
INTRODUCTION
Although laparoscopic colorectal surgery was first 

1,2
introduced in 1991 .  It was not accepted readily 
by the surgical community due to concerns about 
safety and efficacy. Factors mainly included were 

3 4technical,  the lack of standardized technique,  
5,6,7,8

and long term oncologic outcome  longer 
9-10 11operative times  and increased cost  were also 

matters of concern for most surgeons.

There are enough data now supporting 
laparoscopic surgery for management of 
colorectal cancer. Controversies over oncological 
safety have been dealt with in numerous 
randomised control trials (RCTs) showing that 
laparoscopic resection is not only associated with 

better short-term outcomes but without 
1 2 , 1 3 , 1 4 , 1 5oncological compromise . Updated 

guidance (2010) from the UK National Institute for 
Health and Clinical Excellence recommends that 
all patients deemed suitable must be offered 
laparoscopic surgery even if this means onward 
referral to a suitably qualified surgeon. There are 
very little data available regarding safety and 
efficacy of laparoscopic colorectal surgery in 
smaller unit like ours in the UK. The aim of this 
study was to assess the outcome of laparoscopic 
colorectal procedures performed in a district 
general hospital within 5 years and to compare it 
with patients who had an open procedure during 
the same period. 
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PATIENTS AND METHODS
Data were collected retrospectively from patient’s 
case notes retrieved from hospital medical 
records. One hundred consecutive cases of 
laparoscopic colonic resection for both benign 
and malignant diseases between 2005 and 2010 
were analysed for perioperative and long term 
outcome and were compared with consecutive 
one hundred cases of open colectomies. All 
laparoscopic procedures were performed by one 
surgeon.

Statistical analyses were conducted using SPSS. 
The number of laparoscopic cases performed was 
quantified. Age was described by mean (SD), and 
the t test was used to compare the difference 

2between 2 groups. The X  test was used to 
compare laparoscopic surgery with open surgery 
for sex, pathology, 30-days mortality and 
conversion rate. The length of hospital stay was 
described by median and full range. The Mann-
Whitney test was used to compare the difference 
between the 2 groups. Statistical significance was 
set at a P < .05.

RESULTS
Characteristics of the Patients and Tumours
Between 2005 and 2010, one hundred 
consecutive patients were selected for each group 
i.e.; open and laparoscopic colectomy group. 
These resections included benign as well as 
malignant cases. 64 patients in laparoscopic 
group and 72 patients in open group had 
malignant disease. The two study groups were 
well balanced (Table I Baseline Characteristics of 
the Patients and Tumours.). 

Surgery
All laparoscopic procedures were performed by 
one surgeon while open colectomies were 
performed by more than one surgeons. 
Conversion rate was 6% in laparoscopic group. 
Operating times were significantly longer in the 
laparoscopic-surgery group than the open-
colectomy group (180 minutes vs. 130 minutes, 
P<0.001. The extent of resection was similar in 
both groups. The mean lymph node harvest in 
laparoscopic group was 13.2 nodes as compared 

to 12.4 in open group The difference in median 
number of lymph nodes examined in two groups 
was not statistically significant. (p=0.52)

Postoperative recovery
Postoperative recovery was faster in the 
laparoscopic group than in the open-colectomy 
group, as indicated by a shorter hospital stay 
(P<0.001). Mean postoperative hospital stay was 
reduced from 13 days to 7 days. (Open Vs. Lap). 

Complications
There were no significant differences between the 
groups in the rates of intraoperative complications 
and 30-day postoperative mortality. Similarly rates 
and severity of postoperative complications like 

2
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anastomotic leaks, re operations, readmissions 
and chest infections were not much different in two 
groups. Although wound infection was more 
common among open colectomy group but there 
was no statistically significant difference in major 
complication rates and mortality.

Follow up
No port-site recurrence was documented at a 
mean follow-up of 26 months

DISCUSSION
In spite of the fact that there had been reluctance 
on the part of surgical community to accept 
laparoscopic colorectal surgery since its 
introduction in 1991, it is now becoming 
increasingly popular. Hospital episode statistics 
(HES) data show that 22% of colon resections in 
the United Kingdom were performed through 

16,17
laparoscopic approach by 2008-9 . The 
laparoscopic approach minimises surgical trauma 
and allows faster recovery from surgery. A number 
of randomised controlled trials have proven the 
safety and efficacy of laparoscopic colorectal 
surgery for malignant disease. Updated guidance 
(2010) from the UK National Institute for Health and 
Clinical Excellence recommends that all patients 
deemed suitable must be offered laparoscopic 
surgery even if this means onward referral to a 

18suitably qualified surgeon .

This retrospective study reviews the effectiveness 
of laparoscopic colorectal surgery compared with 
open surgery and the potential adverse effects in a 
district general hospital setting. This comprises of 
study period from 2005 to 2010.  Our study 
provides data in support of the safety of 
laparoscopic colectomy for colon cancer as well 
as for benign diseases with respect to 
complications in a district general hospital setting. 
Hairmyres hospital is a medium size district 
general hospital with four colorectal surgeons, one 
of which has been performing these cases since 
2004. We also have ERAS (early recovery after 
surgery) in place since 2004. 

Overall conversion rate was 6% for laparoscopic 
group which is much less than reported in most of 

19, 20
the case series . This probably reflects better 
patient selection in laparoscopic group. The mean 
major complication rates in laparoscopic group 
were 5% (3% in open group) and minor 
complications occurred in 18% (28% in open 
group). There were three anastomotic leaks in 
open group, one of which did not require any 
surgical intervention. Remaining two anastomotic 
leaks in each group required re operation. One 
patient in laparoscopic group had major 
postoperative haemorrhage from omentum and 
required laparotomy for haemostasis. Two 
patients in laparoscopic group had ureteric injury 
requiring urological intervention post operatively. 
Wound infection rates were significantly higher in 
open group as compared to laparoscopic group. 
There was no mortality in either group.

Approximately two third of patients in each group 
had curative resection for cancers. Over a mean 
follow up period of 26 months there was no port 
site recurrence. 

On the whole, these data suggest that 
laparoscopic surgery is safe and effective in 
elective colorectal cases and reduces the hospital 
stay. However this study is limited by its 
retrospective nature.

CONCLUSIONS
Laparoscopic surgery is safe and effective in 

3
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elective colorectal cases and reduces the hospital 
stay.
Copyright© 25 May, 2014.
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