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Until a few years ago, many of us who are practicing 
surgeons today were convinced that the only solution 
for many solid tumors was limited to the potential 
of their primary resection, which is why we made 
great efforts to optimize the quality of pre-surgical 
images, including tomography, magnetic resonance, 
and echoendoscopy, tools that are still valid and 
essential in our work. However, over the years, 
we also learned that many of those patients 
with large or unresectable tumors could become 
potentially treatable and, why not, curable by 
receiving neoadjuvant therapies. Thus, diverse 
chemotherapy schemes emerged, as well as 
combinations of chemotherapy and radiotherapy, 
local therapies for less advanced lesions, and, more 
recently, immunotherapy.

Similarly, we grew up thinking that scalpels would 
not be used to operate on genes or mutations so 
that, possibly, we would not have to deal with this, 
at least not our generation. However, the vertiginous 
development of medicine and the sciences supporting 
it has once again changed our perspective for the 
benefit of our patients, motivating us, as surgeons 
who treat cancer, to view tumor biology with less 
indifference, given that it is fundamental today to 
understanding tumor behavior and determining the 
most efficient treatment strategy and the best time 
to operate when required.

As surgeons in Colombia, we are more familiar 
with the diagnosis and management of gastric, 
esophageal, and colorectal tumors, given their 
frequency, as well as with new management 
schemes for them and the importance of their 
immunotypification and multidisciplinary approach. 
Nowadays, immunotherapy covers the whole group 
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of gastrointestinal tumors, and there is a growing 
number of drugs available that exert their action 
in different cellular and immune response points, 
making a thorough understanding of them necessary 
for their selection and perioperative management.

Far from aiming to give a lecture on the subject, 
because I clearly lack the attributes to do so, I would 
like to describe my point of view as a gastrointestinal 
surgeon, which I hope will allow general surgeons 
and surgical residents to understand the importance 
of the subject and motivate them to learn about 
immunotherapy.

This term, which is not recent, covers a series of 
therapeutic tools whose objective is to strengthen 
the immune system of patients to detect and destroy 
cancerous cells, thus increasing the capacity of an 
individual’s immune cells to fight cancerous cells. 
The origin of the term is unclear; presumably,
W. Bush and Friedrich Fehleissen were pioneers in 
its implementation in 1800 after injecting
streptococcus bacteria into the tumors of some 
patients, which triggered an immune response and 
generated the remission of some cancer types. 
Later, in 1909, an American surgeon, William Coley, 
gave continuity to the investigations, developing 
immunotherapy as a line of research.

Regarding this subject, we all recall, to a greater 
or lesser extent, the process of cell growth and 
understand how, at some point, this very precise
and organized process fails, entering into what we 
could call chaos: cells lose their self-control, which 
leads to the development of defective or cancerous 
cells that escape the control of the immune system 
by different mechanisms, allowing them to mimic.
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The most recognized types of drugs for cancer 
treatment are immune checkpoint inhibitors, 
which block the false signals generated by 
cancer cells to avoid detection by T lymphocytes. 
When these signals are blocked, tumor cells are 
recognized and eliminated. On the other hand, 
cellular immunotherapy involves the extraction 
and modification of cells and their consequent 
reintroduction into the individual to enhance the 
action of the immune system. Things do not stop 
here, however. Nowadays, we also talk about the 
impact of the tumor microenvironment, which 
involves numerous elements that determine tumor 
behavior and its response to different treatments.

But what does all this imply for surgical patients, 
and how does this affect their management from a 
surgical point of view? Basically, in every aspect, 
even those related to the initial diagnosis. For those 
surgeons who perform biopsies, they should provide 
the treating oncologist with as much information as 
possible after the biopsy, requesting the necessary 
immunohistochemistry studies and avoiding thus 
undue loss of time, due to which it is crucial to 
have a constant dialogue between oncologists, 
pathologists, and surgeons. After deciding on 
management with these new therapies, the role of 
surgeons is not limited to waiting for these schemes 
to finalize, as complications may arise during the 
follow-up, which might require the participation of 
general, gastrointestinal, or oncologic surgeons.

Regarding medications, patients may present 
reactions after their administration; these are not 
under the surgeon’s responsibility at that moment 
but can have short-, medium-, and long-term effects 
on the surgical outcome of patients. Additionally, 
despite being considered relatively safe,
these medications can affect the healing process, 
such as the risk of fistulas and bleeding, and generate 
cardiopulmonary, hepatic, hydroelectrolytic, 
hormonal, and other complications described. 
Thus, it is essential that surgeons familiarize 
themselves with these therapies and their effects, 
as well as the adequate selection of time between 
the finalization of the scheme, the imaging 
evaluation, and the surgical decision. Likewise,
a general or subspecialist surgeon should know what 
medications the patient is receiving or has recently 
received as part of their oncological management—
without limitation to those of conventional use for 
other medical pathologies—and, in case they are 
unaware of their effects, they should investigate 
them or contact the patient’s oncologist.

In addition, there should be a space to discuss 
the effects of these drugs in medical boards, 
which often focus on the treatment type with 
chemotherapy, radiotherapy, or immunotherapy 
required by the patient or on the resectability 
of the lesion, and where there is little discussion
about the potential perioperative risks of the patient, 
perhaps because they consider that it should be 
the surgeon’s and the anesthesiologist’s responsibility
to establish them, ignoring the comprehensive
character of the oncologic care of patients. 
Unfortunately, surgeons and anesthesiologists are
often not familiar with the effects of new medication 
schemes or how they were previously proposed 
when they face the emergency management of 
oncologic patients, which prevents complete 
planning and evaluation. Therein lies the importance
of generating knowledge, at least basic and
general, that allows the inclusion of oncologists 
and, most likely, other specialties such as internal
medicine, pulmonology, cardiology, rehabilitation, and
geriatrics, in the adequate treatment selection 
and preparation of patients, a discussion that will 
minimize perioperative risks.

Cancer patients are frequently fragile, given that 
they are often elderly adults exposed to drugs 
with significant side effects and, nowadays, to new 
therapies we are still learning of, not only regarding 
their oncologic but also regarding their systemic 
effects, due to which the patients of today are 
very different from the ones we used to treat with 
conventional therapies, given that they require a 
much more meticulous and strict look on the part 
of the surgical group. As we keep learning, there 
are still many things to discover about the effects 
of these not-so-new drugs; however, as part of the 
group of physicians treating oncologic patients, 
it is our responsibility to offer the best possible 
perioperative scenario for our patients.
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