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Introduction:
Due to socioeconomic benefi ts and low morbid-
ity, early cholecystectomy was considered the 
preferred treatment for acute cholecystitis in the 
era of open surgery.1  With the advent of laparo-
scopic surgery, laparoscopic cholecystectomy 
has become the gold standard for symptomatic 
cholelithiasis, but, there has been controversy in 
its use for AC,2  because AC is one of the most 
frequent situations with increased operative 
risk. AC modifi es the local anatomy with in-
crease in the diffi  culty of identifying the cystic 
pedicle and CBD. As it is impossible to perform 
ante-grade cholecystectomy in most such cases, 

there is a high risk of CBD injury. It is very easy 
to penetrate the liver parenchyma during dissec-
tion as the cleavage plan in the gallbladder bed is 
lost which can lead to post-operative biliary leak, 
haemorrhage and sub-hepatic abscess.3 With the 
signifi cant progress in technical profi ciency and 
instrumentation, studies have demonstrated LC, 
a safe and eff ective procedure in AC.4, 5, 6-8 Th ere 
are few studies published in Pakistan on the role 
of LC for AC which demonstrated its reliability, 
safety and cost-eff ectiveness.9 Despite accumu-
lation of evidence, it remains common practice 
to treat acute cholecystitis with intravenous 
(IV) antibiotic therapy and interval LC prefer-
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entially.10 Th is study was conducted to review 
our institution’s experience with the application 
of LC for AC.

Methodology:
Th e study was conducted in Surgical “C” Unit, 
Khyber Teaching Hospital, Peshawar from 
March, 2006 to July, 2009. Patients who present-
ed with sudden onset of upper abdominal pain, 
nausea, vomiting and fatt y food intolerance were 
examined and subjected to investigations. Th ose 
who were confi rmed to have acute cholecystitis 
(calculus or acalculus) based mainly on abdomi-
nal ultrasonography were admitt ed. Mode of ad-
mission was through outpatient or emergency 
department. 

Inclusion criteria: All patients with acute calcu-
lus, acute acalculus and acute on chronic chole-
cystitis were included in this study.

Exclusion criteria: Patients with obstructive 
jaundice were excluded.

Th e patients were thoroughly investigated for 
fi tness of anaesthesia and were put on initial 
management. Second or third generation ce-
phalosporins were administered soon aft er the 
admission. 

All patients were operated within 24 to 48 
hours through standard laparoscopic cholecys-
tectomy procedure. Preoperative fi ndings were 
noted. Conversion to open cholecystectomy 
was done in some cases. Subhepatic tube drains 
were placed in selective cases. Patients were ob-
served during postoperative stay for early com-
plications like haemorrhage, biliary leakage and 
obstructive jaundice. Cases with uneventful re-
covery were discharged home and were asked to 
come for follow up aft er 2 to 3 weeks time and 
were looked for complications like wound sepsis 
and obstructive jaundice. Ultrasonography was 
performed in selected cases where subhepatic or 
other abdominal collection was suspected. Data 
was entered into a proforma and analysed at the 
completion of the study period.

Results:
A total of 428 patients were included in this 

study. Out of which 392 (91.59%) were female 
and 36 (8.41%) were males(Figure 1). Th eir ages 
ranged from 18 years to 64 years (mean age was 
43 years). During LC eleven patients (2.57%) 
were converted to open cholecystectomy due to 
diffi  cult anatomy and bleeding. Th e time range 
for the procedure was from 30min to 95 min 
(mean time was 50 min). Post operatively there 
was biliary leakage in 8 (1.86 %) cases, out of 
which the leakage stopped spontaneously in 6 
cases while in two cases the leakage continued 
for more than 1 week. On investigation these 
two (0.46%) cases were found to have bile duct 
injury which were missed during initial proce-
dure. In both of these cases re-exploration and 
hepatico-jujonostomy was done. One patient 
(0.23%) developed post operative obstructive 
jaundice due to inadvertent clip application to 
common hepatic duct. So the over all incidence 
of bile duct injury in this series was 0.7%. 

During the follow up visits, 13 (3.03%) patients 
developed port site infection which was treated  
with antibiotics and repeated dressings. Th ree 
patients (0.7%) developed subhepatic collec-
tion and all of them were treated by ultrasound 
guided aspiration.    

Discussion:
Th e advent of new dissection techniques, the tra-
ditional interval cholecystectomy, laparoscopic 
or open is giving way to the emerging early lap-
aroscopic cholecystectomy. In this series of 428 
patients undergone early cholecystectomy for 
acute cholecystitis in which conversion rate was 
2.57%, time of operation was 30-95min (mean 
50min), bile duct injury in 0.46%, common he-
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patic duct injury of 0.23%, port site infection 
was in 3.03% and sub-hepatic abscess was found 
in 0.7%.

Duca S et al3. in their series of LC of 9542 pa-
tients performed for diff erent indications includ-
ing 13.98% of AC patients, found the conversion 
rate of 1.9%, common bile duct injury in 0.1% 
and hepatic abscess in 0.1% cases which is com-
parable to our study results of LC performed for 
AC.

In another study of 201 patients, Lim KR et al11. 
found the conversion rate of 27.7% and wound 
infection rate of 0.68% in interval LC performed 
for AC which on comparison to our series sug-
gests that the early LC is bett er and safe treat-
ment option for AC. Lau H et al12 also did not 
fi nd any signifi cant diff erence in terms of con-
version rate, operation time, complication rate, 
incidence of bile leakage and intra-abdominal 
collection rate in their experience, comparing 
early and delayed-interval laparoscopic chole-
cystectomy for acute cholecystitis.  

Bhatt acharya D et al13 also reported the safety 
and success of early LC for the treatment of LC.  
In another study comparing early and interval 
cholecystectomy Koo KP et al14 reported the 
conversion rate of 12% in early LC group and 
concluded that early LC had lower rates of con-
version to open procedures, less diffi  cult opera-
tions, shorter operative times, less costly proce-
dures, and a shorter convalescence.  Pessaux P 
et al15 in their study of 796 patients showed that 
there was no  statistical diff erence between early 
and delayed LC for the treatment of AC in terms 
of operative time and postoperative complica-
tions. Willsher PC et al 16 repoted conversion 
rate of 3.47 % in LC performed within 2 days 
against 27% in LC performed aft er 2 days. 

Although early LC for the treatment of AC is 
a preferred option because it can be safely per-
formed in most of the patients and thus cutt ing 
down hospital stay and socioeconomic burden 

on the health facilities. But still large random-
ized controlled trials are needed to support the 
results.

Conclusion:
Early laparoscopic cholecystectomy for acute 
cholecystitis does not increase morbidity, con-
version to open procedure and complications 
rates and can be safely performed. 
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