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Abstract 
Cholelithiasis is very common in the Northern part of India. Lifestyle and food habits are contributing factors for this 

disease. This study aimed at the pattern, presentation, management and type of gall bladder stones in this rural population of 

Haryana and how the patient centric decision (when patient decides for themselves regarding types of operation either mini-

laparotomy cholecystectomy or laparoscopic cholecystectomy), affect the outcome. This study includes 152 patients of 

cholelithiasis. Clinical presentations were noted including their dietary habits. For the definitive diagnosis, liver function test 

(LFT) and ultrasonography (USG) were relied upon. We have informed them about the availability of operations of 

cholecystectomy that is either mini-laparotomy or laparoscopic, and depending on their choice, we operated and observe the 

outcome. The distribution of gall bladder stones examined by USG and LFT was 75.6% in female and 24.3% in male, ranging 

from 18 to 65 years of age. Most (93.4%) of all gallstones were cholesterol stones except few mixed stones. Given the option of 

operation, a high number of patients selected mini-laparotomy cholecystectomy, apparently because of the cost involved. As this 

is a patient-centric decision making about the operation of choice study (either mini-laparotomy cholecystectomy or lap 

cholecystectomy), therefore showing that most cases can be managed through mini-laparotomy cholecystectomy (under high 

spinal) without any major complication, and this is naturally guiding us towards cost effectivity in the rural setup. 
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Introduction 
Cholelithiasis is very common problem in the 

Northern part of India. The prevalence may vary in 

different part of India. It seems a major health problem 

even in rural area. The prevalence reported being varied 

from 2-29% in the country. Lifestyle and food habits 

are contributing factors for this disease.(1-3) Availability 

of USG is playing an additional contributing factor in 

diagnosing new cases. So in this study, we tried to find 

out epidemiology, presentation, cost effective 

management and complications of surgery. We also 

analyzed gallbladder stones to ascertain the 

composition of stones. We tried to practice the patient 

centricity, which is officially defined as the process of 

designing a service or solution around the patient 

stemming from the UK’s NHS-driven thinking like ‘no 

decision about me, without me’. So patients can 

themselves decide about their options(after giving full 

information about operation) and therefore naturally 

guiding us towards cost effective management in their 

life style and affordability.(4-5) This study aimed at the 

pattern, presentation, management and type of gall 

bladder stones in this rural population of Haryana and 

how the patient centric decision (when patient decides 

for themselves regarding types of operation either mini-

laparotomy cholecystectomy or laparoscopic 

cholecystectomy), affect the outcome. 

 

Materials and Method 
This study includes 152 patients of cholelithiasis, 

admitted to our upcoming World College of Medical 

Sciences and Research Hospital, Jhajjar, Haryana from 

2016 to March 2017. Their food habit and smoking 

habit were noted. Symptoms and signs of clinical 

presentation noted. Definitive diagnosis was done on 

the basis of LFT and ultrasonogram. No indication for 

cholangiogram in any of our case, so it was not done. In 

some cases, where thickened GB wall was found, CT 

was done to rule out GB cancer otherwise 

ultrasonogram was relied upon. After explaining the 

pros and cons of operations available, we followed the 

patient centric decision. Most of the patients chose to 

undergo mini-laparotomy cholecystectomy, where we 

put about 6 +-1 cm incision in right subcostal area. 

Some patients chose laparoscopic cholecystectomy. 

Most mini-laparotomy cholecystectomies were done in 

high spinal except 2 cases where general anaesthesia 

has to be given because patients were obese. All 

laparoscopic cholecystectomy was done under general 

anaesthesia. Patients were followed up at the regular 

interval, up till 5 to 6 months. 

 

Results 
In the present study, majority 75.6% (Fig. 1) of our 

patients were female. 

 

 
Fig. 1: Male and female Ratio 
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Fig. 2: Prevalence according to age groups 

 

Regarding age group, our youngest patient was 18 

yrs female and oldest patient was 65 yrs female. The 

maximum number of patient, we found in 31 to 40 age 

group (36.8%) (Fig. 2). 

About 84% of our patients were a non-smoker, and 

90% were vegetarian. Consumption of milk 

(irrespective of their vegetarian or mixed dietary habit) 

is almost 100% in this rural population as farming and 

raising cattle was their prime profession. Given the 

choice of either mini-laparotomy cholecystectomy 

(where we put around 6 cm right subcostal incision) or 

lap cholecystectomy, 87.5% chose mini-laparotomy. 

Regarding complications in postoperative period 

(Table 1), about 7 cases had mild wound infection 

which responded antibiotic therapy. And in 4 cases, we 

had bile leaked, where we extended the period of drain 

removal for one week, otherwise, we removed sub-

hepatic drain in 3to 4 days in most cases. So total 

complication rate was 7.23% (wound infection and bile 

leak). 

 

Table 1: Complications in postoperative period 

1 Biliary leakage from GB bed 4 

2 Wound infection 7 

3 CBD Injury 0 

4 Total 11 

 

All stones were analyzed and 93.4% were 

cholesterol type stones, rest was the mixed type and we 

did not find any pigmented stone. 

There was some difference in hospital stay in mini-

laparotomy and laparoscopy cholecystectomy (Table 2). 

 

Table 2: Hospital stay (Average) 

Minilap Lapchole 

5 days 3 days 

 

Discussion 
The majority, about 75.6% our patients were 

female and the youngest patient was 18 years female 

and oldest patient was 65 years female. The maximum 

number of patient, we found in 31 to 40 age group 

(36.8%) which is similar to prior studies.(1,2) 

Given the choice of either mini-laparotomy 

cholecystectomy(where we put around 6 cm right 

subcostal incision) or lap cholecystectomy, 87.5% 

chose mini-laparotomy. This is apparently because of 

the cost involved. The cost of lap cholecystectomy was 

one and half times more than mini-laparotomy 

cholecystectomy in this part of the rural setup. We did 

all mini-laparotomy cholecystectomies in high spinal 

anaesthesia(86%), except two cases where because of 

obesity, general anaesthesia had to opt. 

Regarding complications in postoperative period, 7 

cases had mild wound infection which responded 

antibiotic therapy and total complication rate was 

7.23% (wound infection and bile leak). However, this 

low rate of complications appears due to a good 

selection of cases. And these post operative 

complications happened in mini-laparotomy cases, and 

we did not have any complication in lap 

cholecystectomy(19 cases). 

Incidentally one case we started as lap 

cholecystectomy, but because of the adherent GB (later 

it was reported as cancer GB), the operation was 

converted to open cholecystectomy. That patient did not 

do well and we lost her after 4months. We have not 

included that patient in our case study, just mentioned 

here as our exceptional experience. 

All stones were analyzed and 93.4% were 

cholesterol type stones, rest was the mixed type and we 

did not find any pigmented stone. A study done in 

South India shows pigmented and mixed gall stones are 

common there.(3,4,5,6,7) This we may contribute to the 

food habits and life style which are different in the 

north and south Indians. A study done at South Italy(8) 

shows a sedentary lifestyle and diet rich in animal fats 

are significant risk factors for gall stones formation. So 

These factors look common in the north Indian to have 

cholesterol stones as in the west.(9,10,11,12) Angelico F et 

al, study shows that obesity and parity are risk factors 

for cholelithiasis.(13) 

There was some difference in hospital stay in mini-

laparotomy and laparoscopy cholecystectomy. 

Cosmetically speaking most patients looked quite 

satisfied with 6 cm (give and take one centimetre) 

subcostal incision in mini-laparotomy cholecystectomy. 

We did not do cholangiogram in any of our case (Pre, 

Intra, post-operation), as there was no indication. In 

none of the case, we needed CBD exploration. No late 

complications like jaundice or a hernia, in our 3-6 

months follow-up. Given the option, our study shows 

most of the patients chose mini-laparotomy 

cholecystectomy then Lap cholecystectomy which is 

one and half times costlier. And they did quite well in 

post operative period as well, our complication rate is 

low (7.23%) and those complications were a mild one. 

We did not encounter any major complication in mini-

laparotomy. Apparently, these results might be because 

of our selection of cases. 
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Our important aim of this paper is to watch the 

outcome when patients take the decision regarding the 

type of operation they have to undergo. We explain 

about all pros and cons of surgical undertakings as well 

as the cost and let the patient take the decision. In this 

laparoscopy era, we honour the decision of patients 

without influencing them otherwise. A very high 

percentage (87.5%) chose mini-laparotomy 

cholecystectomy and we delivered good results. Thus 

patient centricity is feasible. “Patients centricity” which 

stemmed from the UK’s NHS-driven thinking like “no 

decision about me, without me”. This has naturally 

guided us towards cost effective treatment in the local 

life style of this population. Thus we concluded that 

mini laparotomy cholecystectomy is feasible and 

simply cost effective in these rural upcoming hospitals 

cum medical colleges although hospital stay is little 

longer in mini-laparotomy cases. Whereas the study 

done at Bogota, Colombia shows different fact that 

direct cost of lap cholecystectomy is lower for patients 

as well as health care provider.(14,15,16) Data of 

laparoscopic era supports our findings.(17,18) 

 

Conclusion 
Our study shows population and pattern of 

presentation are not very different from another studies 

from India, and most of them can be managed through 

mini-laparotomy cholecystectomy (under high spinal) 

without any major complication. Patients centric 

decision is the natural guidance towards cost effective 

treatment in rural life style. Most of the gallstones were 

cholesterol type which seems a bit different from other 

part of India, may be because of dietary habit (high 

consumption of milk) and lifestyle. 

 

References 
1. Aftab Ahmed, Satish Kumar Ranjan, D K Sinha, Kerketta 

MD, Preeti Usha. Changing incidence of gall stone 

disease: A single centre study from Eastern India. IOSR-

JDMS 2015;14(12):50-53. 

2. Bansal A, Akhtar M, Bansal AK. A clinical study: 

prevalence and management of cholelithiasis. Int Surg J 

2014;1:134-9. 

3. Thamil Selvi R, Sinha P, Subramaniam PM, Konapur PG, 

Prabha CV. A clinicopathological study of cholecystitis 

with special reference to analysis of cholelithiasis. Int J 

Basic Med Sci. 2011;2(2):68-72. 

4. Jayanthi V. Pattern of gallstone disease in Chennai city, 

South India - a hospital based survey. Journ Assoc 

Physicians India 1996;44:461-4. 

5. Tandon RK, Thakur US, Basak AK, Lal K, Jayanthi V, 

Nijahawan S. Pigment gallstone predominate in south 

India (abs.) Indian J Gastroenterol 1994;13:A18. 

6. Ananthakrishnan N. Current concepts in the pathogenesis 

of gallstones. Indian Journ Surg 1998;60:85-9. 

7. Rathnaswami A, Vijayan J, Omprakash R, 

Balasubramanian S, Rangabashyam N. Gallstone diseases 

- our experience. South Indian Journal Clinics 1989;3:89-

93. 

8. Giovanni Misciagna, Sandro Centonze, Claudio Leoci, 

Vito Guerra, Anna Maria Cisternino, Rosa Ceo, et al. 

Diet, physical activity, and gallstones—a population-

based, case-control study in southern Italy. The American 

Journal of Clinical Nutrition 1999;69(1):120-126. 

9. Cuevas A, Miquel JF, Reyes MS, Zanlungo S, Nervi F. 

Diet as a risk factor for cholesterol gallstone disease. J 

Am Coll Nutr. 2004;23(3):187-96. 

10. Pundir CS, Rani K, Garg P, Chaudhary R, Chandran P, 

Kumari M. Chemical analysis of biliary calculi in 

Haryana. Indian J Surg. 2001;63:370-3.  

11. Sarin SK, Kapur BML, Tandon RK. Cholesterol and 

pigment gallstones in northern India. A prospective 

analysis. Dig Dis Sci 1986;31:1041-5. 

12. Khuroo MS, Mahajan R, Zargar SA, Javid G, Sapru S. 

Prevalence of biliary tract disease in India: a sonographic 

study in adult population in Kashmir. Gut 1989;30:201-5. 

13. Angelico F, Del BM, Barato A, Conti R. Ten year 

incidences and natural history of gallstone diseases in 

rural population of women in central Italy. Italian Journal 

of Gastroenterology and Hepatology 1997;29(3):249-254. 

14. Fajardo R, Valenzuela JI, Olaya SC, Quintero G, 

Carrasquilla G, Pinzón CE, et al. Cost-effectiveness of 

laparoscopic versus open cholecystectomy. Biomedica 

2011 Oct-Dec;31(4):514-24. 

15. Jan TT, Suyapto DR, Neo EL, Leong PS. Prospective 

audit of laparoscopic cholecystectomy experience at a 

secondary referral centre in South Australia. ANZ J Surg 

2006;76:335-338. 

16. Jhon HH, Somes C, Guha, Stephen GT. laparoscopic 

cholecystectomy in a rural family practice. J Fam Pract 

2004 Mar;53(3):205-8. 

17. Kent Seale, Walter P, Ledet Jr. Minicholecystectomy A 

safe, cost-effective day surgery procedure. Arch Surg 

1999;134:308-310. 

18. Fullertin GM, Bell G. Prospective audit of the 

introduction of laparoscopic cholecystectomy in the west 

of Scotland: West of Scotland Laparoscopic 

Cholecystectomy Audit Group. Gut.1994;35:1121-6. 

http://ajcn.nutrition.org/search?author1=Giovanni+Misciagna&sortspec=date&submit=Submit
http://ajcn.nutrition.org/search?author1=Sandro+Centonze&sortspec=date&submit=Submit
http://ajcn.nutrition.org/search?author1=Claudio+Leoci&sortspec=date&submit=Submit
http://ajcn.nutrition.org/search?author1=Vito+Guerra&sortspec=date&submit=Submit
http://ajcn.nutrition.org/search?author1=Anna+Maria+Cisternino&sortspec=date&submit=Submit
http://ajcn.nutrition.org/search?author1=Rosa+Ceo&sortspec=date&submit=Submit
https://www.ncbi.nlm.nih.gov/pubmed/?term=Fajardo%20R%5BAuthor%5D&cauthor=true&cauthor_uid=22674362
https://www.ncbi.nlm.nih.gov/pubmed/?term=Valenzuela%20JI%5BAuthor%5D&cauthor=true&cauthor_uid=22674362
https://www.ncbi.nlm.nih.gov/pubmed/?term=Olaya%20SC%5BAuthor%5D&cauthor=true&cauthor_uid=22674362
https://www.ncbi.nlm.nih.gov/pubmed/?term=Quintero%20G%5BAuthor%5D&cauthor=true&cauthor_uid=22674362
https://www.ncbi.nlm.nih.gov/pubmed/?term=Carrasquilla%20G%5BAuthor%5D&cauthor=true&cauthor_uid=22674362
https://www.ncbi.nlm.nih.gov/pubmed/?term=Pinz%C3%B3n%20CE%5BAuthor%5D&cauthor=true&cauthor_uid=22674362
https://www.ncbi.nlm.nih.gov/pubmed/15000926

