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ABSTRACT

BACKGROUND

Gallstone disease is a major health problem worldwide and laparoscopic cholecystectomy(LC) has become the gold standard
surgical treatment of this entity. There are various complications related to this procedure which may lead to conversion into open
cholecystectomy. We have done a prospective study of 370 cases in our institution to assess the reasons for conversion from LC to

open cholecystectomy.

MATERIAL AND METHODS

370 cases of symptomatic gallstones were admitted in surgical unit of Rama Medical College Hospital & Research Centre, Kanpur,
U.P and all of them had undergone LC. The study was done prospectively from September 2013 to August 2015. All the patients
with symptomatic gallstone disease including acute cholecystitis were included in this study and the reasons for conversion were

recorded.

RESULTS

In our study we had to convert only 9(2.43%) cases out of 370 into open cholecystectomy and the most common reason found
was dense adhesions and acutely inflamed gallbladder with a very low incidence of bile duct injury.

CONCLUSIONS

Despite of good selection of cases and experience of the operating surgeon few cases of laparoscopic cholecystectomy may

require conversion into the open procedure.
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INTRODUCTION

Gallstone disease is a major health problem worldwide and
Laparoscopic Cholecystectomy (LC) has become the gold
standard surgical treatment of this entity due to its advantages
like shorter hospital stay, less postoperative pain, faster
recovery and better cosmesis.l2 There are various
complications related to laparoscopy which include
anaesthetic complications, complications of
pneumoperitoneum like vascular injuries, visceral injuries,
cardiac complications, pulmonary complications, air
embolism and complications due to thermocoagulation,
whereas specific complications of LC include hemorrhage,
gallbladder perforation, bile leakage, bile duct injury and
perihepatic collection. Along with these complications some
patients may also suffer from biliary fistula, wound sepsis and
hematoma.3-5 It is important to bear in mind that with the
increased surgical experience and technical innovations, the
indications for the laparoscopic approach to these complicated
cases has increased to a larger extent, which obviates the need
for conversion to open cholecystectomy.67
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However, conversion rates of 2.6% to 14% has been
described in literature. We have done a prospective study of
370 patients in our institution to assess the reasons for
conversion from LC to open cholecystectomy.

MATERIALS AND METHODS

Three hundred and seventy patients of symptomatic
gallstones were admitted in surgical unit of Rama Medical
College Hospital and Research Centre, Kanpur, UP, and all of
them had undergone LC. The study was done prospectively
from September 2013 to August 2015.

All the patients with symptomatic gallstone disease
including acute cholecystitis, ultrasound proven cholelithiasis
with normal CBD, patients with previous lower abdominal
surgery were included in the present study. In patients with
choledocholithiasis, LC was performed after clearance of CBD
by Endoscopic Retrograde Cholangiopancreatography (ERCP).
However, patients with previous upper abdominal surgery
grossly derranged liver function tests, gallbladder malignancy,
portal hypertension and severe cardiopulmonary disease or
any other anesthaetic risks were not considered for this
procedure.

In all these patients a routine history, physical
examination, laboratory testing and ultrasound abdomen was
done followed by written consent regarding the nature of the
procedure and the possibility of conversion from the
laparoscopic approach to open cholecystectomy. LC was
performed in all these patients using standard four port
technique by the same surgeon with an experience of more
than 200 LCs. The reasons for conversion were recorded.
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RESULTS

Out of 370 patients of symptomatic gallbladder stone disease
who had undergone laparoscopic cholecystectomy we.e.f.
September 2013 till August 2015, 337(91.08%) patients were
female and only 33(8.91%) patients were male. All these
patients were in the age group of 10-80 years (Table 1).
Ultrasound abdomen suggested the presence of gallstones in
all these cases; 347(93.78%) patients were operated on
elective basis whereas 23(6.2%) patients presented as acute
cholecystitis and were operated within IST 72 hours. In our
study, we had to convert only 9(2.43%) patients out of 370
into open cholecystectomy and the most common reason
found was dense adhesions and acutely inflamed gallbladder
with a very low incidence of bile duct injury (Table-2.)

DISCUSSIONS

LC has become the gold standard treatment in symptomatic
gallstone disease and it is the most common laparoscopic
procedure, which is performed worldwide.8® However, some
cases of LC needs to be converted into open procedure and this
should not be considered as a complication, rather the safety
of patient should always be considered. The conversion rate of
2.6% to 7.5% is reported in the literature along with the
different reasons of conversion.1%-13 in our study, conversion
rate was 2.43%, which favors the rates reported in the
literature. The two most common reasons of conversion are
dense adhesions at Calot’s triangle and acute cholecystitis as
suggested in the literature.6.9.14.15

This is also in correspondence to our present study. It is
important to note while selecting the patients for LC that
chronic inflammation and repeated attacks of acute
cholecystitis lead to dense adhesion formation and thus
dissection at Calot’s triangle may sometimes become very
difficult and necessitates the conversion into open procedure.

The reported conversion rates in acute cholecystitis
range from 12% to 37.5%.16-19 In our study, only 23 cases had
suffered from acute attack and out of this only 03(13.04%)
were converted. This rate of conversion in our study may be
attributed to the low incidence of acute cases and all these
acute cases were operated within IST 72 hours of presentation
as within this period there is edema in the tissue planes, which
magnify the structures and help in dissection.

In hepatobiliary surgeries, bile duct injury is one of the
most serious complications and in LC especially there are
reports of bile duct injury attributable to the inexperience and
misinterpretation of anatomy by the operating surgeon.
However, even in the expert hands this complication may
occur at times during tough tissue dissection. The reported
incidence of bile duct injuries in LC range from 0.59% to
2.9%.20-23 [n our study, there was only one (0.27%) case of bile
duct injury which was detected intraoperatively and was
repaired over t-tube after conversion. Such low incidence of
this injury in our study is probably due to our selection of
cases, experience and technique of LC. In our study, we have
not encountered any other reason of conversion which are
reported in the literature like injury to the bowel (0.9%),
bleeding through gallbladder bed or cystic artery injury
(9.8%).1.24.25 This is probably due to overall policy in selection
of cases and increasing experience.

CONCLUSION

Although laparoscopic cholecystectomy is the gold standard
treatment for symptomatic gallstone disease, but few patients
may require conversion especially if the selection of cases and
the experience of surgeon is good and also it should be
dependent upon the clinical judgment of the operating
surgeon in regards to the safety of the procedure and patient.
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Age Range Laparoscopic
(Years) Cholecystomies (%)
No. of Patients (370)
10-19 02 0.54
20-29 09 243
30-39 127 34.32
40-49 111 30.0
50-59 92 24.86
60-69 21 7.29
70-79 08 2.16

Table 1: Age Distribution

Indications for Number
i of (%) (n=370)
Conversion ;
Patients
Dense adhesions at
Calot’s triangle 05 1.35
Comm.orll bile o1 027
duct injury
Total Patients 09 2.43

Table 2: Indications for Conversion
to Open Cholecystectomy
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