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Abstract  This work is based on the results of examination and treatment of 967 patients with chronic calculous 

cholecystitis in the period from 2015 to 2020, who were treated in the surgical department of the 1st clinic of the Samarkand 

Medical Institute. In order to select the method of cholecystectomy in patients with chronic calculous cholecystitis with an 

increased operational risk, the results of treatment of 296 patients of this category were analyzed. In 23 cases, they underwent 

open cholecystectomy, in 46 - laparoscopic cholecystectomy, in 227 - minilaparotomic cholecystectomy. Performing open or 

laparoscopic cholecystectomy in patients with chronic calculous cholecystitis with an increased operational risk is associated 

with a number of complications from the cardiovascular and respiratory systems, reaching 23.5% and 15%, respectively. 
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1. Introduction 

For many years, medicine has been studying the problem 

of gallstone disease. The advances in her diagnosis and 

treatment are obvious. At the same time, despite the high 

level of modern medicine, the number of patients with 

complicated forms of this disease, unfortunately, is not 

decreasing. And this, in turn, leads to undesirable outcomes 

of surgical treatment of gallstone disease. [1-6] 

The limited performance of laparoscopic operations,    

in such cases as adhesions in the upper floor of the 

abdominal cavity, with the severity of functional disorders  

of the cardiovascular system and respiratory systems, in   

the detection of an inflammatory infiltrate, according to      

some authors, determines the relevance of a wider       

use of mini-approaches for cholecystectomy [7,9-12].   

The aforementioned advantages of minilaparotomic 

cholecystectomy could possibly allow it to be recommended 

as the method of choice for cholecystectomy in patients with 

an increased operational risk [8,13-17]. 

The above questions determine the urgency of this 

problem and dictate the need for deeper research in this 

direction. 

2. Materials and Methods 

This work is based on the results of examination and 

treatment of 967 patients with chronic calculous cholecystitis  
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in the period from 2015 to 2020, who were treated in the 

surgical department of the 1st clinic of the Samarkand 

Medical Institute. 

In order to select the method of cholecystectomy in 

patients with chronic calculous cholecystitis with an 

increased operational risk, the results of treatment of 296 

patients of this category were analyzed. In 23 cases, they 

underwent open cholecystectomy, in 46 - laparoscopic 

cholecystectomy, in 227 - minilaparotomic cholecystectomy. 

All these patients were divided by sex and age according 

to the classification of age groups adopted in Kiev (1962) at a 

regional seminar of the World Health Organization. 

87 (29.4%) patients under the age of 60 were operated, 

209 (70.6%) patients were over 60 years old. The average 

age of the patients was 64.5 ± 3.5 years, and their age ranged 

from 45 to 85 years. It is noteworthy that mainly chronic 

calculous cholecystitis was observed in women - 214 (72.3%) 

patients, and 82 (27.7%) men. 

Diseases of the cardiovascular system were encountered in 

almost every patient with an increased operational risk. 

Respiratory diseases were noted in 87 (29.3%) patients, and 

diabetes mellitus in 29 (9.8%). Without a doubt, the presence 

of so many diseases put them in the group of increased 

operational risk. 

All patients were assessed the degree of operational risk 

according to the classification of V.A. Gologorsky. It was 

revealed that all patients had 4 degrees of operational and 

anesthetic risk [17-18]. 

For a comparative assessment of the degree of trauma of 

each of the three types of access used and the surgical 

interventions performed, we studied the state of stress 

hormones in 97 patients. Thus, stress hormones were studied 
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in 11 (11.3%) cases during open cholecystectomy, 42 

(43.2%) - laparoscopic cholecystectomy, and 44 (45.5%) - 

minilaparotomic cholecystectomy. 

3. Results and Discussion 

We analyzed the results of treatment of 227 patients   

with chronic calculous cholecystitis, who underwent 

minilaparotomic cholecystectomy. At the same time, I would 

like to note that we divided the use of this technique in this 

contingent of patients into 2 stages: 1 stage (subgroup "A"), 

when the standard minilaparotomic cholecystectomy was 

applied according to the method of M.I. Prudkov using the 

MiniAssistant equipment in 104 patients from 2015 to 2017; 

Stage 2 (subgroup "B"), when we applied the improved 

minilaparotomic cholecystectomy technique in 123 patients 

from 2018 to 2020. 

In general, according to our data, when assessing the 

immediate results of operations from the minilaparotomic 

approach, it was found that they are quite favorable: during 

the minilaparotomic cholecystectomy, complications were 

observed in 3 patients. In the postoperative period, in another 

9 (3.9%) cases, we noted various complications. 

Specific complications identified in 4 (1.7%) patients 

were those that were directly related to the performance of 

minilaparotomic cholecystectomy: bile leakage along the 

drainage from the subhepatic space and exacerbation of 

chronic pancreatitis. Moreover, none of these cases required 

relaparotomy. 

In the immediate postoperative period, 215 (94.7%) of the 

discharged patients recovered, 12 (5.2%) showed significant 

improvement (cessation of pain attacks while maintaining 

severity in the right hypochondrium). 

When performing a standard minilaparotomic 

cholecystectomy according to M.I. Prudkov, traction behind 

the bottom of the gallbladder and its removal into the wound 

significantly impaired visualization of the area of the 

gallbladder neck and hepatoduodenal ligament, which led to 

an increase in the duration of the operation. 

Therefore, when performing minilaparotomic 

cholecystectomy in patients in subgroup "B", we used a new 

technical technique improved by us, which greatly facilitates 

the operation. 

So, after making a minilaparotomy, through an additional 

puncture on the anterior abdominal wall, lateral to the 

minilaparotomy wound, a soft clamp with long branches is 

inserted at the site of the supposed counterperture to install  

a drainage tube. The clamp captures the neck of the 

gallbladder and traction is carried out laterally upward. At 

the same time, the surgeon clearly sees the area of the 

gallbladder neck, hepatoduodenal ligament and duodenum, 

which is especially necessary when performing a "difficult" 

cholecystectomy. After crossing the cystic duct and artery, 

the gallbladder is removed from the minilaparotomic wound. 

The drainage tube is inserted into the subhepatic region and 

pulled out from the previously imposed puncture on the 

anterior abdominal wall. 

Thus, the average duration of minilaparotomic 

cholecystectomy according to the improved technique, 

performed in patients of subgroup "B", was 36 ± 3.1 minutes, 

and in most patients (81.7%) it did not exceed 40 minutes. 

Thus, as the study showed, minilaparotomic 

cholecystectomy should be the operation of choice in chronic 

calculous cholecystitis in patients with an increased 

operational risk. At the same time, the use of an improved 

version of minilaparotomic cholecystectomy helped to 

reliably reduce the number of postoperative complications 

from 5% to 0.5% of cases. 

4. Conclusions 

1.  Performing open or laparoscopic cholecystectomy   

in patients with chronic calculous cholecystitis with  

an increased operational risk is associated with a 

number of complications from the cardiovascular  

and respiratory systems, reaching 23.5% and 15%, 

respectively. 

2.  Assessment of the level of stress hormones during 

operations on the biliary tract showed that operations 

from the minilaparotomic access, according to the 

degree of surgical aggression, can be classified as 

minimally invasive. 

3.  The level of "stress" hormones is directly proportional 

to the duration of the operation - the longer the 

operation, the more aggression relative to its average 

value. 

4.  Minilaparotomic cholecystectomy according to   

M.I. Prudkov in patients with chronic calculous 

cholecystitis with an increased operational risk is 

effective for any category of severity of the operation, 

while the complication rate is 6.4% and, as a rule,    

it is associated with performing a "difficult" 

cholecystectomy. 

5.  The use of improved minilaparotomic 

cholecystectomy, especially in the case of "difficult" 

cholecystectomy, can reduce the complication rate to 

0.5%. 

Mini cholecystectomy is effective and related with less 

patient’s uneasiness in terms of post-operative pain and 

infection as well as with less hospital stay. 
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