
e-ISSN: 0976-822X, p-ISSN:2961-6042 

Available online on http://www.ijcpr.com/ 
 

International Journal of Current Pharmaceutical Review and Research 2023; 15(10); 213-217 

Kumar et al.                             International Journal of Current Pharmaceutical Review and Research  

213 

Original Research Article 

Retrospective Study of Demographic Profile and Clinical Outcome 
Following Laparoscopic Cholecystectomy Over One Year at NMCH, 

Sasaram 
Vikas Kumar1, Seema Kumari2 

1Assistant Professor, Department of General Surgery, Narayan Medical College and Hospital, Sasaram, 
Bihar, India 

2Senior Resident, Department of Obstetrics and Gynaecology, Narayan Medical College and Hospital, 
Sasaram, Bihar, India 

Received: 10-05-2023 Revised: 15-06-2023 / Accepted: 22-07-2023 
Corresponding author: Dr. Seema Kumari 

Conflict of interest: Nil 
Abstract 
Aim: The aim of the present study was to evaluate the demographic profile and clinical outcome following 
laparoscopic cholecystectomy over one year at NMCH, Sasaram. 
Methods: This study was a retrospective study included 100 patients with gall stones and gall bladder-related 
disease who were admitted in the Department of General Surgery, Narayan Medical College and Hospital, 
Sasaram, Bihar, India for the period of one year. 
Results: The mean age of study population was 42.00 ± 12.00 years with a range of 20 years–80 years, median 
age being 40 years. Of the included patients 65 (65%) were male and 35 (35%) were female. All patients fell 
under an ASA2 (95%) or ASA3 category (5%). Co-morbidities outlined in table 2 from most to least common 
include: hypertension (32%), diabetes (30%), anticoagulant therapy (18%), respiratory disease (14%), chronic 
kidney disease (9%) and myocardial infarction (2%). The mean duration of symptom onset to date of surgery 
was 180 days. Of the 100 patient records screened, two elective laparoscopic cholecystectomies were converted 
to open surgery. Both of these patients were male and required open surgery due to difficulties in safely 
delineating the anatomy via a laparoscopic approach. Mean operative duration was 106 minutes (range: 32- 
280). A surgical drain was left in situ in 20% of cases and subsequently removed in all cases prior to discharge. 
Conclusion: The recent literature demonstrates that LC is a feasible and safe procedure in elderly patients and, 
whenever possible, LC should be performed during the same hospitalization like definitive treatment of 
gallstone disease. Elective LC could be recommended when repeated gallstone symptoms have occurred in the 
elderly patient and dedicated surgical team experienced in gallbladder and biliary tract disease should treat these 
pathologies. 
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Introduction 

Laparoscopic cholecystectomy (LC) was first 
introduced in the mid-1980s for symptomatic 
gallstones. Currently, it is the gold standard 
treatment for symptomatic gallstones. [1] In the 
initial decades, laparoscopic procedures were only 
restricted for well-experienced senior surgeons, 
however, studies gradually showed how the level of 
surgical expertise and the duration of practice did 
not impact the patient outcome in laparoscopic 
procedures. LC is a safe procedure commonly 
performed by surgical residents under the 
supervision of their attending. [2]  Good procedure 
outcome and the reduced in-hospital stay have 
aided the dramatic shift from open to laparoscopic 
approach to gallstones. More than 90% of the 

830,000 cholecystectomy in the US are performed 
using a laparoscopic approach. [3] Advantages of 
the laparoscopic approach include better recovery, 
lower morbidity, and lower postoperative pain, 
shortened duration of hospital stay, and lower 
mortality rate. However, intraoperative bleeding 
was seen to be unaffected by the selection of 
operative technique. [4] The incidence of major 
complications with LC remains as low as 5%. [5] 
There may be several factors contributing to the 
risk of conversion to an open procedure. Distorted 
anatomy, excessive bleeding, visceral injury, 
adhesion, equipment failure and surgeons expertise 
are all factors that increase conversion from LC to 
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open approach. [6] The frequency of conversion 
has been reported to be 5%. [7] 

Gallstones disease has been a major cause of global 
morbidity with varying degree of prevalence based 
on the geographical, racial, and ethnic parameters. 
Gallstones are at least three to four times more 
common in females. The incidence of gallstones 
increases with advancing age and are rare before 20 
years of age. [8] The laparoscopic technique has 
many advantages over the open approach such as 
decrease in post-operative pain, reduction of 
postoperative complications, shorter hospitalization 
with earlier mobility and return to normal work 
activity, and better cosmotic results. The duration 
of LC has continuously decreased as a result of 
increasing the learning curve of surgeons. [9] In 
spite of these advantages, OC still has a place in the 
laparoscopic surgery era. [10,11] OC is principally 
preserved for the challenging cases in which 
laparoscopy fails. [10] Most OCs are performed as 
a result of conversion from LC. [12] The outcome 
of laparoscopic cholecystectomy in literature has 
been assessed by many different outcomes 
measures: bile duct injuries, conversion rates, 
morbidity and mortality. However, there remains 
considerable debate which measures should be used 
to reflect surgical quality, as the various measures 
have strengths and weaknesses. [13] 

The aim of the present study was to evaluate the 
demographic profile and clinical outcome 
following laparoscopic cholecystectomy over one 
year at NMCH, Sasaram. 

Materials and Methods 

This study was a retrospective study included 100 
patients with gall stones and gall bladder related 
disease who were admitted in the Department of 
General Surgery, Narayan medical College and 
Hospital, Sasaram, Bihar, India for the period of 
one year. 

Inclusion Criteria 

The following criteria were included in the study: 

• Acute cholecystitis 
• Chronic cholecystitis 
• Cholelithiasis 
• Gangrenous gall bladder 
• Mucocoele and empyema of gall bladder. 

Exclusion Criteria 

• Choledocholithiasis 
• Carcinoma of gall bladder 
• Perforated gall bladder 
• Uncontrolled coagulopathy and end stage liver 
disease. 

Statistical Analysis 

All statistical analyses were performed using IBM 
SPSS v.20 software. P < 0.5 will be considered 
statistically significant. The Shapiro–Wilk test is 
used to assess normality of data. Numerical data 
are presented as means and standard deviations or 
as medians with ranges. Chi-square test and Mann–
Whitney U test are used when appropriate. 

Results
Table 1: Patient demographics, ASA status and co- morbidities 

Patient demographics Total number 100 
Gender (male: female) 65:35 
Age (years, mean) 42.00 ± 12.00 
 I 0 
ASA grade II 95 (95%) 
 III 5 (5%) 
 IV 0 
Comorbidities 
Hypertension 32 (32%) 
Diabetes 30 (30%) 
Anticoagulant therapy 18 (18%) 
COPD/Asthma 14 (14%) 
CKD 9 (9%) 
MI 2 (2%) 

 
The mean age of study population was 42.00 ± 
12.00 years with a range of 20 years–80 years, 
median age being 40 years. Of the included patients 
65 (65%) were male and 35 (35%) were female. All 
patients fell under an ASA2 (95%) or ASA3 
category (5%). Co-morbidities outlined in table 2 

from most to least common include: hypertension 
(32%), diabetes (30%), anticoagulant therapy 
(18%), respiratory disease (14%), chronic kidney 
disease (9%) and myocardial infarction (2%). The 
mean duration of symptom onset to date of surgery 
was 180 days. 
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Table 2: Intraoperative details 
Operation duration mean (Range) 106 minutes (32-280) 
Laparoscopic procedure 98 (98%) 
Laparoscopic converted to open 2 (2%) 
Surgical drain 20 (20%) 
Mean LOS (range) 2.5 (1-4) 
30-day mortality 0 
30 -day readmission 8 (8%) 
Complications 
Wound infection 3 (3%) 
Chest infection 2 (2%) 
CBD stone 2 (2%) 
Bile leak 1 (1%) 
Intraabdominal collection 1 (1%) 
AF 1(1%) 

 
Of the 100 patient records screened, two elective 
laparoscopic cholecystectomies were converted to 
open surgery. Both of these patients were male and 
required open surgery due to difficulties in safely 
delineating the anatomy via a laparoscopic 
approach. Mean operative duration was 106 
minutes (range: 32- 280). A surgical drain was left 
in situ in 20% of cases and subsequently removed 
in all cases prior to discharge. 10 patients (10%) 
experienced post-operative complications. 3 
patients had an umbilical port site infection all were 
managed with antibiotics and discharged within 6 
days of their operation. 2 had chest infections, all 
successfully managed with antibiotics and 
discharged within 4 days. Two patients had 
retained CBD stones, both of which re-presented 
within 30 days of surgery with pain and jaundice 
and were successfully managed with ERCPs. One 
patient developed intra-abdominal collections and 
had a CT abdomen to confirm diagnosis and was 
managed conservatively on antibiotics. One patient 
had a bile leak which required a laparoscopy 
followed by a wash out and one patient had atrial 
fibrillation who was managed by the medical team 
and discharged on day 3. 

Discussion 

Gall stone disease is a common health problem. 
The management of symptomatic gall stone disease 
was improved by the introduction of laparoscopic 
cholecystectomy (LC). [14] Nowadays, LC is 
considered the gold standard for the treatment of 
symptomatic gallbladder stones and has replaced 
the traditional open cholecystectomy (OC). [15,16] 
Predictive factors of conversion to open 
cholecystectomy include male gender, previous 
abdominal surgery, acute cholecystitis, dense 
adhesions and fibrosis in Callot triangle, 
anatomical variations, advanced age, comorbidity, 
obesity, suspicion of common bile duct stones, 
jaundice, and decreased surgeon experience. [17] 

The mean age of study population was 42.00 ± 
12.00 years with a range of 20 years–80 years, 

median age being 40 years. A recent study by 
Nielsen LBJ et al [18] concluded the age per se 
plays a role for poorer outcome independently from 
pre-operative comorbidity and complicated disease. 
In cited study older age is also associated with 
higher preoperative comorbidity (ASA). For some 
reason the frequency of primary open 
cholecystectomy is higher among the elderly. 
Nielsen LBJ et al. explain that previous abdominal 
surgery and perioperative cardiopulmonary 
complications during laparoscopy could be a reason 
of their higher conversion rate. On the contrary in 
our current study the conversion rate for LC doesn't 
increase significantly with age. Of the included 
patients 65 (65%) were male and 35 (35%) were 
female. All patients fell under an ASA2 (95%) or 
ASA3 category (5%). Co-morbidities outlined in 
table 2 from most to least common include: 
hypertension (32%), diabetes (30%), anticoagulant 
therapy (18%), respiratory disease (14%), chronic 
kidney disease (9%) and myocardial infarction 
(2%). The mean duration of symptom onset to date 
of surgery was 180 days.  

Biliary injuries continue to be a significant problem 
following LC; most studies showed an increase in 
the incidence of these injuries. With the advent of 
laparoscopy, the rate of serious bile duct injuries 
after cholecystectomy increased up to 0.8%, whilst 
the one related to the open route remained between 
0.2–0.3%. [19] The intraoperative detection of bile 
leak is around 40%, resulted mainly from failure to 
define the anatomy of Calot’s triangle. Endoscopic 
interventions have essentially replaced surgery as 
first line treatment for most of the biliary injuries 
following LC. [20] Of the 100 patient records 
screened, two elective laparoscopic 
cholecystectomies were converted to open surgery. 
Both of these patients were male and required open 
surgery due to difficulties in safely delineating the 
anatomy via a laparoscopic approach. Mean 
operative duration was 106 minutes (range: 32- 
280). A surgical drain was left in situ in 20% of 
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cases and subsequently removed in all cases prior 
to discharge.  

10 patients (10%) experienced post-operative 
complications. 3 patients had an umbilical port site 
infection all were managed with antibiotics and 
discharged within 6 days of their operation. 2 had 
chest infections, all successfully managed with 
antibiotics and discharged within 4 days. Two 
patients had retained CBD stones, both of which re-
presented within 30 days of surgery with pain and 
jaundice and were successfully managed with 
ERCPs. One patient developed intra-abdominal 
collections and had a CT abdomen to confirm 
diagnosis and was managed conservatively on 
antibiotics. One patient had a bile leak which 
required a laparoscopy followed by a wash out and 
one patient had atrial fibrillation who was managed 
by the medical team and discharged on day 3. The 
post-operative complication rates were consistent 
with other series for patients of this age group, 
indicating that elderly patients with higher ASA 
grades correlated with greater risk of post-operative 
complications. [21,22] 

Conclusion 

The recent literature demonstrates that LC is a 
feasible and safe procedure in elderly patients and, 
whenever possible, LC should be performed during 
the same hospitalization like definitive treatment of 
gallstone disease. Elective LC could be 
recommended when repeated gallstone symptoms 
have occurred in the elderly patient and dedicated 
surgical team experienced in gallbladder and biliary 
tract disease should treat these pathologies. 
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