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Sabbatical leave is a privilege that
few surgeons use. Discontinu-
ing one’s practice for an ex-

tended period risks loss of referrals
and financial hardship. However, the
benefits of taking time to “retool and
recharge” can be substantial in the
long term, and “burnout” can be
avoided. A planned change in hospital
location and focus of my surgical prac-
tice offered me a window of opportu-
nity to pursue a year of additional
training in hepatobiliary surgery. I
managed to obtain a position as pro-
fesseur associé with Bernard Launois at
the Hôpital Pontchaillou in Rennes,
France. The Ministry of Education in
France offers 15 such positions annu-
ally. These are designed to allow for-
eign doctors to study in France for 1
year, ostensibly to promote the ex-
change of scientific information.

SURGICAL EDUCATION

From Paré to Lortat-Jacob, the
French have a rich surgical heritage.
Many modern surgical innovations
have a French origin, including la-
paroscopic cholecystectomy and seg-
mental liver resection. Standards of
surgical care are high throughout the
country, and surgeons maintain a po-
sition of high regard, even prestige, in
French society. Surgery in France has
evolved in an innovative climate, rela-
tively free of “English” influence. This

has resulted in the development of a
unique attitude and approach to sur-
gery and surgical education.

French surgical teaching units are
structured according to the vision of
the professor or chef de service at each
university hospital. Each unit employs
just a few professors (112 general sur-
gical professors for the whole of
France). The chef de service manages
the entire unit and is responsible for all
education, surgery and patient care
issues. This professor decides what
surgery is done and who does it. At the
Hôpital Pontchaillou, a daily meeting
at 1800 was used to discuss the next
day’s surgery, review ward problems
and provide clinical teaching.

Surgical residency, known as intern-
ship in France, lasts 5 years and is fol-
lowed by several years as chef de clini-
que. The surgical interns do 6-month
rotations, during which they are re-
sponsible for all patient care and take
first call for emergencies. Some rota-
tions are taken at regional community
hospitals. The interns assist the profes-
sors and chefs de clinique in surgery but
are rarely allowed to perform proce-
dures. The chef de clinique is some-
where between our senior resident and
junior staff surgeon postions. These
surgeons perform a large volume of
surgery independently and take all
emergency on-call cases. The professor
continues to oversee their work and
offer assistance when necessary.

Courses are provided throughout the
training program on the various theo-
retical and practical aspects of surgery.

Undergraduate medical education
in France is structured somewhat dif-
ferently from that in Canada. Students
enter the 6-year medical school pro-
gram directly from high school (lycée).
There were 800 students in the first-
year class at the Université de Rennes,
but only 75 were promoted to the sec-
ond year, and most of these will grad-
uate. During the last 4 years of med-
ical school, the students work on the
wards in the morning with the interns
and attend class in the afternoon. At
the Hôpital Pontchaillou it was un-
usual to find them observing in the
operating room. Students who wish
to pursue a career in surgery must pass
a competitive examination in their
sixth year of study.

HOSPITAL EQUIPMENT

Reduced state funding for medical
services is just beginning in France. As
a result, the surgical units at the Hôpi-
tal Pontchaillou seemed lavish by
Canadian standards. The service of 5
general surgeons (2 professors and 3
chefs de clinique) had 4 dedicated op-
erating rooms that were staffed sepa-
rately from other operating suites in
the hospital. Surgery was booked for
the morning only, usually 1 case. Fit-
ting in emergency cases or reschedul-
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ing cases was generally not a problem.
Transplantation surgery was often
postponed to the daytime hours.
There was no pressure for hospital
beds, and patients were admitted the
day before their operation for work-
up by the interns for presentation at
the evening meeting. Patients who
underwent hernia repairs often stayed
several days in the hospital. Same day
discharge was rare. New equipment
was brought in on a regular basis and
large numbers of disposable trocars
and other instruments were used for
laparoscopic procedures. 

SURGERY

At the hospital, surgical technique
stressed precision. Procedures were al-
ways unhurried and tissue was han-
dled gently. The surgeons used fine
(5-0) monofilament sutures in most
circumstances, and in the technique
for bowel anastomosis all layers of
bowel were approximated except the
mucosa; the anastomosis was fast, ef-
fective and watertight. Results were
excellent with very little postoperative
morbidity or mortality.

The surgeons at the hospital were
very aggressive with resections for
both hepatic and pancreatic tumours.
Extensive resections of the head of the
pancreas that included the portal vein
and repeat liver resections for hepato-
cellular carcinoma were not uncom-
mon. Extended lymph-node dissec-
tions formed a highly regulated part
of most cancer procedures. Para-
aortic and celiac nodes that most
Canadian surgeons would leave were
routinely removed en bloc. The sur-
geons used their comprehensive un-
derstanding of intrahepatic segmental
liver anatomy during most liver resec-
tions. The “glissonian sheath” ap-
proach to liver surgery, popularized by
Professor Launois, was used routinely.
This technique involves encircling and
exteriorizing the hepatic hilum by us-
ing a posterior incision in the caudate

process, hence its name — the “poste-
rior approach.” Once the hilum has
been removed, the glissonian sheaths
to selected sectors or hepatic segments
can be divided, depending on the area
to be removed. Intraoperative ultra-
sonography was used to define the
liver anatomy and plan the resection.

Many of the other standard ap-
proaches used at Hôpital Pontchaillou
were different from those used in
Canada. For instance, investigation of
pancreatic masses included magnetic
resonance imaging and cholangiogra-
phy followed by endoscopic ultra-
sonography. Patients rarely under-
went endoscopic cholangiography,
and stents were never placed preoper-
atively. Instead gastroenterologists
were found excising hemorrhoids and
fissures. During common-bile-duct
explorations, the duct was always
opened transversly and closed primar-
ily, with a drain in the cystic duct. A
T-tube was rarely used. Surgery on
ducts or cysts of the biliary tract and
pancreas always included “on-table”
cholangiography. These radiographs
immediately oriented the surgeon as
to his position in the dissection and
demonstrated the anatomy. Divertic-
ulitis was treated with resection, pri-
mary anastomoses and a protecting

colostomy or ileostomy. The surgeons
often protected their bowel anasto-
moses with diverting stomas. Other
differences included a unique stand-
ing chair for operating and liberal use
of retracting instruments. Rarely was a
hand placed in the operative field to
aid in exposure; a malleable or sponge
stick retractor was used instead.
Wound closure involved an elaborate
ritual of changing gloves and drapes.

Advanced laparoscopic procedures
were common. Several regional sur-
geons had extensive experience with
laparoscopic colonic resections (more
than 500 cases) and common-
bile-duct explorations (more than 50
cases). A laparoscopic procedure was
standard for elective colectomy to treat
diverticulitis. Laparoscopic appendec-
tomy and Nissen fundoplication were
also standard procedures. A com-
pletely different approach to laparo-
scopic cholecystectomy was used. Op-
erators positioned themselves between
their patients’ legs and did not grasp
the gallbladder but simply pushed it in
a superior direction along with the
liver. Operative cholangiography was
used routinely for this procedure; in-
deed, throughout France it would be
considered malpractice if this was not
done. Comprehensive training and ac-
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FIG. 1. Laennec Pavillion of the Hôpital Pontchaillou, Rennes, France. 
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creditation in laparoscopic surgery was
available to most interns. A very effec-
tive retractor system with large blades
to lift and separate the incision and
costal margin was used. This, com-
bined with the fact that French pa-
tients are much less obese than their
Canadian counterparts made surgical
exposure impressive. Only 1 surgical
assistant was ever used and the scrub
nurse (instrumentist) often partici-
pated as the “third pair of hands.”
These nurses were superb: they almost
exclusively assisted 1 or 2 surgeons and
therefore had a comprehensive under-
standing of the procedures.

Standardization was the route to
efficiency at the hospital. Only 4 dif-
ferent types of sutures were used and
they were the same for the whole di-
gestive surgery system (2-0 Vicryl ties,
5-0 Prolene sutures for pancreas and
vascular control, 5-0 polydioxanone
for the bile duct and no. 1 polydiox-

anone double stranded suture for clo-
sure). Diversity of other surgical in-
struments was kept to a minimum.
Postoperative care was also standard-
ized, and no postoperative orders
were written. The anesthetist adjusted
the amount of intravenous fluids and
analgesics postoperatively and did
daily rounds on all patients.

SURGICAL RESEARCH

Surgical research in France is well de-
veloped. The French Surgical Associa-
tion (Association Français de Chirurgie)
sponsors a number of clinical trials and
conducts countrywide reviews. Most
clinical research is presented at local
meetings. The Journée meeting in
Rennes was an unparalleled celebration
of food, wine and science. All the in-
terns and chefs de clinique were required
to present research projects at this meet-
ing and this could involve reviews of up

to 1500 patients. The digestive surgery
unit participated in a number of inter-
national randomized trials and several
of the professors managed laboratories
in addition to their clinical loads. Ad-
vanced research training is available for
any chef de clinique who wishes to pur-
sue an academic career.

SUMMARY

During my stay in France I had the
unique opportunity to meet surgical
professors from all over the world and
made many friends and contacts in the
field of hepatobiliary surgery. Brittany
is a beautiful province of France, hav-
ing unique way of life and approach to
social and societal problems. The cul-
tural enrichment that I received from
my year there will last a lifetime, as will
the many fond memories of the peo-
ple, the culinary delights and the spec-
tacular seashore.■


