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ABSTRACT
Objective: To evaluate the outcome of Laparoscopic Cholecystectomy in Gall stone disease, critically analyzing the
complication rate, morbidity and mortality rate.
Design & Duration: It is a retrospective study from June 1997 to June 2006.
Setting: Hamdard University Hospital, Saifee Hospital, Burhani Hospital and Remedial Hospital, Karachi.
Patients: All patients (>12 years) with cholelithiasis were included in this study. Patients with common bile duct
dilatation (>8mm) or stones, or gall bladder mass or jaundice, and those declared unfit for anaesthesia were excluded.
Methodology: The detailed data of all the cases was compiled and analyzed.
Results: Out of the total of 1345 patients operated during the study period, 1234 (91.75%) were females and 111
(8.25%) males; their ages ranged from 12 to 89 years, majority were in the age bracket of 30-50 years. Our conversion
rate was 6.4%. Nine (0.67%) patients developed bleeding from the port site, 30 (2.23%) port site infection, 43 (3.20%)
umbilical port hernia, two bile ducty injury and one colonic injury. There was no mortality in this series.
Conclusion: Laparoscopic Cholecystectomy is a safe and effective treatment for Cholelithiasis.
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  PATIENTS & METHODS

This retrospective study was carried out at Hamdard
University Hospital, Burhani Hospital, Saifee Hospital
and Remedial Hospital in Karachi from June 1997 to
June 2006. Patients of either sex, >12 years of age with
gall stone disease were included in the study. Only those
cases were excluded who had common bile duct (CBD)
dilatation (>8mm in diameter) or stones, or mass in gall
bladder or jaundice and those declared unfit for general
anaesthesia.

All patients had their blood analyzed for complete pic-
ture, urea, sugar, electrolytes, liver function tests and
hepatitis B and C. All patients had an X-ray chest and
ultrasound of the abdomen done. ECG was performed
in cases >40 years of age.

We used the standard four port technique for performing
the cholecystectomy. For creating pneumoperitoneum
we used the open method by appling two stay sutures
in the linea alba, dividing the rectus sheath, opening
the peritoneum and then placing Hasson’s cannula under
direct vision.

Post-operatively the patients were followed-up for six
months and any complications noted. The data was then
compiled and analyzed.

  INTRODUCTION

In majority of surgical centres Laparoscopic Cholecys-
tectomy has been accepted as the gold standard treatment
for cholelithiasis. Untill recently the treatment for acute
cholecystitis was conservative with antibiotics, anal-
gesics, etc. followed by open or laparoscopic cholecys-
tectomy. However, with increasing expertise, it has now
become possible to perform laparoscopic cholecystec-
tomy for acute cholecystitis straight away. The introduc-
tion of laparoscopic cholecystectomy and the evolution
of laparoscopy has generated a new interest among
general surgeons about its diagnostic capabilities1.

We have collected the detailed data of all the cases that
underwent Laparoscopic Cholecystectomy by us at dif-
ferent hospitals of Karachi. This study is an effort to
critically analyse our results as regards to complications,
morbidity and mortality.
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  RESULTS

Out of 1345 patients that underwent Laparoscopic Cho-
lecystectomy, there were 1234 (91.75%) females and
111 (8.25%) males, giving rise to a female to male ratio
of 11:1. Majority of males and females were seen in
the 4th and 5th decades of life (Table I).

Majority (87%) of our cases had multiple gall stones
(Table II). In 86 (6.4%) cases we had to convert to open
surgery. This includes cases of cholelithiasis as well as
those of acute cholecystitis. Our mean operative time
was 50 minutes, the range varying from 30 minutes to
110 minutes.

The post-operative complications are shown in Table
III, the commonest being umbilical port hernia. Of the
two common bile duct injuries, one was recognized du-
ring surgery and the other on the first post-operative
day. Both were dealth with by repair over a T-tube.

Majority of our patients went home on the first post-
operative day i.e. 24 hours after admission, a minority
after 48 hours and only 15 after 72 hours. Two patients
who developed complications stayed for five days.

  DISCUSSION

Laparoscopy is becoming popular day by day, and lapa-
roscopic surgeons are now becoming bold and explo-
ring almost all corners of the peritoneal cavity. Laparo-
scopic cholecystectomy has revolutionized the treat-
ment of cholelithiasis and it is now considered as the
gold standard, because it causes less surgical trauma
thereby resulting in reduced hospital stay and early
resumption to normal activity2.

No surgery can be performed without having compli-
cations. Our observation was that majority of compli-
cations were either due to the Veress needle or the 10mm
sharp trochar insertion. Diziel et al3 reported 13 cases
of aortic injuries with one death. Similarly Raviaco et
al4 reported one injury to aorta and one to middle colic
artery. We avoided these complication as we used the
open method for creating pneumoperitoneum by appling
two stay sutures in the linea alba and dividing the rectus
sheath and peritoneum under direct vision, and then
placing the Hasson’s cannula also under direct vision.

The incidence of common bile duct injury following
laparoscopic cholecystectomy had been previously
shown to be higher than that after open cholecystec-
tomy i.e. 0.6% versus 0.3%3,5. The incidence reported
by Letwin6 was 0.1%. Adamson7 described the inciden-
ce, 0.7% and Ahmed8 1%. In our study the incidence
of CBD injury was 0.14%.

The leading cause of injury to CBD is difficulty in re-
cognizing anatomy at the Calot’s triangle. These injuries
can be prevented by adequate surgical experience, care-
ful dissection and proper case selection9. We had two
cases of common bile duct injury. One, recognized at
the time of operation, due to over traction by the grasper
at the Hartmanns pouch which resulted in the tenting,
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Table I.   Age Distribution

Table II.   Operative Findings
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Table III.   Post-operative Complications
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We had to resort to conversion in 86 (6.4%) cases. We
usually decide about conversion in the first 15 to 30
minutes after the insertion of the camera. If there is no
progress or mass formation or lot of adhesions, we nor-
mally decide rather early to convert to open cholecystec-
tomy to avoid complications. The conversion rates seen
in other series are shown in Table IV.

  CONCLUSION

Laparoscopic Cholecystectomy is a safe and effective
surgical procedure for cholelithiasis. In laparoscopic
centres it can be performed for acute cholecystitis. The
ideal period to perform laparoscopic intervention in
acute cholecystitis is the first 24 to 48 hours of onset
of symptoms.
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