Role of Laparoscopic Cholecystectomy in the Management of Acute Cholecystitis
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Objective: To evaluate the outcome of laparoscopic cholecystectomy in the management of acute cholecystitis in term of
hospital stay, ease or difficulty of the procedure and to assess the incidence of complications.

Design: An observational study.

Place and duration of study: The study was conducted at department of surgery ward 2, Jinnah Postgraduate Medical
Center Karachi from Jan 2004 to march 2006.

Patients and methods: Case records of all patients who underwent laparoscopic cholecystectomy for acute cholecystitis with
in the specified period were scrutinized. Patients with the clinical diagnosis of acute cholecystitis were admitted. All patients
had ultrasound abdomen, CBC, LFTs and other laboratory work up as required. Fifty patients with diagnosis of acute
cholecystitis were included into the study, who fulfilled the inclusion criteria. Patients with acute symptoms more than five
days and ASA grade Il &IV were excluded .Data on age, gender, ultra sound findings, operative findings, hospital stay and
complications were recorded.

Results: There were fifty patients 27 males and 23 females. Age ranged from 28 to 73 years, majority belonged to 5" decade
of life. Mean hospital stay was 2.58 days. There was no mortality and CBD injury. Excessive bleeding was encountered in
two patients. Hemostasis was secured and blood transfusion was not required. Operative difficulties were experienced in 39
(78%) patients. These were mainly because of presence of adhesions 28 (56%). Difficult dissection in Callot’s triangle was
experienced due to obscured anatomy in 10 (20%) patients. Perforation of gall bladder occurred in 12 (24%) patients. One
case was converted to open cholecystectomy and drain was placed in that case. In postoperative period shoulder tip pain was
noticed by 11 (22%) patients and wound infection occurred in 5 (10%) patients.

Conclusion: Laproscopic cholecystectomy is reliable and safe modality for the management of acute cholecystitis. Better
clinical results, shorter hospital stay and few complications points to significant advantage of laproscopic cholecystectomy in

the management of acute cholecystitis.

Laparoscopic cholecystectomy has been accepted as the
gold standard in the treatment of chronic symptomatic cal-
culus cholecystitis."* The procedure has been found to be
superior to open cholecystectomy with less morbidity and
mortality. Acute cholecystitis was initially considered a
relative contraindication to laproscopic cholecystectomy®.
However, with increased experience and improvement in
instruments, more and more patients with acute cholecystitis
have 7undergone laparoscopic cholecystectomy success-
sfully.

However, the available reports on safety and efficacy of
laparoscopic cholecystectomy in acute cholecystitis are still
scanty and conflicting®. The purpose of present study was to
evaluate the role of laparoscopic cholecystectomy in the
management of acute cholecystitis.

Patients and Methods

An observational study based on convenience sampling was
conducted at department of surgery ward 2, Jinnah Post
Graduate Medical Centre, Karachi from January 2004 to
March 2006. Fifty patients with the diagnosis of acute cho-
lecystitis were included in the study. The diagnosis was

based on: (1) history and clinical examination; (2) sono-
graphy suggesting acute cholecystitis and (3) laparoscopic
findings of acute cholecystitis. Patients had CBC, LFTs, and
other investigations as required. Patients were admitted
through outpatient and emergency departments and were
operated on next morning elective list. All the laparoscopic
cholecystectomies for acute cholecystitis were performed by
the senior consultants. All data and perioperative events
were analyzed by careful review of the patient clinical re-
cord. Open technique was used for umbilical port placement
using Hassan’s cone. We instilled 10 ml of bupivicain
0.25% solution in right subphrenic space to avoid post
operative shoulder tip pain in all patients.

Fascial defects of 10 mm port were closed with vicryl
0. Bupivicain solution 0.25% was injected around port sites.
Statistical analysis was done using SPSS version 10. The
nominal and ordinal variables were presented by their
frequencies along with their percentage.

Results

Fifty patients with diagnosis of acute cholecystitis were
included into the study. All underwent laproscopic chole-
cystectomy during the same admission.
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The ages of patients ranged from 28 to 73 years with a
mean of 46.6 years in females and 52.2 years in males.
Majority of patients belonged to 5th decade of life.

Out of 50 patients, there were 27 male patients and 23
females, with a male to female ratio of 1:1.7 with a P-value
of 0.10 (ns).

Pain was the main presenting symptom and it was
present in all the cases as shown in Table 1. Indigestion and
nausea were the next most common symptoms reported by
36 (72%) and 35 (70%) patients respectively. Twenty five
(50%) patients also had vomiting on presentation.

3. Multiple stones in 42 (84%) patients, single stone in 04

98%) patients and no stone in 4 (8%) patients.

During laparoscopic cholecystectomy Gall bladder was
found distended in 37 (74%) patients, and 43 (86%) patients
had thick walled gall bladder. Pericholecystic fluid was pre-
sent in 20 (40%) patients and 05(10%) patients had pocket
of pus around gall bladder.

Table 2: Pre-Operative Ultrasound Findings.

Ultrasound findings Frequency |Percent

Thick walled GB with multiple stones 20 40
Table 1: Presenting Complaints. Distended GB with multiple stones 17 34
Thick walled GB with single stone 4 8
Pain No. of cases % - -
Thick walled GB with no stone
Mild 11 22 Normal wall GB with multiple stones
Gall bladder packed with stones 2 4
Moderate 28 56 Total 50 100
Severe 11 22 Table 3: Operative difficulties.
Epigastric pain 34 68 Operative difficulties Frequency | Percent
Dissection
Referred pain 41 82 Difficult 39 78
Pain right hypochondrium 42 84 Not difficult 1 22
Omental adhesions 28 56
Nausea 35 70 Difficult dissection of gallbladder
15 30
bed
Vomiting 25 50 Perforation of gallbladder due to
. : 12 24
instrumentation
Indigestion 36 72 Spillage of gallbladder contents 23 46
Operative stone findings
Pain was recorded as mild moderate and severe on the Single 4 8
basis of visual analogue score. Score 1-3 mild, score 4-7 _
moderate, 8-10 severe. Multiple 42 84
On clinical examination tachycardia (pulse rate >100) No stone 4 8
was present in only 03 patients. A 10 callbladd
Fever was recorded in 14 patients, it was > 100 F° in ccess: c-)ga adder
only six patients and 99F°-100 F° in eight patients. Difficult 12 24
Tenderness in right hypochondrium was present in 48 Not difficult 38 76
(96%) patients however muscle rigidity and guarding was Y ;
present in 14 (28) patients. Callot’s dissection
Total leucocytes count was more than 11000/mm?® in Difficult 10 20
only 06 patients, the count was within normal range (3000 Not difficult 40 80
to 11000/mm?®) in the remaining cases. -
Ultrasound abdomen was used in all patients to estab- | Port of gallbladder withdrawal a4 88
lish the diagnosis. The findings were as follows as shown in | enlarged
Table 2. Pus in gallbladder 11 22
1. Thick walled Gall bladder in 28 (56%) patients. Excessive bleedin 5 4
2. Distended gall bladder in 18 (36%) patients. g
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Gall bladder perforation with a gangrenous patch was
found in only 02 (4%) patients. Multiple stones were found
in 39 (78%), single stone in 04 (08%), and no stone in 04
(08%) patients.

Operative difficulties were encountered in 39 (78%)
patients as shown in Table 3. The reason for difficulty was
mainly because of the presence of adhesions of omentum in
28 (56%) patients and difficult dissection of gall bladder
from its bed in 15 (30%) patients. Perforation of gall bladder
during instrumentation occurred in 12 (24%) patients and
difficult dissection in Callot’s triangle due to obscured ana-
tomy was experienced in 10 (20%) patients.

Spillage of stone and gall bladder contents occurred in
23 (46%) patients.

There was only one (2%) conversion to open surgery
and drain was placed in this case. In 44 (88%) patients, port
of gall bladder withdrawal was enlarged 0.2 to 0.5cm

There was no mortality or CBD injury in the study. Ex-
cessive bleeding was encountered in two cases. Hemostasis
was achieved by use of diathermy, pressure packing with
guaze for few minutes and later by application of spongistan
piece at the bleeding point. Blood transfusion was not re-
quired in both cases.

In the immediate post operative period there was com-
plain of shoulder tip pain in 11 (22%) patients and wound
infection occurred in 5 (10%) patients.

Out of 50 patients 26 were discharged within next 24
hrs, with a total stay of 02 days. Twenty cases were kept
postoperatively between 24 to 48 hrs (total stay 03 days).
Two patients had stay of 04 days. Only one patient had a
stay of 06 days. Average hospital stay was 2.56 days.

Discussion

Treatment of acute cholecystitis is still debatable® but lapa-
roscopic cholecystectomy is increasingly being employed as
an initial surgical approach in patients with acute chole-
cystitis where the procedure may be difficult and challeng-
ing. In the early years of laproscopic cholecystectomy acute
cholecystitis was considered a relative contra indication
especially in severe attack or where wall thickness more
than 4mm*®.

The main reason for the conservative approach was the
fear of having higher risk of CBD injury due to oedematous
inflamed tissues obscuring the anatomy in Callot’s triangle®.
Several reports show that laproscopic approach in acute
cholecystitis is feasible with conversion rate ranging from
0.5 to 28%. Our conversion rate was 2% in this study. How-
ever experience demonstrates that a history of acute chole-
cystitis is an independent risk factor in predicting a difficult
operation, increasing the probability of conversion to an
open procedure. '

Mortality and morbidity associated with acute cholecys-
titis remains relatively high and this seems to be determined
by the degree of acute and chronic illness present at the time
of diagnosis™.

Operative mortality in laproscopic cholecystectomy for
acute cholecystitis was reported in 0 to 0.9% of cases'®*®
and in one study by Ludwig et al reported fatal outcome in
9% among 985 patients™. In our study there was no mor-
tality.

Bile duct injury is reported more frequently in lapro-
scopic cholecystectomy than in open approach and some
consider acute cholecystitis as independent risk factor®.
Colonval P reported an incidence of 0.4% for CBD injury.
However, study by Zucker et al dealing with 720 cases has
reported no bile duct or major vascular injury? and similar
other studies reported no such risk of bile duct injury.? %

We also had no clinically detectable cases of CBD
injury. In another study by Rehman et al there was also no
CBD injury®. We feel that oedematous tissue in acute cho-
lecystitis may protect CBD from diathermal injury. Laparo-
scopic cholecystectomy is performed by more experienced
surgeons.

Bleeding is the most frequent and potentially fatal com-
plication of laparoscopic cholecystectomy and it can be pre-
vented by surgeon’s experience. Significant hemorrhage oc-
curs in 0.5% of laparoscopic cholecystectomies and majo-
rity of these complications require laprotomy.”?” Signifi-
cant bleeding occurred in two of our patient. Haemostasis
was controlled by packing with a guaze for few minutes.
Then diathermy was used under vision, using suction irriga-
tion system. Haemostasis was successfully secured.

Gall bladder perforation and spillage of contents may
occur in as many as 58% of patients'®. In our study gall
bladder perforation occurred in 12 cases and stone spillage
in 23 (46%) patients. we managed all such cases by imme-
diate collection of stones in the bag and washing of right
upper quadrant with copious amount of saline.

Kamala IA, in his study reported shoulder tip pain in
51% patients. In our study 11(22%) patient had shoulder tip
pain in immediate postoperative period. We routinely instill
10 ml of bupivicain 0.25% in right subphrenic space to
prevent post operative shoulder tip pain.

Begi | % in his study concluded that better clinical re-
sults and faster return to every day activity, points to the sig-
nificant advantage of laproscopic cholecystectomy. Total
cost of laproscopic cholecystectomy of working patients is
significantly lower.

In our study mean hospital stay was 2.58 days. All pati-
ents were admitted one day before surgery. Only one patient
had hospital stay of six days who was converted to open
cholecystectomy. At first follow up of one week 49 (98%)
patients were fit to return to their work.

Oktar and Asaglu reported 0.6% incidence of incisional
hernia developed at umbilical port site two to four months
after laparoscopic cholecystectomy. In our short follow up
of four weeks no case of incisional hernia was reported. We
close fascia of 10 mm port wound with vicryl 0 on J-shape
needle.
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Conclusion

The results of present study indicate that the laproscopic
cholecystectomy can be performed safely in acute cholecys-
titis. Better clinical results, shorter hospital stay and fast re-
turn to work point to significant advantage of laproscopic
cholecystectomy in acute cholecystitis. It should be offered
to all patients with acute cholecystitis if they present with in
one week of onset of symptoms.
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