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Abstract

Introduction: There has been revolution in Surgery over the past four decade’s recent advances in surgical and anaesthetic techniques financial incentives for the
hospital have changed the emphasis in patient selection in day surgery, the increase in day surgery rates for appropriate procedures has the potential to improve the
service for patients by achieving shorter waiting times, allowing patient choice and making best use of NHS. The Royal College of Surgeons of England, in 1992,
concluded that day surgery is better than inpatient care for many conditions and that it can be an effective way of reducing waiting times

Objective: Aim of this study was to find out safety and the immediate outcome of laparoscopic cholecystectomy as a day case in District General Hospital

Methods: Retrospective identification of 101, patients underwent a laparoscopic cholecystectomy as a day case following parameters: age, gender, comorbidities
obesity, presentation with acute cholecystitis, pancreatitis or obstructive jaundice

Results: Eleven patients (10.89) patients were unplanned admission and transferred to a Regional Hospitals. Three patients (2.97%) required conversion to open
cholecystectomy. One patient (0.99%) required drain insertion, and five patients (4.95%) pain control. Two patients (1.98%) bleeding one from the Gall Bladder
fossa which was controlled, another patient developed an epigastric port bleeding and gone Re-laparoscopy and resolved the issue with removal of clot and control of
bleeding. Ninety (89.10 %) patients were discharged home after laparoscopic cholecystectomy.

Conclusion: Day case Laparoscopic cholecystectomy can be performed safely in District General Hospital, shorter waiting time, allowing patient choice, economic

benefit, and making best use of NHS

Background

The modern era of day surgery began in the years following World
War II with the realization that prolonged bed rest was associated with
high rates of postoperative complications such as deep vein thrombosis
[1]. The move towards early ambulation led to earlier discharge and, for
the first time, the economic benefits of day surgery were noted [2]. In
1990 Audit commission review NHS value for money report identified
several interventions, including laparoscopic cholecystectomy that
clinical opinion suggested could be carried out as day cases. Following
the review, the Department of Health set up a task force on day surgery
along with £15 million (€21 million; $23 million) of capital funds to
expand the number of dedicated day surgery units. By 2001, almost
all trusts had at least one unit. Audit Commission follow up review in
2001 pushed for further progress: ‘If all trusts could achieve the levels
of the best performers (the upper quartile of the distribution of the
percentage of day cases), 120,000 existing inpatients in England and
Wales could be treated as day cases to the benefit of all concerned. The
Royal College of Surgeons of England, in 1992, concluded that day
surgery is better than inpatient care for many conditions and that it can
be an effective way of reducing waiting times [3].

Aim of this study was to find out the safety and immediate outcome
of laparoscopic cholecystectomy after a Day case surgical procedures.

Methods

All the patients undergoing Laparoscopic cholecystectomy
presented in the surgical Day unit at Trafford General Hospital from
November 2015 to October 2016 under a single surgeon’s service were

Trends in Transplant, 2017 doi: 10.15761/T1T.1000226

retrospectively identified from the hospital’s operative records. Data
were retrieved by detailed review of the hospital case notes, including
radiographic imaging and operative course. The following preoperative
parameters were recorded: age, sex, obesity, presentation with acute
cholecystitis, pancreatitis or obstructive jaundice, ultrasonography
detection of gallbladder wall thickening or gallbladder stones, and
the presence of common bile duct (CBD) stones. The majority of
operations were performed by consultant surgeons with a minimum
of 10 years’ experience in performing laparoscopic cholecystectomy,
via a standard 4-port method, achieving pneumo peritoneum using the
Hasson technique for carbon dioxide insufflation.

We collected the data for unplanned admission/transferred to an
acute hospital, and for any immediate complications (Tables 1-3).

All these patients were ASA T or II.
Inclusion and exclusion criteria

The inclusion criteria symptomatic gall stones, ASA grades land
2 who had adult company at home for the first 48 hours Patients with
complicated gall stones were thoroughly assessed for suitability for a
day case procedure and were offered day case LC only if the surgical
procedure was not expected to be difficult.
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Table 1. Patients outcome after day case laparoscopic Cholecystectomy.

Transferred to acute hospital Immediate Discharged to

Numbers

(Immediate not Discharged home) home
101 11 (10.89%)
Open cholecystectomy 3 (2.97%)
Female 78 POSt_OR pain 5 (4.95%) Discharged home without
Male 23 Drain 1 (0.99%) any issue 90 (89.10%)

Bleeding 2 (1.98%)

Age /years 25-76 a, Epigastric port

b, GB fossa
Table 2. Un planned admission.
Reason Number Percentage
Conversion to open 3 2.97
Pain 5 4.95
Bleeding 2 1.98
Drain 1 0.99
Table 3. Operative /Histology Findings.
Findings Number Percentage
Cholecystitis 35 34.65
Adhesions 38 37.62
Simple cholecystectomy 22 21.78
Abnormal anatomy 03 297
Mucocele 02 1.98
Bile leak 01 0.99

Exclusion criteria severe sleep apnoea, Obese, previous extensive
abdominal surgery, ASA grade 3 or more.

Discharge criteria

Patients were discharged if they were able to tolerate oral diet,
mobilise safely, haemodynamically stable without significant pain,
nausea and or vomiting.

Primary outcome was classified as a successful day case
Laparoscopic Cholecystectomy and discharge inpatients identified for
a day case procedure preoperatively.

Secondary outcomes were considered as failed day case discharges
(due to surgical complications, post-operative pain, nausea and
vomiting and other reasons for failed discharge) and readmissions
following a successful day case procedure and discharge.

Statistical analysis

All data was recorded using a Microsoft Excel Spread sheet. Data
were analysed using the Statistical Package for Social Sciences (SPSS,
version 17). Mean values were compared using the Student ¢ test

Result

During this period, 101 patients underwent Laparoscopic
cholecystectomy. The female to male ratio was 3:1 (78 versus 23). The
mean patient age for undergoing laparoscopic cholecystectomy was
51 years (range, 25 to 76) and 77.2% were female. Of this cohort, 3
patients (2.97%) underwent conversion to open cholecystectomy.

Eleven (10.89%) patients out of 101, after day case laparoscopic
cholecystectomy were unplanned admission and transferred to
Manchester Royal Infirmary for further management. Five (4.95%)
patients had no surgical issues but pain management, three (2.97%)
patients converted to open due to difficult anatomy and multiple
adhesions. One (0.99%) patient had a drain inserted. One (0.99%)
patient had epigastric port bleeding and underwent re-laparoscopy
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and was for 24 hour observations. One (0.99%) patient got bleed from
GB fossa. Overall 90/101 (89.10%) patients were discharged home after
Outpatient laparoscopic cholecystectomy.

Intraoperative indications for conversion

The most common reason for conversion was a diseased gallbladder.
This included inability to define anatomy in 3 patients, a contracted or
fibrotic gallbladder with foreshortening of the cystic duct, and dense
adhesions of the gallbladder to either the duodenum or the CBD.

Discussion

Laparoscopic cholecystectomy is considered the treatment of
choice for gallbladder disease. It confers definite advantages over the
open procedure. The increase in day surgery rates for appropriate
procedures has the potential to improve the service for patients by
achieving shorter waiting times, allowing patient choice and making
best use of NHS. The move towards early ambulation led to earlier
discharge and, for the first time, the economic benefits of day surgery
were noted [4]. The Audit commission’s analysis suggested that if
all health authorities in England and Wales, ‘performed day surgery
consistently at readily achievable levels for each of 20 common
procedures, an additional 186,000 patients could be treated each year
without increased expenditure. As day case patients cost less to treat
than patients who stay overnight as inpatients (in 2013-14, the average
day case cost was £698 and the average elective inpatient case £3,375), the
increasing proportion of day case activity has helped reduce overall costs

Day surgery rates for specific procedures still vary between
individual surgeons, between hospitals and even between regions.
Day case laparoscopic cholecystectomy in all SHAs ranged from 23%
to 56%! [5]. The reasons for such variations are complex and remain
largely unexplained, but often reflect an inability to organise healthcare
effectively and follow guidelines [6-9]. Whilst these variations were
understandable in the development phase of day surgery, they become
increasingly difficult to justify as we move to a genuine National
Healthcare system, with equal access to treatment for all. A new
generation of surgeons and anaesthetists who are more familiar with
the skills and techniques necessary to provide high-quality day surgery
should ensure that most of these extreme variations disappear over
the next few years. The rate for day case laparoscopic cholecystectomy
in the UK is just under 40% and still shows large variations between
surgeons, trusts and regions [5]. The reasons for this relate to fears
about reactionary haemorrhage, delayed haemorrhage and bile leak.
The NHS Institute published a clinical pathway in 2007 which noted
that 70% of laparoscopic cholecystectomies could be safely performed
as day cases [10] and this target has been recommended to NHS
commissioners as part of the 18-week programme [11]. Successful day
case laparoscopic cholecystectomy relies on rigorous patient selection,
accepting only well-motivated and non-obese patients, and attention
to detailed surgical technique. It is now accepted that the majority of
patients are appropriate for day case laparoscopic cholecystectomy
unless there is a valid reason why an overnight stay would be to
their benefit. If inpatient surgery is being considered it is important
to question whether any strategies could be employed to enable the
patient to be treated as a day case. Although the National Institute
of Health and Clinical Excellence (NICE) guidance on pre-operative
investigations [12] is widely used, one recent study showed no difference
in the outcomes of day surgery patients even when all pre-operative
investigations were omitted [13]. Fitness for a procedure should relate
to the patient’s health as determined at pre-operative assessment and
not limited by arbitrary limits such as ASA status, age or BMI [14-16].
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Patients presenting with acute conditions requiring urgent surgery
can be efficiently treated as day cases via a semi-elective pathway [17].
Effective pre-operative assessment and preparation with protocol-
driven, nurse-led discharge are fundamental to safe and effective day
and short stay surgery. Several recent publications provide useful advice
on the establishment and running of both services [18-21]. From the
end of the 1970s onwards, several retrospective series were published
[22,23], as well as two small-randomized studies in which day surgery
was compared with inpatient treatment [24-26]. A randomized study
compared how much patient’s valued different treatments [27]. These
studies showed that day surgery is just as safe and effective, and, in
addition, cheaper. In two of the three studies, patients were at least as
content with day surgery [26,27]. Abdominal pain is still the main cause
of in-hospital morbidity, unplanned admission and readmission; as is
seen in our study adequate pain relief is essential in day case surgery.
Various methods, such as peritoneal instillation of local anesthetic
agents [28,29] and wound infiltration with local anesthetic agents [30],
have been attempted to decrease postoperative pain. While much of the
postoperative pain in laparoscopic cholecystectomy is deep in nature,
laparoscopy port sites should always be infiltrated with a long-acting
local anaesthetic [31]. The morbidity of LC has been reported to be 4%-
20% [32]. This compares well with our study.

In our study 11 patients were unplanned admission and transferred
to Regional Hospital for admission /observation due to non-availability
/ lack of inpatients surgical facility, beds, as three patients Laparoscopic
- Open cholecystectomy due to complex anatomy, five patients for pain
management, three patients one each drain, bleeding from epigastric
artery and bleeding from gallbladder fossa. Our conversion rate was
three percentage 2.97%, compares well with literature [33,34], this may
be due to small number of cases we operated during study period.
There were no morbidity, our morbidity rate was zero. Readmission
/ unplanned admission 8.91% compares favorably with those reported
by other centers [35,36].

Our overall unplanned admission rate of 8.91% compares
favorably with other national and international centers [37-42] and
our readmission rate within 48hrs was zero. Our overall day case
Laparoscopic cholecystectomy rate for single surgeon was 1.94% for
the period of this study our overall day case discharge rate was 89.10%
this compares favourably with other international and national centers.
This study includes a post discharge follow up of only patient’s with
unplanned admission. Where there is ongoing contact between the Day
Surgery Unit and the patient or between patient and GP, re-admission
rates are lower [43-45]. This study show that day case Laparoscopic
Cholecystectomy is feasible and safe in a district general hospital,
reduce waiting times, economic benefits though there is further room
for improvement within our service.

Conclusion

Day case Laparoscopic cholecystectomy is safe in a district hospital,
shorter waiting time, allowing patient choice, economic benefit, and
making best use of NHS. Each Surgeon should do the self-evaluation in
a view to improve the quality of our health care system.
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