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Abstract:
Around 1990, laparoscopic cholecystectomy became widely used and has since been shown to be beneficial to patients.
But it was linked to a dramatic rise in serious bile duct injuries. Biliary injuries are unpleasant, expensive, and the
subject of lawsuits. Although they are mostly iatrogenic and not the result of neglect, they lessen the benefits of
laparoscopic cholecystectomy. Misidentification is the leading cause of serious bile duct damage. The common bile
duct is believed to be the cystic duct and is separated in the "classical damage." Additionally, the cavernous conduit
or cystic artery may be misinterpreted for abnormal hepatic ducts. The cystic duct and the cystic artery are the targets
of the Critical View of Safety (CVS), a technique for target identification. Today, CVS is extensively taught and used.
Its usage complies with the established standards of care and is recognized as a reliable method of identifying cystic
formations. The goal of this surgical viewpoint is to assess if CVS has become the sole procedure recognized for
identifying structures during laparoscopic cholecystectomy.
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INTRODUCTION:

Critical View Of Safety History: In an analytical
analysis that was produced in reaction to the
unexpected rise in Dbiliary damage linked to
laparoscopic cholecystectomy, the phrase "Critical
View of Safety" was coined. [1] By taking the
gallbladder off the cystic plate so that it is only linked
by the two cystic structures, the gallbladder is removed
using CVS, a modified wversion of a secure
identification technique used in open
cholecystectomy. [2] Secure target identification is
only possible after that. This phase was adjusted to
simply call for the lower section of the gallbladder
(approximately one-third) to be detached from the
cystic plate since full dissociation of the bladder from
the cystic plate renders excision of the cystic structures
difficult during laparoscopic surgery. The additional
conditions, which include removing all fat and fibrous
tissue from the hepatocytic triangle and ensuring that
only two structures are still connected to the
gallbladder, are the same as for the open procedure.
The three components of CVS should be proven
during a "time-out" during which intraoperative CVS
should be validated.

The utility of CVS in operations where biliary damage
had occurred was investigated after the invention of
CVS in 1995 by examining the operational records. [3]
It was discovered that the target identification
technique that was ineffective was not CVS but the
infundibular technique, which identifies the cystic
duct by exposing the funnel-shaped region where the
gallbladder's infundibulum joins the cystic duct. The
common hepatic duct may become juxtaposed or
adhere to the side of the gallbladder as a result of
inflammatory fusion and contraction. Under these
conditions, the infundibular approach of classification
may produce a convincing visual illusion that the
common bile duct is the cystic duct. [3] Given that
achieving CVS requires more structural exposure,
CVS is less vulnerable to this trick. Achieving the
CVS is either prevented by operative conditions like
severe acute or chronic inflammation, by which time
the anatomic situation is typically clarified, or it is
achieved. When the CVS cannot be reached in the
latter scenario, one of several crucial "bail-out"
strategies, such  as  subtotal  fenestration
cholecystectomy, can be used to prevent bile duct
injury. Of course, the CVS should not be viewed in
isolation, but rather as a component of a larger scheme
for a "Culture of Safety in Cholecystectomy" that also
makes use of other components like effective bail-out
techniques, effective access techniques, and other
safety-related components.
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The critical view of safety (cvs) effectiveness:

The CVS is a useful tool for identifying targets,
according to two main lines of research. First, there are
multiple instances with thousands of patients in whom
CVS was used for target acquisition without even a
biliary injury owing to misidentification [5, 6] while it
would be predicted that there would be roughly 20
biliary injuries predicated on a prevalence of biliary
damage of 3 to 4/1000 cases. Second, CVS has seldom
been mentioned as a strategy of target identification in
research that has looked at the processes of significant
biliary damage. [7,8] When seen together, these
studies provide strong evidence for the effectiveness
of CVS, but from the standpoint of evidence-based
medicine, they only provide moderate support. So why
hasn't there been randomized research comparing
target identification techniques after 25 years?.

The reason is that although there are still many serious
biliary injuries, between 2000 to 3000 annually in the
United States, the event rate for cholecystectomies is
only around 3 per 1000 (up from approximately 1 per
1000 during the open cholecystectomy period).
Because the incident rate is so low, around 4500
people per arm would be needed, making a
randomized study impractical. Despite the low
occurrence incidence, cholecystectomies, which are
done yearly in the USA at a rate of roughly 800,000,
resulting in a significant number of biliary injuries.
Biliary damage thus has characteristics of both a rare
illness and a common condition. There are significant
corollaries as well. The majority of the time,
laparoscopic cholecystectomies case series are too
limited to shed light on the reasons for biliary damage.
For population studies to provide useful insights, there
must be enough events from thousands of patients.
Because of this, for over a century, the majority of
knowledge on biliary damage has come from case
studies of actual injuries  rather  than
cholecystectomies.

What elements make up a standard of care?:

The legal phrase for the obligation owed by one person
to another is "standard of care," and it applies in both
medical and non-medical circumstances (such as
driving a car). It is the level of caution that a prudent
individual would use to avoid hurting another person.
A medical doctor must use the level of ability,
knowledge, and care typically exercised by members
of his or her profession in comparable circumstances
while acting in a medical-legal setting. Whether a
certain treatment or method complies with the
standards of practice—which are set by professional
authorities in writings and documented electronic
communications—determines whether it is acceptable
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under the standard of care. In recent years, the strength
of the evidence offered in these communications has
been rated on a scale of 1 to 5, with randomized trials
scoring extremely highly and case studies and expert
opinion scoring lower. Several diagnostic or
therapeutic approaches often meet the standards of
care. Consensus meetings that evaluate the available
data on a specific style of treatment may sometimes
come to the conclusion that there is strong evidence
that this type of care is better than all others. If such a
finding were supported by substantial data, it may be
determined that failing to employ a certain sort of care
in a given circumstance would almost certainly fall
short of the required standard. The failure to provide
antibiotics in the case of cellulitis or other acute
bacterial infection would be a clear example. Finally,
if a certain style of therapy is widely used by skilled
surgeons is a crucial factor in setting the standard of
care. There is a strong case that it complies with the
standard of care if it is, even by a modest number of
surgeons.

During laparoscopic cholecystectomy, is the critical
view of safety the only acceptable method of ductal
identification?:

Some techniques that have been recommended for
object recognition in cholecystectomy are a Critical
View of Safety, regular cholangiography, the
infundibular technique, imaging of the common bile
duct and hepatic artery duct, and top-down
cholecystectomy.

For the following reasons, CVS is not the only
treatment option that falls inside the scope of service.
Surgery textbooks may or may not suggest CVS as a
technique for target identification. Level 4, or case
series, provides proof that CVS is preferable to all
other methodologies. No consensus conference has
issued a directive stating that CVS is the sole reliable
technique for identifying targets. Currently, many
surgeons employ and feel secure using other
techniques. [9,10,11] Even if all other methods are
excluded from the standard of care, some experts still
think that CVS is the best way to identify targets
during laparoscopic cholecystectomy. In other words,
CVS is not currently the sole technique for ductal
identification that falls within the purview of the
standard of care.

Critical view of safety problems:

In surgery, it might be challenging to spread new
knowledge. The requirements for CVS are often
poorly understood by surgeons, even after over 20
years, and they may mistake it for the infundibular
method. [12,13] Another difficulty is resistance to
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using novel strategies or practices. The low occurrence
rate of biliary damage in the context of CVS makes an
erroneous trap like the interventricular approach even
more difficult to escape. If it succeeds 299 times out
of 300, there is a vast reservoir of trust in it if it only
fails 1 out of 300 times. [14,15] Moreover, compared
to CVS, the infundibular approach is simpler and
requires less dissection. Although the dictated
operational note may indicate that the CVS was
attained, current research reveals that this is generally
not the case. The accomplishment of the CVS is not
typically recorded or photographically documented.
[16-18].

Critical view of safety(cvs) future:

The Culture of Safety in Cholecystectomy (COSIC)
includes the Critical View of Safety, and SAGES has
taken on this issue with a ground-breaking initiative
dubbed "Safe Cholecystectomy." The SAGES Safe
Cholecystectomy initiative strives to further spread
knowledge of CVS and other preventative measures
for biliary damage, including the use of interventional
procedures and tactics for the challenging gallbladder
that include appropriate bail-out procedures. [19] To
research and improve safety in cholecystectomy, a
multi-society consensus development conference on
the issue of bile duct damage is scheduled for 2017. In
that arena, the function and implementation of CVS
and other preventative measures for biliary damage
will be rigorously analyzed. For surgeons who want to
visually document CVS, there is now a reliable and
simple way accessible. [20] It is crucial to note that
without achieving all 3 components of this approach
of target identification, CVS cannot be claimed to have
been accomplished for those who seek to include it in
their operational notes. We suggest it as a great
exercise and dictate these 3 components into
operational notes.
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