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FACTORS RESPONSIBLE FOR CONVERSION OF
LAPAROSCOPIC CHOLECYSTECTOMY
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ABSTRACT

Objective: To evaluate the possible risk factors responsible for Conversion of laparoscopic to open Cholecystectomy
Study Design: Descriptive case series.

Setting & Duration: Secondary and Tertiary Care Hospitals, Karachi from April 2004 to March 2008.

Patients: Medical records of 305 patients who were diagnosed of gall bladder disease were evaluated retrospectively
Methodology: Complete data of patients who were treated for inflammatory gall bladder disease were studied so
as to predict risk factors which compel a surgeon to convert laparoscopic to open Cholecystectomy.

Results: Out of 305 patients in whom laparoscopic Cholecystectomy was attempted, 20(6.5%) required conversion
to open surgery. The most common reason for conversion was dense adhesion in 10 cases. Uncontrollable bleeding
occurred in 3 cases; 2 of them from cystic artery and one from gall bladder bed. Bile duct injury occurred in 2 cases,

dense unseperable adhesion 2 cases, inability to define Anatomy in Callot’s triangle resulted in conversion in 3 cases,

choledochodudenal fistula 1 case and lost gall bladder after it fell into the peritoneal cavity was the cause of
conversion in one patient.

Conclusion: The conversion rate is decreasing mainly because of the experience the surgeon community has gained

during last three decades and advancement in the quality of instruments.
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INTRODUCTION

Cholelithiasis is known to affect mankind for ages, and
since 1892 when the first Cholecystectomy was done
by Langenbach, practically nothing changed in the ope-
rative methods, the most favored treatment was removal
of the gallbladder by open Cholecystectomy. However,
constant progress in medicine and the introduction of
new surgical methods, mainly minimally invasive ones,
contributed to a change in the standards of treatment
of cholelithiasis.' In 1985 Erich Miihe performed the
first laparoscopic Cholecystectomy.? Two years later,
this method was improved by Philip Mauret.? Today,
laparoscopy is a gold standard in the treatment of chole-
lithiasis.? The main advantage of this type of operation
is maintaining continuity of the abdominal wall, which
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decreases tissues damage. It shortens hospitalization
time and enables the patient to return quickly to full
life activity. An additional benefit is reduced post-opera-
tive pain and a much better cosmetic effect.* The dis-
advantages are few and with increasing experience are
decreasing in number and many of the previous criteria
like obesity, acute inflammation, adhesions are now not
absolute contraindications.> More over in cases of diffi-
culties in laparoscopic Cholecystectomy, the only way
of resolving the problem and to save the patient from
possible complications and threat to life is conversion,
i.e. a change to the traditional open Cholecystectomy.’

METHODOLOGY

The medical records of 305 patients clinically diagnosed
with gall bladder diseases at different secondary and
tertiary care hospitals of Karachi between April 2004
and March 2008 were retrieved. There were 61 males
(20%) and 244 females (80%) ranging in age from 16
to 76 years (mean 40.2 years). Gall bladder disease was
diagnosed on the bases of history, clinical examination
and ultrasound examination. All patients had routine
basic preoperative tests; including liver function tests
(serum alanin transaminase, aspartate transaminase,
alkaline phosphatase, gammaglutamyl transpeptidase,
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and bilirubin) The indications for surgery included chro-
nic calculus cholecystitis in 270(88.5%) cases, chronic
acalculus cholecystitis (cholecystosis) 3(1%) cases and
acute calculus cholecystitis in 32(10.5%) cases. Laparos-
copic Cholecystectomy was performed electively in all.
Despite the improvement in the equipment and the
advancement in surgeon's experience all patients under-
going LC were informed of the possibility of converting
the procedure to OC. The 273 cases of chronic cholecys-
titis were operated on first operation lists where as
patients with acute cholecystitis after being stabilized
on conservative therapy were discharged and readmitted
on the average 6 weeks later for surgery. In our series
28 patients had previous abdominal surgery, mainly
appendectomies, umbilical hernia repairs and caesarean
sections. Prophylactic antibiotics (third generation
cephalosporins) were given to all patients immediately
before the induction of anesthesia, and a nasogastric
tube was inserted routinely in all patients during the
perioperative period. Laparoscopic Cholecystectomy
was performed using four ports with insufflation of
CO, through the umbilicus to establish the pneumope-
ritoneum. Exposure of the Calot’s triangle as well as
dissection of the gall bladder was done using a curved
hook with monopolar coagulation current. Intraoperative
cholangiogram was done only in 12(3.94%) cases when
raised liver enzymes were present. The postoperative
hospital stay ranged from 1 to 20 days (mean 1.43 days).
Our policy was aimed to discharge patients on the 1st
postoperative day. This was achieved in 215 patients
(10.5%), 65 patients (21.3%) were discharged after 2
days. The remaining 25 (8.2%) were discharged on the
3rd day or soon after following surgery, except for one
1 patient who had bile leakage and remained hospitalized
for 20 days.
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RESULTS

Of the 305 patients in whom laparoscopic Cholecystec-
tomy was attempted, 20(6.5%) required conversion to
open surgery. The most common reason for conversion
was dense adhesions due to previous surgeries in 10
cases. Inability to define anatomy in patients with infla-
med contracted gallbladder resulted in conversion in 3
patients. Laparoscopically uncontrollable bleeding
occurred in 3 cases 2 of them from cystic artery and
one from gall bladder bed. Bile duct injury occurred in
2 cases, one of this occurred due to the use of diathermy
near the duct and other occurred while separating adhe-
sions. In one case the gall bladder fell into the abdominal
cavity and could not be visualized thus to locate it umbi-
lical port was enlarged to Scm incision in transverse
direction and lost gall bladder was easily retrieved. In
the last remaining case a Cholecystodeudnal fistula was
found and open surgery had to be performed. No signifi-
cant relation was found between the likelihood of conver-
sion and any of the following: age, concomitant disease,
history of pancreatitis, and preoperative abnormal liver
function test results. Significant predictors of conversion
to open Cholecystectomy were male gender, previous
abdominal surgery, acute cholecystitis, and history of
jaundice, obesity, suspicion of common bile duct stones,
uncontrolled bleeding and thickened gallbladder wall.
There was no mortality. Conversions were more in the
first 150 cases, as compared to the next 150 in the ratio
of 11to 7.

DISCUSSION

Since, the first laparoscopic cholecystectomy performed
in 1987 there is continuous adoption of this procedure

Table I. Conversion rate in World Literature

Authors Year Country Total Patients No. %

Tariq S. Mufti et al*! 2007 Pakistan 60 3 5
Mehmet K et al*? 2007 Turkey 300 23 7.7
Ishiazaki Y et al'S 2006 UK 500 32 6.4
Nachnani J et al*® 2005 India 105 12 11.4
Wael F Hasaniah et al** 2002 Kuwait 2750 150 3.8
Bakos E et al® 2008 Slovakia 1535 89 5.7
Kama N A et al® 2001 Turkey 1000 48 4.8
Ciesieczy B et al? 2008 Poland 765 106 13.8
Tarcoveanu E et al'® 2005 France 900 144 16
Current Study 2008 Pakistan 305 20 6.5
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and down word trend for open cholecystectomy. In
developed countries less than 20% of the total Cholecys-
tectomys are performed by open method.”® In Pakistan
and other developing countries the procedure is still
common due to lack of skill and apparatus.”*° Morbid
obesity had been considered as a contraindication, and
can contribute to conversion.'® We had 6(2.01%) obese
patients in this study but we did not face any difficulty
in operating on them.

Previous abdominal surgery with its contribution of
adhesions has been described as a cause of conversion
in all studies.!">'> We had 87(87.5%) patients with
adhesions. Adhesions could be separated successfully
laparoscopically in 77(25.2%) patients by means of
blunt and sharp dissection, and by means of diathermy,
irrigation and suction, wherever necessary, in the
remaining 10 patients conversion had to be done. Cystic
artery bleeding has been reported as a cause of conver-
sion'>'4, Cystic artery injury occurred in 5(1.65%) cases
in this study. Bleeding was effectively controlled in
3(1.00%) cases whereas 2(0.65%) cases were converted.
Significant bleeding from liver bed occurred in 3(4.55%)
cases in this study. This bleeding was managed in 2
(2.84%) cases by means of compression with gallbladder,
sponge and/or sponge stone application. But in 1 case
bleeding from liver bed couldn’t be controlled and the
procedure had to be converted to open Cholecystectomy.
Uncontrolled bleeding as a cause of conversion has also
been reported in other studies.!>!® Spillage of stones
as a cause of conversion has been reported by many
surgeons, !’ in this study, spillage of stones occurred in
15(4.9%) cases. In these patients most of the stones
were retrieved in finger stall of a surgical glove followed
by saline irrigation and suction. Drain tubes were kept
in all of these cases. In these cases patience and meticu-
lous search always proved rewarding. Instrument/
Equipment failure has also been described as a cause
of conversion.'® We were able to replace failed or broken
instruments with new one and no conversion required
for this problem. We noticed common bile duct injury
in 1(0.65%) patient who required conversion. Bile duct
injury can be prevented by precise identification of the
cystic duct junction with the gallbladder at one end and
with common bile duct at the other and by avoiding
blind use of clips, diathermy etc.'*?!

We had 11(3.35%) patients with unclear calot’s triangle
anatomy. All these patients previously had attacks of
acute cholecystitis, empyma gall bladder, obstructive
jaundice etc. Many in this group had contracted gallblad-
ders 3(1.00%) od there had to be converted.?>>* This
entity is well documented in literature.?’ Comparison
of our study with results of other researchers is given
in Table L.
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CONCLUSION

With passage of time conversion rate is decreasing
mainly due to the experience the surgical community
has gained during last three decades and advancement
in the instruments used in the laparoscopic surgery.
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MATERIALS FOR PUBLICATIONS

Pakistan Journal of Surgery (PJS) invites papers
on clinical experimental, research and historical
topics pertaining to surgery, its sub-specialities and
allied fields.

EDITORIAL POLICY
Following categories of papers may be published:

Original Articles: These articles present new, valid
and relevant investigations into the aetiology, patho-
logy, diagnosis and treatment of surgical diseases,
if it shows orignal research work relevant to surgery
in a formated form. It should be between 2000 to
2500 words with no more than three tables or illus-
trations and the total number of references cited
should be between 20 to 40. The abstract should
consist of no more than 300 words with 3 to 10
appropriate keywords.

Case Reports: These must be of educational value,
and stress unusual features of diseases. They should
consist of unstructured abstract of between 100 to
150 words with 3 to 10 keywords. It should have
the following headings: Introduction, Case Report,
Discussion and References. The length of the case
report should not be more than 1000 words.

Ideas and Innovations: These must contain reports
of original, hitherto unreported techniques or modi-
fications of existing procedures. Short reports on
new instruments invented by authors are also
welcome. The manuscript submitted should not be
more than 1500 words with 3 to 5 photographs or
illustrations.

Other categories acceptable are:

Review Articles, Articles on Medical Educa-
tion,Commentories, Materia Non-Medica,
Letters to the Editor.

Detailed instructions on the above categories are
available on the Journal’s Website.

All materials/data used during the study and for
preparation of the manuscript should be retained
by the authors as this can be requested by the
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editorial board during the process of peer review
and also following publications of the article if need
be.

PREPARATION OF MANUSCRIPTS

The manuscripts should be typed in double spacing
on A-4 size and should not exceed 20 pages, exclud-
ing the tables and references. There should be no
more than 40 references in an Original Article, and
not more than 100 in a Review Article. The title of
the paper should be followed by the full name,
degree(s), designation, hospital and medical college
affiliation, hospital address, and the source of grant
if any through which the research was carried out.
The name, address, phone numbers and E-mail
address of the person to be approached for reprints
and correspondence should also be mentioned.

Abstract: should follow the title and should be
structured with the headings of Objective, Study
Design, Setting and Duration (institution where the
study was carried out), Methodology, Results,
Discussion, Conclusion.

Key Words (Indexing terms): Below the abstract
3-10 key words or phrases should be added, that
will assist the indexers in cross indexing your article.
The key words used should be terms from the
Medical Subjects Headings (MeSH) list of the Index
Medicus.

Introduction: should acquaint the readers with the
problem being discussed, the nature and the purpose
of the work, and brief mention of relevant literature.

Methodology: The clinical, technical or experimen-
tal procedures should be described. Previously
published method(s) should only be cited as a
references.

Results: These should be presented in a logical
sequence in the text, tables and illustrations. All the
data in the tables should not be repeated in the text;
only important observations should be emphasized
or summarized.

Discussion: This should include the author’s com-
ments on the result, supported with contemporary

Volume 25, Issue 2, 2009




