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ABSTRACT

Objective: Laparoscopic Cholecystectomy (LC) is the
gold-standard procedure for chronic cholecystitis.
However, its safety in acute cholecystitis has been
questioned because of the abnormal anatomy associated
with the acute inflammation. Our aim was to evaluate
the safety of LC in acute cholecystitis.

Design: Retrospective

Setting: Department of Surgery, Al-Amiri Hospital,
Kuwait

Material and Methods: During the period 1992 -1999,
300 patients with acute cholecystitis were evaluated. We
assessed the efficacy of LC by studying the postoperative

hospital stay; and its safety by studying the rate of
conversion, especially by adopting the policy of early
conversion whenever the anatomy was obscure. The
morbidity associated with LC in acute cholecystitis was
evaluated.

Results: Postoperative hospital stay was one day in 45%
and two days in 23% patients. Our conversion rate was
15%. Major postoperative complications were seen in 4%
cases. There was no incidence of CBD injury.
Conclusion: LC is a safe and effective procedure for acute
cholecystitis if the policy of early conversion when
anatomy is obscured is adopted.
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INTRODUCTION

Laparoscopic Cholecystectomy (LC) is now
considered as the procedure of choice for patients
with gall bladder disease, especially those with
chronic cholecystitis*? due to reduced postoperative
hospital stay and early return to work. However, in
acute cholecystitis (AC), the presence of edema and
inflammation that results in obscuring the anatomy,
make the operative dissection much more difficult
and this could result in higher morbidity and
reduced benefit from the laparoscopic approach®.
In our experience, LC for AC is a safe and effective
method for management of AC with an acceptable
rate of conversion and morbidity®®. This has been
accomplished by a low threshold for conversion
when anatomy is distorted.

MATERIALS AND METHODS

Two thousand seven hundred and fifty patients,
who underwent LC from February 1992 until October
1999, were retrospectively evaluated. Three hundred
patients presented with acute cholecystitis. The
diagnosis was based on history, clinical examination,
the presence of fever, leucocytosis and diagnostic
evidence of AC by ultrasound examination. Operative
time, conversion rate, the reasons for conversion and
postoperative complications were evaluated in
both urgent and emergency cases.
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Technique:

LC was done by using the four port technique.
A needle aspiration of the gall bladder was done at
the beginning of the procedure to facilitate
grasping the gall bladder wall which is usually
thickened due to the inflammation. Omental
adhesions were released by blunt dissection to
identify the Callot’s triangle. If traction of the
Hartman’s pouch was not feasible by the usual
graspers, we used the Wolf grasper which has a
good grip on the wall by the sharp stems. Traction
on the fundus was facilitated by a stitch which was
then caught by a grasper. If the dissection at the
Callot’s triangle was difficult, then an attempt was
made at identifying the structures first by fundus
dissection. Electrocautery dissection was used to
expose the cystic duct and the cystic artery. This
was facilitated by the use of hydro-dissection with
the suction tube. For thick and wide cystic ducts, a
Roeder loop knot was used to secure them. We did
not do routine intra-operative cholangiogram.
Patients with raised liver enzymes or suspected of
having common bile duct stones had a pre-
operative endoscopic retrograde cholangio-
pancreatogram (ERCP)"#9, The gall bladder and
any spilled stones were collected in a retrieval bag
which was extracted through an extended
umbilical port. Draining the liver bed was not done
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Table 1: Reasons for prolonged hospital stay (more than Table 2: Reasons for conversion
one day)
Reason for conversion No. of cases
Reason No. of cases
Gall bladder pathology 35
Conversion 415 Abnormal anatomy 20
Gall bladder pathology 50 Bile leak and stone spillage 15
Patient’s request 15 Abdominal adhesions 4
Complications 27 Cystic artery bleeding 2
Common bile duct injury 0
Bowel injury 0
Table 3: Operative complications
Complication No. of cases Table 4: Post-operative complications
Bleeding 12 Complication No. of Cases
Common bile duct injury Nil - .
Cystic duct injury 4 Major complications
G B puncture 45 Common bile duct Injury Nil
Liver trauma 6 Bleeding 1
Bile leak 3
Abdominal collection 5
. . . Melena 1
routinely and it’s use was left to the judgement of Pancreatitis 2
the operating surgeon. Minor complications
Re-admission 11
RESULTS Wound Complications 20
. . . .. Others:
LC was attempted in 300 patients with a clinical Medical or anesthesia related 15

and radiological diagnosis of AC. Out of these
patients, 120 (40%) were male and 180 (60%) female.
The mean age was 45 years (range 17 - 73 years).
The mean operating time was 80 minutes (range 45
- 310 minutes). The mean postoperative hospital
stay was 1.56 days (range 1 - 20 days). One day
postoperative hospital stay was seen in 137 (45%)
and two days hospital stay in 69 (23%) patients. The
remaining patients stayed for more than two days.
The reasons of prolonged hospital stay (more than
one day) are shown in Table 1. In some cases, there
was more than one reason to account for the
increased hospital stay. The conversion rate was
15% (45). The reasons for conversion are shown in
Table 2. There was again more than one reason for
conversion to open cholecystectomy.

Pre-operative ERCP was done in 42 cases. The
indications were raised liver function tests or
evidence of dilated common bile duct by ultrasound.
ERCP was abnormal in only 20 (47%) cases where
stones were found and extracted. Postoperative
ERCPwas done in eight cases and was abnormal in
seven (87%) cases. Postoperative ERCPwas done to
deal with retained stones (2 cases), postoperative
complications such as bile leak (3 cases) and
pancreatitis (2 cases). Our operative complications
are shown in Table 3, and postoperative
complications in Table 4.

Re-admission to hospital was considered as a
minor complication and was seen in 11 cases; out
of which two cases were due to retained stones,
three cases were found to have small non-drainable

abdominal collection, two cases due to non-specific
abdominal pain and four cases due to upper
abdominal pain that was due to peptic ulcer. Other
minor complications included those due to
anesthesia or associated medical disease like
ischemic heart disease, heart failure and
hypertension.

DISCUSSION

Laparoscopic cholecystectomy done electively
has significant benefits for the patients, including
short hospitalization and reduced wound complications.
In our experience, these benefits have also been
achieved for patients with acute cholecystitis,
where the majority of our patients stayed post-
operatively for short periods (45% stayed for one
day and 23% stayed for two days). Twenty (6.6%)
patients suffered from minor wound complications
like wound seromas or superficial wound infection.

The presence of edema, inflammation, fibrosis
and sometimes necrosis with gangrene make
dissection of the Callot’s triangle and the gall
bladder more difficult, especially if associated with
omental adhesions. This can lead to more
procedure-related complications. An aspiration
needle can be used to decompress the edematous
and thick-walled gall bladder which would
facilitate grasping the wall. Also, the use of stronger
tooth graspers for the cephalad fundus retraction
helped. For thickened cystic ducts, the use of extra
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large clips or roeder loop and the use of a bag for
retrieval of the gall bladder through an extended
umbilical port is useful. Closed suction drainage of
the liver bed was performed in cases with bile
leakage, spilled stones, presence of extensive
necrosis in the liver bed and in cases with thickened
cystic duct where there is a potential for bile leak. In
spite of this modified technique the anatomy
remains unclear; therefore a low threshold for
conversion should be maintained to avoid serious
complications, especially common bile duct injury®.
Our conversion rate was 15% and is similar to the
conversion rates in published literature**,

Our postoperative complications rate was 19.3%.
However, major complications were only 4% as
shown in Table 4. We had no common bile injury
and only one case of intra- abdominal bleeding that
was from the liver bed. This patient required a
laparotomy. We had three cases of bile leak, two
cases from cystic duct and one case from gall
bladder bed. All cases were managed conservatively
by ERCP and percutaneous aspiration of the
collection under ultrasound guidance®, One
patient had malena after ERCP. Abdominal collection
was seen in five cases. Three were managed
conservatively and in two patients, aspiration
under ultrasound guidance was done™,

CONCLUSION

Laparoscopic cholecystectomy for acute cholecystitis
is an effective procedure due to reduced
postoperative hospital stays and wound complications.
It is also safe due to reduced postoperative
morbidity and with an acceptable rate of
conversion. This is achieved by a policy of early
conversion in cases where the anatomy is not clear.
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