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y and Ms. Finkel for their 
phics o( the Cornell aecond-

opinion surgical program. Similar programs have been 
instituted in many areas of our country, and it is important 
that their structure and function be understood in light of 
the controversy which surrounds them. As McCarthy and 
Finkel state, and as we emphasized in our article, the 
second-opinion programs were designed as consumer
oriented programs, with an "overall objective to screen 
those elective operations which otherwise might be de
ferred or prevented without jeopardizing the general 
health and well-being of the individual." Unfortunately, 
misunderstanding of this objective by both the lay press 
and the American public has led to data from these 
programs being utilized in attempts to quantitate the 
amount of "unnecessary surgery" performed in the United 

tes. In addition, although not designed to specifically 
me ure the difference of opinion between physicians, they 
do, i act, provide an imprecise but definite indication of 
the re bility and reproducibility of clinical surgical 
decision aking. 

McCardl and Finkel state, "All elective, nonemergency 
operations included in the study." This in itself is one 
of the major hortcomings. As we previously noted. 
" ... little distinc 'on is made between elective operations 
and discretionary edures. The latter frequently incor
porate the desires 0 he patient into the decision-making 
process." The directo f the Cornell study do not feel that 
this differentiation is s ificant. However, those proce
dures which involve inco oration of the patient's wishes 
into the surgical decisio making process consistently 
demonstrate the highest n confirmation rates. These 
include hysterectomy (27.3%), dn stripping and ligation 
(23.4%), and knee surgery (20.8 . A need for classification 
of surgical opinions into those hich did and did not 
incorporate patients' desires migh be indicated if data 
from such programs are to be inte ted meaningfully. 

Lastly, we stand by our statement c' ••• there are well 
known regional differences in short-st y hospital admis
sions, with the northeast United States "iog the highest 
percentage of patients hospitalized for surgical proce
dures." It is crucial that such health statis 'cs be factored 
into the overall assessment of second-opin 
when evaluating their cost-effectiveness from 
the country to the next. 
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To the Editors: 

Makey and Bowen; in their recent article, "Preduode
nat portal vein: Its surgical significance," warnof the 
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Fig. 1. Normal lateral chest (left) has distinctive retrocardiac shadow from normally located inferior vena 
cava (arrow). The lateral chest film in absent inferior vena cava (right) demonstrates an "empty" 
retrocardiac space. Venous blood returns to the heart via azygous and/or hemiazygous pathways which 
drain into the superior vena cava. 

surgical risks of a preduodenal vein in operations about the 
portal triad. We would like to point out the wider surgical 
implications of this anomaly. that is, the rarity of preduo
denal vein as an isolated malformation. The portal venous 
anomaly is often just one manifestation of a constellation 
of perihepatic vascular and intestinal malformations. Of 
major interest to the surgeon are the associated vascular 
anomalies of aberrant hepatic artery and absent inferior 
vena cava. In the former, the right hepatic artery origi
nates from the superior mesenteric artery and runs poste
riorly in the portal triad. Because of the unusual location, 
it may be subject to operative injury. An absent inferior 
vena cava results from a failure of union of the hepatic and 
subcardial veins. Venous blood from the lower body 
returns to the heart via the azygous and/or hemiazygous 
systems. 

The technical problems posed by this triad of perihepat
ic vascular anomalies were described by us earlier in 
operations upon patients with biliary atresia." " In such 
patients, the vascular malformations may be anticipated 
by characteristic findings on plain chest films (Fig. 1). At 
fint it was thought that the composite vascular anomaly 
precluded orthotopic liver transplantation. Since those 
publications, however, a child with these malformations 
had a successful transplantation and has survived with her 
homograft for more than 4 yean. 

The composite vascular anomaly also assumes signifi
cance in operations not directly involving the liver. An 
absent inferior vena cava would present a major surgical 
obstacle in portacaval shunt operations or in vena caval 
ligation. Moreover, in one of our patients, division of the 
azygous vein during tracheoesophageal fistula repair effec
tively interrupted the total venous drainage of the lower 
half of the body and contributed to the infant's death. 
Discovery of a preduodenal vein at operation should 

immediately alert the surgeon to the real possibility "r 
other major vascular malformations in the surgical area. 
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_ More on preduodenal portal veins 
To the Editors: 

After reviewing the recent article by Makey alld 

Bowen,' "Preduodenal portal vein: Its surgical signiti
cance," we wish to commend them on pointing out tilt' 
need for awareness of this anomaly in biliary tract surger\'. 
As the authors explained, this is a rare anatomical variant. 
which usually is associated with other congenital anoma
lies. Therefore, it is more likely to be encountered in 

surgery on the pediatric age group. Wakayama: reportC"d 
a case of preduodenal portal vein associated with conge" 
ital biliary atresia, intrahepatic interruption of the infer 
vena cava with azygous continuation, incomplete annu: 
pancreas, and accessory spleens in February, 1976. At th;1I 
time he reported 55 cases ofpreduode~al portal vein in tht' 
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