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Abstract 

Objectives:  Laparoscopic cholecystectomy is a very 

good and safe procedure for the removal of gall blad-

der. The objective of our study was to see the convers-
ion rate of laparoscopic cholecystectomy in our unit. 

Methods:  This is a retrospective descriptive study. 

We conducted this study on 167 patients who under-

went gall bladder removal in our unit at a Public sector 
hospital of Lahore. 

Results:  Our study showed that 163 (97.6%) out of 

167 patients had safe complete laparoscopic cholecys-
tectomy while 4 (2.4%) had to be converted to open 

cholecystectomy. About 40% of the procedures com-

pleted by laparoscope were difficult. Approximately 
98% were completed by consultants and 42% were 
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safely performed by the senior registrars. 

Conclusion:  Gall bladder surgery can be safely 
completed with laparoscope with good team effort and 

self-awareness of team. 

Keywords:  Safe laparoscopic cholecystectomy, con-

version rate, difficulty, team work. 
 

 

Introduction 

Laparoscopic cholecystectomy was the procedure 

introduced in late 80s when the surgeons felt the need 
for a minimally invasive technique since they were 

performing over 500,000 cases of gall bladder removal 

annually.
1
 This was a revolution in the history of gall 

bladder surgery. The laparoscopic cholecystectomy 

has now replaced the open cholecystectomy and bec-

ause of increasing experience in laparoscopic surgery 

it has become a safe alternative to open surgery
2
 and 

lately a gold standard of care for gall bladder diseases.
3
 

Keeping pace with the rest of the world, laparoscopic 

surgery for gall bladder has also become a gold stan-
dard in most of the centres in our country. With this, 

the number of surgeries performed with the laparo-

scope for gall bladder is on rise. This rise has not only 

increased the number of patients getting benefit from 
this modality but has also resulted in an increase in 

complications. The benefits include shorter hospital 

stay, decreased post-operative need of analgesics and 
almost invisible wound scars.

4
 There are however a 

range of complications associated with this procedure 

ranging from minor bile leaks to major duct and vas-
cular injuries. At presents we have a minimal local 

data which is available to depict the difficult situations 

which a surgeon may come across during the laparo-

scopic cholecystectomy. This is also true as regards 
the conversion rates of this procedure in our local 
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population. Keeping this in consideration we planned 

to present our data to address this paucity of evidence. 
 

 

Patients and Methods 

This is a retrospective descriptive study and involved 

analysis of patient’s records and procedures.  This 

study was conducted at South Surgical Ward, Mayo 
Hospital Lahore from May 2015 to Jan 2017. We revi-

ewed the records of 167 patients who were operated 

with in a period of 22 months. The patients were in the 
age range of 18 – 80 years. The mean age was 38 ± 

12.43 years. All of these patients were scheduled for 

laparoscopic cholecystectomy and underwent the lap-
aroscopic surgery for gall bladder. We used four port 

laparoscopic cholecystectomy technique as a standard 

in our unit.
5
 After obtaining the informed consent 

involving a possibility of conversion to open cholecys-
tectomy the surgeries were carried out. The surgery 

was divided into three categories like normal, difficult 

and laparoscopic converted to open cholecystectomy. 
Normal laparoscopic cholecystectomy was labelled 

when the operator did not encounter any adhesions and 

inflammatory process in the procedure. It was said to 
be difficult when the operating surgeon came across 

fibrous adhesions, mucocele, empyema, fistulous com-

munication between gall bladder and surrounding vis-

cera and anatomical variations. Converted laparosco-
pic cholecystectomy was when the operating surgeon 

was unable to complete the procedure due to adhes-

ions, inflammatory or infective processes and variat-
ions in the Calot’s triangle and had to resort to open 

cholecystectomy. The cholecystectomies were either 

performed by the Consultants or in their direct super-

vision. The SPSS 20 was used to analyse the data. 
 
 

Results 

Out of 167 patients operated, 66 (40%) patients had 

difficult procedure and 101 (60%) patients had normal 

surgery on them. Out of 66 patients who had difficult 
procedure 14 (21%) patients were males and 53 (79%) 

patients were females. Out of 101 patients who had 

normal laparoscopic cholecystectomy 11 (10.9%) were 
males and 90 (89.1%) were females. 

 Our population showed that the majority of pati-

ents who got operated were females (Figure 1). The 
maximum number of the patients were within age 

range of 30 – 50 years with a mean age of 38 ± 12.43 

(Figure2). When we look at the difficulty level, 101 

(60.5%) patients had normal cholecystectomy and 62 

(37.1%) had difficult surgery while in 4 (2.4%) pati-
ents laparoscopic surgery was converted to open cho-

lecystectomy. When we analyse the frequency of the 

difficult situations encountered (Table 1) at the time of 

surgery, fibrous adhesions with 24% (n = 40) of cases 
top the list and range from moderate to severe adhe-

sion. 

 
 

 

 
 

Fig. 1: Sex Distribution on LC Patients. 

 

 

 
 

Fig. 2:  Age Distribution of LC Patient. 

 

 

 The other common difficult situations were empy-
ema and mucocele each comprising 4.8% (n = 8) of 

the cases. Last of the list were anatomic variations in
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Table 1:  Relationship of Surgeon with Normal and Difficult Situations. 

 

Surgeon 
Difficult Situations Encountered 

Total 
Normal fibrous Adhesions Empyema Mucocele Anomaly Fistula 

Consultant   64 30 6 8 7 2 117 

Senior Registrar   22   6 1 0 1 1   31 

Resident   15   4 0 0 0 0   19 

Total 101 40 7 8 8 3 167 

 
 

1.8% (n = 3) of the cases.
6
 

 When we look at the conversion rate (Table 

2) of our laparoscopic cholecystectomies, consul-
tants had to convert 3(2.6%) cases to open chole-

cystectomy while senior registrars had to open 1 

(3.2%) patient out of 21 patients. The residents 
completed 19 surgeries successfully with the 

laparoscope. 

 The difficult situations
7
 which our team en-

countered while performing laparoscopic chole-

cystectomies were fibrous adhesions, infective 

process and anatomical variations in descending

Table 2:  Relationship of Surgeon with Difficult Situation. 
 

Surgeon 
Finding 

Total 
Normal Difficult Converted 

Consultant   65 49 3 117 

Senior registrar   21   9 1   31 

Resident   15   4 0   19 

Total 101 62 4 167 

 

order. 
 

 

Discussion 

We had safely completed 163 (97.6%) gall bladder 

surgeries with laparoscope out of 167 patients.
8
 The 

procedures with difficult situations make 40% of the 

whole group. Overall 2.4% (n = 4) of the cases had to 

be converted
9
 to open for safe completion of gall bald-

der removal. This conversion rate is less than a similar 

series of 300 patients conducted at Social Security 

Teaching Hospital Islamabad where it was 7%.
10

 A 

recent study from Israel shows a conversion rate of 
5.8%.

11
 In another study by Kumar et.al from Utar-

pardesh India shows a conversion rate of 4.5%
12

 and 

another study from Palpa, Nepal shows a conversion 
rate of 6.9%.

13
 When we compared our conversion rate 

to the local and international literature we found that 

our conversion rate was far less than the local and 

international eviedence available. We may attribute 
our low conversion rate to our experienced and well 

trained team. Moreover our surgical team was well 

aware of its limitations and its need to call for help. 
The major difficulites were adhesion, infective process 

and anatomic variations of calots triangle with the 

least prevalence of fistulous communications between 

the gall bladder and surrounding viscera. The most 
common fistulae were cholecystogartic, cholecysto-

duodenal and cholecystocolic fistulae.
14

 Most of the 

times the difficult situation at cholecystectomy was 
encountered by the consultant surgeons and this was 

about 44% of the cases.
15

 The consultants had to con-

vert 2.6% of the cases to open surgery for safe com-
pletion of gall bladder removal. The  difficult situat-

ions encountered by the senior registrars were in aro-

und 42% of the cholecystectomies and their convers-

ion rate was 3.2% (n = 1). The conversion rate of sen-
ior registrars is higher than the consultants, even then 

the collective conversion rate of our unit is 2.4%. 

 The significant factor which helped us to complete 
laparascopic surgery of patients safely with a low con-

version rate was the awareness of our team for the 

need of help.
16

 Our surgeons when encountered diffi-

cult situation, which was beyond their competence, in 
safely completing the procedure called for help. Who-

ever from the surgical team was available either a sen-

ior colleague or a colleague with same level of compe-
tence helped the operating surgeon or even took over 

the procedure to complete it safely. The only disadvan-

tage of this procedure was the longer operative time. 
When we look at the long operative time in lieu of safe 

completion of the procedure, it carried an insignificant 
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value. The limitation which we could see in our study 

was that we did not use any assessment criteria to 
guage the difficult situation at cholecystectomy. The 

use of assessment criteria for guaging the difficulty 

level may be used in future to conduct a more robust 

study and this may add a useful evidence to the litera-
ture. 

 

 

Conclusions 

The safe completion and minimum conversion rate for 
the laparoscopic cholecystectomy  is the result of  

awareness of our team of its competence and need to 

call for help. Above all a good team work is key to 
success in performing safe laparoscopic surgery. We 

must develop
17

 or follow some pre-operative screening 

system to predict the difficulties which a srugeon may 

come across while performing laparoscopic cholecys-
tectomy. This will help us predict the difficult situation 

and manage our patients even more safely. 
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