
echoes that recently reported.'722' In the age group our
patients were in ovarian cysts are generally benign and
are thus suitable for excision by laparoscopy. Whether
the simpler procedure of fenestration in cases of
functional cysts is equally effective remains to be
proved,6"' but aspiration seems to be insufficient
because of the risk of recurrence, which is estimated to
be up to 40%. Most patients who present with acute
lower abdominal pain caused by other gynaecological
disorders such as endometriosis, pelvic adhesions, and
degenerating subserous fibroids, can also be treated
successfully without laparotomy.

Despite the restricted access with two or three
suprapubic incisions the operative time of videopelvis-
copy seems to compare well with a sequence of
diagnostic laparoscopy followed by operative laparo-
tomy, and this finding is in agreement with the results
of studies where direct comparisons were made." "

Video monitoring facilitates these procedures by
increasing the comfort of the operator, magnifying the
area to be operated on, and above all improving the
coordination among the surgical team. Performing
operative laparoscopy without television is akin to
performing laparotomy with blindfolded assistants.
Although a beam splitter can be placed between the
laparoscope and camera, operating directly off the
colour monitor can be learnt quickly. It is just as
important to have suitable instruments and the facility
for suture haemostasis. These additions to a standard
laparoscopy tray are relatively cheap but essential to
avoid laparotomy.
The postoperative recovery after videopelviscopy in

terms of hospital stay and the time taken to return to
normal activities is short. These observations have
been confirmed formally in two studies comparing
laparoscopy with laparotomy, showing that postopera-
tive analgesia is also greatly reduced.'' 1 Most of our
procedures were carried out in the evening, and the
patients were observed at least until the following day;
several reports from the United States, however, show
that patients can be discharged home within hours of
emergency operative laparoscopy," and indeed
Loffer has described outpatient management of ectopic
pregnancies.2
We had no facilities for laser treatment during the

study. While laser laparoscopy seems to be an improved
technique for managing endometriosis and pelvic
adhesions,24 there are only two reports, and these
are of its use in acute cases of unruptured tubal
pregnancies.'0o I Apart from the financial implications,
the role and advantages of lasers in managing gynaeco-
logical emergencies seems limited. The endocoagulator
developed by Semm26 is a relatively cheap, safe, and
effective alternative to both laser and conventional
diathermy for haemostasis, as shown in this and other
studies." IR

In one unit the gynaecological laparotomy rate was
cut by half overall and by just over two thirds for tubal
and ovarian disease as a result ofoperative laparoscopy.x
The results of an audit in the United States showed that
compared with laparotomy pelviscopy was associated
with a saving in drugs and other medical supplies of
four fifths, a reduction in postoperative stay in hospital
of two thirds, and a saving in hospital costs of half."
Operative laparoscopy deserves to play an important
part in emergency gynaecological surgery, particularly
as the incidence of ectopic pregnancy, the commonest
diagnosis in our study, has risen threefold since the
early 1970s.2- 2 The indications for laparoscopy,
however, should not be restricted to managing small
intact tubal pregnancies, which ultimately may be
better treated non-surgically,29 but should include
other abnormalities as shown in this series.

In many specialties there has been a slow but definite
trend over the past 20 to 30 years towards less invasive

endoscopic techniques, and there is an evergrowing
library of general surgical; vascular; orthopaedic; ear,
nose, and throat; neurosurgical; and urological
procedures that can be carried out without open
surgery.30 Though among the first to use endoscopy to
become the laparoscopists par excellence, gynaeco-
logists have until recently and with few exceptions
ignored the potential of this approach for surgery. As
Wickham, the director of Britain's first department of
minimally invasive surgery, said, "Surgeons will need
to be trained to be microendoscopists rather than as
butchers and carpenters."") We agree.
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Correction

Clinical medicine in revolution: 2-Fusion in the crucible
Two errors occurred, one in the text and the other in a picture
legend, in this article by Dr John Gabbav (15 July, pp 167 and
168). Jean-Nicholas Corvisart popularised percussion and not
auscultation, and Ren6-Theophile-Hyacinthe Laennec showed
the value of auscultation and not percussion.
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