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Videosurgery

The presented research belongs to the relevant and
important kind of publications which contain impor-
tant and “embarrassing” issues such as surgical com-
plications. That issue has remained difficult to discuss.

The complications accompanying surgical proce-
dures often become adverse, unwanted effects of
invasive treatment. Early recognition allows us to take
appropriate measures so that we can reverse or repair
existing problems. Consequently the patient may be
fully recovered. The evaluated presentation concerns
such relevant matters, even though it concerns ini-
tially mini-invasive procedures.

The complications arising from videoscopy/laparos-
copy are related to the use of mini-invasive tech-
niques and to the kind of performed operations.

The particular problems for videoscopy/laparos -
copy are caused by insufflations of CO2 (to produce 
a pneumoperitoneum), insertion of the first trocar,
stabilization of all trocars, and obtaining a clear and
safe field of vision, which enables correct anatomical
identification. Other specific problems are related to
technical aspects concerning the use of medical
devices.

The postoperative surgical complications depend on
the type of surgery that was performed by laparoscopy.
The percentage of such unwanted cases varies.

If we compare these findings to the number of
complications after open surgery, we will assess non-
invasive methods reliably. 

One of the common criteria is the incidence of
biliary tract injury associated with laparoscopic
cholecystectomy. Currently it is reported to be 2.5
times that of the open procedure. The rate varies
across continents: in the USA 0.5-2.7% vs. 0.33% in
Europe.

According to A. Tocchie, 30-day mortality after
laparoscopic cholecystectomy occurs in 2.2% of all
cases. Therefore, the frequency of occurrence of biliary
tract damage is about 0.1-2% in the laparoscopic
method and 0-0.7% in classic cholecystectomy. That is
why the summation of the number of complications
which results from laparoscopic methods and techni-
cal aspects dependent on the type of operation seems
to be erroneous as well as quotation of such pieces of
information while discussing laparoscopy performed
in adrenal gland diseases.

In adrenal gland surgical procedures complications
are connected with injury of the parenchyma organs
(liver, spleen, pancreas) or large vessels and very rarely
with diaphragm injuries which can result in intraopera -
tive occurrence of tension pneumothorax. This is
regardless of chosen operation method, open or
videoscopic. Nevertheless, severe complications dur-
ing laparoscopic adrenalectomy are very rare (inferior
vena cava damage which caused liver transplantation,
ligation of hepatic artery or ureter, kidney removal
caused by wrong anatomical identification or normal
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adrenal gland resection leaving a richly vascularized
tumour in its area) [1, 2].

According to the Japanese literature, intraoperative
complications in laparoscopic adrenalectomy appear
in about 9% intraoperatively, in 6% postoperatively
and conversion in 3.5% of cases [3]. In English litera-
ture complications in adrenal gland surgery assessed
before and after introducing laparoscopy are found in
25.2% of cases in laparoscopic adrenalectomy (AL) vs.
10.9% in classic adrenalectomy (AC). Bleeding more
often happens in laparoscopy, respectively 4.7 vs.
3.7%. However, more significant is the frequency of
occurrence of injury of the parenchymal organs in the
open method (2.4 vs. 0.7%), especially the spleen;
more frequent problems with wound (6.9 vs. 1.4%),
lung complications (5.5 vs. 0.9%), circulatory compli-
cations (1.6 vs. 0.3%) and infections (5.8 vs. 1.6%).
There are no relevant differences in occurrence of neu-
rological, gastrointestinal and thromboembolic com-
plications. Morbidity is about 0.3% in AL and 0.9% in
AC [4, 5]. In our material (over 500 laparoscopic
adrenalectomies) intraoperative complications occur -
red in 0.7% of all cases, postoperative in 2.6% and
conversions in 2.8%, morbidity: 0.02% [6-9]. 

Because of the wide acceptance of the laparosco -
pic method in surgical techniques and its increasing
popularity (which is being proved by reports about the
developing method of access through a natural fora-
men of the body) the present work is even more
important. It makes the possibility of occurrence of
unpredictable complications visible and emphasizes
the role of the surgeon’s experience and skills in clas-
sic surgery. There is a crucial point in discussion about
training in mini-invasive methods in specialization
programmes. It is vital to find a counterbalance in
young surgeons’ education. Not only knowledge about
aspects of mini-invasive operations, but also experi-
ence and familiarity with open surgery are decisive for
the results of laparoscopic surgeries. It may be crucial
in the case of laparoscopic complications, when a sur-
geon of the “old school” is indispensable. Considering
causes of diaphragm damage, which was a starting
point for following complications, it may awake
doubts concerning the suggestion of not using
monopolar coagulation during laparoscopy. I consid-
ered that this kind of electrocoagulation is no longer
used in such operations and bipolar devices are more
common. The equipment status of coagulation (elec-
trical leakiness) may be a problem in this case. Proba -
bly the rule of using disposable instruments in

laparoscopy should be respected. Damage of the iso-
lated part of the device outside of the visual field of
the camera may cause uncontrolled thermal injuries
unrecognized during the operation. 

I would like to congratulate the authors once
again. The work is interesting, valuable and addresses
the ever-important problem of complications in a clear
way. At the same time, it confirms that early and
proper diagnosis may prevent such consequences.
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