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Abstract. This investigation was carried out to evaluate the surgical 
wound outcome of patients who underwent cholecystectomy via Kocher in­
cision, without peritoneal closure. Consecutive patients (n = 129) were ran­
domized either to have the peritoneal closure (n = 66) or to have this step 
omitted (n= 63). Demographic data of the patients were similar in both 
groups. There were no signifIcant differences in overall wound complication 
(p = 0.44), wound infection (p = 0.71), wound dehiscense (p = 0.96) and in­
cisional hernia (p = 0.95). This study provides strong evidence that the 
avoidance of the peritoneal closure represents no adverse effect to the pos­
toperative course of the patients. 

Colectatectomia mediante la lnclsl6n de Kocher sin cierre del 
peritoneo. 
Invest ClJn 38(1): 3 - 7, 1997. 

Palabru clave.: Colecistectomía. Incisión de Kocher. peritoneo. 

Resumen. Describimos un ensayo clínico aleatorio, con el fin de inves­
tigar el postoperatorio de pacientes colecistectomizados mediante la inci­
sión de Kocher, sin cierre del peritoneo. Del total de pacientes (n = 129), 66 
fueron intervenidos con cierre del peritoneo y en 63 hubo omisión de este 
paso. Las características demográficas de los pacientes fueron similares en 
ambos grupos. No se observaron diferencias signifIcativas (p = 0,44) en la 
tasa de complicaciones. La infección de la herida operatoria (p = 0,71), la 
deshicencia de la herida (p = 0,95) Y los casos de hernia incisional (p = 
0,95), fueron similares en ambos grupos. Todo indica que la omisión del 
cierre del peritoneo no presenta efectos adversos en la evolución postopera­
toria de este grupo de pacientes. 
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INTRODUCTION 

Traditlonally, the parietal peri­
toneum has been sutured separa­
tely, in order to avoid adhesions, 
confine abdominal contents within 
the cavity and contribute to wound 
strength. thus preventlng incisional 
hernias (1, 2). However, experimen­
tal and clinical studies have shown 
that abdominal closure without su­
turing the peritoneum leads to no 
adverse effect on wound healing (3, 
4,5). 

This randomized clinical trial 
was carrted out to evaluate the sur­
gical wound outcome of patlents un­
dergoing cholecystectomy vía a Ko­
cher inc1sion without peritoneal clo­
sure. 

MATERIAL AND IlETHODS 

Consecutlve patlents (n = 164) 
underwent electlve eholecystectomy 
via a Koeher ineision. Patlents were 
randomized either to have the peri­
toneal layer sutured with eontlnous 
polyglactln (Vicryl, Johnson & John­
son Medieal. Venezuela), or to have 
peritoneal suture omitted. Alloea­
tlons was done by odd and even 
hospital numbers (6). The operatlve 
approaeh was similar in all cases. 
The faseia was c10sed by contlnous 
suture with No. 1 polyglactln. The 
fatty layer was left unsutured and 
the skin was approximated either by 
subeutlcular c10sure OI: by interrup­
ted silk sutures. It is the policy of 
our unit not to perform incidental 
appendicectomy. Drains were not 
used. 

In aH patients the surgical 
wounds were examlned daily durlng 
the immediate postoperatlve period 
(4 days). The patlents were followed 
up after surgery every 3 months for 
one year. The incidenee of wound 
dehiscense, wound infeetlon and in­
eisional hernia was recorded. 

Wound dehiscenee was defined 
as any disruption of the faseia of the 
abdominal wall, in part or all of 1t 
without bowel extrusion. An incisio­
nal hernia is a defect in the abdomi­
nal wall through which an abdomi­
nal víseus may protrude. Wound 
sepsis was defined as a discharge of 
pus from the wound. Minor degree 
of erythema was not classified as 
wound sepsis. 

Exc1usion criteria included: 
previous Kocher incision, delayed 
primary closure of the wound. cho­
ledochotomy, patlents who died wit­
hin 6 months of the initial opera­
tion, mal1gnaney and patients lost 
to follow-up. 

Statistical analysis was perfor­
med when neeessary by Students t 
test and by Chi Square with Yates­
correction. Significance was aecep­
ted at the 0.05 leve!. 

RESULTS 

Between january 1990 and fe­
bruary 1995, 164 patients under­
went eholeeystectomy vía a Kocher 
ineision. A total of 35 patients were 
excluded from the study, leaving 
129 patlents for analysis. In 66 pa­
tients, the peritoneal layer was su­
tured. whereas in 63 patients it was 
left unsutured. No signifieant d1ffe­

Investigación Clínica 38 (l): 1997 



5 Cholecystectomy vía Kocher 

rences were found between the 
groups regarding the patients demo­
graphlc data; mean age (p = 0.56), 
sex (p = 0.71), and the presence or 
absence of obeslty (p = 0.91). The 
incidence of wound infection. wound 
dehlscense, incislonal hernia and 
overall complication rate ls shown in 
Table I. 

when the peritoneal layer suture is 
omitted (3, 2, 4, 5). However, there 
are no previous studies on the effect 
of omission of suture of the pertto­
neal layer in patients who under­
went cholecystectomy via Kocher in­
cision. 

Experimental studies of Ellis et 
al (7), among other reports (8), have 

TABLEI 
PATIENT CHARACTERISTICS AND WOUND COMPLICATIONS 

Closure Nonclosure P 
No. oí Patlents 66 63 

Su: 0.71* 
Male 7 9 
Female 59 54 

Age (Mean ± SD) 39.7 ± 11.88 41.09 ± 14.66 0.56.... 

Obeslty 32 29 0.91* 
Wound lDfectloD 4 2 0.68* 
Wound deshlacense 2 1 0.96* 
Inclslonal hernia 3 2 0.95* 
Overall CompBcatloDS 9 5 0.44* 

.o ehi square with Yates correction: ** Students t test. 

DISCUSSION demostrated that when the pertto­
neal inclslon ls left unsutured, repe­

The present study demonstra­ rttonealization by means of underl­
tes that suture of the perttoneal la­ ying connectlve cells, ls acomplished 
yer can be omltted In the closure of at 48 hours and complete healing by 
the Kocher lnclsion In cholecystec­ 5 days. Reapproximation of the peri­
tomy without any adverse effects on toneal edges with sutures results in 
the early and late postoperative lncreased regional ischemia. necro­
course of the surgical wound. The sis, and foreign body tissue reac­
overall complicatlon rate was essen­ tion, whlch lead to adhesion forma­
tialIy the same irrespectively of tion (9), Tulandi et al. demonstrated 
whether the perttoneum was sutu­ by means of laparoscopy, that the 
red or not (p = 0.44). Previous clini­ incidence of adhesion to the anterior 
cal reports have conftrmed that the­ abdominal wall was not statlstically 
re Is no difference in wound failure different between the patients un-
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der~oin~ laparotomy by Pfanestiel 
inc1s10n, irrespectively of whether or 
not peritoneal suture was performed 
(5). Although it was not our goal, ten 
patients underwent postoperative 
laparoscopy, and our ftndlngs were 
similar to those reported by Tulandi 
etal (5). 

In the present series, the inci­
dence of wound dehiscense (2 sutu­
red. 1 nonsutured) was similar in 
both groups, and ocurred exclusi­
vely in obese patients with infected 
wounds. 

No single factor can be held 
responsible for wound complication. 
Postoperatlve complicatlons such as 
chest tnfectlon, abdominal disten­
tlon and wound infectlon, alone or 
in combinatlon, are the main causes 
ofwound failure (lO). 

Incisional hernia developed in 
5 patients (3 sutured, 2 unsutured), 
and the differences were not statisti­
cally significant (p = 0.95). Cahalane 
et al stated that closure of the peri­
toneum and skin prevents incisional 
herniation, because it provides hol­
ding power to the abdominal wall 
(1). However, Howes and Harvey 
(11). and Tera and Aberg (12). deter­
mined the "tearing strength" and 
the tissue strength of fat, perito­
neum, muscle and fascia, and de­
monstrated that unlike the fascta, 
peritoneum lacks tissue strength. 

Although 1t was not the purpo­
se of this study, one potential ad­
vantage of the omission of the peri­
toneal closure is reduced adhesion 
formation as was shown by Me Do­
nald et al (13). Other advantages we 
observed include avoidance of unne­

cessary stitches. time savin~ and di­
mlnlshed wound paln. Thus, we 
conclude that suture of the perito­
neal layer may be abandoned in the 
closure of the Kocher lncision. This 
concluston may also be extended to 
other types of abdominal incislon. 
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