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The ‘Cowboys’ of Lap Chole
The Story of a Laparoscopic Revolution in the United States

By Victoria Stern

On June 22, 1988, J. Barry  
McKernan, MD, PhD, called 

the surgical floor of Promina Ken-
nestone Hospital in Marietta, Ga., 
where he was the trauma director, 
to check on his patient, a minister’s 
wife. A nurse whom he had worked 

with for 20 years answered the 
phone. “Look, McKernan,” she said, 
“I’ve got a patient in Room 31 and 
she’s got four or five Band-Aids on 
her belly. She said you took out her 
gallbladder; what’d you really do?”

Dr. McKernan had, in fact, per-
formed the first laparoscopic chole-
cystectomy in the United States, an 

Group Identifies 
Risk Factors for  
Ventral Hernia  

Site Occurrences

By chriStina Frangou

A risk assessment model has found 
several modifiable intraoperative 

practices that increase risk for surgical 
site occurrences after open ventral her-
nia repair.

These practices include use of skin 
flaps, single-stage repairs for hernias 
that are actively infected and improper 
placement of mesh.

“High-risk patients undergoing 
complex ventral hernia repairs are 
probably enduring one of the hardest 
and most difficult surgeries that they 
will ever experience in their lives,” said 
senior author Mike Liang, MD, assis-
tant professor of surgery, Baylor Col-
lege of Medicine, Houston. “Patients in 
this high-risk group may benefit from a 
modified surgical technique.”

Rachel Berger, a student for a master 
of public health degree, presented the 
findings at the 2013 annual meeting of 
the Surgical Infection Society, held in 
Las Vegas.

This is one of the first studies to 
address the incidence and risk factors, 

Lessons Learned in Boston
By Brigid duFFy

The morning of April 15, 2013 
started as a typical Marathon 

Monday for Dr. Tim Lepore. At age 
68, Nantucket’s only surgeon laced 
up his trainers and made his way to 
the starting line of his 45th consecu-
tive Boston Marathon.

By mid-morning, long after the 
elites’ dust had settled, Dr. Lepore 
joined the second and third waves of 
runners who crossed the starting line 

on Hopkinton Massachusetts’ Main 
Street. The air was a cool 50 degrees. 
The sky was overcast with an occa-
sional spot of sunlight that added 
brilliance to the outstretched road 
ahead. All in all, it was idyllic condi-
tions for Dr. Lepore and the 26,383 
other entrants who set out to com-
pete in the 117th Boston Marathon. 
Months of training had been logged, 

CMS Directives: 
Hat or Miss

By Lauren a. KoSinSKi, Md, MS

In response to deficien-
cies reported by the Cen-

ters for Medicare & Medicaid  
Services (CMS), following a 
recent survey of my hospital, the 
operating room administration 

mandated that the traditional surgeon’s 
cap (referred to in that correspondence as 
a “skullcap”) could be worn no longer. 

Only disposable bouffant caps provided 
by the hospital would be acceptable attire, 
and all surgeons’ caps were removed from 
hospital procedural areas. Surgeons (male 
and female alike) were dumbfounded. 
The rollout of the new hat policy offered 
no scientific evidence to justify the decree. 
This rule affected more than physicians, 
but nonetheless was received as just one 
more of the rapidly proliferating, appar-
ently capricious rules governing physician 
performance, reinforcing the perception 
that we are being policed by administra-
tors and nurses to prevent us from harm-
ing our patients. 

This new mandate struck a nerve: 
Wiping out a surgical icon—the long 
white coat and scrubs signify “doctor,” but 
the skullcap signifies “surgeon.” Not only 
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impressive achievement that he recalls 
with matter-of-fact modesty.

“I didn’t think it was such a big deal,” 
Dr. McKernan told General Surgery News 
in a phone interview. “You’re just taking 
modern technology and doing the same 
operation. The reason I remember the 
date is it’s my son’s birthday.”

In the 1970s, Dr. McKernan became 
adept at using scopes during a year of 
urology training and then surgical resi-
dency at Carraway Methodist Medical 
Center in Birmingham, Ala. After resi-
dency, Dr. McKernan had a choice: He 
could go work in research and devel-
opment at Walter Reed Army Medical 
Center in Washington, D.C., using his 
PhD in pharmacology to treat burn inju-
ries sustained in Vietnam, or move to a 
small town in Alabama called Jasper and 
use his surgery training at the local med-
ical center.

“I chose the little town,” Dr. McKer-
nan said. “There was nobody there, no 
urologist, no specialties; there was noth-
ing. So I wound up doing what my part-
ners didn’t want to do, which meant I did 
all cardiac pacemakers, all gynecological 
and vaginal work, all colonoscopies, and 
laparoscopy too.”

Dr. McKernan worked at Walker 
County Medical Center from 1977 to 
1983, and later moved to Marietta to 
work at Promina Kennestone Hospital, 
which had the seventh busiest emergen-
cy room in the United States. “We did it 
all,” he said. “I was the only general sur-
geon that had laparoscopy training, but 
of course I never used it because there 
were 20 gynecologists there.”

In those days, however, gynecologists 
weren’t operating with laparoscopes; they 
were just diagnosing with them. “They’d 
look inside a patient, determine some-
thing was wrong and then make a big 
incision,” Dr. McKernan recalled.

Promina Kennestone Hospital is 
where Dr. McKernan met William Saye, 
MD, a gynecologist with whom he per-
formed the first laparoscopic cholecys-
tectomy. The two became friends and 
would assist each other in the operat-
ing room. “If I had a problem at night, 
I’d call up Saye to help me operate on a 
spleen and I’d help him do a Cesarean 
section,” Dr. McKernan recalled.

Dr. Saye became interested in oper-
ative laparoscopy, and the pair travelled 
to Nashville, Tenn., to learn from James 
Daniell, MD, an obstetrician/gynecol-
ogist who was teaching gynecologists 
how to take out ovaries with a laparo-
scope. “The second I saw that, I said, ‘We 
can take a gallbladder out with this,’”  
Dr. McKernan said.

Dr. McKernan was counseling the 

minister’s wife about her options for her 
upcoming cholecystectomy. He described 
the standard open method, which would 
involve making a big incision under the 
ribs. He also told her about a new but 
untested procedure, which involved cre-
ating several small holes in the abdomen 
to remove a diseased gallbladder. She 

wanted the minimally invasive procedure.
Dr. McKernan sent her to another 

surgeon for a second opinion. The other 
surgeon told her that laparoscopic cho-
lecystectomy was experimental and no 
one had ever done it in humans (at that 
point, success with the procedure in Ger-
many and France was not widely known 
[see June issue, page 1]). The minister’s 
wife recounted the visit to Dr. McKer-
nan, noting that the other surgeon had 
said, “there’s no way he can do this.” 
Dr. McKernan agreed that the surgeon 
might be right, and that if something 
did go wrong, he’d have to switch to the 
open procedure. “Fairly, I’d say there’s a 
10% chance we can do this procedure,”  

Dr. McKernan told her.
Despite his caution, Dr. McKer-

nan’s patient wanted the new procedure.  
Dr. Saye, however, would not partici-
pate until Dr. McKernan wrote the mal-
practice company to make sure that they 
would be covered.

“I wrote them that I did laparoscopy 
and cholecystectomy; my patient want-
ed a laparoscopic cholecystectomy; and 
that I wanted to check to see if the pro-
cedure was covered. Some bureaucrat 
in St. Paul, Minn., read my letter and 
wrote me back saying the procedure 
would be covered,” he recalled, as though 
still not quite believing his luck. And 
before he could perform the procedure,  
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‘The other woman was lying in bed looking like she had 
died and my patient was sitting with her legs crossed 

Indian style. all [that] the lady with the open gallbladder 
said was “once my surgeon gets in here, he’s dead.”’

—J. Barry McKernan, MD, PhD

J. Barry mcKernan, mD, the first sur-
geon in the united States to remove 
a gallbladder laparoscopically.

Laparoscopic Cholecystectomy: McKernan’s Two-Handed Technique (selected steps)
From: laparoscopy and the General Surgeon. mcKerran and laws. 1990.

1. Trocar positions. 2. cystic duct separated from surrounding tissue.

3. ligation of the cystic duct remnant to the gallbladder. 4. Placement of endoloop ligature at the cystic duct–
common duct junction.



Dr. McKernan had to purchase the nec-
essary instruments, because the Marietta 
Surgery Center did not have them.

On June 22, five people gathered in 
the operating room: Drs. McKernan and 
Saye, a scrub nurse, a circulating nurse 
and an anesthesiologist. After adminis-
tering general anesthesia to the patient, 
Dr. McKernan made the first incision, 
placing a tube that insufflated the abdo-
men with carbon dioxide. He made four 
additional tiny incisions through which 
he inserted the instruments, including 
a laparoscope fashioned with a camera 
that broadcast the operation on a mon-
itor and provided Dr. McKernan with a 
good visual of the inside of the abdomen, 
and an Argon fiber laser to cut the gall-
bladder free from the liver. The gallblad-
der was swollen with large stones, so, in 
the end, Dr. McKernan had to pull it out 
through a small suprapubic incision. It 
took 45 minutes to get the gallbladder 
surgically free, and Dr. McKernan had 
caught the entire procedure on videotape.

When Dr. McKernan returned to 

the hospital the next morning to visit 
his patient, he was immediately struck 
by the difference between the minister’s 
wife and another patient who was shar-
ing the hospital room, having undergone 
an open cholecystectomy the day before.

“The other woman was lying in 
bed looking like she had died and my 
patient was sitting with her legs crossed 
Indian style,” Dr. McKernan said. “All 
[that] the lady with the open gallblad-
der said was ‘once my surgeon gets in 
here, he’s dead.’”

Initially, another surgeon, Eddie Joe 
Reddick, MD, received credit for per-
forming the first laparoscopic cholecys-
tectomy in the United States. In 1988, 
Drs. McKernan, Reddick and Saye had 
met over drinks at a gynecology meet-
ing in Augusta, Ga., where Dr. Reddick 
was conducting a seminar on laser hem-
orrhoidectomy. Dr. McKernan revealed 
that he had plans to remove a gallblad-
der laparoscopically, which sparked Dr. 
Reddick to attempt the same. Dr. Red-
dick successfully completed his first 

laparoscopic cholecystectomy in Sep-
tember 1988, three months after Dr. 
McKernan had performed his first.

Dr. Reddick did much to publicize 
his accomplishment. “Dr. Reddick was 
a flamboyant, entrepreneurial man,” 
recalled John Hunter, MD, Macken-
zie Professor and Chairman of Surgery, 
Department of Surgery, Oregon Health 
& Science University, Portland. “He 
was not shy about telling people what 
he had done.”

Dr. Reddick and his partner, Douglas 
O. Olsen, MD, FACS, a general surgeon 
practicing in Nashville, quickly pub-
lished their results in Surgical Endosco-
py (1989;3:131-133), but more notably, 
they presented a videotape of the proce-
dure at the annual meeting of the Amer-
ican College of Surgeons (ACS).

“It was a crazy time,” said Michael 
Kavic, MD, professor of surgery at 
Northeastern Ohio Universities Col-
leges of Medicine in Rootstown, Ohio, 
and founding member of Journal of the 
Society of Laparoendoscopic Surgeons.  

“Drs. Reddick and Olsen had a booth at 
ACS in 1989 and had a videotape run-
ning on a closed loop. People wondered 
what it was all about.”

Using video provided almost instant 
communication for surgeons, and had a 
much greater impact than publishing in a 
journal, Dr. Kavic said. “Everyone at the 
meeting could see what they had done. 
It was when I first saw the procedure.”

Across the country, in California, gen-
eral surgeon Edward Felix, MD, had 
been performing oncologic surgical pro-
cedures along with the occasional open 
cholecystectomy in his private prac-
tice. He recalls going home one night in 
1988, and tuning the channel to CNN 
to see news of Dr. Reddick’s laparoscop-
ic cholecystectomy.

“I thought, ‘wow, look at what those 
guys did,’” recalled Dr. Felix, director of 
bariatric surgery, Clovis Hospital, Fresno, 
Calif. “Dr. Reddick got famous quickly. 
He was on TV almost within minutes of 
doing the procedure.”

But it was Dr. Reddick’s dream to be 
involved in country music. In the mid-
1990s, he left surgery and became a 
country music producer for several years. 
Eventually, he returned to surgery. He 
went into private practice and kept a low 
profile, Dr. Hunter said.

a Procedure’s rise in Popularity
Drs. McKernan, Saye, Reddick and 

Olsen were the first to teach laparo-
scopic cholecystectomy. They designed 
weekend courses in animal labs, which 
involved training in both laparoscopy and 
lasers. Almost half the time was spent on 
laser safety and teaching surgeons how to 
use the KTP or YAG lasers.

“In the beginning, we didn’t call these 
[operations] laparoscopic cholecystec-
tomies; we called them laser cholecys-
tectomies,” said Robert Sewell, MD, 
a general surgeon at the Master Cen-
ter for Minimally Invasive Surgery in 
Southlake, Texas, and an early pioneer 
of the technique. “There was a fear that 
using electrocautery put patients at a 
high risk of injury.”

Dr. Sewell added, “Physicians would 
leave training courses and have to con-
vince their hospital that they needed to 
spend $150,000 on new lasers. Some 
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‘The other woman was 
lying in bed looking like 

she had died and my patient 
was sitting with her legs 
crossed Indian style. all 

[that] the lady with the open 
gallbladder said was “once 

my surgeon gets in here, 
he’s dead.”’

—J. Barry McKernan, MD, 

PhD

‘I was getting all the 
referrals for gallbladder 
operations, and [other 

surgeons] were saying, ‘you 
can’t do this, you’re taking 
our practice, and we don’t 
believe in this procedure.”’

—Edward Felix, MD

‘we have spent the better 
part of two decades 

discussing the technology

see lap CHole page 18

5. Gallbladder dissected free from liver bed. 6. Gallbladder engorged with stones preventing removal 
through the periumbilical incision.

7. Gallbladder opened with “S” retractors placed within gall-
bladder to enhance stone removal.

8. clips and sutures inspected.

‘I was getting all the 
referrals for gallbladder 
operations, and [other 

surgeons] were saying, ‘you 
can’t do this, you’re taking 
our practice, and we don’t 
believe in this procedure.”’

—Edward Felix, MD



hospitals bought multiple lasers.”
During procedures, there was a laser 

safety officer as well as circulating and 
scrub nurses. “Everyone was wearing 
these big laser goggles and the lights 
were turned down low so the room had 
a surreal glow to it,” Dr. Sewell recalled. 
“The whole room erupted in applause 
during those first few weeks of courses.”

Using lasers, however, meant that 
operations were slow. The lasers were 
not effective at cutting the tissue. Fred-
erick Greene, MD, remembers seeing a 
billboard in Atlanta that read, "Come 
get your laser laparoscopic cholecystec-
tomy." “Soon, though, it became obvious 
that if you used caution and CO2 insuf-
flation, you could use electrocautery and 
lasers were phased out,” said Dr. Greene, 
former chairman of the Department of 
Surgery at Carolinas Medical Center in 
Charlotte, N.C.

Dr. Sewell also noted that “within 
a couple of years, those lasers became 
nothing more than big paperweights in 
the operating room once we figured out 
it was safe to use electrocautery.”

Many surgeons who took classes went 
home to set up their own training cours-
es. Dr. Sewell was introduced to the 
technique after watching his first part-
ner, Robert Waddell, MD, perform a 
laparoscopic cholecystectomy in Decem-
ber 1989. “Dr. Waddell jumped into this 
procedure silently,” Dr. Sewell recalled. 
“He went to one of Dr. Reddick’s courses 
in Nashville, came home to Fort Worth, 
Texas, and began collaborating with 
gynecologists at the hospital. As soon as 
I saw this, I thought, ‘well, this changes 
everything. I’ve got to do this!’”

Although Dr. Sewell had no train-
ing at the time, Dr. Waddell proctored 
his first few procedures. Their hospi-
tal requested that surgeons receive some 
kind of formal training, so Drs. Sewell 
and Waddell set up a course. “Dr. Wad-
dell had done maybe six to 10 laparo-
scopic cholecystectomies at that point 
and I had done two or three.”

Dr. Hunter learned the technique in 
1989, from George Berci, MD, senior 
director of Minimally Invasive Endo-
scopic Research at Cedars-Sinai Medi-
cal Center, in Los Angeles, and the two 
taught courses together every month 
starting in January 1990. “We made sure 
to have no more than 12 students per 
course so we could make sure each sur-
geon did three laparoscopic cholecystec-
tomies, while other courses only provided 
surgeons with the opportunity to do one 
and sometimes to just watch.”

When Dr. Felix saw surgeons were 
starting to give courses on laparoscopic 
cholecystectomy, he was eager to learn as 

well. Once his wife had given birth, he 
ventured to the South to attend a class.

“I went from doing virtually no gall-
bladders to 300 to 400 within the first year 
[of learning the new technique],” he said. 
“It was like a firestorm had hit. The proce-
dure spread across the country in a year or 
two, and by 1991 to 1992, practically every 
surgeon in the country was doing a laparo-
scopic cholecystectomy.”

During these early years, industry was 
instrumental in pushing the revolution 
forward. In 1989 and 1990, US Surgical 
and Ethicon, the two major equipment 
companies competing for supremacy in the 
laparoscopic market at the time, developed 
and sponsored training courses, approach-
ing many of the pioneers to teach.

“We all got to know one anoth-
er through industry,” Dr. Sewell said. 
“Companies like Ethicon and US Surgi-
cal became the driving force behind lap-
aroscopic training.”

It took about a year for enthusiasm for 
the procedure to ramp up, and by that 
time, the demand for learning laparo-
scopic cholecystectomy far outstripped 
the availability of training courses and 
instruments. “You could wait six months 
to get into a course. They were all booked 
solid,” said Dr. Sewell, adding that “for 
a while, surgeons were hard-pressed to 
find a set of laparoscopic instruments in 
the United States. I had to wait four to 
five months for the appropriate tools.” 
(See the next column for more on lapa-
roscopic technologies.)

The wild west
Many surgeons who championed the 

technique experienced harsh criticism 
and resistance from those who deemed 
the procedure too radical and dangerous. 
The academic community wanted solid 
proof that laparoscopic cholecystectomy 
was better than open using double-blind 
randomized studies. But Dr. Felix noted, 
“It would have taken years to prove the 
efficacy of the technique, and the proce-
dure would have become available in 50 
years, not 10.”

Dr. McKernan felt the resistance was 
not due to “fear of the unknown, but fear 
of losing the known. Suddenly, you’re not 
the expert anymore.”

This viewpoint rang true for Dr. 
Felix, who experienced staunch resis-
tance from his colleagues. “In 1990, gen-
eral surgeons in Fresno were threatening 
me because I was taking their business,” 
Dr. Felix recalled. “I was getting all the 
referrals for gallbladder operations, and 

[other surgeons] were saying, ‘you can’t 
do this, you’re taking our practice, and we 
don’t believe in this procedure.’”

At the time, it was a radical idea that 
by eliminating a large incision you could 
improve a patient’s recovery. “But in 
truth, laparoscopic cholecystectomy was 
not anything new; it was the same oper-
ation done through a different access 
point,” Dr. Kavic said.

Still, early on, the procedure was asso-
ciated with a range of complications. 
Problems arose because many of the sur-
geons performing laparoscopic cholecys-
tectomy were not well trained. Because 
training was only available through pri-
vate weekend courses, a surgeon may 
have only performed the procedure once 

on a pig before attempting it on a patient. 
As a result, there were some initial prob-
lems and complications, Dr. Kavic said.

Along the same lines, there was no 
credentialing available. “In a small hos-
pital like ours, if surgeons had an excel-
lent reputation, they could get privileges 
to do this new procedure as long as they 
were being supervised by someone with 
experience in laparoscopy,” Dr. Sewell 
said. “It was a bit sketchy, but sur-
geons argued that if you got into trou-
ble, you could always convert to an open 
operation.”

Dr. Berci agreed that it was important 
for surgeons to have proper and rigorous 
training and for institutions to have a sys-
tem to evaluate how well they performed 
the procedure (Am J Surg 1990;159:273).

Even today, Dr. Sewell believes that 
the issue of quality assurance in laparo-
scopic cholecystectomy should be better 
defined. “We have spent the better part 
of two decades discussing the technology 
and techniques, but never a way to evalu-
ate the expertise of a surgeon.”

Growing acceptance
Although many academic units were 

initially reluctant to embrace laparoscop-
ic cholecystectomy, and some were flat-
out against it, a few academic surgeons 
and institutions took a different stance.

“The SAGES [Society of American 
Gastrointestinal and Endoscopic Sur-
geons] leadership immediately saw the 
enormous potential of the procedure,” 
said Dr. Hunter.

Dr. Berci, emeritus clinical professor 
of surgery at the University of Califor-
nia and the University of Southern Cal-
ifornia, Los Angeles, agreed. “We [at 
SAGES] developed a group of surgeons 
interested in leadership and this had a 

snowball effect. I’m very proud that I 
was one of the people who helped trig-
ger this change.”

In May 1990, Surgical Endoscopy, the 
journal of SAGES, issued guidelines for 
the clinical applications of laparoscop-
ic cholecystectomy and also endorsed 
the procedure. By 1992, a National 
Institutes of Health (NIH) Consensus 
Statement recommended laparoscop-
ic cholecystectomy as a legitimate tool 
to treat cholelithiasis (Surg Clin N 
Am 2008;88:1295-1313). In 1993, Dr. 
Greene, who was then the president of 
SAGES, started a series of courses, along 
with Jeffrey Ponsky, MD, from Cleve-
land, at Ethicon’s new training facility to 
teach residents the technique.

During this time, a series of stud-
ies emerged that found the technique 
to be more effective and safer than open 
cholecystectomy (Surg Laparosc Endosc 
1991;1:2-7; Surg Endosc 1992;6:169-
176), and many U.S. surgeons were 
invited to teach the procedure around 
the world. By 1995, 80% of gallblad-
ders in the United States were being 
removed laparoscopically (Surg Clin N 
Am 2008;88:1295-1313).

Reminiscing, Dr. McKernan recalled, 
“It was a fun time because for about six 
months, no matter what we did, it had 
never been done before.”

It is also important to note that in 
those early days of laparoscopic chole-
cystectomy, there were probably 75 to 
100 “cowboys” in the United States who 
openly blazed the trail, said Dr. Sewell, 
adding that “there were likely hundreds 
more who worked in more obscurity 
and never received any credit, but were 
equally important in perpetuating the 
transition of general surgery into the lap-
aroscopic era.”

Dr. Sewell believes the introduction 
of laparoscopic cholecystectomy changed 
general surgery. “Laparoscopic cholecys-
tectomy represented a true paradigm 
shift,” he said. “It soon became clear that 
laparoscopy was the direction surgery 
was going.”
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‘we have spent the better part of two decades discussing 
the technology and techniques, but never a way to 

evaluate the expertise of a surgeon.’
—Robert Sewell, MD
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