
In the article “Outpatient cholecys-
tectomy: home visit versus tele-

phone follow-up” (page 39), Fallis
and Scurrah address a concern that is
shared by some of our colleagues and
patients: whether care provided today
is as good as it was before the intro-
duction of outpatient laparoscopic
surgery. Further, whether surgical
practice changes have been dictated by
reduced funding of hospitals rather
than by the standard of excellence in
patient care.

There is a fundamental, incorrect
perception that patients are missing
out on care; care that they would
normally receive if they were admit-
ted to hospital versus no care when if
they were discharged the same day
after outpatient surgery.

Physicians and other health care
personnel have warned that care
must be maintained for patients who
are undergoing increasingly compli-
cated surgery with same day dis-
charge from hospital. Their message
is that patients are deprived of some
aspect of their care and that an alter-
native care plan needs to be in place
since the health care providers are in
a default position. This is the sublim-
inal message that is promulgated by
nursing administrators, usually, and
by some physicians, yet they don’t
define the issue as I have outlined it.

Without clearly defining any defi-
ciency in care, Fallis and Scurrah have
addressed the perceived deficiency with
arms’ length care/follow-up by com-
paring the efficacy of telephone follow-

up versus a home visit after same day
laparoscopic cholecystectomy. The
nearest we get to a positive outcome
from either the telephone call or the
home visit is a subjective feeling from
the patients of improved esteem. Al-
though the patients may have im-
proved self esteem, leading to fewer
complaints and possibly legal suits
when they are talked to, this was not a
primary measure in the study. What
was measured were concern scores and
nursing intervention, neither of which
differered between the home visit or
the telephone call groups.

What underpins all of these extra
activities after hospital discharge is the
notion of the default position in care
and the desire on the part of health
care professionals to fill this void. As
yet, we have no measure of any defi-
ciency in health care, which begs the
question, Is there a deficiency in
health care, and if there is, what is it?
If a deficiency does exist, then we can
adopt measures to overcome it. There
is an increasing amount of literature
reporting the use of telephone inter-
views as support for various clinical ju-
risdictions. Fallis has previously pub-
lished on the use of the telephone
interview in an attempt to improve
postoperative patient care after hospi-
tal discharge.1

To surgeons performing outpa-
tient laparoscopic surgery, the addi-
tional follow-up suggested by others
is a mystery. They know that outpa-
tient laparoscopic surgery works and
wonder what all the fuss is about.

Perhaps it is the surgeons’ fault for
not taking the time to explain how
the current surgical management of
gallstones has evolved through a se-
ries of steps, each based on the care
of hundreds of patients.

The first step was the observation
was that laparoscopic cholecystecomy
is as safe as open cholecystectomy in
most patients. All patients are warned
that an open operation may be re-
quired if the laparoscopic approach is
not feasible. The second step was the
observation that patients recover much
more rapidly after laparoscopic surgery
than after an open procedure. Early
ambulation as a consequence of mini-
mal postoperative pain allows patients
to be discharged sooner than the tra-
ditional several days after inhospital
cholecystectomy. The final step was
the realization that for most patients
admission to hospital is redundant.

This sequence of events has been
paralleled by changes in the manage-
ment of the nonperforated appendix
by laparoscopic appendectomy. The
duration of postoperative care in
many patients is only a few hours, so a
much reduced stay is required for the
majority. Similarly, patients who have
tension-free hernia repairs do not re-
quire hospital admission since the ma-
jority of such patients are pain free.
This underscores the fact that the
main reason for admission to hospital
after operation is to control pain in
patients who otherwise have no signif-
icant physiologic disruption. As pain
management teams become more

Quill on Scalpel
Plume et scalpel

“Who says there is a deficiency in care?”

William E. Waterfall, MB ChB, MD

Correspondence to: Dr. William F. Waterfall, 172 Chancery Dr., Ancaster ON  L9G 4M3

© 2001 Canadian Medical Association

Canadian Journal of Surgery, Vol. 44, No. 1, February 2001 7



Waterfall

8 Journal canadien de chirurgie, Vol. 44, No 1, février 2001

common, surgery other than laparo-
scopic surgery will be manageable in
the home care situation.

As Fallis and Scurrah suggest that
providing a crisis call number to a pa-
tient at the time of discharge would
be useful, giving that patient an in-
creased comfort level. Telephone ad-
vice other than for the patient to go
to the emergency room for any wor-
rying symptoms could be inappropri-
ate and dangerous, since the tele-
phone helper is not necessarily
familiar with the patient or experi-
enced in postoperative management.
To avoid potential medicolegal issues
arising out of bad advice, a structured
interview was used in the current
study. Although this may avoid
medicolegal issues resulting from in-
appropriate advice, the authors do
not demonstrate any improvement in
actual care, in terms of the level of
patient concern or nursing interven-
tion. Unfortunately, only in an inter-
view where there is a free exchange of
information and advice can the anx-
ious patient be reassured.

Is there anything, in addition to a
crisis call number, be it telephone
interview or home visit, that serves
patients any better?

The study described by Fallis and
Scurrah had the power to determine
if further care was needed after dis-
charge, but no control group was
added. A control group receiving nei-
ther home visit nor telephone inter-
view could have been included in the
48-hour post-discharge survey. If this
cohort had identified a deficiency in
care it would have been a unique ob-
servation, and a corrective strategy
could be adopted. Alternatively, the
control group could indicate what
surgeons believe, that there is no de-
ficiency in care. Until this is proved,
we are left wondering whether pa-
tients should simple use common
sense and rely on the information
given to them by their surgeon be-
fore operation and the nurse who
gives advice on self-help and provides
an advice sheetbefore discharge.

This paper did not purport to
demonstrate a need for follow-up af-
ter discharge but it did confirm what
practising surgeons would expect,
that there was no deficiency in care
as a result of “same-day home” la-
paroscopic cholecystectomy. The sin-
gle complication of a biloma identi-
fied in the study was not picked up
by interview because the patient pre-

sented on the third postoperative
day, care was not compromised and
the patient was satisfactorily treated
with a good outcome.

Every patients is advised to con-
tact the surgeon or go to the emer-
gency room if there are difficulties.
As surgeons we know that outpa-
tient cholecystectomy works well for
the majority of patients. Patients are
never denied hospital care if it is
needed, the rare complications are
efficaciously managed and outcomes
are no worse than in hospitalized
patients.

In short, as part of the surgical
fraternity we need to be more volu-
ble because we do not see any defi-
ciency in care. Outpatient laparo-
scopic surgery is a leap forward in the
management of gallstones. We need
to inform our patients and colleagues
better. We need to shout the mes-
sage out louder.
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