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Abstract

We present a clinical case of a 37-year-old housewife of Pakistani origin, who presented with right hypochondrial pain. Ultrasound 
analysis of her abdomen revealed cholelithiasis and the decision for an elective cholecystectomy was taken. The patient refused gen-
eral anaesthetic due to fear that she may not regain consciousness, therefore thoracic (T6-T7) epidural block was offered. Following 
a review of published literature, we believe this to be the first reported case of open cholecystectomy under thoracic epidural block, 
for reasons of patient choice. The procedure was a success and the patient was discharged with no further incident.
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Introduction
Laparoscopic cholecystectomy is the gold standard for the man-

agement of cholelithiasis, due to the obvious minimally invasive 
procedure, associated with less pain and a shorter recovery period. 
In developing countries such as Pakistan, laparoscopic surgeries 
may not be feasible for reasons of lack of local expertise, economic 
resources, or both [1] and open cholecystectomy is necessary. 

Traditionally, laparoscopic cholecystectomy is carried out un-
der general anaesthesia. However, in poor candidates for general 
anaesthesia [2] regional anaesthesia is also successfully used to-
day [3]. However, in all other reported cases of planned open cho-
lecystectomy has been carried out exclusively under general an-
aesthesia. To our knowledge, our successful procedure of planned 
open cholecystectomy under thoracic epidural block is unique.

Case Report
The 37-year-old female housewife of lower-class Pakistani her-

itage presented with intermittent right hypochondrial pain, which 
had lasted eight weeks. She had been managed on oral analgesics 

but the pain persisted. Ultrasound analysis of her abdomen revealed 
cholelithiasis and the decision for an elective cholecystectomy was 
taken. The patient refused general anaesthetic due to fear that she 
may not regain consciousness, caused by peer group misinforma-
tion regarding anaesthesia. Other than her specific anxiety relating 
to general anaesthesia, which she had not previously experienced, 
her psychological state was unremarkable, she had no known aller-
gies or previous surgeries. Despite receiving recommended coun-
selling on the risks of general anaesthesia, she continued to refuse. 
The patient was consulted for mild sedation, regional thoracic T6-
T7 epidural block anaesthesia and surgery, for which she verbally 
consented. It was also explained to the patient that, in the case of 
a medical emergency, for her safety, it may be necessary for a gen-
eral anaesthesia. A pre-operative assessment reported; blood pres-
sure 110/70, heart rate 80 bpm, temperature 980F (36.60C), oxygen 
saturation 96-97%, respiratory rate 17 breaths per minute, blood 
workups were within normal range and normal spine morphology, 
body mass index was not recorded. Echocardiogram revealed mild 
mitral stenosis, although the patient was asymptomatic. Pre-oper-
atively the patient was prescribed oral anxiolysis dormicum (7.5 
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mg) overnight. She was transferred to theatre the following morn-
ing after checking her vital signs.

In theatre, standard II monitoring was applied; oxygenation, 
ventilation, circulation and temperature were continually moni-
tored. A 18 gauge cannula prior to the epidural was secured. An 18 
gauge epidural catheter was passed at the T6-T7 interspace in a sit-
ting position and fixed. The patient was moved to a supine position. 
The level of the block was checked targeting TT4-T10.A test dose of 
xylocaine 2% (3ml) was administrated to exclude intra-thecal or 
intravascular placement of epidural catheter.Vital signs and respi-
ration rate remained normal after the dose. Surgical dose of the lo-
cal anaesthetic bupivacaine (0.5%, 5ml) was given, as this was the 
only local anaesthetic available at that time. The surgical procedure 
started 10 minutes after the dose after checking level and adequacy 
of block.. The patient tolerated the surgical incision well. During 
the procedure the patient was given oxygen with a nasal cannula 
and sedated mildly with midazolam 2mg intravenously, to alleviate 
her anxiety of the theatre and surgical environment.

After 40 minutes, the patient experienced mild discomfort and 
was given an additional 3 ml of bupivacaine 0.25%. The patient 
tolerated the open cholecystectomy well during the 70 minute, 
uneventful procedure. The patient remained haemodynamically 
stable throughout and was moved to the recovery suite where she 
received bupivacaine infusion 0.1% for 12 hours. She was then 
switched to oral analgesics. The epidural catheter was removed the 
following day. The procedure was a success and the patient was 
discharged to the cardiology team for follow-up of the mitral steno-
sis. There was no reported further incident arising from the chole-
cystectomy and the thoracic block procedure.

Discussion
Few, if any, statistical data are available on the number of pa-

tients who refuse general anaesthetic (GA) for surgical procedures, 
or whether there is a cultural, socio-economic influence. For many 
surgical procedures, regional anaesthesia (RA) can be an alterna-
tive. Advances in techniques for RA have simplified and improved 
safety with the introduction of ultrasound-guided techniques. New 
long-acting local anaesthetics have provided an opportunity to ex-
plore novel approaches to RA [4].

Cases where RA has been used for open upper abdominal sur-
gery, have been reported but these usually refer to patients who are 
poor candidates for general anaesthesia, for example, those with 

limited respiratory function where non-invasive ventilation is nec-
essary [5]. Not, as in this case, for reasons of patient refusal.

In high-income countries laparoscopic cholecystectomy (LC) is 
the first-line surgical choice in cholelithiasis disease, due to shorter 
hospital stays, reduced mortality and morbidity, reduced cardiac 
and respiratory complications [6] and its cost-effective benefits 
[7]. However, in low-income countries, the low caseload and high 
investment costs mean that laparoscopy is often a higher economic 
burden than open cholecystectomy [7]. Such as this case in Paki-
stan, surgical expertise is not always available. Another economic 
consideration is the cost-benefit considerations between regional 
versus general anaesthetic. Decreased cost, operating room ex-
penses, postoperative resources and length of stay, is also an eco-
nomical benefit of utilising RA, over GA [8].

While cholecystectomy is a common surgery, with rare post-
operative complications, ‘post-cholecystectomy syndrome’ (PCS) 
is a well-recognised consequence [9]. Symptoms appear between 
1 week and 6 months after surgery. Few patients have a detect-
able cause for symptoms and therefore it is difficult to predict its 
occurrence. Emergency physicians should be aware that patients 
who have undergone previous cholecystectomy, may present with 
symptoms of biliary colic, and they should not exclude the possibil-
ity of remnant gallbladder pathologies.

A meta-analysis conducted by Guo et al., suggest cholecystecto-
my and cholecystolithiasis may be involved in the development of 
liver cancer, especially for intrahepatic cholangiocarcinoma (ICC) 
although, they acknowledge that most studies were case-control 
studies and short-term cohort studies and that long-term cohort 
studies should be conducted, the report stressed the importance 
of continued follow-up of these patients [10]. One limitation of this 
case report is the lack of patient follow up.

This case report, emphasizes important aspects of this open 
cholecystectomy surgery under T6-T7 epidural block, where the 
patient’s refusal for GA and the lack of facilities for LC have con-
tributed to the unique nature of this successfully treated case. 

Conclusion
In conclusion and following an extensive review of the published 

literature, we believe this to be the first reported case of successful 
elective open cholecystectomy under thoracic epidural block. This 
is an important case to present, where there is significant patient 
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fear regarding the general anaesthetic procedure, and also where 
it is necessary to conduct open cholecystectomy surgery, should 
resources for a laparoscopic procedure make it unfeasible, for rea-
sons of cost or expertise.
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