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Abstract t 

Objectives:Objectives: The objectives of this study were to compare patients with Crohn's disease 
withh laparoscopic versus open surgery with respect to cosmetic results, body image, and 
pre-- and postoperative experiences. In addition, the effect on patients' grading of their 
scarss and knowledge of the cosmetic results of the alternative procedure was assessed. 
Finallyy the treatment preference of patients was determined. 
Methods:Methods: Thirty-four patients participated; 11 after open resection (OR), 11 after 
laparoscopically-assistedd resection (LR) and 12 patients without resection (WR). 
Retrospectively,, the patients filled out several questionnaires pertaining to body image, 
hospitall  experiences and quality of life. One-way analysis of variance, student's t-tests 
andd Pearson's correlation were used for statistical analysis. 
Results:Results: The cosmetic score was significantly higher in thee LR than in the OR group (p< 
0.01).. Body image correlated strongly with cosmesis and with quality of life. The 
operatedd groups experienced matters such as postoperative pain, time until resumption of 
aa normal diet and hospital stay similarly. The size of the scar was rated significantly more 
importantt by the OR and LR group than by the WR group. Showing pictures of the 
alternativee approach increased the difference in grading of scars in favour of laparoscopy. 
Patientss were willin g to accept a small risk of re-operation, or an additional fee, to have 
laparoscopicc surgery. 
Conclusions:Conclusions: Laparoscopic surgery was associated with better cosmesis when compared 
too open surgery. The large majority of patients preferred laparoscopic to open surgery, 
evenn if this would imply an additional fee, or a higher risk of re-operation. 
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Introductio n n 

Sincee the revival of minimally invasive surgery, advanced laparoscopic procedures 
suchh as laparoscopic colorectal surgery, have become available 2-4-5-10-14-16-17-22. jhe first 
reportss on laparoscopic bowel resection indicated several advantages with respect to open 
colorectall  surgery, such as a shorter recovery period after surgery, a reduction in operative 
bloodd loss, an earlier passage of flatus, an earlier resumption of oral intake, a shorter 
hospitall  stay, lower infection and complication rates, a superior nitrogen balance, an 
earlierr return to full activity, less pain and superior cosmetic results 1518-21. However, these 
observationss have not been substantiated in randomised studies yet. Moreover, 
laparoscopicc colectomy has not been as successful as other laparoscopic procedures 
becausee of the complex and difficult nature of the procedure. 

Attentionn has been paid to the assessment of quality of life following either medical or 
surgicall  intervention among patients with inflammatory bowel disease " 13. However, 
littl ee is known about the subjective feelings and the cosmetic consequences of scarring in 
patientss who undergo either conventional or laparoscopic abdominal surgery. Much has 
beenn written about body image in patients with cancer, particular after mutilating 
operationss such as mastectomy 7'919. Body image is defined as person's perception of, 
satisfactionn with, and attitudes towards his or her body in general and to particular areas 
off  the body. 

Ourr aim was to evaluate cosmetic results and body image in surgically treated patients 
withh Crohn's disease and to determine whether these are affected by the surgical approach 
(laparoscopicc versus open ileocolic resection). In addition we evaluated the pre- and 
postoperativee experiences of patients who had ileocolic resection (open versus 
laparoscopic)) and evaluated the importance that patients assigned to various aspects of 
surgeryy that may differ between the two surgical approaches. Finally, using photographs, 
wee assessed the effect of knowledge of the cosmetic results of the alternative procedure 
onn patients' grading of their own scar, and we assessed the patients' preference for type of 
surgery,, using a trade-off method. The latter treatment preference was also carried out in a 
controll  population of patients with Crohn's disease who had been conservatively treated. 

Material ss and Methods 

Patients Patients 
Patientss were recruited from the records of the departments of Gastrointestinal Surgery 

andd Hepato- Gastroenterology from the Leiden University Medical Center. 
Forty-twoo patients with Crohn's disease were asked to participate in the study; thirty-four 
patientss agreed (81%). Their mean age was 32 years (range 17-52). Eleven patients had 
hadd open ileocolic resection (OR), 11 had had laparoscopically-assisted ileocolic resection 
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(LR)) for obstructive disease and 12 patients were without ileocolic resection (WR). The 
responsee rate was slightly lower for the no resection group (WR: 75%, OR: 84.6 %, LR: 
84.66 %). The study was approved by the ethics review board of the Leiden University 
Medicall  Center. 

Methods Methods 
Patientss were approached by letter and asked to keep a diary during the 7 days 

precedingg an outpatient clinic visit. From this diary the Crohn's Disease Activity Index 
(CDAI)) and Activity Index (AI) 6 were determined, to control for a possible negative 
impactt of disease activity on the patients' evaluation of surgery and body image. A higher 
CDAII  and AI score signified a higher disease activity. With the same purpose, patients 
weree asked to fil l in the Dutch version of the Inflammatory Bowel Disease Questionnaire 
(IBDQ)) on the day before the clinic visit. The IBDQ is a validated measure of the quality 
off  lif e of patients with inflammatory bowel disease3. A higher score signified a better 
qualityy of life. 

Onn the day of the clinic visit, patients were asked by an independent investigator 
(MSD)) to fil l out a Body Image Questionnaire (BIQ), a Hospital Experience 
Questionnairee (HEQ) and a Photoseries Questionnaire (PSQ). 

BodyBody image Questionnaire (BIQ) 
Thee BIQ (see page 110) consists of eight items evaluating body image and cosmesis 

afterr surgery. Prior to this study the BIQ was tested in patients in whom a Caesarean 
sectionn or an appendectomy had been done. In a factor analysis, the questionnaire was 
shownn to consist of two factors, a body image and a cosmetic factor. The body image 
scalee measures patients perception of and satisfaction with their own body and explores 
patientss attitudes towards their bodily appearance (items 1,2,3,4,5). The cosmetic scale 
assessess the degree of satisfaction of patients with respect to the physical appearance of 
thee scar (items 6-8). The reliability coefficients (values of Cronbach's alpha) for the body 
imagee and cosmetic scales were 0.80 and 0.83, respectively. Two items have been added 
too the final version of the BIQ concerning self-confidence before and after surgery. 

TheThe Hospital Experience Questionnaire (HEQ) 
Too clarify the doubts whether patients experience open and laparoscopic surgery 

differently,, we developed the Hospital Experience Questionnaire (9 questions, see page 
111).. In this questionnaire the patient's recollection of the pre- and post-operative period 
iss evaluated. The HEQ includes questions about complications, pain, the length of 
hospitall  stay, time span until resumption of a normal diet and return to daily activities. 
Finally,, the patients were asked to rate the importance of these aspects of surgery, and the 
importancee of the size of the scar, on a scale from 1 (least important) to 6 (most 
important). . 
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TheThe Photoseries Questionnaire (page 112) 
Thee PSQ (7 items) was developed to assess whether knowledge of cosmetic results of 

thee alternative approach influences the evaluation of the scare, and to measure the 
strengthh of preference of the patients for the surgical approach to ileocolic resection. 
Patientss (except for those in the WR group) were asked to grade their own scar on a scale 
fromm 1 (lowest score) to 10 (highest score). Next, they had to grade pictures of the 
abdominall  scars after an open and a laparoscopic ileocolic resection (Figure 1). After thus 
havingg seen the surgical alternative they were once more asked to grade their own scar. 

Patientss were asked to state their preference for type of surgery, should they require 
ileocolicc resection again. The patients who choose laparoscopy were asked whether (and 
howw much) they would be willing to pay in a hypothetical situation where the only 
differencess between open and laparoscopic surgery would be the scar and the costs of 
surgeryy (laparoscopy being more expensive). In another question they were asked for their 
preferencee in a hypothetical situation where the only differences between open and 
laparoscopicc surgery would be the scar and a 5% risk in laparoscopic surgery of damage 
too the ureters (see page 112, question 7). 

FigureFigure 1. Pictures of the abdomen after laparoscopically-assisted (A) and open (B) ileocolic 
resectionresection used in the photo series questionnaire 
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StatisticalStatistical analysis 
Alll  data were checked for accuracy and analyzed using SPSSK 6.1 (SPSS Benelux BV) 

forr Windows. Differences between the groups were tested using One-Way Analysis of 
Variancee with Tukey post hoc testing and student's t-tests for independent groups. A 
valuee o£p< 0.05 was considered statistically significant. Pearson's correlation coefficients 
weree used to look for correlations between the different scales and variables. 

Results s 

Patients Patients 
Groupp characteristics are described in table 1. Since January 1995, the 

laparoscopically-assistedd ileocolic resection has been the procedure of choice for Crohn's 
diseasee of the terminal ileum in our hospital. Therefore, the period between ileocolic 
resectionn and the study was significantly longer in the OR group than in the LR group. 
Postoperativee hospital stay was significantly longer in the OR than in the LR group. 
Postoperativee complications were comparable in both groups. The LR group tended to be 
youngerr than the other groups. The gender ratio between groups did not differ 
significantly,, however the WR group had more men compared to the surgically treated 
group.. Groups were comparable for marital status. Patients in the LR group tended to use 
aa higher dose of steroids. 

Thee total IBDQ score and subscores did not differ significantly between groups. The 
WRR group tended to have a higher total IBDQ score (better quality of life). A higher total 
IBDQQ score correlated inversely with the dose of steroids (r= -0.56 ;p= 0.001) and with 
CDAII  score (r= -0.66 ; p< 0.001). The IBDQ did not correlate significantly with the AI. 
Thee total IBDQ score was significantly higher in men than in women (140, SD 11 (n=27) 
versuss 121, SD 17 (n=7) ;p= 0.007). In particular, the IBDQ subscores bowel symptoms 
(45,, SD 3 versus 36, SD 7;/?<0.001) and social functioning (24, SD 2 versus 21, SD 4, 
p=0.Q5)p=0.Q5) were significantly higher in men than in women. Disease activity indices (CDAI 
andd AI) were not significantly lower in men compared to women, whereas the steroid use 
wass significantly higher in women (7.2 mg, SD 9.2 versus 0.7, SD 1.9; p=0.004). 
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TableTable 1. Patient characteristics 

without t 
ileocolic c 
resection n 

(WR) ) 

(n=12) ) 

openn ileocolic 
resectionn (OR) 

(n=11) ) 

laparoscopically--
assistedd ileocolic 

resectionn (LR) 

(n=11) ) 

Genderr ratio (male : female) 

Age e 

Colonicc lesions: 
-- Crohn's disease in ileum/ 
neoo terminal ileum 
-- colonic Crohn's disease 

CDAI I 

Al l 

Postoperativee hospital stay 

Postoperativee complications 

Periodd between ileocolic 

resectionn and the study 

Secondd ileocolic resection 

Additionall abdominal scars (besides 

thee scar due to ileocolic resection) 

Perianall fistula 

Usee of anti-depressive medication 

Steroidss (average dose in mg) 

Totall IBDQ score (32-160) 
Bowell symptoms (10-50) 
Systemicc symptoms (5-25) 
Emotionall function (12-60) 
Sociall function (5-25) 

4 : 8 8 

35.8 8 
(19-49) ) 

9/12 2 

2/12 2 

2 : 9 9 

32.2 2 
(200 - 52) 

11/11 1 

2/11 1 

3/11 1 

11 : 10 

28.2 2 
(17-40) ) 

11/11 1 

9/12 2 

97.9 9 
(41.8-231.8) ) 

68.8 8 
(24.11 -113.5) 

--

--

--

8/11 1 

138.6 6 
(53.3-291.3) ) 

66.1 1 
(14.8-109.8) ) 

9.99 days 

(8 -15) # # 

wound d 
abscess s 

400 months ** 
(22 - 63) 

9/11 1 

129.1 1 
(16.4-364.9) ) 

64.3 3 
(400 - 103.4) 

5.55 days 

( 4 - 8 ) # # 

Douglas s 

abscess s 

7.22 months ** 
(2-15) ) 

2/11 1 

--
1/12 2 

3.1 1 
(0-15) ) 

129.88 (83-152) 
38.9(211 -47) 
19.11 (11-25) 
48.88 (35-57) 
23.2(16-25) ) 

--
--

5.6 6 
(00 - 20) 

123.4(107-150) ) 
38.22 (29-48) 
17.2(11-23) ) 
47.11 (38-55) 
20.99 (14-25) 

1/11 1 

1/11 1 

8.0 0 
(0 -30) ) 

120.6(96-144) ) 
36.77 (24-45) 
16.7(11-24) ) 
46.44 (33-57) 
20.8(15-25) ) 

't-- test p=0.000 m T-test: p< 0.01 
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BodyBody Image Questionnaire 

BodyBody image scale 
Thee body image score was higher in the LR than in the OR group, but not significantly 

(t-test:: /?= 0.2) (Table 2). Patients in the LR group answered significantly more favorably 
too the item: "Do you think the operation damaged your body?" (Mest: /?=0.018). The 
measuress of pre- and post-operative self-confidence did not differ between the OR and LR 
groupss (7.4 versus 7.2 and 6.9 versus 7.3 respectively, on a scale from 1-10). The body 
imagee scale correlated with the IBDQ (r= 0.50; />=0.02) and inversely with the CDAI (r= 
-0.500 ; £=0.02). The body image scale correlated positively with the cosmetic scale (r= 
0.799 ;/><0.001). Higher self-confidence after surgery was associated with a better body 
imagee (r= 0.74 ;p< 0.001). Having fewer additional abdominal scars (besides the scars 
duee to ileocolic resection) also correlated positively with body image (r=0.51,/?=0.02). 
Menn had non-significantly higher body image scores than women (19.3 SD 1.2 versus 
16.88 SD 3.0;p=0.18). No associations were found between body image and steroid use, 
maritall  status, gender, age and period between ileocolic resection and the study. 

CosmeticCosmetic scale 
Thee cosmetic score was significantly higher in the LR compared to the OR group (t-

test:/?=0.009)) (Table 2). The cosmetic scale correlated with self-confidence after surgery 
(r== 0.58 ;p= 0.003) and with having fewer additional abdominal scars (r=0.59; p=0.004). 
Menn were seen to have higher cosmetic scores than women (21.3, SD 1.5 versus 17.9, SD 
5.5;/?=0.05).. No associations were found between the cosmetic scale and IBDQ, steroid 
use,, marital status, gender, age and period between ileocolic resection and the study. 

TableTable 2. Scores of body image and cosmetic scales. A higher score signified respectively a better 
bodybody image and a higher degree of satisfaction with the scar 

withoutt ileocolic 
resectionn (WR) 

(n=12) ) 

--

openn ileocolic 
resectionn (OR) 

(n=11) ) 

16.4* * 
(10-20) ) 

15.6** * 
(44 - 22) 

laparoscopically y 
-assistedd ileocolic 
resectionn (LR) 
(n=11) ) 

18.0* * 
(13-20) ) 

21.2** * 

(15-24) ) 

bodyy image scale 

(range:: 5-20) 

cosmeticc scale 

(range:: 3-24) 

t-t- test: p-Q.20 t-test:t-test: p<0.01 
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HospitalHospital Experience questionnaire 
Theree were no differences between the OR and LR group in the experience of 

complications,, pain, length of hospital stay, time span before the patients could eat 
normallyy and return to their daily activities. The item "no complications" was ranked as 
thee most important item by all groups (Figure 2). "Delay in resuming normal diet" was 
rankedd as the least important item by the OR and LR groups. Both "size of the scar" and 
"delayy in resuming a normal diet" were ranked as the least important items by the WR 
group.. The size of the scar was rated as more important by the OR and LR group than by 
thee WR group ( Mest: p< 0.05). 

BWR R 

 LR 

DOR R 

00 1 2 3 4 5 6 

FigureFigure 2. Patient ratings of the importance of aspects of surgery mean scores of the Hospital 
ExperienceExperience Questionnaire, in conservatively treated patients (WR), in patients having had open 
surgerysurgery (OR) and in patients having had laparoscopic surgery (LR). A higher score signifies higher 
importance. importance. 

PhotoPhoto Series questionnaire 
Patientss in he LR group assigned significantly higher scores to their own incisional 

scarss than those in the OR group: 8.6 (SD 1.5) versus 6.4 (SD 2.4), respectively (/-test: 
/?=0.02).. After having seen the results of the alternative approach, the LR group graded 
theirr scar higher (mean: 8.9, SD 1.1) and the OR group graded their scar lower (mean: 5.6 
SDD 2.1), making the difference even more significant (/?<0.001). In neither group was the 
changee in scores significant. The WR group graded the laparoscopic and open scars 8.9 
(SDD 1.1) and 6.4 (SD 1.1) significantly different (/-test: pO.001). 
Onlyy three of the 34 patients (8.8 %) (2/12 from the WR, 1/11 from the OR and none from 
thee LR group) preferred the open approach to the laparoscopic approach. In the situation 
off  the hypothetical risk of 5% of damaging the ureter during laparoscopic surgery still 
21/344 patients (61.8%) (7/12 from the WR, 4/11 from the OR and 10/11 from the LR 

noo complications 

painn after surgery 

dailyy activities 

hospitall stay 

sizee of the scar 

normall diet 
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group)) preferred the laparoscopic approach to the open approach. Twenty-four of the 32 
patientss (75%) (10/12 from the WR, 7/10 from the OR and 7/10 from the LR group) 
statedd they were willin g to pay extra for the laparoscopic surgery, given that the only 
differencee between the two types of resection was the incisional scar. Twenty-five percent 
weree willin g to pay up to S250 (500 Dutch guilders; exchange rate 1998), 25% between 
S250-S5000 and 25% more than S500. 

Discussion n 

Wee evaluated body image and cosmesis in patients treated for Crohn's disease. Patients 
whoo had undergone laparoscopic resection had significantly better cosmetic scores than 
patientss who had open resection. For body image the effect was in the same direction, but 
nott significant. The groups did not differ with respect to quality of life and disease 
activity,, two factors that were associated with body image (in a positive and a negative 
sense,, respectively). Based on the activity index values (AI < 100 and CDAI < 150) the 
diseasee activity in our study population was quiescent6. 

Thee LR group had a slightly higher proportion of females. This will have masked 
differencess between open and laparoscopic resection, as the females in our study tended 
too have both a lower body image and a lower cosmetic score. With an equal gender 
distributionn the differences between the LR group and the OR group with respect to body 
imagee and cosmesis can be expected to be more pronounced. Given the small number of 
menn however, we were not able to analyse any gender effects in depth. 

Ann important difference between the laparoscopic and the open group was the time 
elapsedd since surgery. Since 1995, laparoscopic surgery is the procedure of choice for 
Crohn'ss disease. This is the reason why we could only use a retrospective design. Ideally, 
thiss study should have been randomised, which was not possible at this time, as this 
wouldd have meant submitting patients to an unpreferred procedure. One may hypothesize 
howeverr about the direction in which any bias in our study may have worked. As the 
patientss in the open group have had more time to adapt to their scar, and have learnt to 
acceptt it, they will have displayed a better body image and cosmesis than would have 
beenn the case had they been questioned 7 months after surgery (as was true for the LR 
group).. This would imply that in an unbiased setting the difference would have been more 
pronounced,, in favour of laparoscopic surgery. 

Bodyy image makes up only a small part of quality of life, and it is highly likely that 
differencess in body image will not be picked up by quality of life questionnaires. This will 
especiallyy be the case if the effect is measured through more general psychological or 
sociall  scales only, i.e., if the questionnaire has no specific items pertaining to body image. 
Severall  disease specific quality of life measures exist that can be used for Crohn's disease, 
suchh as the IBDQ and the GIQLI, but evaluation of body image and cosmesis are not 
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includedd in these. This was the reason for us to develop a body image questionnaire to 
assesss the effect of surgical interventions. Since aspects such as body image and cosmetic 
resultss after surgery are specific features of minimal invasive abdominal surgery, they 
shouldd be taken into consideration when evaluating this type of surgery. 

Inn none of the studies considering laparoscopic abdominal surgery either body imagee or 
cosmesiss and self-confidence level after surgery were evaluated 2-4-5101418-21-23 Most 
authorss focus on the benefits of laparoscopic colorectal surgery in terms of a reduction in 
operativee blood loss, an earlier passage of flatus, an earlier resumption of oral intake, a 
shorterr hospital stay, lower infection and complication rates, a superior nitrogen balance, 
aa lower rate of adhesions after surgery, an earlier return to full activity and less 
postoperativee pain. The aspects of body image andd cosmesis have either been ignored or 
authorss described the results assessing cosmesis from their point of view rather than from 
thee patient's. In the study of Pfeifer et al. '5, cosmetic results of surgery were evaluated by 
onlyy two questions. It was concluded that from the patient's point of view cosmesis is 
unimportant.. This is in discordance with our study, which used a much more reliable and 
sensitivee questionnaire. 

Thee Hospital Experience Questionnaire was developed to evaluate the experience with 
andd the importance assigned to several of the above mentioned aspects of surgery that are 
broughtt forward in favour of laparoscopic surgery. Quite unexpectedly we noticed that 
patientss who had laparoscopic surgery, stated to have experienced similar postoperative 
pain,, time to resumption of a normal diet, and length of postoperative stay as the open 
group,, which was remarkable since objectively hospital stay was twice as long in the OR 
group. . 

Inn all three patient groups uncomplicated surgery was considered the most important 
issue.. Remarkably, patients who had not yet undergone surgery, the WR group, assigned 
thee least importance to the scar, whereas for both surgery groups this item ranked much 
higherr (and significantly so). Such a change in preference following surgery, in addition 
too the higher grades for laparoscopy following the photo series, underscores the 
importancee of laparoscopic surgery for body image. Furthermore, if the patients were 
givenn the opportunity to choose, most of them would have chosen the laparoscopic 
approachh even if there were a risk of damaging the ureter or if they had to pay an 
additionall  fee. 

Crohn'ss disease predominantly affects patients between the ages of 15 to 35 years. 
Lifetimee chance of surgery in patients is estimated to be over 80%. Reoperation rates at 5 
andd 10 years, uninfluenced by duration of disease or the age of the patients, are 25% and 
35%% respectively u'23. The application of the laparoscope in the surgical treatment of 
Crohn'ss disease is attractive. Although many of the claimed advantages of laparoscopic 
colorectall  surgery are unproven, one of the definite advantages of laparoscopy in these 
youngg patients is the improved cosmetic result. 

Laparoscopicc surgery was associated with better cosmesis when compared to open 

107 7 



ChapterChapter 9 

surgery.. The large majority of patients preferred laparoscopic to open surgery, even if this 
wouldd imply an additional fee, or a higher risk of re-operation. In young patients with 
Crohn'ss disease better cosmesis may prove to be the most important and lasting advantage 
forr choosing a laparoscopic approach. 
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BodyBody Image Questionnaire 

11 Are you less satisfied with your body since the operation? 
range:: 1 = no, not at all 

22 = a little bit 
33 = quite a bit 
44 = yes, extremely 

22 Do you think the operation has damaged your body? 
range:: 1 = no, not at all 

22 = a little bit 
33 = quite a bit 
44 = yes, extremely 

33 Do you feel less attractive as a result of your disease or treatment? 
range:: 1 = no, not at all 

22 = a little bit 
33 = quite a bit 
44 = yes, extremely 

44 Do you feel less feminine/ masculine as a result of your disease or treatment? 
range:: 1 = no, not at all 

22 = a little bit 
33 = quite a bit 
44 = yes, extremely 

55 Is it difficult to look at yourself naked? 
range:: 1 = no, not at ail 

22 = a little bit 
33 = quite a bit 
44 = yes, extremely 

66 On a scale from 1 - 7, how satisfied are you with your (incisional) scar? 

11 = very 
unsatisfie e 
d d 

2 2 3 3 44 = not 
unsatisfied// not 
satisfied d 

5 5 6 6 77 = very satisfied 

77 On a scale from 1 - 7, how would you describe your (incisional) scar? 

11 = 
revolting g 

2 2 3 3 44 = not revolting/ 
nott beautiful 

5 5 6 6 77 = beautiful 

88 Could you score your own incisional scar on a scale from 1-10? 

100 How confident were you before your operation? 
range:: 1 = not very confident 

100 = very confident 

111 How confident were you after your operation? 
range:: 1 = not very confident 

100 = very confident 
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HospitalHospital Experience Questionnaire (HEQ) 

11 How did you experience the admission period (in the hospital) after the operation? 
range:: 1 = much too long 

22 = a little bit too long 
33 = not too long, not too short 
44 = a little bit too short 
55 = much too short 

22 What did you think of the treatment you received? 
range:: 1 = very bad 

22 = bad 
33 = reasonable 
44 = good 
55 = very good 

33 Did you have any complications after the operation? 
00 yes 
00 no (please go to question 6) 

44 What kind of comptication(s)? 
55 How imposing were the complications? 

range:: 1 = not imposing 
22 = a little bit imposing 
33 = quite a bit imposing 
44 = very imposing 
55 = I can not remember 

66 How was the pain after the operation? 
range:: 1 = no pain at all 

22 = a little bit pain 
33 = quite a bit pain 
44 = a lot of pain 

77 Did it take long after the operation, before you could return to your normal activities? 
range:: 1 = no, not at atl 

22 = yes, a little bit 
33 = yes, quite a bit 
44 = yes, extremely long 
55 = I can not remember 

88 Did it take long before you could eat normally? 
range:: 1 = no, not at all 

22 = yes, a little bit 
33 = yes, quite a bit 
44 = yes, extremely long 
55 = I can not remember 

99 Please rate how important the following items were for you in the period after your operation: 
11 = least important 
66 = most important 

Durationn of hospital admission. 
Sizee of scar. 
Noo complications. 

** Pain after surgery. 
Delayy in resuming normal daily activities. 
Delayy in resuming normal diet. 
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PhotoPhoto Series Questionnaire 

11 Could you score your own incisional scar on a scale from 1 - 10 ? 
22 This is a photograph taken of a laparotomy scar. Could you score the scar {scale: 1 -10)? 
33 This is a photograph taken of a laparoscopic scar. Could you score the scar (scale: 1-10)? 
44 Could you now score your own scar after having seen the alternative scar of the same 

operation? ? 
55 If you needed an ileocolic resection again, which technique would you prefer? 

00 laparotomy 
00 laparoscopic - assisted 
00 it doesn't matter 

66 Assuming you needed an ileocolic resection, how much would you be willing to pay to have 
laparoscopicc surgery, given that the only difference between the two types of resection is 
thee incisional scar? 
00 nothing 
00 between NF 0 - 499 
00 between N F 500 - 999 
00 between NF 1000-1999 
00 more then NF 2000 

77 The urine is produced by the kidneys and is excreted via the ureters to the bladder. With a 
laparotomy,, the chances of damaging the ureters is less than 1%. With a laparoscopic 
operation,, the chance is 5%. If the ureters were damaged, the patient would undergo a 
laparotomyy anyway to repair the damage. 
Givenn this information, if you needed an ileocolic resection, which technique would you 
prefer? ? 
00 laparotomy 
00 laparoscopic - assisted 
00 it doesn't matter 
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