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Abstract

Background:  Advancements in medical care for peptic ulcer dis-
ease (PUD) have reduced the need for invasive surgical procedures 
such as gastric resection (GR). Community-based PUD studies 
from a large sampling of PUD patients designed to analyze hospital 
resource use and outcomes after different surgical procedures have 
been rare. We aimed to exhaustively reappraise the risk factors and 
patient demographics that affect PUD patient recoveries after GR 
compared to those after simple closure (SC).

Methods:  We used a Japanese administrative database for 6 con-
secutive months each year between 2006 and 2010. The database 
included a total of 68,432 PUD patients; we analyzed 6,334 perfo-
ration cases and 3,148 cases of patients who underwent GR or SC. 
Study variables were demographics, comorbidities, characteristics 
of PUD, and operative day. Study outcomes that were analyzed 
included mortality, postoperative complications, ventilation ad-
ministration, postoperative blood transfusions, length of stay, total 
charges, operating room (OR) time, and the postoperative fasting 
period (defi ned as the day of surgery to the day oral food intake 
was resumed.) To reduce selection bias in study procedures and to 
control the variation in hospital practice, a propensity score (PS) 
matching cohort analysis and a mixed linear regression model were 
used to assess the effects of GR on the outcomes.

Results:  In 699 hospitals, 322 GRs and 2,826 SCs were observed. 
Younger age, duodenal ulcers, preexisting anemia and an opera-
tive day no more than 24hours were signifi cant associated with the 
choice of SCs. No signifi cant differences were observed in study 
outcomes after either GR or SC; more postoperative blood transfu-
sions and longer OR times but shorter postoperative fasting periods 
were observed after GR. Longer OR times, ventilation and postop-
erative blood transfusion were signifi cantly associated with mortal-
ity. Not GR but longer OR times use of ventilation and complica-
tions were the most signifi cant indicators of increased resource use.

Conclusions:  There were no major signifi cant differences in GR 
when compared to SC with regards to patient recoveries. Surgeons 
should obtain the skills and establish strategies to optimize either 
type of surgical procedure including minimizing OR time and es-
tablishing the best perioperative critical care.

Keywords:  Peptic ulcer perforation; Simple closure; Gastric resec-
tion; Outcome; Resource use

Introduction

Major improvements in medical treatment for peptic ulcer 
diseases (PUDs), including the introduction of H2 receptor 
antagonists, use of proton pump inhibitors, and Helicobactor 
pylori eradication with antibiotics, has signifi cantly reduced 
the need for surgical treatment of the disease. However, the 
use of emergency surgery has recently increased in compli-
cated PUD cases in which perforation or bleeding is pres-
ent [1-3]. Use of laparoscopic techniques for simple closure 
(SC) of perforated PUDs has gradually replaced the open 
SCs [4-8]. 

Paimela et al reported that the trend for using local, 
simple surgical closures of PUDs in Finland has increased 
annually although the actual annual number of surgical 
procedures has decreased [1]. A shift from gastric resec-
tion (GR) or acid reducing surgery to local procedures such 
as SC has been observed. The use of gastrectomy with or 
without vagotomy was reported to be required in less than 
10% of the cases; defi nitive surgery such as GR or vagotomy 
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might have also become outdated [1, 2]. An increase in ag-
ing populations in developed countries is occurring; these 
ageing patients are likely to have more comorbid conditions 
necessitating an increase in the use of non-steroid anti-in-
fl ammatory drugs. Patients with complicated PUDs in addi-
tion to other concomitant critical illnesses may have delayed 
recoveries even when innovative surgical techniques such as 
laparoscopic surgery are used. An increase in the number of 
emergency operations and no change in the number of suture 
repair on the perforated PUDs were also discussed [1, 2].

In order to accommodate the changing trends in the de-
mographics (primarily increased age and comorbidities) and 
a gradual decrease in surgical procedures, studies focusing 
on the use of SC procedures such as laparotomy or laparos-
copy have been done. These studies identifi ed risk factors 
associated with the simple surgical methods and information 
obtained from these studies have been and can be used to de-
fi ne conditions that can be used to control complications and 
decrease mortalities [9-14]. Age, procedure timing, concur-
rent ulcers and critical conditions such as sepsis were indica-
tors of the type of surgical procedure or increase in mortality 
rate. Overall, effective perioperative management strategies 
were advocated based on evidence from these studies that 
were either single center studies or systematic reviews [5, 6, 
11]. Generalizability, heterogeneity of patient-case-mix and 
the variations in treatment strategies were also expected to 
exist in study methodology or between hospitals. Advanced 
perioperative management would not necessarily eliminate 
the need for defi nitive or invasive GRs for complicated 
PUDs, nor would the use of simple, local procedures neces-
sarily eliminate the recurrence of PUDs.

Using the Japanese administrative database containing a 
high volume of PUD surgical cases, we reappraised the use 
of GR versus SC techniques as part of the overall manage-
ment strategy for patients with perforated PUD. In this study, 
we fi rst examined the risk factors associated with SC meth-
ods, then constructed propensity score matching cohorts and 
fi nally investigated whether SC is a better surgical technique 
and leads to better patient recoveries than GR.

Methods

Study database

We utilized a Japanese administrative database established 
by the Ministry of Health, Labor and Welfare (MHWL) to 
develop an original Japanese case-mix classifi cation and to 
determine the payment system. This database was estab-
lished in Fiscal year (FY) 2002 by the Ministry of Health, 
Labor and Welfare (MHWL) and our research team. It was 
used to profi le hospital performance and assess hospital 
payments from 1,428 hospitals (84 academic hospitals and 
1,344 community hospitals) in 2010. The hospitals involved 

are responsible for delivering acute care, promoting medical 
research and educating students and postgraduate trainees. 
Among these hospitals, 1,030 hospitals voluntarily partici-
pated in our research project in order to refi ne the case-mix 
classifi cation and to contribute information about medical 
care plans. 

This national database contains discharge summaries 
and medical claims data for each hospital. Information on 
the number and dates of cases is collected annually between 
July 1 and December 31. We analyzed patients with perfo-
rated gastroduodenal ulcers who underwent surgical proce-
dures at hospitals participating in this case-mix project. Our 
original database maintained by MHLW included a total of 
9,320,681 patients across 1,067 hospitals from 2006 to 2010. 
Among those, 68,432 PUD patients from 1,030 hospitals 
were identifi ed.

Our research project was approved by the Ethics Com-
mittee of the University of

Occupational and Environmental Health (Fukuoka, Ja-
pan).

Defi nitions of study variables and outcomes

The study variables were age, sex, use of an ambulance, prin-
cipal diagnosis at admission (including the location of PUD) 
and the presence of concurrent bleeding, comorbidities in-
cluding preexisting PUD, complications, type of PU surgical 
procedure, associated procedures during the primary surgery 
(use of laparoscopy and vagotomy), the actual day of surgery 
after admission (≤  24 or > 48 hours), preoperative blood 
transfusions, the use of nasogastric tubes, ventilation ad-
ministration, and hospital teaching status. Variables defi ning 
resource use were length of stay (LOS; days), total charges 
(TC; 1 Euro = 120 yen) and operating room (OR) time (min). 
TC was observed to be a good approximation for the in-hos-
pital cost [15]; OR time was defi ned as the time required 
for the anesthesia procedures, preparation and positioning 
of video-imaging equipment, and surgical skin-to-skin time. 
Study outcomes analyzed were mortality, complications, use 
of ventilation, postoperative blood transfusion(s), LOS, TC, 
OR time and postoperative fasting period (defi ned as the 
time semi-solid food intake was resumed).

Age groups were categorized as follows: ≤ 39, 40 - 64 
and ≥ 65 years. The diagnoses in the database were recorded 
in accordance with the International Statistical Classifi ca-
tion of Diseases, 10th version (ICD10). The location of the 
perforated ulcer was categorized into stomach or duodenum 
as follows: stomach (K251-2, K255-6,); duodenal (K261-2, 
K265-6). Concurrent bleeding was considered to be present 
if their ICD code was K252, K256, K262 or K266. 

Study surgical procedures were classifi ed as GR includ-
ing GR with or without reconstruction, or as SC with or 
without omental patch. Omental patch alone over the perfo-
ration was designated as SC. We also examined the concur-
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Figure 1. Patient Characteristics, Care procedures and Resource Use for Gastric Resection and Simple Closure
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rent use of vagotomy or laparoscopy. Conversion cases from 
laparoscopic approach to open traditional ones were counted 
as open cases. A maximum of four comorbidities per patient 
were recorded. To assess the severities of preexisting co-
morbidities, we used the Charlson comorbidity index (CCI) 
defi ned by ICD10 code [16]. CCI originally included PUDs 
and we considered the pre-existing PUD to be a comorbid-
ity when the patients had an ICD10 code corresponding to 
PUD. A maximum of four unexpected complications during 
hospitalization were recorded separately in this database. 
Study complications were considered procedure-related 
complications classifi ed as any of the following ICD10 
codes (T81-T87) and surgical intra-abdominal complication 
of acute pancreatitis (K85), bowel obstruction (K560, K562, 
K565-7, K660 and K913), and of peritonitis/intra-abdomi-
nal abscess (K650 and K658-9) [17]. The database contains 
the dates of every medical care item and we calculated the 
amount of blood used for perioperative blood transfusions 
when required, postoperative fasting period (defi ned as the 
number of days after surgery that semi-solid food intake was 

resumed). Patients receiving preoperative blood transfusions 
were defi ned as those with pre-existing anemia. We divided 
hospital types into community and academic.

Statistical analysis

Categorical variables were reported as the number and pro-
portions of each of the different study surgical procedures 
used and compared using Pearson chi-square test. Contin-
uous variables were compared between GR and SC using 
analysis of variance. To reduce the selection bias, the propen-
sity score (PS) of providing SC was measured using a mul-
tiple logistic regression model incorporating the following 
covariates: the three age categories, sex, concurrent bleed-
ing, location of PUD, CCI, the need for preoperative blood 
transfusion or pre-existing PUDs, indication for laparoscopy, 
operative period ≤ 24 hours, and hospital teaching status [18 
,19]. The calculated PS was used to designate paired match-
ing cohorts for SC and GR. LOS and TC, OR time, blood 
transfusion, and the postoperative fasting period were com-

Figure 2. Variables Associated With Indications for Simple Closure
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Figure 3. Patient Characteristics, Care Procedures and Resource Use for Gastric Resection and Simple Closure After Propensity 
Score Matching
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pared for GR and SC. A multiple logistic regression model 
was used to determine the impacts of GR on study outcomes. 
A mixed linear regression model, where study hospitals were 
handled as random intercepts, was used to estimate the im-
pact of GR on study resource use. We used the statistical 
analysis of SPSS 16.0. All reported p values were two-tailed, 
and the level of signifi cance was set at p < 0.05.

Results

Out of 6,334 perforated PUD patients, 3,148 patients in 699 
hospitals were treated with study surgical procedures. There 
were 322 patients undergoing GR in 215 hospitals and 2,826 
SC patients in 667 hospitals (GRs were done in 203 com-
munity and 12 academic hospitals; SCs were done in 614 
community and 53 academic hospitals). 

The mean patient ages differed signifi cantly between 
GR and SC (GR: 64.1 years versus SC: 55.8 years), and the 
proportion of patients aged 65 years who underwent GRs 
was greater (48.4%) than those who underwent SCs (31.6%). 
Higher frequencies of pre-existing comorbidities, complica-
tions, mortality, use and amount of blood transfusions, and 
ventilation administration were observed in GRs, whereas 
frequent duodenal perforation, shorter LOS or OR time and 
less TC were seen in SCs. However, postoperative fasting 
periods were not signifi cantly different between GRs and 
SCs (Fig. 1).

Figure 2 indicates the study variables associated with 
the indications for SC. Advanced age, duodenal ulcer, pre-
existing anemia and operative period over 24 hours signifi -
cantly correlated with SC [Odds ratio (OR) 95% confi dence 
interval (95%CI)]: 40 - 64 years 0.325 (0.180 - 0.588); no 
less than 65 years 0.237 (0.129 - 0.435); duodenum 3.874 
(2.982 - 5.032); preexisting anemia 0.233 (0.115 - 0.471); 
indication of laparoscopy 48.696 (12.053 - 196.735); opera-
tive day no more than 24 hours 1.804 (1.330 - 2.447) (Fig. 2).

From the PS matching cohort analysis of GR and SC, 
shorter LOS and OR time and less TC were observed in SCs 
compared with GRs. There was no difference in ventilation 
administration and in postoperative fasting periods (Fig. 3).

GR was a signifi cant indicator for postoperative blood 
transfusions except in cases of mortality, those with compli-
cations and ventilation [OR (95%CI): 2.116 (1.157 - 3.869)]. 
The need for ventilation and blood transfusions and pro-
longed OR time correlated with an increase in mortality [OR 
(95%CI): 8.679 (3.554 - 21.197), 13.486 (5.682 - 32.006), 
1.005 (1.000 - 1.011), respectively] (Fig. 4).

GR determined shorter postoperative fasting periods and 
longer OR times, postoperative fasting period (days): -2.9 
(-4.3 – -1.5); OR time: 120.6 (110.1 - 131.1), but there was 
not a signifi cant difference in LOS and TC between GR and 
SC. Longer OR time extended the postoperative fasting pe-
riod signifi cantly, 0.014 (0.007 - 0.022) (Fig. 5).

Discussion
  
Using the Japanese administrative database, we analyzed 
the different surgical procedures with respect to mortality, 
postoperative complications and the need for ventilation and 
postoperative blood transfusions, LOS, TC, postoperative 
fasting periods, and OR time. To date, this quantitative study 
has the largest sample size of GR or SC cases for perforat-
ed PUDs from community-based hospitals. Using PS pair 
matching analysis and by controlling the selection bias, this 
study demonstrated that GR was not always less advanta-
geous in terms of resource use or on the overall outcome. 
GR only determined the postoperative blood transfusions 
and longer OR times (that signifi cantly delayed postopera-
tive resumption of semi-solid food intake), although GR sig-
nifi cantly accelerated postoperative oral intake. Longer OR 
times might deter the recovery of bowel motility, and phy-
sician’s concern about omental patch alone over the larger 
sized perforation, categorized as ‘SC’ in this study, might 
halt his decision on resuming postoperative oral intake.

Perforated PUD, whether treated either by GR or SC, 
may be complicated by perioperative factors associated with 
various critical conditions that may require respiratory care, 
or by complications in which there is a delay in the return 
to normal bowel motility due to prolonged bowel paralysis 
as a result of intra-abdominal infections [14]. It should be 
cautioned that GR was found to signifi cantly correlate with 
the requirement for postoperative blood transfusions, and in 
some cases led to mortality. However, these fi ndings indicate 
that in general the perioperative management of complicated 
conditions rather than the actual surgical procedures is cru-
cial to patient recovery. Advanced age, cardio-pulmonary co-
morbidities, elevated shock status [as defi ned by the Ameri-
can Society of Anesthesiologists (ASA) or Boey scores], and 
septic conditions caused by a preoperative delay of over 24 
hours have often been defi ned as risk factors for complica-
tions or mortality [5, 9-11]. Ventilation administration was 
an indicator of higher mortality in our study; these results 
correlate with results from previous studies.

The recent development and implementation of inter-
national guidelines for management of severe sepsis and 
septic shock or multidisciplinary care in the intensive care 
unit (ICU) might decrease the incidence of mortality that 
was observed in complicated PUDs until 2004 [20, 21]. The 
relatively low number of gastric procedures performed in 
western countries, compared with Japan, might not enable 
western clinicians to undertake a community-based study 
such as ours [22]. The proportion of perforation was 9.3% 
in our study, which corresponded to the fi ndings of Wang 
et al in which they reported a 9.2% perforation rate in 2006 
in the United States [2]. However, the mortality rate in our 
study was 10% in cases of GR and 3.4% in cases of SC; 
this was signifi cantly lower than that in the previous report 
by Wang et al, in which surgical mortality was 15% from 
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1993 to 2006 [2]. The trend towards lower mortality was also 
seen in gastric cancer, where the proportion of mortality was 
approximately 1% and 6% in Japan and western countries, 
respectively [22, 23]. In this aging population it is expected 
that there will be increasing numbers of PUD patients and 
the surgical procedures for complicated PUDs will need to 
be improved to deal with the increasing number of cases. 
Comparative quality or risk identifi cation studies should 
continue to be updated, not limited to PUD cases, but for any 
type of surgical procedure. This suggestion is validated by 
our fi ndings that a longer OR time was found to be another 
risk factor for mortality, more resource use and also delayed 
the return to postoperative oral food intake. Surgeons should 
gain or maintain the skills to shorten the OR time in addition 
to identifying the high risk patients before selecting the type 
of surgical approach. Community-based appraisals should 
continue to be updated according to the development of peri-
operative care strategies and the changing trends in patient 
demographics.

Some limitations of this study should be discussed. First, 
this study was observational and obtained from discharged 
patients, so that we did not control study variables. Informa-
tion was gathered over consecutive 6 month periods (from 
July 1 to December 31) over four years (2006 - 2010). How-
ever, the MHLW has included all of the hospitals participat-
ing in this case-mix project and extended the study period 
to 12 months as of 2010. Our study database included a suf-
fi cient sample size compared with other study databases so 
that our fi ndings will not change signifi cantly even if new 
data are added.

Second, we did not include an analysis of some impor-
tant clinical data such as the precise onset time of perfora-
tion, perforation size, severity score (based on the Boey or 
ASA scores that are often used in PUD studies) and the types 
of SC technique. To predict the onset time of the perfora-
tion as precisely as possible, an electronically formatted da-
tabase with outpatient cases will be required to be linked to 
the MHLW database. ASA scores were gathered in this study 
but the percentage of missing ASA scores in PUD cases 
(84.5%) was signifi cant. There have been some critiques that 
the Boey or ASA scores are too subjective. A more objective 
indicator such as volume of required preoperative fl uid that 
might be more representative of the shock status defi ned by 
the Boey score, may be more useful and feasible in future 
studies using this administrative database [10,14]. SC with 
or without omental patch and omental patch alone over the 
perforation were summarized into the same surgical proce-
dure code in Japanese claim schedule. The sophistication 
of surgical procedure codes is underway in cooperation of 
MHLW and Japanese Society of Surgery.

Third, the LOS for all hospital admissions in Japan is 
three to four times longer than that in hospitals in Western 
countries [24]. One reason for the longer LOS is that Japa-
nese hospitals generally supply a nursing service in addition 

to acute medical care [25]. However, the fi scal impact of lon-
ger LOS is refl ected in the total costs for each case study. 

In conclusion, using an administrative database and PS 
pair matching analysis, we quantitatively reappraised the 
quality of GR and SC for perforated gastroduodenal ulcers. 
There were no signifi cant differences in mortality, complica-
tions, need for ventilation and resource use between SC and 
GR. However, GR consumed more OR time and required 
more postoperative blood transfusions. Ventilation, com-
plications and longer OR times were associated with an in-
crease in mortality and resource use. Surgeons should attain 
the surgical skills to reduce OR times rather than the empha-
sis being on the type of surgical procedure, it could then be 
on perioperative care strategies.

Grant Support

This study was funded in part by Grants-in-Aid for Research 
on Policy Planning and Evaluation (Japanese Ministry of 
Health, Labour and Welfare, H19 seisaku-sitei 001).

Confl ict of Interest

All authors declare no confl ict of interest.

References

1. Paimela H, Oksala NK, Kivilaakso E. Surgery for peptic 
ulcer today. A study on the incidence, methods and mor-
tality in surgery for peptic ulcer in Finland between 1987 
and 1999. Dig Surg. 2004;21(3):185-191.

2. Wang YR, Richter JE, Dempsey DT. Trends and out-
comes of hospitalizations for peptic ulcer disease in the 
United States, 1993 to 2006. Ann Surg. 2010;251(1):51-
58.

3. Lui FY, Davis KA. Gastroduodenal perforation: maximal 
or minimal intervention? Scand J Surg. 2010;99(2):73-
77.

4. Siu WT, Leong HT, Law BK, Chau CH, Li AC, Fung 
KH, Tai YP, et al. Laparoscopic repair for perforated 
peptic ulcer: a randomized controlled trial. Ann Surg. 
2002;235(3):313-319.

5. Lunevicius R, Morkevicius M. Management strate-
gies, early results, benefi ts, and risk factors of laparo-
scopic repair of perforated peptic ulcer. World J Surg. 
2005;29(10):1299-1310.

6. Lunevicius R, Morkevicius M. Systematic review com-
paring laparoscopic and open repair for perforated pep-
tic ulcer. Br J Surg. 2005;92(10):1195-1207.

7. Bhogal RH, Athwal R, Durkin D, Deakin M, Cheruvu 
CN. Comparison between open and laparoscopic re-
pair of perforated peptic ulcer disease. World J Surg. 

  221                   



J Clin Med Res  •  2011;3(5):213-222Kuwabara et al

Articles © The authors   |   Journal compilation © J Clin Med Res and Elmer Press™   |   www.jocmr.org

2008;32(11):2371-2374.
8. Kim SM, Song J, Oh SJ, Hyung WJ, Choi SH, Noh SH. 

Comparison of laparoscopic truncal vagotomy with gas-
trojejunostomy and open surgery in peptic pyloric steno-
sis. Surg Endosc. 2009;23(6):1326-1330.

9. Christensen S, Riis A, Norgaard M, Sorensen HT, Thom-
sen RW. Short-term mortality after perforated or bleed-
ing peptic ulcer among elderly patients: a population-
based cohort study. BMC Geriatr. 2007;7(8.

10. Lee FY, Leung KL, Lai BS, Ng SS, Dexter S, Lau 
WY. Predicting mortality and morbidity of patients 
operated on for perforated peptic ulcers. Arch Surg. 
2001;136(1):90-94.

11. Lohsiriwat V, Prapasrivorakul S, Lohsiriwat D. Perforat-
ed peptic ulcer: clinical presentation, surgical outcomes, 
and the accuracy of the Boey scoring system in predict-
ing postoperative morbidity and mortality. World J Surg. 
2009;33(1):80-85.

12. Sarath Chandra S, Kumar SS. Defi nitive or conserva-
tive surgery for perforated gastric ulcer?--An unresolved 
problem. Int J Surg. 2009;7(2):136-139.

13. Sung JJ, Tsoi KK, Ma TK, Yung MY, Lau JY, Chiu PW. 
Causes of mortality in patients with peptic ulcer bleed-
ing: a prospective cohort study of 10,428 cases. Am J 
Gastroenterol. 2010;105(1):84-89.

14. Moller MH, Adamsen S, Thomsen RW, Moller AM. Pre-
operative prognostic factors for mortality in peptic ulcer 
perforation: a systematic review. Scand J Gastroenterol. 
2010;45(7-8):785-805.

15. Hayashida K, Imanaka Y, Otsubo T, Kuwabara K, Ishi-
kawa KB, Fushimi K, Hashimoto H, et al. Development 
and analysis of a nationwide cost database of acute-care 
hospitals in Japan. J Eval Clin Pract. 2009;15(4):626-
633.

16. Sundararajan V, Henderson T, Perry C, Muggivan A, 
Quan H, Ghali WA. New ICD-10 version of the Charl-

son comorbidity index predicted in-hospital mortality. J 
Clin Epidemiol. 2004;57(12):1288-1294.

17. Zhan C, Miller MR. Administrative data based patient 
safety research: a critical review. Qual Saf Health Care. 
2003;12 Suppl 2:ii58-63.

18. Joffe MM, Rosenbaum PR. Invited commentary: pro-
pensity scores. Am J Epidemiol. 1999;150(4):327-333.

19. Poulose BK, Arbogast PG, Holzman MD. National 
analysis of in-hospital resource utilization in choledo-
cholithiasis management using propensity scores. Surg 
Endosc. 2006;20(2):186-190.

20. Dellinger RP, Levy MM, Carlet JM, Bion J, Parker 
MM, Jaeschke R, Reinhart K, et al. Surviving Sepsis 
Campaign: international guidelines for management of 
severe sepsis and septic shock: 2008. Crit Care Med. 
2008;36(1):296-327.

21. Patel GW, Roderman N, Gehring H, Saad J, Bartek W. 
Assessing the effect of the Surviving Sepsis Campaign 
treatment guidelines on clinical outcomes in a communi-
ty hospital. Ann Pharmacother. 2010;44(11):1733-1738.

22. Pal N, Axisa B, Yusof S, Newcombe RG, Wemyss-Hold-
en S, Rhodes M, Lewis MP. Volume and outcome for 
major upper GI surgery in England. J Gastrointest Surg. 
2008;12(2):353-357.

23. Kuwabara K, Matsuda S, Fushimi K, Ishikawa KB, 
Horiguchi H, Fujimori K. Community-based appraisal 
of laparoscopic abdominal surgery in Japan. J Surg Res. 
2011;165(1):e1-13.

24. OECD Health Data 2008 - Frequently Requested Data. 
Available from http://www.oecd.org/document/16/0,3
343,en_2649_34631_2085200_1_1_1_1,00.html [ac-
cessed 4 November 2008].

25. Ishizaki T, Imanaka Y, Hirose M, Kuwabara K, Ogawa 
T, Harada Y. A fi rst look at variations in use of breast 
conserving surgery at fi ve teaching hospitals in Japan. 
Int J Qual Health Care. 2002;14(5):411-418.

                  222


