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ABSTRACT

Laparoscopic cholecystectomy (LC) is one of the most common laparoscopic procedures performed. The technique of
LC has witnessed numerous modifications according to surgeon’s preferences to improve the ergonomics, surgical
ease, safety and outcome. Dissection of the gall bladder from the liver bed is one of the troublesome steps. We aim to
describe a unique method which is technically easy to perform and provides excellent exposure as well. A total of 206
patients underwent laparoscopic cholecystectomy at our Institute over a year from January 2017 to 2018. The
technique of torquing the gallbladder to dissect it off its bed is surgeon friendly with advantages of instrumentation

and visualization.
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INTRODUCTION

Semm, in 1980, performed the first successful
laparoscopic surgery to perform an appendicectomy.! In
1985, Eric Muhe performed the first laparoscopic
cholecystectomy.? Laparoscopic cholecystectomy is one
of the surgeries which propelled the laparoscopic era into
the highly evolved field that it is now. In 1992, the
national institute of health declared that the gold standard
for treatment of symptomatic cholelithiasis s
laparoscopic cholecystectomy.?

The laparoscopic cholecystectomy technique has seen
numerous changes over the decades. Each surgeon titrates
the surgical technique to suit personal preference.

One of the troublesome steps of laparoscopic
cholecystectomy is dissection of the gall bladder from the
liver bed. We describe a unique method which is easy to
perform at the same time gives excellent exposure.

STANDARD PROCEDURE

The patient is placed supine on the operating table with
the surgeon standing at the patient’s left side. The
pneumoperitoneum is created with carbon dioxide gas,
either with an open technique or by closed needle
technique. The laparoscope with the attached video
camera is passed through the umbilical port and the
abdomen inspected. Three additional ports are placed
under direct vision. A 10-mm port is placed in the
epigastrium, a 5-mm port in the middle of the clavicular
line, and a 5-mm port in the right flank, in line with the
gallbladder fundus. Through the lateral-most port, a
grasper is used to grasp the gallbladder fundus. It is
retracted over the liver edge upward and towards the
patient’s right shoulder to expose the proximal
gallbladder and the hilar area. Exposure of the hilar area
may be facilitated by placing the patient in reverse
Trendelenburg position with slight tilting of the table to
bring the right side up. Through the midclavicular port a
second grasper is used to grasp the gallbladder
infundibulum and retract it laterally to expose the triangle
of Calot. Most of the dissection is carried out through the
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epigastric port using a dissector, hook cautery, or
scissors. The dissection starts at the junction of the
gallbladder and the cystic duct. A helpful anatomic
landmark is the cystic artery lymph node. The
peritoneum, fat, and loose areolar tissue around the
gallbladder and the cystic duct-gallbladder junction is
dissected off toward the bile duct. This is continued until
the gallbladder neck and the proximal cystic duct are
clearly identified. The next step is the identification of the
cystic artery, which wusually runs parallel to and
somewhat behind the cystic duct. A hemo clip is placed
on the proximal cystic duct. The cystic artery is then
clipped and divided.*>

Separation of the gallbladder away from its hepatic bed is
then initiated using an electrosurgical probe to coagulate
small vessels and lymphatics. By maintaining cephalad
traction on the fundus of the gallbladder with the lateral
most forceps, the midclavicular forceps pulls the neck of
the gallbladder antero-superiorly and then alternatively
medially and laterally to expose and place the tissue
connecting the gallbladder to its fossa under tension. An
electrocautery spatula or hook is used to coagulate and
divide the tissue. Intermittent blunt dissection will
facilitate exposure of the proper plane. Dissection of the
gallbladder fossa continues from the infundibulum to the
fundus, progressively moving the midclavicular grasping
forceps cephalad to allow maximum counter traction. The
dissection proceeds until the gallbladder is attached by
only a thin bridge of tissue. Before the gallbladder is
removed from the liver edge, the operative field is
carefully searched for bleeding points, and the placement
of the clips on the cystic duct and cystic artery is
inspected. The gallbladder is removed through the
umbilical incision. If the gallbladder was severely
inflamed or gangrenous or if any bile or blood is expected
to accumulate, a closed-suction drain can be placed
through one of the 5-mm ports and left underneath the
right liver lobe close to the gallbladder fossa.

HOW WE DO IT DIFFERENTLY

The standard procedure is followed up to the step of
clipping and dividing of the cystic duct and cystic artery.
The lateral-most grasper is used to maintain cephalad
traction to the fundus of the gallbladder. The grasper
through the midclavicular line port is used to grasp the
neck of the gallbladder. Utilizing the ratchet of the
grasper, the gallbladder neck is held firmly. The knob of
the grasper is rotated to produce a continuous,
progressive torquing force on the gallbladder, in a
direction away from the bed, so as to provide traction to
allow dissection of the gallbladder from its bed using
standard cautery hook or harmonic scalpel. This
dissection is continued till the entire gallbladder is
dissected off the bed. The surgery is then proceeded with
as per standard procedure.

The advantages of this method include ease of dissection
as the traction provided is adequate. It prevents frequent

changing of the graspers’ grip of tissue as the dissection
can be completed by just a single application of the
grasper to the neck of the gallbladder. The visualization
obtained by this technique is also superior as the parts of
the gallbladder which have already been dissected off do
not obstruct the view, and the bed with bridge of tissue
connecting it to the gallbladder yet to be dissected off the
bed, can be directly visualized.

The technique must be used in carefully selected patients.
The torquing force applied should be gradually increased,
with care being taken so as to not rupture the gallbladder,
especially in distended gallbladders.

RESULTS

A total of 206 patients underwent laparoscopic
cholecystectomy at Bangalore medical college and
research institute over a year from January 2017 to 2018.

None of the patients developed any surgery related
complications.

Advantages

The torque force when applied at the fundus of the gall
bladder, force gets transmitted to the part which is still
adherent to the liver, since it is fixed at that point.
Adherent part of the bladder gets pulled away from the
liver bed at the same time, by pushing the instrument
caudally, liver also gets lifted up providing an excellent
view.

Rolling the gall bladder on itself provides uniform and
controlled exertion of tractional force at the adherent part.
This minimizes the pulling and pushing which is
otherwise required with two instruments.

Since there is uniform traction, complications like liver
capsular tear, subcapsular hematoma and also iatrogenic
perforation of the gall bladder is prevented.

Figures 1 to 3 represents the step of dissection of gall
bladder from the liver bed.

5

Figure 1: The step of clipping of cystic duct and
artery.
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Figure 2: The step of torquing force.

Figure 3: The step of dissection of gall bladder from
the liver bed.

CONCLUSION

This technique of torquing the gallbladder to dissect it off

its bed

is surgeon friendly with advantages of

instrumentation and visualization.
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