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Abstract

Aim of the study- we conducted this study to know which method is best,clip application or bipolar cautery,
to secure haemostasis of cystic artery during laparoscopic cholecystectomy,

Methodology- a prospective comparative study was done on two groups of patients undergoing laparoscopic
cholecystectomy® where in cystic artery was clipped in group A and it was cauterized with bipolar device in
group B. 50 patients were assigned to each group.

Results- in both the groups no one had postoperative bleeding. intraoperatively, in group A one patient needed
reapplication of clip® to cystic artery due to its slippage whereas in group B two patients had bleed from cystic
artery after cauterization with bipolar device, which was subsequently controlled by clip application.
Conclusion-both clip application and bipolar cauterization are equally efficacious in gaining haemostasis of
cystic artery during laparoscopic cholecystectomy.
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Introduction

Today laparoscopic cholecystectomy is the gold
standard procedure of choice for gall stone
disease. it is one of the commonly performed
laparoscopic  procedure in general surgery
departments. during standard laparoscopic
cholecystectomy, after fundal retraction, calots

triangle is dissected during which cystic artery is
identified and secured. in majority of cases cystic
artery arises from right hepatic artery®, in few
cases it may arise from common hepatic, coeliac
trunk, right gastric, superior mesenteric etc
arteries. Proper haemostasis of cystic artery is
must because it may result in torrential
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haemorrhage if not ligated properly and is the
common cause of post operative bleeding after
laparoscopic cholecystectomy. several methods
are available for cystic artery control like clip
application,  bipolar  diathery,  monopolar
diathermy, vessel sealing with ultrasonics,
harmonics® etc. among these monopolar diathermy
is generally avoided because of lateral dissipation
of heat and injury to adjacent structures. vessel
sealers and harmonics are too costly to be
affordable by all hospitals. Clip application and
bipolar diathermy are cost effective and efficient
methods. we conducted this study to see which
one is better in the task.

Methodology

We designed a prospective comparative study by
dividing patients undergoing laparoscopic
cholecystectomy into two groups. Both the groups
were assigned 50 patients each. In Group A cystic
artery control was gained by clipping it with
titanium clips. We have a practise of putting two
clips normally. in group B cystic artery was
cauterized with bipolar diathermy. in both the
groups  laparoscopic  cholecystectomy  was
performed by surgeons who have atleast 5 years of
experience in minimally invasive surgery® and all
surgeons followed standard procedure accepted
and customized to our centre. abdominal drains
were kept in morrisons pouch in all cases.
postoperatively patients were observed for 2 days
for any signs of bleeding from cystic artery. drains
were checked regularly. ultrasound abdomen was
done on both the days. vitals were checked and
tabulated. more than 100ml of fresh blood in the
drain bag or abdominal cavity was considered as
significant bleed. patients were discharged on 3"
day. all patients were informed and consent taken.
Study protocol was approved by hospital ethics
committee. this study was conducted at narayana
medical college and hospital in general surgery
department during the period may 2013 to july
2015.all patients with symptomatic gall stone
disease were included in this study. Patients were
selected on consecutive OP admissions and they

were segregated into two groups by simple
randomization. patients with  cholecystitis’,
choledocholithiasis, empyema gallbladder,
pancreatitis, obstructive jaundice, chronic renal
failure, portal hypertension and suspected
malignancies were excluded from the study.

Statistical Analysis

SPSS latest version 2015 was used to analyze
numerical data and expressed as mean+/-standard
deviation (SD).observations were done in both the
groups to look for any post operative bleeding.
drain bag collection, vital data and ultrasound scan
findings were taken into consideration. data of
both the groups analysed. P value less than 0.05
was considered statistically significant.

Results

The median age of patients was 45.76 & 49.02 yrs
(female & male) in group A and 47.15 & 49.65
yrs (female & male)in group B respectively. in
group A female to male ratio was 3.5 : 1 and in
group B it was 4.5 : 1. in group A cystic artery
was single in 88% cases and was branched in 12%
cases. in group B it was 94% & 6% respectively.
cystic artery was arising from right hepatic artery
in 96% & 92% cases in group A and group B
respectively. postoperatively all the patients were
observed for bleeding from surgery site by
estimating the amount of fresh blood collectimg in
the abdominal drain or abdominal cavity. more
than 100 ml of collection was considered
significant bleed. none of the patients had post op
bleeding in both the groups. Intraoperatively in
group A, one patient had rebleed from cystic
artery due to slippage of clips which was
identified and stopped by reapplication of clips.
Intraoperatively in group B, two patients had
rebleed from cystic artery which was identified
and stopped by clip application. all the data
tabulated below.
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GROUP A GROUP B
(clip application) (bipolar diathermy)
Total Percentage Total Percentage
number of number of
cases cases
(1)sex 50 50
Prediliction
Females 39 78% 41 82%
Males 11 22% 9 18%
(2)median
Age
Females 45.76yrs NA (not | 47.15yrs NA
applicable)
Males 49.02yrs NA 49.65yrs NA
(3)cystic
Artery
Single 44 88% 47 94%
Branched 6 12% 3 6%
(4)cystic
artery
origin
Hepatic artery 48 96% 46 92%
Other arteries 2 4% 4 8%
(5)during surgery | 1 2% 2 4%
cystic duct rebleed
(6)post operative bleed | O cases 0% 0 cases 0%
Discussion Conclusion

Cholilithiasis is increasing in incidence and is
being managed by laparoscopic cholecystectomy.
age and sex prediliction in our study was similar
to that observed in the society. median age was
46yrs® in females and 49 in males. it was females
who were commonly affected®.during
cholecystectomy one of the important step is to
identify cystic artery in the calots triangle and gain
control of it for a smooth surgery and perfect
haemostasis. several methods are available for it
like monopolar cautery, bipolar cautery,
ultrasonicas, vessel sealing and clip application'®
1112 our study was designed to compare bipolar
diathermy and clip application in their
effectiveness. Our results showed no statistically
significant difference between the two methods.

Clip application and bipolar diathermy are equally
efficacious methods in the haemostatic control of
cystic artery during laparoscopic cholecystectomy.
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