


Gallbladder removal surgery ( cholecystectomy) 
complications are a frequent source of litigation. 
One of the more common complications is bowel 

perforation that is not detected and repaired lntra
operatively.1 Time is of the essence in treating this 
complication because of the devastating conse
quences that can follow if treatment is delayed.2

A bowel perforation may occur when a surgeon places a trocar through the abdomi

nal wall or when scissors or cautery used for dissection penetrate the bowel. When per

forated, the bowel leaks intestinal content laden with toxic bacteria into the abdominal 

cavity, which leads to sepsis. Sepsis must be aggressively treated to prevent multiorgan 

failure and death. Bowel perforation constitutes a surgical emergency, and doctors 

often have a limited window of opportunity to respond to the crisis. The immediate 

priority is to return the patient to surgery. In addition, intravenous (IV) antibiotic 

therapy and fluids must be ordered stat. 

Ninety percent of gallbladder removals occur via laparoscopy. Because laparoscopic 

surgery is performed through small incisions in the abdomen, it is minimally inva

sive and minimally disfiguring. Good visualization is crucial in cholecystectomies as 

with any surgery, and it can nearly always be achieved in an abdominal laparoscopic 

procedure. Surgeons introduce carbon dioxide into the abdomen, a process called 

insufllation, to expand the abdominal wall, creating a "chamber" to allow for proper 

visualization. 3 

Open procedures are normally performed only when adequate visualization of the 

gallbladder and cystic duct cannot be achieved through laparoscopy. If a laparoscopy 

is switched to an open procedure, it is referred to as a "conversion.''4 

Cholecystectomies, open and via laparoscopy, are most commonly performed by 

general surgeons. Laparoscopic surgery is performed with specialized surgical tools 

and is methodically scripted. Usually, three to four trocars, which act as portals for 

the placement of other instruments, are directed through the abdominal wall at vari

ous locations, including the area around the navel. A fiber-optic scope with a light 

is inserted through a trocar to allow visualization. Surgical instruments are used to 

lift the liver to access the gallbladder, and cautery and scissors are used to remove it 

Evaluating the Case 
In evaluating a failed cholecystectomy case, first determine whether surgery was 

warranted. If cholecystectomy was not warranted because the patient could have 

been treated medically rather than surgically, for example, the surgeon normally is 

liable for the complications. Patients need surgery when they develop a gallbladder 

inflammation (cholecystitis), most commonly caused when one or more gallstones 

block the duct through which bile passes into the small intestines. 

Symptoms of cholecystitis include severe right-side abdominal pain, sweating, 

fever, chills, nausea, vomiting, and abdominal bloating.5 The examining physician 

should look for signs that commonly accompany cholecystitis, such as tenderness 

when the physician taps the bottom of the ribs (Ortner's Sign) and sensitivity below 

the shoulder (Boas's Sign). Diagnostic tools include abdominal ultrasonography and 
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cholescintigraphy scans to determine 

whether the gallbladder is inflamed 

and blood testing to indicate infection. 

CT scans or MRI may also be used. 6 The 

surgeon should always confirm chole

cystitis before proceeding to surgery. 

The complication rate with cholecys

tectomy is reportedly as high as 5 per

cent.7 Complications include bleeding, 

infection, bile duct injury, and bowel 

perforation. Adhesions (scar tissue) in 

and around the gallbladder elevate the 

risk of a bowel perforation because they 

compromise the surgeon's visualization 

and ability to perform the dissection. 

Adhesions may be present in the abdo

men from prior surgery or abdominal 

injury.8 

If a surgeon inadvertently perforates 

the bowel during a laparoscopic chole

cystectomy, it does not necessarily con

stitute a deviation from the standard of 

care. Similarly, a surgeon does not neces

sarily deviate from the standard of care 

when he or she fails to detect the per

foration intraoperatively. Both of these 

risks are associated with the surgery. 

For example, a surgeon's inadvertent 

contact of the bowel with a cautery can 

cause what appears to be inconsequen

tial harm that later deteriorates to a 

perforation. 

Because bowel perforation is a known 

risk, surgeons deviate from the standard 

of care when they fail to respond timely 

to a patient who has symptoms of bowel 

perforation.9 Prudent surgeons always 

monitor patients for postoperative 

complications. 

A patient who has undergone a lapa

roscopic cholecystectomy is expected 

to make rapid and steady improvement 

postoperatively. Most patients are dis

charged within 24 hours. When a patient 

does not recover as rapidly as expected, 

doctors should suspect bowel perfora

tion.10 Perforation can sometimes be 

demonstrated with a CT scan, in which 

contrast material introduced into the 
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A PATIENT WHO HAS SUSTAINED A BOWEL 

INJURY GENERALLY WILL SHOW EVIDENCE 

OF MARKED DETERIORATION RATHER THAN 

RAPID IMPROVEMENT. 

stomach and intestines leaks through 

the perforation. n 

However, the patient's condition may 

not permit time for a CT scan. If the 

patient's course reflects deterioration 

rather than rapid and steady improve

ment, the surgeon should presume 

bowel perforation until proven other

wise and act swiftly because of the dire 

consequences caused by delay. 

A patient who has sustained a bowel 

injury generally will show evidence of 

marked deterioration rather than rapid 

improvement following surgery. The 

patient often experiences worsening and 

unrelenting pain. Fever and chills may 

be present, along with labored breath

ing, nausea, and vomiting. Abdominal 

distention frequently occurs. 

This deterioration may occur in the 

immediate postoperative period, but it 

also can occur following discharge from 

the hospital. The patient normally shows 

signs and symptoms within five days fol

lowing cholecystectomy.12 

Patients with bowel perforation man

ifest abnormal vital signs. Tachycardia 

(rapid heart rate) and tachypnea (rapid 

breathing) will be present. As sepsis pro

gresses, fever and hypotension appear. 

Patients may have elevated or subnor

mal white blood cell count, bandemia 

(elevated immature white blood cells), 

elevated liver chemistries, and elevated 

serum creatinine levels.13 While some

deteriorating postoperative cholecys

tectomy patients may not have sustained 

a bowel injury, the physician should be 

suspicious if the patient's course reflects 

these signs and symptoms.14

A postoperative patient's differen

tial diagnosis may include other mala

dies such as ileus, bowel obstruction, 

pulmonary embolus, gastroenteritis, and 

hematoma.15 Nevertheless, the diagnosis

of bowel perforation-and accompany

ing sepsis-should be at the top of the 

differential diagnosis list. 

In evaluating a case involving late 

diagnosis of bowel perforation, you 

must determine whether the surgeon, 

in the exercise of reasonable care, should 

have made the diagnosis at a point when 

the patient could reasonably have been 

expected to avoid some or all of the com

plications. If you have substantial proof 

of substandard care, you must focus on 

whether sufficient damages are tied to 

that care. Specific damages can include 

permanent intestinal injury that leads 

to a colostomy or ileostomy, amputation 

of extremities, brain damage, and death. 

Practice Tips 
When working up the case, the following 

steps can help you succeed. 

Acquire records andfilms. Acquire 

all medical records and radiology films 

related to the history of the plaintiff's 

gallbladder complaints and subsequent 

treatment. Additionally, obtain all 

records generated in connection with 

the cholecystectomy and treatment for 

the bowel perforation and sepsis. If the 

plaintiff has a history of previous abdom

inal surgery or abdominal injury, acquire 

these medical records as well. 

Review the literature. Review the 

medical literature on bowel perfora

tion and sepsis to learn about the signs 

and symptoms and how this diagnosis is· 

made. The alternative diagnoses men

tioned earlier may frequently warrant 

inclusion in the differential diagno

sis. You need to understand the signs 

and symptoms that accompany these 
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alternative diagnoses and understand 

why they warranted lesser priority for 

the patient's safety. 

Understand the differential diag

nosis process and application. The 

defendant will likely contend that iden

tifying bowel perforation as the culprit 

underlying the patient's deterioration 

was difficult because the differen

tial was lengthy. Develop a complete 

understanding of differential diagnosis 

and how its principles apply to bowel 

perforation and sepsis. In formulat

ing a differential diagnosis, a physician 

must identify all the diagnoses-usual 

and unusual-that apply to a patient's 

history and examination and prioritize 

those that present severe or life-threat

ening consequences. 

Bowel perforation and sepsis nearly 

and aid your ability to follow the defen

dant's narrative. 

Summari!ze the record and pre

pare a timeline. Summarize the medi

cal records, highlighting the signs and 

symptoms pointing toward or away from 

a diagnosis of bowel perforation and sep

sis. Prepare a timeline of all significant 

post-cholecystectomy events. It should 

include the patient's vital signs post

cholecystectomy. These are indicators 

of the potential for successful medical 

intervention. 

The summary and timeline will help 

you and your expert determine whether 

the delay in diagnosis constituted a 

deviation from the standard of care. 

The timeline should also help identify 

the window of opportunity for success

ful intervention, which goes to damages. 

UNDERSTAND THE SIGNS AND SYMPTOMS 

THAT ACCOMPANY THESE ALTERNATIVE DIAG

NOSES AND WHY THEY WARRANTED LESSER 

PRIORITY FOR THE PATIENT'S SAFETY. 

always trump the other diagnoses 

because they are temporally connected 

to the cholecystectomy and a delay in 

diagnosis can be fatal. In summary, worst 

goes first. Nevertheless, it is acceptable 

to test the patient for alternative diagno

ses if it doesn't delay surgery, IV antibiot

ics, and fluids. 

You should also master the defini

tions of infection, bacteremia, sepsis, 

sepsis syndrome, septic shock, and mul

tiorgan failure and understand the char

acteristics of each of these conditions. 

All of these conditions typically follow 

bowel perforation. 

Watch cholecystectomy videos. 

Watch videos of cholecystectomies on 

websites such as YouTube to learn how 

surgeons perform this procedure and 

how bowel perforation occurs. This will 

help give you a vivid understanding of 

the subject matter, help you formulate 

questions for the defendant's deposition, 
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Have a general surgeon review the 

records. Retain a qualified general sur

geon to review the medical records and 

films for standard of care deviations and 

an assessment of damages. The review 

should focus on whether the plaintiff 

was an appropriate candidate for sur

gery pursuant to the standard of care and 

whether the bowel perforation diagno

sis was timely made and treated within 

the standard of care. The review should 

also focus on whether timely interven

tion would have materially altered the 

plaintiff's outcome. 

The Defendant's Deposition 
The defendant's deposition is a major 

event in your case. When taking the 

defendant's deposition, it is important 

to establish 

.. the accuracy of the medical records 

and any additional facts not in the 

record. 
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.. the step-by-step manner in which 

the defendant performed the sur

gery (to help identify how the bowel 

perforation occurred).16 

.. that bowel perforation and sepsis 

were on the differential diagnosis 

list when the patient deteriorated, 

rather than improved, after surgery. 

.. agreement about the signs, symp

toms, and lab data that accompany 

bowel perforation and sepsis. Use 

medical literature to impeach the 

witness if he or she denies they are 

applicable. Most physicians are 

not likely to contradict commonly 

accepted information contained 

in current and reputable medical 

literature. 

.. that failure to timely diagnose 

bowel perforation and sepsis can 

lead to multiorgan failure and any 

specific consequences applicable to 

your case. 

.. that time is of the essence in treat

ing bowel perforation and sepsis. 

Explore any indications that the 

defendant was lax in responding to 

the patient's deterioration, as jurors 

do not react favorably to physicians 

who are unreasonably tardy in 

responding to a patient. 

Also, elicit each diagnosis that the 
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defendant considered, so the defendant 

is boxed in and committed to his or her 

differential list. Once the physician has 

given a complete differential diagnosis 

list, direct your questioning to show that 

the defendant's diagnoses either lacked 

sufficient confirming data, could have 

been quickly ruled out, or should have 

been assigned a lower priority. Question 

the defendant about his or her work-up 

plan to illustrate that the doctor failed 

to prioritize the most life-threatening 

diagnosis. 

When you have achieved command 

of the applicable medicine and the per

tinent facts of the case, you will have the 

knowledge that permits you to under

stand and explain the doctor's deviation 

from the standard of care. This plan 

involves significant preparation, but you 

will be sufficiently armed to successfully 

represent your client. II 

NOTES 
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