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Abstract

Gallstones are an extremely common condition, arising in approximately 10%
to 20% of the adult population. 90% of cholecystectomies are done laparoscopicaly.

The incidence of bile duct injury in laparoscopic cholecystectomy is still high.
In these, many factors have been incriminated in occurrence of bile duct injuries.

Sari et al (2005) described a technique by which the methylene blue is injected
into the gall bladder to delineate the bile ducts. This seems to be easier to perform,

without any radiation exposure and |ess time consuming than conventional 10C
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I ntroduction

INTRODUCTION

Gallstones are an extremely common condition, ragign approximately
10% to 20% of the adult population, and as sucle posimportant public health
problem. It has been recognized that the treatfoergymptomatic gallstones is
removal of the gallbladder, not because it contatoses, but because it causes
them. For over 100 years the technique of cholecysiny evolved little and
required a generous abdominal incision to providé@csent light and exposure
to perform the operation safely. In the late 198G#) the advent of improved
optics, the technique of laparoscopic cholecystagtovas introduced and
widely adopted by practicing general surgeons. @ljerover 90% of
cholecystectomies are now done using the minimalhasive approackFried
et al, 2009).

The incidence of bile duct injury in laparoscopiolecystectomy (LC) is
still two times greater compared to classic opegexy (Sari et al, 2005). Many
factors have been incriminated in occurrence a# Milict injuries during LC.
These are mainly anatomical misidentification ofinm&epatic duct, right
hepatic ducts or of aberrant right hepatic duddeptanatomical variations or
unidentifiable anatomy, surgeon's experience, fteahndifficulties, poor
visualization of the operative field, acute andoctic inflammation of the gall
bladder and local factors such as excessive &udisind hemorrhagé@hrendt
and Pitt, 2005). However, misidentification of the anatomy and smmgs
experience seems to be preliminffyum et al, 2008).

Laparoscopic cholecystectomy can be performed ysafghout routine
Intraoperative cholangiography (I0C). Although #hdras been stress on the
routine use of I0C in laparoscopic cholecystectoaonglelineate the extrahepatic

biliary anatomy and to know the status of the comnimle duct (CBD),




