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Introduction and _Aim of The Work,

Introduction

Cholecystectomy is the most common major abdominal
procedure performed in Western Countries. Carl Langenbuch
performed the first successful cholecystectomy in 1882, and
for more than 100 years, it was the standard treatment for
symptomatic gallstones. Open cholecystectomy was a safe and
effective treatment for both acute and chronic cholecystitis
(Oddsdotir et al., 2010).

In 1987, laparoscopic cholecystectomy was introduced by
Philippe Mouret in France and quickly revolutionized the
treatment of gallstones. It not only supplanted open
cholecystectomy, but also more or less ended attempts for non
invasive management of gallstones, such as extracorporeal
shock wave and bile salt therapy. Laparoscopic
cholecystectomy offers a cure for gallstones with a minimally
invasive procedure, minor pain and scarring, and early return
to full activity. Today, laparoscopic cholecystectomy is the
treatment of choice for symptomatic gallstones (Oddsdottir et
al., 2010).

Since the introduction of laparoscopic cholecystectomy as
the gold standard procedure to remove the gallbladder, many
surgeons have attempted to reduce the number and size of
ports in laparoscopic cholecystectomy to decrease parietal
trauma and improve cosmetic results (Hirano et al., 2010).

Laparoscopic surgery has always had a focus on
minimizing surgical trauma and improving cosmesis. Whilst
by definition it is less invasive than open surgery, it still
requires several incisions for port placement as well as an
extraction site. Each of these is painful, impacts on the final
cosmetic appearance and has the potential for bleeding, inter-
fascial haematoma formation, visceral injury, sub-costal nerve
irritation and in the long-term, incisional hernia development.
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