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Introduction 
Gall bladder disease is one of the common surgical 
problems worldwide and gallstones are the most 
common biliary pathology. Cholecystectomy is one of 
the commonest surgical procedures in the world.1

On the 15th June, 1882 Dr. Carl Johan Langenbuch, a 
German surgeon performed the first cholecystectomy on 
a 42-year-old man.1 Then open cholecystectomy has

been performed for more than 100 years throughout the 
world as a standard treatment modality of symptomatic 
gall bladder disease. Laparoscopic cholecystectomy was 
first performed in Franch by Mouret, Qubois and Pasat 
in 1987.
After introduction of laparoscopic cholecystectomy 
procedure, it has become increasingly popular among 
surgeons and patients. Now laparoscopic 
cholecystectomy is the gold standard treatment for 
symptomatic and complicated gall stone disease.2 
Laparoscopic cholecystectomy is considered superior to 
open cholecystectomy in terms of less post-operative 
pain, shorter hospitalization, earlier resumption of 
activity, reduced cost, improved cosmesis and rate of 
complications.3 The most important advantage of 
laparoscopic cholecystectomy is that it abolishes the 
trauma of incision as well as transient ileus that follow 
the open abdominal surgery. Recovery after 
laparoscopic cholecystectomy is rapid, 80% patients 
discharge within 24 hours and remainder by 2nd post-
operative day. However like many other surgical 
procedures laparoscopic cholecystectomy is not without 
complications and it may be life threatening if problems 
are not identified and managed per-operatively.
In early era of laparoscopic cholecystectomy operation 
time was longer, post-operative complications were
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associated with other disease eg- diabetes mellitus and 
hypertension. Per-operative complication rate was 
5(5.0%) among those, access related port site bleeding 
2(2.0%). Procedure related complications cystic artery 
bleeding 1(1.0%), liver bed bleeding was in 2(2.0%) 
cases.Peroperative complications were only 
encountered 5(5.0%) patients. Most of the patients had 
fibrosis, distended gall bladder, dense adhesion and 
large stone in the gall bladder. Among these problems 
Port site bleeding 2(2.0%) patients, liver bed bleeding 
2(2.0%), cystic artery bleeding 1(1.0%) patients and 
port site infection in 1(1.0%) cases. All these 
complications were managed successfully and smooth 
recovery within normal time. Post-operative 
complications rate was 1(1.0%). Among those port site 
infections were in 1(1.0%) cases.

Table I Access related complications (n=100)

Table I shows bleeding from port site was in 2(2.0%) 
and no subcutaneous emphysema, small bowel injury, 
colon injury or   major vessel injury.    

Table II Procedure related complications (n=100)

Table II shows procedure related complications was 
cystic artery bleeding in 1(1.0%), liver bed bleeding 
was in 2(2.0%),Visceral injury was not found In any 
patients.

Table III Post operative port site complication (n=100)

Table III shows among post-operative port site 
complication, 1(1.0%) port site infection. port site 
bleeding and port site hernia was not found in any 
patients.
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more, even there were death resulting from technical 
error. Few studies involving large number of patients 
were reported operative mortality rate for laparoscopic 
cholecystectomy of 0-0.9%. The reported morbidity for 
laparoscopic cholecystectomy ranged from 2 to 6 
percent.4

Biliary complications of laparoscopic cholecystectomy 
are reported in many studies.5 The extra-biliary 
complications do occur with almost same frequency 
and severity but tend to be under reported in the 
literature.6,7 Also the extra-biliary complications of 
laparoscopic cholecystectomy can proved to be fatal if 
not identified and managed during operation. The 
purpose of the study is to observe the extra biliary 
complications of laparoscopic cholecystectomy.

Materials and methods 
This is a prospective observational study, was done in 
100 diagnosed cases of gall stone disease. Patients were 
selected by purposive sampling technique and all 
patients were evaluated before surgery. Information was 
collected from the study population by questionnaire 
and case record form.Prior permission was taken from 
the Ethical Review Committee (ERC) of Chittagong 
Medical College Hospital. The objectives of the study 
along with its procedure, risk and benefits to be derived 
from the study was explained to the patients in easily 
understandable local language and then informed 
consent was sought from them. 
The study was performed prospectively on admitted 
patients underwent laparoscopic cholecystectomy 
during December, 2015-November, 2016 at all three 
Units of General Surgery of Chittagong Medical 
College Hospital. Patients presenting in general 
surgical OPD and admitted in general surgical wards of 
the hospitals were recruited in the study after fulfilling 
inclusion/exclusion criteria.Informed written consent 
was obtained from all patients. At the end of the study 
data were analysed and the result of the study was 
prepared and submitted.
All the relevant data were compiled on a master chart 
first. Data analysis was done by, percentage and 
proportion as appropriate. The categorical data were 
expressed as number and percentage.The results were 
presented in tables, bar diagram, frequency chart and 
pie charts.

Results
A total of 100 patients highest incidence of 
laparoscopic cholecystectomy was done in 3rd and 4th 

decade. Among 100 patients, 82(82.0%) patients were 
female and 18(18.0%) were male with maximum age 
group of third and fourth decade. All the patients were 
accessed by open method. Seventeen patients were

Complications	 Number of complications	 Percentage

Per operative port site bleeding	 2	 2.0
Subcutaneous emphysema	 0	 0.0
Small bowel injury	 0	 0.0
Colon injury	 0	 0.0
Major vessel injury	 0	 0.0

Complications	 Number of patient	 Percentage

Cystic artery bleeding	 1	 1.0
Liver bed bleeding	 2	 2.0
Duodena injury	 0	 0.0
Colon injury	 0	 0.0
Diaphragmatic injury	 0	 0.0
Liver injury	 0	 0.0

Complications	 Number of complications	 Percentage

Port-site bleeding	 0	 0.0
Port-site infection	 1	 1.0
Port-site hernia	 0	 0.0



Age distribution of 100 patients ranged from 17 to 80 
years with highest number of patients in third to fourth 
decade. Females were 4 times more commonly affected 
than males.
All the patients were investigated with liver function 
test (Serum bilirubin, SGPT, serum alkaline 
phosphatase, prothrombin time), ultrasonography of 
whole abdomen. All the patients had normal liver 
function test including patients having previous history 
of jaundice.
Ultrasonography of whole abdomen reveals 26(26.0%) 
of gallbladder containing single stones, 74(74.0%) of 
gallbladder containing multiple stones with normal 
looking. 10(10.0%) of gallbladder showed acute 
cholecystitis and 14(14.0%) gallbladder showed chronic 
cholecystitis.
All the patients were operated routinely 6-8 weeks after 
last acute attack. In our study we found most of the 
complication occurred while interval cholecystectomy 
was done. Early within 72 hours laparoscopic 
cholecystectomy for acute cholecystitis is the standard 
of care.8 Laparoscopic cholecystectomy should be done 
within 72 hours of acute attack, after that operation 
gradually become more difficult day by day due to 
more adhesion and sometimes empyema formation. 
Early laparoscopic cholecystectomy reduce total length 
of hospital stay and risk of readmissions attributable to 
recurrent acute cholecystitis. It is therefore a more cost 
effective approach for the management of acute 
cholecystitis.
Though operation in acute cholecystitis is bit difficult, 
complications can be reduced to minimum if 
meticulous principle of dissection is followed. The 
unwanted events can mostly be managed 
laparoscopically without conversion. But decision for 
conversion should be taken early if there is any 
confusion and thus mortality and morbidity could be 
minimized. In the USA 30.0% of patients with acute 
cholecystitis underwent cholecystectomy during the 
acute attack, the reminder allow the symptoms to settle 
for at least 6 weeks before performing  laparoscopic 
cholecystectomy.9

This study shows complication was 19.0% of the 
patients. Nearly one fourth (23.0%) in cases of dense 
adhesion of gallbladder, due to adhesion operative field 
become obscure and tissue plane cannot identify 
properly where dissection become more difficult and 
more complications occur which is inconsistent with 
other study where high grade adhesions were 
encountered in 61.1% patients and overall 
intraoperative complications rate were 31.5%. 
seventeen patients had other systemic illness eg. 
diabetes mellitus 10(10.0%) patients and hypertension
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Table IV Laparoscopic findings during operation 
(n=100)

Table IV shows in per-operative laparoscopic findings. 
Gall bladder was distended in 11(11.0%) patients, 
densely adhesion in 26(26.0%) patients, thickened wall 
in 12(12.0%) patients, fibrosed gall bladder found in 
10(10.0%) patients. 26(26.0%) patients gall bladder 
contained single stones, 74(74.0%) gall bladder 
contained multiple stones and having large stone in 
11(11.0%) patients. 
NB. In some cases, multiple findings.

Table V Outcome of patients underwent for 
laparoscopic cholecystectomy (n=100)

Table V Shows that there were 2(2.0%) access related 
complication, 3(3.0%) procedure related complication 
1(1.0%) port site infection and 94(94.0%) patients did 
not have any such complication.

Figure 1 Bar-diagram showing distributions of the 
study subjects by laparoscopic cholecystectomy

Discussion 
The present study consisted of 100 patients of gall 
stone disease. They underwent laparoscopic 
cholecystectomy and results were evaluated, especially 
the spectrum of peroperative and postoperative extra-
biliary complications, method of identification of 
complications as well as timing of complications and 
their management.

Parameters	 Number of patients	 Percentage

Uneventful	 94	 94.0
Access related complication	 2	 2.0
Procedure related complication	 3	 3.0
Post-operative port site infection	 1	 1.0

Laparoscopic findings	 Number of patients	 Percentage

Distended gall bladder	 11	 11.0
Dense adhesion	 26	 26.0
Thick wall	 12	 12.0
Fibrosed gall bladder	 10	 10.0
Single stone	 26	 26.0
Multiple stone	 74	 74.0
Large stone	 11	 11.0
Empyema of gall bladder	 0	 0.0
Mucocele	 0	 0.0
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7(7.0%) patients but none of them suffered from any 
postoperative complication may be due to our 
cautiousness. 18(18.0%) patient had previous lower 
abdominal surgery and none had peroperative 
complications.10

In this study per operative bleeding found in 3.0% cases 
where cystic artery bleeding in   1.0% cases, managed 
by clipping of cystic artery, bleeding from gall bladder 
bed in 2.0% cases and managed by suction, cleaning, 
cautery and sometimes we kept a drain in morison’s 
pouch to avoid subhepatic collection. Port site bleeding 
in 2.0% cases managed by pressure and diathermy. The 
result of the present series almost same as other study 
reveaied incidence of bleeding up to nearly 10.0%. 
Bleeding accounts for up to one third of all major 
complications seen in Laparoscopic cholecystectomy. 
The reported incidence of uncontrolled bleeding in 
Laparoscopic cholecystectomy can be up to 2.0% range 
from (0.3-0%).11

Among the most common complications of 
Laparoscopic cholecystectomy is wound infection, 
typically at the trocar site of gallbladder removal. 
Wound infections were controlled by giving antibiotics 
after culture and sensitivity of wound swab and regular 
dressing. An incidence of port site infection after 
Laparoscopic cholecystectomy was reported by 
Ghnnam W et al24 as 0.9% and Watson DI et al as 0.9 
to 1.3%.12,13

By comparing and considering the spectrum of 
complications of Laparoscopic cholecystectomy which 
are preventable and can be avoided or minimized, if 
there is through knowledge of complications and 
strictly follow the principle of Laparoscopic 
cholecystectomy. Most cases of symptomatic gallstone 
disease can be treated safely by laparoscopy.

Conclusion
This study evaluated the spectrum of peroperative and 
postoperative complications of laparoscopic 
cholecystectomy, methods of their identification and 
appropriate measure to be taken to combat these 
complications. Laparoscopic cholecystectomy is safe 
and the complication rate is not higher than that for 
open cholecystectomy. Most of the complications are 
preventable if Laparoscopic cholecystectomy is 
performed by qualified surgeons following strict 
precautions, especially.

Recommendations
Laparoscopic cholecystectomy remains a safe 
procedure as long as the surgeon  select the patient 
according to his expertise and measures should be 
taken to prevent complication.
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