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Abstract
Introduction: Laparoscopic  cholecystectomy  is  the  gold  standard  treatment  of 
Gall stone disease. It is the most used surgical procedure worldwide. The aim of 
the  study  was  to  analyze  the  outcome  of  the  patients  who  had  undergone 
cholecystectomy  in  AAMCH. Materials  and  Methods: This  is  a  retrospective 
study which was conducted at Ad-din Akij Medical College, Khulna from August 
2022 up to July 2023. This study analyzed among 381 patients 20-65 years old 
diagnosed  with  gallstone  disease  undergone  laparoscopic  cholecystectomy  ,
open  cholecystectomy  and  laparoscopic  cholecystectomy  converted  to  open 
cholecystectomy.  This  study  was  focused  on  the  number  of  patients  who  were 
operated each month and their postoperative complications, duration of hospital 
stay,  co-morbidities  and  prevalence  of  age  and  sex. Result: We  analyzed  total 
number  of  381  patients  among  them  321(83.7%)  undergone  laparoscopic 
cholecystectomy,  52(13.5%)  of  them  undergone  open  cholecystectomy  and 
10(2.9%)  of  them  undergone  laparoscopic  cholecystectomy  converted  to  open 
cholecystectomy. Most of the patients were female 217(56.9%). Highest number 
of  patients  53(12.9%)  were  operated  in  July,  2023.  lowest  number  of  patients 
13(3.4%) were recorded in the month of April, 2023. Patients’ comorbidities were 
hypertension  (15%),  Diabetes  mellitus  (5%),  hypothyroidism  (1.5%),  asthma 
(1%). Laparoscopic cholecystectomy resulted in less postoperative complication 
(2.3%)  than  open  cholecystectomy  (3.2%).  Average  duration  of  postoperative 
hospital stay in laparoscopic cholecystectomy was 3-4 days and 5-7 days in open 
cholecystectomy. Conclusion: Most  of  the  patients  of  Gall  stone  disease  had 
undergone Laparoscopic cholecystectomy. Majority of the patient were operated 
during warmer months and lowest recorded number of patients was in the Holy 
month   of   RAMADAN(April,2023). Laparoscopic   cholecystectomy   showed   
less  complication,  shorter   hospital   stay   and  earlier   feeding   compared  to   
open cholecystectomy.
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Introduction

Materials and Methods

Gallstone disease is the most common biliary 
pathology which affects 10-15% population 
worldwide. The treatment of choice for the 
patients with symptomatic gallstone disease is 
cholecystectomy and the laparoscopic chole-
cystectomy is the gold standard treatment for 
Gallstone disease but laparoscopic cholecys-
tectomy is still reported as having a higher 
complication rate about 9-17% in some 
published series (1) .Laparoscopic cholecys-
tectomy is considered to be unsafe and techni-
cally difficult to perform in case of acute 
cholecystitis (2,3).The broad range of compli-
cation and conversion rate should be kept in 
mind because they depend on variables such 
as patient age, emergency intervention, acute 
inflammation (empyema, gangrene, perfora-
tion of GB), patient comorbidities (4).With 
increasing experience in laparoscopic surgery 
many surgical services have reported on the 
use of laparoscopic cholecystectomy for acute 
cholecystitis suggesting that it is technically 
feasible but at the expense of a higher conver-
sion rate of 4.9% worldwide (5,6) and 
common bile duct lesions (7). Routine use of 
open cholecystectomy might enable more 
patients to have the operation during the acute 
phase because most surgeons prefers this 
approach but the impact of morbidity and 
hospital stay should also be considered. There 
is the expectation that open operation is asso-
ciated with more pain longer duration with 
hospital stay and delayed postoperative oral 
feeding (8,9) . In some trials successful laparo-
scopic cholecystectomy is associated with an 
earlier recovery and shorter hospital stay and 
early postoperative oral feeding compared to 
open cholecystectomy (10). The Aim of the 
study was to analyze the patients who were 
undergone cholecystectomy in AAMCH and 
number of operation in each month, complica-
tions of the operations, comorbidities of the 
patients, hospital stay and cost effectiveness. 
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Results
Of the 381 patients 319 (83.7%) underwent 
laparoscopic surgery, 52 (13.5%) open chole-
cystectomy, 10 (2.9%) Laparoscopic chole-
cystectomy converted to open cholecystecto-
my.

All the patients having cholecystectomy in 
AAMCH, Khulna from August 2022 to July 
2023 were retrospectively registered in this 
study. The operations were performed by 
consultants of surgery and subordinate doctors 
participated in surgery under supervision. 
Patients were eligible to participate in the trail 
comparing conventional open cholecystecto-
my and laparoscopic cholecystectomy accord-
ing to exclusion and inclusion criteria.

We analyzed 381 patients aged 20-65 years 
diagnosed with gall stone disease randomly 
assigned to laparoscopic cholecystectomy or 
open cholecystectomy. Excluded where those 
with confirmed choledocholithiasis and under-
went concomitant surgeries, patients with liver 
chirrosis, pregnant women and malignant 
tumor. Demographic data such as age, sex, 
elective or emergency procedure, duration of 
surgery, surgical risks, use of prophylactic 
heparin, intercurrent diseases and use of 
prophylactic antibiotics were computed. 
Surgical site infection, respiratory complica-
tions (pneumonia, bronchopneumonia, pleural 
effusion, and pulmonary embolism), urinary 
infections, deep vein thrombosis and other 
complications were recorded from the imme-
diate post operative period until the time of 
hospital discharge. We evaluated the time to 
oral feeding ambulation, length of postopera-
tive hospital stay and clinical conditions at 
time of discharge in AAMCH. 

To study the outcome of cholecystectomy in 
AAMCH.

This cross-sectional type of study was 
conducted in the Department of Pathology, 
BIRDEM General Hospital, Dhaka from 
March 2021 to February 2023. The study had 
been approved by hospital ethical committee. 
It included 85 patients of colorectal carcinoma 
who underwent surgical resection. Patient who 
received chemotherapy/radiotherapy prior to 
surgery were excluded from the study. All 
surgical specimens were properly grossed and 
paraffin blocks and H&E stained glass slides 
were prepared as per standard guidelines.

Four micro meter thick sections were taken on 
slides from paraffin embedded block. Deparaf-
finization was done with xylene. Rehydration 
was done with graded concentration of alco-
hol. Endogenous peroxidase was blocked by 
0.3% Hydrogen peroxide. Antigen retrieval 
was done by water bath or heat. The sections 
were stained with monoclonal mouse anti-hu-
man p16 antibody at a 1:50 dilution &
 

incubated for 30 minutes. Thereafter, peroxi-
dase labeled polymer was applied & incubated 
for another 30 mins. After visualizing the reac-
tion with 3, 3’- diaminobenzidine tetrahydro-
choloride (DAB) using Anti-CD-
KN2A/p16INK4a antibody, the slides were 
counterstained with hematoxylin solution. 
Dehydration was done through increasing 
concentration of alcohol. Clearing was done 
by xylene & mounting with DPX. For control 
tissue sections from SCC of cervix was used. 
The slides are examined under microscope. 
p16 staining was observed in both nuclear and 
cytoplasm of the malignant cells.

The percentage of stained cells was assessed 
by using a 4- point scale 19 as follows:
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There was relation between the numbers of 
operation each month with the environmental 
condition. Most of the patients were operated 
during the warmer months and the number of 
patients decreased during cold weather mainly 
in December, January, and February. But the 
lowest number of patients (3.1%) was operat-
ed in the month of April. 

Analyzing our data we have found a relation with the previous mentioned type of cholecystectomy 
by gender and age as shown below in table 2.We have found a relationship man to woman.

Many of the patients had co-morbidities such as hypertension, Diabetes mellitus, Hypothyroidism, 
Asthma.

There was no difference in median time to 
onset of post operative oral feeding. It was 
earlier in laparoscopic cholecystectomy where 
most of the patient received oral diet intro-
duced in first 12 hours while in open surgery 
oral intake was introduced in most of the 
patients after 24 hours..

Most of the patients with laparoscopic chole-
cystectomy leave the hospital within 3-4 days. 
Patients with open cholecystectomy leave the 
hospital on 5-7 days.

Table 1. Types of cholecystectomy performed in 
AAMCH.

Table 2. Number of patient undergone cholecystectomy in each month

Table 3. Prevalence of age and sex

Table 4. Co-morbidities. Table 5. : Time of postoperative oral feeding.

Type of cholecystectomy Number Percentage 
Laparoscopic Cholecystectomy 319 83.7% 
Open Cholecystectomy 52 13.5% 
Laparoscopic converted to Open 
Cholecystectomy 

10 2.9% 

Month Aug Sept Oct Nov Dec Jan Feb Mar Apr May Jun Jul 
Laparoscopic 
Cholecystectomy 

37 25 28 34 19 18 17 21 12 29 26 42 

Open 
Cholecystectomy 

8 4 5 5 4 3 8 4 0 7 8 7 

Laparoscopic 
Cholecystectomy 
to Open 
Cholecystectomy 

1 0 1 2 1 0 1 0 0 1 1 2 

Total 46 29 34 41 24 21 26 25 12 37 35 51 
Percentage 12% 7.9% 8.9% 10.2 6.5% 5.6% 6.8% 6.6% 3.1% 9.7% 9.3% 13.4% 

 

Type of cholecystectomy Age Male Female M:F Ratio Total 
Laparoscopic 45±11 137 182 1:1.33 319 
Open 47±10 22 30 1:1.36 52 
Converted 50±10 4 6 1:1.5 10 
Total 46.5±10.5 163 218 1:1.33 381 
 

Disease Laparoscopic Open Converted Total 

Hypertension 24 12 2 37(9.7%) 
Diabetes 13 9 1 23(6%) 
Asthma 6 2 0 8(2%) 
Hypothyroidism 3 1 1 5(1.3%) 

Operation 5-6hr 12hr 24hr  48hr 72hr 

Laparoscopic 10 298 19 2 0 
Open 0 7 35 9 2 
Converted 0 2 6 1 1 
 

This cross-sectional type of study was 
conducted in the Department of Pathology, 
BIRDEM General Hospital, Dhaka from 
March 2021 to February 2023. The study had 
been approved by hospital ethical committee. 
It included 85 patients of colorectal carcinoma 
who underwent surgical resection. Patient who 
received chemotherapy/radiotherapy prior to 
surgery were excluded from the study. All 
surgical specimens were properly grossed and 
paraffin blocks and H&E stained glass slides 
were prepared as per standard guidelines.

Four micro meter thick sections were taken on 
slides from paraffin embedded block. Deparaf-
finization was done with xylene. Rehydration 
was done with graded concentration of alco-
hol. Endogenous peroxidase was blocked by 
0.3% Hydrogen peroxide. Antigen retrieval 
was done by water bath or heat. The sections 
were stained with monoclonal mouse anti-hu-
man p16 antibody at a 1:50 dilution &
 

incubated for 30 minutes. Thereafter, peroxi-
dase labeled polymer was applied & incubated 
for another 30 mins. After visualizing the reac-
tion with 3, 3’- diaminobenzidine tetrahydro-
choloride (DAB) using Anti-CD-
KN2A/p16INK4a antibody, the slides were 
counterstained with hematoxylin solution. 
Dehydration was done through increasing 
concentration of alcohol. Clearing was done 
by xylene & mounting with DPX. For control 
tissue sections from SCC of cervix was used. 
The slides are examined under microscope. 
p16 staining was observed in both nuclear and 
cytoplasm of the malignant cells.

The percentage of stained cells was assessed 
by using a 4- point scale 19 as follows:



32

Discussion

References

In AAMCH Laparoscopic cholecystectomy 
surpassed open cholecystectomy. This is 
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surgery was 3-4 days and in open cholecystec-
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