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Abstract

Background: Combining surgical procedures are common in clinical practice but they are often done for symptomatic patients.
The aim of this study was to identify surgical procedure where in an asymptomatic structure was removed.
Methods and Materials: We conducted a retrospective analysis at Raja Rajeswari Medical College, Bengaluru, India. The study

period was from October 2016 to September 2017.

Results: We identified 16 cases were this irrational combine procedures occurred. Majority of the patients were females (68.8%)
and most were admitted in OBG department (62.5%). Gallbladder was the commonest asymptomatic structure that was removed in
63.55% of the cases followed by appendix. Surgery team “C” did 50% of all these cases.

Conclusion: In today’s era of evidence-based surgery and litigation, deviation from normal protocol’s can land the surgeon in
medicolegal situation in case a complication arises or if the patient’s files suit for doing surgeries that has no rationale. We are of
an opinion that it’s better to avoid removing asymptomatic structures.
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Introduction

Combining surgical procedures are quite common both in
emergency cases and in elective scenarios in symptomatic
patients. Well known situation where combining of
procedures are common is trauma cases wherein such
combination is common due to multiple injuries at different
sites. Penetrating injuries may involve combination of
surgeons, vascular surgeons and orthopedicians based on site
and extent of penetrating injuries ™. In some scenarios, like
abdominal injury with pelvic trauma and vascular
involvement, many experts may be involved like general
surgeon may be involved at repairing intestines, orthopedician
may be involved in fixing the fracture whereas vascular
surgeons may be involved in repair of vessels . Such
combined procedures are accepted.

There is however some situation, wherein, a surgeon, who is
operating for a primary symptomatic case, performs
simultaneously another procedure in same sitting when the
patient is asymptomatic for that condition and such
incidentally performed procedure have for years raised
controversies.

In this study, we aimed to audit and analyze the surgeries
wherein asymptomatic structure was removed.

Methods and Materials

Following IEC approval (RRMCH-IEC/166/2016-17) at Raja
Rajeswari medical college, we reviewed records of past 1 year
(November 2016 to October 2017) and identified cases from
operating register and subsequently case files were reviewed
to find those cases which we considered were irrationally

combined wherein asymptomatic structures were removed.
The age, sex, type of surgery, department and operating
surgeon data were recorded. The team and surgeon anonymity
were maintained and the general surgical team was coded by
us from A to F. Data were analyzed through simple means and
percentage and Microsoft excel and word documents were
used to generate graphs and tables.

Results

A total of 16 cases were included in the study. The average
age was 39.8 years. 11 patients (68.8%) were females (Figure
1) and 5 were males (31.3%).
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Fig 1: showing sex distribution
10 patients (62.5%) were admitted in gynecology department

(OBG) and 6 patients (37.5%) were of surgery department
who underwent the combined procedure (Figure 2).
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Fig 2: showing distribution of cases according to department

The commonest primary surgery that was done for symptoms

was

hysterectomy (37.5%) followed by

laparoscopic

cholecystectomy (Figure 3) which accounted for 25% of all

the cases (Table 1).

Table 1: shows the primary surgeries that were done

SI No Primary surgery Number |Percentage
1 Hysterectomy/myomectomy 6 37.5%
2 Ovarian Cystectomy 3 18.75%
3 Sterilization 1 6.25%
4 Laparoscopic Cholecystectomy 4 25%
5 Laparoscopic Appendicectomy 1 6.25%
6 |Laparoscopic Inguinal hernia surgery 1 6.25%

Total 16 100%
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Fig 3: showing distribution of surgeries done for symptomatic cases

10 asymptomatic gall bladder (62.5%) and 6 asymptomatic
appendix (37.5%) were removed (Figure 4).8 gallbladder
surgeries were done with gynecological surgeries, one was
done in appendicitis patient and one in laparoscopic inguinal
hernia surgery. In 4 cases where patient was undergoing
laparoscopic cholecystectomy, incidental appendicectomy was
performed and the other 2 incidental appendicectomy was
done with gynecological procedure.
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Fig 4: showing the asymptomatic structures removed during the
primary surgery

We noticed that the surgery team C had performed more than
50% of the cases (Figure 5) where in asymptomatic structure
was removed. In 11 surgeries (68.8%), the primary surgeon
was a junior staff (Assistant professor and below) and in 5
cases (31.25%) the primary surgeon was a senior staff
(Professor and Associate Professor). There was one
intraoperative complication (6.25%) where there was damage
to urinary bladder that was repaired during same time.
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Fig 5: showing distribution of cases among different surgical team
(Coded)

Discussion

Although combine surgeries in certain scenario, wherein there
can be concomitant symptomatic pathology, is accepted and
sometimes it is a modality of choice [Bl. For example,
combining umbilical hernia repair with laparoscopic
cholecystectomy is known as they present technical problems
while operating ™. Supporters of these suggest benefits of
such combinations like decrease hospital stay, single
admission, less cost, early return to work, etc [,

The issues we would like bring to notice is the removal of
normal appendix and asymptomatic gallstones. Incidental
appendicectomy and cholecystectomy for asymptomatic
gallstones have for years generated controversies and
discussions with both having the supporters and opposers [®
® There are however, various recent studies which suggest
that asymptomatic gallstones should have a wait and watch
policy and need no intervention except in high risk group 71,
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Although, the advantages and disadvantages on incidental
appendicectomy have been there for years, the recent few
studies have noticed new problems and repercussions. In a
very recent study by Alcoholado et al, they noticed that there
was profound microbial dysbiosis on long term after
incidental appendicectomy 81, In a cohort population study by
Lee et al P it was observed that appendicectomy was
associated with increased risk of diabetes. When we look into
these new outcomes, then it’s quite obvious that incidental
surgeries pose an ethical dilemma among young surgeons
whether to do or not.

Conclusion

With growing new evidences and increasing legal litigations
in most parts of the world including India, we suggest that it’s
better to avoid operating on asymptomatic condition that has
less likelihood of it turning into symptomatic in future, while
operating on primary symptomatic condition. Further, the
development of possible future new diseases like diabetes that
can occur after appendicectomy, we believe it’s better not to
do incidental appendicectomy.
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