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The objective in surgical advance is to treat patients more effectively. Minimal access 
or minimally invasive surgery has addressed some aspects of this goal, namely pa­
tient comfort and quality of recovery. Further. the concept of minimally invasive 
therapy addresses, in these times of public interest in therapy, two key areas, namely 
absence of pain from the wound and a good cosmetic result; indeed, when the con­
cept of this mode of therapy was first discussed in our group at the Middlesex Hospi­
tal London in 1982, the therapy was called "no scar surgery". Patients do not like 
scars and are body image conscious; further, pain is no longer considered a necessary 
evil in the management of diseasellJ . Thus, the concepts of minimally invasive 
therapy immediately attracted strong public interest as part of the ethos of modern 
medicine. Almost by coincidence, this surgery enabled the patient to make a surpris­
ingly rapid recovery with consequent early discharge from hospital and short con­
valescence. Governments, under pressure from increasing health care costs, through 
their local funding, supported the developments as a means of cost containment. In­
dustry, usually a small player in surgical practice, was faced with an opportunity for 
enormous growth for not only did minimally invasive therapy rely on expensive 
equipment such as the video camera, monitors and insufflators, there was the poten­
tial for an enormous sale of complex disposable instruments - a manufacturers 
dream. What of the surgeon - the entrepreneur saw the opportunity of spreading his 
wings, and achieving the technicians dream, for once again he could talk about oper­
ations which is above all what fires the enthusiam of most surgeons. 

The scene was set for an explosive growth in this new form of surgery as the patient 
liked it, health care costs would fall so the health authorities liked it, the health indus­
try saw tremendous commercial opportunity so they liked it, and the surgeon could 
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again talk respectably about technique so he liked it. What is more, aftdthe success 
of lithotripsy for renal stones the first laparoscopic procedure which took the fancy of 
the general surgeon, laparoscopic cholecystectomy, rapidly became a success fulfil­
ling all the wishes of agencies involved in its establishment. If laparoscopic cholecys­
tectomy is such a success, why not other surgical procedures? Extravagant claims 
that the whole of surgery will soon be performed through a 'keyhole' are being made, 
and rational thought is cast aside. 

Laparoscopic cholecystectomy was developed along classical lines by DUboisl21 
and others with careful laboratory work, and then careful patient trial on the basis of 
a vast experience with mini-cholecystectomy. The latter operation had been 
pioneered by Duboisf31; he considered that the laparoscopic method was superior, 
and thus did not feel it necessary to undertake clinical trials. His experience with 
laparoscopic cholecystectomy and that of other experts have shown that the 
technique is remarkably safe and free of complication[4]. Troidl and his colleagues in 
Cologne IS] considered that a clinical trial was necessary. to determine whether the 
laparoscopic technique was superior to the open operation. They correctly consi­
dered that the learning curve associated with any new techniq ue should be passed be­
fore commencing the trial, but by the time their learning curve was completed, they 
felt it was inappropriate to undertake a trial because of patient preference. Clinical 
trials so far performed, however, show that the differences between the procedures 
are not great, and probably the cost of the laparoscopic technique is greater than the 
conventional technique[6.71. A further problem is that many groups are comparing 
traditional open cholecystectomy with the laparoscopic procedure, thus the com­
parison is unfair as a mini-cholecystectomy with a 5 cm muscle splitting incision,181 a 
no touch technique and preemptive analgesia followed by postoperative wound 
blocks"] can compare very favourably with the laparoscopic procedure. There is no 
doubt that laparoscopic cholecystectomy in the hands of an expert surgeon undertak­
ing more than 100 such procedures per annum personally will produce results that 
are better than mini-cholecystectomy. Nevertheless, the acute gallbladder will still 
present problems, and the extended operative times will lead to a cost disadvan­
tage[61. What of the occasional cholecystectomists? This is the root of the problem. 
There will always be the rare and talented surgeon who can do the occasional proce­
dure adeptly, but the average surgeon needs practice with the specialist techniques 
associated with laparoscopic surgery. For the surgeon who has not learnt operative 
laparoscopy from the beginning of his training, I believe that practice is necessary, 
and that in order to achieve a good level of skill at least one operative laparoscopic 
procedure should be performed per week. Consistent use of such skills will enable 
the surgeon to compete with the best to prevent the major complications such as bile 
duct injury at cholecystectomy. It is this one major injury that is causing doubt 
amongst regulatory authorities in the United States, and hopefully around the 
world l91 . A rate of 0.4% is acceptable, but above the level is a cause for great con­
cernI10-141. What has been of more concern is the fact that many surgeons will try and 
repair these bile duct injuries, having little or no previous experience. Bile duct re­
pair is without debate for the specialist, and repair by the non-specialist is negligent. 



Laparoscoplc Surgery: The Scientific and Professional Challenge 5 

Further, many of the problems associated with laparoscopic cholecystectomy can be 
managed non-operatively in the specialist hepato-biliary unit after careful outlining 
of the problem by the appropriate imaging. Laparotomy at this stage is not only dif­
ficult but detrimental to the long-term outcome of the patient. 

Acknowledgement of expertise is the great lesson of laparoscopic surgery, and the 
judgement to convert to the open procedure for the sake of patient safety is the chal­
lenge which faces every surgeon undertaking these procedures. 

For the general surgeon, the next operative procedure to approach laparoscopi­
cally was appendicectomy. Karl Semm had shown the way[151, and the preciseness 
and accurate visualisation of the lower abdomen with the ability to exclude other 
pathology together with neat removal of the appendix appealed to the logical mind. 
Unfortunately. the technical problems associated with the retrocaecal appendix, the 
perforated appendix with a peritonitis. and a bulky appendix which cannot be deli­
vered through a 11 mm port dissuade many from enthusiastically advocating the 
technique. Further, most appendice.ctomies are performed as an emergency when 
the appropriate staff are unavailable. The scientific challenge of whether the 
technique is better has recently been answered by one group from Dublinl16] who 
have shown that there are advantages in performing appendicectomy laparoscopi­
cally, but the professional challenge must be to define criteria for the type of appen­
dix which can be done laparoscopically, by open appendicectomy or by a laparos­
copic assisted procedure. 

Perhaps the greatest challenge is the commonest of all procedures - the hernia. 
With a Shouldace repair performed under local anaesthetic as a day case, all the 
criteria for minimal access surgery are metI17]. Further, the complication rate is very 
low, with a recurrence rate approaching 1 %. Is there a need for improvement? For 
those who have experienced hernia repair, pain is a problem, and limited mobility 
during the first few days is common. It is suggested that the rapidity of recovery is 
greater in those who have the procedure laparoscopically, and return to work is pos­
sible within 2 or 3 days[ 181. Is such a goal worth the risk of laparoscopy, the unknown 
risk of recurrence and the expense of the procedure. At the present time. a hernia re­
pair relies heavily on the use of expensive disposables; this is good for health care 
manufacturing businesses but a major problem for the health care provider. The di­
lemma for the surgeon, even if there proves to be a slight advantage for the laparos­
copic technique, is whether the increased procedure cost is justified. 

So often a procedure is laparoscopic or open, yet the logic may well lie in the 
laparoscopic assisted procedures. With more major surgery, particularly oncological 
operations, there is a danger that the surgeon will forget the principles of surgery and 
oncology for the sake of technical prowess. Excellence of technique is but a means of 
attaining the ideal outcome for our patients. Nowhere is this more true than in col­
onic surgery. Laparoscopy before any cancer surgery is of value with its view of the 
dome of the diaphragm and the pelvic peritoneum where those seedling deposits ac­
curately define the true extent of the disease[I9]. Mobilisation of the large intestine 
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can easily be performed, and if properly undertaken will allow the colon to be deli­
vered to the skin surface. A small incision, but not too small such that the tumour has 
to be squeezed through the abdominal wall, is undertaken, and the procedure with 
the anastomosis is performed under direct vision on the surface of the abdomen l2ol . 
The tour de force of a high-tie with an expensive vascular stapler is rarely necessary, 
and a good lymph node clearance can be achieved on the surface of the abdomen 
after appropriate mobilisation. The profligate use of multiple vascular cartidges to 
divide the mesentery cannot be condoned when there are effective simpler alterna­
tives. The anastomosis can be undertaken on the surface or by the use of stapling su­
tures using the circular stapler, but again as the number of disposables mounts so the 
cost disadvantage outweighs the clinical gain. The role of the manufacturer must 
bear down heavily on surgical decision making. 

Thus, the surgeon finds himself with a burden of responsibilities - first and 
foremost is the patient with his desire for any easy and successful operation from 
which he will make a scar-free recovery. Second, must be the intelligent use of all the 
new technology available including the use of improved preoperative, peroperative 
and postoperative anaesthesia and analgesia together with improved surgical 
technique - careful and bloodless anatomical surgical dissection is not the preroga­
tive of the laparoscopist. Third, is the pressure of the health care industry providing 
better yet more expensive and perhaps unnecessary equipment, yet taunting the sur­
geon that to be modern and at the forefront of the surgical revolution he must under­
take the exciting procedure. Fourth, but not least important, is the pressure from the 
health providing executive demanding cost control. 

The professional challenge is to answer each of these dilemmas by careful study of 
the available alternatives. Sloth in undertaking this evaluation will mean that the sur­
geon is but a poodle at the call of whichever master calls loudest and perhaps most 
sharply. 
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