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Sickle Cell Disease and Elective Cholecystectomy
PA Leake1, JP Toppin1, L King2, M Reid3, P Scott4, ND Duncan1, MEC McFarlane1

ABSTRACT

Patients with sickle cell disease (SCD) are high-risk for perioperative morbidity and mortal-
ity. The establishment of guidelines in the management of cholecystectomy, one of the most 
common surgical procedures in the sickle cell population, will form the basis for streamlining 
care, nationally. The guidelines were established based on current literature on perioperative 
care of the sickle cell patient, taking into account local and regional data. The team included 
general surgeons, anaesthetists, internists specializing in SCD and pulmonologists. Areas of 
particular focus include patient selection, preoperative transfusion, oxygenation/ventilation, 
infection control, thromboprophylaxis and postoperative pain control.
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Summary of guidelines
A.	 Patient selection

1. Cholecystectomy is recommended for patients
with sickle cell disease who are symptomatic
of gallstones ie abdominal pain due to gall-
stones, choledocholithiasis, prior episode of
acute cholecystitis or acute pancreatitis.

2. Patients with sickle cell and physicians should
be sensitized to the need for early diagno-
sis and prompt treatment of symptomatic
gallstones.

3. Where possible, hepatobiliary immino-diacetic 
acid (HIDA) scan during an acute attack of 
abdominal pain may assist in confirming 
the diagnosis of symptomatic cholelithiasis.

4. Sickle cell patients should have cholecystec-
tomy performed at a tertiary level institution
that possesses an intensive care unit.

B.	 Preoperative assessment
1. Sickle cell patients who are scheduled for

cholecystectomy should be referred to the
internal medicine (pulmonology) clinic for
preoperative assessment.

2. Internal medicine/pulmonology should be
involved in the patient’s management on
admission to hospital.

C.	 Hydration
1. Admission solely for hydration is not neces-

sary in sickle cell patients undergoing elective
cholecystectomy.

2. Liberal oral fluids should be encouraged,
with intravenous fluids only administered
overnight.

3. Nil per os (NPO) status can be instituted four
hours prior to surgery.

4. All attempts should be made to ensure that
sickle cell patients are the first on the operat-
ing list.

D.	 Blood transfusion
1. Simple whole blood transfusion to 10 g/dL is

recommended for sickle cell patients under-
going elective cholecystectomy, if presenting
haemoglobin is 8 g/dL or less.

2. No blood transfusion should be given if hae-
moglobin is above 8 g/dL and represents the
patient’s steady state.
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3. If transfusion is indicated and not adminis-
tered, such action needs to be justified by the
managing physician.

E.	 Oxygenation/ventilation
1. All patients with sickle cell disease scheduled

to undergo cholecystectomy should undergo
preoperative pulmonary function tests.

2. Chest physiotherapy should be commenced in
the preoperative period.

3. Pulse oximetry must be a part of vital sign
monitoring of sickle cell disease patients.

4. Timing of discharge should be coordinated
between medical and surgical teams.

5. Patients should be discharged with some form
of incentive spirometry device.

F.	 Temperature regulation
1. Methods to maintain normothermia should

be used intra-and postoperatively, including
forced air warmers and warmed intravenous
fluid.

G.	 Infection control
1. All patients with sickle cell undergoing

cholecystectomy should be given antibiotic
prophylaxis.

H.	 Pain control
1. A plan for postoperative pain management

should be determined by the anaesthetic team
during their preoperative assessment.

2. Postoperative pain should be controlled with
regular opioid analgesia.

3. Parenteral or oral morphine (as patient condi-
tion allows) is the drug of choice.

4. Additional analgesics such as nonsteroidal
anti-inflammatory drugs (NSAIDs) and aceta-
minophen should be administered regularly.

5. Dosing of analgesia should be appropriate to
the patient’s level of pain.

6. As necessary (prn) dosing should also be
included in the patient’s analgesia regime.

7. Adjunctive measures for opioid sparing, such 
as transversus abdominis plane block, are 
recommended.

8. The use of a pain scale to assess pain level
should be incorporated as part of the patient’s
vital sign monitoring.

I.	  Deep vein thrombosis (DVT) prophylaxis
1. All sickle cell patients undergoing cholecys-

tectomy should be given pharmacologic DVT
prophylaxis.

INTRODUCTION
Sickle cell disease (SCD) is an inherited haemolytic 
disorder that affects 1 in 150 newborns in Jamaica (1). 
Owing to red blood cell haemolysis, these patients are 
predisposed to the development of gallstones, with rates 
of up to 83% in the adult population (2). The current 
standard of care for the treatment of symptomatic gall-
stones is laparoscopic cholecystectomy (3), with some 
reports suggesting that asymptomatic gallstones should 
be managed similarly in the sickle cell population (4).

Patients with sickle cell are prone to significant 
morbidity and mortality related to surgery and anaes-
thesia. Changes in temperature, oxygen tension and 
fluid volume related to the surgical process predispose 
patients with SCD red cell sickling intra- and postop-
eratively with consequent vaso-occlusive crises (5). The 
most notable SCD-related postoperative complications 
include acute chest syndrome, painful crises, stroke and 
priapism.

Perioperative morbidity rates of 7% to 14% have 
been reported internationally, most of which are SCD-
specific (6‒8). Rates of acute chest syndrome have been 
quoted as 0.4% to 10% (9). Mortality rates of less than 
1% have been reported from high-volume centres (10, 
11). Significantly higher morbidity rates have been 
quoted in the Caribbean – 44.4% by Leake et al (12), 
37.5% by Plummer et al (13) and 21% by Dan et al (14).

Multiple factors that contribute to red cell sickling 
have been established. The UWI/UHWI guidelines for 
SCD and cholecystectomy have been developed based 
on detailed examination of the literature and internation-
al guidelines, taking into account national factors. The 
guidelines focus on strategies to prevent red cell sickling 
and the morbidity and mortality associated with vaso-
occlusive crises. 

Patient selection
Patient selection for cholecystectomy is an important 
decision. Recent papers have justified prophylactic 
cholecystectomy in both the paediatric and adult SCD 
populations based on reduced morbidity rates for elective 
surgery in the prophylactic patient group as compared 
to the symptomatic group (4, 15). In the Sickle Cell 
Jamaican cohort study, the natural history of gallstones 
shows low conversion to symptomatic cholelithiasis 
(16). In addition, the present morbidity rate is extraor-
dinarily high (12, 13). Such a disparity between risk and 
benefit does not justify prophylactic cholecystectomy at 
present. Elective cholecystectomy should therefore, be 
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reserved for symptomatic gallstones and should include 
the following patients: 
a) Patients with right upper quadrant signs and symp-

toms attributed to gallstones
b) Patients with findings consistent with

choledocholithiasis
c) Patients with a prior episode of acute cholecystitis

or acute pancreatitis
d) Symptomatic patients with an abnormal hepatobiliary 

immino-diacetic acid (HIDA)  scan
e) Patients with ultrasound findings consistent with

cholecystitis
The key to effective surgical management of sickle cell 
patients with biliary pathology must be timely surgical 
referral. Physicians managing sickle cell patients must be 
sensitized to the need for early diagnosis and treatment 
and the methods available to distinguish gallstone-relat-
ed symptoms from other SCD-related complications. In 
so doing, patients can be managed prior to the develop-
ment of possible life-threatening biliary complications. 

With a number of sickle cell disease-related abdomi-
nal complaints that mimic symptomatic cholelithiasis, it 
can be difficult to make the diagnosis. This challenge 
often leads to delays in surgical referral. The use of 
the HIDA scan, which confirms cystic duct obstruction 
during an acute episode of abdominal pain, can assist in 
confirming biliary colic. It has the advantage over 
abdominal ultrasound in being a functional investigation 
that evaluates filling of the gall bladder as opposed to 
structural abnormalities that may not be present even in 
symptomatic patients.

Owing to the high-risk nature of surgery in the SCD 
population, we recommend that all surgical follow-up of 
SCD patients with gallstones and surgical procedures or 
endoscopic interventions be undertaken at a multidisci-
plinary tertiary-level hospital with an intensive care unit.

Preoperative assessment, oxygenation and ventilation
Patients with SCD undergoing surgery should be consid-
ered high-risk. A significant proportion of these patients 
have underlying pulmonary pathology that contributes to 
their high postoperative risk. Fonseca et al (17) demon-
strated that 78% of their cohort had abnormal pulmonary 
function. Preoperative measures to optimize pulmonary 
function and improve outcomes must be employed. 
This involves a coordinated, multidisciplinary assess-
ment. Prior to surgery, patients with sickle cell should be 
referred to the pulmonology/internal medicine clinic for 
a complete pulmonary assessment. 

Pulmonary complications are responsible for major 
postoperative morbidity and mortality in SCD patients 
(12). Acute chest syndrome occurs in up to 10% of 
postoperative patients. Although it is not possible to 
predict which patients will develop postoperative sickle 
cell-related complications, preoperative optimization of 
pulmonary function is likely to improve postoperative 
outcomes. 

Preoperative pulmonary evaluation should include 
the assessment of functional residual capacity, a meas-
ure of the ability to increase and maintain tissue oxygen 
delivery (18), spirometry and baseline pulse oximetry. 
Pulse oximetry is a useful measure in assessing readi-
ness for discharge and should therefore, be a part of the 
normal vital signs charting in a patient with sickle cell. 
Patients with saturations below that of baseline would 
need further monitoring, evaluation and optimization 
prior to discharge. 

International guidelines stress the importance of 
perioperative chest physiotherapy, along with incentive 
spirometry, in the management of the sickle cell patient. 
Incentive spirometry has been shown to reduce atelecta-
sis and acute chest syndrome in patients with sickle cell 
disease (19, 20). This therapy should be extended post-
discharge with incentive spirometry continuing at home.

Hydration
Dehydration contributes to red cell sickling and potenti-
ates perioperative complications in patients with sickle 
cell disease. Ensuring adequate hydration in the perio-
perative period is essential. Admitting patients for the 
sole purpose of intravenous fluid administration is not 
necessary, although most patients would require preop-
erative admission for blood transfusion and preoperative 
physiotherapy. 

Judicious fluid management is required in SCD 
patients to both prevent dehydration and fluid overload. 
In order to ensure fluid homeostasis, liberal oral fluids 
are encouraged. The administration of intravenous fluids 
becomes necessary once the patient is no longer allowed 
to drink. Over time, the fasting period prior to anaesthe-
sia has changed, with most guidelines now suggesting a 
fasting period of two to four hours (21).

If possible, patients with sickle cell disease should 
be first on the operating list. This ensures that long peri-
ods of preoperative fasting are not required and that all 
support staff, including those required for postoperative 
care (eg physiotherapy) are available.



Transfusion
Preoperative blood transfusion, in an effort to improve 
oxygen delivery and reduce red cell sickling, has been 
explored as a measure to improve patient surgical out-
comes. In addition, the type of transfusion – conservative 
or aggressive (exchange transfusion) has been evaluated. 

Current national and regional policies do not support 
preoperative transfusion in patients with sickle cell, as 
demonstrated by the 3.7% transfusion rate in a recent 
local study and 0% transfusion in previous regional 
reports (12, 14) of patients with sickle cell undergoing 
cholecystectomy. Of note, most international reports 
evaluating outcomes of patients with sickle cell under-
going cholecystectomy include preoperative transfusion 
with rates of 57.4‒92% (6‒8, 22). 

Transfusion or no transfusion
Most studies support some form of preoperative trans-
fusion. Haberkern et al (23) reported on 364 patients 
undergoing cholecystectomy. The highest rate of 
postoperative sickle cell events was noted in the non-
transfusion group (32%). More recently, Howard et al 
(24) conducted a randomized trial of 67 patients. They 
found significantly higher complication rates in the no-
transfusion group (39%) compared to the preoperative 
transfusion group (15%). 

Systematic reviews and meta-analyses of randomized 
trilas have failed to show an advantage of preoperative 
transfusion. The studies, however, were underpowered 
to detect a treatment effect (25, 26). Further studies are 
ongoing. 

Simple transfusion or exchange transfusion 
Studies evaluating the value of exchange trans-
fusion (decreasing haemoglobin S levels) have 
demonstrated that a conservative approach (increasing 
haemoglobin levels) is sufficient in improving patient 
outcomes. Vichinsky et al (9) found a higher rate of 
transfusion-related complications in the aggressive 
transfusion group (14% versus 7%) in a randomized trial 
and concluded that a conservative transfusion regime 
was preferable. A recent meta-analysis of randomized 
trials has failed to demonstrate superiority or inferiority 
of exchange transfusion over simple transfusion (26). In 
addition, exchange transfusions, particularly for adults, 
require a large amount of blood – a resource that is often 
scarce in our environment.

Based on this evidence, the preoperative strategy 
of simple transfusion has been included in the current 
guidelines. We have limited transfusion to patients with 

severe anaemia as evidence suggests that patients with-
out severe anaemia, can develop hyperviscosity, with 
ensuing vaso-occlusion, if given a “top-up” transfusion 
(26). 

Temperature regulation
The effect of hypothermia on red cell sickling and vaso-
occlusive crises is well established (27). The surgical 
environment, however, is not conducive to maintain-
ing normothermia. Operating theatre temperatures are 
expected to be 21 °C to 24 °C in order to reduce infec-
tious complications (28). In addition, patients are fully 
exposed on a cold operating table leading to significant 
evaporative and conductive heat losses.

Ensuring measures are instituted intra- and postop-
eratively to maintain normothermia is an essential part 
of perioperative management. The use of warmed intra-
venous fluids and forced air warmers are recommended 
in the operating room and recovery room (29). Where 
possible, the temperature of the operating theatre should 
be kept close to 24 °C prior to induction, preparation 
and application of warmers (30). On the ward, patients 
should be kept warm with blankets and warm clothing, 
if necessary.

Infection control
The current guideline for the use of prophylactic 
antibiotics for elective open cholecystectomy is the 
administration of a single dose of first-generation ceph-
alosporin within one hour prior to the skin incision 
(31). Routine continued administration of antibiotic 
in the postoperative period has been abandoned, as it 
is associated with adverse reactions, the emergence of 
drug-resistant strains and unnecessary financial costs 
(32). Elective laparoscopic cholecystectomy carries a 
significantly lower-risk of wound infection hence the 
use of prophylactic antibiotics is not justified in patients 
undergoing elective, uncomplicated laparoscopic chol-
ecystectomy (31).

Patients with sickle cell disease are considered to 
be immunocompromised from an early age because 
of autosplenectomy from multiple splenic infarctions. 
Because infections are often a precursor for complica-
tions in patients with SCD, prophylactic antibiotics are 
recommended in routine cholecystectomy (23, 33, 34).

The Tokyo Guidelines 2018 (TG18) outlines recom-
mendations for the appropriate use of antimicrobials for 
patients undergoing treatment for acute cholecystitis. The 
recommended antimicrobial agents are empirical agents 
used before organisms are identified. Antimicrobial 
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agents are chosen based on the local profile of antibi-
otic susceptibility and resistance in each hospital (35). 
Patients with SCD are considered to be high-risk and 
would also receive prophylactic antibiotics prior to chol-
ecystectomy for acute cholecystitis and for all attacks of 
acute cholecystitis treated non-operatively.

Pain control
The management of acute postoperative pain presents 
a challenge to all healthcare professionals involved in 
the management of these patients. Most surgical patients 
will experience suboptimal management of post proce-
dural pain. In addition to the associated patient suffering 
and decreased patient satisfaction, postoperative pain 
can result in delayed patient mobilization, atelectasis, 
respiratory dysfunction and prolongation of hospitali-
zation. Patients with SCD undergoing even relatively 
minor surgery may be at increased risk of suboptimal 
pain control and be at increased risk of life-threatening 
respiratory complications such as acute chest syndrome, 
potentiated by poor pain control.

Preoperative assessment
A plan for the pain management of these patients should 
be included in the preoperative assessment by the anaes-
thesia service. This should include a review of the 
patient’s pain history, addressing the nature of previ-
ous vaso-occlusive crises, chronic pain syndromes and 
ongoing needs for analgesia. 

Intra-operative management
Specific details about the intra-operative pain manage-
ment will be left to the discretion of the responsible 
anaesthetic team and consultant anaesthetist. Opioid-
sparing techniques are encouraged and when applicable 
may include the use of non-steroidal anti-inflammatory 
drugs (NSAIDs), paracetamol, regional blocks such 
as transversus abdominis plane block and local anaesthesia 
infiltration at the port sites (36, 37).

Postoperative pain management
Assessment of pain control/Use of pain scores 
For the first 48 hours, pain control should be evaluated 
using the numerical rating scale (NRS) and this value 
recorded as part of the patient’s vital signs (36).

Recovery room
The NRS should be evaluated and documented in the 
recovery room as soon as the patient is awake and 

coherent enough to do this. The score should also be 
documented at the time of discharge from the recovery 
room. Patients should require NRS scores of < 3 to be 
discharged to the ward. Again, details of the specific 
analgesics used in the recovery room will be determined 
by the responsible anaesthesia team. 

Analgesic plan for use on the ward
This plan should be developed by both the surgical and 
anaesthesia teams involved in the care of the patient. 
Patients with higher requirements for analgesia and/or 
those with more complicated pain histories (ie history 
of chronic pain) should be identified and these patients 
receive ongoing evaluation of their pain control by the 
anaesthesia service on the ward. The NRS should be 
evaluated and documented every six hours for the first 
24 hours and every eight hours for at least the subse-
quent 48 hours.

Specific recommendations:
1) Morphine

a. Use of morphine as the first line opioid for the
immediate postoperative period.

b. We recommend the use of the subcutaneous
route during the initial postoperative period.

c. When oral intake has been restarted, oral mor-
phine can be used.

d. During this initial period, morphine should
be given regularly every four hours (unless
there is impaired clearance of the drug eg
renal dysfunction), and there should be the
option to give additional medication for
break- through-pain.

e. Pethidine can be substituted at equivalent
doses.

2) Adjuncts
a. Adjunts used intra-operatively should be con-

tinued in the postoperative period.
b. Where feasible, they can be given parenter-

ally and switched to oral administration when
appropriate.

c. Rectal medications can be utilized (paraceta-
mol or NSAIDs).

Deep vein thrombosis prophylaxis
Sickle cell disease is associated with an underlying 
hypercoagulable state, which contributes to its disease 
pathology and an increased risk for venous thromboem-
bolism [VTE] (38). Studies have shown VTE prevalence 
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rates up to 25% in SCD patients (39). Additionally, cumu-
lative incidence of VTE to age 40 years of 11.3‒12.5% 
has been noted (40, 41). Studies have been fairly con-
sistent in demonstrating a two to three-fold increased 
mortality risk in persons with VTE compared to those 
without (39‒41).

A number of risk factors have been identified for VTE 
in SCD. These include age, gender, pregnancy / post-
partum period, hospitalizations, genotype and severe 
SCD [≥ 3 admissions per year] (39‒43). The median 
age for first VTE (27.8 to 31 years) in SCD has been 
shown to be younger than that of the general population 
in persons with severe genotypes, Hb SS or SB0 thalas-
semia (39‒41). Females with SCD have been shown 
to have a 22% higher-risk for VTE; this risk remains 
higher independent of pregnancy status (40). Bruson et 
al (40) also showed a higher incident rate (14.0 per 1000 
patient-years) of VTE with severe SCD (defined as (≥ 
3 admissions per year) compared to less severe disease 
(4.6 per 1000 patient-years).

For surgical procedures that carry a high-risk for 
VTE, such as major orthopaedic surgery, pharmacologic 
thromboprophylaxis (PTP) is generally recommended. 
In lower-risk surgeries such as laparascopic cholecystec-
tomy where incidence of VTE is lower (44), the clinical 
benefit of PTP remains unclear and may increase risk 
for postoperative bleeding (45). At present, there are 
no guidelines for VTE prophylaxis in SCD currently or 
studies to inform anticoagulant practices. Thus, deci-
sions on prophylaxis must be based on extrapolation 
from the general population. 

Generally, PTP recommendations for surgery often 
rely on individual assessment of risk. With awareness of 
the risk factors associated with SCD, it seems prudent 
that SCD undergoing cholecystectomy should be given 
PTP. 

REFERENCES
1. Hanchard NA, Hambleton I, Harding RM, McKenzie CA. The frequen-

cy of the sickle allele in Jamaica has not declined over the last 22 years. 
Br J Haematol 2005; 130: 939‒42.

2. Duncan ND, De Paz H, Serjeant GR. Biliary surgery in patients with
sickle cell anemia. West Indian Med J 1992; 41: 96–8

3. Keus F, de Jong JA, Gooszen HG, van Laarhoven CJ. Laparoscopic
versus open cholecystectomy for patients with symptomatic cholecys-
tolithiasis. Cochrane Database Syst Rev 2006; 4: CD006231.

4. Muroni M, Loi V, Lionnet F, Girot R, Houry S. Prophylactic 
laparoscopic cholecystectomy in adult sickle cell diease patients with 
cholelithiasis: a prospective cohort study. Int J Surg 2015; 22: 62‒6.

5. Meshikhes AW. Towards safer surgery in patients with sickle cell dis-
ease. Saudi Med J 2007; 28: 1788‒90.

6. Al-Mulhim AS, Al-Mulhim AA. Laparoscopic cholecystectomy in 427
adults with sickle cell disease: a single-center experience. Surg Endosc 
2009; 23: 1599‒602.

7. Diarra B, Roudie J, Coulibaly A, Somian FE, Kanga-Miessan JB, Franco 
D. Cholecystectomy in sickle cell disease patients: is there more acute 
chest syndrome after laparoscopy? A case controlled study. Int J Surg
2008; 6: 220‒23.

8. Meshikhes AW, Al-Abkari HA, Al-Faraj AA, Al-Dhurais SA, Al-Saif 
O. The safety of laparoscopic cholecystectomy in sickle cell disease: an 
update. Ann Saudi Med 1998; 18: 12‒14.

9. Vichinsky EP, Haberkern CM, Neumayr L, Earles AN, Black D, Koshy
M et al. A comparison of conservative and aggressive transfusion regi-
mens in the perioperative management of sickle cell disease. N Engl J
Med 1995; 333: 206‒13.

10. Koshy M, Weiner SJ, Miller ST, Sleeper LA, Vichinsky E, Brown AK
et al. Surgery and anesthesia in sickle cell disease. Cooperative study of 
sickle cell diseases. Blood 1995; 86: 3676‒84.

11. Dinan MA, Chou CH, Hammill BG, Graham FL, Schulman KA, Telen
MJ et al. Outcomes of inpatients with and without sickle cell disease
after high-volume surgical procedures. Am J Hematol 2009; 84: 703‒9.

12. Leake PA, Reid M, Plummer J. A case series of cholecystectomy in
Jamaican sickle cell disease patients – The need for a new strategy. Ann 
Med Surg (Lond) 2017; 15: 37‒42.

13. Plummer JM, Duncan ND, Mitchell DI, McDonald AH, Reid M, Arthurs 
M. Laparoscopic cholecystectomy for chronic cholecystitis in Jamaican 
patients with sickle cell disease: prelimary experience. West Indian
Med J 2006; 55: 22‒24.

14. Dan D, Seethal S, Harnanan D, Singh Y, Hariharan S, Naraynsingh
V. Laparoscopic cholecystectomy in sickle cell disease patients: does
operating time matter? Int J Surg 2009; 7: 70‒73.

15. Curro G, Meo A, Ippolito D, Pusiol A, Cucinotta E. Asymptomatic 
cholelithiasis in children with sickle cell disease: early or delayed 
cholecystectomy. Ann Surg 2007; 245: 126‒9.

16. Walker TM, Hambleton IR, Serjeant GR. Gallstones in sickle cell dis-
ease: observations from the Jamaican Cohort study. J Pediatr 2000; 136: 
80‒5.

17. Fonseca CS, Araujo-Melo CA, de Carvalho RM, Barreto-Neto J,
Goncalves Araujo J, Cipolotti R. Lung function in patients with sickle
cell anemia. Rev Paul Pediatr 2011; 29: 85‒90.

18. Minto G, Biccard B. Assessment of the high-risk perioperative patient. 
Continuing education in anaesthesia, Critical Care & Pain 2014; 14:
12‒17.

19. Bellet PS, Kalinyak KA, Shukla R, Gelfand MJ, Rucknagel DL.
Incentive spirometry to prevent acute pulmonary complications in sickle 
cell diseases. N Engl J Med 1995; 333: 699‒703.

20. Niss O, Cole-Jenkins C, Davis B, Brooks T, Woolery K, Fetters T 
et al. Prevention of acute chest syndrome by implementing a
standardized process to improve incentive spirometry use in 
hospitalized patients with sickle cell disease. Blood 2017; 130 (Suppl 
1): 132.

21. Practice Guidelines for preoperative fasting and the use of
pharmacologic agents to reduce the risk of pulmonary aspiration: 
Application to healthy patients undergoing elective procedures: An
updated report by the American Society of Anesthesiologists Task 
Force on preoperative fasting and the use of pharmocologic agents to 
reduce the risk of pulmonary aspiration. Anesthesiology 2017; 126:
376‒93.

22. Rachid S, Didier LJ, Badé MA, Sani CM, Habibou A. Laparoscopic 
cholecystectomy in sickle cell patients in Niger. Pan Afr Med J 2009; 3:
19.

23. Haberkern CM, Neumayr LD, Orringer EP, Earles AN, Robertson
SM, Black D et al. Cholecystectomy in sickle cell anemia patients: 
Perioperative outccome of 364 cases from the National Preoperative 
Transfusion Study. Blood 1997; 89: 1433‒42.

24. Howard J, Malfroy M, Llewelyn C, Choo L, Hodge R, Johnson T et 
al. The transfusion alternatives preoperatively in sickle cell disease
(TAPS) study: a randomized, controlled, multicentre clinical trial. 
Lancet 2013; 381: 930‒8.

25. Alotaibi GS, Alsaleh K, Bolster L, McMurty MS, Wu C. Preoperative
transfusion in patients with sickle cell disease to prevent perioperative
complications: a systematic review and meta-analysis. Hematology
2014; 19: 463‒71.

Leake et al	 8



26. Estcourt LJ, Fortin PM, Hopwell S, Trivella M. Red blood cell transfu-
sion to treat or prevent complications in sickle cell disease: an overview 
of Cochrane reviews. Cochrane Database Syst Rev 2016; 8: Pii: 
CD012082.

27. Rubenstein E. Studies of the relationship of temperature to sickle cell
anemia. Am J Medicine 1961; 30: 95‒8.

28. Roy MC. Guide to Infection Control in the Hospital. Chapter 22: The
Operating Room. 5th Edition (February 2018)

29. Wilson M, Forsyth P, Whiteside J. Haemoglobinopathy and sickle cell 
disease. Continuing education in Anaesthesia Critical Care & Pain
2010; 10: 24‒8.

30. Diaz M, Becker DE. Thermoregulation: physiological and clinical 
considerations during sedation and general anesthesia. Anesth Prog
2010; 57: 25‒33.

31. Liang B, Dai M, Zou Z. Safety and efficacy of antibiotic prophylaxis in
patients undergoing elective laparoscopic cholecystectomy: a systemat-
ic review and meta-analysis. J Gastroenterol Hepatol 2016; 31: 921‒8.

32. Chauhan VS, Kariholu PL, Saha S, Singh H, Ray J. Can post-operative
antibiotic prophylaxis following elective laparoscopic cholecystectomy
be completely done away with in the Indian setting? A prospective ran-
domised study. J Minim Access Surg 2017 Oct 23. doi: 10.4103/jmas.
JMAS_95_17. 

33. Yawn BP, John-Sowah J. Management of sickle cell disease: 
recommendations from the 2014 Expert Panel Report. Am Fam
Physician 2015; 92: 1069‒76.

34. Hirst C, Owusu-Ofori S. Prophylactic antibiotics for preventing pneu-
mococcal infection in children with sickle cell disease. Cochrane 
Database Syst Rev 2014; 11: doi: 10.1002/14651858.CD003427.pub3.

35. Gomi H, Solomkin JS, Schlossberg D, Okamoto K, Takada T, Strasberg 
SM et al. Tokyo Guidelines 2018: antimicrobial therapy for acute
cholangitis and cholecystitis. J Hepatobiliary Pancreat Sci 2018; 25: 3‒
16.

36. Myrvik MP, Brandow AM, Drendel AL, Yan K, Hoffmann RG,
Panepinto JA. Clinically meaningful measurement of pain in children
with sickle cell disease. Pediatr Blood Cancer 2013; 60: 1689‒95.

37. Tolchard S, Davies R, Martindale S. Efficacy of the subcostal
transversus abdominis plane block in laparoscopic cholecystectomy: 
Comparisonwith conventional port-site infiltration. J Anaesthesiol 
Clin Pharmacol 2012; 28: 339‒43.

38. Naik RP, Streiff MB, Lanzkron S. Sickle cell disease and venous throm-
boembolism: what the anticoagulation expert needs to know. J Thromb
Haemost 2013; 35: 352‒8.

39. Naik RP, Streiff MB, Haywood C, Jr., Nelson JA, Lanzkron S. Venous 
thromboembolism in adults with sickle cell disease: a serious and under-
recognized complication. Am J Med 2013; 126: 443‒9.

40.

 

Brunson A, Lei A, Rosenberg AS, White RH, Keegan T, Wun T.
Increased incidence of VTE in sickle cell disease patients: risk factors,
recurrence and impact on mortality. Br J Haematol 2017; 178: 319‒26.

41. Naik RP, Streiff MB, Haywood C, Jr., Segal JB, Lanzkron S. Venous 
thromboembolism incidence in the cooperative study of sickle cell
disease. Journal of thrombosis and haemostasis: J Thromb Haematol
2014; 12: 2010‒6.

42. Boechat Tde O, do Nascimento EM, Lobo CL, Ballas SK. Deep venous
thrombosis in children with sickle cell disease. Pediatr Blood Cancer
2015; 62: 838‒41.

43. Seaman CD, Yabes J, Li J, Moore CG, Ragni MV. Venous thrombo-
embolism in pregnant women with sickle cell disease: a retrospective 
database analysis. Thromb Res 2014; 134: 1249‒52.

44. Rondelli F, Manina G, Agnelli G, Becattini C. Venous thromboembo- 
lism after laparoscopic cholecystectomy: clinical burden and prevention.
Surg Endosc 2013; 27: 1860‒4.
  45. Stromberg J, Sadr-Azodi O, Videhult P, Hammarqvist F, Sandblom G.
Incidence and risk factors for symptomatic venous thromboembolism
following cholecystectomy. Langenbecks Arch Surg 2015; 400: 463‒9.

© West Indian Medical Journal 2019.
This is an article published in open access under a Creative Commons 
Attribution International licence (CC BY). For more information, please 
visit https://creativecommons.org/licenses/by/4.0/deed.en_US.

9	 Sickle Cell Disease


	Untitled
	Untitled



