resistance, which in turn leads to a drop in the workload of the left ventricle through afterload reduction. 

Contraindications for treatment include severe arrhythmia including atrial defibrillation (not including cases of atrial defibrillation with almost regular and not slow (less than 50 per minute) ventricular reaction; aortal valve insufficiency; significant peripheral vessel disease; a tendency to hemorrhage or use of anti-clotting factors such as Coumadin or Syntrom. One must stress that use of aspirin is not a contraindication. 

EECP use is based on a series of 35 daily treatments of an hour each given five times a week; the patients have severe stable angina or cardiac insufficiency. 
For more information: 

Dr. Dan Admon

Tel: 051-874234

Or the secretary at 02-6776564

                                        ********************************

SERVICES WORTH KNOWING: THE MULTIDISCIPLINARY SERVICE FOR DIAGNOSING AND TREATING BREAST CANCER

Dr. Tanir Alweiss [SPELLING?], Breast Surgery Center, Hadassah University Hospitals

A multidisciplinary technique for diagnosing and treating breast cancer is applied at Hadassah University Hospitals. It integrates all the fields involved in diagnosing and treating this kind of tumor and supplies every patient with a treatment plan most suited to her while considering all the parameters of the disease and the patient. 

Breast cancer is the most common malignant tumor in Israeli women. Each year, 4,000 new cases are diagnosed; of them, more than 300 are treated at Hadassah Hospitals. 

Breast cancer is a model of disease whose treatment integrates many varied disciplines: surgery, oncology, radiology, pathology, nuclear medicine, plastic surgery, genetics, physiotherapy, gynecology and nursing. To make it possible or each patient to get optimal care, it's important to have full coordination among all the doctors from various fields who treat her. These Hadassah experts have undergone special training in dealing with breast disease from the vantage point of their expertise. 
The multidisciplinary coordination is apparent in the decisionmaking carried out in consultation and coordination among all those involved. For example, staff can decide about giving neoadjuvant chemotherapy to make breast preservation possible in women who at diagnosis were suited only to full mastectomy. It's possible to refer women with a family history of the disease to consultation and genetic testing before surgery; the results could influence the choice of the kind of operation. Another example is assessing the suitability of the patient for radiation and to avoid lumpectomy in women who, for various reasons, cannot undergo radiation. 
A clinical specialist nurse accompanies the patients throughout the process of treatment and long-term followup. In each of these fields connected to diagnosis and treatment of breast cancer, there are Hadassah experts and the most advanced knowhow and equipment available. 

In addition to standard breast cancer treatment, Hadassah specializes in these fields:

* Advanced breast imaging, including ultrasound, CT and MRI.

* Mapping and biopsy of the sentinel Lymph nale.
* Immediate breast reconstruction after full mastectomy

* Radiotherapy (Hadassah supplies radiotherapy for all hospitals in the area)

* Genetic consultation and testing for carriers of the BRCA 1/2 mutation

* Support by a trained team of psychologists

In the US, the concept of multidisciplinary breast centers is very common, and in recent years, dozens of these were established both in hospitals and as independent facilities. The integration of physicians from different fields who are all specializing in breast cancer has been found to elicit a greater amount of satisfaction with treatment  in patients and even as a contributor to more successful treatment results. 

We at Hadassah are happy to provide patients with organized and coordinated multidisciplinary service and believe that such care does improve the general feeling of patients, their ability to cope with the disease and treatments and – in the end – raises the cure rate. 
For more information:

Dr. Tanir Alweiss [SPELLING?]

Tel: 051-874268

Fax: 02-5844584

E-mail: tanir@hadassah.org.il
                                ******************************************

SURGERY TO TREAT TREMORS

Dr. Zvi Yisraeli [SPELLING??], Neurosurgery Department, Hadassah University Hospital at Ein Kerem

Tremors are the most common movement disorders. They can appear as an essential (primary) tremor or one connected to Parkinson's disease. Tremors can cause a significant decline in the patient's quality of life by making it difficult for him to perform daily duties such as feeding and dressing himself and writing. Some patients are even forced to stop working if the disease harms his fine motor skills. 

Medications for tremors are often not effective and may involve unbearable side effects. Surgery for tremors may bring about a full recovery or an improvement in symptoms with very few complications or a reasonably low rate of symptom return. 

The operation for tremors aims at harming the ventral intermediate nucleus on the contralateral side of the tremor. This is a five by 3.5 millimeter target that can be destroyed by exact heating (thalamotomy). But one can also target this with a fixed electrode connected to a percutaneous device that sends electric pulses as deep brain stimulation. 

This operation is not new, but recently new components were added to it that aroused popularity among doctors and patients. One is computerized imaging – special protocols of magnetic resonance imaging that are transferred to the neuronavigation system in the surgical theater that locates the target with great accuracy. The second element is technological developments in producing implanted electrodes and simulators. 
The pre-surgical assessment of the patient who suffers from tremors is performed by a multidisciplinary team that includes a neurologist, neurosurgeon, physiotherapist and others. Someone suffering from essential tremors or from shaking due to Parkinson's disease whose symptoms do not respond to medications is the ideal patient for surgical treatment. Good results have been reported also for tremors connected to multiple sclerosis and from head trauma. 
Before the operation, the patient must stop taking anti-clotting medications, and his blood pressure must be stabilized. The patient must be able to cooperate and be motivated, because the surgery is performed with local anesthesia, when he is fully conscious. Advanced age is not a contraindication for the surgery.

This is a short description of the operation: 

The morning of the operation, a stereotactic frame is installed on his head while using a local anesthetic. Then the patient is sent for CT or MRI scanning, and the data are transferred to the navigation system during the surgery via the hospital's computer communications system. A special program on the navigation computer makes it possible to determine the target exactly in relation to the AC-PC line and the point of entry to the brain. 

In the operating theater and under local anesthetic, a hole 2.7 millimeters in diameter is drilled in the frontal bone through which a 1.1 millimeter electrode is inserted towards the calculated target. At this point, electric stimulation is carried out at various frequencies to discover the closeness of the lateral internal capsule and the location of the posterior sensory thalamus to the region where the thermal lesion is created or he region where the end of the stimulating electrode will be inserted. 
After making sure that the electrode is connected to the target area, stimulation at 180 Hz frequency is transmitted. This completely halts the tremor. While the patient is neurologically monitored, the heating is carried out within set and known parameters. The immediate disappearance of the tremor without additional neurological deficits is achieved in 97% of cases. Alternatively, instead of the controlled creation of the lesion, a permanent electrode can be implanted percutaneously under general anesthetic and connected to a small electrical stimulation device. 

Usually, patients recover very nicely from the operation without significant complications and are discharged from the hospital the next day. Patients with an electric stimulator undergo initial programming of the electrical stimulation and then sent home. The delicate and more exact programming is performed later on an ambulatory basis. 
Patients who suffer from tremors on both sides of their body or whose whole body shakes can undergo a second operation a few months later. Bilateral thalamotomy involves relatively higher risks of complications, so the second operation preferred for them is implantation of a stimulator. 

Other movement impairments include dystonia, Huntington's chorea and other symptoms of Parkinson's disease such as spasticity and dyskinesia resulting from medications given during operations while performing techniques such as described. 

For more information:

Dr. Zvi Yisraeli [SPELLING?], department of neurosurgery, Hadassah University Hospital at Ein Kerem

Tel: 02-6777094, 051-874613

e-mail: israelz@hadassah.org.il
Prof. Avinoam Reches

Tel: 02-6776943

                          *******************************************
GLAUCOMA; IMAGING OF DAMAGE TO THE OPTIC NERVE FOR DIAGNOSIS AND FOLLOWUP
Dr. Eitan Blumenthal, Ophthalmology Department, 

Hadassah University Hospital at Ein Kerem

Glaucoma is a common disease most often occurring in the elderly population. It appears in two to four percent of the population over 40, while at age 80, it is diagnosed in an even higher proportion of patients. In glaucoma, the optic nerve is damaged by increased intra-ocular pressure – which over many years causes irreversible harm to the fibers of the optic nerve. Of all the cases of blindness in Israel, glaucoma is the second most common cause. The condition can be treated successfully with medications in the form of eye drops, laser treatments and, in severe cases, surgery – but these cannot restore the loss of sight. 

Most cases of blindness result from late diagnosis of the disease. In the majority of patients, glaucoma does not cause pain, and most of them don't sense any loss of field of vision. Regrettably, because of that, a large part of the patients are diagnosed at an advanced stage of glaucoma after years during which high intra-ocular pressure harms the ocular nerve without treatment. In the US, there was a known case of a famous baseball player who suffered from advanced glaucoma without being aware of it. He was diagnosed only when he completely lost his sight in one of his eyes, and there was advanced damage to the other eye. When his story came out, public awareness of glaucoma and the need to be checked over the age of 40 greatly increased there. Screening for glaucoma is especially important if a first-degree relative suffered from it. 

Recently, a number of imaging devices have been developed to measure the thickness of the retinal nerve fiber layer, one of 10 layers of the retina. This layer is comprised of axons of the ganglial cells -- those cells that unite to create the optic nerve. Since the thickness of this layer is 30 to 150 microns (depending on the location of the retina), and since it is completely transparent, the ability to measure it exactly is a breakthrough in diagnosis and followup of glaucoma. 
There are two ways to measure the damage caused by glaucoma. The field of vision gives an indication of the functional damage, while a view of the optic nerve and – even more – the thickness of the retinal nerve fiber layer give an indication of loss of nerve tissue. While the field of vision is a subjective test that takes 20 or 30 minutes, one can perform imaging and measure the damage from glaucoma with a test that takes only a few minutes, does not require dilating the pupil and is completely objective. 

The glaucoma service at Hadassah University Hospital, headed by Dr. Eitan Blumenthal, has been using for several months a scanning laser polarimeter (GDx) to measure the thickness of the retinal nerve fiber layer with great exactitude. It is the first device of its kind in Israel. The GDx contributes to the diagnosis of glaucoma. It is important to perform repeated measurements every few months to years to follow up the advance of the disease in patients. These checkups make it possible to regulate the treatment in a way suitable to the severity of the disease in each eye. 

The device called GDx scans the retina in one second and crates a map that gives details of the thickness of the layer in the center of the retina, especially surrounding the optic nerve. This imaging is based on a change in the polarization of light beams 

polarization that changes as a function of the thickness of the layer at every point on the face of the retina. Along with this map, the device supplies statistical calculations that show the amount of harm in each region of the retina. 

For more information:

Dr. Eitan Blumenthal [SPELLING?], ophthalmology department, Hadassah University Hospital at Ein Kerem

Tel: 02-67776580

e-mail: eblumenthal@md.huji.ac.il
                     ********************************************
INNOVATIVE LAPAROSCOPIC SURGERY IN UROLOGY
Dr. Ran Katz, Urology Department, Hadassah University Hospital at Ein Kerem
Minimally invasive surgery has been an inseparable part of urological surgery for many years. It has focused on endoscopic procedures in the kidneys, the ureter and the bladder. When laparoscopy was introduced in general theory and gynecology, its use began to develop in urological procedures as well. Shortly after the first reports of laparoscopic removal of the spleen was the first case of laparoscopic removal of the kidney. 

Laparoscopy has significant benefits for the patient compared to open surgery; among them is shorter hospitalization, reduced post-surgical pain and less need for pain relievers, quicker return to routine and better cosmetic results. 

Surgical and gynecological laparoscopy are carried out via the abdominal cavity, but since the urological system is retroperitoneal, urological retroperitoneoscopy  developed. In this procedure, a tiny camera and laparoscopic surgical implements are inserted directly into the retroperitoneum without the need to pass through the abdominal cavity. This technique is very advantageous because it reduces the danger of harming abdominal organs during surgery and even minimizes the pain after surgery and the length of hospitalization compared to conventional laparoscopic surgery. 
During the last decade, urological laparoscopy has developed at a fast pace. Laparoscopy is well accepted for removing the adrenal glands, the kidney when cancerous or to donate a kidney for transplantation. The use of laparoscopy instead of an open operation, for obtaining a kidney from a live donor has increased public willingness to give kidneys – not only because of easier recovery but also due to better cosmetic results. 

One can use urological laparoscopy even for restoration surgery in the upper urinary system. Patients who have congenital constriction in the passage between the renal pelvis and the upper ureter have been operated on until now for a disconnection of the narrowing and restoration of the normal connection between the two in an open operation (pyeloplasty) or in an endoscopic incision (endopyelotomy). 
The laparoscopy makes possible direct access to the kidney and treatment for a variety of congenital anomalies of the kidney hilus. Laparoscopic pyeloplasty is accepted today as the preferred treatment in such cases. It is preferred also in many cases involving children. Laparoscopy is recognized as the most sensitive tool for diagnosing undescended testes. It can be used for reflux, to re-introduce the ureters into the bladder and to treat a wide range of congenital defects of the urinary system in children. 

The laparoscopic technique is also very effective in treating the pelvic floor in women. It can serve to treat stress incontinence, repair weakness in the walls of the vagina (cystocele and rectocele and prolapse of the pelvic organs. 

Today laparoscopy is used also for treating prostate cancer. Radical laparoscopic surgery to remove the prostate due to a tumor in carried out in a number of leading centers in the world, and now at Hadassah in Ein Kerem. This technique has as good results as open surgery in preserving control of urination, sexual function and oncological control of the disease. The benefits of the laparoscopic operation is in the quality of the connection [??] between the bladder and the urethra during surgery, which makes it possible to shorten the time in which the patient uses a catheter after surgery, and to reduce the amount of post-surgical pain. 

The latest innovations of urological laparoscopy are telerobotic operations, in which robotic arms -- supervised by the surgeon sitting at a control panel nearby -- hold the surgical devices. These operations offer maximum exactitude and the ability to include surgeons from faraway places in the operation in real time. Today one can perform almost every urological operation using laparoscopy and enjoy its benefits. 

For more information: 

Dr. Ran Katz  
Tel: 02-6776874, 068-573552

Fax: 02-6430929

e-mail: ran_katz@hotmail.co.il

                           ********************************************
COMPUTERIZED MONITORING OF MOLES – AN INSTRUMENT FOR EARLY DIAGNOSIS OF MOLES AT RISK FOR MELANOMA

Dr. Sharon Merims Dermatology Department, Hadassah University Hospital at Ein Kerem

Malignant melanoma is the most dangerous skin cancer. During the past few decades, there has been a continuous increase in the number of melanoma cases in the Western world. Every year, between 300 and 400 new cases are diagnosed in Israel. Today, a person has a lifelong risk of one in 100 to contract melanoma. 

Melanoma has two stages of growth: At first it spreads on the skin surface and only later does it penetrate the skin. The danger to life is directly connected to the depth of penetration of the lesion into the skin. If it is diagnosed at an early stage when it penetrates only the epidermis and the upper part of the dermis, the treatment involves its removal by minimal surgery and local anesthetic, and the changes for recovery are very good. If the lesion penetrates less than half a millimeter, there is a 98% chance that the patient will survive five years or more. 

But if melanoma is diagnosed after it has already penetrated the lower part of the dermis or the fat layer, the chances for recovery are much smaller. In this case, it must be determined whether the tumor spread to the regional lymph nodes. A larger operation is needed, and chemotherapy or radiotherapy may often be required. If the lesion penetrated four millimeters or more, the survival rate over five years is less than 50%. 

The source of melanoma lesions is in the melanocytes, cells that produce the melanin. Most melanomas look like brown or black spots. A minority can lack melanin and look pink or red. Up to half of melanomas start with a spot that undergoes a malignant change, thus it is highly important to follow up marks on the skin. 
One of the major risk factors for melanoma is genetics. Light-colored skin and eyes are also an important risk factor. 

Significant sunburns during childhood and adolescence constitute an important and preventable risk factor for melanoma development. 

A person who was seriously burned by the son during the first 15 years of his life it at three times the risk of getting melanoma compared to someone who did not suffer sunburn as a child. 

Having many spots on the skin it itself a risk factor for melanoma. As already stated, up to half of melanomas come from spots that turn malignant. To identify melanoma in time, we must know the moles and other spots on our body. This is especially important to people with many spots, people with freckles. Those who had many incidents of sunburn and those whose close relatives have many spots or who had skin cancer. 
Hadassah's dermatology department in Ein Kerem has opened a clinic for computerized monitoring of moles and other spots. It is carried out with the help of an innovative computerized system. Those who go to the clinic are carefully examined by a doctor in the department. Those spots that require followup are photographed by a digital camera, and the photos are transferred to the computer for processing. The data includes the diameter and surface of the spot, the quantity of color and other measures. Followup is carried out once in six months. At every visit, in addition to a skin examination by a clinic dermatologist, a comparison is made between the previous results and the current ones. 

The digital computerized system for monitoring skin spots is an additional and important instrument for systematic followup of spots on the skin that helps identify spots that are at risk and have to be removed and to perform a pathology exam. The monitoring of skin spots is not yet included in the basket of health services. 

For more information:

Dr. Sharon Merims

Tel: 051-874972. 

e-mail: merims5@isdn.net.il
                             ************************************
