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Leading article

Day surgery and gastroenterology

Day surgery encompasses all surgical specialities and is an
accepted mode of delivering surgical care. In the UK day
surgery accounts for 30/O of all elective surgical cases; this
is expected to increase to 50% in the near future.' In our
institution the high level (90%) of patient acceptability for
day surgery has led to an increased patient demand for
the service. Gastroenterological surgery, which includes
endoscopy, constitutes a significant proportion of the
current activity and promises to be the speciality that will
contribute most to the predicted increase in day surgery. In
this review we examine the reasons for the increase in day
surgery, the adaptations required in providing a day
surgery service, the types ofgastroenterological procedures
being performed, and finally those procedures that may be
performed in the future.

Increase in day surgery activity
Day surgery has been practised in this country since the
beginning of the century when it was recognised that there
were psychological and medical benefits to be gained from
early discharge from hospital.2 It was not until the 1970s,
however, that there was renewed interest in day surgery,
when reports of the technical feasibility and benefits of day
surgery were published by enthusiasts.3
The main reason for the present increase in day surgery

is the allocation of additional resources for providing dedi-
cated facilities and personnel by health services keen on
promoting day surgery. This has been driven by economic
considerations, as day surgery is thought to be more cost
effective and efficient than inpatient treatment, thus
allowing closure of some inpatient facilities.4 The cost per
general surgical patient in our day care unit is £471
compared with £571 for an inpatient stay of 48 hours.
This represents a saving of21% which is achieved in a unit
adapted from existing facilities.5 Therefore, careful
planning is required if the purpose built day facilities are to
achieve the desired levels of usage and efficiency to justify
the considerable capital expenditure.6 The lack of training
for personnel involved in providing day surgery services is
being addressed with the opening of national training
centres. Improvements in anaesthetic techniques and
drugs have also contributed to the increased activity.
However, recent developments in minimally invasive
surgical technology have dramatically changed the practice
of gastroenterology and will enable other procedures to be
performed as day cases.

Adaptations to current practice

PREOPERATIVE ASSESSMENT
Effective preoperative assessment of patients thought
suitable for day surgery is of paramount importance to its
success.7 8 Patients requesting day surgery must have an

appropriate surgical condition, be medically fit (ASA I or
II), and have suitable social circumstances. In addition
patients must be accompanied home by someone who is

also available to assist them for the first 24 hours after
surgery. In our unit, assessment is facilitated by the use of
questionnaires which are completed by patients waiting
to be seen at the day surgery clinic. Patients with an
appropriate surgical condition are then interviewed by the
liaison nurse who assesses their social circumstances,
provides written information on the planned surgery, and
explains the admission procedure. Should there be any
doubts as to the medical fitness of the patient, an
anaesthetic consultation is arranged. This preoperative
assessment is essential for the safety of the patients
undergoing surgery and ensures the smooth running of the
unit by minimising late cancellations due to unforeseen
medical or social problems.

ANAESTHESIA AND SURGERY
Considerable organisation is involved in the delivery of a
successful day surgery service.9 Dedicated theatre lists are
required so that the more complicated procedures can be
performed in the morning to allow patients sufficient time
to recover from surgery and be fit for discharge. Placing
such patients on routine lists often leads to their delay or
cancellation when inpatient procedures run over time.
The general anaesthetic agents used for day surgery

must allow rapid postoperative recovery and minimal
postoperative nausea. We have found that the use of loco-
regional anaesthesia has benefits which include eliminating
the risks and side effects of general anaesthesia and
providing better perioperative analgesia than narcotic
analgesics.

Meticulous haemostasis is important as even slight
bleeding provokes anxiety, which may prevent the patient
from being discharged.10 Subcuticular sutures are used as
they are more comfortable and do not need removing.
Appropriate analgesia should be dispensed to patients on
discharge to reduce the number of general practitioner
home visits requested for postoperative pain control.

POSTOPERATIVE CARE
Day surgery services are increasingly being provided by
purpose built day surgery units, which has substantially
increased the number of day cases performed.1' The
future requirement of postoperative nursing care in the
community will be considerable as this trend of providing
surgical services on an outpatient, day and short stay
basis continues. The quality of these services, as
measured by wound complication rates, will also have an
impact on the amount of nursing care required for
patients. 10

The appropriate resources and identification ofpersonnel
for providing this postoperative care need to be addressed.
We have found that there are benefits when this care
is provided by nurses based with the day surgical
unit which include: patient familiarity; continuity of care;
audit data collection12; and specialist experience in the
postoperative management of day surgery patients.
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Day surgery procedures
The gastroenterological procedures currently recom-
mended for day surgery by The Royal College of Surgeons
include diagnostic and therapeutic endoscopy, inguinal
hernia repair, and treatment of peri-anal conditions.'3
Gastroenterological conditions which once required
open surgery are increasingly being performed laparo-
scopically.4-16 Laparoscopic access to the gastrointestinal
tract overcomes two of the limitations of day surgery. It
produces less postoperative physiological disturbance,
enabling rapid recovery from surgery, and levels of
postoperative pain which can be controlled with oral
analgesia.17

Postoperative pain can be minimised by these less trau-
matic techniques'8 and by identifying more effective and
appropriate agents for pain control. We have shown the
efficacy of oral analgesic regimens and local anaesthetic
wound perfusion in hernia operations.'9 Closer collabora-
tion between specialities is needed if advances in this area
are to be achieved. The other important limitation to day
case surgery is the risk of occasional severe postoperative
complications. Admission of patients at risk after surgery
to supervised hotel-type accommodation close to the
hospital may help overcome this particular problem.

ENDOSCOPY
Diagnostic upper gastrointestinal endoscopy is considered
by most specialists as an outpatient procedure and it
constitutes a significant proportion of the workload of
many day surgery units.20 Provision of adequate
endoscopy facilities and the elimination of sedation for
most patients undergoing diagnostic upper gastrointestinal
endoscopy would reduce the inappropriate use of day care
facilities for these cases. Colonoscopy is an uncomfortable
experience for which most patients require sedation with
or without analgesia and recovery facilities, usually in a day
unit.

Therapeutic endoscopy has reduced the need for
surgery in the treatment of benign and malignant
conditions of the upper and lower gastrointestinal tract.
Procedures which can be performed on a day basis include
treatment of benign strictures of the oesophagus and
rectosigmoid region with pneumatic or rigid endoscopic
dilatation.2' In addition, intubation, laser therapy, and
diathermy have replaced palliative procedures aimed at
allowing patients to swallow for advanced lower
oesophageal and gastric malignancies.22 The insertion of
percutaneous endoscopic gastrostomies (PEG) for enteral
feeding23; stenting of benign and malignant biliary
strictures with the side viewing endoscope24 25; and
colonoscopic polypectomy can also be safely treated on a
day basis.26 As the infrastructure for providing post-
operative care in the community improves more of these
procedures can be performed safely as day cases. Some
patients particularly the elderly with general debility and
associated medical problems will need postoperative care
in short stay facilities.

ANORECTAL CONDMIIONS
Minor perianal conditions which are currently treated
as day case procedures include lateral subcutaneous
sphincterotomy for anal fissure, fistulectomy, and closed
haemorrhoidectomy.27 Acute conditions such as drainage
ofperianal abscess and thrombosed external haemorrhoids
are often treated late in the evening on emergency lists and
are therefore admitted overnight for observation. There are
reports of more extensive procedures being performed as
day cases under loco regional anaesthesia. These include

procedures for repair of rectovaginal fistula, posterior anal
canal repair for incontinence, procedures for rectal
prolapse, and microscopic resection of rectal carcinoma.28
The postoperative management for these procedures is
relatively straightforward and given appropriate social
circumstances, can generally be managed at home by
trained community nurses.

HERNIAS
There is a high prevalence of groin hernias in the commu-
nity and they constitute a significant proportion of the
surgical workload. There are numerous reports of the
feasibility of day surgery for inguinal herniorrhaphy29 and
this procedure accounts for between 15-20% of our own
day case workload. 12 In addition, paraumbilical, epigastric,
incisional, and femoral hernias are also repaired as day
cases, with the exclusion of particularly large hernias or
morbidly obese patients.
There is still a reluctance on the part of surgeons to

perform day case inguinal herniorrhaphy. In most health
regions only 10% of inguinal hernias, excluding paediatric
cases, are performed as day cases.30 There is therefore con-
siderable scope for an increase in day case herniorrhaphy.
In specialist centres, the Shouldice and Lichtenstein
procedures for day case inguinal herniorrhaphy produce
recurrence rates of less than 1% with minimal morbidity
and mortality. The efficacy and safety of laparoscopic
hernia repair needs to be determined in a randomised
controlled trial before it can be recommended as a day case
procedure.

LAPAROSCOPIC SURGERY
The use of laparoscopic surgery has revolutionised
gastroenterological surgery. Laparoscopy was initially
practised by gynaecologists, who performed a limited
number of diagnostic and therapeutic procedures.
Improvements in optical systems and the rapid develop-
ment and refinement of instruments has allowed
procedures such as cholecystectomy to be performed
laparoscopically.31 The procedure has popularised laparo-
scopic surgery worldwide, and inspired surgeons to per-
form a wide range of gastroenterological surgery using
these techniques, from hernia repair to total colectomy.32
In the US, economic constraints has resulted in day case
cholecystectomy, appendicectomy, inguinal herniorrhaphy
and feeding jejunostomy.33-36
The higher morbidity and mortality arising from laparo-

scopic rather than standard cholecystectomy emphasises the
need for proper training of surgeons and appropriate selec-
tion ofprocedures suitable for minimally invasive surgery.37
Otherwise this potentially valuable technique could be
discredited and its development retarded. Diagnostic
laparoscopy has also benefited from the publicity generated
by laparoscopic cholecystectomy. There has been a renewed
interest in its role in the diagnosis ofnon-specific abdominal
pain and replacing laparotomy in the assessment of the
acute abdomen.38 It is also of benefit in the staging of
malignancies including lymphoma and oesophageal and
gastric carcinoma.39 40 The advantages of a combined
endoscopic and laparoscopic approach to gastrointestinal
pathology is under current evaluation.

Conclusion
In the UK regional health boards are promoting day
surgery because of the reported economic benefits of short
stay surgery. However, careful planning of purpose built
facilities and training of day surgery staff is required if this
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is to be realised. The aim of providing safe and effective
services can be achieved with strict adherence to the
guidelines and audit of day surgery. The development of
dedicated day surgery facilities has resulted in a high level
of patient acceptability and in turn resulted in a patient led
demand for day surgery. Gastroenterological day case
surgery will continue to increase with experience in loco
regional anaesthesia and as minimally invasive techniques
are deemed to be safe and effective.
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