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Abstract

Background: Evaluation of the safety and efficacy of day case laparoscopic
cholecystectomy in a teaching hospital may influence the rationale of this practice to gain
widespread acceptance.

Method: Day case laparoscopic cholecystectomy was offered to patients during a two
and a half year period (Jan 2010 — July 2012) in Minimally Invasive Surgery unit in BSMMU
who met the following established inclusion criteria: ASA (American Society of
Anesthesiology) physical status classification classes | and |l; age: 18 - 70 years; body
mass index (BMI) < 30 kg/m?; patient acceptance and cooperation (informed consent).
Acute cholecystitis was considered as an exclusion criterion. Follow-up was done by
clinical examination on an outpatient basis one week and 3 months after operation.
Evaluation was done about success rates, postoperative outcome {(complications,
readmissions, morbidity and mortality) and patient’s overall satisfaction.

Results: 40 consecutive patients, predominantly female (62.5%) and ASA Il (75%) with a
mean age 44 * 13.3 years underwent cholycystectomy. 85% patients had symptomatic
gallstone disease. Mean operating time was 45%15.1 minutes and no conversion was needed.
25% cases experienced post operative nausea and vomiting and all patients were
discharged in the following morning. 20% developed minor complications that resolved
spontaneously. 1 case was readmitted and overall patient satisfaction rate was 90%.

Conclusions: This study suggested that day case laparoscopic cholecystectomy is clinically
effective and can be performed safely in a teaching hospital by competent surgeon.
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Introduction

Laparoscopic cholecystectomy (LC) has become the
standard approach for managing symptomatic
cholelithiasis in recent years and is thus accepted as
the “gold standard” surgical technique 2. With
improvements in anesthesia and perioperative care
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LC was attempted as an outpatient cost-effective
procedure, despite several concerns about patient
safety which initially halted its worldwide acceptance
38 Besides clinical effectiveness and cost saving
several complications, such as bleeding and bile duct
injuries, postoperative nausea and vomiting (PONV)
as well as pain are regarded as key factors influencing
outcome and several methods have been implicated
to reduce them %' In Bangladesh, outpatient
cholecystectomy is gradually gaining acceptance from
surgeons and patients. The aim of this study was to
evaluate the outcome of day case laparoscopic
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cholecystectomy in a teaching university hospital,
confirming the safety of performing this procedure.

Method

This study was performed during a two and a half
year period (Jan 2010 — July 2012) in Minimally
Invasive Surgery unitin BSMMU. Patients undergoing
elective laparoscopic cholecystectomy as day case
surgery prospectively evaluated. It was offered to
patients with ultrasound-documented cholelithiasis
who met the following inclusion criteria: ASA (American
Society of Anesthesiology) physical status
classification classes | and Il; age: 18 - 70 years;
body mass index (BMI) < 30 kg/m?; patient
acceptance and co-operation (informed consent).
Acute cholecystitis was considered as an exclusion
criterion, due to the possible need of increased hospital
stay and also due to possibility of a higher conversion
rate. Prior upper abdominal surgery, patients with
jaundice or dilated bile ducts on ultrasonography were
excluded and offered further diagnostic work-up.

Surgery was done under general anesthesia with
endotracheal intubation. Port site local anesthesia
using 2% lignocaine was given in all patient before
recovery from anesthesia and NSAIDs either injectable
or suppositories were used in early post operative
period to reduce pain. Narcotics like injectable
pethedine were used in very few cases. Following
discharge criteria were used for all patients: awake,
oriented, mobilized and tolerating oral fluids; passage
of urine; no postoperative pain, nausea or vomiting
and stable general condition in the following morning
evaluated. Follow-up was done by clinical examination
and investigatios on an outpatient basis one week
and 3 months after operation. Evaluation was done
about success rates, postoperative outcome
(complications, readmissions, morbidity and mortality)
and patient’s overall satisfaction.

Results:

The patients demography and perioperative data are
presented in Table-I.

40 consecutive patients, predominantly female (62.5%)
and ASA Il (75%) with a mean age 44 + 13.3 years
underwent cholycystectomy. 85% patients had
symptomatic gallstone disease. Mean operating time
was 45+15.1 minutes and no conversion was needed.
25% cases experienced post operative nausea and
vomiting and all patients were discharged in the
following morning. 20% developed minor complications
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that resolved spontaneously. 1 case was readmitted
and overall patient satisfaction rate was 90%.

Table-l

Patients demography and perioperative data.
Age (years) 44+13.3

Female 25/(62.5)

Male 15/(37.5)
ASA Grade

ASA-| 10/(25)

ASA-Il 30 /75)
Indication for OLC

Symptomatic gallstones 34/(85)

Gallbladder polyp 1/(2.5)

Asymptomatic gallstone 5/(12.5)
Mean Operating time (Minute) 45+15.1
Conversion Rate 0%
Drains Used 5(12.5%)
Successful Discharge within 24 hours 36(90%)
Postoperative follow up till following morning

Nausea & vomiting 10(25%)
Postoperative Complications

Serosanguinous discharge from 3(7.5%)

umbi]ic_al trocar site

Shoulder tip and wound pain 4(10%)

Abonormal LFT 1(2.5%)

Bile leakage 0(0%)
Readmission rate 1(2.5%)
Causes of readmission

Retained stone in CBD 1(2.5%)

Patients satisfaction at 1 week follow-up 36(90%)

Discussion

Improvements in anesthetic and surgical techniques
have prompted surgeons to perform laparoscopic
cholycystectomy as an elective outpatient procedure.
Recent systematic reviews and metanalyses have
shown the safety and effectiveness of this method in
elected patients, with reduced cost and high level of
patient satisfaction '>'8. Current available literature
strongly suggests implementation of standard criteria
for selection of patients for increasing success rates
of day case laparoscopic cholycystectomy.'® In our
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study, using these criteria with the addition of age
(18-70 years) and BMI (< 30 kg/m2) was associated
with a successful discharge in the following morning .

40 patients were selected for day case laparoscopic
cholycystectomy during the period when a total
number of 200 laparoscopic cholecystectomies were
performed, giving a inclusion rate of 20% for day
surgery. 62.5% patients were female.Mean age of the
sample was 44+13.3 (range 24-68) vears. Mean
operative time was 45+15.1 minutes that correlates
very well with other studies. 1927

No conversion to open cholecystectomy was done
and there was no preoperative major complications.
Implementation of standard criteria for selection of
patients significantly reduces conversion rate. 8

Drains were selectively inserted in 5 patients (12.5%)
according to the attending surgeon’s judgment (due
to peri-cholecystic adhesion in 4 cases and accidental
gallbladder injury during dissecting from the liver bed
in 1 case) and in all cases were removed in the
following morning as there was minimal collection.

Serious complications of laparoscopic cholycystec-
tomy include bleeding and bile duct injuries. In our
series, no patient developed postoperative bleeding
or bile leakage. Minor complaints included serous
discharge from the umbilical trocar site in 3 patients,
shoulder tip pain in 4 patients and abnormal liver
function tests in 1 female patient one week after
discharge, which subsided gradually within 3 weeks
using appropriate antibiotic, analgesics and followup.
Though readmission rate was found to be around 2%
in several studies '419.20 readmission was needed for
1(2.5%) patients. One patient presented with jaundice
one week postoperatively and was subsequently
diagnosed to have a retained stone in the common
bile duct, although her preoperative liver function test
and imaging did not suggest any ductal obstruction.
She was treated endoscopically.

Postoperative nausea and vomiting is considered to
be a major concern in cases of day case laparoscopic
cholycystectomy , studied thoroughly in several
randomized controlled studies, without however any
agreement or specific consensus in premedications
and anesthetic drug regimens 21-2¢, PONV associated
with ambulatory surgery accounts for 0.1 - 0.2% of
unanticipated admissions 5. In our study high rate of
PONV was noted. 25% (10/40) patient’s experienced
postoperative nausea and vomiting and a single dose

of ondensetron |/V during postoperative stay was
sufficient. Marinis et at.2" in their prospective study of
110 day cases of day case laparoscopic
cholecystectomy found no patient suffering from
PONV. This success was attributed to administration
of propofol for induction, avoidance of nitrous oxide,
prophylactic intravenous administration of 4 mg
Ondasetron at the end of the procedure and adequate
patient hydration. Such anesthetic protocol might be
tried to reduce PONV.

In a similar manner, postoperative pain may increase
hospital stay in the ambulatory setting 6. Various
drug regimens and other methods have been reported
and proposed to prevent and reduce postoperative pain,
which is a significant factor for early patient
mobilization and increased satisfaction for the
outpatient procedure 27-2°_ Pre-incisional infiltration of
portal sites as well as intraperitoneal infusion of local
anesthetics, pethidine and normal saline have been
reported as effective and reasonable options for pain
control 4.6.10-12,30.31 |n our study port site local
anesthesia using 2% lignocaine was given in all patient
before recovery from anesthesia and NSAIDs either
injectable or suppositories were used in early post
operative period to reduce pain. Narcotics like
injectable Pethidine at 1-2mg/kg body weight were
used in very few cases..

Satisfaction rate following day case laparoscopic
cholycystectomy remains between 85%-90% in
several studies whereas patient satisfaction rate
reached 90% in our series and remains one of the
most significant components of success of day
surgery.

Conclusion

This study recommend the recently appreciated
advantages of laparoscopic cholycystectomy as day
case surgery concerning patient safety and clinical
effectiveness. Careful patient selection, standardized
protocols, advanced surgical technique and appropriate
perioperative care are necessary prerequisites for the
successful implementation of outpatient laparoscopic
cholecystectomy in our country.
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