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ABSTRACT
Objective: To evaluate the results of Cholecystectomy in our practice.
Design & Duration: Prospective, descriptive study from January 2006 to December 2006.
Setting: Hamdard University Hospital and private hospitals.
Patients: A total of 150 patients who underwent cholecystectomy were included in this study.
Methodology: The data of all the patients who underwent cholecystectomy was entered on a proforma and analyzed.
Result: Out of the total 150 patients, 75% were females and 25% males, with an age range of 20 to 76 years. The
duration of symptoms was from one day to three years. Laparoscopic cholecystectomy was attempted in 118 (78.66%)
patients and completed in 104 (88.13%) patients; 13 (11.11%) patients required conversion, while in one case the
procedure was abandoned due to abdominal tuberculosis. The remaining 32 patients underwent planned open
cholecystectomy for various reasons.
Conclusion: The comparison of our work with national and international studies showed that laparoscopic cholecystec-
tomy in our set up is up to the accepted standard. More emphasis is needed to properly train young surgeons in the
field of laparoscopic surgery.
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for gall stones for over a century4.

In the last century a number of innovations and advances
were made in the surgical practice like the laparoscopic
surgery. Laprascopic cholecystectomy, having definite
benefits, was readily accepted and adopted by surgeons
all over the world and hence became the new gold
standard for the treatment of cholelithiasis4,5.

Surgeons in Pakistan have been practicing this technique
for more than a decade. In this study we have made an
effort to present and share our experience in this regard.

  PATIENTS & METHODS

This prospective descriptive study was conducted from
Jan. to Dec. 2006 at Hamdard University Hospital and
other private hospitals of Karachi, on 150 patients admit-
ted for cholecystectomy with symptomatic gall stones.
The demographic data, clinical features, ultrasonography
findings, other investigations, operative findings and
peri-operative complications of patients were collected
and analyzed on the computer using SPSS Version 11.
Laparoscopic cholecystectomy was offered to 138 pati-

  INTRODUCTION

Gall stone disease is a major health problem world
wide, particularly in the adult population. Its incidence
shows a considerable geographical and regional varia-
tion. In America approximately 10-15% of adult popu-
lation has gall stones, whereas 6% occurrence is reported
from North India and a high incidence from Pakistan
also1-3. Gall stones and their sequlae are amongst the
oldest afflictions of mankind, but the credit for its defi-
nitive treatment i.e. open cholecystectomy goes to the
German surgeon Carl August Langenbuch who perfor-
med it in 1882. It remained the gold standard treatment
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ents and accepted by 118 patients. Thirty two patients
underwent open cholecystectomy, 20 of those who refu-
sed the laparoscopic procedure and 12 others for different
reasons. Patients with choledocholithiasis and those
with a mass in the right hypochondriac regions on clini-
cal examination and abdominal ultrasonography were
not included in this study.

Laparoscopic cholecystectomy was performed through
four port technique with reusable equipments and mono
polar diathermy. Pneumo-peritoneum was established
through Veress needle in 20 and open methods in 98
patients. Cystic duct and vessels were clamped with
metallic clips.

  RESULTS

Among the 150 patients, 75% were females and 25%
males, with ages ranging from 20 to 76 years; mean
age was 46.80 years and SD 14.13. Duration of symp-
toms was from one day to three years. Laparoscopic
cholecystectomy was attempted in 118 (78.66%) patients
and completed in 104 (88.13%), conversion was required
in 13 (11.11%) patients, while the procedure had to be
abondened in one patient due to tuberculosis of the ab-

domen. The most common reason for conversion was
fibrosis and dense adhesions (38.46%), other reasons
for conversion are shown in Table I.

The remaining 32 (21.33%) patients underwent planned
open cholecystectomy for various reasons viz. surgeon’s
preference due to co-morbids etc. (12), patients apprehen-
sion about lap. chole. (9), and patients refusal due to
financial aspect especially in the private set up (11).
Complications faced in laparoscopic cholecystectomy
are shown in Table II. An elderly female patient expired
in the early postoperative period due to myocardial
infarction.

  DISCUSSION

First laparoscopic cholecystectomy was performed by
Dr. Philip Mouret of France in 19875, and very soon it
was accepted as the gold standard treatment for symp-
tomatic gall bladder diseases4-6. In the western world
there are very few indications of the conventional chole-
cystectomy now. However, in our part of the world it
is still practiced because many surgeons still perform
the open procedure only, there is lack of laparoscopic
training especially in public sector hospitals, patient’s
preference for conventional cholecystectomy or financial
aspect in private hospitals. The current status of cholecys-
tectomy in different studies is shown in Table III.

The present study elaborates the personal experience
of laparoscopic cholecystectomy for symptomatic gall
stone disease. Since its introduction in late 80’s, it grew
rapidly and was accepted as an effective mode of treat-

Table I.   Reasons for Conversion in
Laparoscopic Cholecystectomy

38.46
23.07
7.69
7.69
7.69
7.69
7.69

%

Fibrosis and dense Adhesions
Bleeding in Calot’s triangle
Cholecysto-duodenal Fistula
Injury to Stomach
Slipped clip from Cystic duct
Gangrenous patches over Fundus
Partial transection of CBD

Complications

Table II.   Complications in Laparoscopic
Cholecystectomy (n=117)

No. %

Operative
Spillage of Stone
Gall bladder Perforation
Haemorrhage
CBD Injury
Visceral Injury

Post operative
Umbilical Port site Infection
Subhepatic Haematoma
Biliary Leakage
Mayocardial Infarction

2
3
3
1
1

2
1
1
1

1.70
2.56
2.56
0.85
0.85

1.70
0.85
0.85
0.85

83.0%
68.0%
20.0%
88.8%
78.7%

17.0%
32.0%
80.0%
11.2%
21.3%

Tarcoveanu et al6

Iqbal et al7

Abbassi et al8

Ishiazaki et al9

This study

Table III.   Ratio of Laparoscopic versus
Open Cholecystectomy in different series

Series Lap. Chole. Open Chole.
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Calot’s triangle. The best way of avoiding it is anatomical
identification and orientation of structures before star-
ting the dissection and through out the procedure5.

In laparoscopic cholecystectomy conversion is required
in 2-15% of the patients for the safe completion of the
procedure9. In this study, the rate of conversion was
11.11%. A comprehensive comparison of the rates of
conversion with other studies6,9,10,12-19 is shown in Table
V. It shows that the rate of conversion is high (7.5-16%)
amongst studies from the Asian countries15-17,19, whereas
studies from Europe6, USA13 and Australia14 are showing
a decline in their conversion rates (2.16-4.2%).

The highest number of our cases that required conversion
were those in which there was fibrosis and dense adhe-

ment. However, procedure related morbidity including
iatrogenic injury to common bile duct and the rate of
conversion have been a matter of concern and debate.
The introduction of laparoscopic cholecystectomy has
been associated with an increase in the incidence of
operative bile duct injuries9 and an acceptable figure
has to be established by the surgical community. In this
study the incidence of common bile duct injury (partial
transection) was 0.85%. This figure is comparable with
a number of local and international studies10-14 as shown
in Table IV.

Bile duct injury is usually due to an error of percep-
tion rather than to deficient knowledge or decision mak-
ing or the technical skills of the surgeon, especially in
the presence of dense adhesions and fibrosis in the

Hamorrhage
Bile duct Injury
Biliary Leak
Injury to Gut
Gall bladder Perforation
Umbilical Port site Infection
Subhepatic Collection
Ileus

Type of Complication Karachi*

Table IV.   Comparision of Complications (%) from Different series of different regions. (*This study)

Lahore11

2.56
0.85
0.85
0.85
2.56
1.70
0.85

--

USA13Larkana10 Australia14

1.33
0.22

--
--
--

1.77
0.88

--

0.47
0.50
0.38
0.10

--
0.45

--
0.38

--
--

4.0
1.0
--

8.0
--
--

0.49
1.48

--
--
--
--
--
--

Singapore12

11.8
0.2
--

3.9
3.9
--
--
--

2006
2005
2006
2005
2005
1998
2006
2006
2005
2001
1996
1994

118
6985
1179
100
443

114005
202
160

1249
75

149
100

11.1%
3.2%
7.5%
8.0%

11.5%
2.2%
4.2%

10.0%
7.5%

16.0%
10.0%
10.0%

Karachi
Romania
Japan
Larkana
Singapore
USA
Australia
Karachi
Karachi
Lahore
UK
India

Table V.   Comparision of conversion rate: (present study vs published work)

Series

This study
Tarcoveanu et al6

Ishiazaki et al9

Dholia et al10

Lim et al12

Vecchio et al13

Tan et al14

Shamim et al15

Tayeb et al16

Cheema et al17

Magee et al18

Balsara & Shah19

Place Year No. of Cases Conversion
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sions, followed by haemorrhage in the Calot’s triangle
(Table I); other authors6,7,13,20 have quoted similar fin-
dings. Few studies from Pakistan have also reported
instrument failure and bilio-digestive fistula as a reason
for conversion7,15,17. We did encounter a case of chole-
cystoduodenal fistula but none of instrumental failure.

Most conversions happen after a simple inspection or
a minimum dissection, and the decision to convert to
open procedure should be considered as a sign of surgi-
cal maturity rather than a failure. Conversion should
be opted for in the beginning and at the time of recogni-
tion of a difficult dissection, rather than after the occu-
rence of a complication6,12,16,21.

Out of the 32 patients, who underwent standard open
cholecystectomies, 20 patients refused to undergo lapar-
oscopic procedure. One of the reason was apprehension
about the procedure in nine (7.6%) patients. The commo-
nest misbelief was the concept that the procedure in-
volves only partial removal of the gall bladder and the
patient will need another surgical procedure in the future
for complete removal. Hence we feel that there is a dire
need of public education regarding this technique in
the media and at professional level.

  CONCLUSION

The comparison of our work with national and interna-
tional studies show that laparoscopic cholecystectomy
in our set up is up to the standard. More emphasis is
also needed to properly train young surgeons in the
field of laparoscopic surgery.

Limitation of Study
It had to be designed as a matched case control study
to establish the cause of conversion and further associ-
ations could be proved by applying multiple regression
model.
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