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Surgery to Improve Patient Care:
Sometimes More, Sometimes Less

This is the ninth of a 12-part seties: This
year we're focusing on the phenomenal
progress that the medical community has
made in the 30 years of Federal Practitio-
ner$ existence. Each month well feature
an editorial written by one of our Editorial
Advisory Association members, reminding
us how much has changed in their partic-
ular medical field over the past 30 years.
This months focus is surgery.

he art and practice of surgery
has undergone many changes
and advancements over the
past 30 years. I have experi-
enced many of these over the past 20
years during my surgical training and
position as staff surgeon at a residency
training program. Earlier in my train-
ing, the Bassini tissue inguinal hernia
repair was a common surgical proce-
dure, residents worked over 100 hours
per week, and a trainee would have to
argue why a costly computed tomog-
raphy (CT) scan was necessary before
proceeding to the operating room.
Surgery culminates in the com-
bined product of many disciplines;
therefore, advances in other areas have
greatly impacted the specialty. Diag-
nostic advancements have increased
the ability to determine the exact
cause of a patients presenting symp-
toms, leading to a more accurate and
timely disposition. Now, CT scans
are more liberally performed to clar-
ify, classify, and guide treatment deci-
sions and ultimately; surgical necessity
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and conduct. Additional imaging mo-
dalities, such as ultrasound, mag-
netic resonance imaging, and positron
emission tomography, have aided in
illuminating the preoperative clinical
picture.

Surgical conditions that have tradi-
tionally mandated surgical treatment,
often in multiple stages, are now per-
formed in a single setting or not at all.
One such example is the current treat-
ment of diverticulitis and its compli-
cations. Complicated diverticulitis,
which historically was handled with
3 operations, transitioned into a
2-stage approach. Currently, with ini-
tial interventional drainage, surgery
can often be accomplished in a sin-
gle setting. Recently, there has been
questioning of whether surgery is
needed at all for a single episode of a
percutaneously drained abscess.

These modalities have also pro-
vided an alternative to traditional sur-
gery for obtaining tissue from lesions
in order to perform pathological di-
agnosis. Thus, a less invasive method
to characterize lesions as benign, ma-
lignant, or metastatic exists so that a
final determination can be made as to
whether surgery would be beneficial
and warranted. These preoperative
measures that lead to a more defini-
tive diagnosis have led to a decrease in
overall exploratory surgery in which
the operation is undertaken for both
a diagnosis and curative intent. Rarely
now, for instance, is a splenectomy
needed to stage the extent of Hodgkin
or non-Hodgkin lymphoma.

A minimally invasive approach
through the use of laparoscopy has

caused significant changes in surgical
approach as well as length of hospital-
ization and recovery time for patients.
A key driver in the emergence of lap-
aroscopy has been the technological
advancement in instrumentation that
allows for the replication of open sur-
gery in a confined space. Advances
in instruments that utilize either ul-
trasound or directed energy have in-
creased the surgeon’s ability to achieve
hemostasis in both traditional open
and laparoscopic surgery.

Technology for performing bowel
anastomosis through use of stapling
devices has provided an alternative to
open hand-sewn techniques. Stapled
anastomosis can be done as effectively
and in a shorter time period than an
open hand-sewn technique in order
to facilitate the successful comple-
tion of the procedure. These devices
have been adapted to be used lapa-
roscopically, allowing the surgeon to
replicate open techniques with less
invasiveness. Up until the year 2000,
the Roux-en-Y gastric bypass for mor-
bid obesity was mostly an open pro-
cedure with a long hospital stay and
was associated with significant mor-
bidities in sick patients. But with ad-
vances in laparoscopy, patients can
now leave the hospital in 2 days with
minimal pain.

Many surgeries that are not ame-
nable to a laparoscopic approach have
become less radical and are performed
with a more targeted approach. For
example, lumpectomy and sentinel
node biopsy, with or without chemo-
therapy and radiation, has largely re-
placed the more extensive modified
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radical mastectomy. In hernia surgery,
the development of synthetic and bio-
logic materials has replaced repair that
used the patients own tissue. This has
led to a decrease in postoperative pain
and, more importantly, to a decrease in
recurrence, which would require re-
operation. The benefit of utilizing ma-
terial other than the patients own tissue
was first seen in repair of groin hernias,
but now is being harnessed in repairing
incisional hernias or as adjuncts to ab-
dominal wall reconstruction.

Many procedures are able to be
avoided altogether following the de-
velopment of the nonoperative treat-
ment of trauma for a broad range of
injuries. Many injuries previously re-
quiring laparotomy are diagnosed and
classified radiologically with subse-
quent treatment through endoscopic
or interventional radiological meth-
ods. This approach has been widely
adopted in the treatment of solid
organ trauma, such as hepatic and
splenic injuries.

Additionally, there has been a para-
digm shift in trauma surgery to now
do less in the initial operation, know-
ing there will be subsequent opera-
tions. The idea of damage control
surgery has resulted in improved sur-
vival after injury and a more economi-
cal use of resources. Nowhere is this
better exemplified than in the mili-
tary. Forward surgical teams equipped
to stop bleeding and reverse the lethal
triad of hypothermia, acidosis, and co-
agulopathy, are placed on the battle-
field and are ready to operate almost
at the point of injury. Within hours
of initial surgery, injured patients are
quickly transported to the more es-
tablished structures of a combat sup-
port hospital that are situated in more
protected areas. Further resuscita-
tion is continued, if needed, and re-
look operations are performed. Stable
patients are then evacuated to garri-
son environment hospitals for another
surgical evaluation. Within 24 hours,
a soldier could have 3 operations at

3 different facilities in 2 different
countries. This is a large reason why
the injury survival rate of the conflicts
in Iraq and Afghanistan is at an all-
time high for combat.

No longer is surgical quality mea-
sured solely by the 30-day morbidity
and mortality Now, several perfor-
mance projects are in place to mea-
sure outcomes not just for 30 days,
but for years, as in the case of bariatric
surgery. Significant national initiatives
have been directed at improving the
quality of surgical performance and
outcomes across specialties. National
databases for bariatrics, trauma, can-
cer, and transplant have been insti-
tuted so that improved studies can be
performed. These databases are vital
in providing data for research that
can be utilized to generate disease- or
surgical-specific pathways in order to
reduce variability of treatment and to
establish procedures in adherence to
determined best practices.

In the operating room, surgical
checklists and time-outs have been
instituted that enhance team commu-
nication and ensure equipment avail-
ability in order to provide for optimal
surgical performance. Additionally,
the Surgical Care Improvement Proj-
ect measures process, and the Na-
tional Surgical Quality Improvement
Program measures outcomes, and
both have been utilized to improve
the totality of surgical care.

Recently enacted work-hour guide-
lines and enforcement of adherence to
them has changed the methodologies
of surgical education. There has been
much debate and much written as to
the overall impact of these restrictions
and whether this change has been
positive or negative. Needless to say,
it has led to a dramatic change in the
way surgery is taught and currently
performed. The emergence of surgical
hospitalists and acute-care surgeons
has developed to cover the gaps in
care stemming from decreased resi-
dent work hours.

Many initiatives have been under-
taken to mitigate the impact on work
hours, such as simulation training.
Simulation is now routinely incorpo-
rated into surgical training programs
that utilize both technical exercises
and cognitive scenarios to expose,
train, and evaluate each resident’s ex-
perience and performance. This gives
the learner a safe, simulated, and stan-
dardized environment in order to ac-
quire and practice new or infrequently
used skills.

Most recently, the introduction of
robotic assistance to improve surgi-
cal performance of selected cases has
been developed. This potentially gives
the operative surgeon better visibility
and finer control of instrumentation
in a confined operative field. The fu-
ture and overall outcome of robotic
surgery will need to be left for the next
30-year update.

In the future, surgery will continue
to change with innovative solutions
to surgical problems. Technology will
allow the surgeon to apply new meth-
ods to traditional solutions. The ulti-
mate quality and overall outcome, as
experienced by the patient, will be the
paramount goal. @
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dications, contraindications, warnings,
and adverse effects—before administer-
ing pharmacologic therapy to patients.

10 - FEDERAL PRACTITIONER - SEPTEMBER 2013



