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Aim and Obijective

To share a surgeon’s experience of more than 7700 laparoscopic cholecystectomy without any conversions to
open surgery and how to perform safe cholecystectomy.

Materials and Methods

We analyzed the data ofthe 7700 patients retrospectively from a period of 2004 to 2019. All cases were operated
by a single surgeon DrJeevanKankaria ,Professor, Upgraded Department of Surgery, SMS Medical
College,Jaipur.

Results:

Almost 60% of patients were female. Not a single case of conversion to open cholecystectomy was found.
Youngest patient was 217 days old (Guinness Record) and oldest was 109 years old(Limca Book of records).
Longest gall bladder(GB) was 30 cmslong(Guinness record) and smallest was 9 mms long. Maximum stones
recovered from a single GB 11860. No mortality occurred, and morbidity was negligible. No significant
complications were recorded.

Conclusions:

This experience shows that if laparoscopic cholecystectomy performed with precautions and patience chances of
conversion to open surgery can be reduced to zero. Meticulously performing the surgery reduces the
complication rate to minimal. With due care and caution during cholecystectomy, attention towards achieving
the critical view of safety and a standardized technique, complications can be avoided.
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I.  Introduction

Cholelithiasis is one of the most commonbiliary tract diseases worldwide™ 2 It is the most common
surgical condition requiring intervention® * Laparoscopic cholecystectomy(LC) was introduced around 3
decades ago and since then it has become the gold standard®®.Cholelithiasis can be symptomatic as well
asymptomatic, and almost 90% cholecystectomies are performed laparoscopically”®. Multiple factors which can
be patient related or surgeon related can lead to multiple complications and conversion to open
cholecystectomy*®*®Usually an open cholecystectomy is performed in patients with gallbladder mass or
suspicion of gall bladder malignancy, late third trimester of pregnancy, multiple previous upper abdominal
surgeries, age >60 years, male sex, diabetic patients, history of endoscopic retrograde
cholangiopancreatography, dilated common bile duct, gallbladder status and when laparoscopic approach
fails”* 2. With Laparoscopic Cholecystectomythe complication rate seems higher than open cholecystectomy
despite the experience, but complication rates with open cholecystectomy are increasing due to decreased
exposer to open procedure, & 131

With due care and caution during laparoscopic procedure complication rates can be reduced™ ™ As the
surgeon’s experience increases the complication rate and the conversion rates decreases™**

Aim of this study was to share the experience of a single surgeon to perform safe laparoscopic
cholecystectomy and how to decrease complication and conversion rates.

1. Materials and Methods.

A retrospective study of laparoscopic cholecystectomies in 7700 patients performed by a single
surgeon( DrleevanKankaria ,Professor, Upgraded Department of Surgery, SMS Medical College,Jaipur) from a
period of 2004 to 2019. The SMS hospital’s surgical center performs the mostnumbers of cholecystectomy
via laparoscopy except few special cases where open cholecystectomy is beneficial. The center has 8 surgical
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units and the study was conducted by one unit only, in this unit around 15 laparoscopic cholecystectomies are
performed in a week. Institutional Ethical Committee approval was also taken before starting the study.

Most of the patients were admitted for elective procedure. Patients with symptoms of acute
cholecystitis were either operated within 2-3 days of presentation or 3-4 weeks after the resolution of symptoms.
Detailed history of onset of symptoms duration progression was taken. Patients were properly investigated with
routine blood investigations that include complete blood count, liver function test, kidney function test, Serum
electrolytes, HIV, HBSAg, HCV, bleeding time, clotting time PT INR studies. Serum amylase lipase were also
done to rule out pancreatitis and serum Alkaline phosphatase was also done to rule our biliary obstruction.
Imaging such as ultrasonogram was also performed. In some doubtful cases MRCP and CT scans were
performed to look for other pathology. Those with CBD stones in USG were sent for MRCP and ERCP for
stone clearance and operated either within 48 hr or after 3-4 weeks interval.

Patients were monitored post operatively for hospital stay, post op pain, nausea vomiting, oral intake
and other complication.

I11. Results
Total of 7700 patients with 68% female were selected for the study purpose. (Tablel)
Table 1: Different Variables

Variables N
Total patients 7700
Males 2464/32%
Females 5236/68%
Mean age males 39 years
Mean age females 33 years
Conversion 0
Youngest Person 217 days
Oldest person 109 years
Longest GB 30 cms
Shortest GB 9mm
Largest number of stones from single GB 11860 stones
Completion Cholecystectomy for remnant GB 35
Lap Cholecystectomy with CBD exploration 304

Table 2: Etiology for which LC was performed

Etiology N
Chronic Cholecystitis 3083
Acute Cholecystitis 583
Symptomatic gallstones presenting 2120
with hiliary colic
Asymptomatic Gallstones 44
Gall stone pancreatitis 194
Empyema gall bladder 720
Gall bladder polyps/adenomyomatosis 146
Post ERCP 810

Table 3: Difficult GB

No adhesions 1905
Minimal adhesions 1635
Dense adhesions 0781
Obliteration of Calot's triangle 0736
Contracted gall bladder 1340
Mucocele/Empyema 0923
Free floating gall bladder 380

Table 4: complications during Surgery

Complications N Treatment

Perforation of gall bladder 380 Saline wash

Spilled stones 310 Stone extracted

Spilled bile 480 Saline wash with drain placement
Soiling of wound by bile/stones 10 Saline wash

Slipped cystic duct ligature 08 Reapplication/suturing

Cystic artery bleeding 06 Clip application

Bowel injury 5 Repaired Laparoscopicaly
Cholecysto —colic Fistula 9 Cholecystectomy with lap repair
Cholecysto-duodenal Fistula 10 Cholecystectomy with lap repair
Cholectsto-gastric Fistula 2 Cholecystectomy with lap repair
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Table 5: Postop Complication

Complications N Treatment
Excess pain 27 Increased dose of analgesic
Prolonged drain(>48hr) 21 Drain in situ for couple of days
Prolonged ileus(>48hr) 26 None
Nausea/vomiting 174 Frequent antiemetics and analgesic
Subhepatic collection 3 Managed conservatively
Wound infection 4 Daily dressing
Bile duct injury 0 None
Jaundice 0 None
Retained stone 0 None
Table 6: degree of difficulty
Grade Cases
| 3007
1 1573
11l 1441
\Y4 1679
Cuschiaries classification was used

IV. Discussion

The present study shows the author’s experience with laparoscopic cholecystectomy, in a
teachinghospital, over a 15-year period

Gall stones are one of the most common and costly surgical disease” ** *°. Although there are a variety
of non surgical treatments described and tried but most of them do not work for the patient, so surgery has
become the most utilized modality for the treatment of symptomatic gall bladder disease®**" #. Laparoscopic
Cholecystectomy has become the gold standard for removal of GB®. With increase in use of laparoscopic
cholecystectomies, it’s obvious that certain complications rarely seen with OC were more frequent when LC
was performed.These complications included intestinal and vascular injuriesfrom trocar or Veress needle
insertion and majorbile duct injuries® % %

This study shows that ifLaparoscopic Cholecystectomy are performed with patience, the complication
rate can be reduced toa minimal and the conversion rate can be reduced to zero.

Bile Duct injury is one of the most dreaded complications during LC than in OCs
iatrogenic biliary duct injury was described by Sprengel in 1891. In the infancy of (LC), CBD injury occurred
more frequently duringL.C than during OC.Although the incidence of CBD injury during LC is no longer as high
as it was initially, it still exceeds that of open cholecystectomy (0.1 % to 0.5 % in LC vs 0.2 % in OC )*

Risk Factors for CBD injury are Lack of experience (learning curve), Misidentification of biliary
anatomy, Intra-operative bleeding, Lack of recognition of anatomical variation of biliary tree and improperly
functioning instruments. Other factors areAcute and chronic cholecystitis, Empyema, Long standing recurrent
disease, Advanced age,Obesity and Previous surgery.®! 3233,

There are few steps that need to be taken during LCs to avoid complications rate. Critical view of
safety introduced by Professor Steven Strassberg is one of themost important landmarks. Several studies
confirm that routine use of these techniques eliminates the chances of complication such as CBD injury.

Clearing the fat and fibrous tissue from the Calot’s triangle, freeing up the lower third of the GB from
the liver bed/cystic plate and confirming that two and only two structures are seen entering the GB are three
requirements for the critical view of safety. No tubular structure duct should be clipped divided unless the
critical view of safety is achieved® %

Always use 30 degree telescope with HD camera or with good endo-vision system®. When entering the
port, first visualize where and how the CBD is located (to create a rough image in mind)*’. Retraction of fundus
- Apply firm cephalic traction on the fundus and lateral traction on the infundibulum so that the cystic duct is
perpendicular to the CBD*". Separation of omental adhesions — Always from CBD towards fundus®.

Use Cystic Lymph Node of Lund as valuable landmark for identifying the cystic artery. Use Rouviere’s
Sulcus as valuable anatomical landmark for lap Cholecystectomy®. Always keep the dissection near the
gallbladder. Do anterior dissections for ease of process or on complementary basis but as a rule, always do
posterior dissection before clipping of cystic artery and cystic duct. Do posterior dissection with clearance of
cholecystic plate at least 5 cm.

The Gallbladder — duct junction is fully mobilized to give the “elephant head” appearance. Clarify the
Calot’s triangle®.Check again and again to delineate the curvature of infundibulum and cystic duct for removing
the possibility of CBD. Any vessel that pulsates before cutting is hepatic artery and one which pulsates after
cutting is cystic artery. Follow Strasberg’s rule of ‘Critical View of Safety’. Clear the stones from the cystic

27, 28, 29, 30, 31. First
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duct. Apply clips on cystic duct and artery separately and never together. Cutting of cystic duct and artery by
using scissors only and not any kind of energy sources. If bleeding occurs then keep your patience, never use
any type of energy sources until the clearance of structures. It is better to stop the bleeding using gauze piece.
And of course, wait for sometime. Always recheck the area of CBD after removal of gallbladder specimen. (to
see any bile leek, bleeding or even clip dislocation).

Use cholangiogram or ICG Dye when presence of doubts, if facilities are available. Do partial
cholecystectomy and save the life of the patient rather than risking it, whenever there is a doubt’. Never

hesitate to convert into open surgery whenever necessary, life of the patient is worth more than a challenge for
you34, 41, 42, 43,44, 45'

V. Conclusion
This study shows the experience of a single surgeon that if laparoscopic cholecystectomies are
performed with precautions and patience chances of conversion to open surgery can be reduced to zero.
Meticulously performing the surgery reduces the complication rate to minimal. With due care and caution
during cholecystectomy, attention towards achieving the critical view of safety and a standardized
technique, complications can be avoided. This study has discussed some simple steps to follow to perform safe
laparoscopic cholecystectomy. Every surgeon must include these steps in their practice.
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