Aggressive Cancer Treatment at St. Agnes HealthCare

by Martie Callaghan


”Hope, like faith, is nothing if it is not courageous; it is nothing if it is not ridiculous.”

---Thornton Wilder


It is unlikely that Wilder was addressing the medical community when he penned those words; however, a particularly aggressive approach to peritoneal carcinomatosis has been regarded as both courageous and ridiculous by physicians and patients alike.  The procedure, called IPHC (intraperitoneal hyperthermic chemotherapy), is being offered at St. Agnes Healthcare, and at only a few other hospitals around the country.  Patients who had once been told to get their affairs in order are now realizing the hope of increasing their longevity and improving their quality of life.


The IPHC procedure involves the infusion of a heated, strongly concentrated doses of chemotherapy into the peritoneal cavity at the time of extensive tumor removal.  This type of chemotherapy must be given intra-operatively so that surgeons can control where it goes.  Otherwise, damage to the bowel can occur.  It is a lengthy operation, taking anywhere from 10 to 20 hours to perform.  Armando Sardi, M.D., F.A.C.S., founding medical director of the Clinical Research Center and chief of Surgical Oncology at St. Agnes HealthCare, has been performing this procedure for almost 10 years, with and without the chemotherapy.  “What we do is cytoreductive surgery,” he says.  “That means that we spend as much time as necessary to remove all of the tumor we can.  When a patient has colon cancer, we remove a portion of the colon and that’s the extent of it.  Here, we don’t know what we will find or what we will have to remove… we are dealing with multiple procedures all in one.”

Dr. Sardi explains that the best time to “wash” the area with the heated fluid is at the conclusion of the resection.  “Sometimes we cannot remove everything, but leave little nodules of cancer,” he says.  “Then we apply the heated chemotherapy.  While heat alone can kill cancer cells, it also enhances the effectiveness of the chemotherapy agents.”


Dr. Sardi has been in the United States since 1981.  He earned his M.D. in his native South America at the Universidad del Valle in Cali, Colombia.  He completed an internship there and another at South Baltimore General Hospital in Baltimore, MD.  He completed residency programs at South Baltimore General and St. Agnes Hospitals and a fellowship with the Division of Surgical Oncology at Ohio State University Hospital.  His appointments include surgical oncology at Alton Ochsner Medical Foundation, Tulane University Medical Center and Health Care International (Scotland) Ltd., before joining the staff of St. Agnes in 1993.  His focus has always been on surgery, research and new technologies for the treatment of cancer.


Samuel Bieligk, M.D., F.A.C.S., an equally aggressive cancer surgeon, was recruited two years ago to partner with Dr. Sardi at St. Agnes HealthCare.  “For me, having Sam here is great,” says Dr. Sardi.  “Now we have two physicians committed to this.”  While enjoying the ability to trade on-call weekends, which provides complete coverage, the pair also help each other during most of the operations.


Dr. Bieligk earned his undergraduate degree in chemical engineering at the University of Oklahoma, and his M.D. at the School of Medicine there, noting with interest the overlap between the two disciplines.  After completing his general surgery residency at Tulane University in 1993, Dr. Bieligk stayed on as a research fellow in oncology and did basic science research on immunology of tumors.  In 1995, he began a two-year surgical oncology fellowship at Memorial Sloan-Kettering Cancer Center in New York.  From there, he accepted a full-time faculty appointment as assistant professor, Division of Surgical Oncology at the University of Texas Southwest Medical Center in Dallas.  It was there that he met Dr. Brian Loggie.  “He was one of the first people to perform cytoreduction and IPHC on patients with advanced intra-abdominal malignancy as part of a NIH study [at Wake Forest],” says Dr. Bieligk.  “He started doing this, and I kind of latched on and learned his techniques and ways.”


The IPHC surgery is complicated and demanding, and many major cancer centers, including Sloan-Kettering, will not perform it.  Residents at St. Agnes HealthCare are still overwhelmed when they witness an 18-hour procedure.  “It takes dedication and devotion and a belief in what you are doing,” says Dr. Sardi.


“We have both been told it’s crazy,” says Dr. Bieligk.  “Surgical treatments – for good reasons and bad reasons – take about five to ten years to change.  Ten years ago, many physicians were doing mastectomy instead of lumpectomy with radiation.  Now, mastectomies are less common.  The data was there ten years ago.  We call that ‘surgical inertia.’  You can’t stop the ball from rolling [but] it will take ten years for the community to come around.”


At a minimum, evaluation for IPHC should be offered to all patients, Dr. Sardi says, and “… it should be offered earlier in the disease process and not as a last resort.  While this procedure is not for everyone, there is clearly a group of patients that will benefit from it.  We have a pretty good idea of which patients we can help.”


The goal, Dr. Sardi explains, has much to do with giving back to the patient a good quality of life.  “I don’t believe in treating people just for the sake of treating people.  I will do this if I think I can get them into good shape.  There is no specific test for this.  I look at the X-rays; if there is no tumor outside the abdomen, such as in the lung, then I will do it.  Even the CT scan is unpredictable and doesn’t necessarily reflect what we will find.  You should see my joy when I open up someone and see that she is gonna be fine, and I know from that moment that she will likely have a good outcome!”


Success of the procedure is measured in several ways.  “The tumor must be confined to an area where we can treat it all,” says Dr. Sardi,” but that doesn’t necessarily mean that we will be able to remove it all.  Sometimes our goal is for the tumor that is left behind to be at a level that another therapy can help.  A patient with a tumor that is six inches in size is not likely to be helped by follow-up chemotherapy, but a patient with a tumor that is less than a third of an inch has a good chance of being helped.”


The greatest challenge, according to Dr. Bieligk, is to try to get patients who don’t know about this procedure the opportunity to either have it offered, or at least be evaluated for it, and to reach out to those patients who don’t have access to a center that performs it.  Additionally, there is still a lack of understanding in the medical community about options available for patients with carcinomatosis spread within the abdomen.  “I would guess that probably nine out of ten practitioners feel that it is untreatable.  That is discouraging – these are our colleagues.”


Dr. Bieligk believes that the future will see more technologic advances that will allow surgeons to do operations faster.  “I think we will also see improved medicines, chemotherapy and biologic agents, so that we’ll not only reduce complications from the procedure, but also provide more tumor control.”

Dr. Sardi reports a big push to find receptors in cells.  “We used to look at the patient as a single unit,” he explains.  “Now, we look at the cancer and the cells within the cancer, and we are identifying markers that help predict not only how to treat the cancer, but what therapies to use.”


Many patients have had their hope and their health restored because of the courage and dedication of Dr. Sardi and Dr. Bieligk, and the aggressive approach to cancer at St. Agnes HealthCare.
