Case Reports

Successful laparoscopic cholecystectomy in the third

trimester of pregnancy
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ABSTRACT
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We report a case of a 35-year-old lady who presented
in the third trimester of her pregnancy with signs,
symptoms, and radiological features of acute
cholecystitis. She was initially treated conservatively,
but failed to respond well. Hence, laparoscopic
cholecystectomy (LC) was performed successfully with
good materno-fetal outcome. This article discusses the
feasibility and safety of LC in the third trimester of
pregnancy and the special precautions that are needed
to guarantee the safety of materno-fetal well-being.
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General surgical problems during pregnancy are rare;
the reported incidence is 0.001-0.23%."* Gallbladder
(GBD) disease (biliary colic and acute cholecystitis)
is the second most common surgical emergency in
pregnant females after acute appendicitis. Apparently,
the hormonal effect of progesterone causes decreased
GB contraction and biliary stasis with cholesterol
precipitation and  gallstone (GS) formation.?

Management of such an emergency during various
trimesters of pregnancy poses a dilemma for the
treating surgeon. Conservative treatment is the first
line of management to avoid endangering the fetal well
being. Nevertheless, failure of conservative treatment
needs early and prompt surgical intervention to protect
the mother and to save the fetus. The fetal loss rate in
uncomplicated GS disease is less than 4%, but exceeds
60% in gallstone pancreatitis. We report a case of
acute cholecystitis occurring in the third trimester of
pregnancy that failed to respond to conservative medical
treatment. The objective of this report is to highlight the
fact that minimally invasive surgery is safe and useful
in the third trimester of pregnancy and to discuss the
safety of emergency LC in that sensitive period.

Case Report. A 35-year-old female was admitted as
an emergency with severe colicky right upper quadrant
abdominal pain and vomiting of 36 hours duration.
The pain increased in severity a few hours prior to
admission and became persistent and radiating to her
back. She was 32 weeks pregnant with previous history
of 2 cesarean sections. There was no recent history of
fever or jaundice. Clinically, she was uncomfortable
with pain, her pulse was 98 per minute, apyrexial, and
blood pressure (BP) was normal. There was no clinical
evidence of jaundice. The abdomen revealed a gravid
uterus of 32 weeks pregnancy with marked rebound
tenderness and rigidity in the right upper quadrant
and with positive Murphy’s sign. Blood investigations
revealed a leucocytosis of 23,000/mm?’ and a normal
liver function test. An abdominal ultrasonography
showed a distended thick-walled GB with multiple
stones and pericholecystic fluid edema. The common
bile duct was of a normal caliber and a viable fetus of
32 weeks gestation was detected. She was put first on
conservative therapy, but she failed to improve after 24
hours. Therefore, she was taken for LC. The procedure
was conducted after abdominal insufflation at a rate of
1.3 liter per minute through an open technique at a
midline point just above the fundal height to a pressure
of 11 mm Hg. The trocar placement site is shown in
(Figure 1). A distended inflamed GB was first freed
from the adherent omentum and colon and was later
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Figure 1 - Trocar insertion sites. A diagram depicting the trocar placement
sites. Note the first trocar is placed in the midline just above
the highest point of the uterine fundus

Figure 2 - Laparoscopic view showing the inflamed gallbladder with the
omentum and the colonic hepatic flexure adherent to it. GB:
gallbladder

aspirated (Figure 2). After an initial difficult dissection
in the Callot’s area, the cystic duct was identified, doubly
clipped and cut. The operative time was 50 minutes.
Her clinical condition improved dramatically and she
was discharged home a day later. An ultrasound scan
was carried out which confirmed the fetal wellbeing and
assured the mother before discharge. She gave birth to
normal full-term viable baby boy after 4 weeks.

Discussion. Pregnancy is a high-risk period in
which any pregnancy-related complications or acute
surgical emergencies can happen. Treating surgeons are
faced with 2 patients: the mother and her fetus and the
well being of both needs to be taken into account when
considering any surgical intervention during pregnancy.
The trend is to avoid surgery if possible in any trimester
of pregnancy. If this is inevitable, then surgery can be
executed safely in the second trimester, as in the first,
surgery is associated with early miscarriage, and the
third with premature labor. In the early laparoscopic
era, pregnancy was considered as a contraindication to
laparoscopy. However, later it was considered a relative
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contraindication as confidence and experience improved.
Its feasibility in the third trimester was questionable
because of the technical difficulties that might be
encountered because of the limited space. Laparoscopy
is associated with a good maternal and fetal outcome
and is therefore recommended in pregnant women.>*
A recent study suggested that surgery during the first
or second trimester is not associated with significant
preterm labor, fetal loss, or risk of teratogenicity. Surgery
during the third trimester is however, associated with
preterm labor, but not fetal loss. Some anecdotal case
reports of LC in the third trimester have started to appear
recently.”® One fetal death has been reported. Certain
modifications have been suggested. These include: the
use of Hasson (open) technique to avoid trocar injury
to uterus and fetus,” adjusting the location of trocars
according to uterine size, minimizing manipulation of
the uterus and monitoring maternal and fetal well-being
during and after the procedure.” Another important
recommendation is performance of the procedure by
an experienced laparoscopic surgeon to shorten surgical
times.'® Our case highlights the feasibility and safety of
LC in the third trimester of pregnancy that should be
considered in any pregnant female presenting with acute
cholecystitis that fails to resolve conservatively or after
repeated episodes of biliary colic during pregnancy.
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