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Abstract

Gallstone disease remains one of the most common surgical conditions worldwide, and laparoscopic
cholecystectomy is widely accepted as the gold standard for its treatment. A considerable proportion
of patients undergoing laparoscopic cholecystectomy present with concomitant abdominal or pelvic
pathologies, raising the clinical question of whether simultaneous surgical procedures can be safely
performed during the same operative session. This retrospective observational study analyzed clinical
outcomes in patients who underwent laparoscopic cholecystectomy combined with simultaneous
abdominal surgical procedures between 2015 and 2025. A total of 410 patients were included.
Demographic characteristics, types of simultaneous procedures, surgical approaches, postoperative
complications, and length of hospital stay were evaluated using descriptive statistical methods.
Results.Female patients predominated (83.4%), and the majority belonged to middle-aged and elderly
groups. The most frequently performed simultaneous procedures were gynecological operations and
abdominal wall hernia repairs. A completely laparoscopic approach was used in 70.48% of cases,
whereas a combined laparoscopic—open strategy was required in the remaining patients. Postoperative
complications occurred in 2.7% of cases and were limited to minor events corresponding to Clavien—
Dindo grades I-Il. No mortality was observed. Patients treated with a fully laparoscopic approach had
shorter hospital stay and faster postoperative recovery.

Simultaneous abdominal surgical procedures performed during laparoscopic cholecystectomy appear
to be safe and effective in appropriately selected patients. The findings suggest that this strategy may
reduce the need for repeated anesthesia and hospitalization, thereby offering potential clinical and
socioeconomic benefits.

Keywords: Laparoscopic cholecystectomy, simultaneous surgery, gallstone disease, abdominal
surgical procedures, minimally invasive surgery, surgical outcomes

INTRODUCTION prevalent disorders of the hepatobiliary

Gallstone disease is one of the most system and represents a major public
health and  socioeconomic  burden
worldwide. Epidemiological studies indicate
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Zeynalov S.M., Zeynalov B.M., Ibrahimova A.A,, . . . .
Namazov A.E.. Imanova S.S., Qapacov F.M.. Refiyev in the adult population and .mcreases WI’[.h
S.F., Bayramov N.Y. age, female sex, obesity, metabolic
Azerbaijan Medical University, Department of Surgical syndrome, and dietary factors [1].

Diseases |, Baku, Azerbaijan
*For correspondence E-mail: dr.a.ibrahimova@gmail.com

© ATUJ and The Author(s) 2026. Open Access This article is licensed under a Creative Commons Attribution 4.0 International
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to theoriginal author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes
were made. The images or other third party material in this article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence and your
intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from
AZORBAYCAN TiBB the copyright holder. To view a copy of thislicence, visit http:/creativecommons.org/licenses/by/4.0/.

UNIVERSITETININ JURNALI

%94


http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.28942/atuj.v6i3y2026.163

Abbasov V.S., Abdinov E.9., Sariyeva K.H. , imanovaS.S.

Laparoscopic cholecystectomy is currently
recognized as the gold standard for the
treatment of symptomatic gallstone
disease, because of its low morbidity, short
hospital stays and rapid postoperative
recovery [2]. With increasing life
expectancy and the growing prevalence of

comorbid conditions, many patients
scheduled for laparoscopic
cholecystectomy also present with

concomitant abdominal or pelvic diseases
requiring surgical treatment [3].

Traditionally, these disorders have been
managed in separate operative sessions.
However, staged surgery requires repeated

anesthesia, additional hospitalization,
delayed recovery, and increased
healthcare costs. Simultaneous (one-

stage) surgery has therefore emerged as
an attractive alternative, enabling treatment
of multiple pathologies during a single
operative session while potentially reducing
overall treatment time and improving
patient convenience [2—0].

Although recent studies have demonstrated
that simultaneous laparoscopic procedures
are generally safe and feasible in
appropriately  selected patients, the
available evidence remains heterogeneous
because of differences in patient selection,
operative  techniques, and outcome
assessment [5,13,15]
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A major limitation is the lack of unified

clinical guidelines and standardized
recommendations regarding indications,
contraindications, optimal sequencing of
surgical steps, and risk factors influencing
outcomes. Consequently, decision-making
often relies on individual surgeon
experience [13,18].

Therefore, analyzing clinical outcomes of
simultaneous  abdominal procedures
performed during laparoscopic
cholecystectomy in a large patient cohort is
of significant scientific and practical
importance.

MATERIALS AND METHODS

This retrospective observational clinical
study included 410 consecutive patients
who underwent simultaneous abdominal
procedures during laparoscopic
cholecystectomy between 2015 and 2025.
The patients’ age ranged from 28 to 86
years, with females predominating (83.4%).
Age and sex distribution are presented in
Table 1.

Preoperative evaluation included medical
history, physical examination, routine
laboratory investigations, abdominal
ultrasonography, and additional imaging
studies when clinically indicated. The
indication for simultaneous surgery was
established individually according to the
patient's clinical condition, concomitant
pathology, and the surgeon’s judgment.

Table 1. Age and Sex Distribution of Patients

Age group Male n (%) Female n (%) Total n (%)
<30 4 (0.98) 31 (7.56) 35 (8.54)
31-40 8 (1.95) 65 (15.85) 73 (17.80)
41-50 14 (3.42) 76 (18.53) 90 (21.95)
51-60 21 (5.12) 56 (13.66) 77 (18.78)
61-70 15 (3.66) 71 (17.32) 86 (20.98)
>70 6 (1.46) 43 (10.49) 49 (11.95)

Comorbidities were considered when
determining surgical tactics. The most
common conditions included arterial
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hypertension, diabetes mellitus, ischemic
heart disease, and chronic respiratory

diseases.
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Clinical data were extracted retrospectively
from medical records and analyzed using
descriptive statistical methods. Continuous
variables are presented as ranges,

Table 2. Structure of Comorbidities
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whereas  categorical variables are

expressed as absolute numbers (n) and
percentages (%).

Comorbidity n (%)

Hypertension 93 (22.7)
Ischemic heart disease 43 (10.5)
Diabetes mellitus 65 (15.9)
Chronic bronchitis/COPD 43 (10.5)

Comorbidities were considered when
determining surgical tactics. The most
common conditions included arterial
hypertension, diabetes mellitus, ischemic
heart disease, and chronic respiratory
diseases.

Table 3. Types of Simultaneous Procedures

All  patients underwent laparoscopic
cholecystectomy as the primary procedure.
Additional simultaneous interventions were
performed during the same operative
session according to the type of
concomitant abdominal or pelvic pathology

Procedure N
LC + gynecological surgery 214
LC + abdominal wall hernia repair 72
LC + adhesiolysis 49
LC + appendectomy 7
LC + liver resection/cyst 5
Others 63

According to the surgical approach,
patients were classified into two groups:
Group | — Fully laparoscopic approach

Table 4. Surgical Approach Distribution

Group Il — Combined laparoscopic and
open approach

Group Approach n (%)
I Full laparoscopic 289 (70.48)
Il Laparoscopic + open 121 (29.52)

Preoperative evaluation included detailed
medical history, physical examination,
routine  laboratory tests, abdominal
ultrasonography, and additional imaging
studies when indicated. Surgical strategy
(fully laparoscopic or combined
laparoscopic—open approach) was
determined according to the type of

96

concomitant pathology, technical feasibility,
and intraoperative findings.

Data were analyzed using descriptive
statistical methods and are presented as
absolute numbers (n) and percentages (%).
No inferential statistical analysis was
performed because of the descriptive
retrospective design of the study.



Abbasov V.S., Abdinov E.9., Sariyeva K.H. , imanovaS.S.

RESULTS

Among 410 patients, 342 (83.4%) were
female and 68 (16.6%) were male. The
majority of patients belonged to the middle-
aged and elderly groups (Table 1).
Gynecological procedures constituted the
largest  proportion of  simultaneous
interventions (214 cases), followed by
abdominal wall hernia repair (72 cases),
adhesiolysis (49 cases), appendectomy (7
cases), and liver procedures (5 cases)
(Table 3).

A fully laparoscopic approach was used in
289 patients (70.48%), whereas 121
patients (29.52%) required a combined
laparoscopic—open approach (Table 4)
The most frequently observed
comorbidities were hypertension (22.7%),
diabetes mellitus (15.9%), and ischemic
heart disease (10.5%) (Table 2).
Postoperative complications occurred in 11
patients (2.7%). These were mild and
managed conservatively, including
superficial  wound inflammation and
residual pain syndrome. All complications
were classified as Clavien—Dindo Grade |-
II, and no mortality was recorded.

The mean length of hospital stay was 2.8 +
0.9 days in the fully laparoscopic group and
41 + 1.2 days in the combined
laparoscopic—open group (p = 0.003).

DISCUSSION

Simultaneous abdominal surgery during
laparoscopic cholecystectomy remains a
topic of growing interest in minimally
invasive surgery. The present study
demonstrates that, in carefully selected
patients, performing multiple procedures in
a single session does not significantly
increase perioperative risk. These findings
are consistent with previous studies
reporting that simultaneous laparoscopic
procedures can be performed safely
without increasing postoperative morbidity
[1-6,13].
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The complication rate of 2.7% confirms the

acceptable safety profile of this approach
and is consistent with literature data
reporting complication rates between 2-—
5%, mostly mild and manageable
conservatively [2,5,13].

The type of surgical approach appeared to
influence postoperative outcomes. The fully
laparoscopic technique was associated
with shorter hospitalization and faster
recovery, confirming the advantages of
minimally invasive surgery. However,
because only descriptive statistical analysis
was performed, these findings should be
interpreted with caution.

The predominance of gynecological
procedures and hernia repairs reflects the
high prevalence of these conditions,
particularly among women with gallstone
disease. These combined procedures are
technically feasible due to anatomical
proximity and have also been reported by
other authors as the most frequently
performed simultaneous interventions
[4,5,15-18].

Simultaneous surgery also offers economic
advantages by reducing hospitalization,
anesthesia exposure, and recovery time,
although economic parameters were not
directly analyzed in this study. A major
concern is prolonged operative time;
however, advances in laparoscopic
techniques and anesthesia have minimized
its clinical impact [13,18].

Patient selection remains crucial. High-risk
patients with severe cardiopulmonary
conditions require careful evaluation. The
optimal sequence of surgical steps remains
controversial and should be individualized
based on patient condition and technical
considerations.

The present study has several limitations.
Its retrospective single-center design and

the absence of inferential statistical
analysis limit the strength and
generalizability of the conclusions.
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Therefore, prospective multicenter studies
with comparative statistical analyses are
warranted to further validate these findings.

CONCLUSION
Simultaneous  abdominal  procedures
during laparoscopic  cholecystectomy

appear to be a safe and effective treatment
strategy in appropriately selected patients.
In the present study, postoperative
complications were infrequent and limited
to Clavien—-Dindo Grade I-Il events, and no
mortality was observed. Fully laparoscopic
techniques were associated with shorter
hospitalization and  better recovery
outcomes.

The findings suggest that simultaneous
surgery may reduce the need for repeated
anesthesia and hospitalization, thereby
offering potential clinical and
socioeconomic benefits.

Further prospective multicenter studies with
comparative  statistical analyses are
needed to confirm these findings and
establish standardized recommendations
for patient selection and surgical strategy
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LAPAROSKOPIK XOLESISTEKTOMIYA ZAMANI SIMULTAN ABDOMINAL SMSLIYYATLARIN
TOHLUK®SSIZLIYI VO KLINIK NOTICOLSRI

Zeynalov S.M., Zeynalov B.M., Ibrahimova A.A., Namazov A.E., imanova S.S., Qapaqov F.M.,
Refiyev S.F., Bayramov N.Y.

Azerbaycan Tibb universiteti, | Carrahi xastalikllor kafedrasi, Baki, Azarbaycan
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Xilaso

Od das! xestaliyi diinyada an genis yayilmis cerrahi patologiyalardan biri olaraq qalmagdadir ve
laparoskopik xolesistektomiya onun mialicasinde “qizil standart” hesab olunur. Laparoskopik
xolesistektomiya icra olunan pasiyentlarin shamiyyatli hissasinde yanasi abdominal va ya kicik ganaq
patologiyalarinin mévcudlugu eyni amaliyyat seansinda simultan carrahi mtdaxilelarin
tehlikasizliyinin v magsadauygunlugunun giymatlandiriimasini aktuallasdirir.

Bu retrospektiv. musahide xarakterli tadqgigatda 2015-2025-ci illear arzinde laparoskopik
xolesistektomiya zamani simultan abdominal cerrahi emaliyyatlar icra edilmis 410 pasiyentin klinik
naticaleri tahlil edilmisdir. Demogqrafik godstariciler, simultan amaliyyatlarin ndvleri, carrahi taktika,
amaliyyatsonrasi  agirlasmalar ve hospitalizasiya muddati deskriptiv  statistik  Usullarla
giymatlendirilmisdir.

Pasiyentloerin 83,4%-ni qadinlar tagkil etmis, aksariyyati isa orta ve yasli yas gruplarina aid olmusdur.
©n ¢ox icra edilen simultan amaliyyatlar ginekoloji cerrahi midaxilalar ve qarin 6n divari yirtiglarinin
plastikasi olmusdur. Xastalerin 70,48%-da emaliyyatin bitin marhaleleri tam laparoskopik Usulla
hayata kegirilmisdir. ©maliyyatsonrasi agirlagsmalar 2,7% hallarda musahida edilmis va yalniz Clavien—
Dindo tesnifatina gore I-Il daracaeli yungul agirlasmalar geyde alinmigdir. Letalhg hali misahide
edilmamisdir. Tam laparoskopik yanasma daha qisa hospitalizasiya muiddsti ve daha suratli
amaliyyatsonrasi barpa ile alagalendirilmisdir.

Laparoskopik xolesistektomiya zamani simultan abdominal emaliyyatlar diizglin segilmis pasiyentlarde
tahllkasiz ve effektiv corrahi yanasma hesab oluna bilar. 8lds olunan naticeler bu yanagmanin takrar
narkoz ve hospitalizasiya ehtiyacini azalda bilacayini, bununla da klinik ve potensial sosial-igtisadi
Ustunlikler temin eds bilacayini gostarir. Bu naticelarin tasdiglanmasi ve pasiyent segimi ilo carrahi
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taktikanin standartlasdiriimasi Gg¢lin miqayisali statistik tahlilleri shate eden gelacek prospektiv,

coxmarkazli tadgiqatlara ehtiyac vardir.

Acar soézlor: laparoskopik xolesistektomiya; simultan cerrahiyys; 6d dasi xastaliyi; abdominal carrahi
emealiyyatlar; minimal invaziv carrahiyys; carrahi naticoelor
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Pes3tome

>KenyHokameHHast GoresHb OCTaeTcs OAHWM W3 Haumboree pacnpoOCTPaHEHHbIX XUPYPruyYeckux
3aboneBaHnin B Mupe, a Ianapockonuyeckas XONEeuUCTIKTOMUS LUMPOKO MpU3HaHa «30510TbIiM
CTaHOapTOM» €€ JeyeHusl. 3HaunmTenbHasi 4acTb MauMeHTOB, KOTOPbIM  BbIMOMHSAETCA
nanapockonuyeckasl XoIeUMCTIKTOMUS], MMEET COMyTCTBYKOLWME NaTONOMMNM OpraHoB OpHOLIHON
MonocTM WNM Manoro Tasa, YTO CTaBUT BOMPOC O BO3MOXHOCTU 0e30MacHOro BbIMOMHEHMS
CUMYNbTaHHbLIX  XMPYPrMYECKMX BMeLWaTeNbCTB B paMKax oOgHow onepauun. B gaHHOM
peTpocnekTMBHOM 06CepBaLUMOHHOM UCCNEeNOBaHUN ObINM NMPOaHanM3MpoBaHbl KIMMHUYECKNE NCX0oabl
nevyeHnss MNaUMEHTOB, MNEPEHECLUMX NanapoCKOMUYECKYID XONELMUCTIKTOMUIO C CUMYJSibTaHHbIMA
XUPYPrMmyeckumMn BMeLLaTeNbCTBaMmn Ha opraHax GptowHon nonoctn B nepuog ¢ 2015 no 2025 rog. B
nccnegosaHme 6bino BkntodeHo 410 nauyneHToB. OueHMBanncb aemorpadomuyeckne XxapakTepucTuki,
BMAbl CUMYNbTaHHbIX BMELIATENbCTB, XMPYPruieckne noaxoapl, NocrneonepaumoHHbIe OCNIOXKHEHMS 1
ONVUTENbHOCTb rocnuTanu3auun C UCMNOSb30BaHMEM METOOOB onucaTteribHow crtatuctuku. Cpeawn
nauneHToB npeobnaganu xeHwmHol (83,4%), npy 9TOM B0MbLUMHCTBO OTHOCUITIOCH K rpynne cpeaHero
M NoXunoro Bo3pacTta. Hanbonee yacto BbINOSHAEMbIMU CUMYTbTaHHBIMW BMELLATENbCTBaMM Obinn
TMHEeKonornyeckne onepaumm u onepauum no MnoBOAY rPbPK OpPKOLWHON CTeHKU. [lofHOCTBIO
nanapockonuyeckuii nogxopn 6o npumeHeH B 70,48% cnydaeB, Torga kak B ocTarbHbIX Cryyasax
MCMomb30Barca KOMOWHMPOBAHHbLIA NanapoCcKoNMYeCcKN-OTKPbIThIM noaxon. [locneonepaunoHHble
OCNoOXHeHna Habnioganucs B 2,7% crydaeB U OrpaHnyMBanumcb OcroXHeHusmu |-Il cteneHn no
knaccudpukauumn Clavien—-Dindo. JleTanbHbIX UCXOO0B 3apernctpupoBaHo He Obino. [MomnHOCTbIO
nanapocKonu4ecknin nNoaxod accoummpoBarncsa ¢ 6onee KOPOTKMM CPOKOM rocnvtanusaumm n 6onee
ObICTPbLIM NOCHeonepauUmMoHHbIM BOCCTAHOBNEHMEM.

OpHoBpemeHHble  abaoMuHanbHblE  XMPYPrUdeckne  BMellaTenbCTBa,  BbIMOMHAEMble  Mpu
nanapocKonmn4eckorn  XONeuucTakToMuK,  npegcrasndawTca  6esonacHom M adppekTMBHOM
XUPYPrnu4eCcKom TaKTUKOW Y NpaBuiibHO 0TOBpaHHbIX NaumMeHToB. [NonyyeHHble pe3ynbTaTbl NO3BONAIOT
NpeanonoXnuTb, YTO OaHHbIA NOAXOA4 MOXET CHU3UTb HeOobXOoOMMOCTb MOBTOPHOW aHecTe3nun u
rocnutanmsauun, obecneunBad noOTEHUMAmNbHbIE KIMHMYECKME WU COLManbHO-3KOHOMUYECKNE
npevmyliecTea. [na noaTBEPKAEHUS MOMYYEHHbIX pe3ynbTaToB Heobxoaumbl AanbHenwuve
NMPOCNEKTUBHbIE MHOTOLIEHTPOBbIE UCCNEeL0BaHUSA C NPUMEHEHNEM CPABHUTENBHOIO CTaTUCTUYECKOIO
aHanuaa.

Knoyeeble cnoea: nanapockonuyeckasl XOfeuucmaKmoMus;, CUMYfbmaHHble — orepauuu;
JKenYHoKameHHasi 60me3Hb;, ab0oMuHarbHble XUpypaudyeckue emewameribcmea; MarouHeasugHasi
Xupypausi; Xupypau4eckue ucxoobl.
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