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Abstract  
 

Background: Cholecystectomy is now has become a common abdominal surgery which is mostly laparoscopic in 

developed countries. In USA, almost 90% of cholecystectomies are laparoscopic. For gallstone surgery, laparoscopic 

cholecystectomy is considered as a "gold standard". Methods: This study was a cross-sectional study which was 

conducted at Kumudini Women’s Medical College, Mirzapur, Tangail, Bangladesh. The study was conducted in between 

March 2020- April 2022. The total sample size for this study was 121. Result: Most of the patients 29(24%) were aged 

between 20-29 years. Most of the patients 102(84%) were female whereas only 19(16%) were male. Most of the patients 

61(50.4%) required 15-30 mint, 54(44.6%) required 30-60 mint and 6(5%) required more than 60 patients. 67(55%) 

patients stayed in the hospital for only 24 hours whereas most of the patients 42(35%) stayed for 2 days and only 

12(10%) had to stay more than 2 days. Dense Adhesion was found in 4(3.3%) cases, Uncontrolled Bleeding in 3(2.5%), 

Fibrotic Gallbladder in 2(1.7%), and huge distended and thick Gallbladder in only 1(0.8%) case. Most common 

complication Wound infection was seen in 12(9.9%) patients whereas 4(3.3%) had Biliary leakage, 2(1.7%) had bile duct 

stricture, 2(1.7%) had Post-site Hernia. Conclusion: Laparoscopic cholecystectomy is considered to have the utmost 

advantages and is also related with less postoperative complications, reduce hospital stay, reduce the overall morbidity 

and mortality in comparison with open cholecystectomy. 
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INTRODUCTION 
Cholecystectomy is now has become a 

common abdominal surgery which are mostly 

laparoscopic in developed countries. Laparoscopic 

cholecystectomy (LC) is commonly performed with 

more than 500,000 cases per year to treat gallbladder 

disease [1]. For gallstone surgery, laparoscopic 

cholecystectomy is considered as a "gold standard". 

This surgical procedure helps in decrease pain, recovers 

cosmesis, reduces hospital stays, and lessens work 

impairment [2-8]. Laparoscopic cholecystectomy has 

more risk of complication comparing to other open 

surgery. The patients with symptomatic cholelithiasis 

and asymptomatic cholelithiasis are at more risk for 

gallstones or gallbladder cancer. Intraoperative 

complications including vascular injury, intestine 

perforation, mesenteric injury, and bile duct injuries 

need early laparotomy. Hence, laparoscopic surgery had 

better be switched to open in case the surgeon requires 

manual palpation and direct conception. If required, 

surgeons ought to execute open surgeries. However, the 

gallbladder hole can also be closed by forceps or 

sutured so that additional spilling can be avoided. Bile 

spilling devoid of stone spillage does not exaggerate 

postoperative complications [9]. Gallstones, specifically 

pigment stones, which harbor germs, are able to 

upsurge the risk of postoperative complication [10-15]. 

Hence, if it is conceivable, remove any of the 

discharged gallstones. This process needs large stone 

graspers. In case a trocar spears an important blood 

vessel, it must be left in place and a laparotomy should 

be done instantly. Trocars ought to be perceived with 

the laparoscope while removed in order to check for 
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torn abdominal wall vessels. Bleeding may be 

controlled through cautery, foley catheter balloon 

tamponade, or a figure-of-eight stitch. Observation and 

specifying the bowel damage during and after the 

surgery is also important. When there is any leakage, it 

can be treat laparoscopically or by openly extending the 

umbilical incision. After that laparoscopic surgery can 

be initiate. Bile duct damage has to be corrected 

instantly. Indocyanine green uorescence imaging may 

perhaps define biliary anatomy and evade bile duct 

damage. Although this technique isn't recognized 

worldwide, but it appears promising [14, 15]. However, 

a number of bile duct injuries can’t be recognized 

during the period of surgery and may appear later. 

Hence, all patients had better to be referred to an 

experienced biliary surgeon since the early treatment 

means the best possibility of success. If the surgeon is 

not available that time, then the patient must be 

externally drained. The aim of this study was to identify 

the post-cholecystectomy effects among patients 

undergoing laparoscopic cholecystectomy.  

 

MATERIALS AND METHODOLOGY 
This study was a cross-sectional study which 

was conducted at Kumudini Women’s Medical College, 

Mirzapur, Tangail, Bangladesh. The study was 

conducted in between March 2020- April 2022. The 

total sample size for this study was 121.  

Inclusion Criteria 

 The adult patients who were aged not less than 

20 years were included in this study.  

 The patients who were underwent laparoscopic 

cholecystectomies. 

 

Exclusion Criteria 

 The patients with incomplete medical records 

were excluded from this study. 

 

Four-port laparoscopic cholecystectomies were 

completed to the patients who were enrolled in this 

study. The data required for this study was 

demographics characteristics (age, gender), 

preoperative diagnosis such as CBC, bleeding-

coagulation periods, liver function tests, renal function 

tests, blood glucose level, hepatitis screening, intra- 

operative findings including the time of operation, 

intra-operative bleeding and iatrogenic damages, 

conversion from laparoscopic to open cholecystectomy 

and causes of conversion, postoperative complications 

or hemorrhagic complications were also required. All 

the patients were followed up for three months after the 

surgery.  

 

RESULT 

 

 
Figure I: Age distribution of the respondents 

 

Figure I show the age distribution of the 

respondents. Most of the patients 29(24%) were aged 

between 20-29 years and followed by 23(19%) were 

aged 30-39 years, 24(19.8%) aged 40-49 years, 

19(15.7%) aged 50-59 years, 17(14%) aged 60-69 years 

and 9(7.44) aged more than 70 years.  
 

 
Figure II: Gender distribution of the study patients 
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Figure II shows the gender distribution of the 

study patients. Most of the patients 102(84%) were 

female whereas only 19(16%) were male.  

 

Table I: Operative time 

Operative time N Percentage (%) 

15-30 min 61 50.4 

30-60 min 54 44.6 

> 60 min 6 5.0 

 

Table I shows the operative time needed 

among the study patients. Most of the patients 

61(50.4%) required 15-30 mint, 54(44.6%) required 30-

60 mint and 6(5%) required more than 60 patients.  

 

 
Figure III: Hospital stays 

 

Figure III shows the duration of hospital stays. 

67(55%) patients stayed in the hospital for only 24 

hours whereas most of the patients 42(35%) stayed for 

2 days and only 12(10%) had to stay more than 2 days.  

 

 
Figure IV: Conversion to open 

 

Figure IV shows the conversion to open. Most of the patients 109(90%) did not required to go for open 

cholecystectomy, only 12(10%) require it.  

 

Table II: Reasons for conversion 

Reasons For Conversion N Percentage (%) 

Dense Adhesion 4 3.3 

Uncontrolled Bleeding 3 2.5 

Fibrotic Gallbladder 2 1.7 

Huge distended and thick Gallbladder 1 0.8 

 

Table II denoted the reasons for conversion. 

Dense Adhesion was found in 4(3.3%) cases, 

Uncontrolled Bleeding in 3(2.5%), Fibrotic Gallbladder 

in 2(1.7%), and huge distended and thick Gallbladder in 

only 1(0.8%) case.  
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Table III: Post-operative complications of LC 

Complications N Percentage (%) 

Wound infection 12 9.9 

Biliary leakage  4 3.3 

Bile duct stricture 2 1.7 

Post-site Hernia  2 1.7 

 

Table III shows the post-operative 

complications of LC. Most common complication 

Wound infection was seen in 12(9.9%) patients whereas 

4(3.3%) had Biliary leakage, 2(1.7%) had bile duct 

stricture, 2(1.7%) had Post-site Hernia. 

 

DISCUSSION 
Laparoscopic cholecystectomy (LC) is now 

has become popular surgical method in modern medical 

practice for treating patients with gallstone disease. The 

LC treatment is basically suggested to the patients with 

simple cholelithiasis. In this study, most of the patients 

24% were aged between 20-29 years and followed by 

19% were aged 30-39 years, 19.8% aged 40-49 years, 

15.7% aged 50-59 years, 14% aged 60-69 years and 

7.44 aged more than 70 years [figure I]. Among them 

most of the patients 84% were female whereas only 

16% were male [figure II]. The age and gender 

distributions found in this present study were similar to 

those perceived in prior studies
 

[16]. Most of the 

patients 50.4% required 15-30 mint, 44.6% required 30-

60 mint and 5% required more than 60 patients which 

shows less than the operating duration of 70-90 minute 

reported in other studies [17-20]. This was most 

probable because of the case selection policy of this 

present study. 55% patients stayed in the hospital for 

only 24 hours whereas most of the patients 35% stayed 

for 2 days and only 10% had to stay more than 2 days 

[figure III]. Most of the patients 90% did not required to 

go for open cholecystectomy, only 10% require it. This 

shows similarity with the results reported in other 

studies [21- 25]. The common causes of conversion in 

this study were Dense Adhesion was found in 3.3% 

cases, Uncontrolled Bleeding in 2.5%, Fibrotic 

Gallbladder in 1.7%, and huge distended and thick 

Gallbladder in only 0.8% case [table II]. Most common 

complication Wound infection was seen in 12(9.9%) 

patients whereas 4(3.3%) had Biliary leakage, 2(1.7%) 

had bile duct stricture, 2(1.7%) had Post-site Hernia 

[table III]. In a study, clinically severe bleeding was 

found in 0.5% of LC patients [15]. For major infection 

and increased adhesion, the anatomy near the calot's 

triangle is covered, making division difficult and 

possibly dangerous. Hence, conversion might not be 

seen as a complication in these cases; somewhat, it 

must be seen as an attempt to resolve defects over 

greater surgical procedures [26]. Laparoscopic 

cholecystectomy (LC) has many benefits comparing to 

open cholecystectomy, but it has some risks as well 

[27]. This risk of bile duct injury through LC may vary 

from 0.2%- 0.9%. Hence, this is a particular matter of 

concern [28-32]. To many surgeons this comparatively 

high rate of bile duct injury through laparoscopic 

cholecystectomy (LC) is thought to be the procedure's 

main problem. Also, this njury to the bile duct is related 

to a high rate of morbidity, prolonged hospital stays, 

more financial burden and even death [22]. But with the 

advancement of medical science, the prevalence of this 

complication is possible to reduce [33].  

 

CONCLUSION 
Laparoscopic cholecystectomy is considered to 

have the utmost advantages and is also related with less 

postoperative complications, reduce hospital stay, 

reduce the overall morbidity and mortality in 

comparison with open cholecystectomy. In Bangladesh, 

although there are many insufficiencies in health care 

facilities, but in government hospital, the operative 

procedures are free of cost and the doctors are also 

experienced there. Moreover, the cost of laparoscopic 

cholecystectomy is almost the same comparing to the 

open conventional procedure performed in private 

hospital. Hence, laparoscopic cholecystectomy is highly 

recommended. 
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