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Abstract

Background

Laparoscopic cholecystectomy (LC) is a treatment of choice for symptomatic gall stone
disease and is commonly done all over the country in general surgical practice. The aim of
this study is to show the results of LC in our medical college.

Material and Methods

A retrospective analysis of the patients underwent laparoscopic cholecystectomy from July
2015 to September 2016 was carried out in NMCTH, Biratnagar. A total of 391 patients
admitted through OPD of our Hospital underwent laparoscopic cholecystectomy were
studied. All age groups and both sex were included.

Results

Out of 391 patients with symptomatic cholelithiasis, 385(98.46%) patients underwent
successful laparoscopic cholecystectomy. Age range of patients in the study varied
between 12-84 years and maximum patients (30.69%) were found in the age group of 31-
40 years. There were 333(82.58%) female and 58(17.41%)male patients. Mean age of
the patients was 39.61 years. Indication for surgery was symptomatic cholelithiasis.
Conversion was done in 6(1.53%) cases due to unclear anatomy. A rare congenital
anomaly, Accessory right hepatic duct with cystic duct continuous with it was
encountered in 12-yearboy; LC was done safely without injuring biliary tree. As
postoperative complications, one patient developed biliary peritonitis which was managed
by drainage tube.

Conclusion

Laparoscopic cholecystectomy is successfully being done for last 5 years in our institute.
The results are comparable with those of published series. Anatomical variations and
complications may present, for which care must be taken.
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Introduction cholecystectomy has become the

Symptomatic gall stone is a common procedure of choice for symptomatic
disease affecting human beings. The first cholelithiasis and considered the gold
open cholecystectomy was done by standard [2].In 1987 Philip Mouret
Langenbach in 1892[1]. Now laparoscopic performed the first LC in France [3].The
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advantages of LC over open
cholecystectomy are a less postoperative
pain, early discharge from hospital, faster
recovery and better cosmesis [2].This
minimally invasive procedure started in
Nepal around 1994 and now successfully
being performed all over the country. LC is
being performed at Nobel Medical College
since last five years. Therefore, the aim of
this study is to highlights the results of LC
recently in our institute.

Materials and Methods

A retrospective study
patients underwent
cholecystectomy was  conducted in
Department of General and minimally
invasive surgery, Nobel Medical college and
Teaching Hospital, Biratnagar, from July
2015 to September 2016, after taking
ethical clearance from Institutional Review
Committee, Nobel Medical College &
Teaching Hospital, Birathagar. Among the
total 391 patients admitted through
surgical out door, 385 underwent
successful LC. All the age groups and both
sex were included. All the patients having
symptomactic cholelithiasis diagnosed on
the basis of history, clinical examinations
and confirmed by ultrasonography of
abdomen were included. All the patients
with diagnosis of symptomatic
cholelithiasis underwent standard four or
three port Hasson’s technique LC.
Parameters included in the study were
demographic data, incidence, age groups,
duration of symptoms, length of hospital
stay, complications and follow ups. Data
were analyzed with SPSS software version
20.

regarding the
laparoscopic

Results

A total of 391 patients, 385 (98.46%) had
undergone successful laparoscopic
cholecystectomy. Out of them 333
(82.58%) were female and 58(17.41%)

were male [Figure 1]. Therefore, female to
male ratio was 5.74:1.

Age range of the patients included in the
study varied between 12-84 years and
maximum patients (30.69%) were in age
group of 31-40 years [Table 1]. Higher
numbers of female patients are seen in age
groups 31 to 40 and 21 to 30 whereas
higher number of males are seen in age
groups 31 to 40 and 51 to 60[Figure 2].
Mean age of the patients was 39.61 years
and standard deviation is 3.02. Durations
of symptoms of patients was greatly varied
over weeks to years. Overall length of
hospital stay varied between 3-5 days,
with an average of 4 days. Conversion was
done in 6 cases (1.53%) because of
unclear anatomy due to dense
inflammatory adhesions [Figure 3].

As a congenital anomaly, accessory right
hepatic duct with cystic duct continuous
with it was encountered in 12 year boy; LC
was done safely without injuring biliary
tree [Picture 1&2]. A female patient landed
in  emergency department on fifth
postoperative day with features suggestive
of biliary peritonitis, ultrasonography of
abdomen reveled bilioma. She was
managed conservatively with 1V fluids, IV
antibiotics and insertion of drainage tube
inside peritoneal cavity, through which bile
was drained out and gradually the output
decreased over a week, drain removed and
then patient was discharged.

Female:Male

Male
17.41%

Figure 1: Female to Male ratio.
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Age Group Number %

11 to 20 15 3.83
21 to 30 97 24.8
31 to 40 120 30.69
41 to 50 72 18.41
51 to 60 63 16.11
61 to 70 17 4.34
71 to 80 6 1.53
81 to 90 1 0.25
Total 391 100

Table 1: Distribution of the patients according
to age group

= MALE = FEMALE

11TO20 21TO30 31TO40 41TOS0 51TO60 61TO70 71TO80 81TO90

Figure 2: Female to male ratio according to age

Chart Title

M Laparaoscopic Cholecystec

1.53%

y B Conversion

Figure3: Conversion rate of LC to open
cholecystectomy
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Picture 1: Accessory right hepatic duct continuous
with cystic duct before clipping cystic duct.
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Picture 2: Accessory right hepatic duct draining in
CBD after clipping Cystic duct
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Discussion

Laparoscopic cholecystectomy is very
common surgical procedure in general
surgical practice for symptomatic
cholelithiasis. We are performing this
minimal invasive technique at Nobel
Medical College for last 5 years. So, here
our experience and results of LC is being
shared and compared with other published
reports of LC.

In the present study, laparoscopic
cholecystectomy was perfomed in 333
(82.58%) female, which is little bit higher
but comparable with other study in which
the incidence was 78.4% [4]. Age range of
patients varied between 12-84 years with
maximum patients in the age groups of 31-
40 years which is comparable to Shrestha
et al which also showed the maximum
patients in age group 30-39 years[b]. Mean
age of the patients was 39.61 years which
is comparable to the study conducted by
Shrestha et al which was 41 (18-75)
years[b]. Indications for surgery in different
studies were symptomatic cholelithisis;
history of biliary colic, dyspepsia, biliary
pancreatitis, chronic calculous cholecystitis
that is similar to this study. The patients
were discharged on 1% or 2" postoperative
day which is comparable with other study
[5]. Conversion was done in 6 patients
(1.53%). which is low as compared to
other studies [6-10]. Conversion rate in
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studies conducted by Sakpal et al,
Livingstone et al and Abdul Hussain was
found to be 4.9%, 5-10% and 3.5%
respectively [4,11,12]. The incidence is
found to be low reason might be the
growing experience of surgeons.

In a 12 year boy with history of repeated
attack of biliary colic, accessory right
hepatic duct continuous with cystic duct
was found, gall bladder was inflamed with
adhesions. LC was performed safely
without injurying the right hepatic duct.
This is a rare congenital anomaly [13]. Joo
et al have stated that the anomaly has
been found in upto 4% of necropsies [14].
A study conducted by Yu J et al showed
7.4% of this anomaly [13]. In studies
conducted by Kullman et al and by Devi et
al (2013) they found that accessory
hepatic ducts arethe most common EHBT
abnormalities. Khayat et al found accessory
hepatic ducts in only 3.33% [15].

A female patient landed on 5™
postoperative day with features suggestive
of biliary peritonitis, may be leakage from
accessory bile duct of Luschka or minor
duct injury at operation which was
unnoticed. She was managed with
drainage tube with good recovery.
Accessory minor bile ducts may get injured
at the time of LC which is also seen in
other studies [16]. Recent studies suggest
that clinically relevant bile leaks complicate
approximately 0.4-1.2% of
cholecystectomies. Injury to a subvesical
duct is one of the most common causes of
Cholecystectomy associated bile leak [17].
Other studies have shown that the chance
of major bile duct injury is higher in
laparoscopic cholecystectomy than open
cholecystectomy i.e. 0.3-0.7% and 0.1-
0.2% respectively [7,18].

Conclusion

It can be concluded that Laparoscopic
cholecystectomy can be successfully
performed, however, anatomical variations
may present, for which knowledge and

care is necessary and a few complications
may arise which may need immediate
surgical attentions. With adequate
exposure to LC, it can be performed safely.
Although there were few limitations of this
study that has to be considered for future
as the study is conducted in a single center
with small sample size.
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