
Editorial

COVIDcystectomy or gallstones surgery during

the pandemic§

COVIDcistectomı́a o la cirugı́a de la litiasis biliar en
tiempos de pandemia

The WHO declared a SARS-CoV-2 pandemic on 11 March 2020.

Since then, 237 million cases have been reported worldwide,

with almost 5 million deaths.1

One of the first papers on the consequences of COVID-19

infection reported a mortality in infected surgical patients of

24%.2 This sent a message of caution, reducing non-essential

surgery which, together with the overloading of healthcare

systems, resulted in a delay to interventions of all types; both

elective and emergency surgery could be delayed. In our

setting, gastrointestinal surgery was also associated with

worse outcomes in patients infected with COVID-19, with

higher morbidity and mortality, derived from the comorbidi-

ties of the patients themselves and the severity of their

disease, rather than from the COVID-19 infection itself.3 All of

the above led to delays in surgical interventions, further delays

for patients with benign diseases, and even the care of urgent

surgical diseases was affected.

Biliary disease is one of the most frequent conditions in

digestive disease. Some 60,000 cholecystectomies are perfor-

med annually in Spain4 and 70,000 in the UK.5 Furthermore,

biliary disease accounts for up to 30% of surgical emergencies

in our specialty.6

Cholecystitis clearly reflects the impact of the pandemic on

emergency surgical care. The survey published by Ielpo et al.

in CIRUGÍA ESPAÑOLA on the initial phase of the pandemic showed

that acute cholecystitis went from being a preferred indication

for emergency surgery in the first 24–48 h, to being treated

conservatively in up to 90%7; cholecystostomies also increa-

sed. It is known that this is associated with increased overall

hospital stay for the procedure, as well as increased morbidity

rate due to delayed surgery.8

In addition, reduced elective surgery lengthened waiting

times for cholecystectomy, increasing the difficulty of cases

and even, in our experience, the number of gallbladder ‘‘burn-

outs’’ or gallbladders that practically self-destruct during the

wait. Another problem in the increased incidence of difficul-

ties is the rise in that of Mirizzi syndrome type II, which makes

cholecystectomy more difficult.9

Not only has the delay in interventions increased the

number of complex cases, but it has also increased the total

number of patients waiting to undergo cholecystectomy,

which in 2020 increased by 2078 patients compared to 2019,

making a total of 18,087 patients. This figure accounts for 14%

of our specialty’s total waiting list.10 The average waiting time

for cholecystectomy also increased to 130 days in 2020 (30 days

longer than in 2019).

As we can see, the effect of the pandemic has had two

consequences to date: on the one hand, delays in surgical

treatment, and on the other, more complex elective treatment.

To this we can add a third consequence, which is the greater

complexity in organising elective surgeries, requiring a

negative PCR test, and even, as in the case of the United

Kingdom, isolation prior to admission.

The organisation of surgical procedures has changed to a

greater or lesser extent due to the COVID crisis. For example,

in the UK, 3 different areas have been created in hospitals to

separate risks: "High Risk" where patients are admitted who

have not been classified or who have a positive PCR test, or

COVID symptomatic patients awaiting the PCR result, and

finally symptomatic patients who refuse to be tested.

‘‘Medium Risk’’ zones are those with asymptomatic patients

awaiting PCR results, or asymptomatic patients who refuse
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testing. Finally, there are ‘‘Low Risk’’ zones, which are

COVID-free areas where all admitted patients have been

previously tested by PCR, or have recovered from COVID

(>14 days).11

Patients with complicated biliary lithiasis, who present at

the emergency department and therefore outside the COVID-

free area, are as far as possible discharged and treated in the

COVID-free hospital.

All the above considerations need to be taken into account,

and perhaps even more so in patients with lithiasis in the

main bile duct and gallbladder in situ, given the logistical

implications of their treatment. Although these patients have

traditionally been treated with ERCP and then laparoscopic

cholecystectomy, there is growing interest in treating these

patients in a single procedure with laparoscopic cholecystec-

tomy and exploration of the bile duct. This approach, although

recommended if available at the centre, is not yet widespread.

The benefits of this approach have probably been enhanced

during the pandemic, as discharging patients with complica-

ted lithiasis as early as possible not only optimises bed

management, but also prevents in-hospital infections. This is

in addition to the already known advantages of the one-stage

approach, especially when performed via transcystic access.12

In our opinion, provided there is experience, the single-

stage approach to choledocholithiasis with gallbladder in situ is

superior to treatment by ERCP and subsequent cholecystec-

tomy, given the reduction in cost and hospital stay,13 and the

more than likely reduction in morbidity with improved

efficiency,14optimised with what we call ‘‘biliary surgery 2.0’’.15

In our experience, the approach using cholecystectomy

with cholangiography and exploration of the biliary tract, if

necessary, helps patients with suspected choledocholithiasis

to be treated preferentially in a COVID-free hospital by a team

specialised in benign biliary surgery.

Specialisation always results in improved outcomes, and

perhaps, as suggested by Professor Cotton (the gastroentero-

logist who pioneered ERCP), the debate should be opened as to

whether cholecystectomy should be performed by general

surgeons or by those with some specialisation,16 and

complemented by regulated training, definitively extending

the one-stage treatment of choledocholithiasis.

Finally, we propose the term COVIDcystectomy as the

characteristics associated with the treatment of gallstone

surgery in times of pandemic, from a technical and logistical

perspective. This will allow us again to appreciate the

advantages of the one-stage treatment of the biliary surgery

2.0 concept.
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