





























































































































There was just one problem, of course; they had the wrong guy.

The long journey back to the really true truth
Back at Stanford, top brass from around the country — experts from Harvard, former State Supreme
Court Justices - were called in to examine the files which the accusers had offered as evidence against
Nezhat. They poured over thousands of documents and crisscrossed the nation interviewing hundreds
of physicians, patients, nurses, technicians, and other medical personnel who had worked side by side
with Nezhat for years in the operating room. All the dark corners of the earth were searched, but not a
sliver of evidence was found. Thousands of man hours, hundreds of thousands of dollars, endless
evidentiary hearings, dozens of journalists across the nation, all turned out to be chasing after one heck
of a red herring all along. The committee of experts offered only one terse conclusion concerning this
decades-long drama: next time anyone accuses the Nezhats of anything, those doing the accusing ought
to be investigated first. In other words, the wisest counsel since time began: consider the

| source.(Figures X through X).
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Figures X through X: The “blue-ribbon” committee findings. On the center page you will find their
conclusion, in which they state that not only did the allegations prove to be unfounded, but that the
“track record” of those making allegations in the future should be investigated first. Another fact never
mentioned in the press was the fact that Nezhat didn’t even write the article which purportedly contained
falsified data. You will see the committee’s comments about this on Appendix C (far right).

An end to the decades-long persecution

After the blue ribbon committee released their findings — and to the surprise of no one in the know -
Nezhat’s work was finally cleared by the highest authorities from Stanford University, two state
supreme courts, and the California and Georgia State Medical Boards, thus ending a decades-long
persecution that surely ranks as one of the most malicious in medical history, an obscene price to pay
for daring to disrupt the status quo.[170,171,172]
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One final bizarre twist; just a few years later, so-called barbaric surgeries become all the rage

In what can only be described as one final bizarre twist, just a few years after all of this, studies began
pouring forth which confirmed Nezhat’s initial impressions of videoendoscopy’s advantages.
[173,174] The procedures that triggered Nezhat’s suspension just two years earlier, the ones referred to
as “barbaric”, were now being encouraged by the most prestigious journals. [13] Referencing the same
procedures that Nezhat had performed in the mid-1980s, a 2004 editorial from the New England
Journal of Medicine stated, “Surgeons must progress beyond the traditional techniques of cutting and
sewing...to a future in which ...minimal access to the abdominal cavity [is] only the beginning.”

[15] Meanwhile, with prompting from William Parker, one of videoendoscopy’s most distinguished
early converts, the steadfast skeptic who described videoendoscopy as a gimmick in 1992, graciously
agreed to reassess his views, finally acknowledging in a 2010 article that “operative laparoscopy
confers unequivocal advantages over older surgical techniques.” [175]

Final reflections

History may be servitude, history may be freedom — from “Little Gidding”, TS Elliot

Sometimes history can become an unbearable weight. Operating off the monitor and inventing the
accompanying advanced procedures - and then performing them successfully - were the crucial links
which allowed surgery to be set free from large incisions and hundreds of years of history of peering
directly through a tube, specula, or scope. Most accounts of videoendoscopy’s history leave out its
formative years, when those at the forefront were balancing on the brink, struggling between the
exhaustive extremes of dreaming and doubting. In fact, many set videoendoscopy’s launch date as the
late 1980s, after general surgeons had finally discovered its teeming shores, after its happy destiny was
already under way.
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The old ways had to be completely abandoned

Yet, a laparoscopic cholecycstectomy — the procedure most cite as the starting point of
videoendoscopy’s history - did not come to be via immaculate invention. For that procedure to have
been possible at all, the old method of performing laparoscopy - hunched over, peering into the
eyepiece - had to be completely abandoned and replaced with a way that made more advanced
operative procedures safe, feasible and reproducible on a broad scale.

And the person who delivered that critical change was Nezhat.

When he introduced the idea of operating off the monitor, Nezhat provided the platform that made it
possible for operative procedures to actually be practicable on a large scale. [176] It was like going
from block print to the Guttenberg; Model T to Ferrari. While a few surgeons —perhaps a half dozen -
had used the laparoscope to perform a limited number of basic operations in the old way, the vast
majority would never be able to perform operative endoscopic procedures of any kind by peering into
the eyepiece. It was essentially this one factor, as unassuming as it may seem today, that had actually
stood in the way of nearly all operative progress.
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We all now have a chance to be spared from the painful and riskier surgeries of the past
The impact has been profound. In the early 1980s, before videoendoscopy had yet to be embraced, the
majority of all operations worldwide were performed using large incisions, meaning that upwards of
50-100 million people each year underwent procedures fraught with painful and often crippling effects.
[177] Since its official launch in the early 1980s, nearly a billion people and counting are now being
spared such outcomes as a result of videoendoscopy; and billions more at least now the option of

| choosing a safer form of surgery. (Figure X).

Estimated Number of 50% Reduction of
YEAR Surgeries Worldwide Estimates Estimated Percentage done via MIS
1990 100,000,000 50,000,000 10,000,000
1991 100,000,000 50,000,000 10,000,000
1992 100,000,000 50,000,000 10,000,000
1993 100,000,000 50,000,000 10,000,000
1994 100,000,000 50,000,000 10,000,000
1995 100,000,000 50,000,000 10,000,000
1996 100,000,000 50,000,000 10,000,000
1997 100,000,000 50,000,000 10,000,000
1998 100,000,000 50,000,000 10,000,000
1999 100,000,000 50,000,000 10,000,000
2000 100,000,000 50,000,000 10,000,000
2001 200,000,000 100,000,000 40,000,000
2002 200,000,000 100,000,000 40,000,000
2003 200,000,000 100,000,000 40,000,000
2004 200,000,000 100,000,000 40,000,000
2005 200,000,000 100,000,000 60,000,000
2006 200,000,000 100,000,000 60,000,000
2007 234,000,000 117,000,000 70,200,000
2008 234,000,000 117,000,000 70,200,000
2009 234,000,000 117,000,000 70,200,000
2010 234,000,000 117,000,000 70,200,000
2011 234,000,000 117,000,000 70,200,000
TOTALS 3,470,000,000 1,735,000,000 741,000,000
22 years = 3.47 billion 22 years = 1.735 billion
surgeries surgeries (low estimate)

Source: Extrapolations drawn from several articles, including “An estimation of the global volume of surgery: a modeling
strategy based on available data. Weiser TG, Regenbogen SE, Thompson KD, Haynes AB, Lipsitz SR, Berry WR, Gawande
AA. The Lancet; 2008; 372:139-44.

Nearly a Billion People and Counting

By introducing a medical breakthrough that so drastically reduced surgical morbidity and mortality on
such a global scale, Nezhat’s work has indirectly saved countless lives and profoundly improved
millions of others, one of the few true advances in medicine that our world has witnessed for
generations. Authorities such as the New England Journal of Medicine now recognize the advent of
videoendoscopy as the crucial catalyst responsible for inaugurating minimally invasive surgery as a
viable surgical discipline, a change that is said to have “revolutionized the practice of surgery, just as
antibiotics have changed the practice of medicine”. [15, 2]
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A new surgical philosophy is born

Perhaps of greatest significance, the painful transformation from the old ways of open surgery to
minimally invasive modalities set off intense scientific and philosophical debates, calling into question
centuries of unexamined assumptions about pain, patient rights, disease-states, and surgical
complications. An entirely new way of thinking emerged, one that catalyzed a long-overdue moment of
reckoning, when all surgical traditions were finally held up to the light of scrutiny. For example, with
the new minimally invasive philosophy leading the way, emphasis on sparing reproductive organs
became the norm in gynecology, rather than the exception. Of equal importance, it wasn’t just the
category of surgery that was reevaluated. Rather, questions arose having to do with a wide range of
medical issues, with concepts relating to pain management emerging as one of the most critical

changes to have come about due to the minimally invasive movement. (Figures X and X).
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Figures X through X: Because of minimally invasive surgery, today surgeons can perform organ-
sparing surgeries, instead of resorting to hysterectomies. (Permissions forthcoming from HERS

and authors Coffey and West, respectively).

Complications once considered unavoidable now being reevaluated

An eventual rethinking in expectations about surgical outcomes also arose. Complications once
considered unavoidable in the days of open surgery were suddenly reevaluated and revised in the
minimally invasive era. After videoendoscopy became available as an alternative to laparotomy,
physicians finally were able to recognize just how many serious, permanent, and life-threatening
complications, including a higher incidence of death, that laparotomy had been subjecting patients to.
[16, 39, 40,178, 22,90,179,188] Though these open methods were convenient for the surgeon, the large
incision wounds actually caused patients to undergo acute, multi-organ distress. Excessive injury to
tissue activates a cascade of deleterious physiologic mechanisms, with the systematic inflammatory
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process alone causing the release of a bewildering array of tissue-damaging enzymes like fibrinogen,
plasminogen activators, and tissue thromboplastin, just to name a few.[76] Since the inflammatory
response is actually maintained long after the initial surgery, a patient’s health can deteriorate for
weeks after a large incision surgery, while a chronic condition of “continued malfunction of one or
more organ systems can occur, despite...the absence of persistent infection, and other identifiable
insults...”[180]

Standards raised

The extensive, de novo adhesion formations after large incision surgeries also had the potential to
cause years of severe complications, including compromised organ function and chronic pain, all of
which were completely unrelated to the original illness. Life-threatening bowel obstructions caused by
these de novo adhesions were an especially dangerous potential complication that required additional
open surgery— sometimes more than one — to restore organ function.

As well, by today’s standards, the loss of blood was staggering, often exceeding 1000 ml and
necessitating large volume blood transfusions in up to half of all cases, And serious, chronic wound
disorders were nearly inescapable, with the potential to leave patients in pain for months or even years
with incisions that just wouldn’t heal, gaping and oozing with infection for seeming eons. (Figures X

through X) [90,181,182]

FIGURE X: A painful and severe case of wound dehiscence.

Thoroughly legitimized as scientific truths

The combination of these effects had patients wreathing for weeks in unrelenting agony, with 2-3
weeks in the hospital, including time in the ICU, considered as normal outcomes; so normal, in fact,
that the literature prior to minimally invasive surgery rarely mentioned these events as complications at
all, demonstrating that they had come to be viewed as unavoidable, and therefore, acceptable
aftermaths. If one had only the medical literature of the pre-minimally invasive era as a gauge, it would
seem as if all was right in the world of surgery, so thoroughly legitimized as scientific truths had these
assumptions become. (Figures X and X).
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Figures X and X: This, an acceptable outcome?

Relieved of any meaningful culpability

If deaths did occur, laparotomy had become so beyond reproach that such outcomes were invariably
attributed to other causes, such as anesthesia-induced effects or the patient’s advanced age, with the age
of 60 often counted as “advanced.” Relieved from any meaningful culpability, “death by laparotomy”
was rarely suggested as a cause, as it would have held little explanatory power.

In short, with open surgery reigning as an unchallenged authority over human lives for so long,
catastrophic outcomes remained unrecognized as such. It was only after overwhelming evidence in
favor of videoendoscopy accreted to a point where it became impossible to ignore, especially by
patients themselves, that large incision surgeries were finally subjected to more rigorous critical
analysis, a nearly 30 year process that finally has led to its worldwide downfall as the gold standard of

surgery.

Final Note: Patient Advocacy Still Needed

Still, the advocacy work to perfect and promote minimally invasive surgery is not done. There are still
too many patients who are enduring needless open procedures. Statistics from 2004, for example,
estimate that 2 million laparotomies are performed every year for benign conditions in the US alone.
[183] Even now, in 2010, only one-third of the estimated 600,000 hysterectomies in the U.S. are
performed minimally invasively, while an estimated 75% of all surgeries are still performed using large
incisions. [14,184]

Nevertheless, humankind is closer than ever to the ideal of performing the most advanced surgeries
through the least traumatic incisions. For this reason, the move toward minimally invasive surgery
turned out to be one of the greatest achievements of 20th century medicine. More than that, it
transformed into one of the world’s most important human rights movements, a change which touched
the lives of millions of patients who had suffered too long in the shadows of silence. [185]
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Figure X: Thirty ears after Nezhat introduced Videoendscopy, after all the battles were waged and won
to overthrow the old ways, today it is finally recognized as the gold standard of surgery, taught in every
medical school throughout the world.
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