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2.1            Introduction 

 The laparoscopic revolution in general surgery began between 1985 and 1987, when 
laparoscopic cholecystectomy was introduced. The development of the technique to 
perform a cholecystectomy by laparoscopy was the beginning of a radical change 
that, in a few years, involved general surgeons all over the world. The enormous 
interest enjoyed by the laparoscopic cholecystectomy spread shortly in all other sec-
tors of general surgery. 

 During the following years, many surgeons, throughout the world, learned how 
to perform a laparoscopic cholecystectomy; most surgeons keep practicing the same 
technique that they had learned in the fi rst place; the technical details they use are a 
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matter of personal preference and are not systematically confronted with other 
propositions. The purpose of this chapter is to examine some of those technical 
details and fi nd out if there is any evidence in their support.  

2.2     Position of the Patient 

 The fi rst laparoscopic cholecystectomy was performed in 1985 by the German sur-
geon Erich Mühe, who presented his experience at the Congress of the German 
Surgical Society (GSS) in April of 1986. However, Phillipe Mouret in Lyon has 
generally been given credit for developing the fi rst laparoscopic cholecystectomy as 
we know it today. In 1987, he added a cholecystectomy to a planned laparoscopic 
gynecological adhesiolysis. Shortly thereafter, François Dubois, in Paris, and 
Jacques Perissat in Bordeaux began to perform laparoscopic cholecystectomies. 

 In 1989, Perissat attracted a great interest at the Society of American 
Gastrointestinal and Endoscopic Surgeons (SAGES) meeting with a video on lapa-
roscopic cholecystectomy, and Dubois published the fi rst series on Annals of 
Surgery in 1990. 

 Simultaneously to the French, the American surgeons Barry McKernan and 
William Saye performed the fi rst laparoscopic cholecystectomy in the United States 
in 1988. Then, Nashville surgeons Eddie Reddick and Douglas Olsen began per-
forming the operation on a regular basis, in their private practice, outside the main 
academic centers; they also introduced the laser technology and started the fi rst 
educational program about laparoscopic general surgery. Their educational effort 
has to be credited for the widespread diffusion of laparoscopic cholecystectomy in 
the United States, where it was soon regularly adopted: the fi rst large multi- 
institution clinical series was published in 1991 by the Southern Surgical Group [ 1 ]; 
Cappuccino et al. reported, for the Monmouth Medical Center Laparoscopic 
Cholecystectomy Group, the fi rst large single institution experience in 1994 [ 2 ]. 

 This simultaneous beginning on both sides of the Atlantic explains the coexis-
tence of two techniques, different in several points: French and American (Figs.  2.1  
and  2.2 ). The former approach is common in Europe (especially France and 
Germany), but the latter is dominant elsewhere.

    The position of the patient and the surgical team differs between the two tech-
niques: the patient’s legs are divaricated with the surgeon standing between them, in 
the former, but closed, with the surgeon on the left side of the operating table, in the 
latter. In both cases, the optical port is at the umbilicus; the operating cannula (for 
the dissecting instruments) is in the left upper quadrant in the French technique but 
just below the xiphoid process in the American one. A slight reverse Trendelenburg 
position and left-sided rotation are enough to allow an easy access to the operating 
surgeon in the American position, while a steeper reverse Trendelenburg is neces-
sary, in the French position, to bring the operating fi eld closer to the surgeon stand-
ing at the pelvis of the patient. The displacement of the liver is trusted to a probe 
inserted in a cannula positioned just below the costal margin, at the midclavicular 
line, in the French technique, and the triangle of Calot is exposed by downward and 
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