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Chapter

LaparoEndoscopic Single-Site 
Upper Gastrointestinal Surgery
Hytham K.S. Hamid and Sean M. Johnston

Abstract

The evolution of minimally invasive surgery has led to the development of lapa-
roendoscopic single-site (LESS) surgery. The feasibility of almost all types of LESS 
upper (GI) procedures has been shown. During the learning phase, substantial 
experience in both laparoscopy and upper GI surgery and stringent patient selection 
criteria is essential for successful and safe application of the technique, especially 
in complex procedures. Comparative studies between LESS and conventional 
laparoscopy for various upper GI procedures suggest a non-inferiority of LESS over 
standard laparoscopy, although the only objective benefit remains an improved 
cosmetic outcome. Intracorporeal instrument collision, lack of triangulation, and 
in-line vision are among the main challenges of LESS surgery. The current review 
provides a comprehensive report of the specific applications of LESS in upper GI 
surgery, with a special reference to advances made to overcome the current techni-
cal difficulties and future perspectives.

Keywords: laparoendoscopic, laparoscopy, foregut, upper GI, cholecystectomy, 
ergonomics, single-port, single-incision

1. Introduction

Continued efforts to further reduce morbidity and improve the aesthetic 
outcomes of laparoscopic surgery while maintaining the same degree of safety 
and surgical efficiency have led to the evolution of single-port or single-incision 
laparoscopy. A surfeit of acronyms has been used to refer to these techniques 
until a consensus statement, following the first Laparoendoscopic Single-Site 
Surgery Consortium for Assessment and Research (LESSCAR), agreed to use the 
term “LESS” [1]. By reducing the number of transcutaneous points of access, the 
approach offers numerous advantages including but not limited to improving 
postoperative recovery time and pain, enhancing cosmesis, and minimizing port-
related complications [2, 3].

2. Challenges, instrumentation, and techniques

Despite its early use in upper GI surgery, the LESS approach was slow to gain 
acceptance until recently, possibly due to technical difficulties, the need for special-
ized instruments, and the lack of clear benefits in comparison with conventional 
minimally invasive surgery. Close proximity of laparoscopic instruments and 
camera lens often results in intracorporeal instrument collision or “sword fighting”, 
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hindering the surgeon from operating dextrously within the operative field. 
Visibility of the operative field afforded by the camera assistant is also limited 
because of the restriction in freedom to manoeuvre the camera lens to minimize 
instrument clashing. Moreover, intracorporeal dissection and suturing are chal-
lenging because of the limited range of movement of the laparoscopic instruments 
working along the same axis with lack of triangulation [3, 4].

Several techniques and advancements have been introduced to overcome 
constraints associated with LESS approach. New access devices have been designed 
and commercialized and are chosen according to the discretion of the surgeons in 
each institute. The most commonly used are multichannel single-port devices (e.g. 
Quad Port®, Tri Port®, SILS Port®) or single-channel devices in which multiple 
trocars can be placed (e.g. GelPOINT® and SSL port®) [5]. There are also devices of 
art which allow the use of items in the operating room, such as surgical glove with 
adaptation of trocars in each finger [6].

Another important advance in the development of LESS surgery was the appearance 
of modified curved instruments, articulated and reusable pre-bent, which provide better 
force application at instrument tip during dissection and improved intraoperative ergo-
nomics [7]. Needlescopic instruments have been rediscovered, as they can be introduced 
through a small puncture that requires no formal closure [8, 9]. Low-profile camera 
systems and laparoscopes with high definition and flexible tip options (e.g. ENDOEYE® 
and Ideal Eyes®) have also been developed to reduce crowding with other instruments 
and improve visualization [5]. Additionally, instruments clashing can further be amelio-
rated by the cross-hand technique, which allows surgeons to manipulate instruments in a 
more intuitive way [10].

Finally, the need for a retraction mechanism that does not require an additional 
port led to the development of several techniques and manoeuvres such as patient 
repositioning and utilization of gravity and insertion of gauze between surgical 
planes [11, 12]. Other procedure-specific manoeuvres for internal retraction are 
discussed in the relevant sections.

3. Specific LESS applications in upper GI surgery

The application of LESS approach in upper GI surgery was first described in 
1997 by Navarra et al. who reported a series of 30 cases of LESS cholecystectomy 
performed via a single umbilical incision [13]. Subsequently, many clinical series 
and randomized controlled trials (RCTs) have been reported, and almost the entire 
spectrum of surgical procedures for upper GI tract diseases has been described and 
shown to be feasible.

3.1 LESS gastric surgery

3.1.1 LESS gastrectomy

Since the first description by Omori et al. in 2011 [14], only few case series have 
been published on LESS gastrectomy for gastric tumours, mostly from Korea and 
Japan [11]. All these series have reported techniques and outcomes of LESS distal 
gastrectomy, while LESS total and proximal gastrectomy and LESS wedge resection 
have only been reported as individual cases [15–18]. This is because the procedure 
is complex and technically difficult to perform, and there are concerns regarding 
oncologic safety. Favourable factors for performing LESS distal gastrectomy include 
previous experience with conventional multiport laparoscopic gastrectomy and low 
patient BMI [19].
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3.1.1.1 Technical considerations

In early experiences with the technique, additional needlescopic instru-
ments were required outside of the single incision [14, 20]. For pure LESS distal 
gastrectomy, the access is transumbilical, and a percutaneous suture is often 
used for liver retraction. Gastric mobilization, lymph node dissection, and 
reconstruction are generally performed in the same manner as in conventional 
laparoscopic distal gastrectomy with few modifications. In performing LESS D2 
gastrectomy, the suprapancreatic lymph node dissection, especially station 11p, 
can be technically challenging because it lies behind the pancreas and is verti-
cal to the direction of instruments, and some authors recommend incomplete 
safe exploration [21]. Alternatively, mid-pancreas mobilization and traction 
have been described to achieve complete dissection of station 11p lymph nodes 
without assistance [22]. Billroth II and extracorporeal or intracorporeal uncut 
Roux-en Y gastrojejunostomy remain the most commonly used methods for 
reconstruction in pure LESS distal gastrectomy [21, 23]. Recently, unaided delta-
shaped (uDelta) gastroduodenostomy has been introduced as a modification of 
the original advanced assistance-dependent delta-shaped anastomosis, which 
is considered a safe and more reproducible reconstruction option, with similar 
anatomical results [24].

3.1.1.2 Outcomes

Comparative series between conventional multiport laparoscopy and LESS 
approach for distal gastrectomy have recently been reported. These studies demon-
strated comparable outcomes in terms of operative time, conversion, postoperative 
mortality, lymph node harvest, R0 resection, and 5-year overall and disease-free 
survival between the two groups, illustrating the safety and feasibility of LESS 
distal gastrectomy for both early and advanced gastric cancer [25–28]. Conversely, 
while no significant differences in the postoperative complications were noted 
between the two approaches in patients with early gastric cancer [25, 26], the 
overall complication rate was significantly lower after LESS distal gastrectomy for 
advanced gastric cancer [28]. Pointing to faster recovery, studies evidenced earlier 
initiation of oral intake, lower pain scores on postoperative day 0 and 1, less analge-
sics requirements, and shorter hospital stay for the LESS approach than the con-
ventional laparoscopic counterpart [26–28]. Only one study evaluated the cosmetic 
outcomes using the numerical rating scale assessment of the scar and reported more 
satisfaction in the LESS group [26].

In a separate analysis, when reduced-port laparoscopic and LESS distal gas-
trectomy for early gastric cancer were compared, no significant differences were 
observed in the perioperative and oncologic outcomes. However, there were more 
females and nonobese patients in the LESS group [29]. Recently, Suh et al. reported 
the results of 16 patients who underwent LESS distal gastrectomy with uDelta gas-
troduodenostomy or uncut Roux-en Y gastrojejunostomy. There were no significant 
differences in mean operative time, transfusion rates, hospitalization, anastomosis-
related complications, and 30-day mortality. Interestingly, the reconstruction time 
for uDelta was shorter than that for Roux-en Y anastomosis [24].

3.1.2 LESS intragastric surgery

LESS intragastric resection is a novel approach that has mainly been employed 
in the management of gastric stromal tumours, although its use for gastric bezoar 
removal has been described [30]. The procedure is particularly useful in cases of 
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endophytic tumours <5 cm, with unfavourable locations, such as the fundus, high 
lying in the posterior wall of the stomach, or close to the gastroesophageal junction 
or the pyloric ring [31–33]. Several advantages are offered by the LESS intragastric 
approach including direct visualization of tumours during resection, minimal 
dissemination of the tumour into the peritoneal cavity, easy delivery of the speci-
men through the single-site incision, and extracorporeal repair of the gastrotomy 
site [31]. In addition, it obviates the need for multiple incisions, thus resulting in 
better cosmesis, and reduces the possibility of deformity by significantly preserving 
the normal gastric tissue with more precise resection compared with conventional 
laparoscopic wedge resection [33].

3.1.2.1 Technical considerations

LESS intragastric resection may be performed either as a “pure” LESS procedure 
or less commonly as a “hybrid” procedure with intraoperative gastroscopy [33, 34]. 
Both umbilical and left upper quadrant incision can be used to obtain access to the 
peritoneal cavity. A 2–3 cm incision is performed on the anterior wall or the lower body 
greater curvature of the stomach, and a single multichannel port or three standard 
ports are inserted through the abdominal incision and gastrotomy site [32, 33]. After 
creating a pneumostomach, the tumour is located, excised, and retrieved through the 
single-site incision.

3.1.2.2 Outcomes

Despite the small number of cases reported in the literature, the procedure 
appears to be safe and effective, with favourable outcomes. In previous series, no 
conversion to conventional laparoscopy or open surgery was necessary nor were 
additional trocars. Postoperative complications occurred in 0–25% and were mostly 
intragastric and surgical site bleeding [31, 32, 35, 36]. The operative time, number 
of used staplers, time to first oral intake, hospital stay, and complications were not 
significantly different from conventional laparoscopic wedge resection [33]. No 
local recurrence or distant metastasis was detected during a follow-up period of 
8–19 months [31–33].

3.2 LESS hepatobiliary surgery

3.2.1 LESS hepatic surgery

The first report of LESS hepatectomy was published by Aldrighetti et al. in 2010. 
The authors performed a left lateral sectionectomy via a supraumbilical incision 
for a solitary colorectal metastasis [37]. Nonetheless, because LESS liver resection 
requires advanced surgical skills and has a significant learning curve, only a lim-
ited number of reports are currently available in the literature. The procedure has 
been used for wide range of conditions: liver adenoma, focal nodular hyperplasia, 
haemangioma, hydatid and simple cyst, intrahepatic biliary stones, metastatic liver 
lesions, and hepatocellular carcinoma [38].

Patients should be cautiously selected for LESS liver resection. Superficial 
hepatic lesions limited to the left lateral section are preferable, even though bigger 
or more technically challenging resections for less favourably located tumours have 
been described with increased experience in the technique [39]. Lesions less than 5 
and 10 cm are the recommended cut-off points for malignant and benign tumours, 
respectively [39]. Other contraindications include vascular or extrahepatic involve-
ment and morbid obesity [40–42].
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3.2.1.1 Technical considerations

Transumbilical incision with a 3-trocar technique has been the preferred approach; 
right upper quadrant or supraumbilical incisions can be useful in the setting of portal 
hypertension with umbilical varices or lesions in distant segments [43, 44]. Several 
methods were adopted to avoid instrument collision including the use of single ports 
with a large outer cap or self-retaining sleeves [38]. During parenchymal dissection, 
simultaneous in-line radiofrequency precoagulation can be used to reduce the risk of 
bleeding [45]. Similar to other foregut procedure, the resection specimen is placed into 
a retrieval bag prior to removal through the port site.

3.2.1.2 Outcomes

Benzing et al. recently performed a comprehensive systematic review on LESS 
hepatectomy pooling the available data of 124 minor and 7 major resections of 133 
patients from 15 studies [46]. The majority of minor resections were left lateral 
sectionectomies and wedge resections for both benign and malignant diseases; 6 of 
the 7 major resections were performed due to malignancy, including 4 for colorectal 
metastasis. Overall, the conversion to multiport laparoscopic/open rate ranged 
between 0 and 25% which, for the most part, was due to technical difficulties, 
intraoperative bleeding, and uncertainty of the oncologic margin of the resection. 
Free resection margins could be achieved in all but one patient with malignancy, 
demonstrating the efficacy of the technique. The median length of hospital stay was 
reported between 1 and 21 days, and the overall morbidity and mortality rates were 
6.8% (0–33%) and 0.8%, respectively [46].

Few studies have compared the outcomes of LESS and conventional lapa-
roscopic left lateral liver sectionectomy, and the results were inconclusive or 
conflicting. Including only patients with benign liver diseases, an RCT demon-
strated a significantly shorter length of hospital stay in the LESS group [47]. This 
difference, however, disappeared in the other two non-randomized matched 
and unmatched comparisons, when patients with malignant tumours were also 
included [48, 49]. A further advantage observed only by Struecker et al. for the 
LESS technique was shorter operative time, which was attributed to the easy 
retrieval of the specimen through the umbilical incision [49]. The intraoperative 
blood loss, conversion, and postoperative morbidity and analgesics requirements 
were similar between the two groups in all studies. It was indicated that in well-
selected patients with either benign or malignant hepatic lesions, LESS left lateral 
sectionectomy can provide a safe and effective alternative to multiport laparo-
scopic surgery [47–49].

Choi et al. described the surgical outcomes of LESS- and standard laparoscopy-
assisted donor right hepatectomy. The LESS group had significantly shorter operative 
time, less blood loss, earlier resumption of enteral feeding, and lower pain scores. 
There were no significant differences between the groups with respect to length of 
hospital stay, R0 resection, and postoperative morbidity and mortality [50]. These 
results were replicated by Han et al. who described the surgical outcomes of LESS and 
conventional laparoscopic method for major and minor hepatectomies. Nevertheless, 
in this retrospective study, patient background and the type of procedures differed 
between the two groups, meaning the analysis was constrained by selection bias [51].

3.2.2 LESS cholecystectomy

The LESS approach has been increasingly used in gallbladder surgery, and its 
indications are expanding by virtue of the advances in instrumentation and surgical 
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experience. Over the last two decades, hundreds of studies have been published 
reporting outcomes of LESS cholecystectomy and describing different operative 
techniques for the procedure with variable success rates [52].

3.2.2.1 Technical considerations

The access to the peritoneal cavity in LESS cholecystectomy is obtained through 
paraumbilical or more commonly intraumbilical incision, which, although provides 
the best cosmetic outcome, is associated with higher rates of wound complica-
tions and incisional hernia [52]. A single 20–30 mm fasciotomy incision with a 
reusable or disposable single-access device can be used. “Swiss cheese” technique, 
a multiple facia puncture technique using multiple low-profile ports, is an accept-
able alternative though carries risk of air leak and facial weakness [52, 53]. Various 
types of instruments have been used in LESS cholecystectomy including standard 
straight and curved instruments, with the latter offers the advantage of triangula-
tion within the operative field [53]. During dissection, several technical variations 
are adopted to achieve adequate gallbladder anchorage and a clear critical view of 
safety while obviating the necessity of an extra port: suture suspension (“puppet 
technique”), internal retraction, transabdominal endoloop, and magnet grasper 
[54]. Gallbladder is thereafter delivered through a single-access device or connected 
facial openings with or without the use of a retrieval bag.

3.2.2.2 Outcomes

Several meta-analyses have compared the outcomes of LESS cholecystectomy with 
traditional multiport (three or four ports) laparoscopic cholecystectomy [55–66]. 
Although early reports showed no significant differences in terms of reported pain 
and quantity of on-demand analgesics delivered, the three most recent meta-analyses 
included more RCTs with different inclusion criteria and showed less postoperative 
pain following LESS cholecystectomy particularly in the first 24 h [64–66]. This 
discrepancy in results is possibly ascribable to the less tissue trauma in LESS chole-
cystectomy as surgeons progress along the learning curve and gain experience with 
the technique. The operative time was significantly longer in the LESS group in all 
meta-analyses, whereas open conversion rate and length of hospital stay were nearly 
identical between the two groups. Conversion to multiport and/or open cholecys-
tectomy in the LESS group was mainly due to omental adhesions, obesity, Mirizzi 
syndrome, and obscure anatomy of Calot’s triangle [59, 62]. Of note, the overall 
short-term postoperative morbidity rate, surgical site infection, and port-site hernia 
were consistently higher, though not statistically significant, in the LESS group than 
the conventional group [55–65]. This was further bolstered by a recent large pooled 
analysis indicating that mild and severe adverse events were significantly higher in 
LESS cholecystectomy than in conventional laparoscopic cholecystectomy. When the 
results were adjusted to the type of technique used (4-port or 3-port), statistically 
significant differences were still noted [66]. Possible explanation of this raised risk 
of complications is the impaired exposure of the operative field in LESS cholecystec-
tomy and the technical difficulty encountered by surgeons early during their learning 
phase. Moreover, the natural progression of this new technique to broader indications 
such as acute cholecystitis entails higher rates of adverse events.

Compared to conventional cholecystectomy, the inherent benefits of the LESS 
technique, specifically postoperative satisfaction and cosmetic outcomes, were 
significantly in favour of LESS cholecystectomy at different time points during the 
first postoperative year, which was at the expense of higher surgery costs. These 
results were replicated in most RCTs and all pooled analyses regardless of the scoring 
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system employed: visual analogue scale (VAS), body image and cosmesis (BIQ ), 
cosmesis, and wound satisfaction scores [56–66]. Meanwhile, apart from marginal 
advantage of LESS cholecystectomy early in the postoperative course, studies could 
not demonstrate any significant differences in the quality of life between LESS and 
conventional laparoscopic cholecystectomy in the first 12 months postoperatively 
[58, 63–66]. It is noteworthy to mention that despite the evidence for better patients’ 
satisfaction and cosmetic results in LESS cholecystectomy, cosmetic outcome is not 
the main factor that drives patient preference. Rather the risk of complications seems 
to exercise a higher influence on patients in determining the choice of procedure 
[67]. This indicates that an improved postoperative morbidity rate is a prerequisite 
for LESS cholecystectomy to become widely accepted.

3.2.3 LESS common bile duct exploration

While the past decade has seen a dramatic increase in the adoption of LESS 
technique in gallbladder surgery, technical limitations have restricted its use in bile 
duct surgery to only highly selected cases. LESS exploration of the common bile duct 
(CBD) allows for combined treatment of cholelithiasis and choledocholithiasis using 
cholecystectomy and CBD drainage, a one-stage minimally invasive procedure with 
cosmetic advantage. At present, only a few case series of LESS CBD exploration have 
been reported in the literature, using either a single multichannel port or multiple 
trocars through a single intraumbilical or paraumbilical incision. Both transcystic and 
choledochotomy approaches with or without the assistance of a needlescopic grasper 
have been employed in LESS CBD exploration with successful ductal clearance rates 
ranging between 75 and 100%; conversion to open and conventional laparoscopic 
surgery was reported in 0–7.7% and 0–8.3%, respectively, and postoperative com-
plications occurred in 0–25% [68–72]. Furthermore, Chuang et al. described a novel 
LESS transfistulous bile duct exploration and stone removal without drainage for 
Mirizzi syndrome type II with 80% success rate [73]. Supporting previous results and 
adding more evidence to the safety of the technique, the same authors reported 101 
consecutive cases of successful LESS CBD exploration and concluded that in experi-
enced hands, the procedure is feasible and a safe option for treatment of complicated 
and noncomplicated choledocholithiasis under low threshold for conversion [74].

In a series comparing 17 LESS and 17 conventional laparoscopic cholecystec-
tomy and CBD exploration, Kim and colleagues reported (the study evidenced) a 
longer operating time in the LESS cohort but with less analgesics requirement and 
a shorter hospital stay. The stone clearance rate (100%) and incidence of complica-
tions were similar between the two groups [71]. A subsequent similar analysis by 
Chuang et al. did not show any significant difference in the operative outcomes 
between LESS and conventional laparoscopic CBD exploration. The former group 
however had a significantly higher rate of acute cholecystitis than the latter group, 
and this may have influenced the results [72].

3.3 LESS pancreatic surgery

The application of LESS approach to pancreatic surgery still remains an open 
debate. This procedure is generally considered as technically demanding due to its 
complexity and the need to perform fine dissections in a narrow surgical space. 
Indications for LESS pancreatic surgery include splenic artery aneurysm, pancreatic 
fibrosis, cysts, and benign and malignant neoplasms [12, 75]. The most commonly 
performed procedure is LESS distal pancreatectomy with or without spleen pres-
ervation for localized lesions; others include pancreatic necrosectomy and staging 
laparoscopy for advanced pancreatic cancer [76, 77].
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3.3.1 Technical considerations

The approach in LESS distal pancreatectomy is mostly transumbilical. 
Occasionally, an additional 5 mm trocar is inserted in the left upper quadrant to be 
used by the surgeon’s right hand and subsequently for drainage [78]. Various modifica-
tions of gastric suspension technique have been developed to facilitate better exposure 
of the pancreas [79–81]. The Lasso technique, in which a ribbon tape is looped around 
the pancreas body or tail, can be used to provide additional traction, particularly 
in cases of LESS distal pancreatectomy without splenic preservation [81, 82]. The 
pancreatic mobilization and dissection follow the principles of standard laparoscopic 
pancreatic resection, and the resected specimen is extracted through the umbilical site.

3.3.2 Outcomes

In a recent review, Chatzizacharias et al. analysed the data on LESS distal 
pancreatectomy from eight case studies. Conversion to open rate was 0–19%, and 
postoperative complications, mainly pancreatic fistula, were reported in 22% 
(0–50%) of patients. The length of hospital stay ranged between 1 and 15 days [39].

More importantly, Han et al. compared the outcomes between patients under-
going LESS and conventional laparoscopic distal pancreatectomy. With the excep-
tion of significantly longer operative time and duration of hospital stay reported 
with the LESS approach, perioperative outcomes did not differ between the two 
groups [83]. Likewise, two comparative analyses, including a case-control study, 
yielded no significant differences between conventional laparoscopic and LESS 
distal pancreatectomy in the operative time, intraoperative bleeding, conversion 
rate, resection status, hospital stay, and complications [75, 84]. The spleen was 
preserved more in the conventional group than in the LESS group, but this differ-
ence was not significant [83, 84]. A recent comparison between LESS and the more 
widely accepted robotic distal pancreatectomy has evidenced a significantly longer 
operative time and hospital stay, larger intraoperative blood loss, less spleen pres-
ervation, and higher grade II/IIIa postoperative complications in the LESS group. 
There were no significant differences in pain scores, tumour size, conversion rate, 
and overall complications between the two groups [85]. Overall, although it has 
been shown to be safe and feasible, these findings highlight the question of any real 
value of LESS approach in the context of pancreatic surgery.

3.4 LESS splenic surgery

Despite the scarcity of high-level evidence, there has been a dramatic increase in 
the number of laparoscopic splenectomies performed over the last 2 decades. The 
procedure is currently considered the gold standard for management of surgical 
diseases in normal or slightly enlarged spleens [86]. More recently, and as a bridging 
procedure towards pure natural orifice transluminal endoscopic surgery, Barbaros 
and Dinççağ were the first to describe LESS splenectomy in two female patients 
with idiopathic thrombocytopenic purpura [87]. Other common indications for this 
approach are splenic cystic disease, hereditary spherocytosis, myeloproliferative 
disorder, and splenic aneurysms and neoplasms [88].

3.4.1 Technical considerations

For LESS splenectomy, either a transumbilical or a lateral rectus incision 
can be utilized depending on the size of spleen. The technique used for splenic 
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dissection is similar to multiport laparoscopic splenectomy. Not uncommonly, 
a 3 mm instrument is inserted through the left flank to facilitate spleen retrac-
tion and dissection of retroperitoneal adhesions [89]. Others used a cloth tape 
to encircle and tug the splenic hilum, therefore providing better exposure and 
easy introduction of the stapler into the splenic hilum [90]. Once the spleen is 
completely free, an endobag is deployed, and the spleen is retrieved intact or 
morcellated.

3.4.2 Outcomes

A systematic review published by Fan et al. summarized the evidence on LESS 
splenectomy from 29 articles, with a total of 105 patients. The median length of 
hospital stay varied from 1 to 11 days. The postoperative complication rate was 
0–33.3%, and the rates of conversion to open and multiport laparoscopic surgery 
were 1.9 and 2.9%, respectively. Bleeding from the splenic or short gastric vessels 
were the main reasons for conversion. No perioperative death was observed [88]. In 
a comparison between reduced-port, multiport, and LESS splenectomy, Monclova 
et al. reported significantly longer operative time in the LESS group, and this was 
partly related to the higher spleen weight. Importantly, there was a significant 
advantage in the LESS and reduced-port groups in the body image index with 
respect to the multiport group, pointing to better cosmetic outcome. Other periop-
erative outcomes were comparable among the two groups [91]. Wu et al. conducted 
a comprehensive meta-analysis comparing the outcomes of LESS and conventional 
laparoscopic splenectomies. They pooled and meta-analysed the data of 332 
patients from nine comparative and one prospective case-control study. While 
postoperative pain scores favoured the LESS approach, the conversion rate and 
operative time slightly favoured conventional laparoscopic surgery, though without 
statistical significance. Ultimately, no differences were observed with regard to 
morbidity, mortality, analgesics requirements, and postoperative hospitalization. 
The authors pointed out that LESS splenectomy is safe and feasible with no obvious 
advantages over multiport laparoscopic splenectomy [92].

4. Conclusions

The current evidence shows that LESS upper GI surgery is feasible, and its 
adoption is expanding worldwide. A successful LESS procedure requires proper 
instrumentation, adequate laparoscopic experience, and careful patient selection. 
The demonstration of a significant and consistent increase in the adverse events 
associated with certain LESS applications in upper GI surgery should represent a 
word of caution in performing these procedures. While cosmetic improvement is a 
natural corollary to LESS, real advantages of the approach in upper GI surgery are 
still controversial. Prospective randomized studies are largely awaited to further 
explore the benefits of this technique for patients as well as to elucidate the cost-
effectiveness of the approach. The advent of new instruments and platforms may 
significantly counteract technical issues associated with LESS surgery and facili-
tates the current steep learning curve.

Conflict of interest

The authors declare no conflict of interest.



Recent Advances in Laparoscopic Surgery

10

© 2019 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms 
of the Creative Commons Attribution License (http://creativecommons.org/licenses/
by/3.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited. 

Author details

Hytham K.S. Hamid1* and Sean M. Johnston2

1 Soba University Hospital, Khartoum, Sudan

2 Tullamore Regional Hospital, Tullamore, Ireland

*Address all correspondence to: kujali2@gmail.com



11

LaparoEndoscopic Single-Site Upper Gastrointestinal Surgery
DOI: http://dx.doi.org/10.5772/intechopen.82486

References

[1] Gill IS, Advincula AP, Aron M, et al. 
Consensus statement of the consortium 
for laparoendoscopic single-site surgery. 
Surgical Endoscopy. 2010;24:762-768. 
DOI: 10.1007/s00464-009-0688-8

[2] Evans L, Manley K. Is there a 
cosmetic advantage to single-incision 
laparoscopic surgical techniques over 
standard laparoscopic surgery? A 
systematic review and meta-analysis. 
Surgical Laparoscopy, Endoscopy 
& Percutaneous Techniques. 
2016;26(3):177-182. DOI: 10.1097/
SLE.0000000000000261

[3] Ahmed I, Paraskeva P. A clinical 
review of single-incision laparoscopic 
surgery. The Surgeon. 2011;9(6):341-
351. DOI: 10.1016/j.surge.2011.06.003

[4] Goel R, Lomanto D. Controversies 
in single-port laparoscopic surgery. 
Surgical Laparoscopy, Endoscopy 
& Percutaneous Techniques. 
2012;22(5):380-382. DOI: 10.1097/
SLE.0b013e3182615776

[5] Tsai AY, Selzer DJ. Single-port 
laparoscopic surgery. Advances in 
Surgery. 2010;44:1-27

[6] Livraghi L, Berselli M, Bianchi V,  
Latham L, Farassino L, Cocozza E.  
Glove technique in single-port access 
laparoscopic surgery: Results of an 
initial experience. Minimally Invasive 
Surgery. 2012;2012:415430. DOI: 
10.1155/2012/415430

[7] Rao PP, Rao PP, Bhagwat S. Single-
incision laparoscopic surgery—Current 
status and controversies. Journal of 
Minimal Access Surgery. 2011;7(1):6-16. 
DOI: 10.4103/0972-9941.72360

[8] Kim TS, Kim KH, An CH, Kim JS.  
Single center experiences of needle-
scopic grasper assisted single incision 
laparoscopic cholecystectomy 
for gallbladder benign disease: 

Comparison with conventional 3-port 
laparoscopic cholecystectomy. Annals 
of Surgical Treatment and Research. 
2016;91(5):233-238. DOI: 10.4174/
astr.2016.91.5.233

[9] Palanivelu P, Patil KP, Parthasarathi 
R, Viswambharan JK, Senthilnathan P, 
Palanivelu C. Review of various liver 
retraction techniques in single incision 
laparoscopic surgery for the exposure 
of hiatus. Journal of Minimal Access 
Surgery. 2015;11(3):198-202. DOI: 
10.4103/0972-9941.140202

[10] Ishikawa N, Arano Y, Shimizu S, 
Morishita M, Kawaguchi M, Matsunoki 
A, et al. Single incision laparoscopic 
surgery (SILS) using cross hand 
technique. Minimally Invasive Therapy 
& Allied Technologies. 2009;18(6):322-
324. DOI: 10.3109/13645700903384492

[11] Lee Y, Kim HH. Single-incision 
laparoscopic gastrectomy for gastric 
cancer. Journal of Gastric Cancer. 
2017;17(3):193-203. DOI: 10.5230/
jgc.2017.17.e29

[12] Wang K, Fan Y. Minimally invasive 
distal pancreatectomy: Review of 
the English literature. Journal of 
Laparoendoscopic & Advanced Surgical 
Techniques. Part A. 2017;27(2):134-140. 
DOI: 10.1089/lap.2016.0132

[13] Navarra G, Pozza E, Occhionorelli S,  
Carcoforo P, Donini I. One wound 
laparoscopic cholecystectomy. The 
British Journal of Surgery. 1997;84:695

[14] Omori T, Oyama T, Akamatsu H,  
Tori M, Ueshima S, Nishida T.  
Transumbilical single-incision 
laparoscopic distal gastrectomy for early 
gastric cancer. Surgical Endoscopy. 
2011;25:2400-2404. DOI: 10.1007/
s00464-010-1563-3

[15] Lee CM, Park DW, Jung DH, Jang 
YJ, Kim JH, Park S, et al. Single-port 



Recent Advances in Laparoscopic Surgery

12

laparoscopic proximal gastrectomy 
with double tract reconstruction 
for early gastric cancer: Report of 
a case. Journal of Gastric Cancer. 
2016;16:200-206. DOI: 10.5230/
jgc.2016.16.3.200

[16] Ahn SH, Son SY, Jung DH, Park YS,  
Shin DJ, Park DJ, et al. Solo 
intracorporeal esophagojejunostomy 
reconstruction using a laparoscopic 
scope holder in single-port laparoscopic 
total gastrectomy for early gastric 
cancer. Journal of Gastric Cancer. 
2015;15:132-138. DOI: 10.5230/
jgc.2015.15.2.132

[17] Ertem M, Ozveri E, Gok H, 
Ozben V. Single incision laparoscopic 
total gastrectomy and d2 lymph 
node dissection for gastric cancer 
using a four-access single port: The 
first experience. Case Reports in 
Surgery. 2013;2013:504549. DOI: 
10.1155/2013/504549

[18] Sasaki A, Koeda K, Obuchi T, 
Nakajima J, Nishizuka S, Terashima M, 
et al. Tailored laparoscopic 
resection for suspected gastric 
gastrointestinal stromal tumors. 
Surgery. 2010;147(4):516-520. DOI: 
10.1016/j.surg.2009.10.035

[19] Lee B, Lee YT, Park YS, Ahn SH, 
Park DJ, Kim HH. Learning curve of 
pure single-port laparoscopic distal 
gastrectomy for gastric cancer. Journal 
of Gastric Cancer. 2018;18(2):182-188. 
DOI: 10.5230/jgc.2018.18.e20

[20] Park DJ, Lee JH, Ahn SH, Eng AK, 
Kim HH. Single-port laparoscopic 
distal gastrectomy with D1+β lymph 
node dissection for gastric cancers: 
Report of 2 cases. Surgical Laparoscopy, 
Endoscopy & Percutaneous Techniques. 
2012;22:e214-e216. DOI: 10.1097/
SLE.0b013e318253df9b

[21] Suh YS, Lee HJ, Yang HK. Single 
incision gastrectomy for gastric cancer. 
Translational Gastroenterology and 

Hepatology. 2016;1:41. DOI: 10.21037/
tgh.2016.05.05

[22] Ahn SH, Jung Do H, Son SY, Park 
Do J, Kim HH. Pure single-incision 
laparoscopic D2 lymphadenectomy for 
gastric cancer: A novel approach to 11p 
lymph node dissection (midpancreas 
mobilization). Annals of Surgical 
Treatment and Research. 2014;87:279-
283. DOI: 10.4174/astr.2014.87.5.279

[23] Inaki N. Reduced port laparoscopic 
gastrectomy: A review, techniques, 
and perspective. Asian Journal of 
Endoscopic Surgery. 2015;8(1):1-10. 
DOI: 10.1111/ases.12163

[24] Suh YS, Park JH, Kim TH, Huh YJ, 
Son YG, Yang JY, et al. Unaided stapling 
technique for pure single-incision distal 
gastrectomy in early gastric cancer: 
Unaided delta-shaped anastomosis and 
uncut Roux-en-Y anastomosis. Journal 
of Gastric Cancer. 2015;15:105-112. DOI: 
10.5230/jgc.2015.15.2

[25] Zhou J, He Q, Wang J, Liu Q, 
Wang M. Application of enhanced 
recovery after surgery in single-incision 
laparoscopic distal gastrectomy. 
Surgical Laparoscopy, Endoscopy 
& Percutaneous Techniques. 
2017;27(6):449-455. DOI: 10.1097/
SLE.0000000000000474

[26] Ahn SH, Son SY, Jung DH, Park DJ, 
Kim HH. Pure single-port laparoscopic 
distal gastrectomy for early gastric 
cancer: Comparative study with multi-
port laparoscopic distal gastrectomy. 
Journal of the American College of 
Surgeons. 2014;219:933-943. DOI: 
10.1016/j.jamcollsurg.2014.07.009

[27] Omori T, Fujiwara Y, Moon J, 
Sugimura K, Miyata H, Masuzawa 
T, et al. Comparison of single-
incision and conventional multi-port 
laparoscopic distal gastrectomy with 
D2 lymph node dissection for gastric 
cancer: A propensity score-matched 
analysis. Annals of Surgical Oncology. 



13

LaparoEndoscopic Single-Site Upper Gastrointestinal Surgery
DOI: http://dx.doi.org/10.5772/intechopen.82486

2016;23:817-824. DOI: 10.1245/
s10434-016-5485-8

[28] Omori T, Fujiwara Y, Yamamoto K, 
Yanagimoto Y, Sugimura K, Masuzawa 
T, et al. The safety and feasibility of 
single-port laparoscopic gastrectomy 
for advanced gastric cancer. Journal of 
Gastrointestinal Surgery. 5 Sept 2018. 
DOI: 10.1007/s11605-018-3937-0

[29] Kim SM, Ha MH, Seo JE, Kim JE, 
Choi MG, Sohn TS, et al. Comparison 
of single-port and reduced-port totally 
laparoscopic distal gastrectomy for 
patients with early gastric cancer. 
Surgical Endoscopy. 2016;30:3950-3957. 
DOI: 10.1007/s00464-015-4706-8

[30] Son T, Inaba K, Woo Y, Pak KH, 
Hyung WJ, Noh SH. New surgical 
approach for gastric bezoar: "Hybrid 
access surgery" combined intragastric 
and single port surgery. Journal of 
Gastric Cancer. 2011;11(4):230-233. 
DOI: 10.5230/jgc.2011.11.4.230

[31] Na J-U, Lee S-I, Noh S-M. The 
single incision laparoscopic intragastric 
wedge resection of gastric submucosal 
tumor. Journal of Gastric Cancer. 
2011;11(4):225-229. DOI: 10.5230/
jgc.2011.11.4.225

[32] DE Vogelaere K, VAN DE Winkel N, 
Simoens C, Delvaux G. Intragastric SILS 
for GIST, a new challenge in oncologic 
surgery: First experiences. Anticancer 
Research. 2013;33(8):3359-3363

[33] Choi CI, Lee SH, Hwang SH, Kim 
DH, Jeon TY, Kim DH, et al. Various 
features of laparoscopic tailored 
resection for gastric submucosal 
tumours: A single institution’s results 
for 168 patients. Surgical Endoscopy. 
2016;30(4):1450-1458. DOI: 10.1007/
s00464-015-4350-3

[34] Cazauran JB, Mercier F, Pasquer A, 
Dominici P, Cotte E, Vaudoyer D, et al. 
Intragastric single-incision laparoscopic 
surgery for gastric leiomyoma: A 

stepwise approach. Annals of Surgical 
Oncology. 2017;24(8):2281. DOI: 
10.1245/s10434-017-5868-5

[35] Choi CI, Lee SH, Hwang SH, Kim 
DH, Jeon TY, Kim DH, et al. Single-
incision intragastric resection for 
upper and mid gastric submucosal 
tumours: A case-series study. Annals 
of Surgical Treatment and Research. 
2014;87(6):304-310. DOI: 10.4174/
astr.2014.87.6.304

[36] Katsuyama S, Nakajima K, 
Kurokawa Y, Takahashi T, Miyazaki 
Y, Makino T, et al. Single-incision 
laparoscopic intragastric surgery for 
gastric submucosal tumor located 
adjacent to esophagogastric junction: 
Report of four cases. Journal of 
Laparoendoscopic & Advanced Surgical 
Techniques. Part A. 2018;28(1):78-82. 
DOI: 10.1089/lap.2017.0026

[37] Aldrighetti L, Guzzetti E, 
Ferla G. Laparoscopic hepatic left 
lateral sectionectomy using the 
Laparoendoscopic Single Site approach: 
Evolution of minimally invasive liver 
surgery. Journal of Hepato-Biliary-
Pancreatic Sciences. 2011;18:103-105. 
DOI: 10.1007/s00534-010-0280-6

[38] Karabicak I, Karabulut K. Single 
port laparoscopic liver surgery: 
A minireview. World Journal 
of Gastrointestinal Endoscopy. 
2016;8(12):444-450. DOI: 10.4253/wjge.
v8.i12.444

[39] Chatzizacharias NA, Dajani 
K, Koong JK, Jah A. The role of 
the single incision laparoscopic 
approach in liver and pancreatic 
resectional surgery. Minimally Invasive 
Surgery. 2016;2016:1454026. DOI: 
10.1155/2016/1454026

[40] Pan M, Jiang Z, Cheng Y, Xu X, 
Zhang Z, Zhou C, et al. Single-incision 
laparoscopic hepatectomy for benign 
and malignant hepatopathy: Initial 
experience in 8 Chinese patients. 



Recent Advances in Laparoscopic Surgery

14

Surgical Innovation. 2012;19:446-451. 
DOI: 10.1177/1553350612438412

[41] Dapri G, Dimarco L, Cadi’ere GB,  
Donckier V. Initial experience in single-
incision transumbilical laparoscopic 
liver resection: Indications, potential 
benefits, and limitations. HPB 
Surgery. 2012;2012:921973. DOI: 
10.1155/2012/921973

[42] Zhao G, Hu M, Liu MR, Xu D, 
Ouyang C, Xu Y, et al. Laparoendoscopic 
single-site liver resection: A preliminary 
report of 12 cases. Surgical Endoscopy. 
2011;25(10):3286-3293. DOI: 10.1007/
s00464-011-1706-1

[43] Gaujoux S, Kingham TP, Jarnagin 
WR, D’Angelica MI, Allen PJ, Fong 
Y. Single-incision laparoscopic liver 
resection. Surgical Endoscopy. 
2011;25:1489-1494. DOI: 10.1007/
s00464-010-1419-x

[44] Shetty GS, You YK, Choi HJ, Na 
GH, Hong TH, Kim DG. Extending 
the limitations of liver surgery: 
Outcomes of initial human experience 
in a high-volume centre performing 
single-port laparoscopic liver resection 
for hepatocellular carcinoma. Surgical 
Endoscopy. 2012;26:1602-1608. DOI: 
10.1007/s00464-011-2077-3

[45] Weiss M, Mittermair C, Brunner E, 
Schirnhofer J, Obrist C, Pimpl K, et al. 
Inline radiofrequency pre-coagulation 
simplifies single-incision laparoscopic 
minor liver resection. Journal of 
Hepato-Biliary-Pancreatic Sciences. 
2015;22:831-836. DOI: 10.1002/jhbp.295

[46] Benzing C, Krenzien F, Atanasov 
G, Seehofer D, Sucher R, Zorron R, 
et al. Single incision laparoscopic 
liver resection (SILL)—A systematic 
review. GMS Interdisciplinary Plastic 
and Reconstructive Surgery DGPW. 
2015;4:Doc17. DOI: 10.3205/iprs000076

[47] Hu M, Zhao G, Wang F, 
Xu D, Liu R. Single-port and 

multi-port laparoscopic left lateral liver 
sectionectomy for treating benign liver 
diseases: A prospective, randomized, 
controlled study. World Journal of 
Surgery. 2014;38:2668-2673. DOI: 
10.1007/s00268-014-2610-3

[48] Aldrighetti L, Ratti F, Catena M,  
Pulitanò C, Ferla F, Cipriani F, et al. 
Laparoendoscopic single site (LESS) 
surgery for left-lateral hepatic 
sectionectomy as an alternative to 
traditional laparoscopy: Case-matched 
analysis from a single center. Surgical 
Endoscopy. 2012;26:2016-2022. DOI: 
10.1007/s00464-012-2147-1

[49] Struecker B, Haber P, Öllinger R,  
Bahra M, Pascher A, Pratschke J, 
et al. Comparison of single-port 
versus standard multiport left 
lateral liver sectionectomy. Surgical 
Innovation. 2018;25(2):136-141. DOI: 
10.1177/1553350617752010

[50] Choi HJ, You YK, Na GH, Hong 
TH, Shetty GS, Kim DG. Single-port 
laparoscopy-assisted donor right 
hepatectomy in living donor liver 
transplantation: Sensible approach or 
unnecessary hindrance? Transplantation 
Proceedings. 2012;44(2):347-352. DOI: 
10.1016/j.transproceed.2012.01.018

[51] Han JH, You YK, Choi HJ, Hong TH,  
Kim DG. Clinical advantages of 
single port laparoscopic hepatectomy. 
World Journal of Gastroenterology. 
2018;24(3):379-386. DOI: 10.3748/wjg.
v24.i3.379

[52] Chuang SH, Lin CS. Single-
incision laparoscopic surgery for 
biliary tract disease. World Journal of 
Gastroenterology. 2016;22(2):736-747. 
DOI: 10.3748/wjg.v22.i2.736

[53] Yamazaki M, Yasuda H, Koda K.  
Single-incision laparoscopic 
cholecystectomy: A systematic review 
of methodology and outcomes. Surgery 
Today. 2015;45(5):537-548. DOI: 
10.1007/s00595-014-0908-2



15

LaparoEndoscopic Single-Site Upper Gastrointestinal Surgery
DOI: http://dx.doi.org/10.5772/intechopen.82486

[54] Schlager A, Khalaileh A, Shussman 
N, Elazary R, Keidar A, Pikarsky AJ, 
et al. Providing more through less: 
Current methods of retraction in SIMIS 
and NOTES cholecystectomy. Surgical 
Endoscopy. 2010;24(7):1542-1546. DOI: 
10.1007/s00464-009-0807-6

[55] Markar SR, Karthikesalingam A, 
Thrumurthy S, Muirhead L, Kinross J, 
Paraskeva P. Single-incision laparoscopic 
surgery (SILS) vs. conventional 
multiport cholecystectomy: Systematic 
review and meta-analysis. Surgical 
Endoscopy. 2012;26(5):1205-1213. DOI: 
10.1007/s00464-011-2051-0

[56] Garg P, Thakur JD, Garg M, Menon 
GR. Single-incision laparoscopic 
cholecystectomy vs. conventional 
laparoscopic cholecystectomy: A meta-
analysis of randomized controlled trials. 
Journal of Gastrointestinal Surgery. 
2012;16(8):1618-1628. DOI: 10.1007/
s11605-012-1906-6

[57] Pisanu A, Reccia I, Porceddu G,  
Uccheddu A. Meta-analysis of 
prospective randomized studies 
comparing single-incision laparoscopic 
cholecystectomy (SILC) and 
conventional multiport laparoscopic 
cholecystectomy (CMLC). Journal 
of Gastrointestinal Surgery. 
2012;16(9):1790-1801. DOI: 10.1007/
s11605-012-1956-9

[58] Trastulli S, Cirocchi R, Desiderio 
J, Guarino S, Santoro A, Parisi A, et al. 
Systematic review and meta-analysis of 
randomized clinical trials comparing 
single-incision versus conventional 
laparoscopic cholecystectomy. 
The British Journal of Surgery. 
2013;100(2):191-208. DOI: 10.1002/
bjs.8937

[59] Hao L, Liu M, Zhu H, Li Z.  
Single-incision versus conventional 
laparoscopic cholecystectomy 
in patients with uncomplicated 
gallbladder disease: A meta-analysis. 
Surgical Laparoscopy, Endoscopy 

& Percutaneous Techniques. 
2012;22(6):487-497. DOI: 10.1097/
SLE.0b013e3182685d0a

[60] Wu XS, Shi LB, Gu J, Dong P, 
Lu JH, Li ML, et al. Single-incision 
laparoscopic cholecystectomy 
versus multi-incision laparoscopic 
cholecystectomy: A meta-analysis of 
randomized clinical trials. Journal of 
Laparoendoscopic & Advanced Surgical 
Techniques. Part A. 2013;23(3):183-191. 
DOI: 10.1089/lap.2012.0189

[61] Milas M, Deveđija S, Trkulja V.  
Single incision versus standard 
multiport laparoscopic cholecystectomy: 
Up-dated systematic review and 
meta-analysis of randomized trials. 
The Surgeon. 2014;12(5):271-289. DOI: 
10.1016/j.surge.2014.01.009

[62] Geng L, Sun C, Bai J. Single incision 
versus conventional laparoscopic 
cholecystectomy outcomes: A meta-
analysis of randomized controlled trials. 
PLoS One. 2013;8(10):e76530. DOI: 
10.1371/journal.pone.0076530

[63] Zehetner J, Pelipad D, 
Darehzereshki A, Mason RJ, Lipham 
JC, Katkhouda N. Single-access 
laparoscopic cholecystectomy versus 
classic laparoscopic cholecystectomy: 
A systematic review and meta-analysis 
of randomized controlled trials. 
Surgical Laparoscopy, Endoscopy 
& Percutaneous Techniques. 
2013;23(3):235-243. DOI: 10.1097/
SLE.0b013e31828b8b4e

[64] Evers L, Bouvy N, Branje D, 
Peeters A. Single-incision laparoscopic 
cholecystectomy versus conventional 
four-port laparoscopic cholecystectomy: 
A systematic review and meta-analysis. 
Surgical Endoscopy. 2017;31(9):3437-
3448. DOI: 10.1007/s00464-016-5381-0

[65] Haueter R, Schütz T, Raptis DA, 
Clavien PA, Zuber M. Meta-analysis 
of single-port versus conventional 
laparoscopic cholecystectomy 



Recent Advances in Laparoscopic Surgery

16

comparing body image and cosmesis. 
The British Journal of Surgery. 
2017;104(9):1141-1159. DOI: 10.1002/
bjs.10574

[66] Arezzo A, Passera R, Forcignanò E,  
Rapetti L, Cirocchi R, Morino M.  
Single-incision laparoscopic 
cholecystectomy is responsible for 
increased adverse events: Results 
of a meta-analysis of randomized 
controlled trials. Surgical Endoscopy. 
2018;32(9):3739-3753. DOI: 10.1007/
s00464-018-6143-y

[67] Hey J, Roberts KJ, Morris-Stiff GJ, 
Toogood GJ. Patient views through 
the keyhole: New perspectives 
on single-incision vs. multiport 
laparoscopic cholecystectomy. 
HPB: The Official Journal of the 
International Hepato Pancreato Biliary 
Association. 2012;14(4):242-246. DOI: 
10.1111/j.1477-2574.2011.00435.x

[68] Yeo D, Mackay S, Martin D. Single-
incision laparoscopic cholecystectomy 
with routine intraoperative 
cholangiography and common bile 
duct exploration via the umbilical port. 
Surgical Endoscopy. 2012;26:1122-1127. 
DOI: 10.1007/s00464-011-2009-2

[69] Shibao K, Higure A, Yamaguchi K.  
Laparoendoscopic single-site common 
bile duct exploration using the manual 
manipulator. Surgical Endoscopy. 
2013;27:3009-3015. DOI: 10.1007/
s00464-013-2837-3

[70] Tian Y, Wu S, Chen CC, Chen 
Y. Laparoendoscopic single-site 
cholecystectomy and common bile 
duct exploration using conventional 
instruments. International Journal 
of Surgery. 2016;33:140-145. DOI: 
10.1016/j.ijsu.2016.07.074

[71] Kim SJ, Kim KH, An CH, Kim JS.  
Innovative technique of needlescopic 
grasper-assisted single-incision 
laparoscopic common bile duct 
exploration: A comparative study. 

World Journal of Gastroenterology. 
2015;21(45):12857-12864. DOI: 10.3748/
wjg.v21.i45

[72] Chuang SH, Chen PH, Chang CM,  
Tsai YF, Lin CS. Single incision 
laparoscopic common bile duct 
exploration with conventional 
instruments: An innovative technique 
and a comparative study. Journal of 
Gastrointestinal Surgery. 2014;18:737-
743. DOI: 10.1007/s11605-013-2420-1

[73] Chuang SH, Yeh MC, Chang 
CJ. Laparoscopic transfistulous bile 
duct exploration for Mirizzi syndrome 
type II: A simplified standardized 
technique. Surgical Endoscopy. 
2016;30:5635-5646. DOI: 10.1007/
s00464-016-4911-0

[74] Chuang SH, Hung MC, Huang 
SW, Chou DA, Wu HS. Single-incision 
laparoscopic common bile duct 
exploration in 101 consecutive patients: 
Choledochotomy, transcystic, and 
transfistulous approaches. Surgical 
Endoscopy. 2018;32(1):485-497. DOI: 
10.1007/s00464-017-5658-y

[75] Yao D, Wu S, Li Y, Chen Y, Yu X, 
Han J. Transumbilical single-incision 
laparoscopic distal pancreatectomy: 
Preliminary experience and comparison 
to conventional multi-port laparoscopic 
surgery. BMC Surgery. 2014;14:105. 
DOI: 10.1186/1471-2482-14-105

[76] Maemura K, Shinchi H, Mataki Y, 
Kurahara H, Hayashi T, Kuwahata T, 
et al. Advanced staging laparoscopy 
using single-incision approach for 
unresectable pancreatic cancer. 
Surgical Laparoscopy, Endoscopy 
& Percutaneous Techniques. 
2011;21(6):e301-e305. DOI: 10.1097/
SLE.0b013e31823bae57

[77] Subramaniam D, Dunn WK,  
Simpson J. Novel use of a single 
port laparoscopic surgery device 
for minimally invasive pancreatic 
necrosectomy. Annals of the 



17

LaparoEndoscopic Single-Site Upper Gastrointestinal Surgery
DOI: http://dx.doi.org/10.5772/intechopen.82486

Royal College of Surgeons of 
England. 2012;94:438. DOI: 
10.1308/003588412X13373405386015a

[78] Machado MA, Surjan RC, Makdissi 
FF. Laparoscopic distal pancreatectomy 
using single-port platform: Technique, 
safety, and feasibility in a clinical case 
series. Journal of Laparoendoscopic & 
Advanced Surgical Techniques. Part 
A. 2015;25(7):581-585. DOI: 10.1089/
lap.2015.0032

[79] Chang SK, Lomanto D, Mayasari M.  
Single-port laparoscopic spleen 
preserving distal pancreatectomy. 
Minimally Invasive Surgery. 
2012;2012:197429. DOI: 
10.1155/2012/197429

[80] Barbaros U, Sümer A, 
Demirel T, et al. Single incision 
laparoscopic pancreas resection for 
pancreatic metastasis of renal cell 
carcinoma. Journal of the Society 
of Laparoendoscopic Surgeons. 
2010;14:566-570. DOI: 10.4293/1086808
10X12924466008448

[81] Misawa T, Ito R, Futagawa Y, 
Fujiwara Y, Kitamura H, Tsutsui N, 
et al. Single-incision laparoscopic 
distal pancreatectomy with or 
without splenic preservation: How 
we do it. Asian Journal of Endoscopic 
Surgery. 2012;5(4):195-199. DOI: 
10.1111/j.1758-5910.2012.00155.x

[82] Srikanth G, Shetty N, Dubey 
D. Single incision laparoscopic distal 
pancreatectomy with splenectomy for 
neuroendocrine tumor of the tail of 
pancreas. Journal of Minimal Access 
Surgery. 2013;9(3):132-135. DOI: 
10.4103/0972-9941.115377

[83] Han HJ, Yoon SY, Song TJ, Choi SB, 
Kim WB, Choi SY, et al. Single-port 
laparoscopic distal pancreatectomy: 
Initial experience. Journal of 
Laparoendoscopic & Advanced Surgical 
Techniques. Part A. 2014;24(12):858-
863. DOI: 10.1089/lap.2014.0151

[84] Haugvik SP, Røsok BI, Waage A, 
Mathisen O, Edwin B. Single-incision 
versus conventional laparoscopic distal 
pancreatectomy: A single-institution 
case-control study. Langenbeck’s 
Archives of Surgery. 2013;398(8):1091-
1096. DOI: 10.1007/s00423-013-1133-y

[85] Han HJ, Kang CM. Reduced 
port minimally invasive distal 
pancreatectomy: Single-port 
laparoscopic versus robotic single-site 
plus one-port distal pancreatectomy. 
Surgical Endoscopy. 11 Jul 2018. DOI: 
10.1007/s00464-018-6361-3

[86] Habermalz B, Sauerland S, Decker 
G, Delaitre B, Gigot JF, Leandros E, 
et al. Laparoscopic splenectomy: The 
clinical practice guidelines of the 
European Association for Endoscopic 
Surgery (EAES). Surgical Endoscopy. 
2008;242:821-848. DOI: 10.1007/
s00464-007-9735-5

[87] Barbaros U, Dinççağ A. Single 
incision laparoscopic splenectomy: 
The first two cases. Journal 
of Gastrointestinal Surgery. 
2009;13:1520-1523. DOI: 10.1007/
s11605-009-0869-8

[88] Fan Y, Wu SD, Kong J, Su Y, Tian Y, 
Yu H. Feasibility and safety of single-
incision laparoscopic splenectomy: 
A systematic review. The Journal of 
Surgical Research. 2014;186:354-362. 
DOI: 10.1016/j.jss.2013.09.010

[89] Targarona EM, Lima MB, 
Balague C, Trias M. Single-port 
splenectomy: Current update and 
controversies. Journal of Minimal 
Access Surgery. 2011;7(1):61-64. DOI: 
10.4103/0972-9941.72383

[90] Misawa T, Sakamoto T, Ito R, Shiba 
H, Gocho T, Wakiyama S, et al. Single-
incision laparoscopic splenectomy using 
the "tug-exposure technique" in adults: 
Results of ten initial cases. Surgical 
Endoscopy. 2011;25(10):3222-3227. DOI: 
10.1007/s00464-011-1697-y



Recent Advances in Laparoscopic Surgery

18

[91] Monclova JL, Targarona EM, Vidal 
P, Peraza Y, Garcia F, Otero CR, et al. 
Single incision versus reduced port 
splenectomy—Searching for the best 
alternative to conventional laparoscopic 
splenectomy. Surgical Endoscopy. 
2013;27(3):895-902. DOI: 10.1007/
s00464-012-2530-y

[92] Wu S, Lai H, Zhao J, Deng X, Wei 
J, Liang J, et al. Systematic review and 
meta-analysis of single-incision versus 
conventional multiport laparoscopic 
splenectomy. Journal of Minimal 
Access Surgery. 2018;14(1):1-8. DOI: 
10.4103/0972-9941.195573


