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Expression of p53, RAD50 and cyclin-e proteins in gallbladder malignancies prevalent within a cohort exposed to Methyl isocyanate. 
R Varshney, A Sewakani, SK. Jatawa, GV Raghuram, KK Maudar, PK Mishra &  S Varshney, Bhopal Memorial Hospital & Research Centre, Bhopal. 

Background: Gall bladder carcinoma is an uncommon, but highly malignant tumor, with varied geographical distribution and poor prognostic and diagnostic manifestation in early stage. Indian Council of Medical Research revealed higher incidence rates of gall bladder carcinoma in the surviving population of Bhopal gas tragedy. The severity of exposure and increased multi-systemic morbidity in the survivors further necessitated a more objective elucidation of the molecular changes leading to gallbladder carcinoma. In present investigation we aim to study, the expression patterns of the p53, cyclin-E and Rad50 proteins in gall bladder cancer specimens surgically resected from the MIC affected population. The key feature of p53 gene product (protein), ‘a guardian of the genome’ with tumor suppressor function and regulation of cell-cycle progression, is its tendency to remain “latent” in unperturbed cells. Rad50 is a ubiquitous protein involved in many DNA metabolic pathways that maintain genomic integrity. Cyclin-E is one of the most important cell cycle regulators that play an important role in normal cell proliferation and development through promotion of the S phase. Materials & Methods: Surgically resected tissues from 40 Gall bladder carcinoma patients (13 men and 27 women, age range 20–75 yrs, mean age 55.25 ± 1.89 yrs) with 31 adenocarcinoma (07 well differentiated, 17 moderately differentiated and 05 poorly differentiated), 03 adenosquamous carcinoma and 06 gallbladder adenoma were examined for p53, cyclin-E and Rad50 through immune-histofluorescence using Applied Spectral Bioimaging system. Results: Of the total 40 samples, 74 %, 35 % and 32 % showed positivity for p53, Rad50 and cyclin-E expression respectively. A significant correlation of p53, Rad50 and Cyclin E overexpression was observed in adenocarcinoma suggesting the prevalence and invasiveness of the disease in the MIC exposed population (p=0.0009). However, co-expression of Rad50 and cyclin-E with p53 was absent in adenomas with dysplasia implicating their independent role.

Conclusions: These results imply that the expressions of p53, Rad50 and cyclin-E are altered in gall bladder carcinoma of MIC exposed cohort. However, for further characterization a study with larger sample size is in progress for evolving effective early diagnostic and novel targeted therapeutic strategies.
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Massive Hemobilia : Diagnostic and Therapeutic Challenges. R Prabhakaran, V Vimalraj, R Sukumar, G Rajarathinam, E Selvakumar, GS Prabudoss, D Jyotibasu, Rajendran, R Surendran, Stanley Medical College, Chennai.
Introduction and Objectives: Hemobilia is defined as bleeding into the biliary tract due to a communication between a blood vessel and the bileducts. Massive hemobilia is a rare but potentially life-threatening cause of upper gastrointestinal hemorrhage. This retrospective analysis evaluated the challenges in diagnosis and management  of massive hemobilia. Materials and Methods: Between 1998 to 2008 Twenty consecutive patients (14 male, 6 female) who were referred to our department for severe or recurrent hemobilia were included in the study and the records were retrospectively analysed. Results: Causes of hemobilia were blunt liver trauma (n = 9), following liver biopsy (n =4), post lap cholecystectomy hepatic artery pseudoaneurysm (n =3),  hepatobiliary tumors (n = 3) and vascular malformation(n = 1). Malena, pain abdomen, Haemetemesis and jaundice were the leading symptoms. All patients underwent ultrasound and CECT abdomen. Angiogram and therapeutic embolisation was done in 12 patients and it was successful in 9 patients and 3 patients in whom it failed required surgery. Surgical procedures performed were Rt hepatectomy in 4 , Rt extended hepatectomy in 1, segmentectomy in 1,extended radical cholecystectomy in 1, repair of the Pseudoaneurysm in 3 and R hepatic artery ligation in 1. Conclusion: Massive Hemobilia is a diagnostic and therapeutic challenge. The therapeutic options consist of surgery and embolization. Endovascular treatment can control an unstable hemodynamics and can be sufficient in the some cases. However, in patients with recurrent bleeding or failed embolization, surgery is required.
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Factors affecting the nutritional status in patients with surgical obstructive jaundice. R Devi, B Pottakkat, S Mohindra, A Prakash, RK Singh, A Behari, A Kumar, SGPGI, Lucknow.
Introduction: Many factor affect the dietary intake and nutritional status in patients with obstructive jaundice. This study was aimed to assess the nutritional status and to find out the factors affecting it in patients with surgical obstructive jaundice. Methods: Prospectively collected clinical and nutritional data from all patients referred for operation with surgical obstructive jaundice to the Department of Surgical Gastroenterology between 1st January 2009 and 30th June 2009 were analysed. Nutritional assessment was done by anthropometric, clinical, biochemical and subjective global assessment. Results: 42 patients were included in the study- 27(64%) males and 15 (36%) females. The median age was 52(29-85) years. 15(36%) patients had benign and 27(64%) had malignant aetiology. 21(50%) patients underwent biliary drainage before operation. 15 (36%) patients had body mass index below normal (normal 18.5-24.9). Median total bilirubin was 5.0 (0.4-24.5) mg/dL. Median albumin was 3.3 (2.1- 4.6) g/dL. Median haemoglobin was 10.9 (5.8-14.7) g/dL. Median loss in weight was 6.0 (-25.8- +11.1) kg. 19 (45%) patients were on hypo caloric semisolid diet, 6 (14%) were on liquid diet, 9(14%) were on semisolid diet and 1 (2%) was on starvation. 16(38%) patients  had severe malnutrition, 19 (45%) had moderate malnutrition and 7 (17%) were well nourished. Median deficits for the various nutrients were: energy- 370(- 1516- +200) kcal, protein- 17.4 (-53.0- +2.6) g, fat- 10.4 (-34.9- +15.4) g, sodium- 2.0 (-14.0- +4.0) g and potassium 5.1 (-25- +17) mEq. The mean bilirubin in moderately or severely malnourished patients was 7.5 g/dL compared to 2.6 g/dL in well nourished patients (p=0.019). 26/27 (96%) patients with malignant obstructive jaundice were moderately or severely malnourished compared to 9/15 (60%) with benign obstructive jaundice (p=0.005). Conclusions: Most of the patients with surgical obstructive jaundice suffer from malnutrition. High bilirubin and malignant aetiology were the factors associated with malnutrition. 
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Surgery for Early Gall Bladder Carcinoma. R Daga, A Behari, B Pottakkat, A Prakash, RK Singh, A Kumar, R Saxena, SGPGI, Lucknow.
Background and Aims: Most  of the patients with Gall Bladder Cancer (GBC) present with advanced stage.  A small subgroup of patients may be diagnosed to have early Gall Bladder Cancer (EGBC) i.e. with T1a and T1b disease.  Aim of this study was to analyse the outcome of various surgical procedures in  patients with EGBC. Material and methods: Clinicopathological and survival data of 41 patients (11 males and 30 females) with EGBC operated from 1989-2006 were reviewed from our GBC Database

Results: There were 13 patients with T1a and 28 patients with T1b lesions. 28 patients underwent Simple Cholecystectomy (SC) and 13 patients underwent Extended Cholecystectomy (EC). Overall Cumulative 1-, 3-, 5- year survival was 90%, 53% and 45% respectively. Overall Median survival was 60 months.  Median Survival for patients with T1a disease was 68 months; 20 months for those who underwent a simple cholecystectomy  and 94 months for those who underwent extended cholecystectomy (p=0.09). Median survival for patients with T1b lesions was 26 months; 33 months for those who underwent simple cholecystectomy  and 20 months for those with extended cholecystectomy  (p=0.87). 3 of T1a (2 simple Cholecystectomy, 1 Extended Cholecystectomy) and 8 (5 simple cholecystectomy, 3 Extended Cholecystectomy) of T1b patients developed locoregional recurrence. Conclusion: Role of Simple Cholecystectomy for T1a GBC needs re-evaluation. Extended Cholecystectomy may not provide survival benefit in T1b patients.
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Primary closure of choledochotomy versus T-tube drainage after open choledocholithotomy- a prospective evaluation compared with retrospective controls. SD Murthy, NS Nagesh, R Bhat, R Nayak, KV Ashok Kumar, Bangalore Medical College & Research Institute, Bangalore.

Introduction & aims: Traditionally, choledochotomy has been closed with T-tube drainage after common bile duct (CBD) exploration. Insertion of T-tube may be associated with some potential complications and patients must carry the t-tube for several days before its removal. Primary closure of choledochotomy without drainage has been proposed as a safe alternative to T-tube placement. The purpose of this study is to prospectively evaluate the feasibility, safety and postoperative complications of primary closure of choledochotomy and to compare the outcome with that of t- tube drainage. Patients and methods: Twenty one patients with confirmed diagnosis of CBD stones on imaging, with CBD diameter of > 8mm, aged 14-75 years were included in this study period from June 2007- June 2009. Patients with severe cholangitis, severe pancreatitis and previous biliary surgery were excluded. Following confirmation of patency of CBD with choledochoscopy and completion cholangiogram, CBD was closed in single layer using interrupted 3-0 Vicryl sutures. The outcomes were compared with that of patients who had undergone t-tube drainage in previous three years. Results: patients with primary CBD closure had significant reduction in postoperative hospital stay (8+3.4 versus 16+4.2 days,   p < 0.001). The incidences of postoperative complications (23.8% versus 30.4%, p > 0.104) and biliary complications (9.5% versus 26.1%, p=0.151) were statistically and insignificantly lower with primary closure than with t-tube drainage. Mean operative time (124+30 versus 113+21minutes, p>0.118), was similar in both groups. There was no mortality in primary closure group and one mortality in t-tube drainage group (p=0.523). Conclusion: primary closure of choledochotomy is safe and associated with decreased post-operative hospital stay. The routine use of t-tube following choledochotomy is unnecessary.
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Utility of modified left sided hanging manoeuvre in hepatectomy for hilar cholangiocarcinoma. R Phanikrishna, B Upendra Rao, R Pradeep, GV Rao, DN Reddy, 
Asian Institute of gastroenterology, Hyderabad.
Background: Extended right hepatectomy (Enbloc resection of right lobe with caudate lobe of liver and extrahepatic biliary tree) is the most common procedure performed for hilar cholangiocarcinoma for several reasons. Caudate lobe resection is the technically most challenging part of this operation with risk of injury to middle hepatic vein and accessory/replaced left hepatic artery.  A modification of the standard hanging maneover can be used to define transection plane and protect inflow and outflow during caudate lobe resection, thereby reducing operating time and bloodloss.

Aim: To demonstrate the technique and utility of modified left sided hanging maneover for extended right hepatectomy for hilar cholangiocarcinoma. Methods: Retrospective analysis. Results: Over a period of 12 months 10 patients including 8 males and 2 females underwent hepatic resections for hilar cholangiocarcinoma. Of these 7 patients underwent extended right hepatectomy and 3 patients underwent a extended left hepatectomy. 2 of these patients had a replaced right hepatic artery. Modified left sided hanging maneuver was used in all patients undergoing a extended right hepatectomy technical steps of modified hanging maneuver for extended right hepatectomy are described with schematic diagrams, operative images and a short video. The mean operative time was 5.5 hours and mean blood loss was 250 ml. Conclusion: The modified left sided hanging maneuver is a safe and useful technique to - i. define parenchymal transection plane between segment 4 and caudate lobe,  ii- protect inflow and outflow of left lobe in caudate lobe resection extended right hepatectomy for hilar tumors.
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Laparoscopic subtotal cholecystectomy. A safe alternative! G Srikanth, N Shetty, TLVD Prasad Babu, SS Sikora, Manipal Hospital, Bangalore.
Background: Laparoscopic cholecystectomy is a hazardous operation when anatomy of triangle of Calot is distorted by acute or chronic inflammation. In these difficult situations, laparoscopic subtotal cholecystectomy (LSTC) is an alternative to conversion to open surgery. Methods: Retrospective analysis of data obtained from a prospective database on patients who underwent LSTC in the past three years (January 2006 till date) were reviewed. We analysed in this group of patients the indications, associated co-morbidity, safety, complications and their management. Results: Of 332 patients who underwent laparoscopic cholecystectomy during the study period thirty four patients underwent LSTC. Twenty five were males and 9 females with median age of 58 years (range 20-78 years). The indications for surgery in these patients were: empyema gall bladder (n=19), acute cholecystitis (n=3), chronic cholecystitis (n=6), chronic cholecystitis with giant common bile duct calculus, Mirizzi’s syndrome and cirrhosis in 2 each.. A decision to perform LSTC was taken at surgery in all patients because of obscure Calot’s anatomy. The gall bladder neck was managed by endosuturing of the stump (n=14), using an Endo GIA (n=11), serial clipping (n=2) and stump was left unsutured with a drain only in 7 patients. Ten (29%) patients had morbidity. Bile leaks were seen in 4 (11.7%) patients, 3 closed following ERC and stenting and one closed spontaneously. None of the patients had a wound infection and there was no mortality. There was no bile duct injury. The median postoperative stay was 3 days (range 2-9 days). On follow-up, no patient has presented with biliary symptoms or common duct calculi. Conclusions: LSTC has potential advantages of shorter hospital stay, no wound infections, no biliary injury and avoids conversion to open cholecystectomy. LSTC is a useful and safe strategy in patients with an obscure Calot’s anatomy during laparoscopic cholecystectomy.
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A Case of intrahapetic stones. E Babu, DR Selvaraj, Sreenevasan, Sankar, M Subramaniam, Sri Ramachandra Medical College and Research Institute, Chennai.

Case Report:  A 35 year old patient came with complaints of pain abdomen right upper quandrant and features of on and off cholangitis patient was investigated dilated left biliary radicles visualised on US. CT scan showed left hepatic duct stricture with multiple intraductal calculi and ascariasis worm in the ileum. The patient underwent left lateral segmentectomy  and recovered uneventfully. Postoperative period was uneventful.

Conclusion: A case of intrahepatic stones possibly due to ascariasis is reported.
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Path of learning curve in Laparoscopic colorectal surgery. SJ Baig, CV Raghavendra, CMRI, Kolkata.
Aim: Retrospective evaluation of the learning curve in laparoscopic colorectal surgery by analysis of intra-operative video recording, histopathological reports and follow up.  Methods: The data of (video recording, histopathology, follow-up) of 32 colorectal surgeries, which were performed laparoscopically between 2006-2009, were evaluated retrospectively. The Operating time, difficulty during surgery, conversion, leak rate, lymph node harvesting, clearance were analyzed and difference noted in the early and late cases. Elderly patients with severe co-morbid conditions, bulky tumors were excluded from this study. Results: The operating time reduced from 3.4 hours to1.5hour, 3.5 hr to 2 hrs,2.5 to 1 hour, 5hrs to 3 hrs and 3.5 to 1.5 hr in lap rectopexy, right hemicolectomy, sigmoidectomy, AR, APR respectively. Two patients had intra-operative hemorrhage with controlled pedicles (IMA in 1 case and middle colic in another), due to which, one case needed to be converted to open procedure. There was 1 anastomotic leak, when it was done extra corporeally, by stapler, probably due to technical fault. Lymph node harvesting improved from 8-12 lymph nodes in early cases to 14-16 in late cases. Distal margin status in all cases was negative.

There was 1 recurrence in Lap sutured rectopexy, which on analyzing the video, revealed to be due to inadequate fixation. Conclusion: It is possible to duplicate colorectal surgeries, laparoscopically. Operating time and complications can be decreased considerably as one does more cases.
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Profile of malignant biliary obstruction. S Jayasingh, P Mallick, H Mishra, SP Singh, MK Mohapatra, SCB Medical Colllege, Cuttack.
Background: Surgical obstructive jaundice due to malignant tumours is seen commonly. We have proposed to find out the frequency of different tumours in such patients attending our department. Methods: Hospital records between 2000-2009 reveal about 141 cases of biliary obstruction were admitted to our department, out of which 55 were due to malignancy. All these patients with/without pain, pruritus, clay stool, fever, anorexia and weight loss were worked up with routine laboratory tests and LFT, tumour markers, ultrasound and UGIE with/without biopsy. CT scan & MRCP were used selectively. All these tools were used for accurate diagnosis of the tumour and assessment operability. Results: Among the 55 patients 40 were male & 15 were female, half of the patients belonged to the age group of 40-60 years. Periampullary carcinoma 22 (40%), Carcinoma HOP 13 (24%), Carcinoma gallbladder 14 (25%), Hilar cholangio carcinoma 1, distal cholangio carcinoma 4 & Carcinoma Stomach compressing porta 1. 53 presented with jaundice (stented 2), 51 with pain abdomen, 48 with cholangitis, 50 with pruritus, 51 with clay stool, 53 with anorexia, 51 with weight loss, 41 with palpable gallbladder, 11 with lump, 9 with ascites & 4 with liver metastasis. Average bilirubin level was 13, general condition was fair in 16 & poor in 39 cases. Average CBD diameter was 16mm, 13 patients had enlarged PA nodes, 9 patients had ascites and 4 had liver metastasis.Conclusion: Our institutional experience over the last 9 years reveals that all most half of the patient of malignant biliary obstruction belong to the age group of 40 to 60 years and males are more affected than females (40:15). Periampullary carcinoma was the leading cause of biliary obstruction comprising 40% followed by carcinoma gallbladder, carcinoma head of pancreas, cholangio carcinoma and others.
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Laparoscopic re-intervention for post cholecystectomy residual gall bladder. AP Nagpal, HN Soni, SP Haribhakti, Haribhakti Surgical Hospital, Ahmedabad.
Laparoscopic cholecystectomy for residual cholecystolithiasis is a rare and difficult condition to diagnose & treat, especially when patient has been previously operated for laparoscopic converted to open cholecystectomy for gall stone disease. We have operated three patients for residual cholelithiasis at our hospital from Jun 2006 to July 2008. Aim: To study the feasibility of safe laparoscopic removal of the residual gallbladder after previous cholecystectomy. Method: During the period Jun 2006 to July 2007, we have operated three patients with symptomatic residual cholelithiasis. Two presented with obstructive jaundice & one with abdominal pain. All three underwent laparoscopic completion cholecystectomy after initial evaluation by USG abdomen & followed by CT scan abdomen or MRCP. Results: All three patients underwent laparoscopic intervention for residual gallbladder stone & recovered well within mean hospitalization of 1.6 days without any morbidity or mortality. Conclusion: All efforts must be taken to perform complete cholecystectomy during laparoscopic cholecystectomy. Predisposing factors for a difficult surgery are 1) septate gallbladder 2)short cystic duct & impacted stone 3) Long cystic duct.
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Unusual Scenario…..Unusual Solutions! ...Gastric Tube for Biliary Reconstruction.  SS Sikora, G Srikanth, TLVD Prasad Babu, N Shetty, T Ramcharan, 
Manipal Hospital, Bangalore.
50 year old patient presented with history of progressive, painless jaundice and pruritus associated with recurrent episodes of cholangitis of 6 weeks duration. He had significant anorexia and weight loss since the past two months. He had no previous surgery and no associated medical disorders. On evaluation with a CT scan and MRCP he was diagnosed to have a malignant hilar block with a dilated CBD possibly due to block at the lower end. He underwent an ERC for evaluation of lower end; no abnormality was detected. Post procedure he developed severe necrotizing pancreatitis for which he was managed conservatively and required hospitalization for 2 weeks. Three weeks post pancreatitis, he was taken up for surgery; a left hepatectomy with hepatoduodenal clearance was performed. Due to the necrotizing pancreatitis, the small bowel mesentery was shortened and bringing the Roux loop for a hepaticojejunostomy was technically difficult. A vascularised gastric tube based on Right gastroepiploic artery was designed and a bilio-enteric anastomosis was performed. Postoperative period was uneventful except for wound infection. He was discharged on day 10 postoperative and the trans-anastomotic T-tube was extracted endoscopically after 3 weeks. An innovative use of vascularised gastric tube for biliary reconstruction could be an additional tool in the armamentarium of an HPB surgeon.
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Post cholecystectomy bile duct injury. M Ansari, V Kumar, V Pandey, V Trivedi, A Kumar, Institute of Medical Sciences, Banaras Hindu University, Varanasi.         
Background: this article reviews types of bile duct injury, the clinical presentations, investigations, operative details   at our center over an 8 year period. Methods: retrospective study of 12 patients with a history of cholecystectomy (10 open +2 laparoscopic) and definitive diagnosis of bile duct injury. The records were reviewed for demography, clinical presentation, diagnostic methods, operative procedures, postoperative complication and follow up. The mean age was 52 ±12 years. One patient had undergone bile duct surgery along with cholecystectomy. There were 5 patients with bismuth type 1 injury; 3 patients with type 2 injury; 2 patients with type 3 injury and 2 patients with type 4 injury. The average (±sd) time from initial surgery to presentation was 129 (± 26 days). No patient had undergone attempt of bile duct injury repair. Diagnostic accuracy of various investigations were USG 50%, MRCP 100% and ERCP 100%, ct 100%.Roux-en-y hepaticojejunostomy  was done in 5 patient, choledochoduodenostomy in 4, repair of rent  in CBD in  1, internal biliary drainage in 1 and 1 patient was managed non-operatively. Results: there was no intraoperative complication and 4 patients had postoperative complications (2 intraabdominal collection, and 2 cholangitis). The preoperative mean total and direct bilirubin decreased from13.0mg/dl and 9.1 mg/dl   to postoperative level of 5.5 mg/dl and 3.7 mg/dl respectively. The alkaline phosphatase dropped from preoperative of 754 to 415 iu/l. The mean (±sd) length of stay was 17± 6 days and there were no deaths. The mean (±sd) follow up was 4.8 ± 3.3 years (range, 1-8.4 years). Conclusion: management of post-cholecystectomy bile duct injury can be complex problem and requires individualized treatment.  Surgical reconstruction has been time-tested method of treatment. With proper patient selection choledochoduodenostomy proved to be equally effective surgical option as roux-en-y hepaticojejunostomy, requiring a lesser average operation time and lesser surgical skill.  
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Redo lap cholecystectomy: A emerging problem in Laparoscopic Era. V Shetty, S Arul Vanan, P Desai, R Patankar, Joy Hospital, Mumbai.
In a recent era of laparoscopic surgery, where more and more inexperienced and inadequately trained surgeons are performing laparoscopic surgery, Stump cholecystectomy is emerging as complication of Laparoscopic surgery. We present 4 cases who presented to us with signs and symptoms of acute cholecystitis. All 4 had undergone Laparoscopic cholecystectomy in a period ranging from 1 month to 3 years. We investigated them with CT scan and found a large gallbladder stump with stones. One patient had abnormal LFTs and had undergone ERCP with CBD stent in situ. All patients were treated with Laparoscopic Redo Cholecystectomy. None had open conversion. All patients had smooth postoperative course and no post operative complications. all patients remained symptom free at follow up. Technical issues and various problems encountered are discussed.
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Referral pattern of surgeons in suspected bile duct injury during cholecystectomy.  HM Lokesha, B Pottakkat, KV Prasad, R Vijayahari, A Prakash, RK Singh, SGPGI, Lucknow.
Introduction: Only a few studies have addressed the referral pattern in patients who sustain bile duct injury (BDI) during cholecystectomy. Methods: Patients referred to us after BDI sustained elsewhere between June 2004 and May 2009 were included in the study. Referral letters and confidentially conducted telephonic interviews with surgeons were the source of information for the study. Results: Sixty three patients with BDI caused by 54 surgeons were referred. There were 40 (64%) females and 23 (36%) males. The median age was 41 (18-70) years. Two (3%) patients presented themselves without referral, 43 (70%) were referred by primary operating surgeons and 18 (30%) patients were referred to another centre before they were referred to us. Median injury to referral interval was 17 (1-96) days to other centers and 22 (1-150) days to our centre. Five (8%) patients were referred without any referral letter, operative details were available in 42/58 (72%) letters, of which only 14 (24%) had sufficient information. Only 10 (16%) injuries were suspected/ detected intra-operatively. 47 (75%) injuries were suspected by primary operating surgeons, 8 (13%) were suspected by other surgeons after an initial referral and 6 (13%) were not suspected by any of them and were diagnosed by us for the first time. 29 (46 %) patients were initially managed by the operating surgeon himself even after suspecting the BDI. Eight (13%) patients underwent attempted repair of BDI before referral. Only 42 (67%) patients/ relatives were informed about the BDI, only 34 (54%) of these were informed about the BDI by the primary operating surgeon. Conclusions: Majority of the patients who sustained BDI were not referred to expert centres immediately. Peripheral surgeons tend to manage the BDI even after its detection/ suspicion. Majority of patients with BDI were not provided adequate and useful operative information at referral.
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Biliary tuberculosis masquerading as malignancy: a cautionary tale.
A Prabhakaran, S Ilango, OL Nagnath Babu, T Selvaraj, A Amudhan, S M Chandramohan, Madras Medical College, Chennai.
Extra pulmonary tuberculosis is one of the great mimickers of medicine, and often masquerades as malignancy. As a result, patients may be referred to oncologists and surgeons for further evaluation and management, delaying the institution of appropriate anti-tuberculous drug therapy. We present the case of a 51 year old man with extra   hepatic pulmonary tuberculosis,who was referred to our department with obstructive jaundice and a provisional diagnosis of Cholangiocarcinoma. The patient presented with obstructive jaundice with loss of weight and appetite for 5 months.The liver was enlarged and the gall bladder was not palpable. On imaging evaluation, hepatomegaly with dilated intra and proximal extra hepatic biliary tree was made out. The gall bladder was found distended with an isodense lesion noted in the neck of the gall bladder. ERCP revealed a mid CBD stricture from which brush cytology was taken. The smear was suspicious for malignancy. A radical excision of the extra hepatic biliary tree and hepaticojejunostomy was done. Histopathogical examination was suggestive of tuberculosis with no evidence of malignancy. The patient improved well in the post operative period and is now on anti tubercular drugs. The case is presented for the rarity and the possible confusion with malignancy. Similar experiences around the world are reviewed along with. 
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The difficult problem of chronic wound infection due to non tuberculous mycobacteria following laparoscopic cholecystectomy. VL Nag,NR Dash,A Behari,RK Singh,TN Dhole, SGPGI, Lucknow and AIIMS, New Delhi.
Chronic wound infections are rare following laparoscopic cholecystectomy. We here with describe unusual chronic infections of the laparoscopic wounds due to non tuberculous mycobacteria (NTM) that are difficult to manage. Objective:  To describe our experience of seven cases of post laparoscopic cholecystectomies wound infections by rapid growing NTM and suggest steps for accurate diagnosis and effective management. Materials and method: During January 2006 to June 2009, fifteen cases (10 females) of post laparoscopic cholecystectomy having problems of recurrent discharging wound sinuses with or without surface nodularity were referred to the mycobacteriology laboratory in SGPGIMS, Lucknow. The median duration of chronicity of lesions was 2 months. Eight of them had received some form of anti-tubercular treatment. The specimen (FNAC-5; pus / discharge in all 15 cases) underwent Ziehl Neelson (ZN)  staining, culture  on BACTEC &  LJ media and further biochemical characterization. The samples were simultaneously processed for bacteria and fungi.

Antimicrobial susceptibility testing of rapidly growing NTM was done by disc diffusion method. Result: Rapidly growing NTM was detected in seven cases by culture and by ZN microscopy. M. fortuitum and M. chelonae were identified in three and two cases respectively. In two cases the species could not be identified. All the seven strains were sensitive to Levofloxavcin and Linezolid and all were resistant to Ampicillin –Salbactum. The sensitivity to other antibiotics was widely varied on case per case basis. Nocardia and fungus could not be isolated in any of the cases. Discussion and conclusion: Post surgical wound infections by NTM are emerging. In a common scenario, a simple reporting of acid fast bacilli (AFB) positivity in the smear, mask the diagnosis of rapid growing NTM and lands the patient in to the ineffective treatment with standard anti-tubercular regimen. The persistent pus/sero-sanguinous discharge from a laparoscopic cholecystectomy wound with or without appearance of nodularity not responding to routine antibiotics of 7-10 days therapy should raise the suspicion of NTM. Sample should be subjected to complete bacteriological, fungal and mycobacterial examination. Timely examination of multiple samples at different stages can diagnose rapidly growing NTM and avoid inappropriate use of treatment.

B 18

Bile Duct Injury And its Management - Our experience at Tata Main Hospital , Jamshedpur.  Sunil Kumar, A Verma, Tata Main Hospital, Jamshedpur.
Introduction: Extrahepatic  bile duct injury is a rare but potentially devastating condition associated with significant morbidity and mortality. Population-based studies consistently cite an incidence of cholecystectomy-associated bile duct injury between   0.3% to 0.6% for the laparoscopic approach  and 0.1%  to 0.3% for open cholecystectomy. The management of biliary strictures presents a significant challenge to surgeons as it leads to potentially fatal conditions like cholangitis ,portal hypertension and biliary cirrhosis. Aim of study: To see the results of the various management regimes used in managing bile duct injuries over the past two years between May 2007 –May 2009. Materials and methods: Cases of bile duct injuries mostly referred from primary centres/ nursing  homes ,or post-cholecystectomy patients with obstructive jaundice diagnosed to have sustained bile duct injury ,and bile duct injury at our centre were included in the study. Patients were managed with damage control surgery in the emergency setting, ERCP with or without stenting where appropriate,  and definitive hepaticojejunostomy surgery. Results:We had five patients with bile duct injuries of which three had complete CBD transection  and two had partial CBD injury. Three patients were admitted in emergency with biliary peritonitis and were managed with peritoneal lavage and later by definitive procedures. One patient had a partial CBD injury at our centre and responded to conservative and ERCP treatment. One patient presented with obstructive jaundice three months after cholecystectomy and underwent definitive surgery after various investigations. All patients are in our follow up and are doing well. Conclusions: Bile duct injuries are preventable and when occur may result in what we call “Biliary cripples”. They may lead to benign biliary strictures and though a benign disease it behaves like a malignant condition with several recurrances and morbidities.
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Incidence and Etiology of Gallbladder Carcinoma (GBC) in the Western Rajasthan. K Choudhary, SP Medical College, Bikaner.
Background: GBC is a highly aggressive disease with dismal prognosis in advanced stage. We have reviwed 16248 malignacies presented at our institution (2007 to June 2009)to determine the incidence & etiology. High fat-carbohydrate-redchili diet plays important role along with hot climate of western Rajasthan. Methods: Case records of Patients were examined for age, sex, dietary habits, socioeconomic condition and stage of presentation etc. were recorded. Results: incidence of GBC was 2.85% (463 cases out of 16248 malignancies). Incidental GBC was histopathologicaly diagnosed in 1.08% (07 out of 645). Combined diet of high carbohydrate (Bajra & Wheat)-fat and red chili intake were associated with GBC in 71% patient along with hot climate (Dehydration)

Most patients(81.2%)were presented at advanced stage (III & IV). Jaundice and gastric outlet obstruction were commonest presentation. Diagnostic laproscopy was found to be the best tool to determine operability inspite of CT/MRI report (Senstivity 82% V/S 30-35% in CT/MRI). Conclusion: High incidence(2.8%) of GBC in the western rajasthan was due to high carbohydrate - Ghee- redchili-hot climate. Dignostic laproscopy is more sensitive (82%) tool to determine operability.  
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Management of post-ERCP perforation: A selective approach using surgery / percutaneous drainage.  R Jayanth, RK Singh, P Krishna, A Prakash, A Behari, SGPGI, Lucknow.

Back ground: Reported incidence of post-ERCP perforation has ranged from 0.3-1.5%. While most patients can be managed conservatively, amongst patients needing intervention there is paucity of literature with regards to the management approach. The purpose of this study was to evaluate our experience in the management of post-ERCP perforations and define role of surgery/ percutaneous drainage (PCD) in patients needing intervention. Methods: A retrospective review of medical records revealed 25 cases of post-ERCP perforation with intra-abdominal sepsis referred for surgical intervention. Data with regards to the clinical details, management and outcome was collected. Results:  There were 23 patients with duodenal perforation and 2 patients with bile duct perforation.  Most patients (19/25, 76%) had onset of symptoms within 48hrs but due to delayed diagnosis/referral the mean delay till intervention was 4.4 days (1-18). CT scan revealed localized collections in 17/25(68%) patients. Patients (n=11) with localized collections with no/minimal contrast leak underwent PCD, 12 patients with significant collections and or contrast leak on CT scan or Gastrograffin study underwent surgery and 2 patients with no evidence of contrast extravasations or intra-abdominal collection on imaging were treated conservatively with broad spectrum antibiotics only. The indications of surgery were free perforation, generalized peritonitis, major contrast leak and severe sepsis. Overall morbidity was 50% and there were three early postoperative deaths due to severe sepsis. Three patients had transient gastric-outlet obstruction and three formed a controlled external duodenal fistula, all of which resolved spontaneously. Two patients in the group managed with PCD, at later date successfully underwent Whipple’s pancreaticoduodenectomy for ampullary carcinoma and another Roux en Y Hepaticojejunostomy for Type II benign biliary stricture. One patient in the group managed with PCD subsequently needed a percutaneous transhepatic drain for biliary drainage and succumbed post procedure as a result of hemobilia. Conclusion: A high index of suspicion for perforation should be kept in patients developing abdominal symptoms/signs after ERCP. CT scan is the investigation of choice for diagnosis and guiding therapy. With judicious selection of surgery or PCD based on clinical/imaging features these patients can be managed with an acceptable morbidity and a low mortality.
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Squamous Cell Carcinoma of Gall Bladder – a case report. PK, G Daga, SS Virk
Dayanand Medical College & Hospital, Ludhiana.
56 year old male presented with complaints of high grade fever and pain abdomen for three months. On examination there was a lump in epigastric and right hypochondrium region. Patient’s routine blood examination showed anemia, leukocytosis and normal liver function test. CECT abdomen showed hugely distended gall bladder with irregular wall thickening. The adjacent wall of duodenum and colon were thickened. FNAC of gall bladder wall was suggestive of squamous cell carcinoma. After few days of antibiotic therapy patient was subjected to surgery. Intraoperative findings were empyema of the gall bladder and thickened walls with flimsy adhesions to stomach, duodenum & transverse colon. Gall bladder neck was obstructed with soft tissue mass. There were no stone retrieved. After aspirating the gallbladder of pus patient was subjected to radical cholecystectomy with wedge of liver. Histopathology report revealed squamous cell carcinoma of the gall bladder and reactive hyperplasia in the lymhnodes.
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Spontaneous common bile duct perforation: 2 cases. D Singh, AK Mishra, K Ranjan, S Chauhan, AA Sonkar, CSM Medical University, Lucknow.
Introduction: Spontaneous perforation of the extra hepatic billiary ductal system is a rare entity. Situation needs special mention because of its rarity. We present two cases of CBD perforation and their management. Patients and Methods: Two patients (aged 28, 24 years) presented with acute abdomen. Results: First patient was female and 7 months pregnant. On exploration  CBD perforation was seen in supraduodenal part. She was managed with primary CBD repair & T tube placement from a fresh site above. 7th post operative day T tube cholangiogram revealed non visualization of lower end of CBD.  ERCP revealed small 5 mm stone at the ampulla of vater and sphinctorotomy done. Stone removed & stent was placed. Repeat cholangiogram after 6 weeks during stent removal showed normal CBD. 2nd patient underwent ERCP and managed with drain placement. Since he  was high risk case for surgery having severe AR, MS, ruptured sinus of valsalva with bacterial endocarditis. He underwent exploration after 7 days of admission and  patchy gangrenous gall bladder with Gangrene and perforation at junction of cystic duct with CBD was seen. Cholecystectomy with repair of CBD was done. Patient made uneventful recovery. Conclusion: Biliary peritonitis as a consequence of spontaneous perforation of extrahepatic biliary tree is a rare entity, and should be managed with open exploration.
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Spontaneous Bilioma Assocated with Bile Duct Anomalies -A Rare Case. K Choudhary, SP Medical College, Bikaner.
A case of spontaneous bilioma associated with insertion of the cystic duct into the right hepatic duct is reported.
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Transumbilical single site laparoscopic cholecystectomy.  Simnani, Gousia Hospital, Srinagar.
Introduction: Since the introduction laparoscopic cholecystectomy as the standard treatment for benign gallbladder disease, many attempts have been proposed and tried to further decrease the parietal trauma and visible scars including natural orifice transluminal endoscopic surgery (NOTES). Trans umbilical single site laparoscopic cholecystectomy (TUSSLS) being the rapidly evolving mode of NOTES ,which is virtually a scar less  surgery. We report our initial experience of TUSSLS at our district hospital. 

Method:   After creating the pneumoperitoneum by Veress needle, we placed 3 ports in the umbilicus; 10mm telescopic port towards the lower edge of umbilicus  and one 5 mm and one 10mm working ports on the left and right edges of umbilicus. TUSSLC was performed in 7 patients of symptomatic cholelithiasis using conventional instruments. Overall procedure was similar to 3 port cholecystectomy. Results: 7 well selected patients with symptomatic cholelithiasis underwent TUSSLS (5 females and 2 males: mean age 40(range, 23 to 55) years. Body mass index ranged from 18 to 31(mean, 22). One patient required additional transcutaneous sling for fundal traction. Mean operative time was 91 (range, 75 to 124) minutes. No minor or major complication occurred. Blood loss was insignificant. All patients were discharged on 1st postoperative day. 4 weeks after surgery the scar was almost invisible. Conclusion: The results of our initial experience are promising. All procedures were completed safely with almost invisible scar, albeit slightly more operative time, which showed significant improvement as the procedure proceeded. 
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Laparoscopic cholecystectomy for incidental double Gallbladder -Case report.                               

R Simnani, Gousia Hospital, Srinagar.
Double Gall bladder is a very rare congenital anomaly with a incidence of 1 in 4000 patients and like other congenital anomalies can be very challenging to a laparoscopic surgeon while encountering an preoperatively missed double gall bladder. We report a case of double gall bladder in a 29 year old female who was planned for an elective laparoscopic cholecystectomy for a non resolving mucocele 4 weeks after an attack of cholecystitis with USG showing a single gall bladder with multiple stones and distended gall bladder. Per operatively one gall bladder was resting in the hepatic gall bladder fossa, grossly distended , while the other was wrapped in omentum lying freely over the duodenum containing  multiple  big rounded stones and both culminating into a single cystic duct. Both the gall bladders were removed successfully laparoscopically without any minor or major complication
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2 port laparoscopic cholecystectomy- our initial experience. Simnani, Gousia Hospital, Srinagar.
Introduction: Four port laparoscopic cholecystectomy has remained the standard technique for laparoscopic cholecystectomy.  Aim of study: To review the initial experience with 2-port laparoscopic cholecystectomy. Method: From March to June 2009 we subjected 21 patients of symptomatic cholelithiasis to 2 port laparoscopic cholecystectomy, excluding those with acute cholecystitis and pregnancy. One 11 mm telescopic port was placed in umbilicus, while as the other 10mm working port in epigastrium and fundal traction slings were passed transcutaneous. Male: female ratio was 3:7; range of age varied from 21 yrs to 57 yrs ( median age= 38.4 yrs). 2 patients required additional 5 mm trocar. Results: There was no conversion to open surgery. No minor or major complications occurred. Time of operation was from 36 to 96 minutes.   Mean diclofenac analgesic use was 0.9 doses.  All patients were discharged on 1st postoperative day. Postoperative cosmetic satisfaction was high. Conclusion: 2 port laparoscopic cholecystectomy is safe and feasible.
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Cystic Duct Remnant Calculus. RP Doley, TD Yadav, V Gupta, A Sahni, R Kochhar, S Chaudhary, JDWig, PGIMER, Chandigarh, & Fortis Hospital, Mohali.

Introduction: Cystic duct remnant calculus as a cause of post-cholecystectomy pain has received less attention since the introduction of laparoscopic cholecystectomy and often presents a diagnostic challenge as patients may present several years later. Methods: We present four patients with cystic duct remnant calculus seen over the last five years. They presented with symptoms that preceded cholecystectomy. Two of them had undergone a laparoscopic cholecystectomy 18 months and 30 months ago. One presented with acute pancreatitis. Results: Magnetic resonance cholangiopancreatography revealed remnant cystic duct calculus. In one the stone was compressing the common bile duct. The patients were managed with re-cholecystectomy. In one patient the stone in remnant cystic duct was eroding the common bile duct. And extending into it.A T-tube drainage was instituted and a T-tube cholangiogram was normal. Conclusions: Cystic duct remnant calculus can be a cause of post cholecystectomy pain. In this era of laparoscopic surgery where surgery favours a long cystic duct remnant, we should be aware of cystic duct remnant as a possible cause of post cholecystectomy syndrome. Re-cholecystectomy constitutes definite treatment.
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Extent of Surgical Management in Cancer Gall Bladder. M Mandal, SS Prasad, Indira Gandhi Institute of Medical Sciences,Patna. 

Introduction: Gall Bladder Cancer (GBC) is a very dreaded disease. It is present mostly in Gangetic belt of Utter Pradesh, Bihar and West Bengal of Northern India. The disease is on rise in Bihar. Most of the patients report with GB Stone in early stage. But in late stage, patients of GBC presents with Jaundice when the disease is already advance. Aim: To evaluate optimal surgical treatment modality for Cancer Gall Bladder. Materials and Methods: Based on our Inclusion and Exclusion Criteria, we had 39 patients between 2004 to 2006. All patients after thorough History & Clinical Examination were exposed to Routine Investigations, Imaging modalities and Specific Investigation. All patients were proposed for Extended Cholecystectomy (EC) followed by Chemotherapy & Radiotherapy (After a month of Surgery). Patients were
followed up for three years. Conclusion: At present, Extended Cholecystectomy with Roux-en-Y Hepatico-Jejunostomy  with Jejunojejunostomy is the optimal surgical management along with Chemoradiation up to stage IIB.
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Spontaneous perforations of the extrahepatic biliary tract. J Satheesh, V Vimalraj, G Rajarathinam, Rajendran S, S Jeswanth, P Ravichandran, R Surendran, Stanley Medical College, Chennai.

Background:  Spontaneous perforations of the biliary tract especially of the bile duct are rare entities with few cases being reported. In adults most cases reported are associated with bile duct stones. Methods & materials: Between Jan 2004 to June 2009, 5 patients with spontaneous perforation of the biliary tract were managed. 4 out of the 5 patients had perforation of the common bile duct. One patient presented with perforation of the gall bladder. Results: Three patients had associated chronic pancreatitis and one patient had associated choledocholithiasis. 3 of the 4 patients with bile duct perforation presented with peritonitis, one developed peritonitis during his admission. All patients with bile duct perforations were managed at laparotomy with T tube drainage. one patient died in the immediate post operative period. one patient developed mid CBD stricture post operatively. The patient with gall bladder perforation was diagnosed 45 days after onset of symptoms when a ERCP done showed contrast leak from body of the gall bladder. He underwent cholecystectomy successfully .

Conclusion: Perforations of the biliary tract is a frequently mis- diagnosed entity leading to high morbidity and mortality .High index of suspicion and early surgery results in better outcomes. Common bile duct perforations although rare, should always be considered as one of the differential diagnosis in a known case of chronic pancreatitis presenting with acute abdomen. 

