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lear, unobstructed view of the mfundibuiumftnangle of Calot

irm cephalad retraction of the fundus, infenor and lateral retraction of the infundibuly

issect fatfarectar bissug from infundbulum toward common duct, never vice versa

sualze absolutely the cystie duct-galibladder junction with no other intervening tissus

holangiography to confirm anatamy and rule out other pathology

hocassory/anomaous Gucts are rare; 6o not over¢all
b ductal structure wider than a standard dip is the common duct until proven otherwise)

gver cautenze or cip bindly to control bleeding

migate as often as nepessary to clear the operative field and opbmee visuaization

Bix to exght clips are the routing mamunm; the need for more should lsad to conversior

Bsking onesalf if one should convert to open surgery probably means one should

Advantages Disadvantages

Less pain Lack of depth perception

Smaller incisions View controlled by camera operator
Better cosmesis More difficult to control hemorrhage

Shorter hospitalization Decreased tactile discnmination (haptics)

Earlier return to full activity | Potential CO, insufflation complications

Decreased total costs Adhesions/inflammation limit use

Slight increase in bile duct injuries
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= CONCLUSION Golden rules for sound cholecystectomy:
’ (1)- Decide the best approach, then dissect the cholecysto-hepatic triangle for
Cholccvs[cc[omv remains a common Qpcrauon. Lap- good anatomical identification especially of cystic artery and duct.
A i - : - (2)- Good dissection and identification of the gall bladder cystic junction prior
t"OSCOPlC maﬂagemem Of SYmPlomaUC galls[ones hlﬁ ligation and cutting to avoid CBD injury or ligation.
rapidlv bCCOﬂ]C [hC new standard fOf lhcrapv [hrough_ (3)- Avoid clippingf Iigqtif)n, or even clamping of any unidentified structure as it
‘ S / 2 may ends in biliary injury.
out (he WOrId. .\13{“’ pauen(s can now und(‘rgo lhls Op- (4)- Avoid unnecessary use of diathermy in general, and in the vicinity of CBD in
: . . ' v particular.
erauon i an ambulatory SC[Uﬂg~ There are numerous (5)- Ligation of the cystic artery nearby the gall bladder wall to avoid hepatic
advantages of LC over OC. However, occasionally ana- artery injury. , o ,
) = 3 i 3 A / / (6)- Do not manipulate in myth, if in doubt consult or shift to op.
tomical or physiological considerations will preclude cholangiogram.
. e R y A (7)- Any sizable duct structure connected to the bladder in the bed should be
lhe m““mal access aPPmaChv and conversion to an identified then assured by cholangiogram, if accessory it is ligated to avoid

post operative leak, if major duct, it must be repaired or anastomosed.

open operation in such cases reflects sound judgment
and should not be considered a complication.
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(8)- Any bile leak in the field should be taken seriously and searched for its
source and managed accordingly without reluctancy.

(9)- Do not skelitonize the CBD aiming for good identification as it end
almostly in its ischemic stricture.

(10)- Do not attempt to close the patient till you are extremely sure about all
details, and reconsult if in doubt as most of biliary injuries discovered intra-
operatively and managed run into cure in 80% of cases.

(11)- If you do not have the facility to manage complications, drain the sub-
hepatic area and refer the patient immediately to the convenient center
with full detailed report about the procedure without hesitancy.

(12)- CBD exploration should be attempted if in doubt about obstruction.

(13)- Choledochotomy is done in supra-duodenal CBD anterior wall with clean
cut edge, without laceration of the tissues or diathermy use.

(14)- Do not use forcible testing of CBD clearance using metal dilators or
scoops.

(15)- T-shaped tube application is the standard after CBD exploration, with upper
end apart from the carina, and lower end above the sphincter of oddi.

(16)- Choledochotomy incision closure necessitates at least one stitch above and
below T-tube external limb osteum for better closure after extraction.

(17)- Do not hesitate to open the duodenum if stone is impacted in the papilla
with operative papillotomy.

(18)- Lower down CBD obstruction is not managed symptomatically with side to
side choledocho-duodenostomy without good intra-operative diagnosis of its
nature and subsequent biopsy if needed then managed accordingly.

(19)- Choledocho-jejunostomy, with Roux-en-Y loop end to side or side to side is
the operation of choice in shunting the biliary tract to the gut with the least
drawbacks.

(20)- Almost always fashion the biliary stoma as large as possible ( at least 3 cm
in diameter) by all possible techniques for better outcome without stricture
formation later on, and splint the anastomosis in smaller caliber externally, or
internally by inert silastic, or Teflon tubes.
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