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ABSTRACT

Disease of the gallbladder and bile duct are common in adult
population. Accurate clinical assessment, including pertinent
history and accurate physical examination, yields valuable
information about the diagnosis of comon diseases of the biliary
tract.
Laparoscopic cholecystectomy (LC) has been instrumental in
ushering in the laparoscopic era. Laparoscopic cholecystectomy
has rapidly become the procedure of choice for routine gallbladder
removal and has become the most common major abdominal
procedure performed in Western countries. Upon entry in using of
laparoscopic cholecystectomy in surgery as minimal invasive
method lay the basis of the most important innovation in history
of surgery. LC decreases postoperative pain, decreases need for
postoperative analgesia, shortens hospital stay from 1 week to
less than 24 hours, and returns the patient to full activity within 1
week compared to 1 month after open cholecystectomy (OC). LC
also provides improved cosmesis and improved patient satisfaction
as compared to OC.
Laparoscopic cholecystectomy has a complication rate of under
two percent. It is a well-documented and frequently-performed
procedure. With this problem and based in results of intraoperative complications and early also lately post-operative
complications, have proven that laparoscopic cholecystectomy has
advantage over the conventional method of gallstones treatment.
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INTRODUCTION
Disease of the gallbladder and bile duct are common in adult population. Accurate
clinical assessment, including pertinent history and accurate physical examination, yields
valuable information about the diagnosis of comon diseases of the biliary tract [1].
laparoscopic cholecystectomy (LC) has been instrumental in ushering in the laparoscopic
era. Laparoscopic cholecystectomy has rapidly become the procedure of choice for
routine gallbladder removal and has become the most common major abdominal
procedure performed in Western countries.[2]. Upon entry in using of laparoscopic
cholecystectomy in surgery as minimal invasive method lay the basis of the most
important innovation in history of surgery. LC decreases postoperative pain, decreases
need for postoperative analgesia, shortens hospital stay from 1 week to less than 24
hours, and returns the patient to full activity within 1 week compared to 1 month after
open cholecystectomy (OC). LC also provides improved cosmesis and improved patient
satisfaction as compared to OC.[3, 4]
Laparoscopic cholecystectomy has a complication rate of under two percent. It is a welldocumented and frequently-performed procedure. With this problem and based in
results of intra-operative complications and early also lately post-operative
complications, have proven that laparoscopic cholecystectomy has advantage over the
conventional method of gallstones treatment [5, 6, 7, 8]

OBJECTIVE
Analyzing of the cases with cholelithiasis at which has become cholecystectomy with
laparoscopy and classical method regarding to sex and age and residence, to analyze the
report between complications intra and post operation precocity to two methods, to be
analyze the advantages and disadvantages of both operative procedures for
management and treatment of cholelithiasis.

MATERIAL AND METHODS
There were analyzed 200 patients which were examined, diagnosed, operated and
followed after the operation one year. The method of research was prospective –
retrospective.
The patients were divided into two groups: The first group consists of 100 patients
operated with laparoscopy in Centre of laparoscopies ”Prince Sultan” Clinic of Surgery in
University Centre of Kosovo in Pristina,. Second group consist of 100 patients operated
with the classical method in the Department of Surgery at the Hospital “Prim. Dr. Daut
Mustafa” in Prizren in the last two years period. Diagnosis of all patients was confirmed
before surgical intervention with ultrasound, than at all patients was done the
preoperative preparation, was taken the anamnesis, and also was done the hematology
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and biochemistry examination. At some suspected cases was done also cholangiography
and abdominal CT. A retrospective study was performed of all patients who underwent
an elective cholecystectomy by three consultants in a district general hospital between
January 1999 and January 2000. The demographic details, indications for surgery, details
of the emergency admissions while on the waiting list, and the treatment given during
these episodes were recorded. One hundred and fifty six patients were included
in the study, of which 122 (78%) were females. The mean (SD) age of the patients was
54 (5) years. The mean waiting time for surgery in these patients was 12 (3) months.
Thirty seven patients (23.7%) were admitted as an emergency due to gallstone related
symptoms and complications while awaiting surgery. There were 47 episodes of
admissions in total, of which 32 were for biliary colic, 13 were for acute cholecystitis,
and two were for acute pancreatitis. In addition to routine blood tests, 20 abdominal
radiographs,
10
chest
radiographs,
three
endoscopic
retrograde
cholangiopancreatography tests, five ultrasonograms, and one computed tomogram
were carried out in these patients. The mean duration of each episode of admission
was three days.

RESULTS
With the distribution of cases by age-groups we have gained greater structure of
presentation at the age-group 40 - 49 yrs., 27.5 %, then the age-group 50-59 yrs., 26.0%.
After age 70 years number of cholecystectomy decreases from 8.5 % at age 70-79 years
to 0.5 % over the age of 80 years. With the distribution of patients by age and gender
we have won differences in structure according to gender. Significant differences in the
structure we have gained in the age group 30-39 years, cholecystectomy were more
frequent in females compared with males (16.0 % vs. 4.5 %) and 50-59 year age-group
with frequent in males than in females (38.6 % vs. 22.4 %). Gender poses significant
factor in many diseases. In our material we have gained significant difference in the
number of patients to whom it is made cholecystectomy by gender (X2-test = 62.72, p
<0.0001). So the 200 patients involved in research 156 or 78.0% were female and 44 or
22.0% were male (Tab 1/Figure 1).
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1 Patients researched by age-group and gender
Gender
Age-group

M

N

%

F

N

%

N

Total

%

20-29

1

2.3

10

6.4

11

5.5

30-39

2

4.5

25

16.0

27

13.5

40-49

13

29.5

42

26.9

55

27.5

50-59

17

38.6

35

22.4

52

26.0

60-69

6

13.6

31

19.9

37

18.5

70-79

5

11.4

12

7.7

17

8.5

80+

-

-

1

0.6

1

0.5

Total

44

100.0

156

100.0

200

100.0

Mean

54.1 y.

51.2 y.

51.9 y.

SD

11.2 y.

13.1 y.

12.8 y.

Figure 1. Structure of participants by age-group and gender
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Figure 1. The average age of patients at which was made cholecystectomy was 51.9
years (standard deviation ± 12.8 years). The average age of male patients was 54.1 years
(SD ± 11.2 years), while the average age of female patients was 51.2 years (SD ± 13.1
years). With T-test we have not earned the distinction with important statistical
significance average age by gender (t-test = 1.33, p> 0.05),
In our clinical material, the most common diagnoses for which is due to become
cholecystectomy with laparoscopic method or classic laparotomy were chronic gallstone
cholecystitis in 79.5% of cases, gallbladder empyema in 3.5% and chronic cholecystitis
with choledocholitiasis in 3% of cases (Table 2 and Figure 2).
Tab. 2 patients investigated by clinical diagnoses

Clinical dg.
Cholecystitis
chronica calculasa
Cholecystitis acuta
calculasa

N

%
159

79.5

7

3.5

Gallbladder Polyp
Gallbladder
empyema

1

0.5

7

3.5

Choledocholitiasis

6

3.0

20

10.0

200

100.0

Other
Total

18

19
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10.0

Other
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3.5
Gallbladder Polyp

0.5
3.5

Cholecystitis acuta
calculasa

79.5

Cholecystitis
chronica calculasa
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Figure 2. Structure of clinical diagnoses
The age group most commonly operated with this method was 50-59 years with 28.0%,
then 40-49 yrs. 26.0% and 60-69 yr. 19.0%. We had only one patient with 80 or more
years. The average age of patients in whom surgery was done with classical laparotomy
was 53.6 years (SD ± 11.9 years).
Significant differences in the structure have gained in age groups 20-29 years and 40-49
years where many was operated with laparoscopy than with classical Cholecystectomy
(8.0% vs. 3.0% and 29.0% vs. 26.0%) and the opposite many with classical
Cholecystectomy than laparoscopic Cholecystectomy in 50 patients59 year age group (28.0% vs. 24.0%). In the middle-aged to be researched by groups
opposed to not have gained significant statistics (t-test=1,953, p=0.052) Figure 3 and
Figure 4.
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Figure 3 Tthe distribution of patients in whom surgical intervention (cholecystectomy)
was made with classical Cholecystectomy and Laparoscopic Cholecystectomy by age
group.
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Figure 4. The average age of the researched by groups

From 100 patients in whom was done laparoscopic cholecystectomy at 3 or 3.0% patient
had become to conversion in laparotomy due to Mirizzi syndrome (one patient), fistula
between gallbladder and stomach (one patient) and choledocholithiasis (1 patient)
(Table 3, figure 6).
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Tab. 3/ Figure 5. The number and causes of conversions in the group of patients
operated with laparoscope
Completion of laparoscopic
cholecystoectomy
Laparoscopic cholecystectomy
Laparatomy
Total

N

%
97
3
100

Sy Mirizzi
Causes
of cholecysto-gastric
conversions
Fistula

97.0
3.0
100.0

1
1

Choledocholithiasis

1

Figure 5.
Conversion
3.0%

No Conversion
97.0%

In our clinical material at laparoscopic cholecystectomy we have not had any intraoperative complications or early post-operative. The group of patients with classical
cholecystectomy we have had bleeding during surgery to 4.0 % of cases, reoperation 2.0
%, 5.0 % wound infection, incisional hernia 4.0 %, anomalies of cystic arteries. 2.0 % and
1.0 % dehiscence of operative wound. At two groups we have not any case of death and
anomalies of d. cystic (Table 4).
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Tab. 4. The number and structure of the complications of cholecystectomy by groups

Complications
Hemorrhage
during surgery

Gr. with
laparoscopic
cholecystec. n =
100

Gr. with classic
cholecystec. n =
100
4 ( 4.0 %)

-

Re-operation

2 (2.0 %)

-

Wound infection
incisional Hernia
(laparocoela)
Anomaly of cystic
arteries.
Wound
Dehiscence

5 ( 5.0%)

-

4 (4.0%)

-

2 (2.0%)

-

1 (1.0%)

-

-

-

Exitus letalis

That laparoscopic cholecystectomy is more appropriate than classical methods show the
data. The average duration of surgery at classical cholecystectomy was 60.5 minutes (SD
± 5.5 min), whereas at laparoscope 45.2 minutes (SD ± 4.5min). T-test averages (student
test) we have gained significant difference statistics according duration of the operation
by groups (t-test = 21:53, p<0.0001) Figure 6. Difference with statistical significant we
have also gained in average hospital stay by groups (t-test = 35.65, p<0.0001). Median
duration of hospitalization was 6.8 days to classical cholecystectomy (SD±1.4 days),
whereas at laparoscope 1.5 days (SD±0.5 days). The average time to return to life and
work after classical cholecystectomy was 60 days (SD±5 days), whereas after
laparoscope 30 days (SD±5 days). With t-test of averages (student test) we have gained
significant statistics difference at the time of return to work and life according on groups
(t-test=42.42, p<0.0001). Also, the total cost for the operation of classical
cholecystectomy is greater than the laparoscope (€ 800 vs. € 600) (Tab.5).
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Table 5. The distinguishing characteristics of the two operative techniques

Characteristics

Group. with
Group. with
classical
laparoscopic
cholecystectomy. cholecystectomy.
n=100
n=100
( Mean ± SD )
( Mean ± SD )

t-test
p-value

45.2 ± 4.5 min

t=21.53
p<0.0001

6.8 ± 1.4 days

1.5 ± 0.5 days

t=35.65
p<0.0001

Time to return to
work and normal life

60 ± 5 days

30 ± 5 days

t=42.42
p<0.0001

The total cost for
operation

800 €

600 €

Duration of surgery
Average hospital
stay

60.5 ± 5.5 min

Operative time ( Min. )
70
60

t=21.53
p<0.0001

50
40
30
20
10
0
Clasical Cholecystectomy

Laparoscopic Cholecystectomy

Figure 6. Structure of patients according to the average duration of surgery and groups
The ability of the peritoneal cavity exploration and identification of elements is major at
laparoscopy and middle at classical laparotomy (vs. 5.3). The damage possibility of the
skin, muscles, arteries and surface nerves is great to classical laparotomy and there
doesn’t exist to laparoscopy (5 vs. 0). The possibility of iatrogenic injury is great at classic
laparotomy and little while to laparoscopy (5 vs. 1), (Table 6).
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Tab. 6. The distinguishing characteristics expressed in the range of two operative
techniques

Damage to the skin, muscles,
arteries, surface n.
Exploring the peritoneal
cavity
Identifying the elements
The possibility of iatrogenic
injury
Rate
0 - nothing
1 - small

Laparotomy
cholecystectomy
Rate

Laparoscopic
cholecystectomy
Rate

5

0

3

5

3

5

5

1

3 - middle
5 - large

Discussion
Laparoscopic cholecystectomy is one of the most commonly awaited general surgical
procedures in the world [1,2,3,4]. The optimum approach to treatment includes early
cholecystectomy within 3 days of the onset symptoms [5]. This approach prevents the
complications such is perforation or gangrene of gallbladder and makes the surgical
procedure easier than if it were performed later in the course of disease, when the
inflammatory reaction and edema are more severe [national institute 6] In our clinical
material significant differences in the structure have gained where many was operated
with laparoscopy than with classical Cholecystectomy. However, many patients awaiting
a cholecystectomy are admitted with recurrent gallstone related symptoms while on the
waiting list, resulting in significant morbidity 7,8, 9,. Ozkardeş et al. noticed that despite
intraoperative and postoperative complications being associated more with early
laparoscopic cholecystectomy compared
with
delayed
intervention,
early laparoscopic cholecystectomy should be preferred for treatment of acute
cholecystitis because of its advantages of shorter hospital stay and lower cost [10].
Performing early laparoscopic cholecystectomy for acute cholecystitis may help to
reduce costs by preventing recurrent emergency admissions in these patients. Further
studies to identify risk factors associated with recurrent symptoms and complications in
patients with gallstone disease may help to priorities them for early surgery [11] .
Laparoscopic procedure is not easy for the surgeon, in-depth instruction as well as
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experience being fundamental for upgrading of results. S Duca Et al. Reveald that one of
the most frequent situations carrying an increased operative risk is acute cholecystitis
and pericholecystitis that changes the local anatomy and increases the difficulty of
identifying the cystic pedicle and common bile duct
(CBD), and because it is impossible to perform antegrade cholecystectomy in most such
cases, there is a high risk of CBD injury. Also the cleavage plane in the gallbladder bed is
lost, and that makes it easy to penetrate the liver parenchyma during dissection of the
gallbladder, thus creating the possibility of postoperative bile leak, haemorrhage and
subhepatic abscess [7]. To minimize the risk of iatrogenic injuries, the surgeon must
possess the skills to recognize common variations in the anatomy of the biliary tract and
to perform careful dissection of the vital structures during surgery [1, 8, 9]. In a small
number of patients if excessive scarring is present or the anatomy of the structures is
not clear then for safety reasons the surgeon may decide to convert the operation to an
open surgical operation through a traditional large surgical incision. Conversion rates
(CR) to open cholecystectomy (OC) have been reported previously as 5-15% in elective
cases, and up to 25% in patients with acute cholecystitis [10].The decision to convert to
an open operation is strictly based on patient safety. Factors that may increase the risk
of converting to the "open" procedure include obesity, a history of prior abdominal
surgery causing dense scar tissue, acute cholecystitis or bleeding problems during the
operation [7]. Complications of a laparoscopic cholecystectomy are infrequent and the
vast majority of laparoscopic gallbladder patients recover and quickly return to normal
activities. Some of the complications that can occur include bleeding, infection, and
leakage of bile in the abdomen, pneumonia, blood clots, or heart problems.Surgical
injury to adjacent structures such as the common bile duct, duodenum or the small
intestine may occur rarely and may require another surgical procedure to repair it. If the
gallbladder is accidentally or deliberately opened during the procedure stones may fall
out of the gallbladder and in to the abdomen that may give rise to later scarring
[,11,12,13,14,15]. I our stady From 100 patients in whom was done laparoscopic
cholecystectomy at 3 or 3.0% patient had become to conversion in laparotomy due to
Mirizzi syndrome (one patient), fistula between gallbladder and stomach (one patient)
and choledocholithiasis (1 patient) . The cholecystectomy may be performed
laparoscopically is best options except complicated and delayded cases that incease risk
to convert to the open suregery. Surgeons are still following the old habit of routine
subhepatic drainage following laparoscopic cholecystectomy (LC) [13].
Routine
subhepatic drainage after LC In our experience is not necessary in uncomplicated cases. .
In our study, Intervention with laparoscopic method is minimal invasive, with shorter
hospitalization 1, 5 days despite 6.8 day with classical method. Time duration of the
operation is shorter with laparoscopic method 45.2 minutes, while the classical method
60.5 minutes. Time to return to work for patients treated with laparoscopic method is
30 days, while the classical method is 60 days. Total costs for the treatment of a patient
with a new technique are lower than with the older techniques. Overall operations for
acute cholecystitis are associated with slightly higher mortality and morbidity rates
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compared with those with chronic cholecystitis, ofen as a result of underlying
cardiovascular, pulmonary, or metabolic disease [1].

Conclusions
Incisions for introducing gates are tiny at laparoscopic methods and damage to the skin,
muscles, subcutaneous elements are minimal, whereas at classical methods these
injuries are evident. The possibility of exploration of the abdominal organs and
identification of callus triangle elements is greater at laparoscopic method than classical
method. The good results with minor complication and rare decision to convert to an
open operation, come to be allowing us to recommend these minimally invasive
procedures in suitable patients.
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