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Objective female ratio 1:4.6. The weight ranged from 41 to 
To determine the incidence of various 127 kg (mean 64 kg). Main complications observed 
complications of laparoscopic cholecystectomy were hemorrhage (3.18%), bile duct injury 
(LC). (0.27%), retained CBD stones (0.18%), bile 
Patients and Methods leakage (1.19%) and gut injury (0.09%). Minor 
This observational case series study was complications included gallbladder perforation 
conducted at Sukkur Blood Bank Hospital Sukkur, (9.82%), spilled stones (3.9%), sub umbilical 
GMC Teaching Hospital Sukkur and Red Crescent wound infection (1.6%) and illeus (1.3%). Overall 
Hospital Sukkur from January 2004 to December conversion rate was 2.9%.
2010. It comprised of 1100 cases. All had routine Conclusion 
investigations, Liver function tests and ultrasound The morbidity and mortality of LC are remarkably 
abdomen. The patients who underwent LC, low. Incidence of complication is very low and less 
whether successful or converted, were included in than open cholecystectomy, which makes this 
this study. The procedure was carried out by procedure safe, effective and procedure of choice 
standard four port technique. Clinical examination, for gallbladder disease. (Rawal Med J 
investigations, operative time, postoperative 2012;37:399-402).
complications, reasons for conversion and hospital Key words 
stay were recorded on proforma. Laparoscopic cholecystectomy, cholecystectomy, 
Results cholelithiasis.
The average age was 47.63 years while male to 

INTRODUCTION contraindications, but with experience and 
Gall stone disease can be either asymptomatic or improvement of equipment, there is no 

1,2
symptomatic.  Laparoscopic cholecystectomy contraindication. However in obese, obscure 
(LC) is an important milestone in surgical practice anatomy, adhesions, hemorrhage, damage to 
and heralds the development of further minimally common bile duct and in acute cases, surgeons 
invasive techniques. The advantages of LC are the should be careful and willing to convert if 

8,9
reduction of trauma of access without compromise necessary.  The aim of this study was to focus on 
to exposure of operative fields, accelerated patient complications of LC and its comparison with 
recovery and reduction of wound related literature and thus highlight safety and effectiveness 
complications. In Pakistan, LC is most common of this procedure.
elective abdominal operation with over 5000 

3,4
operations performed annually.  It was only after PATIENTS AND METHODS
the advent of LC by Mouret et al 1987 in France, that This study included 1100 non selective cases that 
general surgeons suddenly became interested in underwent LC from January 2004 to December 

5.
application of laparoscopy. 2010. The investigations carried out were CBC, 
Recently, some refined studies have shown that the ESR, blood urea, LFT, X-ray chest, ECG, and 
metabolic response to operative trauma and ultrasound of abdomen. Any further investigation 
immunosuppression is much less in LC with was done if required for fitness of patient for 

6,7
advantage for both patient and surgeons.  Though procedure. 
initially, there were some absolute and some relative  All patients were admitted on the day of surgery. 
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Anatomical variations of cystic duct included Nature of procedure was explained and permission 
angular union of cystic duct with common bile duct for conversion was also taken. All were given three 
and parallel and spiral union (Table 1). The major injections of ceftriaxone 1gm one on induction and 
complications included hemorrhage, retained then BD. Then ciproxin 500 mg oral was continued 
common bile duct stones and bile leakage (Table 2). BD for five days. Nasogastric tube was kept for 
Bile duct injury occurred in 0.27% cases and all twelve hours in some patients. LC was done by the 
were converted with CBD repair and T tube. Two four port technique. Gall bladder was taken out 
patients with retained stones were successfully through epigastric port. All the ports were closed 
treated with ERCP and papillotomy.with vicryl 0 (zero) and skin with vicryl rapid 3/0. 

All clinical data, investigations, operative findings, 
Table 2. Major complications. operative and post operative complications were 

recorded. 

RESULTS
The mean age in 1100 patient was 47.63% while 
male to female ratio was 1:4.6. Mean weight was 64 
kg (rang 41- 127 kg). The commonest presenting 
symptom was biliary colic in 83% of the cases. 
Dyspepsia 60% and flatulence 52% was next 
common. Associated disease included diabetes in 
13% cases.
Hyper tension 11%,  and peptic disease 9.2% cases. 
Eighty three patients were more than 110 kg and all 
of them were females. 7% patients had previous 

Eighty three percent i.e. 913 patients were pain free history of abdominal surgery; however laparoscopy 
in 24 hours postoperatively, further 10 % patients was safely performed in them. Omentum was 
became pain free in 48 hours. adherent to gall bladder in 583 (53%), the colon and 

duodenum were firmly stuck to anterior and inferior 
DISCUSSIONsurface of gall bladder in 89 (8.1%) patients and 
Vascular injury are the most lethal technical injuries intraperitoneal adhesions in 80 patients (Table 1). 3 
of LC with incidence ranging from 0.25% - 8%.Adhesiolysis was performed in these cases using 
These may be due to trocar, operative dissection or electrocautry.
poor retraction. The most common vessel to be 
damage is epigastric and cystic artery due to trocar Table 1. Preoperative findings.

5 
insertion. Bleeding from other intra abdominal sites 
including mesenteric, omental, falciform ligament, 
gestroepiploic and spleenic vessels result from 
puncture injury with verres neddle or adhenolysis. 

3,10
Liver bed may bleed due to traction.  In our study, 
hemorrhage occurred in 35 (3.18%) patients. Source 
was cystic artery in 13, falciform ligament in 8 and 
misc 6, while it is repoted upto 10% by Kaushik R in 

11
his study.
Bile duct injury is one of the serious complications. 
Potential of such injury is great with laparoscopic 
approach as less dissection of CBD is done. 
Therefore, CBD may be clipped and divided in 
mistake of cystic duct. Accessory duct may 
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19
encounter and be divided. In our study, there were abdomen has been documented.  Feng et al reported 

20three injuries of CBD (0.27%).  All were converted 7.25% incidence of spilled gall stones.  Perforation 
to open for repair. In literature, CBD damage ranges of gall bladder doesn't appear to influence the 

7,9,12
from 0-2%  for laparoscopic surgery and 0-0.4% outcome of procedure, provided the right sub 

12 phrenic and sub hepatic spaces are irrigated and for open cholecystectomy.
21,22

It has been noted that injury to CBD is related to aspirated thoroughly at the end of the procedure.
experience of surgeon. This complication is more Incidence of epigastric wound infection in our study 
during learning curve i.e. initial 100 LC. All CBD was 1.63%. In different series it varied from 0.5% to 

14,21,23injuries were identified per operatively in our study. 1%.  Chest infection occurred in 1.91% cases. 
However, It has been shown that 48.8% of CBD Obesity and smoking are usually contributory 
injuries are identified per operatively and 51.2% causes. 83% patients in our series became pain free 

3,13
post operatively.  To minimize the CBD injuries, in 24 hours and up to 93% in 48 hours. 2.64% of 
three rules were observed throughout our study; Full complained shoulder tip pain and rest complained 
dissection of Calot's triangle before clipping or discomfort up to a week. All these settled on 
cutting, Dissection of cystic duct to display T analgesics. Overall conversion rate in our study was 
junction with CBD and If anatomy  unclear, 2.9% which is lower than the study of Malla BR 

24conversion to open cholecystectomy. where it was 3.92%  and 6.4% in a study from 
25In our study, 2 patients (0.18%) had retained CBD Peshawar.

stones. These were treated successfully by ERCP 
and papillotomy. In literature, incidence of retained CONCLUSION

9,13 CBD stones after LC is 0.3-0.4%. Even with Laparoscopic cholecystectomy was safe and 
policy of selective cholangiography, incidence of effective and complications were very low and 
retained stones may not be reduced further. Now lesser than open cholecystectomy. Morbidity and 
l a p a r o s c o p i c  c h o l e d o c h o t o m y  a n d  mortality are low. The pain free post operative 
choledocholithotomy are being practiced and period and early ambulation lead to saving of 
reports from various centres are encouraging. valuable working hours.
Bile leak is one of the most frequent postoperative 
technical complication of LC. In our study, 12 
patients (1.9%) developed this. Literature shows 

3,14,150.2-2% rate in different series.  Common cause 
of leakage is cystic duct due to improper clip 

REFFRENCESplacement or thermal injury. Other cause is gall 
1. Derakhshanfar A, Amin N. Frequency of complications bladder bed and CBD injuries. Bowel injuries are 

due to laparoscopic cholecystectomy in Hamedan 
inflected by verres neddle, trocar or adhenolysis. Hospitals. J Pak Med Assoc 2012;62:13-5.
These are either recognized per operatively or post 2. Vogt DP. Gallbladder disease: an update and treatment. 
operatively. Incidence of bowl injury is 0-5% in Cleve Clin J Med 2002;69:977-84.

14,16,17 3. Deziel DJ, Millikan KW, Economou SG, Doolas A, Ko various series,  however, in our study it is 0.9%. 
ST, Airan MC, et al. Complications of Laparoscopic Our low rate may be due to that all accessory trocar 
cholecystectomy. A  national survey of 4292 hospitals & 

and cannulae were inserted under direct vision and analysis of 77604 cases. Am J Surg 1993;165:9-14.
in difficult cases or previous surgery, with Hasson's 4. Baltas B, Lazor GY, Vattay P, Vangel R. Complications 

after Laparoscopic cholecystectomy. B J Surg technique instead of verres neddle.
1994;81:8-9.Gall bladder perforation during procedure occurred 

5. Mc Mahon AJ, Baxter JN, O'Dwyer PJ. Preventing. in 9.82% cases in our series, while gall bladder 
Complications of laparoscopy. Br J Surg 1993;80:1593-

stones spilled in peritoneal cavity in 3.9% cases. 4.
Most of these were retrieved but few lost. 6.  Chaudhry  MR, Malik  A, Abbas T, Ahmed W. 

Laparoscopic cholecystectomy-initial experience at Fitzgibbons in series of 450 LC reported 30% 
18 Lahore General Hospital, Lahore Pakistan. Pak J Surg perforation  and 20% escape of gall stone in 

401

Correspondence: Dr. Khush Mohammad Sohu  Assistant 
Professor of Surgery,
Ghulam Mohammad Mahar Medical College Sukkur 
Cell: 03003123854

Rawal Medical Journal: Vol. 37. No. 4, October-December 2012

Complications of Laparoscopic Cholecystectomy



1996;12:33-6. 16. Spaw AT, Reddick ET, Oslen DO. Laparoscopic laser 
7. Zucker KA, Bailey RW, Gadaccz T R , Imbembo AL. experience analysis of 500 procedures. Surg Laparosc 

Laparoscopic guided cholecystectomy. Am J Surg Endosc 1992;163:221-6.
1991;161:36-44. 17. Kum CK, Eypasch E, Lefering R, Paul A, Neugebauer E, 

8. Wayand WU,  Guter T. "Lap Chole" the Austrian Troidl H, et al. Laparoscpoic cholecystectomy for acute 
experience. J R Coll Surg Edin 1993; 3:152-3. cholecystitis, is it really safe. World J Surg 1996;2:43-8.

9. Martin IG, Holdsworth PJ, Asker J, Baltas B, Glinatsis 18. Fitzgibbons RJ, Annibali R, Litke BS. Gall Bladder and 
MT, Sue-Ling H, et al.  Laparoscopic cholecystectomy gallstones removal, open versus closed, laparoscopy and 
as a routine procedure for gallstones: results of an "all pneumoperitoneum. Am J Surg 1993;165:497-504.
comers" policy. Br J Surg 1992;79:807-10. 19. Iqbal J, Aquil M. Laparoscopic cholecystectomy for 

10. Beggeren U, Gordh T, Grama D, Rastad HJ, Arvidsson acute cholecystitis.  J Coll Physicians Surg Pak 
D. Laparoscopic   versus open  cholecystectomy. 1997;6:140-2.
Hospitalization, sick leave, analgesic and trauma 20. Feng Yi, Jin Wen-Shen, Xiang DB, Sun GY, Huaguo D. 
responses. B J Surg 1994;81:1362-5. Complications of laparoscopic cholecystectomy and its 

11. Kaushik R. Bleeding complications in laparoscopic prevention: A review and experience of 400 cases. 
cholecystectomy: Incidence, mechanisms, prevention Hepato-gastroenterology 2012;59:47-50.
and management. J Min Access Surg 2010;6:59-65. 21. Soper NJ, Flye M, Brunt LM, Stockmann PT, Sicard GA, 

12. Gilliland  TM,  Traverso  LW. Modern standard for Picus D, et al. Diagnosis and management of biliary 
comparison of cholecystectomy with alternative complications of laparoscopic cholecystectomy Am J 
treatment for symptomatic cholelithiasis with emphasis Surg 1993;65:663-9.
on long term relief of symptoms. Surg Gynecol Obstet 22. Jakimweiz JJ. Current set and trends in minimal access 
1990;170:39-44 surgery in Europe. J R Coll Surg Edin 1995; 6:337-40.

13. Aurangzeb M, Kabir M, Jan MA, Saeed T. Laparoscopic 23. William LF, Cahpman WC, Bonan RA, McGee EC, 
cholecystectomy:  experience of 100 Cases in Peshawar. Boyd RW, Jacob JK. Comparison of  Laparoscopic 
Pak J Surg 1995;2:114-7. Cholecystectomy with open Cholecystectomy in single 

14. Larson GM, Vitale GC, Casey J. Multipractice analysis centre. Am J Surg 1993;165:459-65.
of laparoscopic cholecystectomy in 1983 Patients. Am J 24. Malla BR, Shrestha RK. Laparoscopic cholecystectomy 
Surg 1992;163:221-6. complication and conversion rate. Katmandu Univ Med 

15. Deziel DJ, Milikan KW, Economon SG, Doolas A, Ko J 2010;8;3367-9.
ST, Airan MC. Complications of Laparoscopic 25. Khan N, Naeem M, Bangash A, Sadiq M, Hamid H. 
cholecystectomy. A national survery of 4292 hospitals Laparoscopic cholecystectomy: An experience at Lady 
and an analysis of 77604 cases. Am J Surg 1993:165:9- Reading Hospital, Peshawar. J Ayub Med Coll 
14. Abbottabad 2010;22:46-51.

402 Rawal Medical Journal: Vol. 37. No. 4, October-December 2012

Complications of Laparoscopic Cholecystectomy


